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Abstract 

Background  Globally, one in six people have disabilities. They often experience health inequities and many of them 
arise from system-level failures. This study aimed to assess the inclusion of people with disabilities in the health sys-
tem of Chile and define recommendations for improvement on the basis of the evidence.

Methods  A health system assessment was conducted between June and November 2023 following the Missing 
Billion Disability-Inclusive Health Systems Framework and System Level Assessment Toolkit. The assessment was led 
by the Ministry of Health and conducted by a task team, including organizations of people with disabilities. Mixed 
methods were used to collect data on nine system-level and service delivery components for a set of 33 indicators, 
including through a health policy review, systematic review, key informant interviews and a scoping review. Scores 
were assigned to indicators, components and the overall health system. With this assessment, key recommendations 
were developed and agreed upon on the basis of a prioritization analysis of impact and feasibility during workshops.

Results  The Chilean health system was assessed to have a low progress towards disability-inclusive health. Among 
system-level components, intermediate progress has been made in governance, health financing and data and evi-
dence. However, progress in leadership on disability seems low. Among service delivery components, the accessibility 
of health facilities and rehabilitation and assistive technology showed the best results. However, there were notable 
gaps in the autonomy and awareness and ability to afford care by people with disabilities, and the capacity of human 
resources to support this group. The task team defined priority actions in governance, leadership, and human 
resources.

Conclusions  Short-term actions for the country should involve foundational governance on inclusive health, 
strengthened leadership of people with disabilities, and mandatory training of healthcare workers to improve health-
care access among this population. Future reassessments should be conducted to monitor and evaluate progress 
on effective healthcare coverage and health status among people with disabilities.
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Background
Globally, one in six people have disabilities [1]. Accord-
ing to the United Nations Convention on the Rights 
of Persons with Disabilities (UNCPRD), they include 
“those who have long-term physical, mental, intellectual 
or sensory impairments which in interaction with vari-
ous barriers may hinder their full and effective participa-
tion in society on an equal basis with others” [2]. Global 
evidence demonstrates that people with disabilities fre-
quently experience health inequities [1, 3], including a 
10–20-year mortality gap [1, 4]. They often experience 
increased morbidity, with more than double the preva-
lence of diabetes, cerebrovascular disease, or depression 
[1]. They also frequently require disability-related ser-
vices, such as rehabilitation and specialist services [3]. 
Consequently, people with disabilities can be described 
as having greater healthcare needs, although they often 
face systemic barriers to receiving required care.

Health inequities are an important concern in the 
Americas region, which also has one of the highest 
prevalences of disability worldwide (19%) [1]. Chile is a 
high-income country of nearly 20 million people with an 
increasingly ageing population [5, 6], including approxi-
mately 3 million people with disabilities (18%) [7]. A 
recent literature review of Latin America and the Car-
ibbean (LAC) showed that people with disabilities use 
health services more frequently than those without disa-
bilities, yet gaps remain in the coverage, affordability, and 
quality of healthcare due to access barriers [8]. Address-
ing these gaps is essential for the advancement of the 
right to health and universal health coverage, as well as 
making better healthcare for all [1, 3].

Disability-inclusive health means that people with dis-
abilities have the same access to the full range of health 
services (e.g. prevention, promotion, treatment) as peo-
ple without disabilities, in line with the human rights 
model of disability. Thus, to realize disability inclusion in 
the health sector, the rights and meaningful participation 
of people with disabilities should be ensured, as well as 
health services intentionally designed to “expect, accept, 
and connect” them to quality care [3, 9]. Health systems 
therefore need to be strengthened to include people with 
disabilities, such as through improving health policies, 
leadership on disability in the Ministry of Health (MoH), 
financing of inclusive health, or appropriate training of 
the health workforce [1, 3]. However, current approaches 
to assess health systems to identify where action is 
needed have not been designed to focus on disability [10, 
11]. Therefore, the Missing Billion Disability-Inclusive 
Health System Framework and System Level Assessment 
Toolkit were developed to support MoHs to evaluate the 
extent of disability inclusion in their health system and 
identify potential areas for improvement (Fig. 1) [3, 12]. 
The framework is based on the WHO Building Blocks 
[10] and Primary Health Care Performance Initiative 
framework [11], with additional emphasis on compo-
nents needed to enable disability inclusion [3, 12]. It 
includes system-level components on governance, lead-
ership on disability within the MoH and representation 
of people with disabilities, financing of inclusive health, 
rehabilitation and assistive technology (AT), as well as 
data and evidence about disability and health. It also has 
service delivery components across the demand and sup-
ply side of healthcare: autonomy and awareness of people 

Fig. 1  Missing Billion Inclusive Health Systems framework (Source: Missing Billion Initiative and Clinton Health Access Initiative, 2022; Reimagining 
health systems that expect, accept and connect 1 billion people with disabilities. Available at: https://​www.​themi​ssing​billi​on.​org/​mb-​report-​2022)

https://www.themissingbillion.org/mb-report-2022
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with disabilities, affordability of healthcare, health worker 
training on disability, accessibility of health centres, and 
availability of rehabilitation services and AT. The frame-
work has an accompanying indicator set to allow for 
assessment of inclusion for each of the framework com-
ponents. The framework and indicators were reviewed 
by a range of experts (governmental and UN stakehold-
ers, health systems specialists, academics, and disability 
rights organizations) and pilot-tested in the Maldives and 
Zimbabwe [12].

The aim of this study is to undertake an assessment of 
the inclusion of people with disabilities in the health sys-
tem of Chile and define recommendations for improve-
ment on the basis of the evidence.

Methods
Study design
A health system assessment was carried out between 
June and November 2023 following the Missing Billion 
Disability-Inclusive Health Systems framework (Fig.  1) 
and System Level Assessment Toolkit [3, 12]. Mixed 
methods were used to collect data for a set of indica-
tors related to components of the framework, including 
a health policy review, systematic review, key informant 
interviews, scoping review of grey and scientific litera-
ture, and population-based data. Workshops were held to 
agree on recommendations and priority actions.

Study team
The assessment was conducted in Chile and led by the 
Department of Rehabilitation and Disability of the Min-
istry of Health of Chile and London School of Hygiene 

and Tropical Medicine. The MoH convened a task team 
to conduct the assessment of 11 members, including gov-
ernment representatives (n = 2), academia (n = 1), and 
civil society (n = 8) (Additional Table 1). All organizations 
of people with disabilities (OPDs) engaged in a voluntary 
role and had previously participated in advisory roles at 
ministerial or parliamentary levels.

Study setting
Chile has a dual health system mainly based on a public 
health insurance scheme provided by the National Health 
Fund (FONASA), covering healthcare for about 79% of 
the population, and the Private Health Insurances (ISAP-
RES) covering around 16% [13, 14]. All workers pay com-
pulsory health contributions (7% of their income) into 
FONASA or ISAPRES [15]. FONASA covers all work-
ers (formal or informal), pensioners and those without 
income, as well as their legal dependents, regardless of 
age, gender, income level, health state, or nationality [16]. 
Health services are delivered by both public and private 
providers, and the public health network is mostly state 
funded [13, 16]. About 88% of people with disabilities in 
Chile are covered by FONASA [7].

Data collection
We collected data for a set of 33 indicators across 9 
framework components: 16 in the system-level and 17 
in the service delivery domains (Table 1). Each indicator 
included a definition, metric and scoring logic (Table  2 
and Additional Table 2).

AT assistive technology, CHWs community health 
workers, MoH Ministry of Health, OPDs organizations of 

Table 1  Framework components and number of indicators

Source: Missing Billion Initiative and Clinton Health Access Initiative (2022) Reimagining health systems that expect, accept, and connect 1 billion people with 
disabilities. Available at: https://​www.​themi​ssing​billi​on.​org/​mb-​report-​2022 (Accessed: 29 June 2023)

Component Description Number of 
indicators

1. Governance Appropriate in-country laws and policies assert the right to reasonable accommodation and outlaw dis-
crimination on the basis of disability

6

2. Leadership Disability is clearly articulated and represented in the Ministry of Health, health sector structures and coor-
dination mechanisms

3

3. Health financing There is sufficient earmarked disability inclusion, assistive technology and rehabilitation budget 3

4. Data and evidence Data showing the health situation of people with disabilities, evidence to understand and improve health 
services

4

5. Autonomy and awareness People with disabilities make their own decisions about healthcare and are aware of their rights 
and options

3

6. Affordability People with disabilities can afford to access healthcare 4

7. Human resources Health workforce is knowledgeable about disabilities and has the skills and flexibility to provide quality care 5

8. Health facilities Healthcare services, including healthcare facility infrastructure and information, are accessible for people 
with disabilities

2

9. Rehabilitation services 
and assistive technology

Rehabilitation and specialist services are available, affordable and of good quality for people with disabili-
ties

3

https://www.themissingbillion.org/mb-report-2022
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people with disabilities, UNCRPD United Nations Con-
vention on the Rights of Persons with Disabilities.

For instance, the first governance indicator consists of 
the ratification and adoption of the UNCRPD, and its 
metric requires evidence of it being actioned (e.g. dedi-
cated budget, action plans, and initiatives). The indica-
tors were translated into Spanish and the translation was 
revised by an external assessor. The following sources of 
data were collated, across the indicators:

a.	 Health policy review: 13 national health policy doc-
uments were reviewed. Policies must have been in 
place at the national level and impact the provision 
of health services for people with disabilities [17]. Eli-
gible documents were searched through official web-
sites of the MoH [18], Ministry of Social Develop-
ment and Family [19] and the library of the National 
Congress of Chile [20].

b.	 Systematic review: Peer-reviewed scientific arti-
cles of quantitative research about healthcare access 
among people with disabilities (utilization, coverage, 
quality, and affordability of healthcare), published 
since 2000 in Latin America and the Caribbean, were 
searched in EMBASE, MEDLINE, LILACS, Med-
Carib, PsycINFO, SciELO, CINAHL, and Web of Sci-
ence [8].

c.	 Scoping review:
•	 Grey literature, including public or internal govern-

ment and civil society reports sought through official 
government websites and the database of the Com-
mittee on the Rights of Persons with disabilities [21].

•	 Peer-reviewed scientific articles published in the 
last 10 years. Search strategies included keywords of 
the indicator set and were developed in Spanish and 
English using relevant databases (SciELO, EMBASE, 
MEDLINE).

•	 Publicly available reports of national population-
based surveys, conducted in the last 10 years, on 
disability, healthcare and socio-economic charac-
terization, disaggregated by disability, sought on the 
website of the Department of Epidemiology of the 
MoH [22] and in the Social Observatory of the Min-
istry of Social Development and Family [23].

d.	 Key informant interviews: The lead researcher 
interviewed 20 key national stakeholders, either 
in person or via Zoom. A purposive sampling was 
applied to ensure representation of areas of exper-
tise across the framework components. Participants 
were recruited through recommendations of the task 
team and snowball sampling was applied throughout 
the interviews. Informants included government offi-
cials (directors, head of departments, policy officers), 
academic experts with and without disabilities, and 

OPDs (Table  3). Semi-structured interview guides 
focussing on each framework component were used. 
Interviews lasted between 45 min and 60 min and 
were audio-recorded.

Data analysis
Scoring of indicators
Interviews were transcribed and qualitative descriptions 
were made of the transcripts against the corresponding 
framework components. Information from the different 
data sources – peer-reviewed, grey literature, and pub-
lic records – were then triangulated, validating, enlarg-
ing, and articulating information from interviews with 
documentary sources [24]. The task team held monthly 
sessions to collectively assess preliminary responses to 
indicators, identify additional sources of information, 
and agree on final scoring of indicators. Scores were 
assigned to each indicator on the basis of the evidence 
available, ranging from 0 (lowest; no criteria met or evi-
dence of inclusion) to 1 (maximum; all criteria met) [12] 
(Additional Table  2). Thereafter, each framework com-
ponent was assigned a score on the basis of the average 
score of its indicators. The average score was categorized 
as low (below 0.5), intermediate (between 0.5 and 0.74), 
or advanced (between 0.75 and 1). Finally, an overall 
score was calculated for the health system on the basis 
of the average of its components (each weighted equally). 
A global average score of other countries (Brazil, Mal-
dives, Zimbabwe, Singapore, Uganda, Australia, United 
Kingdom, France, and South Africa, amongst others) was 
available for reference (Fig. 2) [12].

Recommendations and priority actions
The lead author developed provisional recommenda-
tions for all indicators that obtained scores below one. 
Additional emergent recommendations were added 
from the task team and key informant interviews. Then, 
all provisional recommendations were assessed on the 
basis of their potential for impact and feasibility. Crite-
ria of impact included: (1) foundational importance, (2) 
opportunity for improvement, (3) number of people with 
disabilities benefited from the intervention and (4) time 
to impact. Criteria of feasibility included: (1) time to 
implementation, (2) cost, (3) stakeholder, and (4) techni-
cal complexity [12]. The MoH assigned a score to each 
criterion on the basis of their technical expertise, rang-
ing from one (low) to three (high). Thereafter, an aver-
age score of impact and feasibility criteria was calculated 
for each recommendation. A high average score was two 
or above, whereas a low score was below two. Finally, 
all provisional recommendations were distributed in a 
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prioritization matrix by level of impact and feasibility 
(Fig. 3) [12].

A total of three half-day workshops (one in person and 
two virtual) were held with the task team to review the 
assessment’s findings and agree on key priority actions 

for improvement. The task team discussed the relevance 
and appropriateness of the provisional recommenda-
tions and their distribution in the prioritization matrix 
in the context of Chile. Subsequently, amendments were 
made according to the discussions and a final list of 

Table 3  Participants of key informant interviews (n = 20)

MoH Ministry of Health

Sector Department, institution

Government (n = 11) (1) Life Cycle Department, MoH

(2) Rehabilitation and Disability Department, MoH

(3) Cabinet, Subsecretariat of Public Health, MoH

(4) Division for Disease Prevention and Control, MoH

(5) National Commission on Preventive Medicine and Disability, MoH

(6) Emergency and Disaster Risk Management Department, MoH

(7) Care Management Department, MoH

(8) Social Welfare Institute, Ministry of Labour and Social Security

(9) National Office, National Disability Agency, Ministry of Social Development and Family

(10) Evaluation and Studies Department, National Disability Agency, Ministry of Social Develop-
ment and Family

(11) Health Department, National Board for Student Aid and Scholarships, Ministry of Education

Civil society (n = 5) (12) National Organization of People with Disabilities

(13) National Organization for Independent Living

(14) International Organization for the Deaf

(15) National Organization of People with Autism Spectrum

(16) National Organization for Women with Disabilities

Academia (n = 4) (17) Sociology School, Diego Portales University

(18) Public Health School, University of Chile

(19) Chilean Association of Medical Education

(20) Chilean Association of Nursing Education

Fig. 2  Average scores of the Chilean health system by system-level and service delivery components
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recommendations was consolidated. Ultimately, three 
main priority actions were agreed.

Ethical approval
This study obtained ethical approval by the Ethics Com-
mittee of the authors’ institute.

Results
The health system in Chile, with respect to disability-
inclusive health, obtained an overall low average score of 
49% (Fig. 2).

System‑level components
Governance
UNCRPD (score = 1)  Chile ratified the UNCRPD in 2008 
and subsequently adopted specific measures for action 
[e.g. it created the national disability law no. 20.422, 
restructured the National Disability Agency (SENADIS) 
of the Ministry of Social Development and Family, and 
expanded the Rehabilitation Program] [25, 26].

National Law (score = 1)  Law no. 20.422, Establish-
ing Rules on Equal Opportunities and Social Inclusion 
of Persons with Disabilities, prohibits discrimination in 
health and demands the implementation of reasonable 

accommodations for people with disabilities [27]. Addi-
tional disability-related laws exist, which protect access 
to healthcare for people with disabilities. For instance:

•	 Law no. 20.584, Regulates the rights and duties of 
individuals in relation to actions related to their 
healthcare [28].

•	 Law no. 21.331, On the recognition and protection 
of the rights of persons in mental healthcare [29].

•	 Law no. 21.545, Establishes the promotion of inclu-
sion, comprehensive care and the protection of the 
rights of persons with autism spectrum disorder in 
the social, health and educational spheres [30].

National health policy or decree (score = 1)  Currently, 
there is no national policy on inclusive health for people 
with disabilities. However, National Supreme Decree 
no. 2 approves the regulations governing the right to 
preferential care [31]. It guarantees priority access for 
people with disabilities to appointments for primary 
care, specialists, emergencies, medicines and examina-
tions, and establishes measures for its implementation.

Fig. 3  Prioritization matrix based on impact and feasibility criteria  (Source: Missing Billion Initiative, 2023; Missing Billion Toolkit – System Level 
Assessment. Available at: https://​www.​themi​ssing​billi​on.​org/​system-​asses​sment)

https://www.themissingbillion.org/system-assessment
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National health sector plan(s) (score = 0.2)  The National 
Health Strategy 2030 includes objectives for functioning 
and disability [32]. It prioritizes specific health condi-
tions, including childhood developmental disorders, rare 
diseases, musculoskeletal disorders, autism spectrum 
disorders, rheumatoid arthritis, and severe dependency. 
However, it does not include actions and targets for gen-
eral healthcare and specialist services for all people with 
disabilities. It also does not include basic statistics about 
people with disabilities and health.

National disease plans (score = 0)  National plans exist 
for certain diseases [e.g. human immunodeficiency virus/
acquired immunodeficiency syndrome (HIV/AIDS), can-
cer, silicosis, etc.], and although these plans are described 
as universal, in some cases, certain groups are prioritized. 
For instance, the National Plan for the Prevention and 
Control of HIV/AIDS targets only migrants and Indig-
enous peoples [33]. However, the plan does not explicitly 
mention people with disabilities to ensure their access to 
testing, treatment and information programs.

Cross ministry governance (score = 1)  Law no. 20.530 
established the Interministerial Committee on Social 
Development and Family. It is chaired by the Ministry of 
Social Development and Family and includes the partici-
pation of the MoH [34]. The committee advises on the 
government’s social policy and facilitates coordination, 
guidance, information and agreement among its mem-
bers, including on disability issues. There is collaboration 
between the MoH and SENADIS in the certification and 
qualification of disability, provision of AT and implemen-
tation of Law no. 21.545 on people with autism spectrum 
disorder [26]. However, this collaboration does not occur 
for inclusive health for all people with disabilities. Fur-
thermore, there is no technical counterpart in SENADIS 
with an exclusive role in healthcare access.

Leadership
MoH leadership (score = 1)  Leadership on disability 
inclusion is diffused and different teams address disabil-
ity-related issues within the MoH. The Department of 
Rehabilitation and Disability of the Subsecretariat of Pub-
lic Health was considered as the lead on disability inclu-
sion by interviewees. The department endorses disability 
inclusion, although its stated role focusses on disability 
prevention and habilitation and rehabilitation strategies, 
not on general healthcare for people with disabilities [35]. 
This department has historically addressed only the needs 
of people with physical and sensory disabilities, while the 
Department of Mental Health has addressed the needs 
of persons with psychosocial disabilities [36]. Additional 
teams that address disability-related issues include the 

National Commission of Preventive Medicine and Dis-
ability (COMPIN) and the rehabilitation officers of the 
Division of Healthcare Network Management and the 
Division of Primary Care.

National health sector coordination (score = 0)  There 
is no national health sector coordination with formal 
representation of people with disabilities at the highest 
level. Current temporary participation occurs for certain 
health conditions and mental health services, but not on 
overarching disability-related issues. For example, the 
ENLACE task team includes representatives of the MoH 
and organizations of people with autism to implement 
the new law on autism. As another example, some peo-
ple with psychosocial disabilities participate in the Men-
tal Health Advisory Council 2022–2024 [37] and in the 
National Commission for the Protection of the Rights of 
Persons with Mental Illness [38].

Pandemic preparedness structures (score = 0)  The 
National Pandemic Response Commission COVID-19 is 
made up of external scientific advisors, technical teams 
from the MoH, and an inter-ministerial committee [39, 
40]. Although civil society could participate, no formal 
representation of people with disabilities exists. However, 
SENADIS led a temporary Intersectoral Taskforce on 
Disability and COVID-19 with representation of people 
with disabilities [41]. The taskforce developed recommen-
dations for the care of people with disabilities in health 
services during the coronavirus disease 2019 (COVID-19) 
pandemic [42].

Health financing
Disability inclusion budget (score = 1)  The Department 
of Rehabilitation and Disability of the MoH receives US$ 
18 668 per year for governance in rehabilitation, disability 
prevention, and disability inclusion. However, the budget 
is considered by interviewees to be insufficient to imple-
ment public policies on inclusive health. Furthermore, 
the Subsecretariat of Healthcare Networks has no budget 
for the implementation of the law on preferential care for 
people with disabilities [43].

Reimbursement adjustments (score = 0)  There are no 
health insurance reimbursements or adjusted capitation 
rates for people with disabilities in FONASA or ISAPRES. 
However, all beneficiaries of FONASA, including people 
with disabilities, can apply for reimbursement of expenses 
associated with the purchase of prostheses and orthoses, 
or travel associated with the purchase through the public 
system [44]. It reimburses hip prostheses, cane or tripod, 
orthopaedic insoles, optical lenses, hearing aids, crutch, 
rubber heel pad and spinal orthosis.
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Rehabilitation/AT budget (score = 1)  In 2023, the Sub-
secretariat of Healthcare Networks of the MoH had an 
annual budget of about US$ 15 941 million for the Com-
prehensive Rehabilitation Program in Primary Health-
care. It also had a 2022 annual budget of US$ 38 976 mil-
lion for the financing of AT through the Explicit Health 
Guarantees (GES) scheme and the Ricarte Soto scheme, 
which establishes a system of financial protection for 
high-cost diagnosis and treatment regardless of health 
insurance type [45, 46]. In addition, SENADIS had an 
annual 2023 budget for its AT Program of US$ 6540 mil-
lion.

Data and evidence
Maturity of disability and health data collection method 
(score = 0.33)  The main data collection on disability and 
health is through population-based surveys [7], includ-
ing the national disability survey from 2022. Census 2024 
will incorporate questions on disability [47]. There is a 
National Register of Disability, in which in June 2023 only 
23% of the population with disabilities (n = 625 848) were 
included [48]. Currently, the register facilitates access to 
social benefits, but it does not keep integrated statistics 
with health information of people with disabilities. Fur-
thermore, health information records collect data on dis-
ability status in public and private health facilities [49]. 
These data are mandatory and require the Community 
Assessment of Performance Evaluation (IVADEC-CIF) 
by health professionals to determine the origin and extent 
of disability of the person. However, data collected from 
health facilities do not include health indicators of people 
with disabilities [50].

Quality of  disability and  health data collection method 
(score = 1)  The disability national survey from 2022 
is based on the Model Disability Survey, a tool recom-
mended and validated by the WHO, and is nationally rep-
resentative and disaggregates results by six types of dis-
abilities [7].

Maturity of  disability and  health data usage 
(score = 0.5)  Data on disability and health collected 
through national surveys are analysed and published [7]. 
The data are used to define targets in the national health 
strategy and for budget allocation. However, only findings 
related to rehabilitation and AT have been used to guide 
policy changes, in contrast to general healthcare of people 
with disabilities [46, 51]. Available statistics on disability 
and health are currently not harmonized. Consequently, 
there is a lack of robust figures on the total population 
with disabilities and their needs at regional/community 
level.

Quality of  disability and  health data usage method 
(score = 1)  Data collected on disability and health are 
analysed and published in public repositories within 1–2 
years of collection [7, 52]. The reports describe the meth-
ods of data analysis, maintain analyses at national and 
regional levels and full databases are shared for different 
statistical software.

Service delivery components
Autonomy and awareness
Organizations of  people with  disabilities advocacy 
(score = 1)  Some people with disabilities and OPDs 
have advised the MoH, for instance, through the current 
ENLACE task team for the implementation of Law no. 
21.545 for people with autism or the Mental Health Advi-
sory Council [30, 37].

Autonomy and awareness (score = 0)  There are a lack of 
data on autonomy and awareness of healthcare access for 
people with disabilities from within the last 10 years from 
population-based surveys and qualitative data.

Accessibility of health information (score = 0)  The Min-
istry of Health’s website and its partner websites, which 
are the main sources of online health information, have 
few accessible formats available [18, 53]. For example, 
they feature accessibility tools (e.g. text-to-speech func-
tion), and some videos include sign language interpreta-
tion. However, no accessible formats such as easy-to-read, 
sign language interpretation on all videos, Braille or infor-
mation for caregivers are observed, nor do links exist to 
request the delivery of health information in alternative 
formats.

Affordability
Health coverage (score = 0.5)  Coverage associated with 
disability: There are stipulations that guarantee finan-
cial coverage for people with certified disabilities. For 
instance, free healthcare is provided in the public net-
work to people with severe or profound disabilities, under 
18  years of age, affiliated to FONASA and belonging to 
the 60% lowest socio-economic levels through the disabil-
ity subsidy [54, 55]. There is also an adjustment of cover-
age for people with disabilities affiliated to FONASA for 
rehabilitation services (physio, occupational and speech 
therapy) received outside the public network [56]. This 
benefit does not modify service fees but eliminates the 
annual care cap and also applies to ISAPRES beneficiaries.

Coverage associated with medical diagnoses: The GES 
scheme guarantees financial protection for 87 health 
conditions, some that could lead to disability, including 
depression, schizophrenia, bipolar disorder, arthritis, 
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Parkinson’s disease, epilepsy, multiple sclerosis, bilateral 
hypoacusis, refractive errors, systemic lupus erythemato-
sus, and retinopathies [57]. GES also covers orthoses and 
AT, cataract surgery and COVID-19 rehabilitation. Simi-
larly, the Ricarte Soto scheme covers the diagnosis (in 
some cases) and treatment of 27 health conditions, some 
of them possibly associated with disability, such as multi-
ple sclerosis, rheumatoid arthritis, bilateral sensorineural 
hearing loss, and systemic lupus erythematosus, amongst 
others [45]. Finally, FONASA launched a diagnosis asso-
ciated payment voucher for the diagnosis and treatment 
of people with autism up to 18 years of age outside the 
public network with fixed service fees [16].

Universal coverage: The entire population affiliated to 
FONASA receives free medical care in the public net-
work [58]. As a result, people with disabilities would 
have access to free healthcare because they are covered 
by FONASA and not because they have a disability. How-
ever, 12% of people with disabilities are not affiliated to 
FONASA and thus will not have free access to medi-
cal care through this route [7]. Moreover, health cover-
age is not free if people with certified disabilities choose 
to receive healthcare outside the public network, either 
because of access, timeliness, or quality of care. Further-
more, only certain pharmacological treatments are cov-
ered by FONASA.

Transport subsidy (score = 0)  There is currently no 
national transport subsidy for people with disabilities 
in Chile [59]. Some local subsidies exist at regional or 
municipal level, where vehicles are available for the trans-
port of patients with disabilities, although they typically 
focus on people with physical impairments.

Disability allowance (score = 0.5)  There is a disability 
subsidy for people under 18 with severe or profound dis-
abilities, of any impairment type, who are among the 60% 
lowest socio-economic levels of the population [54]. This 
group receives a monthly monetary benefit of US$ 112 
(as of November 2023). This subsidy includes free medi-
cal coverage in the public network for FONASA affiliates. 
Adults with certified disabilities could receive a disability 
pension (US$ 225) if they belong to the 80% lowest socio-
economic groups [60]. However, there is no disability 
allowance for all people with disabilities in Chile.

Co‑payments (score = 0)  FONASA beneficiaries, includ-
ing people with disabilities, have zero co-payments when 
receiving medical care in the public network [58]. How-
ever, this benefit does not apply to care received by pri-
vate healthcare providers. In addition, 12% of people with 
disabilities who do not belong to FONASA are exempted 
from receiving this benefit.

Human resources
Training of medical doctors (score = 0)  There is no man-
datory national training standard on disability for medi-
cal schools, including medical and non-medical aspects. 
Each medical school determines the curriculum for its 
students, although the Single National Medical Knowl-
edge Test (EUNACOM) would influence the standard of 
undergraduate training [61]. At present, EUNACOM does 
not include an exclusive component on disability as such, 
only health conditions that could result in disability (e.g. 
mental health disorders, hearing loss, low vision, etc.).

Training of  nurses (score = 0)  There is no national cur-
riculum for nursing schools; each school determines their 
own curriculum. However, there is a voluntary National 
Nursing Examination (ENENF) that could influence the 
standard of training [62]. The ENENF includes questions 
on health conditions (e.g. children and adolescents with 
special healthcare needs) but there is no exclusive content 
on disability.

Training of  community health workers (CHWs) 
(score = 0.33)  The training manual for CHWs of the 
Primary Healthcare Division of the MoH includes some 
elements regarding legal regulations and rights of people 
with disabilities, use of language around disability and 
OPDs [63]. However, this training is not mandatory.

Representation of people with disabilities in health work‑
force (score = 0)  There are no official records of the 
number of health workers with disabilities. However, it is 
estimated that between 0.05% and 3.5% of health work-
ers in hospitals (Coyhaique Regional Hospital, La Florida 
Dra. Eloísa Díaz Hospital and Peñaflor Hospital) have dis-
abilities, which is lower than expected for the working age 
population with disabilities (at least 4% for high-income 
countries, such as Chile) [64].

Satisfaction (score = 0)  There are no surveys on user sat-
isfaction or quality of treatment in health facilities that 
disaggregate data by disability and allow for comparison 
with the population without disabilities, or qualitative 
studies in this area.

Health facilities
National accessibility standards (score = 1)  There are 
national accessibility standards for the infrastructure of 
all public spaces, including both public and private health 
facilities [65–67]. For example, health facilities must have 
toilets for people with disabilities, ramps, handrails, etc. 
There are also universal accessibility standards for web 
systems and websites of state administration bodies [68]. 
However, there are no mandatory technical national 
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standards for health communication and information, 
except for the mandatory provision of sign language inter-
pretation and closed captioning [27].

Accessibility audit (score = 0.33)  In the last 10 years, the 
MoH has neither conducted nor commissioned nation-
ally representative accessibility audits of healthcare facili-
ties. However, an independent evaluation in the northern 
Atacama region of 18 primary healthcare facilities found 
low levels of accessibility to information and participation 
[69].

Rehabilitation services and assistive technology
National assessments of  rehabilitation 
or  AT  (score = 0)  There is no national assessment of 
rehabilitation or AT. However, an inter-ministerial task-
force was recently established to design the National Sys-
tem of Assistive Technology with a unified catalogue and 
register of AT [70].

Cross‑ministry coordination for  rehabilitation services 
and AT  (score = 1)  Currently, there is an inter-ministe-
rial taskforce for the development of a national system of 
AT in which several ministries participate, including the 
MoH [70].

Trained workforce available to  provide rehabilitation 
services and AT  (score = 1)  There are about 19.8 physi-
otherapists per 10 000 inhabitants in Chile, meeting the 
standard expected for high-income countries [71]. In 
addition, there are 6.7 occupational therapists, 9.9 speech 
therapists, and 40.3 psychologists per 10 000 inhabitants.

Recommendation and priority actions
A total of 14 recommendations were considered (Table 4) 
and three priorities were defined and agreed on to pro-
gress disability-inclusive health in Chile in terms of gov-
ernance, leadership, and human resources:

1.	 Formulate a National Policy on Inclusive Health for 
People with Disabilities. It was considered important 
that this policy is both comprehensive and specific to 
the diverse health needs, has a budget for implemen-
tation, adopts an inclusive approach in all health pro-
grams, and is led by staff with disabilities and/or with 
the permanent and binding participation of OPDs in 
the design, monitoring, and evaluation of its imple-
mentation.

2.	 Ensure formal representation of people with dis-
abilities, including through their OPDs, in the high-
est-level health sector coordination structure and 
in pandemic preparedness structures, avoiding silos 
and duplication of existing participatory bodies; for 

example, through a permanent advisory committee 
on disability and all health matters.

3.	 Establish a mandatory training program on disability, 
with a human rights perspective and including both 
medical and non-medical aspects, for health workers 
(professional, technical and administrative staff) in 
both public and private health facilities.

Additional, but not prioritized recommendations, 
would be incorporated into the prioritized actions 
(Table  4). For example, the national policy on inclusive 
health should include the development of a healthcare 
protocol for people with disabilities, inclusion of disabil-
ity targets in the National Health Strategy 2040, and of 
people with disabilities in national disease plans. Like-
wise, the training program should include the devel-
opment and communication of health information in 
accessible formats (e.g. in web pages, prescriptions, leaf-
lets, educational materials, etc.).

Discussion
The Chilean healthcare system appears to have made 
gradual progress towards inclusive health for people with 
disabilities, but significant gaps remain. Among system-
level components, intermediate progress has been made 
in governance, health financing, and data and evidence. 
However, progress in leadership on disability in the MoH 
seems low. Among service delivery components, the 
physical accessibility of health facilities and rehabilitation 
services and assistive technology showed the best results. 
However, autonomy and awareness, affordability, and 
human resources achieved the lowest scores.

Chile’s intermediate progress on governance, health 
financing, data and evidence, health facilities, and reha-
bilitation services and AT is consistent with the results 
of international outside-in assessments using the Miss-
ing Billion framework [12]. Similarly, Chile’s low progress 
on leadership and human resources is consistent with 
the global average on these areas. However, in contrast 
to the general intermediate progress on affordability and 
autonomy and awareness, Chile has a limited develop-
ment. However, to date no previous disability-inclusion 
health systems assessments have been reported in Chile, 
and globally, other assessments have focussed on mental 
healthcare. In 2014, the mental health system in Chile 
was assessed using the WHO Assessment Instrument 
for Mental Health Systems [72]. The assessment revealed 
progress in governance, mental health budget, data col-
lection systems, and increased availability of specialized 
mental health services. However, weaknesses remained 
in the availability of specialized staff and services for chil-
dren and adolescents, quality of care, equity (by location, 
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minority groups, and health insurance type) and leader-
ship of users and their families. These findings are con-
sistent with the gaps and strengths found in disability 
inclusion.

The Missing Billion Framework is an innovative tool 
that captures essential issues of disability-inclusive health 
systems and facilitates its replication in other settings. 
However, given that the framework offers a standard 
overview of health systems, some nuance is missed. For 
instance, the focus in Chile remains mainly on rehabili-
tation and AT for people with disabilities and initiatives 
on disability-inclusive health are taking place in silos 
(i.e. across ministries and between ministries and OPDs) 
[26, 73, 74]. In addition, the actual prioritization of dis-
ability inclusion within the MoH appears to be low [17]. 

Furthermore, the simple fulfilment of the criteria that 
was applied might not capture the complexity of health 
systems. For example, despite Chile scoring the highest 
for the ratification and adoption of the UNCRPD, gaps 
might remain in its implementation. Shadow reports of 
civil society have highlighted the lack of implementation 
on health and rehabilitation rights (e.g. health worker 
protocols, accessible health information, Chilean Sign 
Language interpretation services, mental health budget, 
low coverage of rehabilitation services and AT) [75]. Sim-
ilarly, some existing legal frameworks expected to protect 
the right to healthcare are not exempted from criticism. 
For instance, civil society has also raised competing 
issues with Law no. 20.584 and Decree no. 570 regarding 
psychiatric hospitalization and involuntary sterilization, 

Table 4  Additional list of recommendations to improve disability-inclusive healthcare in Chile

This list excludes the three prioritized recommendations which belonged to “quick wins”

AT assistive technology, MoH Ministry of Health, ENEF National Nursing Examination, OPDs organizations of people with disabilities, SEREMIAS Regional Health Ministry 
Secretariats, EUNACOM Single National Medical Knowledge Test 

Component Description

QUICK WINS

(1) Health facilities Establish a mandatory healthcare protocol for people with disabilities, for the public and private sector, with minimum 
standards of care that:
a. alerts the visit of a patient with disabilities and the rights and benefits associated with disability certification
b. schedules healthcare with flexible agendas according to the needs of each person and the prevalence of disability 
in the territory
c. requests informed consent and support for decision-making, especially for persons with psychosocial and intellectual 
disabilities
d. ensures accessibility of processes, information and communication (e.g. sign language, plain language, alternative 
communication, or visual aids)

LOW EFFORT GAINS

(2) Human resources Promote cross-sectoral coordination with academia for disability training of undergraduate medical and nursing stu-
dents, and advocate for the inclusion of disability questions in national exams (EUNACOM and ENENF)

(3) Human resources Increase the recruitment of people with disabilities in health facilities in collaboration with OPDs, to promote inclu-
sion in the workplace, raise awareness among health facility staff and patients, and reduce discrimination and stigma 
towards people with disabilities

(4) Health facilities Encourage the improvement of accessibility and universal design of health facilities (not only infrastructure standards) 
and the implementation of reasonable accommodations

MAJOR CHANGES

(5) Data and evidence Collect data on disability and health from health records, including issues of autonomy and awareness and satisfac-
tion, and link the National Disability Register with health data. Use findings from the data collected to drive program 
and policy changes

(6) Autonomy and awareness Ensure that health information issued from all digital information systems and websites of the MoH (subsecretariats, 
departments, etc.) and its agencies (SEREMIAS, health services, etc.) is available in accessible formats (e.g. easy-to-read, 
sign language, Braille, etc.) and/or indicate a link to request alternative formats. In addition, create a section on inclusive 
on the website of the Department of Rehabilitation and Disability of the MoH

(7) Rehabilitation and AT Review and expand coverage of both physical and mental rehabilitation services for all persons with disabilities in pri-
mary healthcare

GRADUAL IMPROVEMENT

(8) Governance Include disability-inclusive health goals and actions in the forthcoming National Health Strategy 2030–2040, incorporat-
ing disability and health data as well as monitoring and evaluation indicators

(9) Governance Prioritize people with disabilities in National Disease Plans (e.g. HIV, TB, etc.)

(10) Rehabilitation and AT Conduct a national evaluation, including cost-effectiveness and impact indicators, of AT and rehabilitation every 
10 years, ensuring that it is nationally representative and that findings are published

(11) Health facilities Conduct a health facility information and communication accessibility audit
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pertaining particularly people with psychosocial and 
intellectual disabilities [75, 76].

Some limitations exist regarding this assessment. The 
framework could be further improved, with the revision 
of a few scoring criteria. Some indicators achieved the 
highest score, although further improvement could be 
made in the areas assessed. For example, while the MoH 
allocates a disability-inclusive health budget, it is largely 
underfunded, and the scoring criteria of this indicator 
does not assess budget sufficiency. Furthermore, scor-
ing of the accessibility audit does not mention the scope 
of the evaluation and the maximum score can still be 
obtained even if poor accessibility were to be found in 
health facilities. Similarly, the rehabilitation and assis-
tive technology assessment indicator does not include 
scoring criteria regarding the availability of AT and the 
mechanisms for their acquisition. In addition, indicators 
could specify whether it relates to all people with disabili-
ties or a subset, as eligibility for benefits varies depending 
on disability type, severity and certification status. More-
over, health financing and affordability indicators should 
account more for countries with dual health systems and 
mixed service provision such as Chile. People with dis-
abilities who are not covered by public health insurance 
can be excluded from financial adjustments despite the 
additional living costs associated with disability. [1, 77].

Assessments could take greater account on differences 
amongst people with disabilities (e.g. rural/urban, type 
of impairment) and direct representation of all disability 
groups should be strengthened [78]. Confusion on organ-
ization types, lack of funding for advisory roles and poor 
cohesion of the disability movement have been pointed 
out as barriers in the participation of OPDs in policy pro-
cesses and should be addressed in the future [78]. Ulti-
mately, guidance could be provided on how to identify 
and select OPDs to facilitate wider engagement as well 
as accessible materials and work dynamics (e.g. right dis-
ability language, reasonable accommodations, etc.).

This assessment has important strengths. It is the first 
comprehensive assessment on disability-inclusive health 
in Chile with participation of civil society. Findings will 
serve as a disability-inclusive health benchmark both 
for Chile and globally. It is the first assessment using the 
Missing Billion Framework in its complete format with 
MoH and OPD engagement. The collaboration provided 
exchange and learning experiences on health and disabil-
ity for all actors, especially OPDs, who gained skills to 
monitor and evaluate progress in the future. In addition, 
the task team compounded technical expertise and lived 
experience of disability. Information was independently 
assessed by representatives and their organizations, 
and multiple key national stakeholders were consulted. 
Finally, the three priorities for action recommended for 

Chile at this stage are aligned with the WHO measures 
for the inclusion of disability in health systems [1] and 
the ownership of the MoH in this assessment could posi-
tively impact policy implementation [79].

Conclusions
Our findings suggest that only some progress has been 
made towards disability-inclusive healthcare in Chile. 
Short-term actions for the country should involve foun-
dational governance on this topic, strengthened leader-
ship of people with disabilities and mandatory training 
of healthcare workers to improve healthcare access 
among this group. Future reassessments should be con-
ducted to monitor and evaluate progress on effective 
healthcare coverage and health status among people with 
disabilities.
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