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GENERAL SITUATION AND TRENDS

Socioeconomic, Political, and Demographic Overview

Chile has a surface area of 756,626 km2. The most recent
census, conducted in 1992, showed the population to be
13,348,401, with an intercensus growth rate of 1.64%.

The projected population in June 1996 was 14,418,864. The
urban population makes up 84.7% of the total. The largest
concentrations of population are found in the Santiago met-
ropolitan area (39.8%), followed, in terms of population den-
sity, by the Biobío region (12.8%),Valparaíso (10.3%), and the
region of Los Lagos (7.1%). The country comprises 13 re-
gions and 341 communes.

Chile’s economy has been largely positive in recent years.
The gross domestic product (GDP) has grown steadily since
1960, with a significant rise in the past five years and an aver-
age annual growth rate of 7.4% in the 1990–1995 period and
of 7.2% in 1996. Per capita income, estimated at US$ 2,450 in
1990, increased to US$ 4,987 in 1996. In 1996, Chile ranked
33rd according to the human development index of the United
Nations Development Program, up from 38th place in 1994.

The rise in the GDP, together with the improvement in
other indicators—including the total investment rate
(28.0%), the annual median gross domestic rate (9.8%), ex-
ports of goods and services (9.1%), imports of goods and ser-
vices (11.9%), and prepayment of the foreign debt and a
lower inflation rate (6.6% in 1996)—have strengthened the
country’s economy. The balance of payments was positive
throughout the 1991–1996 period, ranging from US$ 577 mil-
lion in 1993 to US$ 3,194 million in 1994, with an average of
US$ 1,294 million. The consumer price index, which is used
as a gauge of inflation, fell from 27.3 in December 1990 to
12.2 in December 1993, and then it leveled off at between 8
and 9 in 1994, 1995, and 1996. There was also growth in the
construction industry. In 1991 the built-up area totaled
8,633,855 m2. Of that area, 64.4% consisted of housing units,

29.0% were industrial or commercial buildings, and 6.7%
were service sector buildings. In 1995, the total built-up area
increased to 13,101,655 m2, of which housing accounted for
62.7%, industrial or commercial facilities for 31.6%, and the
service sector for 5.8%.

In the area of education, according to the 1992 census, the
literacy rate in the population over the age of 15 years was
91.2% and it was estimated at 94.5% in 1995. The educational
system comprises the primary level (primary school atten-
dance is compulsory) and the secondary and higher levels. In
1995, a total of 3,533,047 students were enrolled at all lev-
els—7.5% in preschools, 62.3% in primary schools, 20.9% in
secondary schools, and 9.3% in higher learning institutions.
These figures indicate enrollment rates of 95.7% at the pri-
mary level and 79.3% at the secondary level. The average
amount of schooling in 1995 was 9.57 years.A program of ed-
ucational reform currently under way will increase the num-
ber of required hours of school attendance at the primary and
secondary levels.

According to the New National Employment Survey, the
economically active population increased from 4,550,000 in
1988 to 5,500,000 during the four-month period from Janu-
ary to April 1996. Female participation in the labor force has
increased slightly, from 31.8% in 1990 to 33.7% in 1996 for
the country as a whole. The biggest increases were registered
in Tarapacá (40.4%) and the Santiago metropolitan area
(39.4%) and the smallest were in the regions of Araucanía
(22.4%) and Coquimbo (26.0%). A comparison of the figures
from the survey conducted in the October–December period
each year reveals that the unemployment rate has decreased
gradually over the past several years, dropping from 5.69% in
1990 to 4.7% in 1995. The four-month unemployment survey
for 1996 shows that the rate rose again to 5.4%. This increase
can be attributed to the adjustment measures that were
adopted for the purpose of curbing the growth rate and thus
forestalling inflationary pressures. These measures caused
the job market to decline but also reduced consumption and
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helped keep inflation below double-digit rates for several
years running. Annual rates (averages of the rates for 12
months) reveal positive changes, with the unemployment rate
dropping from 8.2% in 1991 to 6.4% in 1996, the lowest of the
decade. The unemployment rate was higher among women
(7.9%) than among men (5.6%), with regional variations
ranging from a low of 1.6% in Aysén to a high of 7.9% in
Biobío.

In April 1996 the hourly wage index reached a nominal
value of 153.28 (April 1993 = 100), which represented an in-
crease of 0.8% with respect to the index for March 1996 and
5.3% with respect to December 1995. The cumulative in-
crease over the 12 months from April 1995 to April 1996 was
14.6%. The sectors of economic activity that posted the great-
est cumulative increases over 12 months were transportation
and communications (18.0%) and public services (16.1%);
the smallest increase was in construction (8.1%). By occupa-
tional category, the largest increases were reported in the op-
eration and assembly of tools and machinery (20.3%) and
professional services (18.2%); the smallest increases oc-
curred among personal service workers (10.9%) and skilled
workers (11.6%). Real wages showed an annual positive trend
(4.1% increase, on average, for the most recent period). Nego-
tiations among the Government, business owners, and labor
organizations have resulted in a slow but steady rise in the
monthly minimum wage, which increased from US$ 92 in
1989 to US$ 157 in 1996.

As for the structure of the labor force by sector of eco-
nomic activity, the service sector employed the largest per-
centage of workers (25.16%), followed by commerce (18.1%),
and industry and manufacturing (16.16%).

With regard to poverty rates, the results of the socioeco-
nomic surveys (CASEN) conducted by the Ministry of Plan-
ning indicate that poverty decreased, although the rates var-
ied from region to region. In 1984, it was estimated that
44.6% of the population could be classified as poor; the pro-
portion fell to 32.7% in 1992 and to 25.0% in 1996. According
to the 1994 CASEN survey, the regions with the highest levels
of poverty were Maule (VI), with 40.5%, and Biobío (VIII),
with 40.3%. The regions with the lowest levels of poverty were
Magallanes (XII), with 14.8%, and the Santiago metropolitan
region, with 20.9%. In rural areas, the highest level of poverty,
43.5%, was found in the Tarapacá region (I). In urban areas,
Biobío (VIII) was the poorest region (40.9%). The distribu-
tion of poverty by sex shows that females are at a slight disad-
vantage compared to males (28.9% versus 28.0%, respec-
tively). The proportion of indigence also was higher among
females than among males (8.2% versus 7.8%).

The birth rate has shown a marked decline, especially dur-
ing the 1960s. This trend has been associated with a decrease
in the fertility rate, which was only 2.65 in the 1985–1990 pe-
riod. In 1945 the birth rate was 35.5 per 1,000, and it re-

mained at that level until the 1960s (36.3 per 1,000 in 1965),
after which the rate dropped substantially as a result of pro-
grams that were implemented to encourage responsible par-
enthood. In 1975, the birth rate was estimated at 24.2 per
1,000 population; by 1995, it had dropped to 19.7 per 1,000.
That same year, the fertility rate was 2.5 children per woman,
which represents a large reduction compared with the rate of
3.2 reported in 1975.

Mortality and Morbidity Profile

After a sharp decline, mortality has leveled off in recent
years. In 1995, the rate was 5.5 per 1,000 population. Total
mortality in 1945 was around 19.1 per 1,000, a figure that fell
by two-thirds during the 1970s (7.2 per 1,000 in 1975). In
1995, mortality among children aged 1 to 4 years was 0.6 per
1,000 population, maternal mortality was 0.3 per 10,000 live
births, and mortality in the group aged 15 to 44 was 1.3 per
1,000 population. In the group aged 45 to 54, the mortality
rate was 7.5 per 1,000 population, and among those aged 65
and over the rate was 51.4 per 1,000 population.

The leading causes of death in 1995 were diseases of the
circulatory system, with a specific rate of 149.5 per 100,000
population (27.8% of all deaths that year); followed by malig-
nant neoplasms, with a rate of 115.7 per 100,000 (20.7% of all
deaths that year); injuries and poisoning, with a rate of 63.6
per 100,000 (11.8% of all deaths that year); and diseases of
the respiratory system, with a rate of 61.2 per 100,000 (11.4%
of all deaths that year).

With the changes in the above-mentioned indicators, life
expectancy at birth in 1996 increased to 78.3 years for women,
72.3 for men, and 75.21 for both sexes. For the census interval
1920–1992, the change in these indicators represents an in-
crease of 40.47 years in life expectancy at birth for females
over the period (0.62 year per year during the interval), and
45.06 years for males (0.55 year per year during the interval).

There were sex differentials in the causes of death, notably
the excess male mortality from injuries and poisoning (al-
most four times greater). Male mortality from diseases of the
digestive system also was greater (1.60 times). Excess male
mortality of 1.28-fold for conditions originating in the peri-
natal period and 1.26-fold for diseases of the central nervous
system and sense organs is also observed. Excess female mor-
tality exists in the case of diseases of the musculoskeletal sys-
tem (3.22 times greater) and diseases of the skin and cellular
and subcutaneous tissue (1.86 times greater). An analysis of
the leading causes of death in 1960 by the National Statistics
Institute reveals that, in that year, 26.2% of all deaths were
due to enteritis, colitis, and pneumonia (ICD-7, A89, A104,
A132). In 1995, these causes accounted for only 9.15% of all
deaths (ICD-9, 008, 009, 480). In 1960, the group comprising
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arteriosclerosis and other heart diseases (ICD-7, A81 and
A82) accounted for 5.69% of all deaths; that percentage rose
to 14.43% in 1995 (ICD-9, 410–414, 415, and 416). In 1990
and 1995 no cases of measles were reported, whereas in 1960
measles still accounted for 2.15% of all deaths. Also in 1960,
3.9% of all deaths were caused by pulmonary tuberculosis
(ICD-7, A1), whereas in 1995 only 0.5% of deaths were attrib-
uted to this cause (ICD-9, 010–012).

Mortality has decreased in all age groups, but the largest
reductions have occurred among women and among children
under the age of 5 years. In 1980, the latter group accounted
for 12.7% of all deaths, and in 1994 it accounted for only
5.4%. The decline in mortality rates in the group aged 55 and
older has been comparatively small, which increases the rela-
tive importance of older adults in total mortality figures for
the country as a whole. Excess male mortality in 1994 was
1.25. For the period 1995–2005, life expectancy at birth was
estimated at 75.2 years for both sexes: 78.3 years for females,
and 72.3 years for males.

Analysis of mortality by cause in 1995 reveals that the four
most frequent causes of death were acute myocardial infarc-
tion (ICD-9, 410), which accounted for 7.3% of all deaths that
year; followed by bronchopneumonia (ICD-9, 485), which ac-
counted for 5.9%; acute cerebrovascular disease (ICD-9, 436),
which accounted for 4.4%; and cirrhosis and other chronic
liver diseases (ICD-9, 571), which accounted for 4.2%.

Based on a study of the burden of disease conducted by the
Ministry of Health, in which disability-adjusted life years
(DALYs) were calculated, the five leading causes of death were
congenital anomalies (7.53 per 1,000 population), acute lower
respiratory infections (5.23 per 1,000 population), ischemic
heart disease (4.9 per 1,000 population), hypertensive disease
(4.37 per 1,000 population), and cerebrovascular disease
(4.19 per 1,000 population).

A total of 1,404,478 hospitalizations were registered in
both public and private institutions in 1996; most were for
causes related to pregnancy, childbirth, and the puerperium.
In 1995, the occupancy rate in public hospitals was 69.7, with
an average hospital stay of 7.10 days and 33.7 discharges per
bed. In private-sector establishments, a total of 370, 811 dis-
charges were reported, with an average stay of 5.7 days, an oc-
cupancy rate of 57.5, and 32.1 discharges per bed.

The leading reason for outpatient consultations is high
blood pressure. By groups of causes, diseases of the respira-
tory system account for the largest proportion of health ser-
vice visits (24.0%) and are the reason for about 40% of all vis-
its at the primary care level.

The consultation rate per person, which in 1985 was 1.28,
decreased to 1.07 in 1996. Of the total number of consulta-
tions and routine visits in 1996, almost one-third (30.6%)
were children, and of them about 10% were routine well-child
visits. Another 10% of the consultations took place in the

framework of the Women’s Health Program, and 55% were
adult medical visits.

The ratio of nurses to doctors attending children at well-
child visits has shown a sustained decline since 1981. In that
year, nurses were performing 8.8 well-child examinations for
every examination performed by a physician; in 1996, the
ratio was 6.03, which is a reflection of the shortage of nurses
in the country, especially at the primary care level. The ratio
for health service visits for reasons other than well-child care
was 0.03 in 1996.

SPECIFIC HEALTH PROBLEMS

Analysis by Population Group

Health of Children

Infant mortality has shown a marked decline, which has
continued in recent years, as a result of the sharp reduction in
birth rates and high rates of prenatal care and professional
care at childbirth. In 1995, 99.50% of births were attended by
trained birth attendants. Other factors contributing to the re-
duction in infant mortality include the extensive coverage of
child growth and development monitoring programs, vacci-
nation programs, and supplementary feeding programs; ris-
ing educational levels, especially among women; improve-
ments in basic sanitation; and use of perinatal treatment
technologies. In 1945, the infant mortality rate was estimated
at 165 per 1,000 live births, whereas in 1995 it was only 11.1
per 1,000 live births. The neonatal mortality rate was 6.1 per
1,000 live births in 1995, the late infant mortality rate was 5.0
per 1,000, and the early neonatal rate was 4.5 per 1,000. In
1975, infant deaths accounted for more than one-third of total
mortality, and in 1995 they accounted for only 3.96%. Neona-
tal deaths in 1995 accounted for 57.1% of all deaths in the age
group under 1 year old.

With regard to the distribution of mortality in the country,
regional disparities in infant mortality were noted in 1995,
with rates ranging from a low of 9.6 per 1,000 in Magallanes
to a high of 14.6 per 1,000 in Antofagasta. The regions with
the highest infant mortality rates, after Antofagasta, are Arau-
canía (14.3 per 1,000 live births) and Biobío (14.1 per 1,000
live births).

With regard to differences in mortality by living condi-
tions, infant mortality in 1994 in the Western Santiago Health
Service, which serves the rural and most impoverished popu-
lation, was 11.4 per 1,000; in the Eastern Metropolitan Health
Service, which serves a higher-income population, the rate
was 7.6 per 1,000 live births.

Better nationwide coverage of the Expanded Program on
Immunization (EPI) and the cold chain resulted in fewer
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deaths from vaccine-preventable diseases in the past decade.
The coverage of BCG vaccine in 1996 reached 97.99 per 100
newborns. In the same year, the coverage with three doses of
DTP (diphtheria, tetanus, and pertussis) was 94.16 per 100
newborns, and coverage with three doses of polio vaccine was
94.26 per 100 newborns. Mortality from diphtheria fell to 0 in
1992. The last death from this cause occurred in 1991. The
measles mortality rate decreased from 0.2 in 1989 to 0 in 1990,
and since then no deaths from this cause have been reported.

Mortality among children aged 1 to 4 has fallen to 0.6 per
100,000 population in this age group in 1995. This reduction
has been associated with the expansion in coverage of pri-
mary health care in urban and rural areas and in coverage of
EPI, as well as the decrease in morbidity and mortality from
vaccine-preventable infectious diseases—in particular, mor-
tality from diarrheal diseases and acute respiratory infections.

Since 1975, the maternal and child health program in Chile
has been applying a high-risk approach in obstetric and peri-
natal care. One of the results of this approach has been a
steady decline in the percentage of low-birthweight infants,
which fell from 5.7% in 1991 to 5.0% in 1995.

Some improvement also has been noted in nutritional defi-
ciency indicators among children under the age of 6 years
participating in regular growth monitoring programs in pub-
lic health establishments, with slight but sustained decreases
in nutritional disorders. At the same time, however, there has
been a slight increase in the prevalence of overweight.

In 1996, 60% of hospital discharges of children under the
age of 2 years were associated with respiratory causes.

With respect to outpatient consultations, the country has
no nationwide tracking system. Data are available only for
1990, when 57% of medical visits by children under the age of
15 were for acute respiratory infections, 18% were for infec-
tious and parasitic diseases, and 9% were for skin diseases.

In studies conducted in 1990 among children enrolled in
preschools operated by the National School Assistance and
Scholarship Board, 11 episodes of acute illness per child were
recorded in children observed over a period of 100 months,
57% of which were due to respiratory infections, 13.9% to skin
diseases, and 10.5% to diarrheal diseases. The comprehensive
school health system of the Ministry of Health, which covers
children aged 6 to 10 who attend municipal and publicly sub-
sidized private schools, reports that 5.8% of all schoolchildren
have visual deficiencies, 8.2% have posture problems, and
2.2% have hearing problems. Programs have been imple-
mented to refer schoolchildren with these types of problems to
medical specialists in the public and private sectors.

With regard to hospital discharges, the available data indi-
cate that for 1993 the principal cause associated with hospital
discharge in the group aged 10 to 14 was injury and poison-
ing, which was associated with 704.9 discharges per 100,000
population. The next most frequent causes were diseases of

the digestive system (569.28 discharges per 100,000 popula-
tion) and diseases of the respiratory system (404.68 dis-
charges per 100,000 population). As for sex differentials,
among males aged 10 to 14, the most frequent causes associ-
ated with hospital discharge were injuries (955.99 per
100,000 population) and diseases of the digestive system
(625.60 per 100,000 population); among females in the same
age group, the most frequent causes were diseases of the di-
gestive system (511.4 per 100,000 population) and injury
(445.40 per 100,000 population).

Health of Adolescents

Adolescents in Santiago suffer 2.8 episodes of illness per
year, with a medical consultation rate of 1.58 per person in
1995. Based on studies carried out in 1990, ill-defined causes
account for the largest proportion of these episodes, followed
by acute respiratory infections and digestive disorders. Of the
patients referred to the secondary care level, 40% were psy-
chiatric patients, 18% were ophthalmology patients, 11%
were dermatology patients, and 5% were trauma patients.

The most frequent cause associated with hospital dis-
charges in the group aged 15 to 19 years is childbirth (2,272
per 100,000 population), followed by injuries and poisoning
(823.65 per 100,000 population). In this age group, addiction
is a serious problem, to which the Government has assigned
high priority. The National Drug Abuse Control Council
(CONACE) has implemented a national drug information sys-
tem. In 1994, CONACE surveyed 8,271 persons age 12 to 64,
who represented 80% of the population in the country’s urban
areas and five geographic regions (Norte Grande, Norte Chico,
Santiago metropolitan region, Zona Sur, and Zona Austral).
The survey found a lifetime prevalence of drug use (i.e., use of
at least one of three illicit drugs—marijuana, cocaine paste,
and cocaine hydrochloride—at least once in a lifetime) of
9.43% among those aged 12 to 18 for the country as a whole.
By region, the highest lifetime prevalence rates were found in
Norte Grande (the Tarapacá and Antofagasta regions), where
the rate was 9.7%, and the Santiago metropolitan region,
where the rate was 12.4%. Lower rates occurred in Zona Sur
(Libertador B. O’Higgins, Maule, and Biobío), where the life-
time prevalence was 6.4%. The lowest rate was found in Zona
Austral (Araucanía, Los Lagos, Aysén, and Magallanes), with a
prevalence of 5.0%. Norte Chico (Atacama, Coquimbo, Val-
paraíso) had a prevalence of 7.1%. With regard to the types of
drugs used among young people aged 12 to 18, the CONACE
study showed that the lifetime prevalence by drug used was
9.03% for marijuana, 1.92% for cocaine paste, and 1.57% for
cocaine. For all those surveyed, use of cocaine paste was found
to be most frequent among those in the lower socioeconomic
strata (lifetime prevalence of 3.16%), and cocaine use was
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most frequent among those in the upper-middle and upper in-
come groups (lifetime prevalence of 3.24% and 3.59%, respec-
tively). By region, the lifetime prevalence is 3.9% in Norte
Grande, 1.0% in Norte Chico, 2.6% in the Santiago metropoli-
tan region, 1.1% in Zona Sur, and 0% in Zona Austral.

The prevalence of tobacco use in the month immediately
preceding the survey was 24.27% among young people aged
12 to 18. In the same age group, the prevalence of alcohol use
in the month immediately preceding the survey was 24.04%
and that of tranquilizer use was 1.08%.

Health of Adults

In 1994, mortality in the group aged 15 to 59 was 2.21 per
1,000 population; male mortality was double female mortal-
ity, with little variation in rates by region. Sex differentials
were noted mainly in relation to accidents and violence
(118.05 per 100,000 population among males versus 18.80
per 100,000 among females) and in diseases of the circula-
tory system (43.84 per 100,000 population among males and
25.01 per 100,000 among females).

Mortality in the group aged 15 to 44 decreased slightly,
dropping from 12.6% in 1984 to 11% in 1995, and the rate in
the group aged 45 to 64 decreased to 7.6 per 100,000 persons
in this age group. By groups of causes, proportional mortality
from infectious diseases decreased for both sexes (from 3.6%
of all deaths in 1984 to 2.7% in 1995), as did the rate for ex-
ternal causes (from 12.4% in 1984 to 11.3% in 1995) and that
of diseases of the circulatory system (from 28.4% in 1984 to
26.9% in 1995). The proportion of deaths due to malignant
neoplasms increased (from 16.6% of all deaths in 1984 to
21.7% in 1995), as did the proportion due to endocrine and
metabolic disorders (from 2.3% in 1984 to 3.6% in 1995).

Health of the Elderly

Adults over the age of 60 make up 9.71% of the country’s
population. Deaths in this age group in 1995 totaled 54,527
(69.4% of all deaths that year), yielding a mortality rate of
39.1 per 1,000. By cause, in 1994 diseases of the circulatory
system and malignant neoplasms together accounted for
57.1% of all deaths; the next most frequent groups of causes
were respiratory diseases (13.5%) and digestive diseases
(6.1%). With regard to hospital discharges, the rate in 1993
was 174.8 discharges per 1,000 population in the over-65 age
group. The most frequent causes of hospitalization were dis-
eases of the circulatory system, which generated 35,418 dis-
charges, for a rate of 41.19 discharges per 1,000 population,
followed by diseases of the respiratory, digestive, and geni-
tourinary systems; injuries; and malignant neoplasms.

According to data from the only existing study on the
needs of the elderly in urban areas, which was conducted in
1984 in a population sample of 1,500 older adults, 71.9% in-
dicated that they suffered from some disease. Of that percent-
age, 17.7% had a disease of the circulatory system and 14.9%
had a disease of the musculoskeletal system (14.9%).

According to the results of the 1992 CASEN, 65.2% of the
elderly persons surveyed said they had suffered no episodes
of acute illness or accidents during the preceding three
months, and most of those who indicated they had been ill
(close to 90%) had received medical attention. Around 70%
required medication; 57% of them were able to acquire drugs
they needed (31.8% purchased them and 18% received them
free of charge). The survey also showed that 75% of the popu-
lation over 65 years of age is covered by the public health care
system, 11% go to private physicians, 5% receive care through
private health insurance institutions (ISAPREs), and 4% are
covered under the Armed Forces health care system.

Health of Women and Families

Maternal mortality, which increased to 30 per 100,000 live
births in 1995, has shown a leveling-off trend. In 1960, the
rate was estimated at 300 per 100,000 live births, and one-
third of the deaths were attributed to abortion. The Responsi-
ble Parenthood Program has helped to substantially reduce
maternal deaths.

With respect to domestic violence, in 1993 it was estimated
that one of every four women, regardless of socioeconomic
level, had been the victim of physical or psychological abuse.
One-third of women acknowledged having been a victim of
psychological abuse. Surveys conducted by UNICEF in 1995
reveal that only 22% of minors interviewed had never suf-
fered any type of abuse, and 34% had suffered severe physical
abuse. In response to these high rates, initiatives have been
mounted to provide prevention and/or assistance services to
victims, and legal changes have been promoted with a view to
increasing protection for minors who are victims of violence.

The marriage rate has fallen from 7.5 per 1,000 population
in 1990 to 6.1 per 1,000 in 1995. A total of 87,205 marriages
took place in the latter year.

Workers’ Health 

In 1993, an estimated 68% of the employed labor force had
some kind of protection against occupational health prob-
lems, generally in the form of insurance covering occupational
risks (work-related accidents and diseases). This insurance is
administered by one of three authorized institutions—the
workers’ compensation fund, which covers 24% of the em-
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ployed labor force; employers’ mutual insurance, which covers
74% of the employed labor force; and authorized insurance
administration companies, which cover the remaining 2%.
Oversight functions are carried out by the health services.

Available data indicate that the accident rate in 1993 for
workers covered by mutual insurance was 12.5 per 100 cov-
ered workers, with significant variations by region and sector
of activity (for example, the accident rate is higher in the con-
struction, industry, mining, and agriculture sectors). The ac-
cident rate is inversely correlated with the size of the com-
pany, which is explained by the fact that all companies with
more than 100 employees are required to have a department
of risk prevention.

A large proportion of work-related health problems are
not reported to the National Health Services System (SNSS).
The most frequent claims are for diseases of the skin, hear-
ing disorders, and musculoskeletal system diseases. Based on
available information, in 1992 the most frequent work-
related health problems were dermatitis, hearing loss, and
tendinitis.

Health of the Disabled

Data from the 1992 census indicate that there were 283,888
persons in Chile with some kind of disability (total blindness,
total deafness, muteness, paralysis, or mental impairment),
which is 2.12% of the total population. Disability is slightly
more common among males (male/female ratio, 1.16). The
most frequent disability is paralysis (36.2%), followed by
mental impairment (30.4%), deafness (21.1%), blindness
(14.5%), and muteness (4.8%). Blindness is the only disabil-
ity that is more frequent among females.

According to available data, in 1955 the pension administra-
tion system paid 4,131 disability pensions; 82% were for total
disability. The most frequent reasons are psychiatric disorders,
followed by neurological disorders, heart problems, and can-
cer, with significant variations according to age and sex.

Health of Indigenous People

Available epidemiological information, although incom-
plete, shows that the communes with the largest concentra-
tions of indigenous populations have lower health indicators
than the rest of the country. One recent study yields an epi-
demiological profile based on information from 39 communes
where 20% or more of the population is indigenous. The infant
mortality rate in the period 1988–1992 varied among different
indigenous groups: among the Aymará the rate was 40 per
1,000 live births; among the Atacameños, 57 per 1,000; among
the Rapa Nui, 32 per 1,000; and among the Mapuche, 34 per

1,000. Health conditions among the indigenous population ap-
pear to have deteriorated more in urban areas than in rural
ones. The conclusions of the aforementioned study constitute
a first step toward characterizing the health situation of in-
digenous communities throughout Chile.

Analysis by Type of Disease

Communicable Diseases

Vector-Borne Diseases. Triatoma infestans is present in
Chile between the 18°309 and 38°359 parallels, an area that
encompasses regions I (Tarapacá), II (Antofagasta), III (Ata-
cama), and IV (Coquimbo). The population exposed to Cha-
gas’ disease numbers 500,000 persons, distributed among 43
communes. Based on serological studies, 19% of the popula-
tion is seropositive. In the endemic areas, blood is regularly
screened in the blood banks of the 57 hospitals that serve
75.7% of the donors in the country. The most recent data
available on the incidence of the disease, which date from
1994, indicate a rate of 3.3 per 100,000 population. It is esti-
mated that in 1996 there were a total of 11,721 infested
households in regions I and IV. Control programs applied in
these regions in 1995 reduced the percentage of infested
households from 51% to 2%.

Mortality from hydatidosis decreased from 0.5 per 100,000
population in 1981 to 0.24 per 100,000 in 1994 (34 cases). In
1994 an incidence rate of 2.4 per 100,000 population was re-
ported (332 cases). The prevalence of hydatidosis in slaugh-
terhouses has remained stable at about 10% of slaughtered
animals.

There are no known cases of yellow fever. Eight cases of
malaria were reported in 1994. No up-to-date studies exist on
Aedes aegypti infestation in urban areas.

Vaccine-Preventable Diseases. The incidence of diphthe-
ria in 1995 was 0.01 per 100,000 (two cases). The rate has de-
creased slowly but steadily, with periodic variations. Between
1991 and 1995, 25, 12, 8, 4, and 3 cases, respectively, were re-
ported. Fewer than five deaths have been reported every year
since 1987, and no diphtheria deaths have been reported
since 1991 (one case).

The number of cases of whooping cough reported in the
past five years has varied, because the disease tends to occur
in cyclical outbreaks. In 1990, 59 cases were reported, with
two deaths; in 1991, 61 cases and two deaths; in 1992, 264
cases and four deaths; in 1992, 59 cases and two deaths; in
1993, 517 cases; in 1994, 10 cases; and in 1995, 361 cases, with
no deaths. Two outbreaks were reported during the period
1992–1997. The first occurred in 1993, when the incidence
rate was 4.3 per 100,000 population (517 cases and five
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deaths), and the second occurred in 1996, when the rate was
5.0 per 100,000 population (600 cases and two deaths).

Measles also tends to occur in epidemic cycles of approxi-
mately four years’ duration. The last outbreak was in 1988,
when 45,079 cases were reported, with a morbidity rate of 351
per 100,000. In 1989, there were 13,008 cases. In 1990, the
number decreased to 1,958, with no deaths. In 1991 the num-
ber of cases rose again to 2,098, but in 1992 it dropped to 397
cases, two of which were fatal. Since 1993, no measles deaths
have occurred. Morbidity has been successfully controlled
thanks to two national vaccination campaigns conducted in
1992 and 1996 and subsequent active epidemiological sur-
veillance. Between 1993 and 1996, the country had only two
cases, both imported; the last case occurred in 1993.

No cases of poliomyelitis were reported during the
1976–1996 period.

Tetanus has been controlled in the country. Incidence rates
have remained very low: 0.4 per 100,000 population in 1971
(41 cases) and 0.1 per 100,000 population in 1994 (11 cases,
no deaths). No cases of neonatal tetanus occurred in 1995,
and in 1994 only 1 of the 11 cases reported was neonatal.

The incidence of rubella has shown a downward trend,
with noncyclical outbreaks; the last occurred in 1988. The
rate fell from 54.9 per 100,000 population in 1990 to 16.5 per
100,000 in 1994.

Cholera and Other Intestinal Infectious Diseases. Since
the outbreak of cholera in 1991—in which there were 41 con-
firmed cases, with a case fatality rate of 4.8%—the disease
has been under control. The last reported case was in 1994.

The number of cases of typhoid and paratyphoid fever de-
creased by more than 50% between 1980 and 1990. In 1990
the incidence rate was 39.3 per 100,000 (5,172 cases). The re-
ported death rate for that same period was 0.22 per 100,000.
However, two distinct phases can be identified in the trend of
the disease during the period: between 1980 and 1983, the
rate rose from 97.6 to 119.8 per 100,000 and then began to
fall again until 1990. The cholera outbreak in 1991 led to the
application of a series of control measures, which also
brought about a spectacular reduction in typhoid fever as well
as hepatitis. In 1994, the morbidity rate for the latter disease
was the lowest in Chile’s history: 11.2 per 100,000 population
(1,565 cases).

Hepatitis A is the most frequently reported sanitation-re-
lated enteric disease in the country. The incidence rate be-
tween 1980 and 1984 increased from 36.7 to 107.6 per
100,000, subsequently falling to 66.5 per 100,000 in 1990
(11,400 cases). Since the start of the cholera epidemic, the in-
cidence of hepatitis A has declined dramatically from 66.6 in
1991 (8,909 cases) to 38.9 per 100,000 in 1992 (5,291 cases).
However, after that year, the rate began to climb again, and in
1994 it reached 90.8 per 100,000 population (12,732 cases).

The rates in these years were higher in regions outside the
Santiago metropolitan area. As for hepatitis B, 125 cases were
reported in 1994, for a rate of 0.9 per 100,000 population.
That same year, three deaths were attributed to the disease
(0.02 per 100,000 population). With regard to hepatitis C, it is
estimated that <1% of the Chilean population is infected.
Studies of blood banks in the country indicate antibody
prevalence rates of between 0.15% and 0.35%.

Chronic Communicable Diseases. Mortality from tuber-
culosis in 1994 was 2.84 per 100,000 population. The rate has
been reduced by one-third compared with the rate observed
10 years ago (12.2 in 1980). The prevalence has also de-
creased from 55.0 per 100,000 in 1985 to 41.1 in 1991 and to
29.5 in 1994 (4,138 cases). In 1994, 6,636 persons were hospi-
talized for tuberculosis; 81% had the pulmonary form. The
median age of the patients was 42.5 years. The incidence rates
currently being reported by health services show significant
changes, and cases are being reported in children under the
age of 15. During the 1989–1996 period, 40,000 cases and
3,800 deaths were reported. In 1994, new cases of tuberculo-
sis totaled 3,646 (60% in males), and 4% of these new cases
were in children under the age of 15. Of all the cases reported
in 1994, 75% were pulmonary tuberculosis; of these, 62%
were smear-positive.

Leprosy cases exist only in Region V, Easter Island. No 
new cases were reported during the 10-year period be-
tween 1984 and 1993, and six new cases were reported
between 1994 and 1996.

Acute Respiratory Infections. Acute respiratory infec-
tions were the third leading cause of death in the general pop-
ulation in 1990 and the second leading cause in 1994 (5.2% of
the total number of deaths). Among children under 1 year of
age, acute respiratory infections accounted for 9.3% of all
deaths in 1994. The infant mortality rate from pneumonia
(ICD-9, 480–486) decreased from 3.04 per 1,000 live births in
1985 to 1.27 in 1994 as a result of the application of specific
intervention strategies during the periods of highest inci-
dence. According to hospital discharges associated with this
cause, bronchopneumonia accounted for 60% of hospitaliza-
tions among children under 1 and for 46% among children
aged 1 to 4. This cause is associated with 9.4% of all dis-
charges in all age groups. Respiratory infections are also an
important cause of pediatric medical visits in primary care
centers and pediatric emergency services (generally, they are
responsible for between 40% and 50% of all such visits).
Among children under 2, respiratory infections are associated
with 60% of all hospital discharges. Hospital discharge rates
associated with this cause are very high among children under
the age of 15 (2,000 per 100,000 discharges) and among adults
over the age of 60 (4,000 per 100,000 discharges).
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Rabies and Other Zoonoses. One case of human rabies
was diagnosed in Chile in 1972. In 1996, one case occurred in
a child in Region VI, following a bite by a vampire bat.

AIDS and Other STDs. The first AIDS cases were detected
among males in Chile in 1984; the first female cases were de-
tected the following year. As of March 1996, a total of 1,456
cases (92% in males and 8% in females), 909 deaths, and
2,203 carriers of the human immunodeficiency virus (HIV)
had been reported. The male/female ratio was 10:1 for the
1992–1996 period, down from the ratio of 15:1 reported in
1984–1991. As of 31 December 1994, Chile had a cumulative
rate of 8.8 cases per 100,000 population, which places it
among the South American countries with moderate inci-
dence of the disease. Sexual contact is the most common
route of transmission (91%), especially in males. An increase
in the incidence rate among the youngest members of the
population has been observed over time. The most affected
regions are the Santiago metropolitan region, Region V, and
Region II. Sixty percent of the cases acquired through contact
with infected blood are associated with intravenous drug use.
AIDS surveillance in the country is carried out by sentinel
centers that monitor specific population groups: blood
donors, pregnant women, and patients in STD clinics. The re-
sults of this surveillance indicate that in the case of STD pa-
tients, who began to be monitored in 1992, the prevalence of
HIV-positive individuals has remained stable (1% in 1992,
1% in 1993, and 0.66% in 1994 for all sentinel centers). With
regard to the prevalence of HIV infection among pregnant
women, an increase has been observed for all sentinel cen-
ters, with the rate rising from 0% in 1992 to 0.05% in 1993
and 0.1% in 1994. For blood donors, systematic screening was
begun in 1987, and a slow but steady increase in prevalence
has been noted (from 0.12 per 1,000 donations in 1988 to
0.31 per 1,000 donations in 1994).

In 1994 the most frequently reported STDs in Chile were
syphilis (33.5 per 100,000 population), gonorrhea (26.1 per
100,000), and nongonococcal urethritis (5.9 per 100,000).
Rates of syphilis have changed little in recent years, following
a period of decline that ended in 1989. In 1994 a total of 4,705
cases were reported, with an incidence of 33.5 per 100,000
population. The incidence of gonorrhea has decreased in re-
cent years, from a rate of 114 cases per 100,000 population in
1981 to 26.1 in 1994. It is known that the disease is underre-
ported, although the number of cases that go unreported has
not been determined. The majority of case reports come from
public health establishments, and even in these establish-
ments, it is believed that some cases are not reported.

Emerging and Re-emerging Diseases. The incidence of
meningitis caused by Neisseria meningitidis has increased
slightly in recent years, especially in the country’s northern

region. The rate increased from 0.6 per 100,000 population in
1971 to 3.38 per 100,000 in 1995. The disease affects mainly
children under the age of 5 (55% of all cases), and there has
been a relative increase in the number of cases in the group
aged 5 to 9 years. Children between the ages of 0 and 9 years
account for 70% of all cases.

The vaccine against Haemophilus influenzae type B was in-
corporated into the EPI in 1996 and is being administered to
all children born after 1 May 1996. It is expected that 973,000
doses will be given in 1997.

In 1995 and 1996, two and three cases, respectively, of lab-
oratory-confirmed Hantavirus infection were reported in Re-
gion X, in southern Chile. Three of these cases proved fatal. In
1995, two cases of hemolytic-uremic syndrome were reported
after consumption of meat contaminated with enterohemor-
rhagic Escherichia coli.

Noncommunicable Diseases and Other Health-Related
Problems

Nutritional Diseases and Diseases of Metabolism. The
incidence of child malnutrition, as measured by weight-for-
age, was 15% in 1975 and 5% in 1993. In June 1996 the Min-
istry of Health reported that only 0.6% of children under the
age of 6 fell more than 2 standard deviations below the refer-
ence values established by the United States National Center
for Health Statistics (NCHS). Integrated nutritional assess-
ments, measured at similar points in time, show that 74.4% of
children under 6 are classified as normal. Among pregnant
women, the prevalence of underweight decreased from 26%
in 1987 to 17% in 1996, and the proportion of overweight in-
creased to 46% in 1994. The most recent available study of
nutritional status in the child population whose growth was
regularly monitored in public health establishments shows
that, based on the aforementioned integrated nutritional as-
sessment, 3.1% of children are at risk of malnutrition and
0.7% are malnourished. The majority of children (73.7%)
have normal nutritional status, and 22% are overweight or
obese. The reduction in child malnutrition is associated with
the activities of the National Supplementary Feeding Pro-
gram, increased coverage of child services, and improvements
in the educational levels of mothers.

With regard to micronutrient deficiencies, a national study
conducted in 1975 concluded that vitamin A deficiency does
not exist in Chile. The incidence of anemia, according to stud-
ies by the Food Technology and Nutrition Institute (INTA), is
20% among children aged 6 to 24 months and 20% among
pregnant women. Mandatory iodization of salt (in Chile 97%
of salt is iodized) has contributed to the control of goiter. Nev-
ertheless, studies of localized school populations in 1995
found a 9% prevalence of goiter.
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Studies by the National Breast-Feeding Commission, cre-
ated by the Ministry of Health to promote breast-feeding, re-
veal that 87% of children are breast-fed during the first month
of life. By the fourth month, the percentage drops to 59%, and
by the sixth month, to 25%. Other studies conducted in pedi-
atric care services found that 57.1% of the population sur-
veyed was exclusively breast-fed at 120 days of age.

Based on various studies, obesity is more prevalent among
females (between 22.7% and 25.0%) than males (between
13.0% and 17.6%). Differences occur between men and
women in different socioeconomic strata; for example, obe-
sity is more frequent among females in lower socioeconomic
strata and among males at higher socioeconomic levels.

The prevalence of diabetes ranges from 3.0% to 5.6%, ac-
cording to various studies of the general population. Diabetes
is the primary cause in a rising number of hospital admis-
sions and is also frequently an associated cause. In 1990,
11,650 patients were hospitalized for diabetes mellitus, mak-
ing the hospitalization rate 8.84 per 10,000 population and
35.8 per 10,000 population in the group aged 45 and over. Di-
abetes was associated with 70% of hospital discharges for en-
docrine causes. The increased prevalence of diabetes could be
attributable to unhealthy lifestyles as well as to lower mortal-
ity from the disease because of better therapeutic manage-
ment. At the primary care level, this diagnosis accounts for an
estimated 2.9% of all visits.

Cardiovascular Diseases. For the past several years, this
group of diseases has accounted for the largest proportion of
mortality among Chileans, especially adults. More than one-
fourth of all deaths are caused by cardiovascular diseases
(20,922 in 1994, or 27.7% of all deaths that year, with a specific
rate of 149.5 per 100,000 population). Within this group, is-
chemic heart disease, hypertensive disease, and cerebrovascu-
lar disease occur most frequently. According to information on
hospitalized patients, cardiovascular diseases generated a hos-
pitalization rate of 5.2 per 1,000 population in the general pop-
ulation in 1991, a 35% increase with respect to 1975. Ischemic
heart disease (ICD-9, 410–414) accounts for the largest per-
centage of deaths. Myocardial infarction (ICD-9, 410) alone ac-
counts for 25.9% of all deaths attributed to this group of causes.

Malignant Tumors. The trend of general mortality from
this cause has been upward over the past decade. In 1980
mortality from malignant neoplasms was 101.6 per 100,000.
The rate increased to 104.3 per 100,000 in 1987 and to 115.7
in 1994. In 1995, malignant neoplasms were the second lead-
ing cause of death in the country, accounting for 16,429
deaths (20.7%). The five most frequent cancer sites are the
stomach (16.7%); trachea, bronchus, and lung (10.4%); gall-
bladder and bile ducts (10%); prostate (6.4%); breast (5.7%);
and uterine cervix (4.5%).

In 1994 a total of 10,293 cases of cancer were reported
(73.4 per 100,000 population). The most frequent types in fe-
males are cancer of the cervix (25.6% of all female cancer
cases), breast (15.8%), and skin (8.7%). Among males, the
most frequent types are cancer of the stomach (20.5% of all
male cancer cases), prostate (12.2%), and lung (10.1%). The
male/female case ratio is 0.68.

Accidents and Violence. In 1991 the mortality rate from
injuries, poisoning, and violence was 69.1 per 100,000 popula-
tion, and in 1994 it was 63.6 per 100,000. Accidents and vio-
lence have become increasingly prominent as causes of both
mortality and morbidity. Persons under the age of 65 account
for 84.8% of all deaths from this group of causes (compared
with 44.5% for other causes) and persons under the age of 15
account for 16.5%. The latter group’s share of mortality from
violent causes has ranged between 11% and 12% over the past
decade (11.8% in 1994). Thirty-eight percent of the deaths
from this group of causes are due to accidents of all types; of
these, almost one-fourth are motor vehicle accidents.

According to police records, the number of persons injured
or killed annually in traffic accidents increased between 1980
and 1995 from 25,176 to 41,582, an average rise of 9.4% per
year. The number of deaths went up from 1,191 to 1,747 over
the same period, a 7.4% yearly increase. In 1996, police statis-
tics show 1,925 traffic accident fatalities and a total of 60,093
accidents. In economic terms, private expenditures due to ve-
hicle accidents totaled an estimated US$ 274 million in 1993,
including the cost of injury to persons and damage to vehi-
cles. The social cost of these accidents in 1993 is estimated at
US$ 321 million, taking into account damage to vehicles, in-
juries, and deaths. A study of motor vehicle accidents in 1989
conducted by the Ministry of Health and the World Bank in
1993 revealed that about 5.8% of the vehicles in the country
had been involved in some kind of accident, with figures rang-
ing from 2.0% of the vehicle fleet in the regions of Coquimbo
and O’Higgins up to 12.2% in the Aysén region. The percent-
age of public transportation vehicles involved in accidents, ac-
cording to the aforementioned study, was 44.8%—almost half
of all the vehicles were involved in some type of accident in
1989. When the information was classified by commune, it
was found that this percentage was 63% in the case of public
transportation vehicles in the Valparaíso region. This situation
prompted the Government to create an interministerial com-
mission on transportation safety, which has established the
basic framework for public policy on this issue.

Behavioral Disorders. The prevalence of mental health
problems has increased significantly in recent years. Several
studies—most of them of small groups, specific groups, or
both—provide indirect indicators. Of the medical leave cer-
tificates issued by the National Health Fund, 5.6% were for
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neuroses. In the case of certificates issued to ISAPRE benefi-
ciaries, this percentage was 7.48% in 1994.

With regard to alcoholism, it is estimated that at present
20% of persons can be classified as problem drinkers; 15% of
them are not dependent on alcohol, and 5% are dependent on
alcohol.Alcoholism is more frequent among males and among
persons who are unemployed or irregularly employed. It is the
eighth leading cause of disability adjusted life years (DALY:
53,498, with 3.02%). Alcoholism is associated with 38% of
hospital discharges. It is the primary cause reported in 4.5% of
hospital discharges and in 7% of deaths, and it is an associated
cause in 25% of deaths. Alcohol use is a factor in 48.6% of
homicides, 38.6% of suicides, and 50% of traffic accidents.

According to information obtained from the CONACE sur-
vey, the prevalence of alcohol consumption during the month
before the survey, without regard to the amount consumed,
was 39.97% (50.23% among males and 31.03% among fe-
males). No major differences by age group were found; the low-
est values were observed in the group aged 12 to 18 (24.04%),
and the highest values were reported in the group aged 19 to
25 (49.74%). By socioeconomic level, higher prevalence was
found in the upper and upper-middle strata (56.95% and
47.18%, respectively) than in the lower-middle (35.25%) and
low-income (38.52%) groups. The study design included ad-
ministration of the “Short Survey of Drinking Habits” to deter-
mine the percentage of alcohol drinkers who can be classified
as problem drinkers. The results showed that 24% of the per-
sons who said they had consumed alcohol in the past year fall
into the category of problem drinkers (35.6% of the males and
11.1% of the females surveyed), with higher percentages in the
lower socioeconomic groups: 41% in the low-income group
and 32% in the lower-middle group, compared with 13.1% in
the upper-income group and 11.5% in the upper-middle
group. Most of those surveyed had started drinking before the
age of 18 (71.35% of the males and 57.07% of the females).
Drinking at an early age (before age 12) was more common in
the lower socioeconomic strata (11.41%).

Specific mortality from cirrhosis of the liver was 20.8 per
100,000 population in 1994, one of the highest rates in the Re-
gion. Liver disease remains an important cause of death, es-
pecially cirrhosis, which is responsible for a significant pro-
portion of alcohol- and tobacco-related mortality. The death
rates from cirrhosis were 27.4 per 100,000 population in
1989, 28.5 in 1990, and 20.8 in 1994.

According to the CONACE drug addiction survey, among
all the individuals aged 12 to 64 surveyed, the lifetime preva-
lence of illicit drug use (i.e., use of at least one of three illicit
drugs: marijuana, cocaine paste, and cocaine) was 13.42%.
The rate was 20.63% for males and 7.14% for females. This
means that one of every eight Chileans between the ages of 12
and 64 has used one of these substances at some time. The
lifetime prevalence is greater for all three drugs considered in
the survey in the groups aged 19 to 25 years (22.23%) and 26

to 34 years (20.84%). The lifetime prevalence is also higher in
the upper and upper-middle socioeconomic strata (21.11%
and 15.35%, respectively) and lower in the lower socioeco-
nomic stratum (11.73%). The most frequently used drug is
marijuana (12.85%), followed by cocaine (2.35%) and co-
caine paste (1.97%). The only major sex difference occurs in
the case of cocaine use, which is six times more frequent
among males (4.4%) than females (0.7%).

According to data from the 1994 CASEN, the prevalence of
tobacco use is 38% in the male population and 25% in the fe-
male population. A slight decrease in prevalence has been
noted among males (from 47% to 44%), and the prevalence
among females has increased (from 36% to 41%). These data
are similar to those generated by the 1995 CONACE, which
found a prevalence of 45.43% among males and 36.25%
among females. Tobacco use begins before the age of 12 in
8.15% of males and 4.21% of females. The prevalence of to-
bacco use in the month prior to the survey ranged from a
high of 50.82% in the group aged 19 to 25 to a low of 24.27%
in the group aged 12 to 18. The prevalence is higher in the
upper socioeconomic stratum (42.31%) than in lower socioe-
conomic levels (31.78%).

The prevalence of use of legal drugs such as tranquilizers
(especially benzodiazepines) in the month preceding the sur-
vey was 6.2% and was higher among females (8.37%) than
males (3.71%). The differences by age range from a low of
1.08% in the group aged 12 to 18 to a high of 11.28% in the
group aged 45 to 64. Use of this type of drug is much more
frequent in the upper socioeconomic strata (10.77%) than in
low-income groups (3.67%).

Oral Health. The estimated prevalence of dental caries in
the population exceeds 90% and the average number of dam-
aged teeth is 12 per person. Thirty-four percent of preschool
children have dental caries. In the Santiago metropolitan re-
gion, the DMFT index (decayed, missing, filled teeth) in chil-
dren with permanent dentition seen in outpatient services (6
to 18 years of age) was 6.27. Nevertheless, a slight improve-
ment has been observed in these indexes, thanks to the large-
scale application of various preventive interventions (educa-
tion, fluoride rinses, and application of sealants), although the
prevalence remains high in the adult and adolescent popula-
tions.Another problem is gingivitis, the prevalence of which is
estimated at 37.7% in the population aged 6 to 12, and the rate
increases with age. Studies conducted to date indicate a corre-
lation between oral health problems and low educational and
socioeconomic levels, which are considered risk factors for
poor oral health. With regard to coverage of oral health ser-
vices within the SNSS, it was estimated that in 1995 only
1.97% of the population had received such services. The pop-
ulation aged 0 to 9 had a coverage of 3.91%; the population
aged 10 to 19, 2.46%; pregnant women, 0.85%; and the popu-
lation over the age of 20 had a coverage rate of only 0.85%.
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Natural Disasters and Industrial Accidents. Because of
its geography, Chile is exposed to various types of natural
phenomena that may endanger the population’s health. These
include earthquakes, landslides, and floods, which in the past
decade have affected the population. In 1996, a drought in at
least four regions of the country, including the metropolitan
region, affected the agricultural sector and also reduced the
water reservoirs used to generate electricity.At the same time,
water supplies were insufficient for distribution of drinking
water in certain sectors of the metropolitan region, which led
to the implementation of various strategies aimed at reducing
unnecessary consumption. Once this problem had been par-
tially overcome, a new problem emerged due to the opposite
climatic phenomenon—excessive rainfall, which produced a
state of emergency, especially in the northern part of the
country in the regions of Atacama and Coquimbo, both of
which normally have a desert climate and so lack the neces-
sary road and drainage infrastructure to deal with such a sit-
uation. Many families with limited resources lost their homes
or possessions, and several deaths occurred in connection
with the rescue operations mounted by social organizations
in the most heavily damaged sectors.

In 1992, the city of Antofagasta was flooded by rainfall that
saturated the ground around drinking water storage reser-
voirs, which affected a large segment of the city. In 1993, a
similar phenomenon affected the area known as the Macul
gorge in the Santiago metropolitan region as a result of rain-
fall in the mountains, which created a mass of mud and rock
that buried a vast sector of the city, claiming more than 100
victims, who either died or disappeared.

Because the country is naturally prone to seismic activity,
especially the area extending from the metropolitan region to
the North, the population is subjected to earthquakes fairly
often. The last one, which was of medium intensity, occurred
in 1996 and affected Chile’s central area.

Industrial accidents are a recent phenomenon. Their oc-
currence has led to the formation of teams responsible for
prevention and for planning disaster response activities.

RESPONSE OF THE HEALTH SYSTEM

National Health Plans and Policies

Under the Constitution of 1980, health is considered a
basic human right and it is the State’s duty to ensure that all
citizens are able to exercise their right to protect their health
and to live in an unpolluted environment. The Constitution
recognizes a dual system of health care, in that it guarantees
each person’s right to choose whether to receive care in the
public or the private health care system. The function of the
Ministry of Health is to ensure free and equal access to ser-
vices for the promotion, protection, and recovery of health as

well as rehabilitation services following illness. The Ministry
also is responsible for coordinating, overseeing, and, where
appropriate, executing activities in these areas.

The policies of the country’s second democratically elected
government are aimed, in broad terms, at bringing about re-
form of the State and eliminating extreme poverty. In the area
of health, the Government is committed to improving the
quality of life for all Chileans. In 1996, the Government un-
dertook the modernization of the social sectors through
greater efficiency in the use of resources and in the sector’s
organization, which is considered as fundamental for socioe-
conomic development and for improving the quality of life.
Health planning in Chile is essentially decentralized. The
Ministry formulates strategic lines of action and national
goals, and the regional health services develop detailed plans
and programs. The principal issues confronting the sector are
the lack of equity among various regions and communes in
the country and between the public and private sectors with
respect to the distribution of resources and activities; limita-
tions in the availability of resources and in the organization
and management of the public subsector; and the need to en-
sure that health service users are treated with dignity and are
viewed as the primary focus of health sector activities.

The Plan for Strengthening and Modernizing the Public
Health Sector, which was carried out in 1994 and 1995, sought
to improve efficiency and quality of care, particularly the care
provided to the poorest segments of the population. The
strategic lines of action under the plan were to transfer to the
population the benefits of the modernization process that had
been the focus of the government’s attention during the first
few years and to develop an integrated Social Security system
to cover the entire population through a set of individual and
collective benefits with mutual financing.

Health reform efforts in Chile are aimed mainly at reducing
waiting lists, helping to overcome extreme poverty, humaniz-
ing health care and improving the treatment of users,
strengthening and modernizing the public health care sys-
tem, increasing social control and involvement in the health
sector, improving coverage and quality of care for the elderly,
enhancing health care for adolescents, and strengthening
oversight of the ISAPREs.

Organization of the Health Sector

Institutional Organization

The unified public health care system that Chile adopted in
1952, which provided coverage for the entire population, has
undergone significant change since 1980, particularly in es-
tablishing the ISAPREs and in transferring responsibility for
management of primary health care establishments to the
municipal level. These changes have been accompanied by
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decentralization of the management of the regional health
services (of which there were 28 as of early 1997).

The public subsector comprises the agencies that make up
SNSS: the Ministry of Health, the 28 regional health services
distributed throughout the country, the National Health Fund
(FONASA), the Public Health Institute, the Central Supply
Clearinghouse, and the ISAPRE Authority. All of them have
been decentralized. The sector also includes governmental in-
stitutions and enterprises that provide health care for their
personnel.

In each region, the Ministry of Health is represented by a
regional secretariat. The 28 health services and one special-
ized service (the Metropolitan Environmental Health Service)
provide medical attention and health care services for the
population in a specific geographic area through their health
care establishments and units. Public sector health care per-
sonnel include 68,400 SNSS employees and 16,500 primary
health care providers at the municipal level.

FONASA is the agency responsible for collecting, adminis-
tering, and distributing state funds for health. Its main func-
tions relate to financing health activities and to the capital in-
vestments required by the system. The agency has a central
office and 13 regional offices for managing the free-choice
modality, a health care scheme similar to the ISAPRE model
in the private sector.

The Public Health Institute serves as the national reference
laboratory and is responsible for regulating and supervising
the public health laboratories designated by the Ministry of
Health in the fields of microbiology, immunology, food sci-
ence, pharmacology, clinical laboratory, environmental pollu-
tion, and occupational health.

The Central Supply Clearinghouse is responsible for cen-
tralized procurement and supply of drugs, laboratory and
pharmaceutical products, surgical equipment, instruments,
and other supplies needed by all agencies, entities, and indi-
viduals employed in or affiliated with the system.

The health services system comprises three levels of care
(primary, secondary, tertiary), and each service carries out
health promotion and protection functions, curative care, and
rehabilitation in accordance with its respective level of com-
plexity.

Decree N 1/3063, enacted in 1980, permits the transfer of
responsibility for administration of primary health care es-
tablishments to the municipal level. The process, which was
initiated in 1981, was intended to achieve greater administra-
tive decentralization of the establishments and, at the same
time, extend coverage, tailoring it to the needs of each com-
munity. It culminated in 1988, by which time responsibility
for most primary health care facilities in urban and rural
areas, as well as rural health posts and stations, had been
transferred to the municipios.

The ISAPREs are private entities that withhold 7% of the

salaries of workers who voluntarily and individually decide to
become members of their health plans. Depending on the
plan selected, the worker may be required to pay an addi-
tional premium. Generally, a copayment is also required when
services are received; the amount varies depending on the
plan selected and the time and point of service. When work-
ers do not voluntarily join an ISAPRE, their 7% contribution
goes to FONASA, which becomes responsible for their health
insurance coverage. This institution also receives tax funds to
finance care for the indigent and for the uninsured (self-
employed workers, for example).

Health Legislation

Health sector reforms have required that existing legisla-
tion be modified extensively. The principal legal reforms cur-
rently under consideration are the draft law on professional
remuneration and incentives, which reflects an agreement be-
tween the Ministry and health professionals; a series of pro-
posed laws aimed at advancing the legislative effort at decen-
tralization; a new law regulating the working conditions and
compensation of physicians, dentists, and pharmacists; and
draft legislation on bioethical issues such as transplants (this
legislation has already been approved), artificial life support,
assisted fertilization, and genetic manipulation. The major
legislative matters remaining to be addressed include envi-
ronmental legislation that would clearly define the role of the
health sector in environmental issues and expansion of the
scope of the law governing production and marketing of
drugs.

In the framework of regional integration processes—
specifically the Hipólito Unanue agreement (Andean Pact)
and MERCOSUR and the Southern Cone Initiative—the
country also is engaged in a process of harmonizing national
health legislation in the subregion. To date, however, no viable
proposals have been advanced for health legislation that
would respond to present and future needs associated with
regional integration.

The Chilean Congress is bicameral and each legislative
chamber has a health commission. These commissions have
become forums for debating health sector reform and other
sectoral issues, especially the conflicts between the Govern-
ment and associations of health professionals.

Management of the Health Sector

The legal framework for the process of health service de-
centralization is provided by the reforms of 1980. The popula-
tion is covered by 28 regional health services, which enjoy au-
tonomy of action, financing, and budgeting. These services
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form the core of the Chilean health system. Responsibility for
primary health care is delegated to the municipios, which co-
ordinate their activities with those of the regional services.
The regional as well as municipal health services have finan-
cial autonomy and they are financed by either FONASA or
ISAPRE, to whom they sell services. One of the fundamental
aspects of health reform is separation of institutional func-
tions. The Ministry of Health, historically the provider of
basic health services in the country, has progressively adopted
a governing and regulatory role; FONASA performs insurance
and financial functions; and the regional health entities are
responsible for providing service.

In the private sector, health insurance is provided by the 21
open ISAPREs and 15 restricted ISAPREs operating around
the country. The open ISAPREs recruit their members from
among the working population in general, while the restricted
institutions cover workers only in certain companies, gener-
ally large businesses, such as mining, petroleum, and railroad
companies. Services are provided to members in private clin-
ics and public hospitals (about 10% of beds in public hospi-
tals are available to ISAPRE members). Some ISAPREs have
their own outpatient primary care services, but they generally
do not provide hospital care.

From a financing standpoint, private participation in the
Chilean health care system takes place through the ISAPREs
and, in terms of service delivery, through outpatient care fa-
cilities and the 11,549 hospital beds available to this subsec-
tor, which represent 26.78% of all the hospital beds in the
country, with an occupancy index of 57.5. For many years, the
number of beds available in SNSS was around 33,000, but it
began to decline in 1980, dropping to 31,579 in 1995. There
are currently 3.5 beds per 1,000 beneficiaries in the public
subsector and 3.0 beds per 1,000 population in the public and
private subsectors combined.

Of the 35.3% of the population that receives care in the pri-
vate sector, 23.7% are covered by ISAPREs, 2.7% by the
Armed Forces health care system, 0.9% by other systems, and
8.0% cover their own health care expenses.

Beneficiaries of the public system (FONASA) make up
64.47% of the total population, while beneficiaries of
ISAPREs constitute 27%, including the 1.3% who are mem-
bers of restricted ISAPREs. The rest of the population
(9.05%) receives health care from the Armed Forces and po-
lice systems or from private or alternative health care
providers.

Insurance and Coverage

In 1995 SNSS provided 2.53 consultations per beneficiary;
open ISAPREs, 2.9; and restricted ISAPREs, 4.9. In the case of
SNSS, if services provided by nonphysicians (nurses, mid-

wives, and auxiliary personnel) are taken into account, the
proportion rises to 4.04 visits per beneficiary.

In 1995 a total of 1.4 million patients were discharged from
all inpatient care facilities in the country. SNSS registered
1,064,000 discharges, with a yield of 33.7 discharges per bed.
In the private sector, the proportion was 32.1 discharges per
bed. In 1996, the SNSS had 116.2 discharges per 1,000 benefi-
ciaries; the open ISAPREs, 86.4; and the restricted ISAPREs,
139.8. The hospitalization rate (the discharge/consultation
ratio) was 4.58% in the SNSS, 2.50% in the restricted
ISAPREs, and 2.76% in the open ISAPREs. In the public sec-
tor, if consultations provided by nonphysician personnel are
considered, the rate is 2.86%.

In public and private establishments, a rate of 2.18 labora-
tory exams per person was reported in 1996. In the case of
imaging studies, the rate was 0.21 per person, and for patho-
logical anatomy studies it was 0.05. The ratio of clinical labo-
ratory exams to consultations was 2.04. The ratio of imaging
studies to consultations was 0.20, and that of pathological
anatomy studies to consultations was 0.05.

The rate of major surgeries per 100 population in 1996 was
2.67, and the rate of minor surgical procedures per 100 popu-
lation was 4.82, for a total of 7.49 surgical procedures of all
types per 100 population.

Organization of Health Regulatory Activities

The construction of new private health care facilities is
regulated by the General Construction and Building Ordi-
nance, which contains a specific chapter on hospital buildings
and health care establishments. The regional health services
are responsible for authorizing the construction of such
establishments.

In 1981 the military government modified the 1948 law on
professional associations—which made the College of Physi-
cians responsible for ethical oversight of the profession—and
eliminated mandatory physician membership in the College.
This has had serious ethical ramifications, as well as conse-
quences for the control over the practice of medicine, because
an estimated 20% to 30% of practicing physicians are not
members of the College. Currently there are four proposed
laws before the National Congress that seek to correct this sit-
uation.

The Chilean drug market generates close to US$ 400 mil-
lion annually. About half the drugs sold are produced in na-
tional laboratories and the other half are imported. Under re-
cently updated legislation (March 1997), drug registration
falls under the responsibility of the Public Health Institute.
Inspections are carried out by the regional health services,
and the necessary tests and analyses are conducted by the
Public Health Institute.
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Health Services and Resources

Organization of Services for Care of the Population

Environmental Protection. The environmental regula-
tory system was strengthened through the enactment in 1994
of the Basic Law on the Environment and the adoption in
April 1997 of regulations for environmental impact assess-
ment in development projects. The implementation of this
system has made it possible to disseminate information on
levels of pollution in the capital on a daily basis and to declare
environmental alerts and emergencies when pollution levels
exceed 300 mg/m3, in which case strict restrictions are im-
posed on motor vehicle traffic and a large number of indus-
tries that are fixed sources of pollution are temporarily shut
down.

In the Santiago metropolitan region, the Metropolitan
Health Service is responsible for monitoring air quality and
levels of pollution emitted by fixed sources. The Metropolitan
Transport Service monitors mobile sources of pollution.

Monitoring of water quality is done by the General Water
Division of the Ministry of Public Works. Marine waters are
monitored by Directemar, an agency of the Ministry of the
Navy. The regulations on water use are being updated by the
National Commission on the Environment (CONAMA).

Food Safety. The Public Health Institute is responsible for
controlling the quality of foods, but actual food quality con-
trol activities are carried out by the Ministry of Health
through the regional health services, which monitor food
quality through sampling, authorize the marketing of foods,
monitor food-handling practices, and inspect the sanitary
conditions in food establishments. The network of public
health laboratories carries out analysis of food samples. The
country’s food legislation is currently being updated to bring
it into line with international codes and standards.

Health Promotion. Chile is engaged in a major effort to
increase health promotion activities. One of the principal ac-
tivities is the organization of development councils (commu-
nity participation councils) at the level of primary care ser-
vices and establishments and in hospitals. In 1995, 40
development councils were operating, and by late 1996 the
number had increased to 111.

Disease Prevention and Control Programs. Disease
prevention and control activities are carried out by the mu-
nicipally administered primary care services and the re-
gional health services. The result of these activities can be
seen in the figures: more than 95% immunization coverage,
99.5% attended births, and infant mortality of 12.0 per
1,000.

Epidemiological Surveillance Systems and Public
Health Laboratories. The regional health services carry out
epidemiological surveillance of communicable diseases
through various intervention strategies that involve epidemi-
ologists to control and monitor outbreaks. Traditional epi-
demiological surveillance models are being enhanced
through the incorporation of data processing and transfer
technology. One of the best experiences in this process is
being carried out within the Atacama health service, which is
using the Epivigil system and has adapted the NETSS surveil-
lance model of the United States of America Centers for Dis-
ease Control and Prevention to the characteristics of the
country’s health services.

The national network of public health laboratories is coor-
dinated and controlled by the Public Health Institute through
the Program for External Evaluation of Clinical Laboratory
Quality (PEEC), which includes eight clinical laboratory sec-
tions (clinical chemistry, hematology, parasitology, syphilis
serology, bacteriology, immunology, virology, and mycobacte-
ria). All the sections have subprograms for the specialties
they evaluate. The organization and administration of PEEC,
which is the responsibility of the Public Health Institute, calls
for a minimum of two and a maximum of four evaluations
per year by each subprogram for each of the establishments
affiliated with the program. In March 1997 a total of 886 clin-
ical laboratories were affiliated: 201 public; 77 municipal; 56
within the health systems of the Armed Forces, universities,
or religious entities; and 552 private laboratories. In addition
to these laboratories, there are 128 blood banks, 75 public and
53 private. All blood banks are required to screen for HIV, he-
patitis B, syphilis, and, in endemic zones, Chagas’ disease. The
PEEC makes it possible to monitor compliance with estab-
lished quality standards. During 1996, a total of 883 laborato-
ries and 57 blood banks took part in the program, a partici-
pation level of 88%.

Drinking Water and Sewerage Services. Ninety-eight
percent of the urban population and 67.3% of the rural
population has access to safe drinking water. The coverage of
sewerage systems is 84.7% in urban areas, although 97% 
of wastewater is disposed of in waterways without prior
treatment.

Water use is 184 liters per person per day in urban areas
and 50 liters per person per day in rural areas. One hundred
percent of the population that has drinking water service re-
ceives chlorinated water.

Solid Waste Disposal. Solid waste collection coverage is
98% in urban areas; 74.2% of the waste collected is disposed
of in sanitary landfills. Of the industrial waste generated in
1995 in the metropolitan region, 3.0% was classified as
hazardous.
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Food Aid Programs. Since the 1920s, Chile has been car-
rying out supplementary feeding activities. In 1952 these ac-
tivities were consolidated under the National Supplementary
Feeding Program (PNAC). This program, which has demon-
strated remarkable stability over the years, largely explains
the improvement in the country’s infant mortality and immu-
nization indicators (vaccination is carried out in conjunction
with supplementary feeding). In 1994, PNAC accounted for
9.12% of total public spending on health.

Organization and Operation of Personal Health Care Services

Outpatient, Hospital, and Emergency Services. The health
care establishments affiliated with the regional health services
are organized in a network. The municipally administered pri-
mary care services also are linked to the regional services and
are coordinated by the services through their primary care divi-
sion, program division, or integrated care divisions.

In 1995, the public health system included 187 hospitals,
15 urban outpatient clinics administered by the SNSS, 215
municipally administered urban outpatient clinics, 146 rural
outpatient clinics, and 1,102 rural health posts (without a
permanent staff physician). Of the hospitals, 20 (11,855 beds)
are high-complexity institutions; 30 are type-2 hospitals, or
hospitals with several specialized departments (8,019 beds);
23 are type-3 hospitals, or hospitals that provide care in sev-
eral basic specialties (4,114 beds); and 105 are operated by
general practitioners (5,332 beds).

A network of emergency and prehospital care units oper-
ates within several health services in the Santiago metropoli-
tan region, Valparaíso, and Viña del Mar. The prehospital care
services are staffed by auxiliary personnel in some cases and
by a physician (French SAMU model) in others, which has
improved the quality of care in these units.

Auxiliary Diagnostic Services and Blood Banks. With a
view to improving the quality of care at the secondary level,
since 1994 autonomous diagnostic units (laboratory services
and imaging) have been established, especially in the metro-
politan region, as well as diagnostic and treatment centers an-
nexed to hospitals and referral centers.

Of the 160 blood banks that existed in the country in 1993,
118 (73.7%) were public, 31 (19.3%) were private, and the
rest were associated with the Armed Forces health services
(4.4%), universities (1.3%), and independent private estab-
lishments (1.3%). In 1996, the Public Health Institute re-
ported that the country had 128 blood banks (58.5% public
and 41.4% private).

Specialized Services. In 1994, SNSS had 37 psychiatric es-
tablishments with 1,334 beds. The National Mental Health

Plan, a comprehensive normative effort, is currently being im-
plemented with the support of multidisciplinary units in the
28 regional health services. The plan seeks to integrate mental
health patients into the community through group homes,
sheltered workshops, and night hospital services, in addition
to delegating responsibility for the care of these patients to
primary health care services. The mental health units in the
28 regional health services are concerned mainly with pro-
motion and prevention activities and with the identification
of problems that require urgent attention, such as health and
violence, alcohol and drug use, child and adolescent mental
health, emotional disability, and rehabilitation.

Since 1990 the country has had an oral health program
oriented toward health promotion and prevention of oral
health problems. Thirty-eight percent of the population re-
ceives fluoridated water, and in the regions where this does
not occur schoolchildren receive fluoride rinses through pro-
grams that currently cover 900,000 of the almost 2 million
schoolchildren in the country. In addition, an oral health edu-
cation program is carried out jointly by the Ministry of Edu-
cation and the municipios, and the decayed, missing, filled
teeth (DMFT) index and fluorosis problems are monitored.
With regard to oral health care, there is an active effort to in-
troduce new technology, with intensive use of auxiliary per-
sonnel. The number of required hours of study has been in-
creased (from 350 to 1,200 hours) in training programs for
dental assistants, and practical training is being incorporated
into the education programs for oral health professionals. In
1992 one school of dentistry (Temuco) introduced a curricu-
lum that emphasizes the use of new technology.

Inputs for Health

Drugs. Under recently updated legislation (March 1997),
the Public Health Institute is responsible for registration and
quality control of drugs, foods for medicinal use, cosmetics,
and pesticides used for health and domestic purposes. The
Public Health Institute also is responsible for the control, au-
thorization, and inspection of establishments that manufac-
ture pharmaceutical products, cosmetics, and pesticides
throughout the country. Inspection of warehouses, drug-
stores, and distributors of these products is carried out by the
regional health services; testing and analysis is done by the
Public Health Institute.

Immunobiologicals. Chile’s Public Health Institute is the
official producer of biologicals for the country. The Institute
manufactures rabies vaccine from suckling mouse brain for
human and canine use. The volume of production is sufficient
to fully meet domestic demand; it is also exported to seven
countries in the Region. The quality of the manufacturing
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process for this product has helped to reduce the incidence of
rabies and has enabled the Public Health Institute to collabo-
rate in quality control of rabies vaccine produced by other
centers in the region. The Institute is also the sole producer in
the country of the triple (DTP) and mixed (DT) vaccines,
which are prepared with standard strains and by established
procedures in sufficient quantities to meet domestic demand
with a product of acceptable potency and efficacy. Another
product made by the Public Health Institute is the whole-cell
typhoid vaccine, which is administered mainly to food-han-
dlers and military personnel. The Public Health Institute also
produces purified protein derivative (PPD) for detection of
tuberculosis, Rotagel for diagnosis of rotavirus, and standard
antigen for diagnosis of rabies. The other vaccines are im-
ported and the Public Health Institute is responsible for qual-
ity control.

Reagents. A recently modified law, which introduced
changes in the Health Code, regulates quality control activi-
ties for a series of products with a view to ensuring their
safety and efficacy. The Public Health Institute is currently
drafting regulations that will define its inspection functions.
Among the products subject to inspection are instruments,
equipment, diagnostic reagents, and articles or elements used
in the prevention, diagnosis, and treatment of human dis-
eases, as well as prostheses used for anatomical replacement
or modification.

Quality control will be carried out in establishments ex-
pressly authorized by the Public Health Institute in accor-
dance with technical specifications established by the Min-
istry of Health based on proposals by the Public Health
Institute. No product will be marketed unless it has been sub-
jected to quality control procedures or received a quality cer-
tificate issued by an authorized entity.

Human Resources

Of the 13,857 physicians practicing in the country in 1966,
66.2% worked in the public sector and 7,831 were affiliated
with SNSS; 11.7% of them practiced at the municipal level. Of
the 5,817 dentists, 26.1% worked in the public sector and
8.75% at the municipal level. Of the 6,738 nurses, 59.0%
worked in the public sector and 14.5% at the municipal level.
As for midwives (5,369), 54.6% worked in the public sector,
17.1% at the municipal level. Of the 1,830 chemists and phar-
macists in the country, 15.9% worked in the public sector and
1.5% at the municipal level. With regard to paramedical per-
sonnel, 26,972 practiced in the public sector, 19.5% of them at
the municipal level. In 1996 the country had 0.54 physicians,
0.07 dentists, 0.22 nurses, 0.14 midwives, and 1.54 auxiliary
personnel per 1,000 population.

Training. Undergraduate training programs for health per-
sonnel are offered by public and private universities through-
out the country. Specialized training became available in 1954
with the creation of the Graduate School within the College of
Medicine of the University of Chile. A national certification
board (CONACEM) certifies medical specialists on the basis of
validation of their credentials or competency exams. The certi-
fication board has been operating since 1985 and is composed
of representatives from the College of Physicians of Chile,
schools of medicine, the Academy of Medicine of the Institute
of Chile, and several scientific societies. Its objective is to cer-
tify the qualifications of medical specialists and help regulate
the practice of medicine.As of December 1995, CONACEM had
certified 5,127 medical specialists; the majority were in the
fields of pediatrics (735), internal medicine (683), general
surgery (561), and obstetrics and gynecology (506). The Uni-
versity of Chile and the Catholic University train about 94% of
the specialists who graduate from university programs.

As of December 1995, 8,654 graduates had completed uni-
versity specialization programs in 1975, 1980, 1985, 1990, and
1995, the majority in internal medicine (1,199). Information
provided in November 1995 by the College of Physicians of
Chile indicates that 10,988 physicians were members of that
association. Of that number, only 10.47% were registered as
general practitioners working in urban or rural areas.

Continuing Education for Health Personnel. The legal
provisions relating to primary care are innovative in the sense
that they explicitly recognize the need for continuing educa-
tion for health personnel. Continuing education is also a re-
quirement for those employed by the municipal government.
The health services are responsible for approving and super-
vising the annual training programs developed by each mu-
nicipal government.

In a study of continuing education in a sample of health
services in 1996, officials at all levels of the system indicated
that since 1994 there has been a marked change in the inten-
sity of training and in the training model, which is now more
comprehensive and encompasses a wider range of profession-
als and auxiliary personnel. This process has responded to
the organizational development initiatives of the services.

Job Markets for Health Professionals. In 1996 the Min-
istry of Health commissioned a study on the job market for
health professionals that looked at supply, demand, structure,
compensation, motivational factors, and trends. The study re-
vealed that the country has sufficient numbers of medical
professionals, except in some specialties such as anesthesiol-
ogy, procedure-related specialties, oncology, and child neu-
ropsychiatry, by order of relative shortage. In the Santiago
metropolitan region there is a relative surplus (of approxi-
mately 1,300 professionals, according to the study), and there
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are shortages of professionals in regions VIII, X, IX, and IV
(between 570 and 340). The country has an insufficient sup-
ply of nurses, and most of these professionals are concen-
trated in the metropolitan region. Only one of every four
nurses worked at the least complex levels of the system. Of the
5,817 practicing dentists, about 65% work in the metropoli-
tan region, 30% in the SNSS; of these, 45% are specialists.

Research and Technology

Research and development in Chile increased ninefold in
real terms between 1965 and 1993, although this sector of ac-
tivity continues to account for only a small proportion
(0.75%) of the GDP. Of the resources distributed by the Na-
tional Board for the Development of Science and Technology
(FONDECYT), the principal official source of funding in the
area of technology, 13.4% went to the health sciences.

The main source of financing for research is FONDECYT.
In the area of health, two national institutions receive a large
share of this funding, which is awarded on a competitive
basis: the University of Chile (Santiago), which accounted for
close to 50% of all projects in the period 1988–1995, and the
Catholic University of Chile (Santiago), which accounted for
about 30% in the same period.

Of the 1,796 projects financed through various sources in
the country during the period 1985–1994, 12% involved spe-
cialized training in medicine. Unfortunately, the other health
professions were included under basic and applied sciences
(15%), with no breakdown of the figures.

Technical and Scientific Documentation. In 1997, 75
regular publications were identified in the area of health, of
which 55 are listed in the LILACS database. In Chile there is
an extensive network of entities devoted to consulting and re-
search in the health field, some affiliated with the university
system; this network produces many publications. The Min-
istry of Health/PAHO Documentation Center registers close to
800 titles of this type each year.

Expenditures and Sectoral Financing

Total spending on health in 1997 was estimated at US$
3,600 million, of which the public subsector accounted for
some US$ 2,020 million. Total spending as a proportion of
GDP for that year was estimated at 5.02%, of which 2.13%
was private spending. Of the public spending, 10.2% was di-
rect expenditures by municipal governments. In the past five
years the proportion of the GDP devoted to health grew by
15.1% (from 4.36% in 1993). The public component in-
creased 5.7% during the period (from 2.96% in 1993) and the

private component, by 36.5% (from 1.56% in 1993). In 1994,
46.8% of public spending on health was financed by tax rev-
enues and the remainder was financed by the 7% withholding
on workers’ earnings.

Analysts believe that the growth in private participation in
the sector will slow in coming years because of saturation of
the ISAPRE market. Moreover, the Government clearly has
shown a clear willingness to continue increasing social
spending on health and education.

With respect to public and private spending on preventive
services, in 1995 SNSS spent a total of US$ 183.17 per benefi-
ciary. In the private sector, the amount spent was US$ 212.69
in the case of the open ISAPREs and US$ 431.88 in the case of
the restricted ISAPREs. Of the total institutional spending in
the public subsector, 11.99% was for primary care.

With regard to public and private spending on outpatient
and hospital care, FONASA spent 33.6% of its resources on in-
patient care, 19.3% on diagnostic examinations, 17.1% on out-
patient care, 13.9% on surgical procedures, 5.03% on gynecol-
ogy and obstetrics procedures, 4.8% on oral health care, 1.3%
hemodialysis and other benefits, 0.82% on specific protection
activities, and 2.31% on environmental activities. In the
ISAPRE subsystem, 46.15% of the resources were spent on
outpatient care and related diagnostic services, 48.3% for
medical programs, including hospital care, 2.18% on dental
care (not covered by all health plans), and 0.35% on preventive
activities. Of the FONASA expenditures, 13.9% occurred
under the free-choice modality, a health care scheme that is
similar to the ISAPRE model in the private sector. Beneficia-
ries may opt for this modality at the time they receive services.

As for the regional distribution of public resources among
the 28 regional health services, in 1994 per capita revenues
for health ranged from a low of US$ 78.55 (Biobío) to US$
249.17 (Iquique). The median was US$ 114.67 (Antofagasta);
the upper quartile was US$ 162.50 (Valparaíso-San Antonio)
and the lower was US$ 94.14 (Viña del Mar-Quillota and the
South-East metropolitan region); the semi-interquartile
range/median quotient (nonparametric coefficient of varia-
tion) was 29.81%.

The public budget for health in 1997 was funded by worker
contributions (33%), fiscal revenues (48%), operating income
(8%), other income (9%), and borrowing (2%). Of the public
resources for health, 10.2% came from municipal fiscal rev-
enues. In 1996 investment in the sector totaled US$ 112 million,
which represented 6.3% of total public spending in the sector.
Investment increased 651% over the five years prior to 1995.

External Technical and Financial Cooperation

The health development situation in Chile is such that fi-
nancial cooperation is less important than the joint activities
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made possible by cooperative projects. Chile participates in a
significant amount of cooperation among countries, espe-
cially with countries of Central America and the Caribbean,
as is the case with Nicaragua and Haiti.

During the 1994–1995 period, Chile received extrasectoral
resources in the form of loans from the World Bank for US$
3.3 million for hospital rehabilitation and upgrading projects;
US$ 23.9 million for emergency units in the metropolitan re-
gion; US$ 3.5 million for institutional development projects;
and US$ 86.5 million for investment in eight regional health
services. The Inter-American Development Bank (IDB) ex-
tended a loan of US$ 70 million for a project to improve the
physical and functional efficiency of the regional services.

The Government of Germany granted a loan of US$ 31.75
million for hospital restoration.

As for bilateral cooperation, during the same period Chile
received US$ 894,000 from Germany for a project in the field of
rehabilitation; US$ 10.8 million from the United States for pri-
mary care in needy communities; US$ 348,000 from the King-
dom of the Netherlands for AIDS prevention; US$ 10.34 mil-
lion from Italy for health care in socially high-risk areas; US$
42,000 from France for AIDS control efforts; US$ 700,000 from
Japan for the development of health care units at the secondary
level; and US$ 416,000 from Sweden, also for AIDS control.
With regard to multilateral cooperation, the European Union
provided US$ 986,440 for the prevention of drug addiction.
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