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InTroduCTIon
Cuba is an authoritarian state and is poor 
even by the standards of Latin America. Yet 
it has managed to achieve levels of life expec-
tancy and infant mortality that (even after 
adjusting for possible data manipulation)1–3 
surpass those observed in advanced econo-
mies.4–8 Cuba is not the sole non- democratic 
regime to have achieved similar outcomes. 
The former Union of Soviet Socialist Repub-
lics (USSR) also stands as a clear example of 
such a case where there was a rapid increase 
in health outcomes post-1945, which made 
the USSR compare favourably with Western 
Europe9–11 in spite of the fact that it was rela-
tively poorer.12

While it is true that, on average, dicta-
torships do not seem to improve health 
outcomes,13 14 Cuba, the USSR, and past or 
current autocratic regimes in China (espe-
cially in the recent outbreak of covid-19)15 
or Ethiopia16 are well- known exceptions that 
are often praised. This is in part due to their 
impressive accomplishments in spite of low 
levels of economic development, as argued, in 
the case of Cuba, by Wenham and Kittelsen8 
(pp11–12, 14–15) in this edition of BMJ Global 
Health. Numerous policy experts and policy- 
makers have recommended attempting to 
import the ‘good’ from such regimes (ie, high- 
quality, cheap healthcare) and leaving behind 
the ‘bad’ (ie, the non- democratic institutions, 
repressed private sector economy, the limited 
respect for human rights and other restric-
tions imposed by the regime).4–8 17

In this editorial, we point out that such a 
sorting of the wheat from the chaff is impos-
sible. First, we point out that it is unsurprising 
to see some dictatorships performing well 
with regard to health indicators due to their 
ability to forcibly mandate the allocation of 
resources towards achieving the regime’s 
objectives. Second, we point out that there 
are trade- offs associated with this ability that 
actually lead to poor economic outcomes 
and also to inferior outcomes on other 

(prosperity- related) health indicators. Third, 
we point out that some dictators have an 
incentive to invest in healthcare if it serves to 
bolster their regime. While the explanations 
provided in this editorial do not individually 
apply to all past and present dictatorships 
and autocratic regimes with impressive health 
policies and outcomes, they provide a useful 
way to make sense of their progress.

dICTaTorshIps and unIvarIaTe problems
Dictatorships excel at solving univariate prob-
lems. This is because, if they possess sufficient 
coercive abilities, they can simply mandate 
large quantities of resources to be allocated 
to the regime’s objective. If a dictator wishes 
to direct more resources to a single objective, 
such as improved health outcomes, he can 
thus mandate and enforce this wish.18 19

This can be seen in the case of Cuba and 
the USSR. In 2015, Cuba had 782 physicians 
per 100 000 persons.20 This places Cuba close 
to three times the ratio observed in the USA 
and more than six times the ratio observed 
in the rest of Latin America. Also, as can be 
seen in table 1, the rate has been growing 
rapidly. In addition, a substantial share of 
gross domestic product (GDP) is allocated to 
the production of healthcare. In fact, these 
proportions are well above those observed 
for other Latin American countries with 
similar levels of economic development. The 
former USSR also did something very similar. 
The Soviet Union had twice as many physi-
cians per 100 000 persons in 1986 than the 
USA.21 The Soviet Union also invested heavily 
in increasing the supply of physicians. The 
number of physicians relative to the popula-
tion increased 16–18 times their 1917 level by 
1970, while that of the USA remained more or 
less stable.22 Wider econometric assessments 
of health expenditures in dictatorships in the 
last decades confirm this ability (and incen-
tives) of some dictators to force resources 
towards this end.23
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Table 1 Indicators of inputs in the healthcare sector in Cuba

Indicator Cuban proportions Latin American average without Cuba

Physicians per 100 000 (2015) 782.85 157.88*

Growth in physicians per capita, 1975–2015 684.00% N/A

Workers employed in healthcare as share of total population 4.42% N/A

Health expenditures as share of GDP (2011) 10.5% 6.74%†

Note: The share of GDP figure is very likely misleading. It is probably higher because GDP is overestimated,37 and large portions of 
healthcare expenditures are allocated to medical tourists who are lured to Cuba with the appeal of reduced- rate medical procedures and to 
members of the regime who have substantially superior healthcare.46 In addition, there is also the role of underground clinics, where some 
patients expend private resources to obtain care.
Sources: See ref 8; Pan American Health Organization56 World Health Organization57.
*The WHO data repository did not provide observations for all countries in Latin America. The lowest value was 47.3 physicians per 100 000 
inhabitants in Bolivia, and the highest value was 376.2 physicians per 100 000 inhabitants in Argentina.
†The proportion for Latin American countries includes private expenditures. The level of public expenditures is lower: 3.86% of GDP.
GDP, gross domestic product; N/A, not available.

Contemporary renditions of the healthcare systems of 
these two examples make it clear that governments did 
possess enough coercive abilities to allocate so many 
resources to the provision of health services.23–29 These 
examples should also not surprise us for an additional 
reason. The control of infectious diseases often requires 
the use of coercive measures (eg, quarantines, manda-
tory forms of treatment and so on). Democratic regimes 
are more constrained in their ability to rely on such 
measures than dictatorships are, especially democratic 
regimes with strongly entrenched private property rights 
systems.30 If dictators possess the ability to allocate large 
shares of national wealth to the production of health-
care, they simultaneously possess the ability to rely more 
heavily on coercive measures. In addition, such coercive 
measures may result in the inability of individuals and 
families to decline the use and uptake of government- 
mandated healthcare services.

This is well observed in Cuba, where physicians have to 
meet under government- fixed targets for infant mortality 
rates. Under the constraints of these targets, doctors often 
pressure women into abortion and sometimes perform 
abortions regardless of the consent of the mother in order 
to avoid the birth of an infant with a high likelihood of 
dying early.31 Forced sterilisations are not unheard of.32 
Physicians worried that the behaviour of a mother might 
lead to missing the centrally established targets and will 
prescribe internment, against the mother’s will, in a casa 
de maternidad (ie, maternity hospital) so that they may 
regulate her behaviour.32 These measures do lead to 
improvement in measured health indicators.2 3

Thus, in spite of resource constraints, it is entirely 
possible for a dictatorial regime to improve health 
outcomes as long as it throws enough resources and uses 
enough coercion.

dICTaTorshIps and Trade-offs
The quantity of inputs used to achieve a given objec-
tive comes at a cost. The resources used for the purpose 
decided by the dictator cannot be used for other 

purposes. This is because there is a subtle difference 
between the technologically feasible and the economi-
cally feasible. Building railroads with platinum is techno-
logically feasible. However, because of the relative scarcity 
of platinum to other resources available to produce a rail-
road, it is economically unfeasible to rely on platinum. 
This applies to healthcare as well: there is a trade- off to 
be made between allocating resources to health and any 
other field of activity.

One dimension of that trade- off relates directly to 
healthcare. When a dictatorial regime decides to target 
a particular health indicator, it allocates fewer resources 
to other areas of healthcare. For example, Cuba’s govern-
ment invests heavily in reducing infant mortality rates 
and ranks in the top of Latin American countries in that 
regard.2 3 However, its performance (while still good) is 
inferior when we consider measures of maternal mortality 
and health- adjusted life expectancy.2 3

A more important dimension of such a trade- off speaks 
to the role of institutions. It must be pointed out that the 
ability to use coercion in some dictatorial regimes gener-
ates both the improvement in health outcomes and the 
poverty observed in these societies. Consider the most- 
often lauded case of Cuba, which is both quite healthy 
and quite poor. Before the 1959 revolution, Cuba was 
one of the richest and most developed countries in Latin 
America.33 Its level of income inequality was slightly above 
the rest of Latin America but only modestly.34 Today, it 
is one of the poorest countries on the continent even 
if it is more equal.35 Jales et al36 used novel methods in 
causal inference econometrics to assess how rich Cuba 
would have been absent the revolution. They find that 
the country would be more than 30% richer than it is 
now. This is a substantial difference that Jales et al36 attri-
bute to the role of the institutional regime established by 
Fidel Castro. This figure is probably an understatement 
as John Devereux37 shows the Cuban GDP. Rough esti-
mations based on Devereux’s37 proposed revisions would 
bring this proportion at more than 70%. It is also worth 
pointing out that they found no effect of the embargo 
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on development. The coercive tools of the regime, which 
permit the improvements in health indicators such as 
infant mortality, are what make the country poor.

Furthermore, the very poverty that is the result of govern-
ment planning can also play a role in improving some 
health outcomes. Obesity and the health complications 
resulting from it do not generally plague impoverished 
countries. In fact, while there is a strong positive relation-
ship between economic freedom and most measures of 
well- being,38 greater economic freedom is associated with 
higher levels of obesity.39 However, much of the relation-
ship between economic freedom and obesity is caused 
indirectly because greater economic freedom leads 
to greater income, which in turn leads to the ability to 
afford a lifestyle that leads to obesity.40

Thus, the key condition that some scholars take as 
granted (poverty) to argue that Cuba’s health outcomes 
are impressive (cf Wenham and Kittelsen8 in this edition 
of BMJ Global Health) are the result of the tools/institu-
tions/policies that makes health policy so impressive. This 
is an important trade- off because it is implicitly tied to 
the ability to further improve health in the future. Some 
causes of mortality are more easily combated through 
economic prosperity.30 41 42 By depressing economic 
growth, dictatorial regimes such as Cuba limit the ability 
to harness the health effects of growth. Moreover, this 
trade- off also explains why there are important deterio-
rations in health outcomes once dictatorships collapse. 
This is the case in former USSR countries. Levels of infant 
mortality and life expectancy prior to the collapse of the 
Soviet Union were contingent on the coercive abilities 
of the dictators that also made these countries relatively 
poor. When these abilities faltered, these health indica-
tors were bound to deteriorate.

healTh ouTComes and polITICal repressIon
The public goods in which dictators invest tend to be 
selected because they generate political support.43 44 This 
can be best understood as the public relations aspect of a 
dictatorship. However, sometimes, these public goods are 
not produced for the mustering of political support but 
rather for the repression of political opposition.

Healthcare provision in Cuba constitutes such an 
example of using public goods for political repression. 
The most reliable account of this function of the health-
care system comes from the ethnographic work of Kath-
erine Hirschfeld, who conducted interviews with the local 
population (Hirschfeld, pp1−27).3132 45–47 Hirschfeld 
reports that doctors are also enrolled in the army, that 
they obtain military training and that they are required 
to report on possible dissent (Hirschfeld,46 pp216–217). 
Privacy for patients is non- existent as it conflicts with the 
preservation of the regime. As such, physicians serve to 
shore up the regime which, it bears repeating, suggests 
that repression is a key element in the provision of 
healthcare in Cuba. In the former Soviet Union, a wide 
body of literature has been dedicated to documenting 

the political abuse of psychiatry. This is because polit-
ical dissent was deemed a psychiatric problem, and the 
expansion of psychiatric care was used to punish dissent.48 
During the Derg period in Ethiopia, similar political uses 
of provision of healthcare were recorded by scholars.49 
These political uses in Ethiopia persist in a lesser form 
to this day, as physicians operating under performance 
targets set by the regime appear to use heavy- handed 
methods which are similar to those observed in Cuba.50

The restrictions on the freedoms of speech and associ-
ations that dictators tend to impose are only effective if 
accompanied by proper monitoring in order to sanction 
disobedience.51 If healthcare provision such as in Cuba 
or the former Soviet Union serves to monitor a popu-
lation living under a dictatorship, then to some extent 
improvements in health outcomes are the by- product of 
the regime’s effort to repress potential opponents.

Finally, it is worth emphasising that since it is the 
centrally planned nature of their economic systems that 
allows countries like Cuba and the former Soviet Union 
to force additional resources into their health sectors, it 
is impossible to disentangle their achievements in health 
outcomes from their lack of political freedoms. Centrally 
planned economic systems necessarily concentrate 
economic power in the hands of government planners, 
who can punish political dissent through their economic 
edicts. Hayek and Friedman pointed out long ago that 
it was impossible to maintain a large degree of polit-
ical freedom without also maintaining a large degree of 
economic freedom.52–54 Amartya Sen55 also highlighted 
the necessary link between political and economic 
freedom on the one hand, and development (including 
improved health outcomes) on the other hand.

Thus, emulating the ‘good aspects’ (health outcomes) 
of Cuba and similar countries that are a result of their 
planned economic systems and/or political repression 
without importing the lack of political freedom along 
with them is not possible.

ConClusIon
How should global health researchers and practitioners 
assess and make sense of improved health policy and 
outcomes under authoritarian and dictatorial regimes? 
In this editorial, we explained that it should not come as 
a surprise that some non- democratic regimes see some 
health indicators improve. Dictatorships excel at solving 
univariate problems. However, they tend to fail at dealing 
with the trade- offs associated with these solutions and on 
which such solutions often depend. These trade- offs are 
a lack of economic freedom which results in poverty and 
a lack of political freedom, both of which may ultimately 
have negative consequences on health outcomes.
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