
Chile has maintained a dual health care system under
which its citizens can voluntarily opt for coverage by
either the public National Health Insurance Fund or

any of the country’s private health insurance companies.
Currently, 68% of the population is covered by the public
fund and 18% by private companies. The remaining 14% is
covered by other not-for-profit agencies or has no specific
coverage. The system’s duality has led to increasing in-
equalities, prompting the Chilean government to introduce
major reforms in health care provision.1 In this article, we
outline Chile’s recent reforms and the challenges surround-
ing their implementation.

Chile’s health care system is funded by a universal income
tax deduction equal to 7% of every worker’s wage. Whereas
the National Health Insurance Fund is wholly supported by
the government using general tax revenue, many private
health insurance companies encourage people to pay a vari-
able extra on top of the 7% premium to upgrade their basic
health plans. 

Because of this arrangement, the public and private health
subsystems in Chile have existed almost completely separate
from each other rather than coordinating to achieve common
health objectives. In the public sector, primary care services
are relatively well organized, delivering free medical, dental,
nursing and midwifery services at local health centres admin-
istered and owned by local municipalities. Secondary and ter-
tiary care are provided by a network of public outpatient and
hospital facilities with different levels of complexity. By con-
trast, the private sector has neglected the development of pri-
mary care networks, focusing mainly on the delivery of sec-
ondary and tertiary care.

The structural segmentation of Chile’s health care system
has resulted in low-income and high-risk populations being
served mainly by the public sector, while high-income and
low-risk populations are generally treated in the private sec-
tor.2 Low investment in preventive medicine and health pro-
motion has increased health care gaps among people in a
country experiencing a late stage of epidemiologic transition
away from infectious diseases to degenerative diseases.3,4

To address the issue, the Chilean Ministry of Health in
2000 set a number of health objectives for the decade and
proposed several bills to reform the health care system. The
following bills were submitted to the Chilean parliament: the
Health Authority and Management Law, which separates reg-

ulatory functions from those of health service providers; the
Private Health Law, which improves private sector regula-
tions; the Financing Government Expenditure Law, which se-
cures additional resources required to finance the reform; and
the Regime of Explicit Guarantees in Health Law, which es-
tablishes a universal health plan with explicit guarantees. 

These reforms would not have progressed had it not been
for: the consistent and energetic role of the executive power;
counteraction of political opposition; the use of human rights
rhetoric in discussions on reform; the role of the senate in
mediating between conflicting interests of stakeholders; a
move on the part of the government to mitigate the opposi-
tion of health professionals; and the emergence of mediating
parties, such as civil society organizations, that managed to
involve all political actors in a broader and less politicized
discussion.5

The universal health care plan

The key elements defined by the Regime of Explicit Guaran-
tees in Health Law6 are:
• A medical benefits package that consists of a prioritized

list of diagnoses and treatments for 56 health conditions
(see Appendix 1, available at www.cmaj.ca/cgi/content
/full/179/12/1289/DC1)

• Universal coverage for all citizens
• A set of guarantees specific to the universal health plan

and enforced by law that includes access, quality, opportu-
nity and financial protection.
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Key points

• Chile has recently implemented health care reform to ad-
dress growing inequalities.

• The reform establishes a list of 56 health conditions and
treatments for which coverage is guaranteed by law.

• The list was prioritized using a progressive set of criteria
that included burden of disease, effectiveness of treat-
ments, capacity of the health system, financial burden and
social consensus.



Prioritization of the health conditions and treatments was
based originally on an algorithm that included a number of
sequential variables (Table 1). Access and opportunity guar-
antees, on the other hand, were established mainly on the ba-
sis of experts’ opinions for each condition. The guarantee of
financial protection was defined using a number of studies
that analyzed the impact of covering the universal health plan
on the financing of the health care system. These guarantees
are shown in Table 2.

The universal health plan is delivered by pre-arranged
provider networks established by both the public and private
sectors. The list of conditions and treatments covered by the
plan is periodically revised to adapt priorities to new epidemi-
ologic situations.

Comparing Chile’s reform process with that
of other countries

The design of Chile’s universal health plan is similar to that
of one implemented in the state of Oregon — with a crucial
homegrown difference. In the Oregon Health Plan certain
health services are explicitly excluded in favour of others. In
Chile, to avoid controversial rationing of health services, the
plan must not reduce in any way the medical benefits for-
merly provided for health conditions not included in the
health plan.7,8

When compared with that of Canada’s health care system,
the basic structure of the Chilean system appears more cen-
tralized. In Chile the public sector plays a double role, acting
not only as the main insurer but also as the largest health care
provider in the country. A detailed, head-to-head comparison

between Chile and Canada, based on the framework devel-
oped by Lavis and colleagues,9 is provided in Table 3.

Using the “control knobs” framework of Hsiao and col-
leagues,10 we have compared Chile’s reform process with
that of several other relevant countries based on 5 core
characteristics: organization, financing, payment, regula-
tion and persuasion.

Organizationally, Chile’s health care reform strengthened
decentralization, which not only empowered local decision-
makers but also made them more responsible for outcomes,
analogous to the 1993 reform in Burkina Faso.11,12

As in Canada, adequate funding for the Chilean reform
was secured by the government through an increase in taxa-
tion.13 Nonetheless, these resources accounted for only the
public sector; members of the private sector had to raise their
premiums to cover the costs of the health plan. 

Financially, payment methods between insurers and
providers did not change significantly because of the reform.
However, some modifications have been observed in the pri-
vate system as providers now compete to offer the cheapest
alternatives using a scheme similar to preferred provider or-
ganizations in the United States.14

The inspection of quality standards and financial oversight
of the health care system are performed by an independent
agency of the government called the Superintendence of
Health. Similar agencies exist in Colombia15 and other Latin
American countries. 

The need to persuade health care consumers has been a
major concern during the implementation of Chile’s health
plan. The Ministry of Health has invested in several market-
ing strategies aimed at generating more active participation
of the public by encouraging people to demand their rights.
But it is probably too soon to evaluate the impact on this
area, since this kind of campaign, like the one launched
against tobacco in the United States,16 will show measurable
effects on consumer preferences many decades after being
implemented.

Analysis

CMAJ • DECEMBER 2, 2008 • 179(12)1290

Table 1: Variables used in an algorithm to establish a 
prioritized list of diagnoses and treatments for 56 health 
conditions covered under Chile’s universal health care plan 

Variables Operational proxy 

Magnitude Epidemiologic indicators, disability-
adjusted life years and gaps in 
mortality across socio-economic 
groups and user preferences. 

Effectiveness Treatments of each health condition 
were stratified into high, medium 
and low levels of effectiveness. 
Conditions whose treatments had a 
medium to high level of treatment 
effectiveness were prioritized. 

Capacity of the health 
care system 

A particular health condition was 
prioritized when the capacity to 
deliver services was considered 
adequate.  

Costs High-cost conditions (US$2 697 or 
more per annum) were prioritized. 

Social consensus Debate and social consensus were 
elicited by forums and “deliberative 
dialogues” with scientific societies, 
medical associations, universities 
and policy-makers. 

Table 2: Explicit guarantees in Chile’s health care plan  

Guarantee Duty 

Access The plan works by enforcing in law 
both private and public health insurers 
to offer the mandatory benefit 
package. 

Quality The benefits package can be provided 
by registered and accredited health 
providers only. The standards and 
accreditation mechanisms are defined 
by the health authority. 

Opportunity The provision of medical benefits 
cannot exceed a maximum waiting 
period. This time is variable depending 
on the diagnosis and settings defined 
for the condition.   

Financial 
protection 

The copayment charged to the 
beneficiaries cannot exceed 20% of the 
reference price defined by the health 
authority.  



Challenges

Chile’s complex process of setting health care priorities has
been praised and given a favourable welcome in the national
and international policy communities.17 However, a number
of challenges remain that should be addressed to achieve pro-
posed goals.

First, the process of setting limits and priorities has been
questioned for its legitimacy and fairness.18 Key elements of a
fair process have been described and labelled by Daniels as
“accountability for reasonableness”.19 Many of these ele-
ments, such as transparency, appeals, and procedures for re-
vising decisions, seem to be absent from the debates about
our reform process. Although there are institutions, mecha-
nisms and procedures to revise those conditions and interven-
tions that are guaranteed, the program lacks clearly estab-
lished mechanisms for social accountability.

Second, the process has emphasized the implementation and
measurement of all of the health plan’s guarantees except that
related to quality. Current discussions have stressed the need
for accreditation of health care organizations that deliver serv-
ices under the plan, which seems more related to the issue of
safety than to guaranteeing quality. On the other hand, a num-
ber of clinical guidelines aimed at directing and improving the
clinical decision-making process have been issued, which
seems to be a step closer to a guarantee of quality of care.

Third, the implementation of the universal health plan has
not been addressed seriously until now. The assumption that
organizations and health professionals would comply imme-
diately with the laws when they were issued was naive. For
instance, the administrative burden of recording information
each time a general practitioner makes a presumptive diagno-
sis of hypertension or diabetes (conditions covered under the
health plan) is huge. Additionally, there is a strong distrust by
many health professional associations in the performance of
the health system reform. Their uncertainty has been fuelled
by the lack of transparency in the initial priority-setting
process and by unsolved problems with the central informa-
tion system where data are still manually codified. Not sur-
prisingly, therefore, many health professionals do not recom-
mend the use of guarantees, even though they are obliged to
do so by law.

Conclusion

Chile’s universal health care plan has been of great signifi-
cance from both a social policy and a legal perspective. It es-
tablishes a health care system that incorporates a number of
guarantees. Although it is still early to comprehensively eval-
uate the reform, we think a number of challenges should be
addressed at this stage to improve the health care system.
Three issues require urgent analysis: the legitimacy and fair-
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Table 3: Arrangements for governance, financial coverage and delivery of health services in Chile and Canada 

Arrangement Chile Canada 

Governance National government acts as both public insurer and 
provider of health care  

 An independent regulatory agency acts as steward of 
the country’s health care system 

Provincial and territorial governments act as 
health insurer (with support of transfers from 
federal government) and regulator 

 Regional health authorities act as regulators and 
coordinators of the local network of providers 

Regional health authorities play a key role in 
decisions to allocate resources  

Financial National and municipal governments cover primary 
care, which is free at the point of delivery 

A public insurer covers all hospital-based and 
physician-provided care 

 National government covers most secondary and 
tertiary care for publicly insured patients, with 
associated different levels of copayment  

A mix of public and private payers covers other 
types of care 

 Private for-profit and not-for-profit insurers cover the 
rest of the population according to terms and 
conditions agreed on with each person or employer in a 
contract referred to as the health plan                                  

Delivery Municipal governments own primary care facilities, 
where much of public primary health care is delivered 

Private practice and private not-for-profit 
hospitals deliver medically necessary care with 
first-dollar, one-tier public payment 

 

Public hospitals, administered and owned by regional 
health authorities with different degrees of 
management decentralization, deliver secondary and 
tertiary care for publicly insured patients 

A mix of private not-for-profit and private for-
profit organizations deliver other types of care 
with varying degrees of public and private 
payment. 

 

Private for-profit and not-for-profit ambulatory centres 
and hospitals deliver care for patients with private 
insurance  

 
Physicians in private practice deliver ambulatory 
specialty care on a fee-for-service basis  



ness of the priority-setting process at the policy-making level,
the implementation of the guarantee related to quality of care
and the need for processes and strategies to implement the
health plan at the organizational level. A number of initiatives
developed to introduce scientific evidence into health policy
could be used to tackle these challenges.20,21 Such initiatives
would require a much closer collaboration between policy-
makers and researchers with a common aim of improving the
general health of the Chilean population.
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