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Abstract
Objective
To assess the relation between autocratisation—
substantial decreases in democratic traits (free 
and fair elections, freedom of civil and political 
association, and freedom of expression)—and 
countries’ population health outcomes and progress 
toward universal health coverage (UHC).
Design
Synthetic control analysis.
Setting and country selection
Global sample of countries for all years from 1989 to 
2019, split into two categories: 17 treatment countries 
that started autocratising during 2000 to 2010, and 
119 control countries that never autocratised from 
1989 to 2019. The treatment countries comprised low 
and middle income nations and represent all world 
regions except North America and western Europe. A 
weighted combination of control countries was used 
to construct synthetic controls for each treatment 
country. This statistical method is especially well 
suited to population level studies when random 
assignment is infeasible and sufficiently similar 
comparators are not available. The method was 
originally developed in economics and political 
science to assess the impact of policies and events, 
and it is now increasingly used in epidemiology.
Main outcome measures
HIV-free life expectancy at age 5 years, UHC effective 
coverage index (0-100 point scale), and out-of-pocket 
spending on health per capita. All outcome variables 
are for the period 1989 to 2019.

Results
Autocratising countries underperformed for all three 
outcome variables in the 10 years after the onset of 
autocratisation, despite some improvements in life 
expectancy, UHC effective coverage index, and out-of-
pocket spending on health. On average, HIV-free life 
expectancy at age 5 years increased by 2.2% (from 
64.7 to 66.1 years) during the 10 years after the onset 
of autocratisation. This study estimated that it would 
have increased by 3.5% (95% confidence interval 
3.3% to 3.6%, P<0.001) (from 64.7 to 66.9 years) in 
the absence of autocratisation. On average, the UHC 
effective coverage index increased by 11.9% (from 
42.5 to 47.6 points) during the 10 years after the 
onset of autocratisation. This study estimated that 
it would have increased by 20.2% (95% confidence 
interval 19.6% to 21.2%, P<0.001) (from 42.5 to 51.1 
points) in the absence of autocratisation. Finally, on 
average, out-of-pocket spending on health per capita 
increased by 10.0% (from $4.00 (£3.1; €3.4) to $4.4, 
log transformed) during the 10 years after the onset 
of autocratisation. This study estimated that it would 
have increased by only 4.4% (95% confidence interval 
3.9% to 4.6%, P<0.001) (from $4.0 to $4.2, log 
transformed) in the absence of autocratisation.
Conclusions
Autocratising countries had worse than estimated life 
expectancy, effective health service coverage, and 
levels of out-of-pocket spending on health. These 
results suggest that the noticeable increase in the 
number of countries that are experiencing democratic 
erosion in recent years is hindering population 
health gains and progress toward UHC. Global 
health institutions will need to adjust their policy 
recommendations and activities to obtain the best 
possible results in those countries with a diminishing 
democratic incentive to provide quality healthcare to 
populations.

Introduction
For the first time since World War II, there are now more 
countries autocratising, or experiencing a substantial 
decline in democratic traits, than there are nations 
democratising.1 The number of autocratising countries 
began to increase sharply at the turn of the 20th 
century and especially after the 2008 financial crisis. 
In some countries, such as Nicaragua and Turkey, 
the process of autocratisation has advanced to the 
point that these nations are now considered electoral 
autocracies—countries in which elections are held only 
under conditions that prevent opposition parties from 
fairly campaigning and votes are prevented from being 
freely cast or accurately counted. In other nations, the 
process is more gradual and ongoing. According to 
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What is already known on this topic
Previous studies on the political determinants of health have focused on the 
impact of the overall quality of democracy on health spending, health service 
inputs, and population health outcomes
More countries are now experiencing substantial decreases in democratic traits 
(autocratising) than experiencing substantial increases in democratic traits 
(democratising)
Research is required on the relation between autocratisation and health 
outcomes

What this study adds
The findings of this study suggest that the ongoing wave of autocratisation is 
hindering progress in terms of life expectancy gains and the achievement of 
universal health coverage
The results indicate that global health institutions will need to adjust policy 
recommendations and activities to obtain the best possible outcomes in those 
countries where the democratic incentive to provide quality healthcare for all is 
diminishing
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one leading estimate, 35% of the world’s population 
now live in countries that are autocratising—a list that 
includes Brazil and the United States.2

The ongoing wave of autocratisation might hinder 
progress towards universal health coverage (UHC). 
UHC is a critical means of improving population health 
and ensuring all people have access to quality essential 
health services, without incurring undue financial 
hardship. This is seen as a policy priority by global 
institutions and individual countries, as highlighted 
by the fact that UHC is included in the World Health 
Organization’s 13th General Program of Work (GPW13) 
and the United Nations’ Sustainable Development 
Goals.3 4 The stated aim of the latter is to achieve 
UHC for the entire population of the world by 2030 
(Sustainable Development Goals target 3.8). UHC is 
expensive and inherently redistributive, which makes 
it unavoidably a political choice.5 The achievement of 
UHC in each country will, to a large extent, depend on 
whether political leaders are willing to match health 
services with healthcare needs, and that in turn is likely 
to be influenced by the way in which those leaders 
are selected and held to account. Existing research 
indicates that democratic traits—open communica­
tion coupled with genuinely competitive multiparty 
elections—incentivise governments to respond to the 
health needs of citizens.6-8 Democratically elected 
leaders must win the support of a larger share of the 
population than autocratic leaders to stay in power. In 
addition, the greater openness of communication that 
typically characterises democratic societies means 
political leaders are more likely to be made aware of the 
need for health interventions, as well as the success or 
failure of those interventions.9 10 Autocratisation poses 
a threat to the achievement of quality healthcare for 
all because it involves the gradual contraction of the 
support base required by political leaders to stay in 
power and the steady erosion of media freedom and 
free speech more generally.2 10

We examined the association between substantial 
decreases in democratic traits and population health 
gains, the effective delivery of UHC, and financial risk 
protection. Specifically, we examined the association 
between democratic erosion (autocratisation) and 
life expectancy, UHC (measured using the effective 
coverage index), and healthcare costs borne by 
individuals. We hypothesised that autocratisation 
slows progress in life expectancy, hinders progress 
towards UHC, and increases out-of-pocket spending on 
healthcare.

Methods
Approach
We used a synthetic control design, an approach 
especially well suited to population level studies 
when random assignment is impractical and a data 
driven approach is needed to construct appropriate 
comparison cases.11 For each autocratising country, 
we estimate the trajectory that the outcome variable 
would have followed in the absence of autocratisation 
and compared that trajectory with the actual trajectory 

to estimate the potential impact of autocratisation. The 
counterfactual, or synthetic control, is constructed 
based on a weighted combination of those countries 
that were never exposed to the treatment of interest (ie, 
autocratisation). If the synthetic control closely tracks 
the actual trajectory during the pretreatment period, 
then we can have greater confidence in the validity 
of the estimated counterfactual trajectory during the 
post-treatment period. The important advantage of 
this approach is that it obviates the need to identify 
individual comparison countries that are sufficiently 
similar to the treatment countries.12

The synthetic control method has become widely 
used in the social sciences since it was originally 
developed in 2003.13 14 The method is also increasingly 
used in epidemiology to assess the impact of public 
health interventions, such as anti-tobacco polices, 
taxes on soft drinks, handgun laws, social welfare 
reforms, hospital performance incentives, and pill 
mill laws (ie, legislation designed to tackle clinics that 
inappropriately prescribe and dispense prescription 
drugs).15-22 In addition, the method has been 
previously used6 23 to assess the impact of transitions 
from autocracy to democracy on, respectively, child 
mortality and adult life expectancy. Here we adopt 
the same general strategy to assess the association 
between autocratisation and HIV-free life expectancy at 
age 5 years, UHC effective coverage, and out-of-pocket  
spending on healthcare.

The version of the synthetic control method that 
we use constructs the counterfactual in three steps.24 
Firstly, a fixed number of latent factors are estimated 
using the control group (those countries that did not 
experience autocratisation). Secondly, those factors are 
weighted to model the path of each outcome variable 
during the pretreatment period (the period before the 
start of each autocratisation episode). Thirdly, that 
model is used to estimate the counterfactual path 
of the outcome variable during the post-treatment 
period. Confidence intervals are estimated based 
on how reliably the model predicts the path of each 
control country when each is assumed to be a treated 
country. This method is described in more detail in the 
supplementary appendix. The analysis was carried out 
using the R platform (version 4.0.2), with the functions 
provided by the gsynth package (version 1.1.6).24

This approach accounts for time varying and time 
invariant confounders because the counterfactual, or 
synthetic control, implicitly captures the underlying 
characteristics of each treatment country that are 
associated with the health outcome. This method 
does not, however, account for shocks that occur at 
precisely the same time as the treatment. For this 
reason, we include three variables to control for shocks 
due to natural disasters, onset of war, and economic 
recession. A further concern is that autocratisation 
might contaminate countries in the control group 
because of the emigration of healthier citizens from 
autocratising countries. To deal with this possibility 
we included an indicator for net migration in the  
model.
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To identify episodes of autocratisation we used a 
procedure that has been independently developed.1 
Namely, a 0.1 decrease in the electoral democracy index 
(scaled between 0 and 1) constructed by the Varieties 
of Democracy (V-Dem) project.25 We also stipulated 
that the confidence intervals for the index should not 
overlap between the beginning and the end of the 
episode. This enabled us to identify episodes that are 
both substantial and statistically significant, thereby 
reducing the likelihood of misidentification. This 
procedure is described in more detail in the appendix.

The procedure allowed us to identify 17 countries 
that underwent autocratisation during 2000 to 2010. 
We removed from the study those countries that first 
autocratised during the 10 years before or after that 
period to ensure sufficient pretreatment data to build 
the counterfactual and sufficient post-treatment years 
to observe any potential effects. The control group used 
to construct each counterfactual comprises the 119 
countries that never autocratised from 1989 to 2019. 
All the treatment countries are low or middle income 
and include all regions of the world except North 
America and western Europe (fig 1). Eleven of those 
countries were electoral democracies the year before 
autocratisation, whereas the remainder were electoral 
autocracies. These countries are described in more 
detail in the supplementary appendix.

Data
The V-Dem constructs indictors of regime characteri­
stics based on the responses of experts from multiple 
countries. We used version 10 of the V-Dem dataset, 
which encompasses 201 countries from 1789 to 
2019.25 The dataset includes confidence intervals 
for each indicator to account for uncertainty and 
potential measurement error. To identify episodes 
of autocratisation we use the electoral democracy 
index, which combines scores for suffrage, free and 
fair elections, elected officials, freedom of civil and 

political organisation, and freedom of expression, to 
create an overall score ranging from 0 to 1.

We extracted HIV-free life expectancy at age 5 years 
from the Global Burden of Disease 2019 database.26 
The Global Burden of Disease project estimates 
age specific and sex specific mortality from 1970 
to 2019 in 204 countries. HIV-free life expectancy 
estimates life expectancy in each country had the HIV 
pandemic not occurred, excluding war, epidemics, and 
natural disasters. We used HIV-free life expectancy 
at age 5 years for this analysis to isolate and assess 
the relation between autocratisation and health, 
abstracting from the impacts of HIV on life expectancy. 
Democratising and autocratising countries alike 
received substantial amounts of external development 
assistance for HIV/AIDS and communicable diseases 
that disproportionately affect child health, potentially 
masking the impact of democratic erosion. To assess 
whether variation exists across the life course we also 
report results for HIV-free life expectancy at birth and 
at age 15 years.

To measure UHC, we used the Institute for Health 
Metrics and Evaluation’s UHC effective coverage 
index. This index uses data from the Global Burden 
of Disease 2019 and comprises 23 indicators that 
capture healthcare provision for conditions affec­
ting population health across the life course. These 
indicators include several healthcare domains 
(prevention, promotion, treatment, rehabilitation, and 
palliative care). Each are weighted by the estimated 
potential for indicator specific interventions to reduce 
the associated health burden and then combined 
into an overall score, scaled between 0 and 100. This 
indicator is available for 204 countries for all years 
from 1990 to 2019.27 28 One interpretation of the index 
is that a 1 point increase in a given country’s UHC 
effective coverage index score reflects an estimated 1% 
increase in that country’s population with access to 
effective healthcare.

Autocratised
Never autocratised
Not used

Fig 1 | Treated and control countries for synthetic control analysis
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We used the Institute for Health Metrics and 
Evaluation’s Financing Global Health 2019 database 
for out-of-pocket spending on health.29 Data are 
available for 195 countries from 1995 to 2017. These 
estimates are developed by assembling and modeling 
data from WHO’s Global Health Expenditure Database. 
We used 2019 purchasing power parity in US dollars 
adjusted for inflation.

Finally, we included three variables in our analysis 
to control for contemporaneous shocks: major natural 
disasters, war related deaths, and gross domestic 
product per capita. The indicator for natural disasters is 
based on the International Disaster Database compiled 
by the Centre for Research on the Epidemiology of 
Disasters.30 The indicator for mortality due to war 
is taken from the Global Burden of Disease 2019 
Covariates database.31 Data on gross domestic product 
per capita are extracted from the Financing Global 
Health 2019 database.29 We used 2019 purchasing 
power parity in US dollars adjusted for inflation. We 
did not include these covariates in the life expectancy 
model because that outcome variable already excludes 
mortality shocks due to natural disasters and war. We 
included net migration as a covariate in all three models 
to control for the possibility that autocratisation leads 
to the emigration of healthier citizens to countries in 
the control group. The migration data were extracted 
from the UN Population Prospects.32

The supplementary appendix presents summary 
statistics for all variables, arranged by exposure 
category.

Patient and public involvement
Patients and members of the public were not involved 
in the design, analysis, or dissemination plans of our 
research. This is because our study relies on population 
level data for a large number of countries. We aim to 
share our findings through social media and blogs. All 
data used were retrieved from existing public sources, 
as referenced.

Results
In the autocratising countries included in the analysis, 
from 1995 to 2017 HIV-free life expectancy at age 5 
years increased by 5.13% (from 63.8 to 67.1 years). 
Similarly, the UHC effective coverage index in these 
countries increased by 24.7% (from 40.7 to 50.7 
points) and out-of-pocket spending on health per 
capita increased by 15.3% (from $3.8 (£2.9; €3.2) to 
$4.5, log transformed).

For each outcome variable figures 2-7 show the 
average treatment and counterfactual trajectories, the 
average treatment effect, and the effect for each treated 
country. The counterfactual trajectories track the 
treatment trajectories during the pretreatment period 
(figs 2, 4, and 6). The effect plots represent the gap 
between the treatment and counterfactual trajectories 
and include 95% confidence intervals. For all three 
outcome variables the average gap between actual and 
counterfactual was statistically significant from the 
first year after the onset of autocratisation.

Our results show that on average HIV-free life 
expectancy at age 5 years increased by 2.2% (from 64.7 
to 66.1 years) during the 10 years after the onset of 
autocratisation. Our estimation suggests that it would 
have increased by 3.5% (95% confidence interval 
3.3% to 3.6%, P<0.001) (from 64.7 to 66.9 years) in 
the absence of autocratisation. This is a difference of 
10 months between those countries that autocratised 
and what we estimate they would have gained had 
they not autocratised (fig 2).

On average, the UHC effective coverage index 
increased by 11.9% (from 42.5 to 47.6 points) during 
the 10 years after the onset of autocratisation. Our 
estimation suggests that it would have increased by 
20.2% (95% confidence interval 19.6% to 21.2%, 
P<0.001) (from 42.5 to 51.1 points) in the absence of 
autocratisation (fig 4).

Finally, out-of-pocket spending on health per capita 
increased on average by 10.0% (from $4.0 to $4.4, 
log transformed) during the 10 years after the onset 
of autocratisation. Our estimation suggests that it 
would have increased by only 4.4% (95% confidence 
interval 3.9% to 4.6%, P<0.001) (from $4.0 to $4.2, log 
transformed) in the absence of autocratisation (fig 6).

Autocratisation was associated with under­
performance in most of the countries in the treat­
ment group (13 to 15 out of 17, depending on the 
outcome variable) (figs 3, 5, and 7). The largest 
underperformance after 10 years was observed in 
the Philippines for UHC effective coverage (a 3.4% 
decrease compared with a 26.6% increase for the 
counterfactual, 95% confidence interval 23.6% to 

Average effect
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Fig 2 | Counterfactual averages, treatment averages, and average effects for HIV-free 
life expectancy at age 5 years in 17 autocratising countries, 1989-2019. Shading 
represents 95% confidence intervals
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Fig 3 | Effects for HIV-free life expectancy at age 5 years in 17 autocratising countries, 1989-2019. Shading represents 95% confidence intervals
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29.3%, P<0.001), Moldova for out-of-pocket spending 
on health (a 30.2% increase compared with a 8.8% 
increase for the counterfactual, 95% confidence 
interval 6.8% to 10.4%, P<0.001), and Nicaragua 
for HIV-free life expectancy at age 5 years (a 0.1% 
decrease compared with a 4.3% increase for the 
counterfactual, 95% confidence interval 4% to 4.7%, 
P<0.001). However, not all countries underperformed. 
Nepal, for example, initially performed better than the 
counterfactual across all three outcome variables.

Out-of-pocket spending on health per capita might 
increase in those countries where health services 
are emerging or decrease in those countries with 
contracting health services.33 To control for these 
possibilities we ran the model with share of out-
of-pocket spending in total health expenditure 
(government health expenditure, prepaid private, 
development assistance for health, and out of pocket) 
as the outcome variable. The result was consistent 
with our original finding. We also examined whether 
autocratisation was associated with the provisioning of 
development assistance for health per capita. We found 
no evidence that democratic deterioration affected 
the disbursement of health related aid. Both these 
additional results are presented in the supplementary 
appendix.

Discussion
In general, this study found that autocratising states 
performed worse than they would have if they had 
not experienced democratic erosion. HIV-free life 

expectancy at age 5 years was on average 1.3% (95% 
confidence interval 1.1% to 1.4%, P<0.001) lower 
than the synthetic control after 10 years. The effect on 
HIV-free life expectancy at age 15 years was slightly 
larger (1.6% lower, 95% confidence interval 1.4% to 
1.8%, P<0.001), whereas the effect on HIV-free life 
expectancy at birth was smaller, but still statistically 
significant (0.5% lower, 95% confidence interval 
0.4% to 0.7%, P<0.001). These additional results are 
presented in the supplementary appendix. In keeping 
with global trends,27 the Institute for Health Metrics 
and Evaluation’s UHC effective coverage index did 
increase on average in autocratising countries during 
the post-treatment period. However, our results show 
that on average the index was 7.4% (95% confidence 
interval 6.9% to 8.3%, P<0.001) lower than the 
synthetic control after 10 years. Finally, we found that 
autocratisation tends be associated with increases in 
the healthcare costs incurred by individuals at the 
point of care. Out-of-pocket spending on health per 
capita was on average 5.1% (95% confidence interval 
4.9% to 5.6%, P<0.001) higher than the synthetic 
control after 10 years. This is noteworthy because 
increased household spending on health is associated 
with vulnerability to financial hardship, and financial 
risk protection is one of the UHC items specified in the 
Sustainable Development Goals (target 3.8.2).34 In 
the context of already severely constrained household 
budgets these additional costs could push people into 
poverty, especially if those costs cannot be spread over 
time.33 35

For most of the 17 countries in our analysis, 
autocratisation was associated with reduced 
performance for our three outcome indicators. 
However, this was not the case for all countries. 
Liberia, Bangladesh, and especially Nepal represent 
notable exceptions and therefore warrant closer 
examination in future research. For those three 
countries the autocratisation period was followed by 
a rapid recovery to a democracy level higher than was 
the case before that period (see figure in supplementary 
appendix, section 3.2.3). This suggests that immediate 
and substantial democratic reform might negate the 
potential negative effects of autocratisation.

Comparison with other studies
Previous cross country studies on the political deter­
minants of health have focused on the impact of the 
overall degree of democracy on healthcare spen­
ding, health service inputs, and population health 
outcomes.36-41 Some studies have examined the impact 
of autocratic regime types on health outcomes.42 43 
Others have examined the effect of transitions from 
autocracy to democracy on health outcomes.6 23 44 
However, few have assessed the effects of democratic 
erosion (ie, autocratisation) on health outcomes and 
none have considered its effects on UHC.

Our findings are consistent with a recent study,6 
which found that HIV-free life expectancy at age 15 
years was on average 3% higher than the counterfactual 
of no democratic transition after 10 years. The 
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earlier paper assessed transitions from autocracy to 
democracy, rather than substantial changes in the 
level of democracy that might or might not lead to 
transition. Nevertheless, the findings of both that study 
and our study support the view that autocratising 
governments are less equipped to tackle diseases that 
primarily affect the adult population. Those diseases 
typically require prevention policies and chronic care 
and receive little development assistance for health.6

Strengths and limitations of this study
Our findings are subject to two limitations. Firstly, our 
data sources (particularly life expectancy, effective 
UHC, and democracy) rely on an estimation process 
with assumptions. The Global Burden of Disease 
and Financing Global Health 2019 data are the best 
available and are validated against a diverse set of 
data sources, as well as the expertise of more than 
5000 collaborators from 145 countries. The UHC 
effective coverage index is a composite score of specific 
measurement choices, including health outcomes and 
effective coverage of key interventions. Because some 
of these data were under-reported, the Global Burden of 
Disease project models these inputs, which ultimately 
inform the estimate of UHC. If the original data sources 
are systematically inflated to make autocracies look 
better than they are (longer life expectancy, less out-
of-pocket spending, more UHC service coverage), 
the estimated associations presented in this study 
would then represent underestimates of the true  
effect.

Additionally, the V-Dem project relies on the 
responses of experts from multiple countries to a range 
of precise survey questions to construct estimates 
of regime traits. The nature of the indicators means 
that measurement error will occur if respondents are 
subject to bias, use different rating thresholds, or make 
a mistake. The compilers of the V-Dem dataset include 
confidence intervals to account for those potential 
sources of error. We used those uncertainty estimates as 
part of the process to identify autocratisation episodes. 
Nevertheless, we cannot rule out the possibility that 
we have incorrectly identified treatment cases.

Secondly, causality is difficult to ascertain in this 
context because population health could affect 
democratic traits,45 and omitted factors might 
separately determine those traits and health indicators. 
The method we used in this study estimates the effect 
of autocratisation by creating a synthetic version 
of each autocratising country based on a weighted 
combination of those countries that did not experience 
autocratisation. This allows greater confidence in 
causal inference insofar as the modeling process 
reliably estimates the path of the treated countries 
during the pretreatment period. Nevertheless, the 
results could be confounded if shocks occur at 
precisely the same time as the treatment of interest, 
or the treatment contaminates the control group (eg, 
migration of heathier people from autocratising to non-
autocratising states). We have included covariates to 
deal with these two possibilities. We cannot, however, 
rule out the possibility that other coinciding events or 
spillover effects are driving the results.

Policy implications
Overall, our findings suggest that global health 
institutions and non-governmental organisations will 
find it increasingly difficult to achieve the Sustainable 
Development Goals for health, particularly UHC, in 
settings as democratic erosion modifies the willingness 
and capacity for governments to respond to the health 
needs of citizens. In some cases, erosion results 
in political regimes that merely pay lip service to 
democracy. Since the end of the cold war the approach 
of many autocratic leaders is to permit elections and 
opposition parties, but to ensure ongoing re-election 
through control of media, intimidation and prosecution 
of members of the opposition, and various forms of 
electoral fraud.46 In effect this means that supporters 
of the opposition are disenfranchised.

Our results have important implications for the 
allocation of development assistance for health, 
especially where those resources are intended to 
advance effective UHC and financial risk protection. 
That development assistance for health is scarce and, 
amid a post-pandemic global economic downturn, it 
may contract further. It is more important than ever 
to consider where and how to spend development 
assistance for health more effectively. Donors 
seeking to advance effective UHC or financial risk 
protection should consider directing more of those 
funds to nations that have a commitment to building 
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accountable institutions and open and transparent 
democratic processes. The US Millennium Challenge 
Corporation and Swedish International Development 
Cooperation Agency have used similar selective 
approaches to aid to promote good governance in their 
programmes.

More generally, global institutions and aid providers 
might need to adjust their policy recommendations and 
activities so as to extract the best possible results in 
those countries where political leaders lack sufficient 
electoral incentives to provide quality healthcare to the 
population. A closer examination of why health service 
delivery and health outcomes in some countries 
do not appear to have been negatively affected by 
autocratisation (eg, Bangladesh and Nepal) might 
prove to be instructive in this regard. For example, 
in Bangladesh, increased out-of-pocket expenditure 
on health per capita could have purchased health 
services not provided by the public healthcare system, 
increasing effective coverage.47

Future research
Our analysis does not account for the 16 countries 
that have autocratised since 2010, for which there are 
insufficient data to include in the present study. This 
group comprises countries with large populations, 
such as Brazil, India, Poland, and Turkey, indicating 
the scale of the potential obstacles in the path of 
UHC. Follow-up research will be needed to determine 
whether autocratisation has also hindered progress 
towards UHC in those countries. In our study we 
investigated health system change, which could take 
years, whereas other studies could investigate acute 
health outcomes.

Conclusion
By definition UHC requires that the entire population of 
each country has access to quality essential healthcare 
across the life course, which would be clearly associated 
with gains in population health. UHC implicitly entails 
the redistribution of resources to poorer citizens 
who cannot afford quality essential services without 
experiencing financial hardship. The ongoing wave of 
autocratisation poses a threat to the achievement of 
UHC and gains in population health because political 
leaders who are not selected through genuinely 
competitive multiparty elections do not require the 
support of the wider population to stay in power. In 
addition, their narrow support base often lies with 
wealthier citizens who might be unwilling to finance 
healthcare for poorer citizens. The results presented 
in this study suggest that global health advocates will 
need to develop strategies that compensate for the 
diminishing incentive of autocratising governments to 
provide quality healthcare for all.
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