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ABSTRACT

Since the 1990s, health benefits packages in Colombia have undergone significant 
transformations. This chapter outlines the progression of priority setting in 
Colombia, categorized into three distinct periods marked by substantial reforms, 
commencing with a major overhaul of the health care sector in 1993. Each of those 
periods presented both advantages and disadvantages, stemming from varying 
institutional arrangements, processes, and methodologies. The most notable shift 
occurred when Colombia transitioned from a positive list of specific services to 
an approach that covers all services and technologies, except those explicitly set 
out in a restricted negative list. The evolution of Colombia’s health care system 
offers valuable insights for low- and middle-income countries seeking to establish 
evidence-based priority-setting mechanisms.

INTRODUCTION

Colombia is an upper-middle-income country with an estimated population 
of 51.6 million as of 2021 (DANE 2020).1 Since the 1990s, the country has 
made substantial progress on social and economic indicators. Gross domestic 
product per capita reached US$6,418.1 in 2021,2 life expectancy increased from 
69 years in 1989 to 77 years in 2019 (DANE 2021), multidimensional poverty 
decreased from 29.7 percent in 2010 to 16 percent in 2021 (DANE 2022a), 
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and the country’s Human Development Index score improved from 0.610 in 
1990 to 0.752 in 2021.3

Nevertheless, inequality remains high. The Gini coefficient for Colombia barely 
changed between 2009 and 2021 (54.3 and 52.3, respectively), and yawning gaps 
between urban and rural areas persist. In 2021, departments such as Chocó and 
La Guajira had poverty rates above 60 percent, whereas Cundinamarca and Caldas 
had rates of 22.8 percent and 28.4 percent, respectively (DANE 2022b). Current 
estimates also suggest that about 60 percent of the workforce is employed in the 
informal economy (DANE 2022c).

In 1993, Colombia embarked on a major health sector reform.4 The country 
introduced mandatory universal social health insurance financed through a 
combination of payroll contributions and general taxation. The reform introduced 
competition into both insurance and the provision of care through a managed 
care model, and it created a contributory regime (CR) for those able to pay as well 
as a fully subsidized regime (SR) for the poor. Central to the health sector reform 
and the priority-setting process was the introduction of a health benefits package 
(HBP) that included promotive, preventive, curative, rehabilitative, and palliate 
health services. 

This chapter describes and reviews the evolution of HBPs in Colombia 
since the major health sector reform in 1993. The chapter first describes the 
main achievements and challenges associated with the reform after nearly 
30 years of implementation. It then describes the institutional and governance 
arrangements, processes, methodologies, and implementation pathways 
Colombia has used to design and update HBPs, as well as successes, failures, 
advantages, and disadvantages associated with different approaches used 
over time. Finally, it reflects on lessons learned, main challenges, and future 
perspectives.

THIRTY YEARS OF REFORM

Since 1993, Colombia has made remarkable progress toward universal health 
coverage, financial risk protection, and equitable access, regardless of people’s ability 
to pay. Coverage increased from 29 percent of the population in 1995 to 99 percent 
in 2021 (figure 11.1), out-of-pocket expenditure fell from 52 percent in 1993 to 
about 15 percent in 2019, and all citizens within the system are entitled to an equal 
basket of services. Data from 2019 show that Colombia’s out-of-pocket expenditure 
(14.86 percent) is low relative to the average for Latin America and the Caribbean 
(28.35) and similar to the average for Organisation for Economic Co-operation and 
Development countries (13.86 percent).5
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Figure 11.1  Health Coverage of Colombia’s Population, by Type of Coverage, 1995–2021

19
95

0

15,000,000

0

20

80

100

120

29

44
51

57
59

65

74

83

90 91
96 96 98 95 95

99

30,000,000

45,000,000

Total population covered Share of population covered (%)
60,000,000

19
96

19
97

19
98

19
99

20
00

20
01

20
02

20
03

20
04

20
05

20
06

20
07

20
08

20
09

20
10

20
11

20
12

20
13

20
14

20
15

20
16

20
17

20
18

20
19

20
20

20
21

60

40

Special regimes Subsidized regimes Contributory regimes Insurance coverage (left axis)

Source: Adapted from MoHSP 2023.

Despite those impressive achievements, the Colombian health system faces 
significant challenges including financial sustainability, regional and urban-rural 
inequities, and an imbalance between primary and specialized care. Insurers, 
mostly private but heavily regulated, often do not manage clinical and financial 
risk appropriately; and poor employment contracts, inefficient payments systems, 
and lack of infrastructure in some areas hamper quality of care, especially at the 
primary health care level. Colombia spent about US$16.6 billion6 (or 8 percent 
of gross domestic product) on health in 2021, much more than it spent before 
the reform in 1993 or even a decade earlier (figure 11.2), but not enough to 
meet current demands. The country has an estimated current annual budgetary 
deficit of US$1.1 billion, mainly associated with a very generous interpretation 
of the right to health enshrined in statutory laws since 2015. According to 
Colombian law, every health technology and health service must be covered 
by the system, except in very specific circumstances (refer to discussion in the 
subsection on Period 3).
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Figure 11.2  Health Expenditure as Share of GDP, Colombia, 2000–21
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HEALTH BENEFITS PACKAGE EVOLUTION SINCE THE REFORM OF 1993

The way the Colombian health care system makes decisions on coverage—what 
to cover, and at what cost—has evolved over the past 30 years. The changes result 
from key decisions made by the three branches of the Colombian government: the 
Congress, the Executive branch, and the Constitutional Court (refer to figure 11.3). 
Interestingly, and contrary to the experience of other middle-income countries, the 
Constitutional Court has played a major role in determining the content and the 
processes by which the Executive branch decides on HBPs. For example, in 2008, 
the Court ruled that the Executive branch had to unify the HBPs in the CR and 
SR as stated in the health sector reform law, and it established a deadline of a year for 
the Executive branch to do so.7 The Court also mandated the Executive branch to 
regularly update the HBPs in a participatory, transparent, and evidence-based manner.

The history of HBPs in Colombia in the past 30 years can be divided into three 
main periods, based on the shape of the HBP, governance arrangements (that is, 
who made what decisions), processes followed (that is, criteria used for inclusion or 
exclusion, stakeholder participation, transparency, and so on), and methodologies 
considered to inform coverage decisions and implementing mechanisms. The first 
period began in 1993, when Colombia passed the major health sector reform, and 
continued to 2007, when the country established the Health Regulation Commission 
(Comisión de Regulación en Salud, or CRES) and the Constitutional Court issued 
its major ruling on the right to health. The second period went from 2007 to 
2011, when the Ministry of Health and Social Protection (MoHSP) took several 
responsibilities from CRES and established a new Advisory Commission. The final 
period, from 2011 onward, includes a key milestone—the passage by Congress of 
a Statutory Law establishing the right to health as a fundamental human right.8 
This chapter describes the key features of the three periods, their major outcomes, 
and the pros and cons of each institutional arrangement.

https://data.worldbank.org/country/colombia?name_desc=false�
https://data.worldbank.org/country/colombia?name_desc=false�
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Colombia’s HBP evolution provides several lessons for low- and middle-income 
countries interested in institutionalizing evidence-based priority-setting processes 
and pursuing universal health coverage. In 30 years, the country went from having 
two explicit HBPs, with benefits linked to the ability to contribute, to covering in 
theory everything for everyone, excluding just a narrow negative list of services and 
health technologies.

Period 1: Two Explicit HBPs and a Multistakeholder Decision-Making 
Body (1993–2007)

This first period began in 1993 when the Colombian Congress approved the health 
sector reform and implementation started. A cornerstone of the reform involved 
guaranteeing a package of health services for both the CR and the SR.

Governance and institutional arrangements. A collegiate body, the National Social 
Security Council in Health (CNSSS), had responsibility to boost the system in 
administrative and financial matters. The CNSSS was very inclusive, consisting of 
representatives from all interest groups (table 11.1). 

Table 11.1  CNSSS Members According to Colombia’s Law 100 of 1993

Permanent members (voice and vote) Advisers (no vote)

	• Chair: Minister of Health 

	• Minister of Labor and Social Security, or Vice 
Minister

	• Minister of Finance and Public Credit, or Technical 
Vice Minister

	• Two representatives from state and municipal 
governments

	• Two representatives from employers, one of whom 
will represent small and medium companies

	• Two representatives from workers, one of whom 
will represent pensioners

	• One representative from insurers

	• One representative from providers

	• One representative from health professionals

	• One representative from associations of health 
services users in the rural sector

	• One representative from the National 
Academy of Medicine

	• One representative from the Colombian 
Medical Federation

	• One representative from the Colombian 
Association of Medical Schools

	• One representative from the Colombian 
Hospital Association

	• One representative from the Faculties of 
Public Health

Source: Congress of the Republic of Colombia, Law 100 of 1993, https://www.funcionpublica.gov.co/eva​
/gestornormativo/norma.php?i=5248.

Note: CNSSS = National Social Security Council in Health.

CNSSS made decisions on the content of the HBPs, as well as on several other 
matters ranging from criteria for identifying beneficiaries to the value and 
destination of contributions to the system. A few years after the creation of 
CNSSS, it established an ad hoc technical secretariat, the Technical Committee 

https://www.funcionpublica.gov.co/eva/gestornormativo/norma.php?i=5248�
https://www.funcionpublica.gov.co/eva/gestornormativo/norma.php?i=5248�
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on Medicines, which later became the Medicines and Technology Evaluation 
Committee. Both committees were coordinated by the Ministry of Health, consisted 
of ad honorem members, and had the mandate to evaluate any health technology 
considered for inclusion. Because the committees did not have proper funding or all 
the expertise needed, their efforts were unsuccessful.

Processes followed. The design of the initial HBPs did not follow a systematic, 
transparent, or participatory process. The HBP for the contributing members of 
the system was based on the tariff manual used by the Social Security Institute, an 
insurer covering private workers before the reform. CNSSS made the decision after 
rejecting a proposal developed by a team of world-class experts and based on cost-
effectiveness criteria, doing so because the proposal contained fewer benefits than 
previously provided by the Social Security Institute and because of doubts about the 
robustness of the data used.

During the period 1993–2007, CNSSS updated the HBPs marginally, by including 
new health technologies, 12 times. Moreover, CNSSS established a taxonomy 
for medical procedures, the Single Classification of Health Procedures, which 
helped the council consider or include certain health technologies into the HBPs 
It made decisions by single majority voting, with the Minister of Health casting a 
tie-breaking vote when necessary.

Shape of the HBP. CNSSS established two separate explicit lists of inclusions or 
HBPs: a larger package known as the Mandatory Health Plan (Plan Obligatorio 
de Salud, or POS) for contributing members of the system, and a smaller publicly 
subsidized HBP, known as POS-S (Plan Obligatorio de Salud–Subsidiado), which 
covered about 50 percent of the interventions included in the POS for the lower-
income population. When establishing the two regimes and HBPs, CNSSS intended 
to progressively expand the breadth of POS-S, such that by 2000 it would be equal 
to the POS. Regrettably, it did not meet that lofty goal because of reduced growth in 
contributing members and initial projections of public revenue. Beneficiaries also 
used legal claims that forced their insurers to pay for health services not included in 
the POS or POS-S packages. 

HBP implementation. Since passage of the health sector reform, HBPs have been 
translated into actual health care delivery through the premium or UPC (Unidad 
de Pago por Capitación). The UPC is paid every year to insurers to provide the 
services included in HBPs. At first, CNSSS calculated the UPC for both regimes 
on the basis of available funds, guided by annual increments in minimum wages. 
It initially calculated the UPC for the SR as a fixed percentage (50 percent) of the 
UPC for the CR, mainly because it lacked reliable information to calculate a separate 
premium. Since 2004, it has calculated the UPC for the CR actuarially, considering 
the frequency of use and the costs reported by insurers. CNSSS introduced UPC 
adjustments by level of care, age, sex, and geography (box 11.1). It also determined 
the level of copayments for both regimes.
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In the period 1993–2007, Colombia made notable improvements in expanding 
coverage, particularly among the poorest segments of the population. Nevertheless, 
during those first two decades of implementation, increasing investment in new 
and expensive interventions threatened both the sustainability and the equitable 
distribution of health services. Less than 1 percent of payments for new drugs 
covered people in the poorest quintile of society, whereas 70 percent of those 
payments covered drugs for the two richest quintiles (Gaviria 2014). 

Major pros and cons. In theory, CNSSS provided an inclusive platform for 
discussion and a participatory decision-making process. All relevant stakeholders 
had a seat at the table and were invited to air their concerns and suggestions. In 
practice, however, effective participation was not easy for certain groups: workers 
and users, especially, were underrepresented because the government and employers 
had the most seats and votes (Martínez 2015). Moreover, CNSSS had too many 
functions, tensions existed between CNSSS and the Ministry of Health over 
responsibilities, and limits and regulations were not appropriately developed and 
enforced, in part because regulated parties also acted as regulators.

Additionally, the processes followed by the CNSSS had serious shortcomings in 
relation to using evidence, ensuring transparency, and following standardized 
methods with clear criteria for decision-making. Despite the creation of technical 
committees starting in 1997, the committees were not set up for success and failed to 
provide the rigor needed.

Box 11.1

Initial Adjustments to the Premium for Colombia’s 
Contributory Regime

•	 Age. Because individuals under 1 year or over 75 years were associated 
with greater health risks and higher demand for health services, they had 
higher insurance premiums.

•	 Sex. The premium was adjusted for conditions related to men (such as 
prostate cancer) or women (such as pregnancy).

•	 Geography. The premium sought to reflect differences between rural and 
urban settings, remote and dispersed areas, and areas affected by internal 
conflict. For example, the value of the premium for both the contributory 
and subsidized regimes was about 20 percent higher for dispersed 
geographical areas.

Source: Colombia, Ministry of Health and Social Protection, “Insurance Behavior,” 
https://www.minsalud.gov.co/proteccionsocial/Regimensubsidiado/Paginas/coberturas-del​
-regimen-subsidiado.aspx.

https://www.minsalud.gov.co/proteccionsocial/Regimensubsidiado/Paginas/coberturas-del-regimen-subsidiado.aspx�
https://www.minsalud.gov.co/proteccionsocial/Regimensubsidiado/Paginas/coberturas-del-regimen-subsidiado.aspx�
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Period 2: Unified HBP, Gradual Dilution of HBPs and Creation of a 
Decision-Making Body Attached to the Ministry of Social Protection (2007–11)

CNSSS was eliminated as a decision-making body in 2007 and its functions 
transferred to CRES. CRES was created as part of Law 1122 of 2007,9 the first health 
reform passed by Congress to modify the system since 1993. The new law aimed 
to improve the system’s finances, improve the flow of resources, and clarify roles 
and responsibilities of the Ministry of Social Protection,10 especially in relation to 
regulation and enforcement, among other key objectives. 

Governance and institutional arrangements. CRES, created as a technical 
institution with regulatory functions and attached to the Ministry of Social 
Protection, had responsibility for defining the HBP, establishing the value of the 
UPC for each regime, and determining copayments. It consisted of five full-time 
experts (the Commissioners) and two Ministers, the Minister of Finance and Public 
Credit and the Minister of Social Protection. Under Law 1122 of 2007, CRES had its 
own budget and its own staff who supported the Commissioners. 

Processes followed. As CRES was being established and before it was fully 
functional, the Constitutional Court issued a seminal ruling that clarified the 
right to health and provided instructions to the Executive branch. The Court 
mandated that CRES unify the HBPs (POS and POS-S), initially for children and 
later for adults, and develop a participatory, transparent, and evidence-based 
process to comprehensively update the HBP immediately and then annually. That 
action by the Court arose in response to a wave of litigation to enforce the right 
to health, with citizens filing tens of thousands of tutelas11 or writs before judges 
to protect their fundamental constitutional rights. Those writs became a systemic 
problem associated with the lack of clarity, regulation, and transparency in the 
Colombian health system at the time. Citizens filed writs to get insurers to pay for 
health technologies not included in the HBPs, which was particularly out of date 
for the SR. Writs reached record numbers in 2008—more than 35 writs for every 
10,000 people (Restrepo-Zea, Casas-Bustamante, and Espinal-Piedrahita 2018) 
(figure 11.4).

In response to the ruling, CRES conducted a comprehensive update of the HBPs 
in 2009. As part of that update, it designed new mechanisms for stakeholder 
participation and commissioned health technology assessments. Stakeholders 
including insurers, providers, and users no longer took part in the decision-
making process, as they had with CNSSS, but were consulted on key stages of 
the process. CRES also improved transparency, especially regarding the benefits 
covered by the system, and launched an app, POS Pópuli, that allowed anyone 
to search for and identify what health services were covered. The app won 
many awards, including a prize for best web- and mobile-based government 
application.



190	 Country-Led Priority Setting for Health  |  Ala Alwan, Mizan Kiros Mirutse, Pakwanja Desiree Twea, and Ole F. Norheim

Figure 11.4  Health Writs Filed in Colombia, 1999–2019
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Source: Adapted from Restrepo-Zea, Casas-Bustamante, and Espinal-Piedrahita 2018 and unpublished information from Jairo Humberto Restrepo Zea.

Note: Law 1122 of 2007 was the first reform of Law 100 of 1993, and Law 1438 of 2011 was the second; both attempted to improve the health system by 
introducing new rules and concepts such as primary care. The T-760 ruling was the most important ruling at its time, with an enormous impact on what until 
then citizens knew as PBS (positive list), introducing the need to change the understanding of the right to health and the ambition of a negative list instead. 
The statutory law elevated health as a fundamental right and, among other things, established the HBP as a negative list. HBP = health benefits package; 
MIPRES = Mi Prescripción, an obligatory system to prescribe nonincluded benefits to patients.

Shape of the HBP. CRES began the unification of HBPs in response to the 
ruling. Initially, it unified the packages for children younger than 12 years but 
then progressively unified the packages for all ages. Also, CRES clarified the 
content of the HBPs and determined the general rules for the system to deal with 
technologies not included in the HBPs. It determined that those technologies could 
be reimbursed ex post by a separate fund if approved by the technical-scientific 
committees within insurers. 

HBP implementation. Unifying both HBPs led to important adjustments to the 
SR UPC. Although the UPC calculation method did not change, UPC values were 
significantly adjusted to consider the additional services included in the HBPs. 
Ex post adjustments were also designed to balance asymmetries associated with the 
number of patients insured with some high-cost conditions such as renal failure.

Major pros and cons. The creation of CRES, as an autonomous institution with 
technical capacity and mechanisms for more expeditious decision-making, brought 
important advances to the system. CRES incorporated evidence from health 
technology assessments into the decision-making process and provided new vehicles 
for stakeholder participation.

Compared to CNSSS, CRES had more autonomy and a degree of separation from 
regulated parties that allowed it to be a better regulator. However, the relationship 
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with the Ministries of Social Protection and Finance made CRES to some extent 
subject to their power and influence. Some authors associate that influence with 
the low profile of Commissioners and the fact that CRES decisions were tied to the 
financial balance of the system, which in turn made it subject to the decisions of the 
Ministry of Finance (Martinez 2015).

Period 3: Elimination of Explicit HBPs and a New Institutional Framework Based 
on the Right to Health (2011–23)

In 2011, Law 1438 created a new Health Technology Assessment (HTA) Agency, the 
Instituto de Evaluación Tecnológica en Salud (IETS), as part of the second reform 
to the system since 1993.12 Its creation came as a response to the wave of litigation 
to enforce the right to health, the institutional and technical limitations of CRES, 
and the international move to establish HTA agencies. IETS was established as a 
nonprofit organization, governed by a board of public and private entities including 
the Ministry of Health; the Administrative Department of Science, Technology and 
Innovation; the National Institute of Health; the National Institute of Drug and Food 
Surveillance; and the Colombian Association of Medical Schools. It was created to 
generate evidence to support decision-making within the health system, especially in 
relation to the HBP and Standard Treatment Guidelines.

In addition to the creation of the HTA Agency, Decree 2562 of 2012 eliminated 
CRES and established a new directorate (Dirección de Regulación de Beneficios, 
Costos y Tarifas del Aseguramiento en Salud, or DRBCTAS) within the MoHSP. 
Decision-making was also transferred to the MoHSP, and created an Advisory 
Commission to the Ministry on issues related to benefits, costs, and tariffs.13

In 2015, Congress passed the third reform to the health system since 1993 when it 
established the right to health as an autonomous fundamental human right. The law, 
known as Statutory Health Law 1751, linked that right to public health interventions 
and health services, and established that financial or fiscal sustainability could not 
become a barrier to fully exercising the right to health.14 It mandated the Executive 
to move from marginally expanding the HBP with inclusions to assuming that the 
HBP covered all health services and interventions except in specific circumstances.

Governance and institutional arrangements. Since 2012, the Minister of 
Health and Social Protection, following the advice of an Advisory Commission 
(Comisión Asesora de Beneficios, Costos y Tarifas, or CABCT), makes decisions 
related to the HBP. CABCT consists of the Minister of Health and Social Protection, 
the Minister of Finance and Public Credit, the Director of the National Planning 
Department, a delegate from the Presidency, and the Director General of IETS.15 
It makes decisions through consensus; to date, the Minister has always followed the 
Commission’s advice.

The new directorate created in 2012 within the MoHSP (DRBCTAS) functions 
as the technical and administrative secretariat of CABCT. MoHSP/DRBCTAS 
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works in coordination with IETS to build the evidence necessary for the Advisory 
Commission to make decisions. Representatives from the other members also 
provide technical contributions before formal submission and decision-making take 
place. CABCT may invite other stakeholders to its sessions to participate without 
voting rights.

Processes followed. After the elimination of CRES in 2012 and until full 
implementation of the Statutory Health Law in 2017, the process to update the HBP 
aimed at including new health technologies in the package and occurred at least 
every two years as mandated by law. Stakeholders including clinicians, users, and 
the pharmaceutical industry nominated health technologies not included in the 
HBP and therefore not included in the UPC calculation. MoHSP/DRBCTAS then 
implemented a topic selection process to determine the technologies that would 
be assessed; IETS conducted the HTAs, focusing on comparative effectiveness and 
budget impact; and CABCT appraised the evidence and issued a recommendation 
to the Minister on the basis of the appraisal (figure 11.5). The topic selection process 
and appraisal used explicit criteria including weights, built after a long participatory 
process. The HTA followed methodological guidelines developed by IETS, with 
stakeholder participation primarily conducted during the technical assessment and 
before the MoHSP/DRBCTAS submitted the evidence to the Commission.

Upon implementation of the Statutory Health Law in 2017, however, the process 
changed completely to focus on exclusions rather than inclusions. Decision-making 
on how the system would finance health technologies not explicitly included in the 
HBP and financed through the UPC continued to use an abridged form of the old 
process. Nevertheless, a negative list following an exclusion process was the goal.

Figure 11.5  Health Technology Assessment Process and Key Actors before Colombia’s 2015 Statutory Health Law

Marketing
authorization

INVIMA MoHSP

Topic
selection

• Burden of disease
• Clinical guidelines
• Unmet need
• Primary health care
• Subpopulations
• Use

Criteria used

Technical
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Budget
impact

Appraisal,
deliberation,

recommendation

Decision-
making

Monitoring
and evaluation

IETS CABCT MoHSP MoHSP

Criteria and percentages used

• Disease severity 
• Improvement of efficacy/effectiveness 
• Type of clinical benefit 
• Improvement of safety and tolerability 
• Differential needs for health/health care 

(26%)
(24%)
(20%)
(18%)
(12%)

Source: Gutiérrez et al. 2015.

Note: CABCT = Comisión Asesora de Beneficios, Costos y Tarifas; IETS = Instituto de Evaluación Tecnológica en Salud; INVIMA = Instituto Nacional de 
Vigilancia de Medicamentos y Alimentos; MoHSP = Ministry of Health and Social Protection.
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MoHSP/DRBCTAS established the exclusion process following the clear mandate 
included in the Statutory Health Law, which required a scientific and technical 
process that would also be participatory, public, and transparent. Potentially affected 
groups would also have to be consulted before decisions on exclusions were made. 
Following on these requirements, MoHSP/DRBCTAS established a four-step process 
of nomination, evaluation, consultation, and adoption and publication (box 11.2). 
The evaluation now focuses on establishing the rationale for exclusion, using six 
potential reasons included in the Statutory Health Law, summarized as follows: the 
health technology (1) is indicated for cosmetic purposes, (2) does not have scientific 
evidence on safety and efficacy, (3) does not have scientific evidence on clinical 
effectiveness, (4) has not been authorized by the regulatory agency, (5) is still under 
clinical development, or (6) is not available in the country.

Box 11.2

Exclusion Process Phases for Colombia’s Health Benefits 
Packages 

1.	 Nomination and prioritization. Stakeholders including the Ministry 
of Health and Social Protection and medical associations nominate 
technologies for exclusion. The Ministry’s directorate (Dirección de 
Regulación de Beneficios, Costos y Tarifas del Aseguramiento en Salud, 
or DRBCTAS) prioritizes nominations using criteria such as public 
health interest, population affected, and budgetary impact.

2.	 Analysis. The Health Technology Asessment Agency (Instituto de 
Evaluación Tecnológica en Salud, or IETS) with participation of 
independent experts from health care associations, the National 
Academy of Medicine, and associations of schools with different health 
care programs, among others, assesses and appraises the information 
collected and makes recommendations on whether to exclude the health 
technology. Decisions are made by consensus.

3.	 Consultation. Potentially affected patients and the public are consulted 
through virtual surveys, events, and the Mi Vox-Pópuli app.

4.	 Adoption and publication. The Ministry of Health and Social Protection 
adopts, publishes, and implements the recommendation made during the 
analysis and verified during the consultation.

Source: Colombia, Ministry of Health and Social Protection, Resolution 330 of 2017, 
https://www.minsalud.gov.co/Normatividad_Nuevo/Resolución%200330%20de%202017.pdf. 

Shape of the HBP. The HBP evolved from a positive list with inclusions, as 
established by Resolution 5261 of 1994, to a package that, in theory, covers 
everything for everyone, excluding a negative list of 18 procedures and 
55 medicines, according to Resolution 2273 of 2021.16 Since the time of CRES to 
2020, technologies included in the HBP were financed ex ante through the UPC, 

https://www.minsalud.gov.co/Normatividad_Nuevo/Resolución%200330%20de%202017.pdf�
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whereas excluded technologies were reimbursed ex post by a separate fund if certain 
approvals were met. However, since March of 2020, with the implementation of 
Law 1955 of 2019, any technology not explicitly included in the UPC calculation is 
also covered ex ante by a prospective budget cap mechanism.17 Insurers calculate 
budgets caps on the basis of the historical spending on, and the number of patients 
receiving, the health technology. The number of technologies included in the UPC 
has increased steadily; in 2022, 97 percent of procedures and almost 94 percent of 
medicines approved and available in Colombia were financed through the UPC 
(MoHSP 2022a) (table 11.2).

Table 11.2  Included/Excluded Medicines and Procedures, by Financing Mechanism, 
Colombian Health Benefits Package

Financing mechanism

Number of 
procedures 

covered 

Share of 
procedures 

(%)

Number of 
medicines 

covered 

Share of 
medicines 

(%)

UPC 9,197 96.87 61,056 93.64

Budget caps 275 2.90 4,079 6.26

Exclusions 18 0.19 55 0.10

Other 4 0.04 10 0

Total 9,494 100 65,200 100

Sources: MoHSP 2022a; Colombia, Ministry of Health and Social Protection, Resolution 2273 of 2021, 
https://www.minsalud.gov.co/sites/rid/Lists/BibliotecaDigital/RIDE/VP/RBC/informe-actualizacion-ts-upc​
.zip; Colombia, Ministry of Health and Social Protection, Resolution 2292 of 2021, https://www.minsalud​
.gov.co/Normatividad_Nuevo/Resolución%20No.%202292%20de%202021.pdf. 

Note: UPC = Unidad de Pago por Capitación.

HBP implementation. The UPC continues to be calculated actuarially, considering 
the frequency and severity of the health services covered in the HBP historically, 
adjusted by level of care, age, sex, and geographical area. The UPC calculation 
uses the loss ratio method, which seeks to find the necessary increase on current 
premiums to ensure balance of the fundamental insurance equation, in addition 
to incurred but not reported and incurred but not enough reserve adjustments. 
MoHSP/DRBCTAS conducts those analyses using information reported by insurers. 
Over time, this directorate within the MoHSP has become incredibly good at 
collecting relevant data and calculating and adjusting the insurance premium.

As expected, and in alignment with the gradual expansion of health services 
included in HBPs, the UPC has grown substantially in the past 30 years. In 2022, 
UPC averaged Col$1,109,221.20 (US$246.00) for the CR and Col$964,807.20 
(US$214.00) for the SR.18 By comparison, in 1995 and 1996 when the two regimes 
were first established,19 UPCs averaged Col$141,600.00 (US$31.46) for the CR and 
Col$108,464.00 (US$24.10) for the SR.

https://www.minsalud.gov.co/sites/rid/Lists/BibliotecaDigital/RIDE/VP/RBC/informe-actualizacion-ts-upc.zip�
https://www.minsalud.gov.co/sites/rid/Lists/BibliotecaDigital/RIDE/VP/RBC/informe-actualizacion-ts-upc.zip�
https://www.minsalud.gov.co/Normatividad_Nuevo/Resolución%20No.%202292%20de%202021.pdf�
https://www.minsalud.gov.co/Normatividad_Nuevo/Resolución%20No.%202292%20de%202021.pdf�
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Age and sex adjusters are now defined in 14 groups as opposed to 7 in the past. 
Geographic adjusters are defined in four categories, based on access to health 
care services and supply conditions. Insurers for Indigenous people get an extra 
4.81 percent, which covers traditional medicines and procedures. The high-cost 
disease ex post adjusters have evolved, now making adjustments for chronic kidney 
disease, HIV, hemophilia, and 11 types of cancers, based on prevalence and health 
outcomes (MoHSP 2022b).

Major pros and cons. Colombia established a more stable, coherent, and 
mature priority-setting system, especially in the first part of the period. Positive 
developments included the creation of IETS, the HTA Agency; MoHSP/
DRBCTAS, the directorate within the MoHSP responsible for carrying out clear, 
specific stages of the process; and CABCT, the commission responsible for 
making the final recommendations to the Minister of Health. Over time, these 
institutions have also become stronger. For example, IETS has conducted about 
200 budgetary impact analyses and 50 economic evaluations in the 10 years since 
its creation (IETS 2022).

Separation of key roles and responsibilities between those conducting the evaluation, 
those appraising the evidence, and those making the decisions was fully established. 
Methods to evaluate potential inclusions became more robust by the end of the first 
part of the period. Finally, transparency and stakeholder participation continued to 
improve to some degree in some stages, but the Executive branch had sole decision-
making authority.

Despite that progress, the system did not fully incorporate the concept of 
opportunity cost, and economic evaluations including cost-effectiveness 
analysis were rarely conducted or used to make coverage decisions, inform price 
negotiations, or incentivize quality improvements. IETS also could not receive funds 
directly from the national budget, depending instead on funds linked to projects 
financed by MoHSP and the Ministry of Finance. The absence of direct funding 
from the national budget undermined the institution and had adverse repercussions 
on its interactions with other stakeholders in the priority-setting process, including 
MoHSP. This situation also impeded the growth of organizational capabilities and 
the retention of skilled staff.

In the second part of the period, the implementation of the Statutory Law 
substantially changed the concept and goal of the priority-setting system. On 
the positive side, it provided clarity to all stakeholders on the mandate to protect 
and deliver on the right to health (users now knew insurers could not deny 
health services not listed in the HBP); protected medical autonomy (health care 
professionals could prescribe the best care for their patients without additional 
bureaucratic and administrative barriers); reduced transaction costs (patients did 
not need to go to court or through lengthy approvals to access care); and empowered 
insurers to better manage clinical and financial risk (insurers got all the funding 
ex ante and no longer had to rely on ex post reimbursement). 
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Nevertheless, questions on financial feasibility remain because neither health 
care expenditure nor the premium paid to insurers increased to cover a scenario 
whereby, in theory, all services covered would translate into services that patients 
actually receive. Furthermore, because the criteria mandated by law limit the process 
for exclusions, making it typically slower and more cumbersome than the process 
for introducing new technologies, insurers are now more exposed to increased, early 
demand for high-cost technologies and interventions. That challenge persists even 
though the Colombian regulatory agency, INVIMA, experiences delays in reviewing 
and granting marketing authorization for new technologies. In response to that new 
reality, some insurers might have imposed access barriers or resorted to implicit 
rationing or low quality of care. Implicit rationing coupled with lack of essential 
services in some regions and the risk of favoring new, high-cost technologies in 
urban areas might lead to increased inequity. Finally, overall value for money might 
have decreased, with funds spent on services that do not provide the biggest benefit 
for society (that is, there is no signaling on essential, cost-effective interventions and 
cost-effectiveness can’t be used as a criterion for the negative list).

LESSONS LEARNED, MAIN CHALLENGES, AND FUTURE 
PERSPECTIVES

Since 1993, the Colombian health system has used explicit priority setting via 
an HBP as a key policy instrument for improving coverage and working toward 
universal health coverage. The Colombian government successfully used HBPs to 
determine what services it would make available to whom, calculate the premium 
paid to insurers, and signal priority services to clinicians and patients. Over time, 
institutional arrangements became clearer and more stable, and processes and 
methodologies more robust. Because insurers could not always adequately deliver 
the services included in the HBPs, the system could not ensure timely delivery of an 
equal basket of services regardless of type of affiliation. In addition, as Colombians 
grew richer and embraced the right to health, knowledge of and exposure to new 
health technologies increased, and a very strong human rights framework was 
established in the country, explicit priority setting in the form of an HBP no longer 
represented a viable option. The Constitutional Court and the Congress mandated 
that the Executive branch move away from explicit priority setting and HBPs to 
delivering on the idea that the system will cover every health technology and health 
service, except in very limited circumstances.

That move has made explicit a clear tension between two views. The first embraces 
health as a fundamental human right and, when taken to the extreme, argues 
that health care must be guaranteed regardless of funds available and financial 
considerations. The second view argues that the funding available must determine 
what services the system covers and that allocative efficiency or value for money 
should be maximized for any given budget envelope. Colombia has already leaned 
toward the former, and key challenges such as financial sustainability, weak primary 
health care, and access to quality care in remote, poorer regions remain. The country 
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will need alternative policy options to maximize health benefits, improve health 
outcomes within current health expenditure, and guarantee that the system delivers 
on the promise of universal health care and health as a fundamental human right 
within existing financial means.

The alternative policy options are imperfect, and no country can possibly offer 
access to all available health technologies and services. Agreeing on the need to 
have limits and the process to decide on coverage—what’s covered, by whom, and at 
what cost—is essential for Colombian society. Unfortunately, those decisions mean 
explicit priority setting at the central level, which Colombia opted to leave behind a 
few years ago. Amid that backdrop, potential policy options for Colombia include 
the following:

•	 Strengthening priority setting at lower levels within the system. In the absence of 
a centralized priority-setting process including HTAs, insurers and health care 
providers could conduct their own evaluations and make their own decisions 
regarding what products and services to procure, prescribe, and pay for, and at 
what price. Although suboptimal and less efficient, that move could increase 
health care quality and make these stakeholders better stewards of public funds. 
Insurance, hospital, and medical associations and networks could play a vital 
role in running these processes on behalf of or with their members, which would 
reduce duplication and increase reach and impact (Giedion et al. 2018).

•	 Implementing alternative processes to deal with high-cost but low-value health 
technologies. Although MoHSP cannot conduct or use economic evaluation 
to exclude products on cost-effectiveness grounds, it should apply such 
methodologies for other purposes, including price regulations and negotiations, 
and developing standard treatment guidelines and protocols. MoHSP would 
benefit from deploying horizon scanning and early negotiation techniques, 
such as managed entry agreements, to avoid high-cost products from entering 
the Colombian market without adequate stewardship. It could also apply 
co-payments to services and technologies with low health value to signal the 
market and dissuade demand.

•	 Deploying alternative options for funding insurers. Colombia should put in place 
adequate incentives to encourage insurers to manage clinical and financial risk 
better and deliver high-value quality care. Incentives could include incorporating 
outcome-based indicators and conditions to change the way the UPC is 
calculated. In addition, better ex post adjustments could reduce risk asymmetries 
and address risk concentration in the populations covered by certain insurers.

•	 Increasing efficiency in the system. The country should tackle productive 
inefficiencies or inefficiencies in the form of excess costs in producing a 
given output. Demand aggregation and centralized procurement of expensive 
technologies; increased use of generic and biosimilar medicines; tackling waste, 
corruption, and fraud; and so on would help the system achieve more health 
services and better outcomes for the money.

•	 Improving monitoring and evaluation. Systematically and routinely measuring the 
services provided, and the quality of such services, would help MoHSP measure 
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effective coverage, identify and address implicit rationing, or signal inadequate 
or inefficient consumption patterns. MoHSP already collects information 
on services provided (to calculate the UPC) but needs to capture additional 
attributes and improve data quality and timeliness.

•	 Strengthening stakeholder participation. Along with improvements in engaging 
stakeholders in certain processes such as determining exclusions, it is vital to 
increase their effective engagement in fundamental discussions such as the 
financial sustainability of the system, the importance of maximizing health 
benefit, and the need to incorporate new technologies at adequate prices. 

In early 2023, the Colombian government introduced a significant health care 
reform bill to the Colombian Congress, with primary objectives centered on 
expanding health care access in rural areas, prioritizing preventive and primary 
care, and enhancing fund management. Despite widespread agreement on those 
objectives, considerable controversy surrounds the proposed strategies for their 
achievement. The reform suggests significant alterations to various aspects of the 
Colombian health care system, including the transition to a National Health System 
with a single public insurer, increased support for public health care provision 
through funding for public hospitals, and the establishment of more primary health 
care clinics throughout the country. In terms of priority setting, the reform proposes 
to revive the CNSSS, a participatory body established after the 1993 reform, as 
described at the outset of this chapter, and integrate IETS into the government. The 
reform does not propose other changes concerning the processes and methodologies 
for defining health care benefits. It does, however, embrace the perspective that 
views health as a fundamental human right despite budgetary constraints.

Because the government does not possess the majority vote, the fate of the health 
reform’s approval by Congress remains uncertain. Consequently, the draft reform 
will probably need to undergo amendments to secure successful approval.

CONCLUSION

Over the past three decades, priority setting in Colombia has undergone a 
significant evolution. The country has established more transparent and stable 
governance arrangements while refining and strengthening its institutions and 
processes. During that transformative period, Colombia shifted its approach from 
explicit priority setting, featuring a positive list of health services, to an inclusive 
approach covering all services and technologies except those explicitly set out in a 
restrictive negative list. The transition brought about certain advantages but also 
significant drawbacks, particularly concerning financial sustainability and value for 
money.

Colombia’s progression offers valuable lessons for low- and middle-income countries 
aiming to establish evidence-based priority-setting mechanisms. The successes and 
failures in Colombia’s journey can serve as instructive insights for ongoing and 
future discussions on achieving universal health coverage.
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