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Abstract
This paper discusses the use of an explicit ethical and human rights framework to guide a reform intended
to provide universal and comprehensive social protection in health for all Mexicans, independently of
their socio-economic status or labor market condition. This reform was designed, implemented, and
evaluated by making use of what Michael Reich has identified as the three pillars of public policy:
technical, political, and ethical. The use of evidence and political strategies in the design and negotiation
of the Mexican health reform is briefly discussed in the first part of this paper. The second part examines
the ethical component of the reform, including the guiding concept and values, as well as the specific
entitlements that gave operational meaning to the right to health care that was enshrined in Mexico’s 1983
Constitution. The impact of this rights-based health reform, measured through an external evaluation,
is discussed in the final section. The main message of this paper is that a clear ethical framework,
combined with technical excellence and political skill, can deliver major policy results.
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Introduction
In this paper, we discuss the use of an explicit
ethical and human rights framework to guide a
case of successful health system reform: Mexico’s
2003 changes to the country’s General Health Law,
which were intended to provide social protection
in health to the entire Mexican population. This
reform was designed, implemented, and evaluated
by making use of what Michael Reich has identified as the three pillars of public policy: technical,
political, and ethical.1 In the first part of the paper,
we briefly describe the use of evidence and political
strategies in the design and negotiation of Mexico’s
health reform. In the second part, we concentrate
on the discussion of the reform’s ethical component.
In the third part, we examine the impact of this
rights-based health reform as measured through an
external evaluation. Our analysis builds on and expands several ideas presented in two previous pieces.2
Our main message is that a clear ethical framework,
combined with technical excellence and political
skill, can drive positive social transformation.

Origins, content, and negotiation of the
Mexican health reform
The technical pillar of Mexico’s health reform
was built on the use of rigorous evidence. Much
of this evidence was derived from the adoption
and local adaptation of knowledge-related global
public goods (for example, the burden of disease
methodology, national health accounts, national
surveys of household income and expenditures,
and World Health Organization’s framework for
health system performance). Coupled with national data, these instruments revealed that Mexico’s
health system—like that in so many other developing countries—had not kept up with the pressures
stemming from a complex and protracted epidemiological transition, whereby malnutrition, common
infections, and reproductive health problems coexist with noncommunicable disease and injury.3 With
half of its population uninsured, Mexico was facing
an unacceptable paradox: while promoting health
was a critical factor in the government’s battle
against poverty, a large number of households were
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becoming impoverished by expenditures on health
care services and drugs. This evidence was used to
generate advocacy tools to promote a reform introducing a new public insurance scheme—known as
Seguro Popular—that would provide regular access
to comprehensive health care with financial protection to the non-salaried population.
Today, Seguro Popular protects over 53 million Mexicans who had previously been excluded
from conventional social insurance.4 If we add to
this figure those enrolled in social security institutions (49.5 million) and those with private health
insurance (8 million), we can state that Mexico,
with a population of around 120 million, is on track
to reach universal social protection in health.5
Evidence can empower policy makers with
convincing means to challenge the status quo and
promote change. In this way, it also helps build the
political pillar of reform. In the Mexican case, this
pillar demanded the development of a consensus
among various stakeholders through the active
conciliation of interests among federal and local
authorities, trade unions, legislators, and political
parties.6 The consensus-building process culminated in 2003, when the Mexican Congress approved
a major legislative reform to establish a system of
social protection in health that would be operationalized through Seguro Popular.7
Needless to say, the construction of the political pillar does not end with the enactment of new
laws; rather, it must continue into the implementation phase. To this end, the new insurance scheme
was deployed gradually to allow the necessary time
to generate additional political acceptance.8 This is
yet another example of how the technical and political pillars reinforce each other.

Ethical foundations of the Mexican health
reform
Health systems reflect ethical assumptions. Consciously or unconsciously, explicitly or implicitly,
these assumptions are expressed in the distribution of health care resources and benefits, and in
the organization of institutions. For this reason,
every attempt to reform the health system should
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begin by asking which values it aims to promote,
in addition to formulating technical proposals and
political strategies.9 Hence, the Mexican reform was
framed on the basis of a guiding concept, “the democratization of health,” and a set of values linked
to the notion that health care is not a commodity or
a privilege but a social right.

The democratization of health
Like most countries in Latin America in the late
20th century, Mexico witnessed a trend toward
democratization that was part of what Samuel P.
Huntington calls “democracy’s third wave.”10 After
several political and electoral reforms, the party
that had ruled Mexico for most of the 20th century
lost the presidential election in 2000.11 This election
helped establish a real multiparty system based on
the design and implementation of trustworthy electoral mechanisms.12
The shift in power that took place in 2000
was an indication that Mexico had made major
progress in the exercise of civil and political rights.
The following step was to reduce inequalities by
creating the conditions for the universal and effective exercise of social rights, including the right to
health care.13
Health authorities in Mexico identified the
opportunities offered by this unique moment and
embraced the “democratization of health” as its
core purpose, thereby placing health reform within
the wider political agenda of the government. In
fact, the subtitle of the National Health Program
2001–2006 was “The Democratization of Health:
Towards a Universal Health System.”14
According to Guillermo O’Donnell and
Philippe Schmitter, “democratization” implies
application of the norms and procedures of citizenship to those institutions that have been managed
by other principles, such as coercive control, social
tradition, ruling of specialists, or bureaucratic
processes.15 In Mexico, previous governments had
provided comprehensive health care and other
benefits (such as old-age pension, unemployment
insurance, and disability benefits) only to certain
groups closely associated with the old regime
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(mostly the unions of salaried, industrial workers,
and civil servants). The process of democratization
offered the opportunity to extend these benefits to
all citizens.
The term “citizen,” in fact, is related to a range
of rights and duties as defined within a constitution.16 In his seminal work Class, Citizenship, and
Social Development, Thomas Humphrey Marshall
recognizes three categories of rights involved in
the idea of citizenship: civil, political, and social.17
According to Marshall, citizenship culminates in
the effective exercise of social rights, which have
been defined as the set of legal dispositions whose
purpose is to protect individuals and social groups
who usually live in conditions of economic disadvantage, in order to guarantee their coexistence in a
just order.18 He argues that all members of a society
should enjoy at least a basic level of socio-economic
and cultural well-being.

Health care as a social right
The idea of health care as a social right was incorporated into the Mexican Constitution in 1983.
Paragraph 3 of Article 4 states the following:
Every person has the right to health protection. The
law will define the ways and means for access to
health services and will establish the concurrence of
the Federation and the federated entities in matters
of public health.19

The addition of this paragraph to Article 4 was
celebrated as a breakthrough, but appeals to
caution regarding its immediate impact were
also raised. The Mexican Constitution has three
types of norms: positive, which create rights and
obligations; organizational, which establish the
arrangement of constitutional institutions; and
programmatic, which generate action guidance for
constituted powers.20 The right to the protection of
health is considered a programmatic provision and,
as such, only a guide for public action. This meant
that many of the beneficiaries of this right could not
force the state, through trial, to comply with what
was established in the provision. Only salaried
workers and their families, who were protected by
secondary laws (the social security law for workers
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Health and Human Rights Journal

33

j. frenk and o. gómez-dantés / invited commentaries, 31-37

in the private sector and the social security law for
civil servants), were able to effectively exercise the
right to the protection of health.
The declaratory nature of the right to health
was not perceived as an obstacle by those involved
in its integration into the Mexican Constitution.
As José Francisco Ruiz-Massieu, legal scholar and
senior official of the Ministry of Health in the early
1980s, wrote in an article published in 1983, “Those
working with legal norms know that the law is
more than an instrument of coercion . . . . [I]t is a
representation of the future, a creator of the social
future, because it is the motor of political dynamics.”21 In closing, he called for an acceleration of
change in Mexican society in order to democratize
it and thus create the conditions for the universal
and effective exercise of social rights.
In sum, in 1983 the Mexican Constitution
formally recognized the right to health care, but its
actual implementation was benefiting only certain
sectors of the population. A definition of the entitlements ensuing from this legal norm and of the
financial and organizational instruments necessary
for translating these entitlements into comprehensive health services for all were still missing.

Values of the Mexican health reform
The definition of these entitlements, or guaranteed
benefits, in the 2003 Mexican reform was grounded
on the explicit adoption of five values: social inclusion, equality of opportunity, financial justice,
individual autonomy, and social responsibility.22
The premise of “social inclusion” is that all
human lives have the same value and that health
systems ought to constitute institutional spaces
where all citizens, regardless of socio-economic,
labor, or migratory status, receive similar care for
comparable needs.
“Equal opportunity” is based on Amartya
Sen’s concerns about “the real opportunity that
we have to accomplish what we value.”23 Access to
health care, in this sense, should help each generation enter life with the same opportunities.
“Financial justice” implies that individuals
contribute to the health system according to their
capacity to pay and that they receive health care
34
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services according to their health needs. A just
health system is financed in such a way that health
care services are free at the point of delivery, and
a large enough risk pool is aggregated to facilitate
three types of solidarity: risk solidarity (between
the healthy and the sick), generational solidarity
(between the young and the old), and distributive
solidarity (between the wealthy and the poor).
The fourth value, “individual autonomy,”
means that every person enjoys the freedom to decide what is most appropriate for him or herself, a
prerogative that the family unit assumes in the case
of minors and of people with limitations in their
capabilities to decide.
Finally, “social responsibility” places restrictions on the freedom proposed by the previous
value. This is particularly important in the case of
goods, such as health services, that exhibit “externalities”—that is, consequences for others of an
individual’s decisions. Thus, a neglect to care for
one’s own health can have an effect on other persons.

From values to entitlements
The values discussed above molded the ethical
foundation for the establishment of a system that
provides, through Seguro Popular, comprehensive
health care with financial protection to all those
Mexicans who had been excluded from the benefits
of social insurance: the non-salaried population,
which includes informal workers, the self-employed, the unemployed, and those outside the labor
force. The bulk of the new insurance scheme is financed with public resources, with a small portion
funded through family contributions that depend
on income level and are waived for the poorest 40%
of the population.
One of the most significant aspects of Seguro
Popular’s financial structure is its point of departure: the identification and costing of the health
care benefits that would give operational meaning
to the right to health care enshrined in the Mexican Constitution. The guaranteed benefits of
Seguro Popular comprise two sets of interventions:
first, a package of 280 essential interventions (as
of December 2014) for health conditions of high
incidence and low cost, including all health care
Health and Human Rights Journal
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services offered at clinics and general hospitals of
the Ministry of Health; and second, a package of
60 high-cost interventions that cover diseases that
can potentially generate catastrophic costs for individuals and households, including treatment for
HIV/AIDS, cancer in children, cervical and breast
cancer, and myocardial infarction, among others.24
The moral implications of the use of a package of essential interventions in a reform process
that stresses equity and social justice should not be
overlooked. Essential health packages have been
formulated as a priority-setting tool.25 In contexts
of scarce resources, cost-effectiveness analyses have
been used to identify those public health and health
care interventions that provide the “best value for
money.” These interventions are usually provided
as a “safety net” or “guaranteed minimum” to the
poor. In the Mexican reform case, the adoption of
such tools has been enriched by including additional criteria in priority setting, by extending their
application to quality assurance, and by incorporating them into a universal coverage framework
based on the explicit definition of entitlements.
First, essential interventions were selected
using cost-effectiveness analysis and social acceptability criteria. The purpose was to adapt these
interventions to the norms governing the behavior
of health professions and to broader social preferences, which were identified through consultative
procedures. Second, the intervention packages have
been used as a quality assurance tool designed to
guarantee that all necessary inputs are available
and that services are provided following standardized protocols. In fact, the new law requires that
every health facility providing services to Seguro
Popular beneficiaries be accredited or certified.
Accreditation is based on having the required physical, material, and human resources to deliver the
specified interventions. Finally, the packages have
empowered citizens by making them aware of their
health benefits. In fact, if necessary, these essential
services can now be demanded in a law court.
The use of packages of essential health services
in Mexico aims to merge two approaches regarding
the distribution of health care benefits that, until
now, have been portrayed as mutually incompatible:
DECEMBER 2015
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the technocratic approach, which offers practical
alternatives but pretends to be morally neutral, and
the rights-based approach, which has a solid value
foundation but lacks operational support.26

Impact of a rights-based reform
Another distinctive component of the Mexican
health reform was an external evaluation that was
embedded in the original reform design; it was
not an afterthought but a core component of this
public policy.
Taking advantage of the phased rollout of Seguro Popular, a community trial was implemented
in 2005 in over 38,000 households. One thousand
health clusters (population units assigned to an
ambulatory health facility) in seven states were
matched on the basis of socio-economic and demographic variables. One hundred paired clusters
were then randomly selected in communities where
affiliation to Seguro Popular was being promoted.
Fifty clusters, also randomly selected, received
insurance coverage in a first stage (the treatment
group). The other 50 clusters received the intervention in a second stage (the control group). In each
cluster, 380 households were surveyed at baseline
to collect information on the expected outcomes,
focusing initially on health service utilization and
financial protection. The first follow-up measurement was implemented a year later.
This community trial—which was “one of
the largest randomised health-policy experiments
ever”—revealed that Seguro Popular was reducing out-of-pocket expenditures and providing
protection against excessive health expenditures,
especially for the poorest households.27
Evidence from other studies also shows
progress in national figures for out-of-pocket
spending, which declined from 52% of Mexico’s
total health expenditure in 2001 to 44% in 2012,
and for catastrophic and impoverishing health care
expenditures, which show a clear downward trend
between 2000 and 2010.28 Additional studies have
also revealed that those affiliated to Seguro Popular
have a higher probability of service use conditional
on perceived need than uninsured individuals and
NUMBER 2
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that effective coverage for a set of interventions (antenatal care, immunizations, treatment of diarrhea
and acute respiratory infections in children, breast
and cervical cancer screening, and treatment of
hypertension, among others) has improved since
the reform.29
These evaluations and studies exemplify the
possibility of applying rigorous research designs
to advance our understanding of large-scale social
interventions that improve the effective exercise
of the right to health care. In fact, these types of
evaluations—embedded, impact evaluations with
quasi-experimental designs—should be used to
assess the policies that are being designed and implemented worldwide as part of the global search
for universal health coverage. Furthermore, in addition to measuring impacts on health conditions
and financial protection, evaluations of universal
health coverage initiatives should also use qualitative methods to ascertain crucial policy processes
and outcomes, such as the legislative structures
that favor its design; the historical, political, and
organizational contexts in which these policies are
negotiated; and the empowerment of health care
users that can be generated.30 Comprehensive mixed
methods offer the best opportunity to capture the
full complexity of reform processes and outcomes.

Conclusion
The global movement toward universal health
coverage is advocating for the transformation of
health care into a right that can be effectively and
universally exercised. This can be aided by the use
of an ethical platform in the design, negotiation,
and implementation of health policies intended to
expand health care coverage.
Mexico’s recent health reform demonstrates
that a rights-based approach to health care can produce significant policy results. The use of technical
evidence was a crucial component of this reform.
However, its approval in Congress also demanded
effective political strategies that were strongly aided by the use of a solid ethical platform.
An additional innovative component of
the Mexican reform was the implementation of
36
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an external evaluation and several studies that
documented the expansion of coverage and the
positive impact of Seguro Popular on several health
indicators, most notably those related to financial
protection. While these studies were not intended
to attribute such impact to the use of a human
rights-based approach, we can reasonably conclude
that building a solid ethical pillar contributed to
the positive results achieved. Equally important
has been the way in which the reform effort has
promoted and informed public deliberation on the
crucial role of health in a democratic society.
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