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Abstract
This paper summarizes the background, methodology, results, and lessons learned from SaluDerecho,
the Initiative on Priority Setting, Equity and Constitutional Mandates in Health. Originally facilitated
by the capacity-building arm of the World Bank in 2010, it was implemented in Latin American
countries and later expanded to other regions of the world. Segmentation, decentralization, and lack
of coordination in health systems; weak information systems; stratified societies; and hierarchical
power relations in participating countries are some of the characteristics that inhibit a human rightsbased approach to health. Hence, deliberate interventions like SaluDerecho are vital. Facilitating the
participation of multiple stakeholders in a more informed and transparent dialogue creates a “safe”
working environment to co-create policy solutions to improve transparency and accountability. The
proposed evaluation methodology involves several steps that begin with an assessment of behavioral
changes in actors (including policy makers, citizens, payers, and health care providers) that reshape
relationships and, over time, change the functioning of health systems. Despite certain limitations,
SaluDerecho has provided evidence of positive change among participating countries.
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Introduction
The experience discussed in this paper was born
of the identification of latent forces in eight Latin
American countries in their effort to achieve universal health coverage. When operationalizing the
right to health, countries face technical, political,
and socio-economic challenges in establishing legitimate priorities in health. Multiple stakeholders
with conflicting positions on how to fulfill the right
to health, as well as limited resources and rapid
technological and demographic changes, make
solutions complex. The ongoing process of realigning these forces to enhance their transformational
power became today’s Initiative on Priority Setting,
Equity and Constitutional Mandates in Health,
also known as SaluDerecho.
International human rights law recognizes
that the right to health extends beyond health care
to include the underlying determinants of health.1
Health status is not only the result of health care
services that are available, accessible (including
affordable), culturally acceptable, and of high
quality but also the result of other determinants
not necessarily under the realm of health system
policies—like education, clean air, water and sanitation, and income.2 SaluDerecho deals only with
health care. For the purpose of this paper, we define
a human rights-based approach (HRBA) as being
based on seven “rights-based functional principles”:
participation, accountability, non-discrimination,
transparency, human dignity, (citizen) empowerment, and rule of law. These principles guide the
behavior of health system actors and influence the
processes and structures of health systems. Transparent, evidence-based policies and programs
resulting from more inclusive processes and greater
citizen participation are at the core of an acceptable
and effective social contract.
Many Latin American health systems are
characterized by segmentation, decentralization,
weak information systems, and poor coordination.3
Additionally, powerful interest groups within these
often hierarchical societies reinforce mistrust and a
lack of communication among stakeholders. Often,
systems are organized and ruled by processes that
tend to perpetuate the absence of participation,
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accountability, and transparency.4 Inefficiencies
in health care delivery, budget restrictions, and
some citizens demanding high-cost and non-prioritized health care services are commonly found.5
In such an environment, an HRBA will not occur
spontaneously, even when national constitutions
recognize and protect the right to health.6 A deliberate effort is necessary to implement an HRBA.
Carrying out an HRBA in practice implies
that health system actors learn to use rights-based
principles in the design and implementation of
health policy. Sustained and targeted interventions
are required to change processes, the behavior of
stakeholders, and the relationships among them.
Members of government, doctors, insurers, patients and citizens need to learn to work together
to develop ways of achieving more participation,
transparency, and accountability.
SaluDerecho originated in Latin America as
a multi-stakeholder, highly participatory process
around the judicialization of health—a complex
problem where human rights, health system financing and policies, markets, and politics interconnect.
SaluDerecho started by identifying the conflict areas
among key stakeholders, understanding the causes
of judicialization, and developing mutual trust.
Consequently, a “safe space” for multi-stakeholders
to collaborate, learn, and co-create and implement
potential solutions was built. This represented
a long and complex process of not only sharing
knowledge and experiences but creating national
and regional coalitions among a range of stakeholders seeking organizational and institutional
reforms. Two years after SaluDerecho’s creation,
countries in Africa and Eastern Europe joined the
discussion around inefficiencies in service delivery,
prioritization and health benefits plans, participation, and transparency and accountability in policy
design and implementation.
Although the ultimate goal of an HRBA is to
achieve improved health outcomes, this impact is
not direct (see Figure 1). In reality, human rightsbased policies materialize in health care that is
more available, accessible (including affordable),
culturally acceptable, and of high quality, which, in
turn, improves population health (assuming that
Health and Human Rights Journal
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h e a lth syste m s

Argentina, Brazil, Chile, Colombia, Costa Rica,
Peru, and Uruguay (and, later, Mexico) were the
first countries to become involved in SaluDerecho
when it began in 2010. These countries had seen an
increase in litigation around access to health care
services and supplies. Although health reforms introduced in the 1990s helped expand coverage and
reduced out-of-pocket payments, social demands
and health needs had grown faster than advances
in public policy.8 Deficiencies in the flow of information exacerbated a lack of transparency and
accountability.9 Furthermore, the design of service
delivery policies and benefit plans did not follow
participatory and transparent processes, and weak
technical criteria inhibited the legitimacy of chosen
priorities.10
The countries in question faced the challenge of prioritizing the provision of services in a
legitimate way while simultaneously respecting
and protecting constitutional rights. The fact
that citizens resorted to the courts also indicated
inefficiencies in the delivery of promised care.
However, the technical complexities of a fair prioritization process were further compounded by the
additional pressure on health spending and service
delivery capacity generated by the phenomenon of
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other health determinants do not change). This
subtlety provides guidance on how to evaluate the
impact of carrying out an HRBA. In this paper,
we discuss the method used thus far to assess the
impact of SaluDerecho and argue that an evaluation of the impact of an HRBA should be pursued
in phases.
This paper is divided into five sections. Following this introduction, we summarize SaluDerecho
and its context. We then discuss methods for evaluating impact. The subsequent section discusses
SaluDerecho’s results, and the final section provides conclusions and lessons learned. The health
systems of participating countries and their legal
frameworks are beyond the scope of this paper and
are discussed elsewhere.7
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judicialization.11 In these Latin American systems,
a fluid multi-stakeholder dialogue was almost
nonexistent. Differences in stakeholders’ expectations, interests, and needs were at the core of the
problem. For example, while patients demanded
interventions not yet prioritized by ministries of
health (and therefore not in the official treatment
protocols and not funded with public resources), physicians wanted total autonomy regarding
medical decisions. Furthermore, the pharmaceutical and medical inputs industries, interested in
expanding the market share for their products,
lobbied governments to introduce those products
as mandatory benefits. Meanwhile, judges had to
defend patients’ constitutional right to health, and
finally, ministries of finance argued that public
resources had to be spent efficiently. The tension
generated among these actors when establishing
priorities in health kept these stakeholders apart
and stubbornly attached to their respective positions—which, while legitimate, often contradicted
one another. As a result, not only did stakeholders
not communicate with one another, but the tension
among them evolved into a polarized political debate in some countries.12

SaluDerecho concept and strategy
As an external and neutral party, the World Bank
began convening a series of informal discussions
with mid-level officials from ministries of health
and academics from the region to expand mutual
knowledge and understanding of the issues. These
dialogues created a needed “safe and neutral space”
for multi-stakeholder dialogue, unleashing the
potential for collaborative solutions.13 This process
of progressively transforming the tension among
stakeholders into strong relationships is part of
SaluDerecho’s theory of change.14 To do this, SaluDerecho designed and managed a strategy building
on synergies among global, regional, country, and
online activities. Team-building tools were used to
maintain interest and cohesion among the different
stakeholders, countries, and fields of knowledge,
and to strengthen the role of a regional debate
in changing the discourse of the more polarized
national debates happening in some countries.
60
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The initiative’s regional strategy was based on the
knowledge that Latin American countries faced
similar challenges in addressing the right to health
and that the incorporation of multiple perspectives would create new opportunities for finding
solutions to complex problems; it helped ease the
tensions within countries, develop national consensuses, and scale up countries’ reforms. Global
activities not only brought state-of-the-art knowledge but provided an international platform for
regional and country activities to thrive.
At its core, SaluDerecho is an innovative
multidisciplinary initiative that brings together
different actors to build consensus and obtain
both individual and collective commitment to
learning and constructing solutions for action.
Some of the most important issues addressed by
SaluDerecho include patient waiting-list management, pharmaceutical policy, priority setting and
evidence-based medicine, high-cost treatments,
orphan diseases, training for judges, and transparency and accountability.
The transformation of a multi-stakeholder dialogue into a multi-stakeholder coalition for action
was critical to the process and would be essential to
the success of SaluDerecho. Therefore, identifying
who would sit at the table was equally important
and required stakeholder mapping. In the end,
SaluDerecho evolved as a “social lab,” where new
practices and knowledge grew and stakeholders
collaborated in developing solutions.15
Supreme and constitutional court judges
would be one of the most important parties for ensuring SaluDerecho’s success, both nationally and
in the region. However, they would be among the
most difficult to bring to the table, for judges do not
typically convene with members of other branches of government, academics, or members of civil
society to discuss contentious issues on which they
might later have to rule.
In 2010, the World Bank’s facilitating team,
with help from the Peruvian Constitutional Tribunal
president, reached out to the Inter-American Court
of Human Rights and won its support—ultimately
leading to the convening of a number of court presidents, who met in Costa Rica.16 These judicial actors
Health and Human Rights Journal
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burg Global Seminar, the Cochrane Collaboration,
Dartmouth College, McGill University, Harvard
University, Chr. Michelsen Institute, and others. Not
only did these organizations participate, but they
ultimately became change agents for SaluDerecho.
Together, they participated in a series of regional, national, and global facilitated activities that resulted
in a more informed and transparent multi-stakeholder dialogue, as well as specific country action
items. As interest in SaluDerecho grew, so did the
participation of other countries, including Albania,
Kosovo, Macedonia, Egypt, Kenya, and Rwanda.
An online community was created to support knowledge sharing and systematization,
collaborative learning, and coalition-building.
The e-Community of Practice (e-CoP), available at
www.SaluDerecho.net, offered a virtual space for
debate, videos, live webcasts, and a knowledge repository.18 It facilitated policy dialogue and debate
among more than 1,000 intellectual leaders and
practitioners from more than 45 countries.

became a positive force in promoting high-level
multi-stakeholder health policy dialogues at the regional level; a number of them invited their health
ministers and other judges, advancing the discussions nationally as well. Some countries established
strong multi-stakeholder coalitions that set the
agenda, defined priorities, and identified host organizations to leverage resources, convene actors,
and coordinate and institutionalize the dialogue
process. Later, local and international academics,
Ombuds offices, lawyers, superintendents of health,
directors of insurance funds, and representatives of
patients’ associations joined (see Table 1).
To build even more support for the process,
the facilitating team reached out to internationally
recognized organizations that were influential in
the region or had experience and knowledge in
health systems. These organizations included the
Pan American Health Organization, the World
Health Organization, the Norwegian Agency for
Development Cooperation, Reos Partners, the SalzTable 1. SaluDerecho’s multi-level strategy17
Level

Objective

Tools

Participants

National

•
•
•
•
•

Knowledge and awareness
Trust among stakeholders
Political commitment
Multi-stakeholder consensus-building
Identification of the problem and its
causes
Inter-institutional coalition-building
Co-created solutions
Positioning of right to health in
national health policy
Resource mobilization

• Policy knowledge exchanges
• Multidisciplinary analytical work
• Piloting and adaptation of policy
innovations
• National dialogues

• High-level policy makers and judicial
authorities
• Public policy implementers
• Leaders of civil society organizations
• Mass media
• Private sector leaders: pharmaceutical
companies, hospitals, and insurers
• Patients’ organizations
• Academics
• SaluDerecho’s facilitating team

Regional

• Creation of a “safe space”
• Regional dynamic supporting the
empowerment of individual countries
• Knowledge exchange
• Harnessing of lessons learned
• Regional coalition and shared solutions

• Annual regional policy knowledge
exchanges
• In-depth case studies
• Multidisciplinary analytical work
• Identification of synergies among
national action plans

•
•
•
•

Global

• High-level political commitment
• Interaction with state-of-the-art
knowledge
• Innovation scanning
• Exposure to other countries outside
SaluDerecho
• Resource mobilization

• Academic discussions
• International policy exchanges

• Leading world institutions
• Internationally recognized academics
and public figures
• Multi-stakeholder groups from
countries new to SaluDerecho
• Multinational donors
• SaluDerecho’s facilitating team

Online

•
•
•
•
•

•
•
•
•

• All of the above
• General public interested in the right
to health

•
•
•
•

Increased awareness
Sustained change
Facilitation of just-in-time policy advice
Knowledge repository
Increased visibility and profile of
SaluDerecho’s activities
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National multi-stakeholder teams
Regional multilateral organizations
Academics
SaluDerecho’s facilitating team
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country coalition process, the identification of indicators to measure progress is challenging. Finally,
country coalitions are exposed to internal political
pressures and to volatility resulting from changes
in government administrations.

The synergies created by SaluDerecho’s parallel national, regional, global, and virtual activities
explain the theory of change behind the initiative: a
continuous process that informs, engages, and develops consensus among stakeholders is necessary
to ground an HRBA to health policy.19 The process
of change is a complex, dynamic, and non-linear
phenomenon constructed and driven by many
stakeholders. Figure 2 presents a simplified representation of the main areas critical to this effort.
While SaluDerecho has been a strong and
positive force for shaping the way countries deal
with the right to health, it faces several limitations. SaluDerecho’s rapid growth has introduced
significant pressures on resources available to
the facilitating team. Also, its very nature means
that SaluDerecho is a process of constant change,
making it difficult from the onset to develop and
implement a systematic method for collecting
and recording data to facilitate the assessment of
impact. Since SaluDerecho does not set a specific
outcome to be achieved but rather evolves with the

Evidence of impact: Methods
This section discusses methodological issues for
assessing the impact of an HRBA and summarizes
SaluDerecho’s experience using the Capacity Development Results Framework and the Outcome
Harvesting methodology and tools.20
The impact of an HRBA to population health is
not direct. Assessing such impact involves conceptual, methodological, and practical challenges that can
jeopardize the robustness of any result. The impact
of human rights-based policies should be measured
by changes in the availability, accessibility (including
affordability), acceptability, and quality (AAAQ) of
health care services, which—all other things being
equal—might improve health outcomes.

Figure 2. Theory of change and results areas

C ou nt r i e s
pro g re ss ively
a d opt H RBAs to
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We believe that evaluations of the impact
of HRBAs should be pursued in phases. The first
of these phases should assess the existence of enabling conditions for participation, empowerment,
transparency, and accountability in a given health
system. This requires identifying conditions that
are specific to the type of health system and country characteristics—for example, the existence of
information systems and stakeholder knowledge
to manage and interpret data, and the existence of
cultural barriers preventing stakeholders from convening with agents of different hierarchical rank.
The second phase should assess whether those
rights-based principles are actually being used in
practice and, if so, how they are being used. For example, it should verify whether and to what extent
participatory processes for policy design are truly
participatory; whether, in contexts where good
information systems and trained personnel are in
place, information is actually flowing transparently;
and whether existing accountability mechanisms
are being effectively used.
The third phase should assess whether resulting
policies introduce changes to AAAQ—for example,
whether a policy introducing mandatory health insurance for all improves access to (and the quality of)
care. Finally, the last phase should evaluate whether
the change in AAAQ (all other things being equal)
results in better health outcomes—for example,
whether more accessible and better quality health
services translate into better health status. Each phase
may require a different evaluation approach (methods
and indicators), and, in all cases, indicators should
be tailored accordingly. Methodologically, the most
challenging are these last two phases.
SaluDerecho is at a stage between the first and
second phases. It uses a results framework developed at the World Bank to monitor and evaluate
complex processes of social change, such as the
introduction of human rights-based principles into
health system functioning.21 The Capacity Development Results Framework indicates whether a
process of change brings intermediate outcomes,
including increased awareness and knowledge, as
well as organizational and institutional changes resulting in policies aimed at achieving the ultimate
DECEMBER 2015
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goal. Within this framework, SaluDerehcho used
the Outcome Harvesting tool to assess evidence
of its impact.22 The tool helps understand the process of change and how outcomes contributed to
such change, but it does not look for attribution.
Its application is highly participatory and uses a
mix of approaches (including stakeholder surveys,
online focus groups, country data, opinion polls,
monitoring by nongovernmental organizations,
and institutional analysis) to gather and analyze
data. It identifies flexible indicators and measures
local stakeholder behaviors, collaborative actions,
and innovations that advance institutional and
organizational change. Ricardo Wilson-Grau and
Heather Britt explain how the tool differs from
other methods:
Outcome Harvesting does not measure progress
towards predetermined outcomes or objectives, but
rather collects evidence of what has been achieved,
and works backwards to determine whether and
how the project or intervention contributed to the
change.23

Under this framework, SaluDerecho, as part of
a long process of complex change necessary to
ground an HRBA, achieves intermediate outcomes
supporting the introduction of rights-based policies toward the ultimate goal of improved health. To
assess evidence of its impact, it is necessary to have
clarity about what SaluDerecho seeks to achieve: (1)
increase stakeholders’ awareness and knowledge
about health systems challenges; (2) increase participation and empowerment so that policies are
the result of consensus among all parties involved;
(3) help countries improve transparency so that
knowledge and information flows freely and is used
for policy design and correction; and (4) improve
accountability while supporting stakeholders’ commitment to change.
Table 2 identifies the key rights-based principles associated with each SaluDerecho results area.

Identifying outcome indicators
An outcome is what an individual, group, community, organization, or institution did or is doing
NUMBER 2
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that reflects a significant change in their behavior,
relationships, actions, or policies.24 Outcomes need
to be defined through a process of identifying who
did what, when it happened, and how this influenced change. Outcome descriptions are verified
by stakeholders and then substantiated by independent individuals to validate the findings.25 Using a
customized outcome mapping tool, SaluDerecho
mapped its outcomes at two levels for analysis and
interpretation: institutional and organizational
changes related to policy, and learning and capacity changes related to awareness, knowledge, skills,
collaborative action, and innovative solutions.26
Achieving effective multi-stakeholder coalitions,
co-creating solutions to improve information flows,
and spurring new organizational arrangements are
then identified as outcomes.
An example of improved stakeholder awareness
can be seen in Costa Rica, where, after further research,
patient waiting lists were found to be an important
cause of litigation. A series of knowledge-exchange
activities on the topic resulted in improved awareness, better knowledge, and joint learning. This then
allowed Costa Rica to develop solutions to manage
patient waiting lists. The outcome is associated with
better transparency and participation.
In addition, several of these countries had institutions (superintendencies, Ombuds offices, and

so forth) and legal frameworks that would be more
effective if they could benefit from one another’s
knowledge and information, and if policies could be
a result of a multi-institutional debate.27 However,
there were no effective multi-institutional structures for debating policy, and the institutions did
not work together to reach consensus for achieving
a common goal. The creation of inter-institutional
bodies like the mesas nacionales (national working
tables) to agree on policy were organizational and
institutional changes that resulted in improved
transparency, participation, empowerment, and
accountability. The Mesa Nacional de Diálogo in
Uruguay and the Mesa Nacional de Trabajo in Costa Rica are examples of these.
Moreover, access to specific technical knowledge to inform judicial rulings became more
evident to judges through the inter-institutional
work resulting from SaluDerecho. This led judges
to request an information system that would grant
them opportune access to evidence-based medicine. This example of enabling improvements in
judicial transparency can be seen in Brazil, Costa
Rica, and Uruguay.

Limitations
Although Outcome Harvesting seems an appropriate approach for evaluating SaluDerecho’s

Table 2. Rights-based principles associated with the achievement of outcomes in SaluDerecho
Outcome

Outcome type

Main rights-based principles tackled*

SaluDerecho impact?

Increased awareness and knowledge

Intermediate

T

Yes

Joint learning

Intermediate

T, P, E

Yes

Agents of change & effective coalitions

Intermediate

T, P, E, A

Yes

Organizational and institutional change

Intermediate

T, P, E, A

Yes

New policies created

Intermediate

T, P, E, A, N, H

Partial

Policies improved (AAAQ)

Intermediate

T, P, E, A, N, H, R

Not known

Improved health status

Ultimate goal

T, P, E, A, N, H, R
Implementation of a rights-based approach
achieved

No

* P = participation; E = empowerment; A = accountability; T = transparency; N = non-discrimination; H = human dignity; R = rule of law
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impact, the methodology faced many challenges
and limitations. The facilitating team had no previous experience with Outcome Harvesting and
needed to be trained by specialized consultants
who accompanied them throughout the process.
The design of the harvest relies on a good definition of outcomes, which requires deep and detailed
knowledge of what is happening at the national and
regional levels in SaluDerecho. Moreover, determining the significance (to the change process) of an
identified outcome requires a deep understanding of
each country’s context, as well as how this context
related to SaluDerecho’s regional activities.
Further, although outcome definition is validated with stakeholders, the definition of outcomes
is not exhaustive, and outcomes can be missed.
Validation required the collection of data from
countries through various methods. Many independent agents who were contacted for substantiation
responded promptly, but others were not readily
available for interviews or surveys, making the evaluation process slower than expected. This resulted
in a lengthy process that was also accentuated by
the evaluation experts not being integrated into the
facilitating team from the beginning, meaning that
they had to rapidly become familiar with a complex
multi-level process of change.

Evaluation phases not pursued by SaluDerecho
and methodological issues
The two most challenging stages of assessing the
impact of an HRBA are the evaluation of impacts
on AAAQ resulting from policy changes, and the
evaluation of impact on health status resulting from
changes in AAAQ. Neither is appropriate for SaluDerecho. In both cases, it is necessary to isolate the
impact of changes in AAAQ from the impact of all
other non-health-system-related variables—since
health services are only one of the contributors to
improvements in health conditions.28
A mix of qualitative and quantitative evaluation methods seems appropriate for determining
the impact of policy decisions on AAAQ. Randomized control trials have been used to evaluate the
impact of social policies.29 The randomization process and ethical considerations are two challenges
DECEMBER 2015
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faced when implementing this technique. Alternatively, natural or social experiments (naturally
occurring treatment and control groups resulting
from the implementation of a policy) and “quasi-experiments” (using statistical and econometric
techniques like difference-in-differences, propensity score matching, and regression discontinuity)
designed to manage unobserved characteristics to
isolate effects and control for endogeneity have also
been used to evaluate the impact of social policies.30
Besides the challenges of data availability
and of the design of appropriate indicators, the
evaluation of impacts on health resulting from
changes in AAAQ might prove cumbersome, if
not theoretically problematic, due to endogeneity.31
Endogeneity occurs when the correlation between
dependent and independent variables can run
both ways or when there are other external factors
affecting the causality relationship between them—
for example, higher income can be a result of better
education, but better education can also result
from higher income. Omitted external variables,
such as labor opportunities and geography, can
also affect income even if education stays the same,
while geographic location can also affect the level
of education.32 Similarly, the causal relationship
between AAAQ and health is likely to run in both
directions, making it difficult to determine whether a correlation between AAAQ and health status
reflects the effect of AAAQ on health, the effect of
health on AAAQ, or the effect of some other attribute, such as socioeconomic status, on both AAAQ
and health status.33

Results
The following discussion summarizes impact. Results observed at the national, regional, and global
levels were identified using the Outcome Harvesting methodology. Because of space limitations,
most of our examples refer to Costa Rica.34

National
SaluDerecho has played a key role in integrating information from stakeholders and country practices
to inform policy options. It expanded stakeholders’
NUMBER 2
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awareness and knowledge of the main health system challenges and developed trust among them,
thus transforming tension and gridlock into action.35 As a result of multi-stakeholder agreements
for action reached in 2011, countries developed
national coalitions, achieving greater transparency
in information, new institutional arrangements
for policy, and training on human rights.36 An
example of a previously nonexistent institutional
arrangement achieved through SaluDerecho is the
Uruguayan Mesa Nacional de Diálogo. It started
in 2011 with the invitation by the president of the
Supreme Court to the Ministry of Health to discuss
health benefits and the right to health. Thereafter,
the National Health Fund and academia joined, and
the organizational arrangement was formalized. It
is now a sustained platform aimed at anchoring
inter-institutional policy debate and decision-making on health benefits.
Due to its success in forming an effective coalition, Uruguay became a model for other countries
to follow. With Uruguay’s help, Costa Rica was also
able to bring together a group of high-level judicial
authorities, the minister of health, current and
former presidents and directors of the Costa Rican
Social Security Institute, and influential academics
to form a powerful multi-stakeholder coalition.
Costa Rica institutionalized the coalition by creating the previously nonexistent Mesa Nacional de
Trabajo, a catalyst for change to address the challenges of fulfilling individuals’ right to health and
of achieving universal health coverage.37 Others,
including the Ombuds Office, medical associations,
pharmacists, lawyers, patients’ groups, and the
University of Costa Rica, also became involved and
together drove a national reform agenda.
Another example of previously nonexistent
organizational forms can be seen in Colombia—
home to an enormous volume of health-related
litigation and perhaps the most polarized country
on the issue—which created a national committee
in 2014. The committee’s first task was to coordinate public policy on health benefits. It engaged
the minister of health and social protection, the
national health superintendent, and the Ombuds
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Office, and expects to progressively involve other
stakeholders.38
The collaboration among the judiciary, executive branch, and academics in Costa Rica gained
momentum around the search for solutions to
pressing issues. There was increasing discontent
around the rising number of judicial actions, and
many cases were demanding that the Costa Rican
Social Security Institute pay for expensive pharmaceuticals for individual patients with less common
diseases.39 This situation, along with the rising costs
of pharmaceuticals, was of great concern—indeed,
even after the Social Security Institute updated its
pharmaceutical formulary and policies, the volume
of litigation did not diminish.
Because litigation is a symptom of underlying
structural problems in the health system, through
research and knowledge-exchange activities, the
Mesa Nacional de Trabajo determined that patient
waiting lists (inefficiencies in service delivery),
and not pharmaceuticals, were the main cause of
the continued litigation, and reached out to others
in SaluDerecho in search of patient waiting-list
management knowledge.40 Models from Spain
and Sweden were among those presented to the
Costa Ricans and to the SaluDerecho community
via www.saluderecho.net. All major Costa Rican
hospitals joined the debate live via webcast. The
working group then developed an action plan to
address the most pressing tasks.41
Besides the management of patient waiting
lists, the action plan included the identification of
areas where the judiciary and the executive could
collaborate to improve transparency in the system.
The Costa Rican judiciary conducted a thorough
quantitative assessment of health-related rulings,
demonstrating to both the Ministry of Health
and the judiciary the need to use evidence-based
information. As a result, Costa Rican courts started
to use evidence-based medicine in their rulings.42
Furthermore, Costa Rica joined the Cochrane
Collaboration, which granted the judiciary and the
Ministry of Health access to a network of 33,000
individuals who provide independent information
and evidence on medicines.43
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Regional
SaluDerecho’s regional work allowed countries
to be influenced by their neighbors, to advance
reforms more quickly, and to scale up efforts.
Countries now openly share their internal policy
discussions, provide feedback to one another on
proposed policies, and develop regional solutions
to shared challenges.
Given the force of the multi-country collaboration and the similarity in the challenges faced
by these countries’ health systems, SaluDerecho
created regional platforms for multi-country dialogue, knowledge exchange, and learning.44 The
process emphasized participation, improved transparency, and created opportunities for countries to
be accountable to one another. Countries formed a
regional collaborative and identified lines of action,
such as the systematization of claims data, capacity-building for judges and health officials, and the
creation of a network of researchers.
Inspired by the regional dialogue and country-level discussions, each of the countries has
begun to draw on national health data, the experiential knowledge of practitioners, evidence from
research, citizen feedback, and global expertise
to inform its reform options. Costa Rica became
a leading changing force in the region when it
adapted Brazil’s experience as reflected in the Cochrane Collaboration, reached a national high-level
agreement of using evidence-based medicine to
support judicial rulings, and spearheaded a regional debate on judicial accountability via www.
saluderecho.net. The use of evidence-based medicine for decisions on benefit plans initially faced
intense opposition from stakeholders in the different countries. However, the successful experience
of Costa Rica and the series of regional dialogues
it put forward promoted the adoption of a regional
mechanism for using third-party evidence to support judicial rulings. Brazil, Colombia, Costa Rica,
and Uruguay are now using this regional mechanism to improve transparency and accountability
in settling health-related litigation.45 The executive
in Mexico is now using the information to guide
priority-setting decisions.
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At the regional level, SaluDerecho introduced new regional organizational arrangements
around a shared purpose. A regional technical
committee was formed in 2013 by officials from
different countries to lead SaluDerecho’s agenda of
activities for advancing reforms toward universal
health coverage. Since 2010, four regional annual
multi-stakeholder fora have been held. Each forum
was hosted by a different country and focused on a
specific topic.
Additionally, in 2014, two disease-specific
country groups were formed, offering multi-country collaboration to advance policy solutions. One
on mental health, hosted by Peru, offered the first
multi-stakeholder dialogue on universal health coverage and mental health. Teams from Brazil, Chile,
Colombia, and Peru attended. Patients’ associations
were empowered to participate, identify challenges,
and learn about new approaches to service delivery
and their implications for mental health policy. The
other group, a multi-country committee on orphan
and rare diseases, influenced the content of Chile’s
recently approved congressional bill for sustainable
health care for these patients.

Online
Online activity included using social media and
SaluDerecho’s website to create a permanent and
specialized open forum to sustain an e-CoP, a tool
for knowledge sharing, mobilizing stakeholders
nationally and internationally, and facilitating
their participation in debates and decision making
processes. Countries use www.saluderecho.net to
organize in-depth discussions on policy issues,
write blogs, share public statements, and upload
videos and documents. Priority topics include the
right to health and judicialization, health systems,
prioritization in health, equity in health, and governance and health. For example, Costa Rica used the
website to connect with international experts and
to mobilize all hospital directors in the country to
learn about other countries’ systems for managing
patient waiting lists.
The e-CoP is a powerful tool for improving
transparency when used to live broadcast, across
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countries, previously closed policy processes for
feedback from health system actors. Examples
include the 2012 Colombian public hearing on
compliance with sentence T-760 of 2008 (ordering
structural changes to the system) and the Uruguayan national dialogue on drugs and high-cost
performance. Together, these events drew approximately 900 participants from around the world.
More importantly, this virtual activity is used
for just-in-time health policy consultations and for
supporting multi-stakeholder coalitions. For example, Colombia requested and received comments
from the e-CoP on the draft of its pharmaceutical
procurement policy. Brazil shared its clinical guidelines so that other countries could use them as they
were formulating their own. Since 2011, the e-CoP
has grown to more than 1,000 members from 45
countries, of whom 62% visit the site weekly for
discussions and information.46

Global
SaluDerecho’s global strategy focuses on building
strategic alliances with multilateral organizations,
renowned universities, and influential thinkers in
order to develop a shared understanding of the use
of human rights-based principles to improve health
systems, raise awareness, and push the agenda to an
international level. For example, stakeholders from
Australia, Canada, the Netherlands, Norway, South
Africa, the United Kingdom, and the United States,
together with those from developing countries,
developed a global dialogue around the challenges
of operationalizing the right to health. This activity
proved crucial in creating an enabling environment
that allowed regional and national approaches to
thrive. It mobilized needed resources, created political support, and brought state-of-the-art knowledge.
Over time, SaluDerecho also engaged teams
from Africa, East and South Asia, Eastern Europe,
and the Middle East in a series of global dialogues,
including symposia with the Salzburg Global Seminar and the Dartmouth Center for Health Care
Delivery Science. These set the stage for a global
dialogue among donors on operationalizing the
right to health and moved the discussion beyond
mere projects and programs.
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Conclusions and lessons learned
SaluDerecho’s experience shows the power of facilitated dialogue among multiple stakeholders, as well
as how regional and global activities can serve as
an umbrella for individual countries’ efforts. This
multi-level strategy helps countries speed up reforms and alleviates internal resistance to change.
Creating a “safe space” for national and regional
dialogue demonstrates the power of knowledge
as a connector between multidisciplinary actors
and as an essential ingredient that allows country
and regional coalitions to thrive. SaluDerecho
has increased participation, transparency, and
accountability among stakeholders, influencing
institutional and organizational changes and policy innovation at the national and regional levels.
Nonetheless, much more remains to be done.
It is important to establish, from the outset,
an evaluation framework and a systematic method for assessing results. Carrying out an HRBA is
a long, complex process of change that requires a
different approach from the one used to implement
pre-designed programs and projects. The process
develops its path as it evolves, and thus has implications for how to monitor and evaluate its impact. It
is not like evaluating projects with predetermined
inputs and expected outcomes.
The systematic evaluation of an HRBA faces information and methodological challenges,
even when using a multidisciplinary approach
and mixed evaluation methods. The Capacity
Development Results Framework seems to be an
appropriate framework for assessing SaluDerecho’s
impact, as it is a process of change. Meanwhile, the
Outcome Harvesting method allows the assessment
of impact to be actively immersed in the country’s
context and does not prescribe how the process
should evolve and what its result should be. It is a
participatory process where stakeholders, facilitators, and external parties collaborate to identify,
formulate, verify, and make sense of outcomes by
collecting evidence of what has been achieved.
The impact of an HRBA on health is not
direct. Its assessment benefits from a phased evaluation process in which each phase uses different
evaluation methods and indicators. Since countries
Health and Human Rights Journal

m. escobar, l. cubillos, and r. iunes / papers, 57-70

are at different stages of carrying out HRBAs, the
choice of evaluation approaches is context dependent. Evaluating the impact of AAAQ changes on
health status needs to consider endogeneity, as
methodological challenges can jeopardize the robustness of the results.
Even in middle-income countries in Latin
America, multi-stakeholders need a facilitated
process to “learn” how to use rights-based principles (participation, accountability, empowerment,
transparency, and non-discrimination) in health
policy. This process represents the first step toward
operationalizing the right to health. In the end, the
need for dedicated efforts to “internalize” human
rights-based principles should not be overlooked.
International support is necessary for this process
to evolve successfully in developing countries.
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