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Abstract

Objective: This research aims to explore and understand Colombian citizens’ perceptions
of health technologies that should be publicly funded.

Methods: We used a qualitative case study approach. Information was collected through
semi-structured interviews with 46 citizens in five population groups (citizens without
recent contact with the healthcare system, patients, healthcare workers, managers, and
decision-makers). Subsequently, we performed a thematic analysis.

Results: We identified two approaches for considering the public funding of health
technologies. One approach conditioned the public funding to 1) the characteristics of
who needs the care, 2) the disease suffered, 3) the health technology required, and 4) the
expectation of efficient performance of the health system. In this approach, coverage is
determined by the individual income and economic vulnerability, the urgency of the care
or the evidence of effectiveness. The other approach considered that all health technologies
must be covered for all Colombians based on principles of human dignity, the right to health
and transparent use of public resources.

Conclusions: The approaches identified unveil sociopolitical tensions related to the
structure of the health system and its organization in the delivery of services. Three were
the most critical tensions: those associated with the ability to pay the citizen, the perspective
defining health, and the meanings of effectiveness and scientific evidence.

---------- Keywords: citizen, policy decision-making, health system, public resources,
inclusion, exclusion, perceptions.

*  This text is the product of the research “Citizen perceptions on technologies and services to be
covered with public resources of the health system, and the role of evidence in their modification”,
a project funded by MinCiencias: Code 111584467348, Contract 849-2019. Start date: December
17,2019; end date: June 26, 2024.
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Las tensiones sobre qué incluir y a quién cubrir en el sistema de salud
colombiano desde la perspectiva de un grupo de ciudadanos

Resumen

Objetivo: Esta investigacion pretende explorar y comprender las percepciones de un grupo de ciudadanos sobre las tecnologias y
los servicios en salud que deben financiarse con recursos piblicos.

Métodos: Se utilizo un estudio de caso cualitativo. Se recolecto informacion mediante entrevistas semiestructuradas a 46
participantes en cinco grupos poblacionales (personas sin contacto reciente con servicios de salud, pacientes, trabajadores de la
salud, administradores y tomadores de decisiones). Posteriormente, se realiz6 un anélisis tematico.

Resultados: Se identificaron dos aproximaciones para llevar a cabo la financiacion de tecnologias y servicios en salud con recursos
publicos: una aproximacion la condiciona a 1) las caracteristicas de quién necesita la atencion, 2) la enfermedad que padece, 3) la
tecnologia o servicio requerido, y 4) la expectativa de desempefio eficiente del sistema de salud, determinando la cobertura por las
condiciones econdmicas y la vulnerabilidad social de la persona, la urgencia de la atencion o la evidencia de efectividad. La otra
aproximacion considera la cobertura total de las tecnologias y los servicios para todos los colombianos, basada en principios de
dignidad humana, derecho a la salud y uso honrado de los recursos.

Conclusiones: Las aproximaciones identificadas responden a tensiones sociales relativas a la estructura del sistema de salud y su
organizacion en la prestacion de servicios. Las tres tensiones mas importantes son aquellas relacionadas con la capacidad econdmica
del ciudadano, la perspectiva que define el concepto salud-enfermedad, y los significados de efectividad y evidencia cientifica.

--------- Palabras clave: acceso a los servicios de salud, financiacion gubernamental, necesidades y demandas de servicios de salud,
participacion ciudadana, sistema de salud

As tensoes sobre o que incluir e a quem dar cobertura no sistema de
saude colombiano desde a perspectiva de um grupo de cidadaos

Abstract

Objetivo: Esta pesquisa pretende explorar e compreender as percepgdes de um grupo de cidaddos sobre as tecnologias ¢ os servigos
em saude que devem ser financiados com recursos publicos.

Metodologia: Foi usado um estudo de caso qualitativo. Coletou-se informagdo por meio de entrevistas semiestruturadas a 46
participantes em cinco grupos populacionais (pessoas sem contato recente com servigos de saude, pacientes, trabalhadores da satde,
administradores e tomadores de decisdes). Posteriormente, foi realizada uma andlise tematica.

Resultados: Identificaram-se duas aproximagdes para fazer o financiamento de tecnologias ¢ servicos em saide com recursos
publicos. Uma aproximagdo condiciona o financiamento 1) as caracteristicas de quem precisa a atengdo, 2) a doenga que padece, 3)
a tecnologia ou servigo requerido e 4) a expectativa de desempenho eficiente do sistema de salide, determinando a cobertura pelas
condicdes econdmicas e a vulnerabilidade social da pessoa, a urgéncia da atengdo ou a evidéncia da efetividade. A outra aproximacao
considera a cobertura total das tecnologias e os servigos para todos os colombianos, baseada em principios de dignidade humana,
direito a satide e uso idoéneo dos recursos.

Conclusdes: As aproximagdes identificadas respondem a tensdes sociais relativas a estrutura do sistema de satide e sua organizagio
na prestacdo de servigos. As trés tensdes mais importantes sdo aquelas relacionadas com a capacidade econdmica do cidaddo, a
perspectiva que define o conceito satide-doenga e os significados de efetividade e evidéncia cientifica

--------- Palavras-chave: acesso aos servigos de satde, financiamento governamental, necessidades ¢ demandas de servigos de
saude, participacdo cidada, sistema de satide
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Introduction

Citizen participation has been understood as the process
by which citizens who are not elected officials become
involved in decision-making processes on governmen-
tal issues that affect them directly or indirectly. Citizen
participation has gained prominence in recent years [1]
and has become a priority for health systems [2-4]. Due
to the COVID-19 pandemic, citizens have developed a
greater interest and willingness to influence health poli-
cy decisions [5,6]. However, this increased interest and
willingness to act do not ipso facto translate into more
meaningful spaces or opportunities for participation.

Decision-makers must commit to citizen participa-
tion by identifying the time in the policy cycle at which
such participation is desirable, necessary or indispensa-
ble, listening to the opinions of those affected by deci-
sions, and incorporating and reflecting those opinions in
the final outcomes. Health systems benefit from conso-
lidating participatory spaces and processes by providing
citizens with more transparent, legitimate, accountable,
acceptable, and credible decisions [7].

In Colombia, despite the recognized benefits of ci-
tizen participation, which include public deliberation to
settle differences and build agreements, the strengthening
of democracy, and confidence in its rules of the game,
several authors have pointed out how institutional spaces
for citizen participation in health are highly restricted and
lack weight in governmental decisions [8-10].

The definition of health priorities, especially when
deciding which health technologies to finance with the
public budget, is a significant concern for decision-
makers, researchers, professionals, and citizens. Colom-
bia is no stranger to this challenge; on the contrary, the
progressive recognition of health as a fundamental right
drives the health system’s interest in ensuring that citi-
zens’ voices are reflected in decisions on what should be
financed with public resources [11].

In compliance with the mandate of the Constitu-
tional Court, Law 1751 of 2015 [12] delegated to the
Ministry of Health the establishment of a technical-
scientific and participatory procedure to determine the
technologies and services that will be excluded from
public funding; this law was implemented through Re-
solution 330 of 2017 [13]. Despite the progress made by
both the Ministry of Health and the Institute for Health
Technology Assessment to incorporate the values and
preferences of citizens in decisions, there is skepticism
among decision-makers about the ability of an informed
citizen to participate and contribute to the task of defi-
ning exclusions and priorities in health [14].

In Colombia, the establishment of health priori-
ties is even more complex due to factors such as the
distrust exhibited by stakeholders about the legitima-

cy of participatory spaces and their participants, the
lack of knowledge about the perceptions of Colom-
bians regarding the technologies and services that
should be financed with public resources and, finally,
because of the prejudice that exists about the capaci-
ty of the ordinary citizen to put collective well-being
before individual interest [15].

Despite the challenges, scholars in the health sys-
tems field have identified that using scientific eviden-
ce improves the political decision-making process [16]
and enriches citizen participation [17]. It has been re-
cognized the importance of proposing, developing, and
evaluating mechanisms that support the use of scienti-
fic evidence by decision-makers and stakeholders as a
strategy to strengthen health systems [18,19]. Evidence
transcends the simple use of information on the effecti-
veness of medical interventions. It encompasses broa-
der questions about how to organize health systems to
ensure that interventions reach those who need them in
socially and culturally acceptable ways.

In this context of gaps and challenges, this research
explores and understands some citizens’ perceptions
about which health technologies should be paid for with
public resources.

Methods

This qualitative study used semi-structured interviews
conducted with different citizens: plain citizens without
recent contact with health services, patients, health
professionals, health managers and decision-makers,
which were transcribed, coded and analyzed by the re-
search team from a constructivist paradigm to explore
the perceptions of these different groups of Colombian
participants about the health technologies that should be
publicly funded.

Design

We used an embedded single-case study methodology
[20], in which several subunits of analysis called “em-
bedded units” were incorporated into a case, offering
opportunities for a more extensive analysis. In this re-
search, this design allows for an internal analysis of the
views of each group of participants separately and their
comparison with each other.

The context for this study was the Colombian health
system and its regulations, financing and funding arran-
gements, infrastructure, human resources, delivery mo-
del, and mechanisms for defining the health technolo-
gies covered.

The case was limited to Colombians’ perceptions
about the health technologies that should be publicly
funded.

Vélez CM, Diaz-Hernandez DP, Salazar-Franco OF, Patifio-Lugo DF, Velasquez-Salazar P, Veldsquez JC, etal. | 3
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The embedded units were the groups of participants
with different interests, knowledge and values regarding
the health system.

Participants

Purposive sampling was applied to ensure a plurality in
selecting participants, mainly in terms of age, geogra-
phic representation, and gender [21].

The participants were classified into five groups ac-
cording to their relationship to the health system, ex-
perience, and perspective. Four to eight participants per
group were planned, for 20 to 40 participants included in
the study or until saturation of the sample was reached.

The first group consisted of plain citizens who
have not had recent contact with health services (have
not been patients or caregivers of patients in the last 12
months), were not healthcare professionals, managers
or decision-makers, nor have a family relationship with
any of them (up to the second degree of consanguini-
ty). The second group consisted of patients with chro-
nic diseases and those who had recently used healthcare
services. The third group comprised health professio-
nals actively working in different healthcare settings.
The fourth group consisted of people with experience
in public or private healthcare management in the last
five years. The last group consisted of people in charge
of decision-making in public institutions at the natio-
nal, regional (i.e. departmental), or municipal level or
with functions of contracting services and establishing
healthcare networks in insurance companies that admi-
nister public insurance.

The research team nominated candidates to partici-
pate in the study. Those candidates were contacted by
phone, in person, or e-mail using a pre-established invi-
tation message.

Interview guide and procedure

The research team developed a semi-structured inter-
view guide with two sections: in the first, three open-
ended questions were asked, inquiring about the general
opinion on technologies and health services that should
or should not be publicly funded and the experience of
paying for them in a particular way. In the second sec-
tion, four cases were presented that represented contro-
versial situations in deciding whether to cover certain
health technologies, in which it was anticipated that opi-
nions could vary widely. This selection was made based
on cases widely covered by the media.

The interview guide was refined after being
applied in a pilot test; the final version is attached in
the Appendix and was used in all the interviews after
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the participant signed an informed consent and autho-
rization to record.

A research team member transcribed the interviews
and reviewed them for accuracy. The transcribed texts
were anonymized and stored digitally for later analysis.

Data analysis

The research team developed a codebook used as seed
categories to analyze the interviews. Two interviews
were pilot-tested using open coding, which refined the
codebook and helped the team to agree on how to use it.
The final list of codes consisted of opinions on whether
various health technologies should be publicly funded
and the rationale for these opinions.

Pairs of research team members open-coded the
transcribed interviews. The information was analyzed
according to the participants’ group (embedded units)
in multiple team meetings until each group’s correlation
categories and similarities and differences were defined.
Several analytical memos were developed to document
initial impressions of the emerging themes and their re-
lationships.

An axial coding process was employed, establishing
categories that interconnected the themes, opinions, and
justifications related to considerations for including te-
chnologies and services to be publicly funded [21,22].

The ATLAS.tiTM 6.2 program was used to facilitate
open and axial coding.

Reflexivity

The research team discussed their experiences, opinions
and knowledge about the health system and the health
technologies that should be publicly funded.

To prevent the researchers’ perceptions from in-
fluencing the way the results were analyzed or presen-
ted, the group corroborated that the emerging categories
and connections between themes did indeed emerge
from the analysis of the interviews and that all the points
of view identified in the interviews were represented in
the categories and findings to be reported.

Ethics

This study was approved by the Faculty of Medicine
Ethics Committee of the University of Antioquia in Mi-
nute 009 on May 9, 2019. The research team embraced
all research ethics recommendations, ensuring that par-
ticipants recognized their rights, which include the right
to withdraw at any time from the study, confidentiality,
and that the study did not represent a risk to their life or
good name.



Tensions over what to include and who to cover in the Colombian health system

Results

The results of this research are presented below. Ini-
tially, a descriptive analysis of the population is made.
Subsequently, the perceptions of the five groups of par-
ticipants are analyzed separately. Finally, categories of
public funding for health technologies are correlated.

Description of participants

The final sample included 46 people aged between 23
and 66 (mean = 39; standard deviation = 11), of whom
57 % were women. Of the 46 participants, five belon-
ged to the patient group, five to the healthcare mana-
ger group, five to the decision-makers group, 13 to the
health professionals’ group, and 18 to the plain citizen
group. The characteristics of the interviewees are sum-
marized in Table 1.

In the group of patients, we interviewed people
from three departments -Antioquia, Santander, Meta-,
affiliated to both the subsidized and payroll contribu-
tion regimes, with various conditions that required
outpatient healthcare, surgery, hospitalization and re-
habilitation services. One participant was the caregiver
of a child who required recent medical attention. The
healthcare professionals group included doctors, nurses,
dentists, social workers, and surgical instrumentation
professionals who worked in public and private insti-
tutions in outpatient, inpatient, and surgical services.
All the healthcare managers were residents of the de-
partment of Antioquia -specifically of the municipalities
of Rionegro, Ebéjico, Medellin and Mutata-, working
with healthcare institutions and local/regional health
agencies. There were two decision-makers whose sco-
pe of decision was regional -only Antioquia- and three
whose scope was national. Some decision-makers wor-
ked for private insurance companies, and others for the
government (both executive and judicial branches).

In the plain citizen group, we interviewed residents
of two departments -Antioquia and Caldas- and the dis-
trict of Bogota. Participants resided in urban and rural
areas and had different socioeconomic backgrounds.
According to their affiliation to the health system, three
participants were affiliated to the subsidized regime, 14
to the payroll contributions regime, and one to the spe-
cial regime. The educational level of the interviewees in
this group ranged from high school to graduate. Eight
reported having children, and five reported belonging to
a citizens’ organization.

Arguments for defining whether to fund
technologies and services publicly

Participants considered different reasons to justify
when a health technology should or should not be pu-

blicly funded (see Figure 1 and Table 2). One perspec-
tive was to include everything without any population
or technology/service prioritization criteria. Arguments
were based on precepts of human dignity, which calls
for coverage of all health technologies required by each
person to materialize and achieve individual human dig-
nity. The second argument was based on the entitlement
derived from making payroll contributions, which grants
the contributor and their beneficiaries the right to receive
all the health technologies required. The latter argument
justifies full coverage as a response and alternative to
the distrust in the management of public resources in
the health system; in this case, citizens put access to all
health technologies before the risk of misappropriation
of health resources due to corruption or inappropriate
management.

In addition to views on full coverage and coverage
for all, we identified four domains of arguments that su-
bordinate public funding of health technologies, named
characteristics of the person, disease, health technology,
and expectations of efficient system performance.

Characteristics of the individual

In the first domain, coverage is conditioned to the cha-
racteristics of the person receiving healthcare, particu-
larly concerning the level of need for care; the impact on
quality of life, psychosocial well-being or limitation to
their human dignity; vulnerability factors, for example,
considering age -prioritizing children and the elderly-;
geographic residence, ethnicity and socioeconomic sta-
tus -ability to pay-, as reflected in the following excerpt
from one of the interviewees:

If it’s a billionaire, no. I cannot allocate health resour-
ces to give free treatment to that kind of person if they
can pay [Woman group 1].

In this domain, citizens from different population
groups commonly invoke equity and social justice argu-
ments that prioritize whom citizens receive health care
according to their needs, seeking to achieve horizontal
and vertical equity.

Disease characteristics

In the second domain, coverage is conditioned to
the characteristics of the disease or condition of the per-
son requiring the health technology. This means that,
for some participants, certain types of diseases, such as
cardiovascular diseases, legitimize public funding, whi-
le other diseases or conditions, such as those affecting
mental health, rare or orphan diseases, or those whose
treatment is labelled as “cosmetic,” do not qualify as de-
serving public funding.
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Figure 1. Arguments for public funding of health technologies.

Source: Own construction, based on the results of this research.

It was also mentioned that health promotion and
disease prevention activities aimed at the entire popu-
lation, or large groups within it, should be privileged.

I don’t know to what extent [they] can spend an
entire national health system covering these occasional
sporadic and rare diseases, subjecting and taking resou-
rces away from a majority population [Male group 3].

Technology or service characteristics

In the third domain, coverage is conditioned to the cha-
racteristics of the health technology demanded. This do-
main includes a large part of the exclusion criteria used
by the Constitutional Court in Law 1751 of 2015 [12].
For example, participants mentioned that health tech-
nologies provided abroad, for cosmetic purposes and in
experimental phases, should be paid for privately and
not publicly funded.

8 Universidad de Antioquia

Some citizens from the various groups mentioned
that expensive technologies and services classified as
“alternative medicines” or considered complementary
to the health benefit plan, such as personal hygienic
supplies, should also be excluded from payment with
public resources.

Aspects that are sumptuous, experimental, and done
outside the country [...] should not be recognized.
We have many patients who ask us for treatments
abroad when they do not have scientific evidence but
are experimental in Boston or Houston. It works for
some patients, and we end up paying for them when
it should not be that way [Male group 5].

In domains two and three (characteristics of the di-
sease and characteristics of the technology), we identi-
fied that participants used reasoning that coincides with
a utilitarian approach to social justice, in which aggre-
gate welfare is maximized and it is assumed that health
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Tensions over what to include and who to cover in the Colombian health system
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system resources should be invested in specific health
technologies or diseases that generate a greater net be-
nefit for society. In this sense, covering treatments for
prevalent chronic diseases with public resources genera-
tes more utility than covering mental health care or care
required by people with rare diseases.

I say, [to cover] those that one knows are for typical
diseases, for specific treatments that can be presented to
us, that seems perfect to me; but for the most expensive
thing and that one does not know if they are going to be
useful or not, but they do cost a lot of money, it seems to
me that they should not [Woman group 2].

Expectations of efficient system performance

In the last domain, we collected arguments about
efficient system performance expectations. Within this
domain, we highlighted four premises that were used as
criteria to define the public funding or not of health tech-
nologies: 1) the existence of scientific evidence, which
for practical purposes implies that in its absence, it is
not publicly funded, and that in its presence it passes to
a phase of reflection on its coverage; 2) the demonstra-
tion of effectiveness and benefit of the health technology
required; in this case, which accredits benefit and safety
would be covered; 3) proof of a favourable cost-benefit
ratio, which subjects the exclusion of the health techno-
logy to which reasonably exhibits a very high cost for a
very small benefit; and 4) confirmation that it is a health
technology explicitly recommended by the medical-
scientific body for use in the patient’s condition.

If it has evidence, is similar to another, and has a bet-
ter price, it can be given. But if there are other things
that are cheaper and have equal or superior effecti-
veness, there would be no indication to resort to this
specific type of example [Man group 3].

Additionally, we identified two other arguments that
refer, on the one hand, to the need to prioritize and ra-
tion health spending, recognizing the scarcity of public
resources in the health system, and, on the other hand,
to the constitutional obligation to guarantee and make
prevail in every decision the rights to health, life and
human dignity.

So, artificial insemination is not the fact of perfor-
ming the insemination but the controls and the possi-
ble losses you may have later. In other words, we do
not know how the cascade will continue and what re-
sources will be consumed by the State, and these are
not infinite; they are in a budget and must be made
to yield. As a manager, I have seen the difficulty of
allocating resources for something that will not come
up [Male group 4].

We identified some tensions influencing Colom-
bians’ perceptions about which health technologies
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should be publicly funded and when. The three most es-
sential tensions refer to: 1) the use of criteria based on
the ability to pay of the citizen -and not on their health
needs- to determine the public funding; 2) the perspec-
tive adopted to define what is health/disease and, there-
fore, the tension that emerges between diseases and con-
ditions considered “legitimate” and those that are not;
and 3) the ambiguity or specificity that the concepts of
effectiveness and scientific evidence may have.

The first tension identified among several plain ci-
tizens, patients and managers was to consider a person’s
ability to pay as a criterion for defining the coverage of a
health technology required. Under this argument, the abi-
lity to pay qualifies and accredits citizens as deserving of
publicly funded healthcare, not their medical needs [23].
In the interviewees’ words, it is equivalent to the criterion
of “covering the poor and charging the rich”.

The second tension is linked to the participants’ de-
finition of health and disease. Some interviewees judged
that there are “legitimate” diseases or conditions that
merit public funding for their treatment. For example,
they readily acknowledged the legitimacy of covering
prevalent conditions, physical illnesses, and those requi-
ring health technologies aimed to improve functionality.
Still, there were discrepancies when reference was made
to mental, rare or orphan diseases or conditions in which
treatments are intended to improve self-esteem or quali-
ty of life. One interviewee commented as follows:

When you specifically ask me not to include beauty,
the image of Natalia Ponce de Leon comes to mind,
the girl who was disfigured by her couple... then one
says: all this reconstructive surgery, what are you
looking for... beauty? [Woman group 3].

The third tension is using arguments about effecti-
veness to decide whether to fund a health technology pu-
blicly. This refers to concepts such as evidence or effecti-
veness that are not free of interpretation or value-laden.

Discussion

Through the interviews, we identified two fundamen-
tal approaches to consider which health technologies
should be publicly funded (Table 3 describes them ac-
cording to population groups). In one approach, cove-
rage is conditioned on the inherent characteristics of the
person needing healthcare, the disease they suffer, the
health technologies required, or the expectations of effi-
cient health system performance. The other argues for
full coverage of all health technologies required by all
Colombians, using axioms related to human dignity, the
fundamental right to health, and the honest and legitima-
te use of resources.
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We also identified three tensions influencing Co-
lombians’ perceptions of which health technologies
should be publicly funded and when. The first tension
refers to using criteria based on the citizen’s ability to
pay -and not on their health needs- to determine the pu-
blic funding of their healthcare. Although, at first glan-
ce, it seems to be a criterion of equity or social justice,
the truth is that these criteria are neither simple to use
nor free of bias and inequity. The line that marks who is
rich and who is poor is not easy to delimit and imposes
a particular difficulty when distinguishing who is at the
center of that dichotomy, i.e., someone from the middle
class with no ability to pay. For example, does a family
who owns a house and is classified as low socioecono-
mic status have, per se, less ability to pay than a family
that rents a home located in a neighbourhood classified
in a socioeconomic status medium? Does a person with
three minimum income salaries and four dependents
have, per se, less ability to pay than a person with one
minimum income salary and no dependents? Deriving
these questions to the healthcare system, the doctor, the
hospital, or the judge ruling on a Tutela would seem too
heavy a burden and have a high risk of bias.

The preference given to the ability to pay as a cri-
terion for access to publicly funded healthcare contra-
dicts a fundamental value of health systems: organizing
care and attention according to the degree of need for
care. These two perspectives, which are substantially
different, demand a broad discussion in Colombian so-
ciety, mainly because the Colombian system is financed
by public taxes that are paid in proportion to the level
of salary income. The essence of this system assumes
that citizens, when they are healthy and active at work,
contribute to the system’s financing according to their
ability to pay. Therefore, it does not seem rational that
when the citizen is sick, the health system judges them,
according to their wealth, as undeserving of the health-
care they helped to finance.

The matter is even more complex if one accepts
that the principle of medical necessity is the one that
should prevail in determining access to health techno-
logies publicly funded. Then, no citizen could be exclu-
ded because of their ability to pay, but neither would it
be equitable for someone to demand more outstanding
healthcare or preferential care by their wealth or ability
to pay. Different authors have suggested that “need” is a
more legitimate distributive principle than others, such
as “ability to pay,” because it is clinically relevant and
morally defensible [24]. However, it is still a matter of
debate how to conceptualize and classify people’s needs
[24-26]. Academics dedicated to the study of welfare
systems have also highlighted that there is a contradic-
tion in health systems: that of putting in the same dimen-
sion the values of universality and targeting when these
represent opposite dimensions of welfare states, being
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more useful to understand the opposite of universalism
as “residualism”, and targeting as a “pro-poor” residua-
lism [27-30].

The second tension identified was linked to the par-
ticipants’ definition of health and disease. Some inter-
viewees judged that there are “legitimate” diseases or
conditions that deserve public funding for their treatment.
This tension was most evident with the public funding
of health technologies needed to treat people with di-
seases or conditions that require aesthetic treatment. It
seems that the boundaries between the purpose of the
intervention and the type of technologies and services
required are blurred. The fact that the procedure required
is plastic surgery does not resolve per se the question of
the need and purpose of the surgery; the same procedure
may be offered to someone who needs it or to someone
who wants it; for one person, it may have a reconstructi-
ve purpose or be aimed at improving quality of life, whi-
le for another it may be a way of achieving an ideal of
personal beauty. Discerning between the purposes is not
always obvious. It introduces a gray area where agreed
rules could be established to decide in each particular
case but integrated into the daily routine of healthcare in
Colombia with the perspective of guaranteeing the prin-
ciple of human dignity.

The third tension was associated with using argu-
ments of effectiveness to decide whether to fund a health
technology publicly. As other authors have pointed out,
it is not always possible to demarcate a line that differen-
tiates between effectiveness and non-effectiveness.

Strengths and limitations

A great strength of this research is to have gathered the
perspectives of people with different profiles and levels
of contact with the health system involved in medical,
managerial, or political decision-making. Understan-
ding that citizens’ positions are influenced by their own
experience and knowledge of diseases and health sys-
tems, we sought to have these opinions represented in
the results of this research.

One limitation of the study was to consider that the
five groups of citizens would behave homogeneously
within themselves and, therefore, to underestimate the
diversity of positions that would emerge in the groups
of health professionals and plain citizens, primarily re-
lated to their political or ideological position, which we
did not ask about in this study. To address the diversity
of opinions that emerged during the interviews in these
two groups, it was decided to increase the number of in-
terviewees until thematic saturation was achieved, ma-
king the number of participants in these two subgroups
higher than in the categories of patients, managers and
decision-makers. The researchers believe that this stra-
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tegy strengthened the research’s analyses, results and
conclusions.

Implications for the health policy field

The findings of this study have implications for
decision-making within the Colombian health system,
as they contribute to knowledge about Colombians’ pre-
ferences and perceptions about how to prioritize health
spending and what values motivate acceptance and sup-
port for decisions that seek to organize and prioritize the
provision of health services in the country.

The identified tensions reveal the difficulty in achie-
ving consensus on what principles should guide resou-
rce prioritization decisions. For this reason, some re-
searchers suggest that decision-makers should ensure a
fair and transparent process for making these decisions.
For example, the “accountability for reasonableness”
framework (known as A4R )[33] proposes four criteria
that these processes should have: 1) accountability and
disclosure: resource allocation decisions and the reasons
behind them should be transparent and public; 2) rele-
vance: the reasons underlying the decisions must be sup-
ported by relevant evidence; 3) review and appeal: the
procedure must allow for review and appeal of decisions
by different actors in the system; and 4) regulation and
enforcement: there must be mechanisms to ensure that
the above three criteria are met [34,35].

Additionally, our findings motivate future research
on citizen participation and opinion, on the actual state
of citizen participation in Colombia, and on more empi-
rical approaches that aim to evaluate the degree of ge-
neralization of our results in the Colombian population
and whether these perceptions differ from those of other
citizens in health systems in other countries, with diffe-
rent forms of financing or in diverse political and social
contexts.

Conclusions

Citizens are very concerned about the definition of
health priorities, especially deciding which health tech-
nologies to publicly fund. In Colombia, the progressive
recognition of health as a fundamental right has promo-
ted the health system’s interest in reflecting citizens’ opi-
nions in decisions about what will be publicly funded.

In this research, we found that Colombians have di-
fferent perceptions about the criteria that should be used
to define what should be publicly funded. Some of the-
se respond to social tensions related to the structure of
the Colombian health system and how the provision of
health services has been organized. The three most es-
sential tensions refer to the use of criteria on the ability

to pay of citizens to determine their coverage for health-
care with public resources, the perception adopted to de-
fine what is health/disease and, therefore, what disease
is “legitimate” to be covered with public resources and,
finally, the ambiguity or specificity that the concepts of
effectiveness and scientific evidence may have.

References

1. Herzog L, Lepenies R. Citizen science in deliberative systems:
Participation, epistemic injustice, and civic empowerment. Miner-
va. 2022;60:489-508. DOI: https://doi.org/10.1007/s11024-022-
09467-8

2. Kishimoto K, Kobori H. COVID-19 pandemic drives changes
in participation in citizen science project “City Nature Challen-
ge” in Tokyo. Biol Conserv. 2021;255:109001. DOI: https:/doi.
org/10.1016/J.BIOCON.2021.109001

3. Chen Q, Min C, Zhang W, et al. Unpacking the black box:
How to promote citizen engagement through government so-
cial media during the COVID-19 crisis. Comput Human
Behav.  2020;110:106380. DOI:  https://doi.org/10.1016/J.
CHB.2020.106380

4. Chan EYY, Gobat N, Dubois C, et al. Bottom-up citizen enga-
gement for health emergency and disaster risk management: Di-
rections since COVID-19. Lancet. 2021;398(10296):194-6. DOI:
https://doi.org/10.1016/S0140-6736(21)01233-2

5. Aldret AD. Participacion ciudadana en la gestion y en las politi-
cas publicas. Gest. Polit. Publica [internet]. 2017 [citado 2024,
abr. 24];26(2):341-79. Disponible en: https://www.scielo.org.mx/
scielo.php?script=sci_arttext&pid=S1405-10792017000200341

6. De Weger E, Drewes HW, Van Vooren NJE, et al. Engaging citi-
zens in local health policymaking. A realist explorative case-study.
PLoS One. 2022;17(3):¢026540. DOI: https://doi.org/10.1371/
journal.pone.0265404

7. Nabarette H, Chastenay MH, Dupont JCK, et al. Patient and ci-
tizen participation at the organizational level in health technolo-
gy assessment: An exploratory study in five jurisdictions. Int J
Technol Assess Health Care. 2023;39(1):e51. DOI: https://doi.
org/10.1017/S0266462323000417

8 Rueda Rodriguez B. La efectividad de la particpacion desde la
experiencia de las instancias deliberativas locales en Bogota. Rev
Relac Int Estrateg y Segur [internet]. 2018 [citado 2024 abr. 24];
7(2):131-55. Disponible en: https://revistas.unimilitar.edu.co/in-
dex.php/ries/article/view/85/1720

9. Velasquez FE. La participacion ciudadana en Bogota: entre la
institucionalizacion y la movilizacion. Cidur [internet]. 2014:71-
102. [citado 2024 abr. 24]. Disponible en: http://www.scielo.org.
co/pdf/rci/n71/n71a05.pdf

10. Delgado Gallego ME, Vazquez Navarrete ML, et al. Participacion
social en salud: conceptos de usuarios, lideres comunitarios, ges-
tores y formuladores de politicas en Colombia. Una mirada cuali-
tativa. Rev Esp Salud Publica. 2005;79(6):697-707. DOI: https://
doi.org/10.1590/s1135-57272005000600009

11. Mosquera M, Zapata Y, Lee K, et al. Strengthening user parti-
cipation through health sector reform in Colombia: A study of
institutional change and social representation. Health Policy
Plan. 2001;16(Supl. 2):52-60. DOI: https://doi.org/10.1093/HEA-
POL/16.SUPPL_2.52

Vélez CM, Diaz-Hernandez DP, Salazar-Franco OF, Patifio-Lugo DF, Velasquez-Salazar P, Veldsquez JC, etal. | 19



Rev. Fac. Nac. Salud Publica -DOI: https://doi.org/10.17533/udea.rfnsp.e356278

12.

14.

15.

18.

19.

20.

21.

22.

23.

24.

25.

20

Colombia, Congreso de la Republica. Ley 1751, por medio de la
cual se regula el derecho fundamental a la salud y se dictan otras
disposiciones (2015 feb. 16).

. Colombia, Ministerio de Salud y Proteccion Social. Resolucion

330, por la cual se adopta el procedimiento técnico-cientifico y
participativo para la determinacion de los servicios y tecnologias
que no podran ser financiados con recursos publicos asignados a
la salud y se establecen otras disposiciones (2017, feb. 14).

Vélez M, Wilson MG, Abelson J, et al. Understanding the role of
values in health policy decision-making from the perspective of
policy-makers and stakeholders: A multiple-case embedded study
in Chile and Colombia. Int J Heal Policy Manag. 2019;9(5):185-
97. DOI: https://doi.org/10.15171/ijhpm.2019.94

Vélez CM, Wilson MG, Lavis IN, et al. A framework for explai-
ning the role of values in health policy decision-making in Latin

America: A critical interpretive synthesis. Heal Res Policy Syst.
2020;18:1-17. DOI: https://doi.org/10.1186/512961-020-00584-y

. Pantoja T, Barreto J, Panisset U. Improving public health and

health systems through evidence informed policy in the Americas.
BMJ. 2018;362:k2469. DOI: https://doi.org/10.1136/bmj.k2469

. Carman KL, Maurer M, Mangrum R, et al. Understanding an in-

formed public’s views on the role of evidence in making health
care decisions. Health Aff. 2016;35(4):566-74. DOLI: https://doi.
org/10.1377/hlthaff.2015.1112

World Health Organization. Evidence, policy, impact: WHO
guide for evidence-informed decision-making. Geneva, Switzer-
land: World Health Organization [internet]; 2021 [citado 2024
abr. 24]. Disponible en: https:/www.who.int/publications/i/
item/9789240039872

Global Commission on Evidence to Address Societal Challenges.
Global Evidence Commission update 2024: Building momentum
in strengthening domestic evidence-support systems, enhancing
the global evidence architecture, and putting evidence at the cen-
tre of everyday life. Hamilton, Ontario: McMaster University [in-
ternet]; 2024 [citado 2024 abr. 24]. Disponible en: https:/www.
memasterforum.org/docs/default-source/evidence-commission/
update-2024.pdf

Yin RJ. Chapter 2: Designing case study- identifying your case(s)
and establishing the logic of your case: What Are the potential
single-case designs (Types 1 and 2)? En: Case study research: De-
sign and methods. 6™ ed. Thousand Oaks, CA SAGE Publications
Inc.; 2017. pp. 87-90.

Patino-Lugo DF, Vélez CM, Diaz-Hernandez DP, et al. Whoever
wants better healthcare simply pays more: Citizens’ perception
about voluntary private health insurance in Colombia. Int J Equity
Health. 2024;23:1-10. DOI: https://doi.org/10.1186/s12939-023-
02086-z

Charmaz K. Constructing grounded theory. 2™ ed. Los Angeles:
SAGE Publications Inc.; 2014.

Londofio-F JL, Nieto-L E. Factores socioeconémicos y asegu-
ramiento en salud en el area urbana de Colombia. Rev Fac Nac
Salud Publica [internet]. 2000 [citado 2024 abr. 24]; 19(1):25-40.
Disponible en: https://revistas.udea.edu.co/index.php/fnsp/article/
view/902

Rosoft PM. Drawing the line: Healthcare rationing and the cutoft
problem. Oxford: Oxford University Press; 2017. DOI: https://
doi.org/10.1093/acprof:0s0/9780190206567.001.0001

Docherty M, Garner S, et al. Using evidence to stop ineffective
practice: The UK Cochrane Centre (UKCC) and the National
Institute of Health and Clinical Excellence (NICE) work to-
gether. Cochrane Database Syst Rev [internet]. 2011 [citado 2024
abr. 24]; (Supl. 233):258. Disponible en: https://abstracts.cochra-

| Universidad de Antioquia

26.

217.

28.

29.

30.

31.

32.

33.

34.

35.

ne.org/2011-madrid/using-evidence-stop-ineffective-practice-uk-
cochrane-centre-ukcc-and-national-institute?

DaviesB.Medicalneedandhealthneed. ClinEthics.2023;18(3):287-
91. DOL: https://doi.org/10.1177/14777509231173561

Roosma F, van Oorschot W, Gelissen J. The weakest link
in welfare state legitimacy: European perceptions of mo-
ral and administrative failure in the targeting of social bene-
fits. Int J Comp Sociol. 2014;55(6):489-508. DOI: https:/doi.
org/10.1177/0020715214565932

Jacques O, Noél A. Targeting within universalism. J
Eur Soc Policy. 2021;31(1):15-29. DOI:  https:/doi.
org/10.1177/0958928720918973

Caminada K, Goudswaard K, Wang C, Wang J. Income Inequality
and Fiscal Redistribution in 31 Countries After the Crisis. Comp
Econ Stud 2019;61:119-48. DOI: https://doi.org/10.1057/s41294-
018-0079-z

Benavides FG, Delclos J, Serra C. Estado del bienestar y sa-
lud publica, una relaciéon que debe ser actualizada. Gac Sa-
nit.  2018;32(2):193-7. DOI: https://doi.org/10.1016/j.gace-
ta.2017.07.006

Vogt F, Armstrong D, Marteau TM. General practitioners’ percep-
tions of the effectiveness of medical interventions: An exploration
of'underlying constructs. Implement Sci. 2010;5:1-8. DOI: https://
doi.org/10.1186/1748-5908-5-17

Eger J, Schneider SH, et al. Does Evidence Matter? The Impact of
Evidence Regarding Aid Effectiveness on Attitudes Towards Aid.
Eur J Dev Res. 2023;35:1149-72. DOI: https://doi.org/10.1057/
$41287-022-00570-w

Daniels N. Accountability for reasonableness: Establishing a fair
process for priority setting is easier than agreeing on principles.
BMJ Br Med J. 2000;321:1300. DOI: https://doi.org/10.1136/
BMJ.321.7272.1300

Ramos JGR, Forte DN. Accountability for reasonableness and cri-
teria for admission, triage and discharge in intensive care units:
An analysis of current ethical recommendations. Rev Bras Ter
Intensiva [internet]. 2021 [citado 2024 abr. 24]; 33(1):38-47. Dis-
ponible en: https://www.scielo.br/j/rbti/a/py3b3NWvFgNj6QtvV
FT9t3w/?lang=en

Urrutia J. Un Proceso Justo Para Asignar Prioridades En Salud:
Teoria Y Practica. En: Informe final Conferencia Taller Etica en
la priorizacion en salud publica y en la priorizacion en salud [in-
ternet]. 2015 [citado 2024 may. 21]; 14-17. Disponible en: https://
repositorio.uniandes.edu.co/server/api/core/bitstreams/b10887a-
3-eblf-4acf-ad7c-db3efOc4ecOc/content



Tensions over what to include and who to cover in the Colombian health system

Appendix. Interview guide

l. Introduction

Introduction about who we are and the objective of the activity. We are a group of people, researchers from the
Faculty of Medicine of the University of Antioquia who are carrying out a study in which with a series of questions
we would like to know your opinion about things in health that you believe should or should not be provided to people
without them having to pay extra money out of pocket or pay for it privately.

We call these “things in health” technologies, and with that word we refer to medications, medical consultations,
surgeries, laboratory tests or radiology images, vaccines, devices, that is, everything that serves to make a diagnosis, to
treat an illness or condition, or/and for health rehabilitation.

Clarifications on the voluntary nature of participation. If there is any question that you do not want to answer or if
you want the interview to stop, there is no problem, you can calmly indicate this to the interviewer.

You can respond calmly as this interview is confidential. If you accept, we will record it, and when it is finished it will
be transcribed. When it is transcribed, we will eliminate your name from it, and with that written interview we will do
the analysis for the investigation. We appreciate your space and availability for this meeting.

Is it okay if we start recording?
Can you tell me your position (occupation)?
How long have you been in this position (occupation)?

Il. Interactive communication process: preparation of questions
1. What should be covered or paid for with health system resources? Why?

Everything/some things/most things

Depends on the person’s ability to pay

Depends on the age of the patient

Depends on the disease

Depends on how expensive the technology is

Depends on the effectiveness of the technology

Everything that the doctor orders/what the Constitutional Court says/what is defined in a benefit plan

It is affected by factors such as corruption, distrust in IPS or EPS, lack of participation in decisions on inclusion/
exclusion, other

2.In your personal or family experience, do you remember any technology you have paid for privately that the health
system should cover? (medications, surgeries, medical examinations, consultation with specialists, other therapies
such as naturopathic therapies). Why?

Ordered by doctor

It is effective

It’s expensive

It is fair/dignified/equitable/for a vulnerable group

3. What health technologies do you consider people should pay for privately and not publicly funded? Why?
None/some things/most things
Depends on the patient’s ability to pay

Depends on the age of the patient
Depends on the disease
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Depends on how expensive the technology is

Depends on the effectiveness of the technology

Anything that is not ordered by the doctor/what is denied in guardianship/what is not included in a benefit plan

The cosmetic, the experimental, what is offered outside the country, what has not been proven to be effective, What
is not approved for use

It is affected by factors such as corruption, distrust in IPS or EPS, lack of participation in decisions on inclusion/
exclusion, other

I am going to briefly present some example situations that arise in the health system, and then I will ask you if you
believe that, in that situation, the technology should be paid for with public or private resources.

Case 1

“The mother of a 12-year-old boy with cerebral palsy filed a guardianship against the EPS

after she refused to give him 180 diapers and three packages of wet wipes for a period of three months, among
other requests that a hospital in Yopal had made. EPS X granted the requested medications but denied coverage of
diapers and wet wipes, arguing that they were elements not covered by the Health Benefits Plan.” (Newspaper El Es-
pectador march 23, 2018)

Should the health system cover diapers for this child?
Do you think that the health system should provide diapers to all people who require them, or should they be pur-
chased by the families’ own expense? Why?

Case 2

The father of 10-month-old twin girls, who suffer from a very rare disease (Spinal Muscular Atrophy), which only
70 people have in Colombia, filed a guardianship requesting that the pharmacological treatment of his daughters (Spi-
narza) be covered. The treatment has few studies that evaluate it properly, and those that exist show that it can improve
1 in two children’s ability to carry out some movements (raising arms or controlling the head, for example). Still, it
does not change the course of the disease. This treatment costs 551 million pesos for each injection, and one year’s
treatment for the two girls would be 7,346 million pesos.

Should the health system cover the twins’ medication?
Do you think that highly expensive medications should be covered with public resources from the health system?
Why?

Case 3

A 59-year-old woman was ordered to undergo reconstructive breast surgery after suffering from cancer. EPS X
denied her surgery, stating that her breast reconstruction was a cosmetic surgery, which has no effect on the treatment
of her disease. (Newspaper El Tiempo, February 20, 2019)

Should the health system cover breast surgery for this woman?
Do you think that cosmetic breast augmentation surgeries should be covered with public resources from the health
system? Why?

Case 4

“In Colombia, when we talk about “alternative therapies,” we refer to techniques and practices different from
conventional medicine. That is, acupuncture, aromatherapy, oriental medicine practices or homeopathic medicine fall
into this group. However, centers that do aba, equine therapy, dog-assisted therapy, dolphin therapy, among others, are
NOT considered alternative therapies.” (Commentary Eliech, July 4, 2013: http://agaviria.co/2013/06/terapias-aba-
otro-fraude-al-sistema-de.html)

Do you think that these types of therapy should be covered with public resources from the health system? Why?
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lll. Close

We thank you for your time and willingness to participate in this space, we reiterate the importance of your parti-
cipation in the project and we also ask the following questions to close the activity:

1. Is there anything else you would like to add about what was mentioned above?
2. Do you have any questions to ask me?

3. Do you have any concerns before I stop recording?

Thank you for answering these questions and sharing your views.
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