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Abstract— Considerable economic research suggests that the
historical origin of a countrys laws is associated with legal
rules and economic outcomes. This paper investigates differing
public health outcomes of countries with common law legal
origin (the British model) and civil law legal origin (the French
model). Civil law countries on net have better health outcomes
in the categories of infectious disease, immunization, sanitation,
contraception, pregnancy, malnutrition, infant mortality, and
life expectancy. Although health outcomes vary regionally, the
effect of civil law countries having better health outcomes than
common law countries holds within regions as well. Civil law
countries do not have a greater financial commitment to public
health. Instead, better health outcomes in countries with civil
law legal origin seems to result from greater decentralization of
government funds, higher rates of urbanization, and less ethnic
fractionalization in civil law countries.

I. INTRODUCTION

A body of research in economics converges to the idea
that historical origin of a countrys law has persistent and
substantial consequences for a countrys legal rules, reg-
ulations, and economic outcomes. Legal origin has been
found to be correlated with investor protection (La Porta
et al. 1997), military conscription (Mulligan & Shleifer
2005a,b), government ownership of banks (La Porta et al.
2002), government ownership of the media (Djankov et al.
2003a), labor market regulation (Botero et al. 2004), contract
enforcement (Djankov et al. 2003a, Acemoglu & Johnson
2005), comparative advantage (Nunn 2007), and economic
growth (Ma-honey 2001). La Porta et al. (1999) found, for
instance, that countries with French or socialist laws exhibit
inferior government performance relative to common law
countries.

Through historical and economic research, it has been
determined that civil law is associated with a heavier hand
of regulation and government ownership relative to common
law (La Porta et al. 2008). Additionally, common law is asso-
ciated with lower formalism of judicial procedures (Djankov
et al. 2003b) and greater judicial independence (La Porta
et al. 2004) than civil law, which are associated with better
security of property rights and contract enforcement. In an
effort to further explain and enrich the research related to
Legal Origin Theory, this paper considers the relationship
between legal origin and public health outcomes.

Firstly, this paper investigates whether there are persistent
health legacies of legal origin, possibly due to the influence
of legal origin on the effectiveness of government at man-
aging public health or on government commitment to social
rights like health. Research has already found a significant

relationship between legal origin and how a government
operates. For instance, La Porta et al. (2008) asserted that
civil law is associated with greater government control,
which seems to lead to a stronger commitment to social
rights like health. Similarly, Ben-Bassat & Dahan (2008)
demonstrate that constitutional commitments to social rights
(the right to social security, education, health, housing, and
workers rights) are less prevalent in common law countries
than in the French civil law countries.

Secondly, if there is a significant effect of legal origin on
health outcomes, this paper seeks to understand which health
outcomes are better managed by governments that then to be
strong and centralized (civil law origin) or decentralized and
local (common law origin). In the realm of public health, it
is possible that characteristics of countries with civil law
legal origin, like government control, could improve the
effectiveness of large-scale, coordinated public health efforts.
Using similar logic, public health efforts that require more
decentralized, local coordination might be better executed by
countries with common law legal origin.

Finally, this paper will briefly investigate the plausible
mechanisms of better public health outcomes. Spending on
health, centralization, government effectiveness, urbaniza-
tion, and ethnic fractionalization were included as possible,
but far from exhaustive, mechanisms that might affect public
health outcomes.

Legal origin classification using data from La Porta et
al. (2008) was merged with 25 years of health panel data
from the World Health Organization Data Bank and The
World Bank Data Bank. Major religion data for each country
(used to generate religion controls) from WorldMapper.org
were also added to the dataset. Time fixed-effects panel
data regressions clustering by country were used to regress
each health outcome on legal origin, controlling for the
economic development of the country using Ln(GDP, per
capita PPP 1995) and, in the case of sexually transmitted
diseases, religion. Data on the potential mechanisms of
better public health includes spending on health, government
effectiveness, and urbanization data from the World Bank
Data Bank, centralization data from Treisman (2008), and
ethnic fractionalization data from Alesina et al. (2003). Each
mechanism was regressed on legal origin controlling for the
economic development of the country using Ln(GDP, per
capita PPP 1995).

Overall, the evidence suggests that civil law countries,
on net, do better at managing public health outcomes than
common law countries. Civil law countries do a better job
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at managing infectious diseases than common law countries.
In the case of the infectious bacteria disease tuberculosis,
countries with civil law legal origin are better at both con-
trolling incidence of tuberculosis and shrinking the death rate
of those infected. Civil law countries also have significantly
less prevalence of HIV and syphilis.

Civil law countries do a slightly better job at providing
immunizations than common law countries, although not
significantly, and in providing sanitation facilities. For health
outcomes related to contraception and pregnancy, civil law
countries have greater contraceptive prevalence, more births
attended by a skilled health staff, and less low-weight births
than common law countries. For health outcomes related
to nutrition, civil law countries have less malnutrition, less
anemia, and more vitamin A supplementation coverage than
common law countries. Civil law countries also have a
higher life expectancy and a lower infant mortality rate
than common law countries. The only health outcomes that
common law have significantly better outcomes than civil
law countries are access to clean water sources, diarrhea
treatment for children, and prenatal care.

Using panel data regressions with regional controls, this
paper also finds that public health outcomes vary regionally.
For instance, the African region performs worse on a broad
range of public health outcomes in comparison to the Latin
American and Caribbean Region and in comparison to the
Europe and Central Asia region. The results also indicate
that the effect of civil law countries having better public
health outcomes than common law countries holds across
and within geographical regions.

Better health outcomes in civil law countries does not
seem to be due to a greater commitment to social rights
like health and education as suggested by Ben-Bassat &
Dahan (2008). In panel data regressions controlling for level
of development, civil law countries spent less on health
per capita and less on health as a percent of government
expenditures. In accord with La Porta et al. (2008), there is
suggestive evidence that common law countries have more
effective government, which does not explain better public
health outcomes in civil law countries. The evidence also
suggests that civil law countries are more centralized struc-
turally while allocating a greater budget proportion to subna-
tional government. Civil law countries also have higher rates
of urbanization and lower rates of ethnic fractionalization.
Although not conclusive, this paper finds suggestive evidence
that decentralization of funds, greater urbanization, and less
ethnic fractionalization are contributing mechanisms to better
public health outcomes in civil law countries. Nevertheless,
more research needs to be done to better understand the
source of better public health outcomes in civil law countries.

II. EMPIRICAL STRATEGY

This paper classified legal origin using data from La
Porta et al. (2008), which labeled countries as having either
common law legal origin, civil law legal origin, socialist
legal origin, or Scandinavian legal origin (see Figure 1). The
investigation of this paper focuses on the differences in health

outcomes between countries with only common law legal
origin or civil law legal origin.

The legal origin data was merged with 25 years of health
panel data from the World Health Organization Data Bank
and The World Bank Data Bank. Religion data was also
included from WorldMapper.org to be used for controls.
Health out-comes were designated into five broad categories:
infectious disease, immunizations, water and sanitation, con-
traception and pregnancy, and other health outcomes. Re-
gional classification was obtained via the World Bank Data
Bank.

Data on the mechanisms that are potentially relevant in
public health management was collected from a variety
of sources. Treisman (2008) was used for political decen-
tralization data, the World Bank Data Bank was used for
government effectiveness data (including estimates for con-
trol of corruption, government effectiveness, and regulatory
quality), government spending data, and urbanization data,
and Alesina et al. (2003) was used for ethnic fractionalization
data.

Fig. 1. The Distribution of Legal Origin (Source: Porta et al. 2008)

A. Infectious Disease

The health outcomes in the category infectious disease
include percent of total deaths from infectious disease,
incidence of tuberculosis, death rate of tuberculosis, HIV
prevalence, and syphilis prevalence. Since Muslims have
been shown to have lower rates of sexually transmitted
diseases like HIV (Gray 2004), a dummy variable if a
country has a Muslim majority was created and used as
a control in analyzing HIV and syphilis prevalence. These
health outcomes provide a fairly comprehensive comparison
of whether countries with different legal origin manage infec-
tious diseases and sexually transmitted diseases differently.

Figures 2-5 display the mean health outcome by country
from 1990-2015, distinguishing between countries with com-
mon law legal origin and civil law legal origin. The figures
provide a good sense of the data distribution, for instance,
that each health outcome is negatively correlated with level
of development measured using Ln(GDP, per capita PPP
1995). This association suggests that countries with higher
levels of development typically have less incidence of infec-
tious disease.

B. Immunizations

Immunization health outcomes include DPT immuniza-
tion, HepB3 immunization, HiB3 immunization, and measles
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Fig. 2. Mean Death Rate of Infectious Disease By Country, 1990-2015

Fig. 3. Mean Incidence of Tuberculosis By Country, 1990-2015

Fig. 4. Mean HIV Prevalence By Country, 1990-2015

Fig. 5. Mean Syphilis Prevalence By Country, 1990-2015

immunization. Figures 6-9 display mean rates of immuniza-
tion for each of the diseases and levels of development by
legal origin. The figures indicate that immunization rates are
positively correlated with level of development.

Fig. 6. Mean DPT Immunization By Country, 1990-2015

Fig. 7. Mean HepB3 Immunization By Country, 1990-2015

Fig. 8. Mean Hib3 Immunization By Country, 1990-2015

C. Water and Sanitation
The water and sanitation category includes health out-

comes related to the availability of clean water sources and
sanitation facilities. Access to these facilities likely varies
on a subnational basis, most likely between urban and rural
setting. To control for this potential difference, the health
outcomes include rural population access to an improved
water source, urban population access to an improved water
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Fig. 9. Mean Measles Immunization By Country, 1990-2015

Fig. 10. Mean Improved Rural Sanitation Access By Country, 1990-2015

Fig. 11. Mean Improved Urban Sanitation Access By Country, 1990-2015

Fig. 12. Mean Improved Rural Water Access By Country, 1990-2015

Fig. 13. Mean Improved Urban Water Access By Country, 1990-2015

source, rural population access to improved sanitation facili-
ties, urban population access to improved sanitation facilities,
and total population access to improved sanitation facilities.

Figures 10-13 suggest that access to an improved water
source and improved sanitation facilities is positively corre-
lated with level of development. The association holds for
both rural and urban populations.

D. Contraception and Pregnancy

Fig. 14. Mean Female Access to Contraceptives By Country, 1990-2015

Fig. 15. Mean Proportion of Births Attended by Health Staff By Country,
1990-2015

Health outcomes related to contraception and pregnancy
include contraceptive prevalence, births attended by skilled
health staff, pregnant women receiving prenatal care, and
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Fig. 16. Mean Access to Prenatal Care By Country, 1990-2015

Fig. 17. Mean Proportion of Low-Birthweight Babies By Country,
1990-2015

low-birthweight babies. Figures 14-16 indicate that female
access to contraceptives, proportion of births attended by
health staff, and access to prenatal care are positively corre-
lated with level of development. Proportion of low-weight
births is negatively correlated with level of development
(Figure 17).

E. Other Health Outcomes

Fig. 18. Mean Life Expectancy By Country, 1990-2015

A broad range of health outcomes that are important
from a public health stand-point were also added. These
health outcomes include life expectancy, infant mortality,
malnutrition prevalence, anemia prevalence, vitamin A sup-
plementation cover-age, and diarrhea treatment. In Figure

Fig. 19. Mean Infant Mortality By Country, 1990-2015

Fig. 20. Mean Malnutrition Prevalence By Country, 1990-2015

Fig. 21. Mean Anemia Prevalence Amongst Children By Country,
1990-2015

Fig. 22. Mean Anemia Prevalence Amongst Females By Country,
1990-2015
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Fig. 23. Mean Vitamin A Supplementation Coverage Amongst
Children By Country, 1990-2015

Fig. 24. Mean Diarrhea Treatment Amongst Children By Country,
1990-2015

19-22, infant mortality, malnutrition prevalence, and anemia
prevalence are associated with lower levels of development.
Vita-min A supplementation is also associated with lower
levels of development (Figure 23), plausibly because im-
proved diet replaces supplementation as countries develop.
Life expectancy (Figure 19) and diarrhea treatment (Figure
24) are positively correlated with level of development.

F. Regional Differences
Although there are general characteristics of countries with

common law legal origin and civil law legal origin, there
are also likely regional differences in how legal origin is
manifested. These differences might not be fully accounted
for by controlling for level of development. For instance,
there are probably cultural differences that influence how
countries in different regions manage public health. Different
regions also suffer from different public health problems
due to factors such as climate and geography. Regional
classifications using dummy variables include Africa, Latin
America and the Caribbean, and Europe and Central Asia.

G. Mechanisms of Better Public Health Outcomes
There are a variety of characteristics of countries that

potentially improve public health outcomes. In an effort to
broadly investigate the means through which public health
outcomes in civil law countries and common law countries
might differ, a range of potential mechanisms of effec-
tive public health management were included. In specific,

spending on health, centralization, government effectiveness,
urbanization, and ethnic fractionalization were considered.

Spending on health was included because a greater fi-
nancial commitment to public health can improve public
health outcomes. Health expenditures per capita and health
spending as a percent of government expenditures were
included to investigate potential differences in spending on
health between countries with common law legal origin and
civil law legal origin.

Centralization, of both degree and kind, could affect
government management of public health. Historical and
economic research has found that civil law countries are as-
sociated with more centralized government than common law
countries. This association could be the source of differences
in public health management. The various measures of cen-
tralization used include number of political tiers, average size
of bottom political tier, subnational government employment
(as a percent of total government employment), subnational
government revenue (as a percent of GDP), subnational
budget spending (as a percent of national spending), and
classification of a country as Federal.

Effective government is another mechanism that could
affect public health out-comes. Effective government likely
results in effective management of public health and, plausi-
bly, better public health outcomes. Government effectiveness,
regulatory quality, and corruption were used to investigate
differences in government effectiveness and quality between
countries with civil law legal origin and common law legal
origin.

Research suggests that urbanization has important, al-
though mixed, effects on public health. Tellnes (2005) sug-
gests that there are positive and negative effects of urban-
ization on public health. For instance, disease can spread
more easily but the higher concentration of people also
increases access to health care and the ease of public health
management. Data on the proportion of the population that
is urbanized was used.

Finally, ethic fractionalization was included because eco-
nomic research suggests that ethnic fractionalization might
worsen public health outcomes. For instance, Alesina et al.
(1999) found that shares of spending on productive public
goods like education and health are inversely related to ethnic
fractionalization. Data on the level of ethnic fractionalization
was obtained from Alesina et al. (2003).

III. MAIN RESULTS

Each health outcome was regressed on common law legal
origin and civil law legal origin, controlling for the economic
development using Ln(GDP, per capita PPP 1995) and, in
the case of sexually transmitted diseases, the existence of a
Muslim majority.

A. Infectious Disease
Civil law countries had better health outcomes for all of

the included infectious disease outcomes relative to common
law countries. For instance, civil law countries had a lower
proportion of infectious disease deaths, lower tuberculosis
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incidence, lower tuberculosis death rate, lower HIV preva-
lence, and lower syphilis prevalence (see Table 1 and Table
2).

B. Immunizations
There were mixed results in regards to whether civil or

common law countries have greater immunization rates for
various diseases. Common law countries only had greater
rates of DPT immunization while civil law countries had
greater rates of HepB3 immunization, Hib3 immunization,
and measles immunization. While these results lean towards
civil law countries having better immunization outcomes, it
is important to note that there was not a significant difference
between these immunization outcomes of civil law countries
and those of common law countries (see Table 3).

C. Water and Sanitation
There were also mixed results for water and sanitation

health outcomes. Common law countries provide greater
access to improved water sources for both rural and urban
areas. Civil law countries, however, provide significantly
greater access to improved sanitation facilities for both urban
and rural populations (see Table 4).

D. Contraception and Pregnancy
Civil law countries generally provide greater access to

contraception and pregnancy services. Civil law countries
have greater contraceptive prevalence for women, more births
attended by health sta, and significantly less low-weight
births. Out of all of the contraception and pregnancy health
outcomes, common law countries only did better in having
a greater proportion of pregnant women receiving prenatal
care (see Table 5).

E. Other Health Outcomes
Civil law countries perform better in all additional out-

comes included in this paper. Civil law countries have higher
life expectancy at birth, a lower infant mortality rate, less
malnutrition prevalence, lower anemia prevalence (amongst
both children and women), greater vitamin A supplementa-
tion coverage, and greater treatment rate of oral rehydration
salt packages for children with diarrhea (see Table 6).

F. Regional Differences
Public health outcomes seem to vary regionally. Panel

data regressions of a broad range of health outcomes on
legal origin were used, distinguishing between countries in
Africa, Latin America and the Caribbean, and Europe and
Central Asia. The results in Table 7-8 indicate that, generally,
countries in Africa have worse health outcomes followed by
countries in Latin America and the Caribbean. Countries in
Europe and Central Asia have the best results on the broad
range of health outcomes. Importantly, differences in public
health outcomes based on legal origin held while including
regional dummy variables. Although the difference in public
health outcomes by legal origin might vary in size across
regions, the direction of the effect holds: countries with civil
law legal origin generally have better health outcomes than
countries with common law legal origin.

IV. MECHANISMS OF BETTER PUBLIC HEALTH
OUTCOMES

Results in this paper suggest that public health outcomes
are generally better in countries with civil law legal origin.
Therefore, research into the potential mechanism of better
public health outcomes aims to uncover some plausible rea-
sons civil law countries have better public health outcomes
than common law countries. Each mechanism was regressed
on legal origin controlling for level of development using
Ln(GDP, per capita PPP 1995). The regression results are
displayed in Table 9.

Firstly, the regressions results suggest that civil law coun-
tries spend less on health per capita and less on health as a
percent of government expenditures relative to common law
countries. Importantly, common law and civil law legal origin
countries do not spend a significantly different proportion of
government expenditure on health or a different amount per
capita on health. The suggestive evidence nevertheless would
not explain why civil law countries have better health out-
comes that common law countries, because greater spending
on health plausibly improves health outcomes. Additionally,
the evidence does not support the assertion in Ben-Bassat
& Dahan (2008) that civil law countries have a greater
commitment, at least financially, to social rights like health
and education.

Secondly, common law and civil law countries are associ-
ated with different kinds of centralization. Civil law countries
have less political tiers and smaller bottom political tiers
than common law countries. Civil law countries also have
more subnational government employment as a percent of to-
tal government employment), more subnational government
revenue as a percent of GDP, and more subnational budget
spending as a percent of national spending. Importantly,
there was only a significant difference between civil law and
common law legal origin in the size of bottom political tiers.
There is suggestive evidence, however, that civil law coun-
tries are structurally more centralized (as measured by tiers
of government) while being more economically decentralized
by allocating a greater economic role to subnational gov-
ernment. Although civil law countries tend to be associated
with strong, centralized government (La Porta et al. 2008),
these results suggest that civil law countries decentralize the
use of government funds more than common law countries.
It is plausible that decentralization of government funds is
more important than political decentralization in addressing
public health problems. If funds are held by subnational gov-
ernment or local government entities, funds could probably
be more readily deployed by subnational leaders to address
public health concerns, potentially avoiding some national
government bureaucracy.

Regression results of effective government, regulation
quality, and control of corruption on legal origin controlling
for level of development suggest that common law countries
tend to be more effective. In accord with the claim in La
Porta et al. (1999) that common law countries exhibit supe-
rior government performance relative to civil law countries,
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the results in this paper find that common law countries
have more effective government, higher regulation quality,
and better control of corruption. Effective government, high
quality regulation, and control of corruption are all mech-
anisms that likely improve public health outcomes and,
therefore, do not explain why civil law countries have better
health outcomes than common law countries. It is important
to note that there was not a statistically significant difference
between civil law legal origin and common law legal origin
at the 5% level of significance for each of these mechanisms
of government effectiveness.

Civil law countries tend to be more urbanized than
common law countries. There is a significant difference
between rates of urbanization for common law and civil
law countries at the 5% level of significance. Despite the
tendency of urbanization to increase prevalence of disease,
the evidence suggests that urbanization, on net, seems to
benefit public health outcomes, possibly through increased
access to healthcare centers because it is easier to provide
services to a concentrated population.

Finally, civil law countries have less ethnic fractionaliza-
tion than common law countries. In accord with Alesina et
al. (1999), higher ethnic fractionalization seems to worsen
the productivity of public goods, namely health, in common
law countries. With greater ethnic fractionalization, violence
or lack of consensus over government funded projects could
possibly reduce access to health services and reduce public
health outcomes. There is almost a significant difference
between levels of ethnic fractionalization for common law
and civil law countries at the 5% level of significance.

V. CONCLUSION

Countries with civil law legal origin, on net, have better
public health outcomes than countries with common law
legal origin. This effect holds across regions and within
regions. It does not seem like public health outcomes of
civil law countries is indicative of a greater commitment of
civil law countries to social rights like health and education,
as suggested by Ben-Bassat & Dahan (2008). Regressions
conducted for this paper in fact suggest that civil law coun-
tries spend less on health per capita and as a proportion of
government expenditures relative to common law countries.
Instead, civil law countries likely have better health outcomes
because of decentralization of government funds, greater
urbanization, and less ethnic fractionalization.

This paper builds on the substantial research into Legal
Origin Theory. While other research into Legal Origin The-
ory concludes that civil law countries tend to perform worse
on a variety of valuable metrics of government performance
(government effectiveness, investor protection, security of
property rights, etc.), the evidence in this paper indicates

that characteristics of civil law countries tend to result in
better public health outcomes. Future research should more
thoroughly investigate the source of better public health
outcomes in civil law countries relative to common law
countries. Social support networks, employment rates, levels
of education, degree of violence, climate, and education
levels of politicians are all other potential means through
which civil law countries have better public health outcomes.
With more extensive research into the mechanisms of better
public health in civil law countries, insights can be extracted
and, hopefully, applied through public policy to improve
public health.
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APPENDIX

TABLE I
INFECTIOUS DISEASE

Dependent Variable French British Ln Constant R2

Legal Origin Legal Origin GDP/POP1995 N

Infectious Disease 7.65 19.49*** -15.38*** 147.96*** 0.63
(% Total Deaths) (3.61) (4.14) (1.08) (10.84) 266

Tuberculosis Incidence -7.46 130.84*** -84.37*** 813.80*** 0.35
(per 100k people) (15.39) (40.27) (9.55) (88.58) 3375

Tuberculosis Death Rate 2.95 14.50*** -14.68*** 143.88 0.36
(per 100k people) (3.32) (4.58) (1.78) (17.46) 3375

Note: * p < 0.1, ** p < 0.05, *** p < 0.01.

TABLE II
SEXUALLY TRANSMITTED DISEASE

Dependent Variable French British Ln Muslim Constant R2

Legal Origin Legal Origin GDP/POP1995 Majority N

HIV Prevalence 0.74 6.00*** -0.58 -1.69*** 7.69 0.29
(% of population (0.76) (2.01) (0.48) (0.57) (4.68) 2205
aged 15-49)

Syphilis Prevalence 0.53 1.08** -0.92*** -0.50 7.61*** 0.23
(% women of with (0.39) (0.45) (0.20) 0.40 (1.69) 313
antenatal care)

Note: * p < 0.1, ** p < 0.05, *** p < 0.01.

TABLE III
IMMUNIZATIONS

Dependent Variable French British Ln Constant R2

Legal Origin Legal Origin GDP/POP1995 N

DPT Immunization -3.76** -2.83 7.83*** 13.06 0.37
(% of children ages 12-23 months) (1.90) (2.44) (0.96) (9.18) 3272

HepB3 Immunization -3.34 -4.66 4.39*** 26.82 0.16
(% of one-year-old children) (3.12) (3.95) (1.30) (16.98) 1847

Hib3 Immunization -3.72* -3.86 7.10*** 18.58** 0.34
(% of children ages 12-23 months) (2.22) (2.53) (0.98) (9.23) 3272

Measles Immunization -3.72* -3.86 7.10*** 18.58 0.34
(% of children ages 12-23 months) (2.22) (2.53) (0.98) (9.23) 3272

Note: * p < 0.1, ** p < 0.05, *** p < 0.01.
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TABLE IV
WATER AND SANITATION

Dependent Variable French British Ln Constant R2

Legal Origin Legal Origin GDP/POP1995 N

Improved water source -7.66** -4.82 14.37*** -44.32*** 0.64
(% of rural population w/ access) (3.14) (3.53) (0.97) (10.13) 3407

Improved water source -1.93 -0.36 4.79*** 53.04*** 0.38
(% of urban population w/ access) (1.43) (1.42) (0.52) (5.39) 3459

Improved sanitation facilities -6.38* -15.48*** 21.30*** -107.22*** 0.69
(% of population w/ access) (3.86) (4.57) (1.25) (12.68) 3391

Improved sanitation facilities -12.62*** -16.40*** 22.15*** -118.24*** 0.66
(% of rural population w/ access) (4.33) (5.35) (1.32) (13.60) 3372

Improved sanitation facilities -3.16 -13.19*** 16.99*** -62.31*** 0.64
(% of urban population w/ access) (3.26) (3.68) (1.21) (12.00) 3421

Note: * p < 0.1, ** p < 0.05, *** p < 0.01.

TABLE V
CONTRACEPTION AND PREGNANCY

Dependent Variable French British Ln Constant R2

Legal Origin Legal Origin GDP/POP1995 N

Contraceptive Prevalence -9.69 -13.55 15.14*** -74.73*** 0.55
(% of women ages 15-49) (8.02) (8.22) (1.43) (15.37) 614

Births attended by skilled health staff -7.95 -24.68*** 14.92*** -27.53 0.49
(% total) (3.53) (5.42) (2.07) (18.71) 992

Pregnant women receiving prenatal care -24.07*** -17.70** 16.33*** -55.60* 0.46
(% of women w/ at least 4 visits) (3.52) (6.21) (2.34) (20.18) 341

Low-birthweight babies 3.72*** 5.68*** -2.14*** 21.30*** 0.37
(% of births) (1.04) (1.20) (0.32) (2.86) 468

Note: * p < 0.1, ** p < 0.05, *** p < 0.01.

TABLE VI
OTHER HEALTH OUTCOMES

Dependent Variable French British Ln Constant R2

Legal Origin Legal Origin GDP/POP1995 N

Life Expectancy -0.79 -4.42 7.25 6.36 0.72
(years at birth) (1.08) (1.38) (0.38) (3.87) 3240

Infant Mortality Rate 7.63** 13.78*** -22.57*** 228.62*** 0.70
(per 1,000 live births) (3.72) (4.13) (1.32) (13.12) 3458

Malnutrition Prevalence 7.62*** 12.56*** -8.79*** -81.63*** 0.51
(% of children under 5) (1.91) (3.73) (1.10) (10.07) 574

Anemia Prevalence 5.22 8.31*** -15.70*** 171.43*** 0.74
(% of children under 5) (2.78) (2.93) (0.84) (8.57) 2926

Anemia Prevalence 3.65** 4.83** -8.23*** 101.38*** 0.60
(% of non-pregnant women) (1.60) (1.94) (0.68) (6.48) 2926

Vitamin A Supplementation Coverage -10.42*** -12.08*** -11.86*** 172.16*** 0.09
(% of children ages 6-59 mo.) (2.83) (4.03) (3.59) (25.98) 616

Diarrhea treatment 0 .507 17.78*** 5.59*** -22.43 0.31
(% of children receiving ORS packet) (5.28) (6.00) (1.75) ( 18.29) 324

Note: * p < 0.1, ** p < 0.05, *** p < 0.01.
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TABLE VII
PUBLIC HEALTH OUTCOMES BY REGION

Dependent Variable French British Ln Africa Latin America Europe & Constant R2

Legal Origin Legal Origin GDP/POP1995 & Caribbean Central Asia N

Life Expectancy 0.84 -2.65** 6.15*** -7.80*** -1.66 -1.49 17.59*** 0.79
(years at birth) (0.95) (1.16) (0.42) (1.33) (1.35) (1.15) (3.97) 3240

Infant Mortality 2.85 5.43 -19.20*** 15.75*** -2.94 -4.58 201.77*** 0.75
(per 1,000 births) (3.36) (4.09) (1.42) (4.35) (4.49) (3.98) (13.14) 3458

Infectious Disease -0.30 8.41** -11.36*** 20.30*** 2.66 -5.67 116.02*** 0.75
(% of Total Deaths) (3.20) (3.79) (1.23) (3.65) (3.52) (3.49) (11.69) 266

Malnutrition Prevalence 13.29*** 13.20*** -8.06*** -12.10*** -17.65*** -18.39*** 82.74*** 0.72
(% of children under 5) (3.98) (4.66) (0.95) (3.01) (2.62) (2.76) (9.89) 574

Anemia Prevalence 1.58 2.76 -13.38*** 12.28*** -0.17 -1.90 151.83*** 0.79
(% of children under 5) (2.55) (3.27) (0.87) (2.93) (2.94) (3.02) (8.97) 2926

Low-birthweight babies 3.24 4.24** -1.68*** 0.11 -1.74 -3.05* 19.58*** 0.40
(% of births) (1.40) (1.76) (0.36) (1.61) (1.59) (1.61) (3.89) 468

Improved sanitation facilities 3.37 -5.17 14.39*** -14.19*** -5.05 3.88 -41.83*** 0.40
(% of urban population w/ access) (3.29) (3.72) (1.37) (3.52) (3.77) (3.47) (12.41) 468

Improved sanitation facilities -2.40 -3.06 19.2*** -7.54 -4.87 15.83*** -103.98*** 0.69
(% of rural population w/ access) (4.29) (5.31) (1.74) (5.37) (5.92) (5.20) (15.61) 3421

Improved water source -0.49 3.39 3.87*** -0.04 3.95 6.06*** 56.37*** 0.43
(% of urban population w/ access) (1.38) (1.94) (0.47) (2.09) (2.17) (2.07) (5.47) 3459

Improved water source -1.07 3.88 12.46*** -4.52 -3.06 10.38*** -35.47*** 0.69
(% of rural population w/ access) (2.80) (3.77) (1.04) (3.88) (3.88) (3.62) (10.83) 3407

Note: * p < 0.1, ** p < 0.05, *** p < 0.01.

TABLE VIII
PUBLIC HEALTH OUTCOMES BY REGION (CONT.)

Dependent Variable French British Ln Muslim Africa Latin America Europe & Constant R2

Legal Origin Legal Origin GDP/POP1995 Majority & Caribbean Central Asia N

HIV Prevalence 0.86 6.18*** 0.36 -2.52*** 6.22*** 2.16 2.51 -1.83 0.47
(% of pop. (1.45) (2.19) (0.56) (0.75) (1.38) (1.23) 1.53 (5.66) 2205
aged 15-49)

Syphilis Prevalence -0.42 0.18 -0.78*** -0.59 1.63*** 1.09** 0.05 6.12*** 0.32
(% of women w/ (.041) (0.50) (0.14) (0.42) (0.51) (0.53) (0.41) (1.30) 313
antenatal care)

Note: * p < 0.1, ** p < 0.05, *** p < 0.01.
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TABLE IX
MECHANISMS OF SUPERIOR PUBLIC HEALTH IN CIVIL LAW COUNTRIES

Mechanism Dependent Variable French British Ln Constant R2

Legal Origin Legal Origin GDP/POP1995 N

Spending on Health Health Expenditure -247.61 -55.33 845.55*** -6285.74*** 0.66
(Per Capita, PPP) ( 169.89) (236.29) (73.53) (694.22) 2655

Public Health Expenditure -0.44 -0.41 1.34*** -0.63 0.16
(% of government expenditure) (0.67) (0.85) (0.26) (2.45) 2650

Centralization Number of Political Tiers 0.57** 0.68** -0.07** 3.81*** 0.07
(0.22) (0.27) (0.03) (0.18) 118

Average Bottom Tier Size 0.13** 6.33 -0.30 3.37 0.06
(thousand sq. kms) (2.45) (3.01) (0.35) ( 2.37) 97

Subnational Gov’t Employment -8.33 -9.84 3.51*** 14.63** 0.18
(% total gov’t employment) (6.53) (8.33) (0.98) ( 7.08) 62

Subnational Gov’t Revenues -3.99*** -5.46*** 0.80*** 2.00 0.30
(% GDP, average 1994-2000) (1.21) (1.51) (0.21) ( 1.69) 60

Subnational Budget Spending -9.79*** -18.78*** 2.53*** 5.62 0.35
(% national spending avg. 1993-95) (3.53) ( 5.26) (0.64) (5.27) 49

Classified as ’Federal’ -0.08 -0.03 0.01* 0.02 0.03
(0.07) (0.09) (0.01) ( 0.06) 121

Government Effectiveness Government Effectiveness -1.20*** -1.05*** 0.21*** -0.76*** 0.40
(World Bank Estimate) (0.18) ( 0.21) (0.02) (0.14) 121

Regulatory Quality -1.01*** -0.95*** 0.22*** -0.96*** 0.43
(World Bank Estimate) (0.17) (0.21) (0.02) ( 0.14) 121

Control of Corruption -1.26*** -1.12*** 0.19*** -0.71*** 0.37
(World Bank Estimate) (0.18) (0.22) (0.02) ( 0.15) 121

Urbanization Urban Population -13.39*** -28.94*** 3.93*** 41.61*** 0.29
(% of total population) (4.96) ( 5.89) (0.66) (3.82) 115

Ethnic Fractionalization Ethnic Fractionalization 0.16*** 0.25*** -0.03*** 0.60*** 0.19
(0.05) ( 0.06) (0.01) (0.04) 120

Note: * p < 0.1, ** p < 0.05, *** p < 0.01.
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