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THE CURRENT SOCIAL ORGANIZATION OF CARE: HOW CARE NEEDS ARE MET; THE 
INTERRELATIONSHIP OF UNPAID CARE WORK, LOW-PAID CARE WORK, PUBLIC 

PROVISION, PRIVATE PROVISION AND COMMUNITY-BASED CARE ARRANGEMENTS 
ARE FUNDAMENTALLY UNBALANCED, UNEQUAL AND ULTIMATELY UNSUSTAINABLE. 
THIS SITUATION RESULTS IN THE BURDEN, THE BURDEN AND THE LION’S SHARE OF 

DOMESTIC AND CARE WORK FALLING ON WOMEN.
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The care debate is currently experiencing a revival in Latin 
America. A substantial agenda at the level of international 
organizations, the emergence of massive feminist and women’s 
movements and, of course, the HIV/AIDS pandemic that has 
affected the world since the beginning of 2020, have combined 
to create a favourable context for public debates about care.

In Latin America this discussion is taking place in a context 
marked by the social and political crises that have erupted in 
various countries in recent years. Haiti, Colombia, Peru, Cuba, 
Nicaragua, and Chile, to name but a few, have experienced 
significant social mobilisation which, beyond their local 
specificities, express high levels of dissatisfaction with the 
political systems and living conditions imposed by neoliberalism. 
These conditions permeate the discussion on care.

In Chile, the current constitutional process presents an 
unprecedented opportunity to constitutionally recognize 
care as a human right. This will be one of the central issues in 
the constitutional convention’s debates. The issue of care is 
directly connected to the roots of the 2019 popular uprising 
in Chile. The demands for a dignified life, with rights and social 
protection have emerged alongside a disquiet in the face of 
the harshness of neoliberal life that requires the market to 
resolve central aspects of social reproduction including health, 
education and care.

The debate on care that is being led by international 
organizations, the women’s and feminist movement, trade 
union organizations and civil society groups, is taking place 
within a wider context of crisis and, as such, is part of current 
struggles to overcome neoliberalism in the region. 

There is a rich bibliography and variety of concepts related to 
defining care. Irma Arriagada and Rosalba Todaro have defined 
care as “the generation and management of the resources 
necessary for the daily maintenance of life and health, and the 
daily provision of physical and emotional well-being of people 
throughout the life cycle” and, more specifically, “the goods, 
services and activities that enable people to feed, educate, 
be healthy and live in a suitable environment” (Arriagada 
& Todaro, 2012). The definition offered by Joan Tronto and 
Berenice Fisher is even broader and understands care as: 
“everything we do to maintain, continue and repair our world, 
so that we can live in it as well as possible”. That world, they 
add, “includes our bodies, our being and our environment, all 
of which we seek to weave into a complex web of life support” 
(Fisher & Tronto, 1990).

This broad concept of care allows us to think beyond the 
limited dimensions that are usually considered, such as the 
care of children and adolescents, people with disabilities or 
dependent older adults. A broad definition allows us to place 
the vulnerable and interdependent condition of human beings 
and the need for care that all people experience on a daily basis, 
beyond the limited understanding that at certain moments 
in everyone’s life, people require higher levels of care, at the 
centre of the discussion. Based on a broad conception of care, 
it is clearly a problem that concerns society as a whole and 
not only specific populations, and that responsibility for care 
must therefore be assumed collectively.

In the current scenario in both Chile and Latin America, 
neoliberalism is stumbling and is in crisis, but has not yet been 
dismantled. The Constituent Assembly process in Chile offers 
an invaluable opportunity to make progress in dismantling 
the existing neoliberal architecture. The debate on care is one 
front in the larger struggle to overcome neoliberalism. When 
understood as a problem that concerns society as a whole, 
the way in which we resolve the need for care can produce 
greater justice, or continue to reproduce inequalities; it can 
push back the market, or continue to stimulate profit that is 
based on social needs and rights. As Joan Tronto has pointed 
out, it is clear that neoliberal policies have made providing care 
more difficult around the world (Tronto, 2017a) because of the 
commodification of social rights, reduction of public services 
and weakening of social welfare systems. For this reason, 
Tronto sees the struggle for care as a central dimension of 
the struggles for democracy and against neoliberalism. From 
this perspective, care has a strategic character for popular 
struggles and for workers’ organizations in the region.

THE PANDEMIC AND CARE

The debate on care is not new. For decades, feminist activists 
and researchers have been exposing the intertwining of 
patriarchy, capitalism and colonialism and have been sustaining 
struggles to alter these systems of inequality production. 
International organizations, especially those connected to 
the United Nations system, have also worked on highlighting 
the need to advance gender equality that addresses the issue 
of care. In Latin America, the Economic Commission for Latin 
America and the Caribbean (ECLAC) has played an important 
role in the articulation of this work at the regional level, as 
shown by its publications and in its role as technical secretariat 
of the Regional Conference on Women in Latin America and 
the Caribbean, held since 1977.

INTRODUCTION
CARE AND THE FIGHT AGAINST NEOLIBERALISM. THE DEBATE IN CHILE AND LATIN AMERICA
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The debate on care is being revived because of the COVID 19 
pandemic which has exposed the consequences of the unjust 
social organization of care that prevails in the region. The 
evidence gathered over the last year and a half has shown 
how women have been responsible for the increased care 
needs imposed by the pandemic, and how this has reduced 
women’s labour market participation. ECLAC data confirms 
that the impact of the health crisis has meant a regression of 
approximately 10 years in terms of women’s labour market 
participation. Women’s participation fell by 14 points in 2020 
as a result of the crisis, to 46%, basically because women work 
in sectors of the economy that have been hardest hit by the 
economic crisis resulting from the health crisis. The service 
sector, including areas such as hospitality and paid domestic 
work, has been highly impacted. Reduced participation in the 
paid labour market is also explained by the increased demand 
for care within households: care for children, adolescents, 
people who are ill or elderly people who require permanent 
attention and care. Women disproportionately stop looking 
for or leave the paid labour market to do this work. Tourism, 
commerce and paid domestic work are areas of the economy 
that have suffered some of the most negative impacts and 
are areas that are highly feminised in Chile and across Latin 
America. For example, paid domestic work, which is an area 
in which more than 90% of workers are women, contracted 
dramatically. According to Chilean census data, 1,837,000 
jobs were lost last year. Almost 2 million people lost their jobs. 
Of these, 48.9% are women, confirming the disproportionate 
impact. The most serious aspect of this is that 88% of the 
women who lost their jobs have not gone out to look for work 
again, i.e. they have left the labour market. This means that 
the rate of female participation in the labour market has fallen 
back to the figures it was 10 years ago, which is a serious 
and worrying situation because it was very difficult to make 
progress in this area and because of the direct impacts on 
women’s economic autonomy. This situation has impacted 
women’s poverty in the region. Currently, an estimated 118 
million women in Latin America are living in poverty. This 
number grew by 23 million over the last year, a clear indicator 
of the current crisis.

The concurrence of these conditions and the accumulated 
knowledge and public discussions that the region has built 
up over more than forty years have generated a favourable 
context for the recognition of the essential nature of care 
work in society.

PRODUCTION OF INEQUALITY. THE CARE CRISIS 
FROM A FEMINIST PERSPECTIVE

Modern societies have been experiencing a severe “care 
crisis” for years now. This crisis is a consequence of socio-
demographic and cultural changes including population ageing, 
increased life expectancy and the incorporation of women 
into the labour market, processes that produce an increase in 

the demand for care and a reduction in the supply of people 
available to care for others. ECLAC’s 2009 Social Panorama 
report defined the problem as follows: “This crisis occurs 
when the number of people who require care because of 
their condition increases, and at the same time the proportion 
of people (traditionally women) in a position to carry out 
this function decreases. In other words, we are witnessing a 
situation of increasing demand (demographic transition) and 
decreasing supply (women’s insertion into labour markets). 
This tension acts as a brake on women’s greater insertion into 
the paid labour market and requires a review of the design 
and implementation of public policies in this regard. This 
situation occurs without increased male participation in care 
work and without the development of sufficient state and 
market mechanisms to assume the social responsibility for 
care” (ECLAC, 2009:173-174). According to ECLAC, three 
phenomena stand out in the configuration of this crisis: “the 
growing incorporation of women into the labour market and 
the processes of women’s autonomy and emancipation, the 
ageing of the population and family transformations”, as 
well as “three spheres that maintain the restrictions of a 
patriarchal order and deprive society as a whole of an adaptive, 
egalitarian and efficient process: (i) labour markets, in terms of 
their incentives and organization; (ii) states, in terms of their 
policies and practices; and (iii) families, in terms of the sexual 
division of labour, resources and power” (ECLAC, 2009:175).

It is important to situate this crisis of care within a larger 
context, which feminist intellectuals such as Nancy Fraser 
describe as a “crisis of social reproduction” (Fraser, 2020). 
This crisis is occurring at the same time as a crisis in the 
possibility of continuing life on the planet provoked by capitalist 
destruction. The crisis of social reproduction encompasses 
ecological and social dimensions and causes the main political 
conflict to shift from a “capital-labour” conflict to a “capital-
life” conflict. Throughout Latin America, feminist economists 
have spoken of the problem of the sustainability of life to 
address this issue. Capitalist accumulation is opposed to the 
possibilities of securing the lives of ever larger sectors of the 
population, and the care crisis is an aspect of this contradiction. 
Consequently, the care crisis is not a problem of supply and 
demand, but of the general direction in which social life is 
going. Addressing the issue of care means rethinking social 
organization as a whole.

The current organization of care is a vector for the production 
and reproduction of inequalities. Feminist economists have 
argued that: “the way in which care is socially organized is a 
central node in the reproduction of inequality” (Rodríguez-
Enríquez, 2020). The most apparent inequality is between 
women and men, insofar as the former assume the majority 
of unpaid care work supplied within families. Consequences 
of this inequality include the interruption of life projects, 
loss of economic autonomy and barriers to labour market 
participation. While this has become more evident with the 
pandemic, the feminisation of care work and its negative 
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consequences for women in terms of rights and autonomy 
has long been highlighted by feminists. Karina Batthyány, 
Executive Secretary of CLACSO, argues that, “care is provided 
at the expense of women’s rights and their economic, political 
and even physical autonomy. The greater or total burden of 
unpaid care work impacts on the possibility of integrating, on 
equal terms, into paid work and accessing positions of power. 
In its most extreme form, it prevents women from exercising 
their right to a life free of violence, which is closely linked to 
their economic autonomy”. (Batthyány, 2015). 

In the context of the crisis of social reproduction that we are 
going through, the crisis of care, caused by its unjust social 
organization, results in the deepening of gender, class and, 
it should also be added, ethnic-racial inequalities, as global 
care chains are sustained by the precarious work of migrant 
women (Arriagada & Todaro, 2012). Resolving the care crisis 
requires reorganising the distribution of care and creating 
mechanisms to generate equality and justice.

MAKING THE INVISIBLE VISIBLE. THE 
ECONOMIC CONTRIBUTIONS OF CARE 

One aspect that feminists have highlighted when problematizing 
the unequal social organization of care is the recognition of 
care work as work that creates wealth even though most of 
it is carried out free of charge by women and girls. This work 
is a free subsidy to the economy, ensuring the sustainability 
of life and the reproduction of the labour force. Empirical 
evidence on unpaid care work comes mainly from time use 
surveys, which have been a powerful tool for policy contestation 
(Aguirre & Ferrari, 2013) and from attempts to quantify the 
economic contribution of free care work to GDP. At the global 
level, the ILO’s 2018 report “Care Work and Care Workers 
for a Decent Work Future”, based on time-use survey data 
from 66 countries, revealed that women perform 76.2% of 
unpaid care work, spending 3.2 times more time doing this 
work than men (4:25 hours compared to 1:23). Women and 
girls work 12.5 billion hours per day in unpaid care work. In 
one year, this is equivalent to 201 working days of 8 hours 
per woman spent on unpaid care work. Women spend more 
time than men performing unpaid care work in every country 
in the world. Between 1997 and 2012, the time gap in care 
work decreased by 7 minutes, a pace that, if maintained would 
close the gender gap in 210 years, i.e. in 2228. 

 The same trends can be observed in Chile and in Latin 
America generally. The group ‘Comunidad Mujer’, used the 
results of the National Time Use Survey (ENUT) conducted 
by Chile’s National Institute of Statistics in 2015 to prepare a 
report that allows us to understand the unequal distribution of 
hours in adult heterosexual couples working in the paid labour 
market. The results show that the hours that women dedicate 
daily to unpaid work is double that of men: 6.6 hours versus 3.2. 
Women were responsible for 70% of the total hours a couple 

devoted to domestic work: 4.2 hours for women versus 1.8 
hours for men. Another study based on the same data was 
carried out by the SOL Foundation on ‘time poverty’. Time 
poverty is the condition of not having enough time for rest, 
recreation and personal development as a result of the high 
number of hours devoted to paid work in the labour market 
and to unpaid domestic and care work. The results of this study 
showed when both paid and unpaid work were considered, 53% 
of women are in a situation of time poverty. In other words, 
more than half of women do not have enough time to sleep, 
have leisure time, engage in personal development activities 
or simply to rest for the necessary hours. Only 36% of men 
were found to be suffering from time poverty. 

 Unpaid work makes a massive unrecognised 
contribution to the world economy. According to the 2018 
ILO report on care work, if this work was given an economic 
value based on a minimum wage, it would represent 9% of 
world GDP, equivalent to 11 trillion dollars. In Latin America, 
the contribution of unpaid domestic and care work to GDP 
is around 20% and this contribution has increased with the 
pandemic. In Chile, the contribution of domestic and care 
work in 2015 was 20.8% of expanded GDP and grew to 26% 
in 2020.

These figures have been instrumental in calling for the 
recognition of unpaid domestic and care work at the 
constitutional level or in specific legal regimes. For example, 
the 1999 Constitution of the Bolivarian Republic of Venezuela 
states that “The State shall recognise domestic work as an 
economic activity that creates added value and produces wealth 
and social welfare” and enshrines the right of housewives 
(unpaid domestic workers) to social security. The 2008 
Ecuadorian constitution “recognises as productive work the 
unpaid work of reproduction and human care that is carried 
out in the home” and mandates the state to promote a labour 
regime that works in harmony with the needs of human care, 
providing adequate services, infrastructure and working hours; 
to provide child care services, care for people with disabilities 
and other services necessary for women workers to carry out 
their paid work activities; to promote co-responsibility and 
reciprocity between men and women in domestic work and 
family obligations. It also extends social protection to people 
who take on unpaid domestic work. The 2009 Constitution 
of the Plurinational State of Bolivia recognises the economic 
value of household work as a source of wealth and instructs 
that it be measured in the public accounts. The Dominican 
Republic, in its 2010 Constitution, recognises domestic work 
as an economic activity that creates added value and produces 
wealth and social welfare, and therefore it will be incorporated 
into the formulation and implementation of public and social 
policies.

 Another dimension of the economics of care is paid 
care work. When compared with other sectors of the economy, 
paid domestic workers, nurses, educators and caregivers face 
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more precarious working conditions, unequal or no access to 
social security and protection, lower pay and a greater likelihood 
of falling into poverty. (ECLAC, 2013a and 2016b). In times of 
pandemics, health and education, highly feminised sectors, 
are sectors with higher risks of contagion and harsher working 
conditions. In Latin America, 73% of health workers are women, 
but there is a 23% employment gap between women and men. 
This picture is exacerbated when considering the intersection 
of ethnic, racial and class inequalities. (Rico & Robles, 2019).

It should be noted that a concept originating in feminist 
economics and recurrent in these debates is the “Care 
Economy”, understood according to ECLAC1 as “goods, services, 
activities, relations and values related to the needs relevant 
to the existence and reproduction of people...it includes all the 
work that is carried out in an unpaid manner in households 
and the care work that is carried out in a paid manner in the 
market”. However, it should be noted that its use (or misuse) 
has reduced care to an economistic transaction, commodifying 
care and measuring time in market terms2. Carrasco points 
out that one of the challenges for feminist economics is to 
“integrate market variables into the processes developed 
from the care economy and not the other way around” (2011: 
223) and suggests as a strategy “to invert the social objective 
and consider the space of care of human life and not the 
market economy as a referent; which would mean elaborating 
new ways of measuring time, developing more qualitative 
mechanisms that take into account double presence, the 
intensity of working time, the meanings of work, the experience 
of the life cycle and other aspects that are considered relevant. 
“(Carrasco, 2011: 223).

THE REGIONAL CARE AGENDA 

Care is part of the global and regional gender equality agendas 
of international organizations, governments, and civil society 
actors. Some key international milestones include: the 
International Convention Against All Forms of Discrimination 
Against Women - CEDAW (1979), which highlighted the 
“contribution of women to the well-being of the family and 
the development of society” and recommended research to 
measure women’s unpaid domestic work and its quantification 
and incorporation into the measurement of GDP; the Fourth 
World Conference on Women in Beijing (1995), which re-
emphasized the need to “develop appropriate statistical tools 
to recognize and make visible the full extent of women’s 
work and all their contributions to the national economy, 
including in the unpaid sector and in the household, and to 
examine the relationship between women’s unpaid work and 

1 Available here: https://oig.cepal.org/sites/default/files/no30_esp_-_economia_del_
cuidado.pdf

2 Carrasco points out that, “The fundamental problem is not the number of hours dedicated 
to the different jobs (the overall workload), but their distribution throughout the day, week 
or year. Measuring only the number of working hours brings us back to the male productivist 
approach mentioned above.” (2011: 222).

the incidence of and women’s vulnerability to poverty”; and the 
2030 Development Agenda, which sets the goal of “recognizing 
and valuing unpaid care and domestic work through public 
services, infrastructure and social protection policies, and 
promoting shared responsibility in the household”.

At the regional level, there is a considerable body of discussions 
and agreements in the framework of the Regional Conference on 
Women in Latin America and the Caribbean. At the conference 
held in Quito in 2007, it was agreed to “develop instruments 
for the periodic measurement of unpaid work carried out by 
women and men, especially time-use surveys to make it visible 
and recognise its value, incorporate its results into the system 
of national accounts and design economic and social policies 
accordingly”. At the Brasilia Conference in 2010, it was agreed 
to promote a specific sub-account in the system of national 
accounts on unpaid domestic and care work carried out by 
women. At the Santo Domingo Conference in 2013, the need 
to recognise domestic and care work and to legislate in this 
area, to measure unpaid work periodically and to create specific 
sub-account accounts was once again emphasized. In 2016, the 
Montevideo Strategy for the Implementation of the Regional 
Gender Agenda in the Framework of Sustainable Development 
towards 2030 was approved. This document recognises that 
one of the structural problems to be addressed to achieve 
gender equality is “the sexual division of labour and the unjust 
social organization of care”. In 2020, the Santiago Agreement 
recognised the need to “design comprehensive care systems 
from a gender, intersectional and intercultural and human 
rights perspective that promote co-responsibility between 
women and men, the State, the market, families and the 
community, and include articulated policies on time, resources, 
benefits and services, resources, benefits and universal and 
quality public services to meet the different care needs of 
the population, as part of social protection systems” and to 
“promote policies for the equitable distribution of domestic 
and care work responsibilities between men and women”.

This agenda has pushed regional governments to make 
commitments, which in some cases have become substantive 
legislative and public policy advances. In addition to the examples 
of the constitutional recognition of care mentioned above, the 
Constitution of Mexico City and the National Integrated Care 
System in Uruguay are two significant advances.

Workers’ organizations have promoted an ambitious agenda on 
care at global, regional and national levels. This includes the 5 
Rs proposed by the ILO: recognising, reducing and redistributing 
unpaid care work; rewarding paid care work, promoting 
more and decent work for care workers; and guaranteeing 
representation, social dialogue and collective bargaining for care 
workers. “The five Rs framework is a gender-sensitive, human 
rights-based approach to public policy that creates a virtuous 
circle by mitigating care-related inequalities, addressing the 
barriers that prevent women from accessing paid work, and 
improving the conditions of unpaid caregivers and care workers 
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and, by extension, the beneficiaries of care” (ILO). Through the 
Manifesto for the Reconstruction of the Social Organization 
of Care, PSI and other organizations have proposed additional 
content for the 5Rs in order to put an end to the care crisis, 
including3: 1. - Recognise the social and economic value of care 
work (paid or not) and the human right to care; 2. - Reward 
and remunerate care work with equal pay for work of equal 
value, decent pensions, dignified working conditions and 
comprehensive social protection; 3. - Reduce the burden 
of unpaid care work on women; 4. - Redistribute care work 
within households, among all workers, eliminating the sexual 
division of labour and between households and the state; and 
5.- Reclaim the public nature of care services and restore the 
duty and the primary responsibility of the state to provide 
public care services and develop care systems that transform 
gender relations and women’s lives - including by financing 
the state´s capacity to invest through fair and progressive 
taxation and ensuring internationally equal taxing rights of 
nation states. PSI has carried out research and intervened at 
the local level in Chile, with the goal of influencing the public 
debate and bringing the voice of workers into the care debate 
in particular, and into the current constitutional process more 
generally. 

This document will review the main regulations governing 
care and the related institutional designs in four countries: 
Mexico, Ecuador, Uruguay and Chile. The aim of this review 
is to analyse the experiences of other countries and retrieve 
what is relevant for the Chilean process, both from the point 
of view of good experiences and difficulties.

With these inputs, a set of constitutional principles will be 
proposed that aim to centralize the sustainability of life, to 
reconstruct the social organization of care and to modify 
the unjust social organization of work that produces and 
reproduces gender, race and class inequalities. We will seek to 
advance in the socialisation of care, which means defeminizing, 
defamiliarizing and decommodifying it. To this end, it will 
be essential to recognise the central role of the state in the 
provision of care services that transform gender relations and 
that are financed through the tax system. The constitutional 
principles proposed below are a step towards overcoming 
neoliberalism in Chile.

3 Available here: https://publicservices.international/campaigns/manifiesto-reconstruir-
la-organizacin-social-del-cuidado?id=11655&lang=en
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URUGUAY
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1. INTRODUCTION

Uruguay is the first, and so far, the only country in the region, to 
have an National Integrated Care System. This condition gives 
the Uruguayan experience a unique importance, as it allows us 
to study the process that led to the development of the system 
and evaluate the first five years of implementation. Uruguay has 
a long tradition of social policies dating back to the beginning of 
the 20th century (Aguirre and Ferrari, 2014). These traditions have 
been consolidated over the decades. It is also important to note 
that despite budget cuts that occurred during the civil-military 
dictatorship in power from 1973 to 1985, the social protection 
system was not dismantled as occurred in Chile (Aguirre and 
Ferrari, 2014). After the return to democracy, social protection 
policies underwent a recovery. The most substantive advances 
came after 2005 with the triumph of the ‘Frente Amplio’ (Broad 
Front), a left-wing coalition that governed the country for three 
successive periods until 2020. During those fifteen years, social 
protection was considerably expanded, and care was established 
as a new pillar of the system.

The first Frente Amplio government implemented a robust 
social agenda to tackle the crisis that the country had been 
experiencing since 2002. The Ministry of Social Development 
and the Social Cabinet, made up of the heads of the main related 
ministries, were created in 2005. In 2006, the ‘National Plan of 
Attention to the Social Emergency’ (PANES) was implemented, 
focusing on low-income families. In 2007, tax and health 
reforms were implemented. Medium and long-term plans 
were advanced, including the National Strategy for Children 
and Adolescents (ENIA 2010-2030), the First National Plan for 
Equal Opportunities and Rights (2007-2011) and the Equity 
Plan (2008) (Aguirre and Ferrari, 2014).

The integration of care into the social protection system, as 
its fourth pillar, began to be implemented during the second 
Frente Amplio government, led by José Mujica between 2010 
and 2015. The creation of a national care system was part of 
the government’s programme, and the process culminated 
in the approval of Law 19.353, which created the National 
Integrated Care System (SNIC). Undoubtedly, the push given 
by the Mujica administration was a fundamental element 
in the achievement of this objective, but it should be noted, 
as will be seen in the following section, that the promotion 
of care in the public debate and the insistence on the need 
to develop care policies in Uruguay arose from civil society, 
particularly from academic centres led by feminist researchers 
and women’s movement organizations.

2. PROCESSES AND ACTORS IN THE 
FORMULATION OF THE NATIONAL INTEGRATED 
CARE SYSTEM

The establishment of the public demand for a care system 
came from civil society, particularly from feminist activists 

and academics who were carrying out research, producing 
evidence and putting the problem of care into the public debate. 
An important actor in this process was the Gender Area of 
the Department of Sociology of the Faculty of Social Sciences 
of the University of the Republic, which pioneered research 
on unpaid work by collaborating with the National Institute 
of Statistics to conduct surveys in 2003 and 2007 (INE and 
FCS-UdelaR, 2007). The results of this research provided 
empirical evidence to show the sexual division of labour within 
households, differences in the use of time, the amount of 
unpaid care work carried out by women, and other issues that 
allowed these problems to be brought into the public debate. 
During the process of drafting the proposal for the National 
Integrated Care System in 2011, the National Women’s Institute 
joined the Sociology department to carry out the “National 
Survey on Social Representations of Care”, which provided 
information that was important for the construction of the 
Integrated Care System.

Another relevant actor in this process was the Gender and 
Family Network, which organized academic-political events 
that were of vital importance in establishing diagnoses and 
proposals on the need for a care system in Uruguay. In 2008, 
this institution organized two events on health and care from 
a gender perspective and an event dedicated to the discussion 
of the relevance of establishing a National Integrated Care 
System. (Fassler, 2008; Fassler, 2009).

The Development and Gender Area of the Interdisciplinary 
Centre for Development Studies (CIEDUR) was also an important 
actor. CIEDUR led the project “Towards a care system with a 
gender perspective in Uruguay” with funding from the European 
Union, and the Gender and Family Network as its main partner. 
The aim of the project was “to ensure that the design and 
implementation of the future national care system includes 
the needs and interests of Uruguayan women and promotes 
equality between men and women”. Advocacy actions were 
developed in the framework of this project.

With the wealth of knowledge and discussions promoted by 
academia and civil society, the issue of care was placed on the 
public agenda and was incorporated into the Frente Amplio’s 
programme. In the second government of the same coalition, 
led by José Mujica, a Working Group was established through 
a presidential resolution within the framework of the National 
Council of Social Policies (CNPS). The Working Group was given 
the mandate to coordinate the process of designing the care 
system. The group was composed of representatives from 
the Ministries of Public Health, Economy and Finance, Social 
Development, Labour and Social Security, and Education 
and Culture. Additionally, the following public entities were 
mobilized to support this work: the Planning and Budget 
Office, the Social Security Bank, the Uruguayan Institute for 
Children and Adolescents, the National Institute of Statistics, 
the State Health Services Administration, and regional and 
municipal governments (Ferrari & Aguirre, 2014).
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International cooperation agencies played a prominent role in 
the social and political discussion around the development of 
the system. One of the most relevant advocacy actions was 
the international seminar “Towards a national care system 
in Uruguay”, held in Montevideo in December 2010. The 
objectives of this event were to contribute to the debate on 
the construction of a care system in Uruguay and to prepare 
inputs for the Working Group to design the system (Nieves Rico, 
2011). This seminar was coordinated by the Ministry of Social 
Development, the Economic Commission for Latin America 
and the Caribbean, the United Nations Population Fund, the 
United Nations Development Programme, the United Nations 
Children’s Fund and the United Nations Development Fund 
for Women. Soledad Salvador, ECLAC consultant, presented 
the main document “Towards a national care system” at this 
event (Salvador, 2011).

INTERINSTITUTIONAL WORKING GROUP OF THE 
NATIONAL CARE SYSTEM

NATIONAL SOCIAL POLICY COUNCIL
SOCIAL CABINET

NATIONAL CARE SYSTEM WORKING GROUP

MINISTRY OF SOCIAL DEVELOPMENT – MINISTRY OF LABOUR 
AND SOCIAL SECURITY – MINISTRY OF ECONOMY AND FINANCE 

– MINISTRY OF EDUCATION AND CULTURE – MINISTRY OF 
PUBLIC HEALTH – PLANNING AND BUDGET OFFICE

SOCIAL SECURITY BANK, URUGUAYAN INSTITUTE FOR CHILDREN 
AND ADOLESCENTS, STATE HEALTH SERVICES ADMINISTRATION, 
NATIONAL INSTITUTE OF STATISTICS, REGIONAL AND MUNICIPAL 

GOVERNMENTS

Source:: Aguirre & Ferrari, 2014

The process has gone through three key phases since the 
creation of the Working Group. First, during 2010, the group 
worked in a sectoral and coordinated manner on the conceptual 
bases of the system, defined a common vision on care, target 
populations, guidelines and guiding principles of the National 
Integrated Care System, and prepared a document entitled 
“Guidelines and conceptual contributions for the design of an 
National Integrated Care System”, approved by the National 
Council of Social Policies in December of the same year. The 
guiding principles defined in this document are: (i) a universal 
policy that focuses its initial actions on the most socially 

vulnerable groups, with medium and long-term commitments 
to the incorporation of groups until universalisation; (ii) rights 
and gender, generational and ethnic-racial perspectives; (iii) 
strategies for the creation of services and the possibility of 
financial transfers, evaluating their potential impact in terms 
of gender and the quality of the service provided; iv) change 
to the current sexual division of labour based on the concept 
of co-responsibility; v) territorial decentralisation seeking to 
generate “local services” and community participation; and 
vi) the professionalization of the task of care through the 
training of both family and formal caregivers (National Council 
for Social Policies, 2010). This same document established 
the three populations to which the system will be directed: 
children from 0 to 3 years of age, people with disabilities and 
elderly people in a situation of dependency.

In the second phase, throughout 2011, a national debate was 
designed and implemented with broad social participation 
and documents for discussion focused on the target 
populations. Between September and November 2011, the 
Inter-institutional Working Group designed and implemented 
the SNIC debate phase. The debate was designed to be a space 
for discussion on the creation of consensus and proposals 
among all the actors involved and was one of the first key 
moments in the construction of the policy, where conditions 
for the generation of a process of citizen participation were 
promoted and created. The debate organized by the Working 
Group, according to the document “Social Accountability. 
Debate Phase”, was based on the conviction that: (i) care 
is a right and the State has the responsibility to guarantee 
citizen participation in the design of a policy that responds 
to it; (ii) in Uruguay, an important conceptual consensus has 
been developed in civil society organizations and academia 
that it is necessary to generate spaces to socialize care and 
build collective proposals; iii) the design of the SNIC requires 
a citizenry that is aware of and involved in the identification 
of their needs; iv) social policies require a perspective from 
the specificity of each locality in order to provide universal 
responses that take into account particularities; and v) the 
Working Group participates in territorial debates to highlight 
the need to advance in inter-institutional coordination (Inter-
institutional Working Group-CNPS, 2011).

The national debate process sought to ensure broad 
participation of the political and social actors involved, 
decision-makers, managers and field teams, departmental and 
municipal governments, paid and family caregivers, business 
representatives, trade unionists, women’s organizations, 
retirees and pensioners, and the media. Twenty-two 
local debates were held, 18 in the capital cities and the 
rest in Montevideo. In total, 3290 people and 1802 social 
organizations participated in the debates (Grupo de Trabajo 
Interinstitucional-CNPS, 2011). Based on the reports and 
documents that systematised the entire process of the debate 
towards an SNIC, the Working Group elaborated the document 
“Social Accountability. Debate Stage 30 August-4 September 
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2011”. Almost two years later his document was made public 
at the same time as the design document containing the 
SNIC proposal, as part of the social accountability process 
of the SNIC (25 June 2013).

A third phase, during 2012, focused on the design of a working 
proposal contained in a public policy document entitled 
“Towards a solidarity-based care model. Proposal for the 
construction of the National Care System”. This document 
was approved on September 20, 2012 by the Social Cabinet. 
The Working Group then established the design of proposals 
in the areas of institutions, financing, regulation, training, and 
services. It was also part of the group’s agenda to advance 
in the drafting of an SNIC framework law that established 
regulatory mechanisms in the aforementioned areas of action.

PRINCIPALES HITOS EN LA 
CONSTRUCCIÓN DEL SNC, 2008-2013

2008

2010
2011

2013

National 
debate phase

First roundtables of the Gender and Family 
Network.
First proposal to advance with a National Care 
System in the Frente Amplio programme

Resolution 836/010 creates the Care 
System Working Group

Social Cabinet approves the working 
document

2012 Social Cabinet 
approves the 
SNIC proposal

Public 
Accountability
Actions

Creation of the civil 
society for care network

Source: Aguirre & Ferrari, 2014

3. REGULATORY FRAMEWORK

The main regulatory framework in Uruguay is Law 19.3534, 
whose purpose is “the promotion of the development of the 
autonomy of dependent persons, their care and support, through 
the creation of the National Integrated Care System (SNIC), 
as a set of actions and measures aimed at the design and 
implementation of public policies that constitute a model of 
solidarity and co-responsibility between families, the State, 
the community and the market” (Art. 2). This law, approved 
on 26 November 2015, is structured in fifteen articles that 
establish: the creation of the National Integrated Care System, 
its integration, the definition of care, the targets of the policy, 
the guiding principles, the objectives of the system, the 
organization of budget allocations for the system in the case 
of the bodies involved, the institutional structure, the integration 
and competencies of the National Care Board, the creation of 
the National Care Secretariat, its structure and competencies, 
and the creation and integration of the Consultative Committee 
(SNIC, 2020).

Care is understood as “the actions that dependent persons must 
receive to guarantee their right to care for the basic activities 
and needs of daily life because they lack the autonomy to carry 
them out for themselves. It is both a right and a social function 

4 Available here: https://www.impo.com.uy/bases/leyes/19353-2015
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that implies the promotion of the development of personal 
autonomy, care and assistance to dependent persons” (Art. 
3). The care system is defined as: “the set of public and private 
actions that deliver direct care for the basic activities and 
needs of daily life of dependent persons” and stipulates that 
it “comprises an articulated set of new benefits, coordination, 
consolidation and expansion of existing services, as well as 
the regulation of the persons who provide care services” (Art. 
3). Autonomy, in the framework of the law, is understood as 
“the ability to control, cope and make, on one’s own initiative, 
decisions about how to live and develop the basic activities and 
needs of daily life, contemplating equal cooperation with other 
persons” (Art. 3), and dependency as: “the state of persons who 
require the care of another person or persons or significant 
assistance to perform basic activities and meet the needs of 
daily life” (Art. 3).

The law also establishes the principles governing the National 
Integrated Care System: the universality of the right to care, 
services and benefits for all dependent persons, conditions 
of equality, in accordance with the applicable regulations; 
the progressive implementation of and access to services 
and benefits for all dependent persons, under the terms 
established in the applicable regulations; the articulation and 
coordination of care policies with the set of policies aimed 
at improving the quality of life of the population; the equity, 
continuity, opportunity, quality, sustainability and accessibility 
of care services and benefits for dependent adults, including 
consideration of their preferences regarding the type of care 
to be received; comprehensive quality, in accordance with 
standards and protocols of action, respecting the rights of 
care recipients and workers; the permanence of dependent 
persons in the environment in which they live their daily lives, 
whenever possible; the inclusion of gender and generational 
perspectives, taking into account the different needs of women, 
men and age groups, promoting the cultural overcoming of 
the sexual division of labour and the distribution of care tasks 
among all actors of society; and solidarity in financing, ensuring 
sustainability in the allocation of resources for the provision 
of comprehensive care (Art. 4).

Together with the guiding principles, the law establishes 
the following objectives for the SNIC: to promote a model of 
comprehensive care provision based on articulated policies, 
comprehensive programmes and actions for the promotion, 
protection, timely intervention and, whenever possible, the 
recovery of the autonomy of those in a situation of dependency; 
to promote the articulated and coordinated participation of 
public and private providers of care services and benefits; to 
promote the optimisation of public and private care resources, 
organizing the use of human, material, financial resources and 
infrastructure capacity, and to promote the use of human, 
material, financial and infrastructure capacity, as well as the 
creation of a model of integrated care; promote the optimisation 
of public and private care resources, rationalising the use of 
human, material and financial resources and of the capacity 

already in place and to be created; promote the regulation 
of all aspects related to the provision of public and private 
SNIC services; professionalize care tasks by promoting the 
education and training of people who provide care services, 
encouraging their continuous professional development, 
interdisciplinary teamwork, scientific research, and promoting 
the active participation of workers and people in situations of 
dependency; to promote changes to the current sexual division 
of labour, integrating the concept of gender and generational 
co-responsibility as a guiding principle; and to promote territorial 
decentralisation, seeking to contemplate the specific needs of 
each community and territory, establishing agreements and 
joint actions with Departmental and Municipal Governments 
where appropriate (Art. 9).

In addition, the law defines those that have rights as “those 
who are in a situation of dependency, considering as such 
persons who require specific support for the development of 
their activities and the satisfaction of the basic needs of daily 
life” and those who provide care services. Specifically, persons in 
a situation of dependency are children up to the age of twelve; 
persons with disabilities who lack the autonomy to carry out 
activities and meet their basic daily living needs on their own; 
and persons over the age of sixty-five who lack the autonomy 
to carry out activities and meet their basic daily living needs 
on their own (Art. 8).

The law was implemented with regulations and decrees. Decree 
427/2016 5 mandates a range of SNIC benefits, services and 
policies. It establishes the classification, definition and scope of 
services, subsidies and concepts of the SNIC. It also includes the 
definition of co-responsibility programmes and programmes 
for the prevention and reduction of situations of dependency, 
the creation of the National Care Registry, the conditions for 
the qualification of people working within the SNIC and the 
requirements to be demanded of the public or private providers 
that form part of it. (SNIC, 2020).

4.INSTITUTIONS

The implementation of the SNIC required the creation of a 
new institutional framework, responsible for the governance 
of the system, capable of implementing an inter-institutional, 
flexible working model, and addressing the challenge of the 
dependency-autonomy binomial by integrating different 
perspectives (rights, gender and generations), complementing 
existing measures with those created under the same 
regulatory context with a territorial deployment that facilitates 
the population’s access to the different benefits in all parts of 
the country. (SNIC, 2020).

The law also establishes the institutional structure of the 
system composed of the National Care Board, the National Care 

5 Available here:  https://www.impo.com.uy/bases/decretos/427-2016
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Secretariat (SNC) and the Care Advisory Committee (Art. 11). 
Decree 445/20166 establishes the integration, objectives, and 
competencies of the Board, detailing that it is responsible for 
promoting universal programmes, promoting the optimisation 
of resources, the regulation of all aspects related to the provision 
of public and private services and the professionalization of 
care tasks through the promotion of education and training 
of caregivers. The National Secretariat for Care aims at the 
articulation, intersectoral and inter-institutional coordination 
and implementation of the SNIC’s objectives. The Care Advisory 
Committee, regulated by Decree 444/20167, is composed of 
representatives of workers, academia, civil society, and the 
private sector engaged in care provision. The Committee advises 
the National Care Secretariat and through it, the National 
Care Board, on best practices conducive to the fulfilment of 
the objectives, policies, and strategies of the system. It is the 
body through which social participation in policy is promoted 
and ensured.

In order to fulfil these tasks, a complex institutional structure 
was created, consisting of three bodies: the National Care 
Board, the National Care Secretariat and the Care Advisory 
Committee. 

The National Care Board is the highest body of the SNIC and is 
responsible for the political management of the system. It is a 
collegiate body in which the strategic guidelines of the policy are 
established, agreements are made, responsibilities are assigned 
and deadlines for inter-institutional work are established. 
It is composed of the ministers (or their designees) of the 
following portfolios: Social Development (chair), Education and 
Culture, Labour and Social Security, Public Health, Economy 
and Finance; the Planning and Budget Office, the Central Board 
of Directors of the National Public Education Administration, 
the Social Security Bank, the Uruguayan Institute for Children 
and Adolescents, and a representative of the Congress of 
Mayors. In order to promote and monitor gender mainstreaming 
throughout the SNIC, the National Women’s Institute 
participates in the sessions of the Board with voice but without 
vote. In the same capacity, the National Secretariat of Care 
participates in the sessions of the Board. According to Law 
19. 353, it is the responsibility of the National Care Board to: 
propose objectives, policies and strategies concerning the 
SNIC to the Executive Branch; define the strategic guidelines 
and priorities of the SNIC; advise and submit to the Executive 
Branch the National Care Plan formulated by the National 
Care Secretariat; advise the Executive Branch on the budget 
proposal of the National Care Plan formulated by the National 
Care Secretariat, for the purpose of its consideration within 
the framework of the drafting of the National Budget Bill 
and the approval of the budgets of the Autonomous Entities, 
as the case may be; a) ensure the transparency of the SNIC 
and public access to quality information; advise and submit 

6 Available here:  https://www.impo.com.uy/bases/decretos/427-2016

7 Available here: https://www.impo.com.uy/bases/decretos/445-2016

for consideration of the Executive Branch for submission to 
the General Assembly of the Legislative Branch, the annual 
report of the National Care Plan prepared by the National 
Care Secretariat; prepare the draft of its internal operating 
regulations, which it shall submit to the Executive Branch 
for approval. (Art. 13). According to the Five-Year Report 
2015-2020 of the SNIC, since its creation, the Board has 
permanently monitored the implementation of the National 
Care Plan 2016 - 2020, approving a series of resolutions 
linked to the development of each of the components of the 
system. According to the evaluation made in the report, the 
establishment of an inter-institutional body was decisive 
for the comprehensiveness of the public policy (SNIC, 2020).

The National Care Secretariat is responsible for articulating 
and executing the policies of the SNIC and planning the 
implementation of the system. It coordinates inter-sectoral 
and inter-institutional work among the agencies involved in the 
system and operates within the Ministry of Social Development 
(MIDES). Its head is appointed by the Executive Branch based 
on personal, functional, and technical qualifications in relation 
to area of competence. Its tasks include the articulation and 
coordination of the National Integrated Care System, the 
formulation of the five-year National Care Plan, a proposal 
to be submitted to the National Care Board for consideration8

The aim of the Care Advisory Committee is to promote public 
participation in policy. It advises the Care Secretariat and, 
through it, the Board, in relation to the fulfilment of the 
principles established by law. It has honorary status and is made 
up of trade union representatives, civil society organizations 
from the care field, academia, and the private sector. On the 
workers’ side, the Committee is made up of representatives 
of the Inter-Union Workers’ Committee - National Workers’ 
Convention (PIT-CNT). Civil society is represented by the 
Pro-Care Network, the National Organization of Retirees 
and Pensioners (ONAJPU), the National Association of Non-
Governmental Organizations (ANONG), and a non-governmental 
representative of the National Honorary Commission on 
Disability (CHND). Academic representatives are from the 
University of the Republic, the Catholic University and the 
Economic Research Centre of Uruguay (CIEDUR). Private care 
providers are represented by the Uruguayan Chamber of 
Companion Services Companies (CUESA), the Uruguayan 
Federation of Cooperatives (FCPU) and the Child and Family 
Care Centres (CAIF). According to the five-year report (2015-
2020), the Consultative Committee began meeting in April 
2017 and held 32 regular meetings. The document highlights 
the sustained participation of the members and affirms that 
their commitment to the work made it possible to address 
different issues in a substantive manner and for the Committee 
to become a space for democratic participation where different 
actors linked to care have representation, which generated a 

8 The matters of competence of the National Secretariat for Care can be consulted in 
detail in Article 17 of Law 19.353. https://www.impo.com.uy/bases/leyes/19353-2015/17
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new model of articulation between the state and civil society. 
(SNIC, 2020).

 »The gender perspective in the SNIC

The gender perspective is one of the central elements of care 
policy in Uruguay. The gender perspective maintains objective 
of transforming and altering the traditional sexual division of 
labour to move towards a division based on the principle of 
co-responsibility in its social and gender dimensions (SNIC, 
2020). With this objective in mind, the Specialised Gender 
Unit (UG) within the National Care Secretariat was created in 
2018. The UG was constituted as an opportunity to strengthen 
the gender approach in the actions that are developed and to 
give them conceptual coherence. The UG works in support of 
the management team and any other areas to support any 
processes that are considered relevant. The work of the UG 
focuses on both political and operational dimensions. The 
first is focused on strengthening the gender institutional 
framework of the system, which includes: strengthening the 
approach and the inclusion of a gender perspective in the 
policy, based on the elaboration of a reference framework 
that sets out the institutional orientations on gender and 
care; strengthening the capacities of the entire SNIC team in 
the incorporation of a gender perspective through training 
and awareness-raising; strengthening management capacity 
in terms of gender and care, based on: i) Implementation of 
awareness-raising activities and problematization of the 
gender approach to care in management areas, ii) Advice on the 
participation of the SNIC in institutional representation areas 
(National Gender Council and its working groups), iii) Work on 
a gender approach throughout the institutional framework 
of the system (Secretariat, Board and Advisory Board). The 
operational dimension creates lines of action based on the 
Care Plan and its components, which includes work aimed 
at: strengthening the incorporation of a gender perspective 
in the different care policies (care services, transfers and 
time allocation policies); contributing to improve the inclusion 
of a gender perspective in the information that is collected 
and produced by the SNIC in relation to users, services and 
benefits; supporting the production of knowledge with a gender 
perspective for the continuous improvement of the policy; 
promoting the effective inclusion of a gender perspective in 
the training of caregivers; strengthening the inclusion of a 
gender and care dimension in local activities. To facilitate the 
achievement of its tasks, the unit was formed with people 
from each of the Secretariat’s areas and with people from the 
political management team. In addition, the coordinator of the 
UG was incorporated into the Secretariat’s political dialogue 
and decision-making sphere. (SNIC, 2020)

 »Impacts of the implementation of the SNIC on 
Uruguayan trade unionism

The implementation of the SNIC and, in particular, the creation 
of the Care Advisory Committee provoked changes in trade 
union structures that are worth highlighting. The Trade Union 
Centre (PIT-CNT) created an internal Care Commission, brought 
together the various trade union branches involved in the SNIC 
and incorporated the Unified Personal Assistants’ Union, an 
organization that was created in the context of the SNIC. At the 
same time, trade unionists integrated co-responsibility for care 
into their agenda, incorporating demands related to care into 
collective bargaining (Perez de Sierra, 2021; CIEDUR, 2019).

5. CARE POLICIES 

In Uruguay, care policies are set out in the National Care Plan 
(PNC), which is elaborated every five years. The lines of action 
defined in the National Care Plan 2016-2020 are presented 
below (SNIC, 2015).

It should be noted that the PNC has five components: services, 
regulation, training, information and knowledge management, 
and communication. The system coordinates existing services 
and creates new ones to serve the system’s target groups. 
The regulatory framework determines the mechanisms for 
policy implementation and aims to recognise the right to care 
and to be cared for in conditions of quality and equality. The 
PNC establishes regulatory standards in areas such as paid 
care work, care leave for male and female workers and the 
establishment of quality criteria for the services provided. 
The training component aims to raise the professionalization 
and valuing of care through the training of care workers, 
understanding that this is a crucial factor in the provision of 
quality services. The information and knowledge management 
component aims to generate the necessary information for the 
SNIC to make public policy decisions, while at the same time 
generating the necessary information to monitor and evaluate 
the system. The contributions of academia are fundamental 
to the information and knowledge management component 
of the PNC. The central objective of the communication 
component is the promotion of the right to care and the cultural 
transformation of the population’s common understanding 
regarding care, incorporating the notion of social and gender co-
responsibility, and organizes actions that include awareness-
raising campaigns.

The main policies in the following areas will be reviewed below: 
care policies for formal workers; care policies for dependent 
persons as defined by the law; and care policies for the elderly, 
as defined by the law.
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5.1 MATERNITY PROTECTION AND WORK-
FAMILY CO-RESPONSIBILITY POLICIES  

One of the guiding principles of the SNIC is social and gender 
co-responsibility. This principle was the driving force behind 
the law on leave and leave of absence for male and female 
workers, which promotes the participation of men in the care of 
newborns through time allocation policies. Law 19.161 extends 
maternity leave from 12 to 14 weeks and extends paternal 
leave (which can reach 13 days in the case of private sector 
workers). The law establishes a part-time care allowance, 
which can be exercised by either the father or the mother for 
up to six months of the child’s life. Maternity leave and its 
duration is compulsory, while parental leave and the part-
time care allowances are voluntary. The latter is transferable 
between the mother and the father and can be split between 
them alternately.

Research on the use of maternity, paternity, and part-time 
care leave in Uruguay (Batthyány et al., 2017) confirms that 
96.6% of women took maternity leave in 2017, while 83% of 
men took paternity leave. Regarding the use of part-time, 
the data show that 69.6% of women have used this modality 
to extend their time at home while only 4.5% of men did. It 
is clear that the use of part-time is higher among women, 
however, research reveals that there are differences between 
the types of women who make use of this option. Women 
between 30 and 39 years old, those with the most formal 
education and those belonging to the highest socio-economic 
level use this option much more. Non-wage-earning women, 
women working in micro-enterprises and in occupations that 
require lower levels of qualifications, including those working 
in agricultural and construction make less use of the part-time 
option. Part-time is also used with less frequency by women in 
the interior of the country (Batthyány et al., 2017). The reasons 
why men do not make use of part-time work are related to 
the consideration that care by mothers is better for children 
in their first months of life. Women’s reasons for not using 
part-time are connected to labour market barriers, such as loss 
of income and difficulties in reconciling work and care time. 
These results provide noteworthy data to consider cultural 
and labour market barriers to the use of part-time leave.

5.2 CARE SERVICES WITHIN THE FRAMEWORK OF 
THE SNIC

 »Childcare

Childhood was the sector that received the most attention in the 
first phase of implementation of the SNIC in Uruguay. Within the 
framework of the Care Act, childhood is defined as the period 
from 0 to 12 years of age. In the first phase of the system’s 
implementation, priority was given to early childhood, defined 
as 0 to 3 years of age, and the objectives for this group included: 

a) ensuring the implementation of the extension of the licensing 
regime provided for in Law 19.161 of 2013; b) expanding the 
coverage of care services for children aged 0 to 2 years, through a 
diversity of options and with a focus on local prioritization; and c) 
achieving the universalization of the offer for the 3-year age group. 

The SNIC coordinates existing services and creates new ones. 
Among the existing services are the Support and Education Centres 
for Children, known as Early Childhood Education and Care Centres. 
They are regulated by the State and are provided in two modalities: 
civil society organizations that have agreements with the State and 
receive public funding (Early Childhood and Family Care Centres); 
and publicly funded and managed (Early Childhood Care Centres 
-CAPI-). Both services are regulated by the Uruguayan Institute 
for Children and Adolescents (INAU). During the first phase of 
SNIC implementation, coverage was considerably expanded. 
According to the system’s accountability (SNIC, 2020b), the largest 
investment in early childhood in the country’s history was made 
between 2015-2020 and Uruguay achieved the highest coverage 
of education and care for children aged 0-3 years in the region.

There is also private provision of early childhood care that is 
regulated by the state. The state subsidises families through 
socio-educational inclusion grants which consist of a subsidy 
for the purchase of private services where the public provision 
of services is unavailable. At the last review of accounts, 5,000 
children had received this grant (SNIC, 2020).

Among the new services that have been implemented within 
the framework of the SNIC are the Care and Education Spaces 
for children of secondary school students and Community Care 
Homes. Both are pilot experiments with quantitatively limited 
scope. At the time of reporting, 6 care centres for children of 
secondary school students had been implemented, benefiting 
500 mothers and fathers. Finally, 11 Trade Unions and Company 
Education and Care Centres (SIEMPRE) had been set up.

 »People in a situation of dependency

Since the implementation of the National Integrated Care Plan, 
existing services for the dependent population have been regulated 
and new supports have been created. The development of the 
Dependency Scale, an instrument for assessing the condition 
of users, has been fundamental. In order to access services, a 
scheme of state subsidies is used, which can be total or partial, 
and take the families’ ability to pay into account. The services 
contemplated are: Personal Assistants, Home Telecare, Long 
Term Care Centres and Day Centres.

The Personal Assistant (PA) service is designed for people in a 
situation of severe dependency who require support for daily living 
activities (feeding, hygiene, dressing, mobility, work, and recreation, 
etc.), and consists of a subsidy to hire an assistant for 80 hours per 
month, to be distributed in agreement with the user. The service 
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is provided in two ways: through individual hiring by the users of 
a PA or through work cooperatives and private companies that 
have agreements with the SNIC secretariat. As of December 2019, 
4,510 PAs were working throughout the country. At the end of 
2019, more than 6,000 people were actively receiving services in 
the 19 regions of the country (SNIC, 2020). The creation of the PA 
service involved a process of training and knowledge certification 
for the exercise of the role and the construction of a unified Register 
of Personal Assistants of the SNIC. 

The Day Centres are daily services for people in a situation of 
mild or moderate dependency who live at home and attend on an 
outpatient basis, to carry out activities of stimulation and socio-
therapeutic accompaniment. This is a service that was created by 
the SNIC, and still had a small scale in terms of quantity and scope. 
At the end of 2019, this service reached 184 people throughout 
the country, in 6 centres distributed in the capital and others in 
the interior. The service is provided through and managed by 
worker cooperatives or civil society organizations. Each person 
can choose to attend 2, 3 or 5 times a week, for periods of 4 or 8 
hours, depending on the type of service.

The Long-Term Care Centres is the institutionalization service 
designed for elderly people in a situation of dependency. According 
to a survey carried out in 2015, there were 1124 private and 12 
public centres distributed throughout the country. These services 
existed prior to the creation of the system and were integrated 
into the general conception of care with the creation of the SNIC. 
Their regulation by the state has been an important issue for 
governments in recent decades.

5.3 SNIC CARE WORKER POLICIES

The SNIC has a mandate to enhance and professionalize care 
work. Consequently, the SNIC focused on the education and 
training of caregivers. Work in this area was primarily focussed 
on paid care, both pre-existing (care and education roles in 
early childhood, for example) and those established by the 
SNIC (personal assistants and other care profiles).

According to the SNIC’s five-year report 2015-2020, a 
training strategy was designed within the framework of the 
intersectoral training commission. With regard to training aimed 
at the care of dependent persons, in 2016, the National Care 
Board approved a curriculum design for care for dependent 
persons. Training was based on the development of the 
occupational profile using information on the current exercise 
of the occupation and establishing the area of competence in 
social and health care services at institutional and home level. 
The training courses offered were organized in four models: a 
specific care curriculum design (90 hours), a leveling course (20 
hours), an occupational project (30 hours) and an internship 
(12 hours). Interventions in the area of early childhood were 
oriented towards increasing the training available with the 
objective of having more people trained, while simultaneously 

maintaining a sufficient number of workers to deliver the new 
care services, regulation of the private training available and 
establishment of a common curriculum based on standard 
working practices.

6. ANALYSIS

The conclusion of the implementation of the first five year 
cycle of the SNIC allows for evaluations and assessments. The 
2015-2020 five-year report summarises the challenges of the 
system in three dimensions: universality, co-responsibility and 
financing. Critical issues were identified in all three dimensions. 

Regarding universality, the system is addressing access and 
quality problems in preventing the creation of first- and second-
class services. Currently, the services provided by the SNIC 
have access limits. For example, the PA service reaches less 
than 20% of the estimated number of severely dependent 
people who require the service. To some extent, the slow 
progress in the universalisation of coverage is linked to the fact 
that a large majority of beneficiaries access the programme 
through state subsidies, which makes it costly to provide given 
current budgets. Up until 2020, priority was given to exclusive 
access to the service for people under 29 years of age and 
those over 80 years of age with severe dependency. In the 
balance report, the financing of the system is one of the main 
challenges reported by the outgoing government. To meet the 
demand of the entire population with severe dependency, a 
public discussion about the financing model is unavoidable. 
The heavily subsidised nature of the service, while posing 
challenges for its future financing, ensures that the current 
provision is highly formalised, which is a very important step 
forward in terms of valuing care work. 

Significant obstacles were also identified in the area of gender 
co-responsibility. Men’s use of parental leave, in particular of 
the part-time allowance, was low. Research has shown that 
the parental leave option does not change the sexual division 
of labour if the resistance to its use by men and women is 
not simultaneously changed. The transformative capacity of 
the policy is constrained by the predominant family model. 
The transformative potential of this instrument or other care 
policies depends largely on the cultural context and is shaped 
by the social norms that govern and dictate the roles of men 
and women with respect to care and by understandings 
of the ideal environments for care, particularly the current 
perceptions of what is legitimate in terms of who should be 
the caregiver (men, women, institutions, hired persons), in 
what environments (home, institutions) and through what 
type of relationships (paid, unpaid, family, contractual). These 
issues may inhibit the implementation of policies that could in 
principle be transformative of the sexual division of labour. The 
willingness of families to make use of certain care services/
provisions is influenced by social beliefs (Batthyany et al., 2017).
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The five-year report also introduces the problem of the financial 
sustainability of a universal care model. In the first phase 
of its implementation, the SNIC has been supported with 
resources from the national budget. The Care Secretariat 
argues that achieving universal access to the care policies for 
those entitled to them requires financing mechanisms that 
make it viable. The five-year report states that a policy based 
on exclusive funding from general revenues does not seem 
feasible. It is therefore necessary for Uruguayan society to 
discuss how they want to finance the care of children, people 
with disabilities and dependent elderly people. During this first 
phase, they have examined care funding models from different 
countries around the world. They have had the opportunity 
to talk to European and Asian countries about the strategies 
they have implemented. These can be summarised in three 
basic schemes: full state funding, private insurance schemes 
and mixed schemes. State-funded schemes don’t seem to 
be sustainable in the long term. Private insurance schemes 
provide access to care services based on the ability to pay, 
which generates serious problems of equity in access to the 
right to care. It is therefore necessary to move towards a logic 
of mixed schemes that allow the efforts of society and the 
state to be combined in order to guarantee the right to care 
for all citizens.

The change of government in 2020 increased problems in the 
implementation of the SNIC and has raised concerns among 
social actors who have been part of the process. The civil society 
organizations that form part of the Consultative Committee 
on Care published an open letter in July 2020,  sounding the 
alarm about the failure to present the new 2021-2025 Care 
Plan, claiming that they had not been called to prepare the plan 
within the deadlines that the law defines. They pointed out that 
the delay in convening the Consultative Committee on Care is 
contrary the spirit of active citizen participation that has been 
present in the entire process of elaboration and implementation 
of the SNIC. Furthermore, they denounced the fact that if the 
new plan does not exist, there will be no budget allocation to 
ensure its implementation, thus endangering the continuity of 
the system9. Similarly, the Unified Personal Assistants’ Union, 
the Alliance of Disability Rights Organizations and the Pro-
Care Network expressed their concern about the projections 
of the Ministry of Social Development regarding the Personal 
Assistants programme and announced budget reductions. 
They argue that since its implementation, the programme 
has had low coverage and an insufficient budget. According 
to Ministry of Social Development projections, by the end of 
the five-year period, coverage will have been reduced by half10. 

9 Open letter to the National Care Board and the public at large on the situation of the 
National Care System. http://www.redprocuidados.org.uy/carta-abierta-sobre-la-situacion-
del-sistema-de-cuidados/

10 Joint Declaration

http://www.redprocuidados.org.uy/wp-content/uploads/2020/08/DECLARACI%C3%93N-
CONJUNTA-CONFERENCIA-17.08.pdf
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ECUADOR
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1.INTRODUCTION

Although Ecuador does not have a care system, a bill is 
currently under discussion in the National Assembly for the 
creation of a National Integrated Care System, based on the 
various directives of the 2008 Constitution and international 
commitments that have been signed. The Constitution of 
Ecuador has been described as guaranteeing of rights, as it 
has a broad conception of specific jurisdictional guarantees 
and a broad conception of guarantees for rights throughout 
the Constitution11. It has also been characterised as part of 
the new Latin American constitutionalism, with an extensive 
development of fundamental rights that incorporates other 
holders of rights such as collective entities and abstract entities 
such as nature (Ugarte, 2013 : 358). However, it has been 
criticized for the abstract and open-ended legal definitions, 
and for the maintenance of power structures (Gargarella, 
2008) that hinder concrete changes. For example, in the area 
of labour law, constitutional changes have been assessed as 
regressive for the public sector12. Also, there is no conclusive 
information on the constitution’s impacts on gender equality. 
The increase of public sector investments between 2007 and 
2013 ended up in the hands of private capital via the transfer 
of services, as was the case for healthcare, an area that has 
suffered an investment crisis since 2014. 

As in the rest of the region, the COVID-19 health crisis 
intensified the familiarization of care, with a profound crisis 
in the health system13 and low social security coverage 14. Prior 
to the pandemic, families were already primarily responsible for 
care (CENIG, 2016) (Torres, 2021: 347) in what was described 
as an “informal semi-familial” type of regime, that is, a regime 
“in which there is insufficient development of labour markets; a 
State with growing but limited capacities for service provision, 
which partially covers these needs; and families having 
responsibility for welfare and care for free through informal 
or community networks.” (Gender, 2016: 37). This is despite 
a constitutional framework that recognizes diverse forms of 
work and explicitly protects priority sectors that require care 
services. Existing care services can be understood as the 
result of political changes in Ecuador and in the region, which 
combine the processes of socialization (nationalization of 
services), commodification (privatization and targeting under 
the neoliberal model) and familiarization (as a consequence 
of crises and commodification) (Forttes, 2020: 35).

11 Véase Agustín Grijalva, “La Corte Constitucional y el fortalecimiento de las garantías”, 
en La Tendencia, Quito, ILDIS, 2008, pp. 127-129.

12 Available at: http://www.world-psi.org/sites/default/files/attachment/news/
manifiesto_isp-19_de_noviembre.pdf

13 For more information on the situation of the health system in the context of the 
pandemic, see: Velasco, M. Velasco; Hurtado, F. & Tapia, J. (2020). ¿Estaba preparado el 
sistema de salud para enfrentar la pandemia? Quito: Observatorio Social del Ecuador y 
FES-Ildis. Disponible en: https://www.covid19ecuador.org/post/salud-publica-pandemia-1

14 In 2019, only 29.2% of people were covered by the general insurance of the Ecuadorian 
Institute of Social Security (IESS), according to the National Survey of Employment, 
Unemployment and Underemployment (Encuesta Nacional de Empleo, Desempleo y 
Subempleo) ENEMDU

By way of characterisation, women are 80% of the workers 
in ‘low productivity’ jobs - such as agriculture, commerce and 
services - with job instability, lack of social security and labour 
rights. 81% of care workers are women. This includes state 
provided services, private services and households. It is worth 
noting that indigenous and Afro-descendant women are over-
represented in domestic work, with 12.7% of the population 
engaged in these activities (CSATUCA, S/I: 7). Women spend 
four times more time on unpaid work as men, mostly on 
domestic activities, a gap that widens in rural areas and among 
the indigenous population where the national difference is 
22:40 hours to 25:32 hours per week on average (Time Use 
Survey, 2012).

In the recent constitutional processes in Ecuador, the women’s 
movement played an important role in the advancement of 
rights. By the 1998 debates, the women’s movement had 
proposed content for gender equality and women’s human 
rights, with advances that resulted in the recognition of unpaid 
domestic work as a productive activity, equal pay for work 
of equal value, and support for female heads of households, 
among others. This constitutional text was maintained for ten 
years, a period of political instability and social mobilisation, 
which led to the Constituent Assembly of 2007-2008, in 
which the women’s movement participated actively in alliance 
with the indigenous movement. Within the framework of the 
processes for the drafting of the new constitution, women’s 
movements organized the Women’s Pre-constituent of 
Ecuador, which agreed on proposals to be presented and 
defended in the Constituent Assembly, highlighting among their 
inalienable demands, the maintenance of the rights already won 
in the 1998 text including the right to real or material equality 
that entails the application of affirmative action measures to 
compensate for historical situations of discrimination and the 
reconciliation of productive and reproductive work, determining 
the productive value of domestic work and compensating 
those who carry it out with the right to social security. Other 
priorities for gender equality were also included (Palacios, 
2008) (Naranjo, 2014).

The availability of information on the care crisis for the 2008 
discussions was essential. Concrete information in areas such 
as women’s workloads due to the sexual division of labour 
from the Time Use Survey that has been applied since 2002 
helped to make the problem of care more visible, highlighting 
the theoretical framework of analysis that distinguishes 
between productive activities that include paid and unpaid 
work (domestic activities, caring for people, activities for 
other households, for the community and voluntary work) and 
non-productive activities that are personal activities such as 
personal care, studies and social coexistence. The women’s 
movement itself also provided important inputs. (INEC, 2013: 
13) (Amparo, Contreras, & Vásconez, 2009: 27) This information 
allowed for an understanding of the supply of care services, 
recognising that their origin is not limited to the state and 
the market, and the role of families and communities in the 
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provision of care.

Another important aspect for the analysis of care policies in 
Ecuador is the concept of “Buen Vivir” (Good Living), which 
was established with the 2008 Constitution. The concept of 
“Buen Vivir” changes the Western perspective of well-being 
that focuses on the material conditions for a dignified life, 
and which conceives of development as economic growth. 
Buen Vivir recovers of the cosmovision of the original peoples, 
the sumak kawsay of the Andean cosmovision, (Silva, 2008) 
emphasizing the meaning of life in the fulfilment and peaceful 
coexistence of human beings, based on their diversity and in 
harmony with nature (CNP, 2017: 24) (CENIG, 2016). In such 
a paradigm, which “emphasizes the need to build a society 
with liberating work and creative time to achieve equality” 
(CENIG, 2016: 14), care takes on a different meaning, as it 
is approached from the need to transform existing social 
relations. “An egalitarian agenda consists of sharing the entire 
workload (salaried, autonomous, domestic and community) 
and not only the part that is carried out as salaried work. In an 
emancipatory sense, it is about transforming existing social 
relations, rebalancing social time and abolishing the sexual 
division of labour” (SENPLADES, 2013: 25).

Diverse forms and conceptions of care converge in Ecuador. 
This includes community and territorial forms, representative of 
the country’s population diversity, where ancestral, indigenous, 
Afro-Ecuadorian and Montubio (mestizo) peoples coexist. The 
state understanding of care comes from feminist economics 
and the human right to care, with the important influence of 
international organizations such as UN Women and ECLAC. The 
collective dimension of care is present in all definitions, derived 
from the notion and practice of “community care” or “care in 
community”, which refers to the cooperative and collective 
nature of care, which is produced in social environments where 
its contours are blurred, unlike what happens in care services 
dependent on the state or the market. This conception is not 
“necessarily against or outside the commitments of states 
to meet the needs of all and guarantee the rights of all”, but 
has the potential “to build arrangements that are not driven 
by social and spatial privatization in the nuclear family, by 
the exclusive and individual allocation to women, by the use 
of precarious women or by the economic resources of each 
individual” (Vega, Martínez-Buján, & Paredes, 2018: 15-17).

2. REGULATORY FRAMEWORK

Although the Constitution of the Republic of Ecuador does 
not guarantee the right to care as such, within the framework 
of the Good Living Regime it includes a series of norms that 
incorporate care in the regulation on the family (Art. 69), in the 
modalities of work (Art. 325 and 333) and in social security 
(Art. 369). In turn, the regulations on equality between men 

and women (Art. 70), gender mainstreaming (Art. 70), the 
creation of national equality councils (Art. 156), equal pay for 
work of equal value (Art. 36), the protection of priority groups 
through comprehensive care (Art. 35 to 50), and the right to 
leisure time (Art. 383) offer a framework to build a future 
care system. International conventions and treaties ratified 
by Ecuador extend to these norms and regulations.

When referring to the rights of family members, Art. 69 of 
the Constitution states that “Responsible motherhood and 
fatherhood shall be promoted; the mother and father shall 
be obliged to the care, upbringing, education, feeding, integral 
development and protection of the rights of their children, 
particularly when they are separated from them for any reason”, 
within the framework of the recognition of the different types 
of families and the individualities that compose them.

In the section on the right to work, specifically on the modalities 
of employment (Art. 325)15, the recognition of unpaid domestic 
work as productive work, achieved in the 1997 Constitution 
(Art. 36), is deepened, modifying the concept of “unpaid 
domestic work” to “unpaid self-support and human care work 
that is carried out in households”. Based on this recognition, 
the reconciliation between work and family life is pursued, 
mandating the State to provide care services.

Art. 333. Unpaid self-supporting and human care work 
performed in households is recognised as productive work.

The State shall promote a labour regime that functions in 
harmony with human care needs, providing adequate services, 
infrastructure and working hours; in particular, it shall provide 
child care services, care for persons with disabilities and other 
services necessary for women workers to carry out their 
work activities; and it shall promote co-responsibility and 
reciprocity between men and women in domestic work and 
family obligations.

Social security protection shall be progressively extended 
to persons who are responsible for unpaid family work in 
the home, in accordance with the general conditions of the 
system and the law.

From the recognition of care activities as work, social security is 
progressively extended, with Art. 369 affirming that the State 
must finance social security benefits “for persons performing 
unpaid domestic work and care tasks” through compulsory 

15 Art. 325. The State shall guarantee the right to work. All forms of work, whether 
dependent or self-employed, including self-supporting work and human care, shall be 
recognised, and all workers shall be recognised as productive social actors.
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universal insurance. For example, with respect to caregivers of 
persons with disabilities, Art. 49 emphasizes that “Individuals 
and families caring for persons with disabilities who require 
permanent care shall be covered by Social Security and shall 
receive periodic training to improve the quality of care”.

From the perspective of self-care, Art. 383 of the Constitution 
“guarantees the right of individuals and communities to free 
time, the expansion of physical, social and environmental 
conditions for its enjoyment, and the promotion of activities 
for leisure, rest and personal development”, which can be 
interpreted as a basis for reconciliation policies that allow for 
the freeing of time in the context of Good Living.

For those receiving care, it is possible to refer to the regulation 
of social rights such as the free public education system, the 
guarantee of the right to social security that cannot be waived 
for all people, and the right to health, with special emphasis 
on the rights of people and groups receiving priority attention, 
as listed in Art. 35.:

The elderly, children and adolescents, pregnant women, 
persons with disabilities, persons deprived of liberty and 
those suffering from catastrophic or highly complex illnesses 
will receive priority and specialised attention in the public and 
private spheres. The same priority attention shall be given 
to persons at risk, victims of domestic and sexual violence, 
child abuse, natural or human-caused disasters. The state 
shall provide special protection to persons in a condition of 
double vulnerability.

The Constitution indicates the specific rights of priority groups. 
For example, regarding older per-sons, Art. 38 affirms that 
the state shall establish public policies and care programmes 
considering the “specific differences between urban and rural 
areas, gender inequalities, ethnicity, culture and the differ-ences 
of individuals, communities, peoples and nationalities;” adding 
that along with care, “the greatest possible degree of personal 
autonomy and participation in the definition and execution 
of these policies shall be promoted. Regarding children, Art. 
46 indicates that the state must promote “care for children 
under six years of age, guaranteeing their nutrition, health, 
education and daily care within a framework of comprehensive 
protection of their rights”. 

In accordance with the paradigm of Good Living as a legal 
framework for care, the protection and preservation of the 
environment as an obligation of the state and co-responsibility 
of the citizens (Art. 395 and 399) and the popular and solidarity 
economy with the different forms of eco-economic organization 
that includes cooperative, associative and community sectors 

(Art.283) should be included.

Other relevant texts are the: 2015 Organic Law for Labour 
Justice and Recognition of Home Work which established 
social security coverage, with profound limitations including 
the fact that it does not include health coverage, retirement 
would be effective only after 20 years of contributions, and 
the state subsidy applies only to women beneficiaries of 
the Human Development Grant, requiring everyone else to 
contribute from the family (children or husband), which could 
lead to a situation of greater de-pendence for the caregiver 
(María Paula, 2018: 24); the Organic Law on Older Adults of 
2019, Article 47 of which regulates the Specialised Services 
in Geriatric Care; the Organic Law on Disabilities of 2012, 
Article 5 of which establishes the protection and recognition 
of the rights of older adults and establishes the protection 
and recognition of caregivers of persons with disabilities; the 
Law on Unpaid Work and Paid Work in the Home, the Organic 
Law for the Promotion of Youth Work, Exceptional Regulation 
of Working Hours, Severance and Unemployment Insurance, 
which extends maternity leave; The National Development 
Plan 2017-2021 ‘A Lifetime’ which states among its policies 
to “Guarantee access to decent work and social security for 
all people”, and “Strengthen the system of social inclusion 
and equity, com-prehensive protection, special protection, 
comprehensive care and the system of care during the life cycle 
of people, with emphasis on priority care groups, considering 
territorial contexts and socio-cultural diver-sity” (CNP, 2017: 
58); and the National Agenda for Women and LGBTI People 
2018- 2021 (CNIG, 2018) which refers to the “Sustainability 
of life” and to “Decrease the burden of unpaid domestic and 
care work carried out by women, promoting co-responsibility 
between the State, the Market, Families and the Community.”

The draft law for the creation of the Comprehensive Care 
System introduces the human right to care, the right to care 
for dependent persons and the right of direct care workers in 
the home. Hence, it defines the human right to care by stating 
that “Care is a right of all persons and has a social function. It 
encompasses all those activities related to services, goods, 
relationships and attachments aimed at ensur-ing social 
reproduction, and plays a fundamental role in the economy 
as a support for economic activi-ties”. Care is understood as 
a right for those who receive it and a job for those who carry 
it out, which is why its economic, social and cultural value is 
recognised. Care is defined as “the action of assisting a de-
pendent person in the development and well-being of his or 
her daily life, which includes material care, economic care and 
psychological care”. These definitions of care are circumscribed 
to the condition of dependency, which delimits the scope of 
action of the system to dependent persons and care workers.
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3. INSTITUTIONS

This section describes the main bodies in charge of care actions 
at the governmental, local and community levels, including the 
institutional framework proposed in the Comprehensive Care 
System whose law is currently under discussion.

At the governmental level, policies related to care services have 
mainly been the responsibility of the Ministry of Economic and 
Social Inclusion (MIES) and from 2018 during the mandate of 
President Lenin Moreno, with the creation by executive decree 
of the “Plan Toda una Vida” (Whole Life Plan)16 which is a set of 
public policies focused on the population in conditions of greater 
vulnerability, specific bodies have been set up under the MIES, 
such as the Inter-institutional Committee of the Toda una Vida 
Plan and the Technical Secretariat of the Toda una Vida Plan. 
These bodies seek to implement the constitutional mandate 
of Art. 341, which makes the state responsible for “generating 
the conditions for the integral protection of its inhabitants 
throughout their lives...prioritising its action towards those 
groups that require special consideration...”17

Regarding Life Cycle Protection services18 within the MIES, 
the Life Cycle and Family Protection Policy stands out as a 
social inclusion policy for the adequate protection and care 
of the population at each stage of life, with an Attention and 
Care System and a Subsecretariat for Special Protection. The 
Support and Care System is defined as “the set of support 
and protection services for the basic support of the child 
population up to 3 years of age, persons with disabilities and 
the elderly population, services that are aimed at contributing 
to comprehensive child development and care with a family 
approach”, while Special Protection aims at “inclusion and care 
for persons with disabilities, prevention and protection of the 
rights of families and communities, and the active search for 
persons at risk, which implies actions of reinsertion, family 
foster care and institutionalization in cases of abandonment”. 
The services and benefits associated with these policies are 
organized inter-institutionally through “programmes” (MIES, 
2019), as will be discussed in the policy analysis section below.

In Ecuador, local governments are administratively decentralised 
autonomous entities, so depending on the municipality, there 
are different bodies executing care policies. A relevant case 
is that of the Municipality of Laja, which created a social 
service for priority groups called the Municipal Social Support 
Centre (CESMUL), which includes actions in health (Municipal 
Hospital Clinic “Julia Esther González Delgado”, Therapeutic 

16 More information available at: https://www.todaunavida.gob.ec/wp-content/
uploads/2019/04/MisionTodaunaVida-L8.pdf

17 Executive Decree Nº11 of 25 May 2017, available at:

https://www.habitatyvivienda.gob.ec/wp-content/uploads/downloads/2017/11/Decreto-
Ejecutivo-No-11-de-25-de-mayo-de-2017.pdf

18 Available at: https://www.inclusion.gob.ec/servicios-de-proteccion-al-ciclo-de-vida/

Community “Posada Solidaria”, Therapeutic Community for 
Children and Adolescents “Los Chilalos”), social promotion 
(Municipal Centre for Social Assistance “San Juan Bosco”), child 
development (Child Development Centres: Estrellitas iluminando 
el futuro, Centros Municipales de Atención Infantil como el 
Mercado Mayorista, Centro de Acogimiento Infantil Municipal 
“San Jerónimo Emiliani”), service and social support (Centro 
de Atención Municipal del Adulto Mayor “Arupos”, Estancia 
Municipal del Adulto Mayor “Los Huilcos”, Centro de Atención 
Municipal para Personas con Discapacidad “Senderos de Alegría” 
and Comedor Municipal “Sabor a Esperanza”) and economic 
support19. In addition to the articulation of protection services and 
access to care centres, in this municipality the territorialisation 
of services and community accompaniment stand out, along 
with processes of citizen participation and civil society control. 
At the community level, there are women’s organizations that 
create care spaces, such as the Casas de Acogida del Ecuador 
(Casas de Acogida del Ecuador, 2012), which attend to women 
who have experienced situations of violence, and the Espacio 
de Wawas of the Colectivo Mujeres de Frente (Women’s Front 
Collective)20., which is a community of cooperation and care 
among women, girls, boys and adolescents against punishment 
that operates in the city of Quito.

 »Proposed institutional organization for the National 
Integrated Care System

A technical-political inter-institutional coordination group is 
currently working on a National Care System in Ecuador. It 
is composed of the National Assembly, the National Council 
for Gender Equality, the Coordinating Ministry of Social 
Development (MCDS), the Ministry of Economic and Social 
Inclusion (MIES) and the National Secretariat of Planning 
and Development (SENPLADES) (Consejo Nacional para la 
Igualdad de Género, n.d.) p.161.

According to the bill currently under discussion in the National 
Assembly of Ecuador21, the National Integrated Care System 
is understood as “the articulated and coordinated set of public 
and private bodies, institutions, entities and services that 
define, execute, evaluate and control public policies, plans, 
programmes and services, with the purpose of guaranteeing 
the exercise of the right to care under the terms set forth 
herein. (proposed Art.13) Its objective is: “to guarantee the 
exercise of the universal right to care and to ensure the rights 
of direct and indirect care workers in the home, paid unpaid 

19 More information available at https://www.loja.gob.ec/contenido/centros-de-
atencion-prioritaria

20 “…the Wawas Space created to redistribute the work of caring for the children, an 
environment of workshops and meetings, an example of cooperation between women... 
our place of transit, meeting and reunion where processes of circulation of knowledge, 
legal support, processes of joint-research and daily accompaniment emerge”. Available 
here: https://mujeresdefrente.org/acerca-de-mujeres-de-frente/

21 Available here: https://sebastianpalacios.ec/wp-content/uploads/2021/03/Proyecto-
Ley-Cuidados-Ecuador-22.02.2021-VF.pdf
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and community through the formulation and implementation 
of integrated and comprehensive public policies”. The 
principles that will govern the system are “equality and non-
discrimination, universality, co-responsibility, interculturality, 
solidarity, progressiveness, favourability, primacy of reality 
and territoriality. To these principles are added the human 
rights approach, the gender approach and the intersectionality 
approach.”.22

The National Integrated Care System will be part of the 
National System of Social Inclusion and Equity, which 
according to Art. 340 of the Constitution aims to ensure 
the exercise, guarantee and enforceability of the recognised 
rights, together with the fulfilment of the objectives of the 
development regime. The leadership of the Care System will 
be held by a Social Sector Council, which will be in charge 
of public policies to ensure the development of the right 
to care. There will be a Care Information System for the 
evaluation, effectiveness and relevance of services, which 
must be articulated with other information systems. It also 
provides for the obligation of authorization and registration 
for all entities that implement care programmes, projects 
and services.

In order to promote citizen participation, it includes mandatory 
creation and promotion of spaces for citizen participation and 
the creation of Social Control and Enforceability Committees, 
as entities constituted by users of the system. It should be 
noted that a specific budget for the system is not defined, and 
that the entities that make up the system must guarantee 
the financing of benefits and services.

As for the scope of the system’s policies, their application will 
be mandatory for the public, private and community sectors, 
structured around: 1) public, social, basic and universal 
policies; 2) policies to harmonize the labour regime with 
the needs of human care; 3) social protection policies for 
care workers; 4) priority and specialized care policies; and 
5) education and awareness-raising policies. All formulated 
by the system but implemented by the competent sectoral 
authority.

4.- CARE POLICIES

A review of the main social care policies of the Ministry of 
Economic and Social Inclusion has been proposed. This review 
should prioritize care groups and the population in situations 
of poverty and vulnerability. The principles of Ecuador’s Social 
Policy are inclusion, equality, universality, comprehensiveness 
and co-responsibility, with the latter being understood as 

22 Article 5 of the draft law creating the Care System states that the intersectionality 
approach values the interaction between the categories of gender, ethnicity, class or 
sexual orientation, as well as other social, economic, cultural, political, reli-gious, ethnic, 
geographical and physical categories, as components of social and collective identity, in 
order to take specific actions to guarantee the rights of all people.

“the shared responsibility of individuals, families and the 
state in family care, social mobility processes and overcoming 
poverty”23. Hence, care policies are mostly related to economic 
support and access to services for priority groups, and so have 
a low capacity to contribute the social reorganization of care. 
For example, the Human Development Grant for economically 
vulnerable families, which consists of a conditional economic 
transfer, is restricted to the fulfilment of family co-responsibility 
in terms of health, education, housing, eradication of child 
labour and family care.

4.1- MATERNITY PROTECTION AND WORK-
FAMILY RECONCILIATION POLICIES 

Work-life balance policies derive from the constitutional 
approach of Art. 332 that guarantees respect for the 
reproductive rights of women workers including maternity, 
breastfeeding and leave rights regulated by the Labour Code 
(Art. 152 to 155). Compulsory leave for public or private workers 
is from 10 to 15 days, according to the circumstances of the 
birth (normal, multiple births, caesarean section) and there are 
special cases for extending paid leave24. There is also unpaid 
paternity leave, which can be extended for up to 9 months. The 
mother is entitled to 12 weeks of maternity leave for 2 weeks 
before and 10 weeks after the birth, the right to breastfeed 
for 2 hours a day for one year, and if the workplace does not 
have childcare facilities, the mother is entitled to a 6-hour 
working day for nine months after the birth. 8 days of leave 
are added for family needs in cases of domestic calamity 
(serious illness of spouse, cohabitant, or 2nd degree relative) 
for public sector workers.

The rights of unpaid domestic workers are limited to the 
extension of limited social security, where monetary transfers 
only apply to those who care for people with disabilities in 
poverty and extreme poverty. (Torres, 2021: 363)

4.2- CARE POLICIES FOR DEPENDENT PERSONS 
AND CAREGIVERS

 »Care of children

The universalization of access to free education stands out 
from other areas as it receives a high level of public investment. 
This affects the social organization of care because it allows 
for the organiza-tion of working hours, and for some sectors 
it means access to food plans and extracurricular activities 
linked to integral development, such as sports, recreational 
and cultural activities. 

23 Available here: https://www.inclusion.gob.ec/politica-social/

24 Art. 152 of the Labour Code provides for special causes such as the death of the 
mother during childbirth, adoption, premature birth, among others, extending the leave 
from 8 days to the full period of leave that corresponds to the mother.
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A current challenge is the expansion of the coverage and quality 
of early education. In 2016, only 44% of children under 5 years 
of age attended public or private centres (CNP, 2017:49), the 
reasons for which included the preference for direct care in 
both urban and rural areas, the poor quality of the centres, 
distance, lack of awareness of the existence of the service and 
lack of resources (Torres, 2021: 3621:49). (Torres, 2021: 368). 
Variables25 that are relevant to analyse for the quality of services 
relate to process variables, i.e. the quality of the services and 
activities that are carried out, in conjunction with the care 
quotient, i.e. the personalization of care. Structural variables 
such as basic infrastructure, salaries and the educational 
profile of the staff are also important.

Public childcare centres are organized around the “Mission 
Tenderness” of the MIES, through the Child Development 
Centres (CDI), the Care, Recreation and Learning Circles (CCRA) 
and the non-institutionalised home-based care, Creciendo 
con Nuestros Hijos (Growing with Our Children). The Child 
Development Centres are public facilities that provide care 
for children from 1 to 3 years of age, and provide health 
care, nutrition and offer activities and sports. One of the 
shortcomings of the service is related to the lack of resources 
and ongoing training of educators and caregivers “involvement 
of various sectors of the community such as health and 
education institutions for the full development of the early 
years. (Vaca, Alexander, & Santos, 2018: 117). The Circles 
of Care, Recreation and Learning consist of the meeting in a 
community place or in homes, of pregnant women, girls and 
boys from 0 to 36 months for the exchange of experiences 
such as daily care. 

The Growing with our Children programme involves home-
based family counselling for families with children from 0 to 
3 years of age and seeks to develop comprehensive, non-
institutionalised strate-gies in both urban and rural areas. The 
care is provided by professional educators with specialised 
educa-tion and training (Ministry of Education, 2016).

 »Elder Care

The revision currently underway is limited to services for 
dependent older adults, pointing out that dependency is 
understood as a loss of functionality that limits the ability 
to meet the needs of daily life, requiring the help of another 
person, but does not necessarily imply the loss of autonomy, 
which must be respected in care. Hence, it is necessary to use 
the concept of “long-term care services or long-term support 
services”, instead of care services, in order to emphasise 
autonomy (Forttes, 2020: 14), insofar as the aim is to guarantee 
rights throughout the life cycle. It should be noted that this 

25 En: López-Boo, F., Araujo M.C. & Tomé, R. (2015) How do you measure the quality of 
care services? A toolkit for measuring quality in infant and toddler care centres, Washington 
DC, Inter-American Development Bank.

support is mainly provided by family members, and the reasons 
for not using these centres include lack of knowledge of the 
service, the family’s decision and the perception that the 
services are of poor quality (Torres, 2021: 371). 

The Mission “Mis Mejores Años” (My Best Years) of the MIES 
organizes public services, administering some directly or 
through agreements. Public gerontological centres administered 
by the MIES are offered in residential and day use models 
and are financed by the state but have low coverage. The 
day use model is aimed at adults with mild, intermediate, 
or moderate dependency. Gerontological care that includes 
active socialization and meeting spaces and the provision of 
gerontological home care services is also available.

There are also economic transfers including a Pension for 
Older Adults, for those over 65 who do not have access to 
contributory social security coverage, which seeks to cover 
economic needs and age-related expenses. There is also the 
‘My Best Years’ pension, which increases the pension for older 
adults in extreme poverty from USD 50 to USD 100

 »Care for people with disabilities or dependency 

The free care services for people with disabilities provided 
by the MIES are aimed at those living in poverty. These are 
Day Centres for the Integral Development of Persons with 
Disabilities, which consist of the development of the skills of 
persons with physical, intellectual and/or sensory disabilities 
through joint work with the family and the community;26 
Reference and Shelter Centres for persons in conditions 
of abandonment or lacking family support and Home and 
Community Care. In addition to the centres managed directly 
by the MIES, there is a network of centres that operate under 
agreement with the Ministry.

With regard to economic support, there is the ‘Joaquín Gallegos 
Lara’ Grant, which is a financial transfer to a family carer or 
person who is responsible for the care of a person with severe 
physical or intellectual disability. It generates some obligations 
for the recipient, including maintaining minimum levels of 
care, attending technical training, and prioritizing resources 
for food, clothing, and basic supplies, among others.

These supports and services are organized in the ‘Las Manuelas’ 
Mission, which seeks to guarantee comprehensive care for 
people with disabilities and their families. The Manuelas 
function as case managers, gathering information for the 
respective care plan. (Technical Secretariat Plan ‘Toda una 
Vida’, 2018: 32-33).

26 Further information available here: https://www.inclusion.gob.ec/servicios-mies-
para-personas-con-discapacidad/
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Also, the 2012 Organic Law on Disabilities guarantees the right 
to housing (Art. 56), which includes support plans such as the 
ability to obtain credit, both for the construction or acquisition 
of real estate or new homes, as well as for the improvement, 
refurbishment, and accessibility of existing homes.

Finally, it is worth noting that “more than 75% of adults (over 
18 years of age) who receive long-term care at home receive it 
from a relative or friend without payment, mainly wives or adult 
daughters” (Forttes, 2020: 43), highlighting the importance 
of various forms of support and care.

 »Care for caregivers

The financial transfer programmes to recognise unpaid care 
work and/or to allow the hiring of paid caregivers or care 
services are recognised as pioneering.  The “Las Joaquinas” 
programme stands out. The Joaquín Gallegos Lara Bonus 
provides 240 USD dollars per month and support and training to 
caregivers. There is also an income tax exemption for caregivers 
and for those who have 8-hour daily work contracts, whether 
in the public or private sector, the right to 2 hours a day for 
caregiving. (Art. 52 Organic Law on Disabilities).

In addition, the incorporation of the demands of migrant 
associations seeking support for family members of migrants 
who remain in Ecuador, for example, the municipality of Quito 
provides psychological support to grandmother caregivers and 
offers care services and recreational activities for children (ILO-
UNDP, 2009: 155).

In the case of paid domestic workers that are women, only 
30% of them are affiliated to the Ecuadorian Institute of Social 
Security (IESS). Ecuador has ratified ILO Convention 189, which 
came into force in 2013 and seeks to ensure the protection 
of the labour rights of people who perform these jobs and 
oblige states to implement mechanisms to enforce these 
rights. In 2018, the Inter-institutional Roundtable in Support 
of the Rights of Paid Woman Domestic Workers was formed 
to advocate for the implementation of national mandates 
based on international agreements.27

4.3- CARE POLICIES LINKED TO URBAN 
DEVELOPMENT

The case of the municipality of Cuenca in the province of Azuay 
leads the way in this area. Cuenca is an medium-sized city that 
connects rural and urban areas at the regional level and links the 
local with the national and international spheres, being a focus 
of progress according to ECLAC, due to the opportunities for the 
design and implementation of public policies at the municipal 
level, the greater flexibility and institutional opportunities, which 

27 Available here: https://www.igualdadgenero.gob.ec/mesa-trh-carta-compromiso/

allow intervention strategies on a smaller scale to address the 
territory in a comprehensive manner (Rico & Segovia, 2017: 
365-367).

The population of Cuenca follows national trends in labour 
indicators, with more than half of the population being women, 
and a high percentage of female heads of household in conditions 
of poverty, which is directly associated with migration. Cuenca 
was the first municipality at the national level to implement 
the Equal Opportunities Plan (PIO) which in its second local 
version 2006-2020 stipulates among its policies: the economic 
autonomy of women, the care economy through recognition, 
valuing, protection of unpaid work in the private sphere and care 
in a broader sense from the care of the environment and the 
smaller political spaces of relationship such as health, housing, 
water, basic services, means of transport and the safe cities 
programme (Cuenca, 2016). (Cuenca, 2016). Institutionalization 
of social and gender equity is the responsibility of the General 
Directorate for Social and Productive Development28, and its 
actions have a special emphasis on priority groups in terms 
of the provision of care services, in which the vision of social 
protection and charity have prevailed. However, a process of 
joint work with the MIES to review the conceptual premises of 
care in terms of social co-responsibility and economic autonomy 
have been carried out in order to “strengthen its policies on 
the provision of care services and advance in the process of 
awareness-raising and training of its officials and, in particular, 
of the organizations with which it signs agreements for the 
provision of services to the dependent population in the city” 
(Rico & Segovia, 2017: 367).

The Cuenca Mobility and Public Spaces Plan 2015-2025 
incorporates a gender perspective as a transversal axis, given 
that women account for 57% of trips and travel mainly for care 
reasons such as carrying out necessities and transporting 
children (Rico & Segovia, 2017: 363). “Their relationship with 
spaces is closely linked to the role they play in the household, 
which determines their types of travel and their relationships 
with institutions and service providers (health centres, education 
and childcare, among others)” (Rico & Segovia, 2017: 358).

5. ANALYSIS

Ecuador’s paradigmatic proposal of Buen Vivir broadens the 
concept of care by incorporating dimensions that are invisible 
from the perspective of productivity associated with economic 
growth, making it possible to value care beyond financial terms. 
However, there is a tension with the welfare tradition, since the 
translation into public policies and the proposed National Integrated 
Care System, when constructed from the perspective of inclusion 
to overcome poverty and address vulnerabilities, limits care to 
dependent populations.

28 More information available here: http://www.cuenca.gob.ec/?q=content/
direcci%C3%B3n-general-de-desarrollo-social-y-productivo
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Another aspect of the epistemological and ontological proposal 
of Good Living is that it is in permanent development; there are 
multiple Good Lives being claimed in specific contexts (Loera, 
2015), especially when multiple forms of life with different forms 
of knowledge interact in an open dialogue. This provides guidance 
for thinking about the possibilities and limits of a Plurinational 
System of Care, “the Good Life has a plural and balanced character, 
allowing it to benefit from a potential that is both emancipatory 
and generates a capacity for dialogue with other cultural models” 
(Loera, 2015: 11).

The current delimitation of the dependency care system should 
not necessarily operate as a ceiling, because following the 
principles of primacy of reality and progressiveness that govern 
the care system, there are dimensions of human care that today 
generate greater inequalities and require public policies with 
greater coverage and resources. It will be important not to lose 
the paradigmatic orientation along the way, so as not to lose the 
sense of constructing other forms of human relations based on 
Buen Vivir, which are in dialogue with the approaches of feminist 
economic contributions on social reproduction.

In relation to the reconciliation of paid employment and family 
life (which could also be personal life), the Labour Code should be 
revised beyond extending benefits and specific leaves and leaves 
of absence, to make real progress in co-responsibility (although 
it should be noted that those entitled to leave of absence are 
exclusively those who have better employment conditions (Torres, 
2021: 365)). Furthermore, considering that greater coverage 
of care services does not necessarily lead to a decrease in care 
needs, it is not possible to equate such needs with more working 
hours. Rather, it implies taking into permanent consideration the 
perspective of children and adolescents’ education, for example, 
since extending care hours in care centres does not necessarily 
favour development processes. 

It is worth highlighting the community emphasis of Ecuador’s 
social policies, as well as the community responses to the limits of 
public activity, which is permanently exposed to budget reductions 
reducing the stability of public systems.

As free care services are hyper-focused, there are many people 
who do not have the economic capacity to access services. In 
assessing existing services, the reasons for not using them are 
lack of knowledge, distance from home, and the perception that 
the services are of low quality. For example, in the experience of 
Kichwa women who work in and around markets located in the 
historic centre of Quito, who make use of multiple modalities of 
care (state, municipal, communal, family, neighbourhood and 
friendship, their own bodies), there are conflicts observed with the 
dominant state conception: notions of childhood (as a resource 
for the family and an object of cultural transmission) and of care 
among indigenous women (aimed at hardening them for work and 
a hard life), the diverse and shifting networks of care, the racist 
discourses of institutionalised care centres (“reminding them every 

day to clean their children, cut their nails, teach them to use the 
toilet”) and the mobile and corporeal bases of the communality of 
care (“forming circles in the streets to talk in Kichwa and exchange 
food, information and experiences”). (Vega, Martínez-Buján, & 
Paredes, 2018: 203-207).

On the other hand, Ecuador’s social policy approach seeks to 
address the exclusion of women, incorporating an intersectional 
approach in the proposed system, which is describes as one that 
“identifies and evaluates the categories of gender, ethnicity, class 
or sexual orientation, as well as other social, economic, cultural, 
political, religious, ethnic, geographical and physical categories that 
are interrelated and are simultaneously part of the individual and 
collective identity of people, geographic and physical categories 
that are interrelated and are simultaneously part of the individual 
and collective identity of people, in particular the situation of 
women and LGBTI people should be considered”, which could 
lead to more effective, plural and decentralized policies in urban 
areas, particularly important in the context of the high proportion 
of the indigenous population in Ecuador.

Finally, one of the warnings of the Ecuadorian constitutional model 
is the difficulty in making the broad variety of rights concrete. This 
is related to the structures of power in a centralized presidential 
context that ends up emptying the guaranteeing content and 
leaving aside citizen participation (Ortiz, 2018). At the same time, 
the harmonising paradigms in the text, between the rights of 
nature and the prevailing model of property rights, for example, 
have been difficult to implement.
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1.INTRODUCTION

Mexico is one of the Latin American countries that has advanced in 
the constitutionalization of the right to care, specifically in Mexico 
City (2018) where a National Comprehensive Care System is 
currently being debated and developed.

Mexico is a federal republic of more than 129 million inhabitants, 
divided into 32 states, with a vast territorial and population diversity. 
Hence there is a wide diversity of care experiences, which, from an 
institutional perspective, have been underpinned by social policies 
- such as public services, actions and programmes that contribute 
to care - in the framework of the international commitments 
signed by the country and plans to mitigate poverty and reduce 
inequality. The main targets of these policies are people integrated 
into the labour market. As is the case in the rest of the region, the 
familiarization and feminization of the organization of care and the 
trends of increasing informality of employment and concentration 
of female employment in service areas are predominant in Mexico 
(ENOE, 2019).

In one recent overview of care work, an exponential growth in 
the demand for care services was identified, (CESCDMX, 2019: 3) 
with unpaid health care in households at the top of the list (Torres, 
2021:111). In terms of economic valuation, it has been estimated in 
the System of National Accounts that care activities generate 24.4% 
of the country’s GDP, although it is noted that statistical indicators 
are insufficient for an effective knowledge of the time invested in 
various care strategies (CESCDMX, 2019: 23). In relation to the 
people receiving care, the available information refers mainly to the 
care of infants and older adults, where the limited access of working 
mothers that are subordinated to childcare and maternal care to 
paid employment stands out (77.7%) (ENOE, 2019). Meanwhile, in 
the case of older adults, it is found that care is mostly provided by 
family members, mainly women (62.3%), who do not receive any 
financial remuneration (95.3%) (ENESS, 2017). Care is extremely 
heterogenous in Mexico. For example, in rural areas and among 
the indigenous population, more time is spent by women on care 
work than in urban areas (ENOE, 2019).

A network of feminist organizations with varying degrees of 
coordination have organized to advance the right to care. The 
Feminist Constituents of Mexico City stand out among these 
groups.29 Other important groups include the Simone de Beauvoir 
Leadership Institute, the ‘I Care’ network which led mobilisations in 
2019, domestic workers’ trade unions, the Mexican Care Network, 
care cooperatives, international organizations30 and universities.

29 They were key in the process of reforming the Mexico City Constitution to guarantee 
women’s individual and collective rights. Their 2018 feminist political agenda establishes 
among its points the “Creation of the Integral System of Care and its legislation in strict 
adherence to Article 9 of the Political Constitution of Mexico City. Guaranteeing that it has 
professional and specialised staff with a feminist gender perspective and an intersectional 
Human Rights approach”. Available at: https://lasconstituyentescdmx.org/quienes-somos/
nuestra-agenda/

30 Including UN Women, ECLAC, the ILO and OXFAM.

The theoretical formulations that frame the debate on care in Mexico 
come from feminist economics contributions on the sustainability 
of life, formulating the problem of care as an Economy of Care 
(Rodríguez Enríquez, 2015), insofar as it would make it possible 
to go beyond the limits of the concepts: “unpaid work”, “domestic 
work”, “reproductive work” and “care work”, and place the emphasis 
on work as a relational process, beyond its circumscription as a 
place of production (CESCDMX, 2019:17), thus establishing care 
as a public issue.

2. REGULATORY FRAMEWORK

The normative framework for Mexican care policies is developed in 
the context human rights mandates that are expressed in obligations 
regarding gender equality, labour, social and economic equality. In 
adopting the UN’s Sustainable Development Goals (SDGs), one 
of the goals is to achieve the recognition and valuing of care and 
unpaid domestic work (OD.5. Target 5.4), through the guarantee 
of rights that imply obligations for states “...on the one hand, the 
promotion of a care offer, but also the universalisation of the 
responsibilities, tasks and allocation of the necessary resources 
to carry out care”. (CESCDMX, 2019: 3). Article 4 of the Political 
Constitution of the United Mexican States declares that “Women 
and men are equal before the law. The latter shall protect the 
organization and development of the family”, a principle that is 
further developed and broadened in other states, such as the 
City of Mexico, which confirms that it “...guarantees substantive 
equality between all persons without distinction based on any 
of the conditions of human diversity...” (Art. 4 letter C), and that it 
“...guarantees substantive equality between all persons without 
distinction based on any of the conditions of human diversity...” 
(Art. 4 letter C) (Art. 4 letter C), regulating the rights of families (Art. 
6, D) and then the right to personal self-determination, integrity 
and identity (Art. 6. A, B and C): 

 »Families are recognised as having the broadest 
protection, both individually and collectively, as 
well as their contribution to the construction and 
well-being of society through their contribution 
to care, training, development and transmission 
of knowledge for life, cultural, ethical and social 
values... All structures, manifestations and 
forms of family are recognised with equal rights, 
protected in full by law and supported in their 
care tasks.

Various conventions on the rights of specific population groups, 
such as children and adolescents, older adults and persons with 
disabilities, specify what the right to care means in different stages 
and situations of life, and are translated into specific laws in Mexico 
including: the General Law on the Provision of Services for the 
Comprehensive Care and Development of Children; Law for the 
Protection of the Rights of Children and Adolescents; Law on the 
Rights of Older Adults; and Federal Labour Law and Social Security 
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Law on childcare and social benefits. It should be noted that, in the 
Mexican conceptualisation, we will refer to priority care groups 
and/or dependent population.

 »Constitutionalizing the Right to Care in Mexico City

Mexico City is the only state that guarantees the right to care and 
its provision through a care system. Article 9 of the Constitution, 
under the heading of “Caring City”, stipulates:

 »Everyone has the right to care that sustains 
their lives and provides them with the material 
and symbolic elements to live in society 
throughout their lives. The authorities shall 
establish a care system that provides universal, 
accessible, relevant, sufficient and quality 
public services and develops public policies. The 
system shall give priority attention to people in a 
situation of dependency due to illness, disability, 
life cycle, especially childhood and old age, and to 
those who, on an unpaid basis, are in charge of 
their care.

This is complemented by other articles that stipulate the effective 
protection of the rights of domestic workers and caregivers; the 
recognition of domestic and care work as generators of goods and 
services for social production and reproduction; the promotion of 
mechanisms to reconcile work and family; the definition of priority 
groups; the right to free time; the rights of women; the rights of 
children and adolescents; the rights of the elderly; the rights of 
persons with disabilities; and the rights of persons residing in 
social care institutions.

3. INSTITUTIONS
Mexico has national bodies and policies that dialogue and collaborate 
with regional and municipal agencies, in this case, with Mexico City. 
The main entity responsible for social benefits and services is the 
National System for the Integral Development of the Family (DIF) 
created in 1977.  DIF coordinates the National System of Public 
and Private Social Assistance for people in vulnerable conditions 
at some stage of their lives.

Mexico City is a federal district, and as such it has a Head of 
Government and a cabinet made up of Secretariats that are a 
local centralised public administration that is parastatal. (Art. 33).  
Although there is a constitutional mandate that guarantees the 
right to care, there is no comprehensive system of care, but rather 
public services that provide care from various institutional bodies, 
mainly health, education, food, employment, childhood, etc. The 
Secretariat of Social Development which was created in 1998 plays 
a central role in this system. This secretariat was part of one of the 
first processes of administrative reorganization of social policy, and 
is currently (SIDESO, 2020) “the body of the City government that 
coordinates, implements and evaluates policies, programmes and 
actions in the field of social development, to promote universality, 
strengthen social institutions, improve the quality of services, 
expand their coverage and establish free care” (Rico & Nieves, 
2017:163). It oversees bodies such as the Institute for the Care of 

the Elderly (IAAM), the System for the Integral Development of the 
Family (DIF), the Institute for Persons with Disabilities (INDEPEDI) 
and the Women’s Institute created in 2000 (INMUJERES), known 
as the Women’s Secretariat. 

In 2014, a Commission for the Care Economy and Labour Equality 
(CECILA) was created as a coordinating body between institutions 
and currently - after the constitutional change - an Economic 
Commission for Care, the Economic and Social Council of Mexico City 
(CESCDMX), which, in 2019, formulated and presented a “Proposal 
for the creation of the Care System of Mexico City and regulatory 
framework”, which will be reviewed below. Also noteworthy is the 
Ministry of Labour and Employment Promotion, which has already 
convened two International Forums on the Care Economy and 
Labour Equality in Mexico City.

 »i.- Principles and objectives

The Comprehensive Care System proposal conceptualizes care as 
“the set of activities aimed at guaranteeing the daily reproduction of 
the living conditions that allow people to feed, educate themselves, 
be healthy and live in a favourable environment, encompassing both 
material care, which implies work, and psychological care, which 
implies an affective and economically valuable bond” (CESCDMX, 
2019:91), which is in line with Batthyany’s (2015) definition of 
the care economy.

The overall objective of the system is to “Guarantee the right of 
people to care for themselves, care for and be cared for through 
services and public policies that promote social (state-market-
communities-families) and gender co-responsibility,” CESCDMX, 
2019: 52) while at the same time allowing for the recognition of 
paid and unpaid care tasks. To this end, it adopts the following 
principles for the construction of public care services: equality; 
equity in the distribution of tasks, to compensate for situations 
of disadvantage; equity in care services, to avoid gaps between 
state, market and community services; accessibility, which implies 
physical non-discrimination, physical and economic accessibility 
and access to information; availability of services; universality of 
services, which consists of broad coverage, similar quality and access 
without discrimination; quality of services from a scientific, medical 
and psychological point of view; solidarity for the distribution of 
care among all actors in society; co-responsibility; progressiveness; 
autonomy so that people can formulate their own life plans in 
equal cooperation with others; transparency; accountability; 
interculturality; gender mainstreaming; mainstreaming of a human 
rights approach; and institutional coordination and cooperation.

 »ii.- Structure:

It has been proposed that the system be made up of a set of 
universal, accessible, relevant, suffi-cient, and quality public services, 
including the development of programmes and public policies aimed 
at guaranteeing the right to care, to care for oneself and to be cared 
for. It will be structured based on a Co-ordinating Council with a 
plural composition that includes representatives from the public 
sector (gov-ernment ministries, institutes, deputies), civil society 
(trade unions and other civil society actors), private sector (business 



 33Comparative study of legislation, institutions and care policies in Uruguay, Ecuador, Mexico and Chile Recommendations for the constitutional debate in Chile

sector) and the academic sector. The presidency of the Council will 
be held by the Head of Government. The body will have technical 
and financial autonomy and its decisions will be binding on public 
administration entities. In turn, the Coordinating Council will have 
an Executive Secretariat that authorises the implementation of 
the specific activities of the system, subdivided into directorates 
as indi-cated in the plan, whose presidency will be exercised by the 
head of the Secretariat of Labour and Em-ployment, and finally, a 
Technical Secretariat will be set up to function as the operational 
arm of the Coun-cil.

COORDINATING COUNCIL OF THE SYSTEM
 (central board and management group)

Advisory and 
Technical Board 
of the System

Executive 
Secretariat

Technical 
Secretariat

public policy 
directorate

legal directorate

administrative directorate

directorate of liaison and 
articulation

research and knowledge 
management directorate

directorate of planning 
and evaluation

directorate of communication 
and dissemination

(Source: CESCDMX, 2019)

 »Proposals in the new system

In order to formulate the proposal for the Integrated Care 
System, a diagnosis and a survey was carried out, which 
incorporated services, actions and public programmes that 
contribute to care and that could be transformed into ways of 
implementing the system, categorising them into the following 
areas: Services that contribute to the care of people in situations 
of dependency, Food services for people in situations of poverty, 
Actions for the autonomy of populations in situations of 
dependency, Actions for the recognition of care work, Actions 
for the training of caregivers, Actions for the transformation 
of work culture, Actions to promote co-responsibility for care 
and Actions for the empowerment of caregivers (CESCDMX, 
2019: 25); highlighting strengths and weaknesses that offer 

a potential basis for the system, which should be evaluated 
with a gender perspective, a human rights approach and on 
the premise of social co-responsibility for care.

In terms of the conceptual framework for the analysis, the 
system proposal adopts Rodríguez’s categorisation of care 
policies (CESCDMX, 2019: 11), which considers deploying 
initiatives for: 1. - The reorganization of work times and 
spaces, 3. Freeing the time of women who care, 4. - Actions 
for caregivers who do not work in jobs outside the home, 
5. - Establishment of measures in work organizations, and 
6. Changing traditional gender roles around responsibilities 
and tasks in families, households and at work.

In relation to the general objective of the Care System, it is 
proposed to initiate its implementation through management 
and advocacy mechanisms to reorganise the city in such a 
way that people have time to care, be cared for and take care 
of themselves - such as urban, territorial, transport, housing, 
mobility and other management policies - and in coordination 
and implementation mechanisms, through 5 components 
(such as care services), with their corresponding lines of action 
that give way to various policies to implement a Care Plan:

 » Sigue en la página siguiente
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SPECIFIC OBJECTIVE AREA COMPONENTS GUIDELINES

1.- Promote the incorporation of the 
care approach in all public policies of the 
government of Mexico City  

Management Management and 
advocacy mechanism 
to reorganise the city.

*Development of urban management, territorial, transport, housing and 
mobility policies, among others, so that people have time to care, be cared for 
and take care of themselves.

2.- Promote normative and regulatory 
changes that allow the Mexico City  to 
recognise the social value of care work and 
guarantee the full exercise of people's right 
to care for themselves, to care for others and 
to be cared for.

Coordination and 
implementation

Policy and regulatory 
changes

*Drafting of legislative initiatives;

*Regulation of public, private and community services, which implies the issuing 
of guidelines from a gender, intercultural, human rights and sustainability 
perspective.; 

*Generating changes in the regulations governing social programmes, seeking to 
eliminate maternalistic, heteronormative and welfare-based approaches.

3.- Coordinate the deployment of public 
policies aimed at transforming gender 
mandates that reinforce and reproduce the 
feminization of care. 

Coordination and 
implementation

Cultural changes *Conducting studies on people's needs, development of educational processes, 
communication and dissemination strategies, education and training to 
strengthen capacities to recognise and value care work through organizations 
with local deployment, among others.

4.- Design, coordinate and evaluate public 
policies to ensure that the population 
with care needs have access to accessible, 
relevant, sufficient and quality services 
(public, private and community-based), while 
guaranteeing that care services are designed, 
operated and evaluated with a gender and 
human rights perspective. 

Coordination and 
implementation

Care services *Carry out a preliminary diagnosis of existing care services, priority target 
population and services required in a territorial mapping format;

*Designing a care programme that includes a system for monitoring and 
evaluating results, a communication and dissemination strategy, co-financing 
schemes with the government and other agencies, among others.

5.- Design, coordinate and evaluate public 
policies that guarantee that people who 
perform care work in the Mexico City can fully 
exercise all their rights. 

Coordination and 
implementation

Equality at work and 
caregivers' rights

Equality at work:

*Continuity or new actions that substitute unpaid work carried out in families with 
paid work carried out in the labour market, including through: flexible worktime 
arrangements (shifts, combining the working day in the office and at home, 
reducing the working day, teleworking); the establishment of special permits, the 
establishment of special leaves, affirmative actions such as placing workers in 
offices close to home, sanctions for companies that do not comply, among others.

*Actions that seek to transfer care tasks carried out in families to the public services 
market, such as: childcare services, trade union agreements for school transport 
and discount agreements for private care services.

*Reorganization of roles that seek to promote transformations in the labour market, 
such as: communication campaigns, application of paternity leave and parental leave.

*Revaluing care work in the labour market through: formalisation and revaluation 
of domestic work, dignifying care work in the private sector, promotion of care 
cooperatives and networks.

Caregivers’ rights:

*Design and update the register of people engaged in care work;

*Decouple social benefits from the formal work structure;

*Develop training and job recruitment programmes and labour insertion policies 
in line with the needs of the population;

*Develop support, recreation and leisure services linked to the work of care workers; 

*Establish mechanisms for denouncing and sanctioning violations of the rights 
of care workers.
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4. CARE POLICIES

Mexico City’s main social policies related to care have been 
systematized and organized from 2016 onwards. The care 
policies deployed in the framework of the proposal for the 
creation of a Comprehensive Care System are listed below. 
Budget resources are mostly federal and represent only 6.3% 
of the total budget of Mexico City (STYFE, 2018: 68-69). The 
Integral System of Care has been approved without but remains 
without a budget, as of 2021.

 »Care policies in social policies, programs, and public 
services:

To analyze care policies in Mexico, it is necessary to note that 
public services have undergone transformations in recent 
decades, with a progressive weakening in a context of budget 
cuts and privatization where policies aimed at reducing social 
inequality and poverty are disproportionately underfunded. 
The mayor’s offices of the respective states are the main 
entities in charge of providing public services, as part of a 
decentralization process initiated in 1998 that has led to the 
creation of new institutions. In terms of the target population 
for care, current policies focus mainly on the care of dependent 
persons, either due to life cycle or illness. The principal policy 
targets are children, the elderly and persons with disabilities. 

We are analyzing the period from 1998 to 2021, which coincides 
with the processes of institutional transformation in the 
social policies of the Federal District, identifying moments 
of targeting by vulnerability or territoriality, universalization 
and merit-based targeting31; with a change of focus towards 
human capital and the incorporation of a rights-based approach. 
After the constituent process of 2017, there was a shift from 
the perspective of ‘social development’ to that of ‘welfare’, 
proposing the construction of a “Welfare System”, based on 
the guarantee of universal rights (SIDESO, 2020:76), which has 
implied the reduction of social programs to reduce spending 
that did not fulfill policy goals and increase efficiency.

4.1 MATERNITY PROTECTION AND WORK-
FAMILY RECONCILIATION POLICIES

As in the rest of the region, policies for reconciling work and 
family life that focus on maternity prevail. Although Mexico 
has not ratified ILO Convention 156 on workers with family 
responsibilities, nor Convention 183 on maternity protection, 
labor regulations provide for maternity and paternity leave, 
breastfeeding leave and the reorganization of hours of work. 
The Federal Labor Law establishes that “work is a right and 
a social duty. It is not an article of commerce”, and refers 

31 These are education programs based on Human Capital Theory and rational choice, 
such as “ Talented Children”, which continued until 2018.

specifically to women’s work, stipulating the right to twelve 
months’ pre and post natal leave, with full remuneration to be 
paid by the employer if contributions are up to date32, access 
to childcare services and the right to breastfeed for 1 hour. 
There has been a 15-day paid paternity leave (amendment to 
Art.21 Law on Substantive Equality between Women and Men) 
since 2013. There is a proposal in the legislature to extend 
paternity leave to 45 days, seeking to adopt OECD standards.33  
These measures are applied for the birth or adoption of an 
infant and in the context of a heteronormative conception of 
family. In short, there have been no measures to reconcile 
social co-responsibility and it has been argued that “the huge 
difference between maternity and paternity leave causes an 
imbalance in the private and public spheres of women and 
men, as it removes men from caregiving roles and penalizes 
women in employment.” (Uribe & Ibarra, 2019: 178) It should 
be noted that changes in paternity and maternity leave mainly 
affect public sector workers (Pérez, 2019: 23).

On the other hand, Mexican Regulation NMX-R-025-
SCFI-2015 includes a provision for public, private, and non-
profit workplaces that have measures for labor equality and 
non-discrimination. This regulation also includes articles on 
the implementation of practices for labor, family, and personal 
co-responsibility of workers, in addition to ensuring equal 
pay. The regulation proposes an analysis of the specific care 
needs of workers, temporary changes to scheduling, sick 
leave, promotion of parenting, promotion of co-responsibility 
between women and men in unpaid housework and childcare, 
implementation of deferred working hours, and flexible 
schedules, among others.34

4.2 CARE POLICIES FOR PEOPLE IN A SITUATION 
OF DEPENDENCY AND CAREGIVERS

Policies including financial transfers, access to specific services 
and the provision of live-in places are all part of the current 
care options offered. Access to these policies is classified 
according to the target group: children, the elderly, the disabled, 
caregivers. Most of these measures allow access to care 
services but do not defamiliarize care.

 »Childhood care

Various federal and local agencies identify early childhood as a 
stage of high dependency and provide services, but most of the 
care is provided by mothers who do not work for pay (Consejo 
de Evaluación del Desarrollo Social de la Ciudad de México, 2020 

32 If a worker’s contributions are not up to date, she is still entitled to have the employer 
cover 1/3 of the benefit.

33 The OECD average is 8.1 weeks.

34 More information available here: https://www.gob.mx/inmujeres/acciones-y-
programas/norma-mexicana-nmx-r-025-scfi-2015-en-igualdad-laboral-y-no-discriminacion
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:74) and who do not make use of care services. Federal and state 
services usually have schedules that are not compatible with 
working hours, while social security services have low coverage 
(Samaniego & Ochoa, 2009). Services available include Day Care 
Centers of the Mexican Social Security Institute (IMSS); Child 
Welfare and Development Centers (EBDI) of the Institute of 
Security and Social Services for State Workers (ISSSTE); Child 
Care Centers to Support Working Mothers of the Ministry of 
Social Development (SEDESOL); Child Development Assistance 
Centers of the National System for the Integral Development of 
the Family (SNDIF); and Community Child Care Centers of the 
National System for the Integral Development of the Family 
(SNDIF). The latter operates at the local level, through ‘La Cartilla 
de primera infancia’ (The early childhood booklet), as well as 
through the Child Development Centers (CADIS), which are 
intended for the care of children of working mothers, single 
mothers who are students or fathers with sole custody of 
children from 6 months to 5 years and 11 months, whether 
or not they have social benefits, which differentiates it from 
other programs aimed at mothers with paid jobs. Currently, the 
program is in a process of expanding enrollment and increasing 
the number of free childcare spaces under the City’s Primary 
Education System (SEP), an important change to the care system 
(STYFE, 2018: 87). 

At the school stage, the national Full-Time Schools program 
of the SEP stands out, the ‘SaludArte’ (HealthArt) a Ministry of 
Education program created in 2013 which focuses on nutrition 
education, art and physical activity, for the change of eating 
habits in basic education in public schools35, among others. 

There are also food programs (ILO-UNDP, 2009) targeted to the 
most vulnerable sectors, with a welfare approach until 2018, 
which did not consider the structural inequalities in access to 
food ( (STYFE, 2018):138). Additional services include public 
cafeterias, food delivery, social assistance for children and 
adolescents in situations of homelessness, food assistance 
in welfare centers such as ‘Casas Hogar’, among others, that 
are organized by the System for the Integral Development of 
the Family. Since 2019, programs of clientelistic nature were 
reduced and merged some such as the Social Dining Program 
from the Community Cafeterias and Public Cafeterias. Another 
program that has been maintained over time is the School 
Breakfast Program, which is noted to contribute “to reduce the 
workload of caregivers, particularly in the time for preparation 
and purchase of food” (STYFE, 2018: 226).

A national program that stands out is the ‘Seguros de vida para 
jefas de familia’36 (Life insurance for female heads of household), 
which seeks to guarantee the rights of children and adolescents 
in maternal led families through access to economic resources. 

35 More information on this proposal available here: http://data.educacion.cdmx.gob.
mx/saludarte/nutricion/nutricion_cuidados.html

36 Available here: https://www.gob.mx/bienestar/acciones-y-programas/seguro-de-
vida-para-jefas-de-familia

The program operated until 2020, when it was incorporated into 
the Program for the Welfare of Children, Children of Working 
Mothers, which seeks to “Contribute to social welfare and 
equality by improving the conditions of access and stability in 
the labor market for mothers, single parents or guardians who 
work, seek employment or study so that they have facilities to 
take care of children.”37

Based on the Law on the Rights of Children and Adolescents 
of Mexico City (LDNNACDMX), the Comprehensive System for 
the Rights of Children and Adolescents (SPINNA) was created 
in 2016 to align and mainstream public policies in this regard.

 »Elder Care

Social policies for the elderly have a medical emphasis and focus 
on poverty and vulnerability. In 1996, the ‘Alianza a favor de la 
tercera edad’ (Alliance in favor of the elderly) was formed, which 
carried out a diagnosis of existing needs and programs, and 
made recommendations in Mexico City, including the creation 
of a coordinating entity. In 2007, the Institute for the Care of 
the Elderly (INAPI, now INAPAM) was created at the national 
level with the purpose of identifying and continuing programs 
for the elderly but neither staff nor budgets sere allocated 
(Huenchuan, 2016: 82). The Universal Pension Program for 
Older Adults, which dates back to the targeted policies of the 
2000s, stands out for its coverage and budget as a bimonthly 
financial transfer. This programme is maintained until today 
with a change of orientation towards universality, operating 
as a pension for the welfare of the elderly.38 Along the same 
lines is the Food Support for Seniors over 68 years of age, 
which is a monthly financial transfer for residents of Mexico 
City, which in more than two decades of implementation, 
“has grown in terms of institutionality, number of entitled 
beneficiaries, resources and coverage of rights related to 
food” (Huenchuan, 2016:88). Other policies that date back to 
the same period are the program of Food Support, Medical 
Care and Free Medicines for Older Adults over 70 Years of 
Age Residing in the Federal District, which by 2001 was the 
responsibility of the Ministry of Health.

The Institute for the Care of the Elderly (IAMM), which is a 
government body in Mexico City, is responsible for Day Centers 
for the Elderly that are focused on recreation and geriatric care 
such as ‘Secuoya’39 (redwoods) shelters, and long term care 
centres that provide medical care, physical rehabilitation and 
cognitive stimulation. The network of services for the elderly 
that are the responsibility of the Secretariat of Inclusion and 

37 Available here: https://www.gob.mx/bienestar/acciones-y-programas/programa-de-
apoyo-para-el-bienestar-de-las-ninas-y-ninos-hijos-de-madres-trabajadoras-203284

38 Available here: https://www.gob.mx/pensionpersonasadultasmayores

39 A day center specializing in comprehensive and interdisciplinary care for adults who 
seek and require activities oriented to cognitive stimulation, memory, mood and physical 
therapies. More information available here: https://secuoya.com.mx/
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Social Welfare of Mexico City include: Care Centres for Dignified 
Aging (INED), Learning Circles and Socialization of Knowledge 
(CASSA), and a Comprehensive Training Center for the Elderly 
(CEFI), among others40.

In January 2021, the Law for the Recognition of the Rights of 
the Elderly and the Integral System for their Care of Mexico 
City came into force. This law provides for broad rights such 
as independence and autonomy (Art. 15), the right to live 
with dignity (Art. 13) and the right to receive long-term care 
services (Art. 29) for persons over 60 years of age. The law 
also requires the creation of a system that provides and allows 
progressive access for the elderly to care services, home care, 
residential care, personal assistance, and other community 
support services to guarantee their rights. Finally, the law 
established the Institute for Dignified Aging.

 »Care for people with disabilities or high levels of 
dependence

The 2010 Law for the Integration to the Development of 
Persons with Disabilities of the Federal District, created the 
Institute for the Integration to the Development of Persons 
with Disabilities (INDEPEDI)41, with responsibility to coordinate 
and guide social protection policies that depend on different 
agencies of Mexico City, including the National System for 
the Integral Development of the Family and the Ministry 
of Health, while maintaining a focus on inclusion. Policies 
include financial transfers such as the Economic Support for 
People with Disabilities, support in kind, delivery of groceries; 
guaranteeing rights such as education and the right to work 
through labor inclusion strategies; access to services such 
as specialized care centers, Basic Rehabilitation Units for 
people with permanent disabilities, the Doctor in your home 
programme, and access to long term care homes for people 
with permanent disabilities in a state of abandonment or 
orphanhood. The latter, run by INDEPEDI, provides housing, 
food, clothing, medical care, educational and recreational 
activities, psychological, legal and social work support.

 »Care for caregivers

These are mostly measures to support the work of caregivers, 
both from the perspective of training, achieving economic 
autonomy in the case of women and ensuring labor rights 
for domestic workers. Among the training programmes for 
caregivers, associated with the Food Support for Seniors 
programme, is a training process for caregivers, mostly female 
relatives, under the responsibility of the Secretariat of Social 
Development (SEDESO). This training programme was created 

40 More information available here: https://sibiso.cdmx.gob.mx/red-de-servicios-para-
personas-mayores

41 More information available here: http://data.indepedi.cdmx.gob.mx/proteccion.html

in response to information that began to be collected since 
2005 with the application of the “Caregiver Questionnaire” 
and with the evaluation survey completed by beneficiaries 
of the Food Support programme in 2018. The Program to 
Support Informal Caregivers of the Elderly42 organizes and 
offers these courses.

At the local level, the Social Program of the Public Care System 
of the Iztapalapa City Hall43 consists of financial support and 
training for caregivers. The policy aims to contribute to the 
development of a Public Care System in the city of Iztapalapa, 
through the implementation of policies and programs aimed 
at caregivers who care for people with disabilities and elderly 
people in a situation of dependency, identify their priorities, 
and offer proposals for articulation and incorporation of care 
with co-responsibility. The program is replicated in a modified 
form in other municipalities, since its purpose is to initiate the 
construction of the Public Care System from the municipalities 
based on previously deployed policies. In the case of the 
Municipality of Cuauhtémoc, the social programs that shape 
the System of Care and Human Rights since 2019, are mainly 
financial support: Emergency support for the recognition of 
caregivers and economic support to heads of household for 
their labor market inclusion, among others. 

The economic autonomy of women is strengthened by 
cooperatives44 that are providing community care services 
which specialize according to the type of population, For 
example, childcare cooperatives such as the ‘Comunidad 
Infantil Pioneros del Saber’ (Pioneers of Knowledge Children’s 
Community)”45 works in coordination with other cooperatives 
for uniforms, furniture and food. Additionally, the PILARES 
program organizes public meeting spaces and workshops 
such as the, “Education for economic autonomy” where topics 
discussed include access to paid work under equal conditions, 
technical training, entrepreneurship, formation of cooperatives, 
and marketing of products and services. Finally, the Insurance 
against Family Violence, now knows as the Insurance for 
Strengthening the Autonomy of Women in a Situation of Gender 
Violence46 is organize by the Women’s Secretariat, consists 
of financial transfers, legal and psychological counseling, and 
support for single mothers.

42 Available here: https://www.gob.mx/issste/acciones-y-programas/curso-de-apoyo-
para-cuidadores-informales-de-personas-envejecidas

43 Available here: http://www.sideso.cdmx.gob.mx/documentos/2021/rops/alcaldias/
iztapalapa/1iztapalapa_rop_sistemapublicodecuidados2021_2901.pdf

44 The ‘Support Program for the Development of Cooperative Societies in Mexico City’ 
under the Ministry of Labor and Employment Promotion, is now knows as the ‘Program 
for the Promotion, Establishment and Strengthening of Social and Solidarity Enterprises 
in Mexico City’.

45 Available here: http://www.cooperativas.cdmx.gob.mx/styfe/coop100/cooperativa/
comunidad-infantil-pioneros-saber

46 Mexico City has an Information Network against Violence in Mexico City, which provides 
registration cards to women  in situations of gender violence for the delivery of support.
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A pilot program for domestic workers was launched in 201947. 
The programme incorporates domestic workers into the social 
security system of the Mexican Institute of Social Security 
(IMSS) and develops work on the cultural understandings 
that exist in workers and employers on the labour rights and 
formal recognition domestic workers. (Picado, 2020:25). This 
measure was preceded by the ratification of ILO Convention 
189 on Decent Work for domestic workers in 2020.

4.3 CARE POLICIES LINKED TO URBAN 
DEVELOPMENT

General Development Programme of the Federal District 
of Mexico City 2013-201848, stands out as an important 
intervention in urban development and care. The programme is 
based on using a cross-cutting approach to gender in all policies 
and programs. One of the lines of action of the programme 
is to “Promote a wide range of care services for the children 
of families, regardless of the employment status of women 
and men”. There are also mobility and transportation policies, 
based on the results of the Origin-Destination Survey49, where 
it was found that between 49% (2007) and 51% (2017) of trips 
made on public transport were made by women, with the 
main reasons for travel being: making care trips to meet other 
people’s needs, shopping, and carrying out other necessities. 
Survey results identify a clear relationship between of care 
and mobility. Complementary studies analyse the numerous 
cases of gender-based violence experienced in public and 
privatized transport50, and the sector’s labour inequality in the 
administration and planning of policies. Consequently, mobility 
programs with a gender focus such as the 2008 ‘Viajemos 
Seguras’ (Let’s Travel Safely) were developed51 which include 

47 The results of the program analysis can be found in more detail here: https://www.ilo.
org/wcmsp5/groups/public/---americas/---ro-lima/---ilo-mexico/documents/publication/
wcms_764986.pdf

48 Available here: https://servidoresx3.finanzas.cdmx.gob.mx/documentos/
ProgGralDesarrollo_2013_2018.pdf

49 The Origin-Destination Survey is applied in several countries such as Spain, Chile, 
Argentina, the United States and Colombia. In Mexico City it was applied in 1983, 1994, 
2007 and 2017. The annotated version based on a gender perspective is available here:

https://www.semujeres.cdmx.gob.mx/storage/app/media/CDMX_SegurayAmigable/
ForoTransporte/3_Laura%20Ballesteros_SEMOVI.pdf 

50 The 2018 Survey on sexual violence in transportation and other public spaces in 
Mexico City found that 88.5% of the women surveyed had suffered sexual violence in 
transportation or on the street. Available here:

https://mexico.unwomen.org/es/digiteca/publicaciones/2018/dec-2018/encuesta-
violencia-sexual-transporte-cdmx 

51 The evaluation of the program showed good results in terms of decreasing sexual 
violence in subway cars, but difficulties in implementation and the need to address violence 
outside of transportation. Further information available here:

https://publications.iadb.org/publications/spanish/document/Evaluaci%C3%B3n-de-
impacto-del-programa-%E2%80%9CViajemos-Seguras-en-el-Transporte-P%C3%BAblico-en-
la-Ciudad-de-M%C3%A9xico%E2%80%9D-Aportes-al-dise%C3%B1o-e-implementaci%C3%B3n-
de-pol%C3%ADticas-de-prevenci%C3%B3n-de-la-violencia-de-g%C3%A9nero-en-espacios-
p%C3%BAblicos.pdf 

emergency and complaint mechanisms; the ‘Atenea’ program 
for an exclusive transportation service for women, senior 
citizens and people with disabilities, the separation of men 
and women in the subway at peak times; and the 2019 Safe 
Path Program: Walk Free, Walk Safe52, among others. These 
aspects are included in Mexico City’s 2019 Strategic Gender 
and Mobility Plan53. Finally, there are free public transportation 
programmes for senior citizens and people with disabilities.

5. ANALYSIS

The constant transformations that Mexico City has undergone 
in terms of institutions linked to caregiving, together with the 
national organizations with a presence in the Federal District 
that are not organized un-der a caregiving system, generate 
a complex set of bodies, policies and programs. Furthermore, 
the new Constitution of Mexico City provoked the enactment 
of new laws and care policies that are under con-struction 
that are being implemented through different government 
ministries and institutes. 

The Care System proposal restricts caregivers to “persons 
who are responsible for assisting or providing help to those 
who require assistance to perform basic life activities in 
an unpaid manner” (CESCDMX, 2019:91), in its conceptual 
definitions. This circumscribes care and limits a broader 
con-ception of caregivers. In turn, international instruments 
emphasize the problem of care in relation to the reduction 
of inequalities between men and women, to ensure equal 
opportunities and full development. There is a tension in the 
prevailing conceptions of a care system, since the notion of 
the care economy, which stems from understandings of the 
sustainability of life, seeks to eliminate the current sexual 
divi-sion of labor and democratize care, while the dominant 
international approach accentuates gender roles while seeking 
to reduce them. Dominant international practices also provoke 
a debate on the prevailing conception of development and the 
associated idea of productivity. OXFAM Mexico argues that 
“alt-hough it constitutes in itself a great achievement, it does 
not explicitly point to the sharing of responsibili-ties between 
State, market, family and community, nor does it incorporate 
a perspective of the sustainabil-ity of life” (2017: 49).

It is important to problematize on the conception of gender 
that dominates, its possibilities and its limits, for example, for 
non-binary people. Educational processes for the population 
are impacted by de-fining equality between men and women. 
Despite the approach to care policies being based on the princi-
ple of universalization of rights that are implemented through 
services and programs, they maintain the underlying logics of 
policy targeting by poverty and vulnerability. Access to early 

52 Available here: https://www.obras.cdmx.gob.mx/storage/app/media/45-presentacion-
camina-libre.pdf

53 Available here: https://semovi.cdmx.gob.mx/storage/app/media/estrategia-de-
genero-140319.pdf
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childhood care services is a clear example of this targeting. 
In any case, the time elapsed since the construction of the 
system is limited, so it will be necessary to accompany its 
consolidation after the transition phase, which will re-quire 
the guarantee of a permanent budget and the creation of 
programs with wider coverage. In addition, current research 
indicates that specific measures should be taken to guarantee 
the right to care, to be cared for and to care for others, while 
taking into account the conditions of the care work of people 
of different ages, whether they belong to an indigenous group, 
whether they live in a community in the north, center or south, 
whether they are salaried workers or not, their gender and 
their income level.

Finally, Mexico City’s proposal is defined as an Integral Care 
System but it is not national. It is limited to its territory and 
does not incorporate plurinationality, as the constitution, in the 
section “Pluri-cultural City”, establishes the recognition of the 
pluricultural, plurilingual and pluri-ethnic composition of Mexico 
City and the right to self-determination of the original peoples 
and neighborhoods and resident indigenous communities 
(Art. 59), their autonomy and development (Art. 59), and the 
right of the indige-nous peoples and neighborhoods and 
resident indigenous communities to self-determination (Art. 
59) autonomy and self-development. Specifically regarding 
the right to health, it states that “The original peo-ples and 
neighborhoods and resident indigenous communities have the 
right to their health, healing and traditional medicinal practices, 
including the conservation of their medicinal plants, animals 
and minerals of vital interest. Their traditional doctors are 
recognized” (Art 19, Letter H). Hence, it should be the peo-ples 
and communities themselves, in dialogue and coordination 
with the state bodies, who would develop their own care 
organizations, as they probably already do.
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1. INTRODUCTION

Chile, like the other countries of the continent, is going through 
a severe care crisis, aggravated by the effects of the pandemic 
and its impact on socioeconomic and gender inequalities. This 
problem, which is being discussed at the global level, takes 
specific forms in Chile given the political cycle provoked by the 
popular revolt of October 2019 and the constitutional process 
that this produced and that is currently underway. These 
conditions were intensified by the emergence of the feminist 
movement that has placed care as a central subject in the 
public discussions. The combination of global factors including 
the pandemic and the care crisis, with the particularities of 
the Chilean political process, create a valuable opportunity 
to advance in the area of care through specific policies and 
through a broad, comprehensive approach.

The commodification of social rights and care services is 
extremely high in Chile. Public care policies are focused 
exclusively on the most vulnerable groups and have very low 
territorial coverage. This unfair social organization of care 
amplifies inequalities. As the group of feminist economists 
‘Cooperativa Desbordada’ points out: “In Chile, the last decades 
have witnessed a growing social unrest as a result of the 
difficulties faced by families to sustain a decent life. The lack 
of quality public services, job insecurity, massive financial 
indebtedness, environmental deterioration, among other 
factors, are linked in multiple ways and make it impossible 
to meet the needs of care, which have often increased. In 
turn, the unchanging sexual division of labor, the permanent 
precariousness of caregivers (unpaid or paid) and current 
demographic changes are factors that exacerbate this care 
crisis” (2021:479-480).

A variety of actors participating in the current debate on care 
including feminist organizations, caregivers’ associations, 
trade unions, research centers, international organizations and 
political parties. The importance of the women’s movement 
and of feminist organizations in particular, some of which 
have been in existence for a long time, such as the Center 
for Women’s Studies (CEM) or the Chilean Network Against 
Violence Against Women, which had been developing a feminist 
perspective on care before this situation created a favorable 
scenario for discussion needs to be highlighted. More recently, 
‘Juntas en Acción’ (Women united in action), an initiative that 
brings together the CEM and ‘Corporación Humanas’, has 
presented a proposal for feminist constitutional principles 
that centralize care (Juntas en Acción, 2021). The ‘Cooperativa 
Desbordada’, is also making contributions from a feminist 
economic perspective. Various feminist organizations, including 
the Feminist Coordinating Group 8M, have also placed the issue 
of care on their agenda. This organization, in particular, has 
identified the need to give a plurinational character to the care 
system to be organized in Chile. There are also organizations 
of caregivers such as ‘Yo Cuido’ (I Care), an association that 
has played a leading role in the proposal of laws such as the 

SANNA Law (compulsory insurance for working parents of 
children affected by a serious health condition) and today 
has a representative in the Constitutional Convention. Trade 
unions,  associations and other workers’ organizations have 
also positioned themselves publicly on care. PSI Chile’s ‘Quality 
Public Services: Ideas for a new Constitution in Chile’ stands 
out as an important contribution. This diversity of voices 
strengthens the debate on care in the constitutional debate and 
in the discussions that will take place at the presidential level.

2. REGULATORY FRAMEWORK 

Chile does not have a unified system that regulates care in a 
comprehensive manner. However, it does have agencies and 
policies that are regulated by law. During the government of 
Ricardo Lagos (2000-2006), two important social protection 
reforms were carried out. In 2004, Law N°19.94954 created 
the ‘Solidarity’ system that focused on the most vulnerable 
families. In the same year, a reform of the health system 
created the Universal Explicit Care Guarantees (AUGE) through 
Law No. 19.96655. In the first government of Michelle Bachelet 
(2006-2010), the Intersectoral System of Social Protection 
was created in 2009 through Law No. 20379. This system 
seeks to implement an articulated management model of 
the different social policies and benefits implemented by 
Chilean state agencies, giving the Ministry of Planning (now 
the Ministry of Social Development and Family) a coordinating 
role. In 2015, the National Subsystem of Support and Care was 
created with interventions focused on the population with 
moderate and severe dependency, making 60% of the lower 
income population eligible, but without specific legislation to 
regulate this subsystem. In the same year, the Social Registry 
of Households was regulated through Decree 22 thus creating 
an instrument for the socioeconomic characterization of the 
population that replaced the Social Protection Card (Ficha de 
Protección Social)56.

There are specific regulations for polices targeting the 
dependent population. In the area of old age, a significant 
milestone was the enactment of Law No. 19.82857 which 
created the National Service for Older Adults (SENAMA), a 
decentralized public service whose mission is to promote and 
contribute to positive aging through the implementation of 
policies, programs, intersectoral coordination and public-private 
partnerships. The creation of this service and the elaboration 
of the Positive Aging Policy have been important steps. In 
2008, a pension reform was approved, which established a 
Solidarity Pillar of the Pension System and a child benefit for 
women. Likewise, in 2015 Chile signed the Inter-American 

54 Available here: https://www.bcn.cl/leychile/navegar?idNorma=226081

55 Available here: https://www.bcn.cl/leychile/navegar?idNorma=229834

56 Available here: https://www.bcn.cl/leychile/navegar?idNorma=1084161

5 7  A v a i l a b l e  h e r e :  h t t p s : / / w w w . b c n . c l / l e y c h i l e /
navegar?idNorma=202950&idVersion=2019-03-01&idParte=
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Convention on the Protection of the Human Rights of Older 
Persons, which it then ratified in 2017. Regarding childhood, 
in 2007 the Subsystem for the Comprehensive Protection of 
Children Chile ‘Crece Contigo’ (Grow Together) was created, 
which was institutionalized in 2009 through Law No. 20379. In 
2018, in the framework of the implementation of the National 
Agreement for Childhood58, the Undersecretariat for Children 
was created within the Ministry of Social Development and 
Family by Law No. 2109059  and then in January 2021, Law 
No. 21,302 was enacted, creating the National Service for the 
Specialized Protection of Children and Adolescents “Mejor 
Niñez” (Better Childhood), which will replace the National 
Service for Minors that had been created by Law No. 2,465 
of January 10, 1979.

Regarding legislation on disability, Law No. 20,422 was enacted 
in 2010, which establishes rules on equal opportunities and 
social inclusion of persons with disabilities and created 
the National Disability Service (SENADIS), which aims to 
promote equal opportunities, social inclusion, participation 
and accessibility for persons with disabilities.60 In terms of 
international regulations, SENADIS recognizes the Inter-
American Convention on the Elimination of all Forms of 
Discrimination against Persons with Disabilities and the United 
Nations Convention on the Rights of Persons with Disabilities 
and its Optional Protocol as a framework for action.

In 2011, Law No. 20545 modified the regulations on maternity 
protection and incorporated postnatal parental leave. In 2005, 
Law No. 20,047 established a four-day leave for parents 
of newborns61. The new regulation established a postnatal 
parental leave in addition to the existing three months of 
postnatal maternal leave. This full-time leave may be up to12 
weeks with full payment of the subsidy, or 18 weeks if the 
mother chooses to return to work for part-time, in which case 
the subsidy is cut in half. Part of this parental leave can also 
be transferred to the working father. If the mother chooses 
to take 12 weeks full-time, she may transfer a maximum 
of six weeks to the father. If the mother chooses to take 18 
weeks of part-time leave, she may transfer a maximum of 
12 weeks to the father.62 In 2016, Law No. 20,091 modified 
postnatal and parental leave and the right to childcare services 
for public employees. 

In 2017, Law No. 21,063, also known as the SANNA law63 
created an insurance system for the accompaniment of children 
suffering from serious illnesses. The SANNA Law is a mandatory 

58 Available here: https://www.minjusticia.gob.cl/media/2018/07/Acuerdo_Nacional_
por_la_Infancia.pdf

59 Available here: https://www.bcn.cl/leychile/navegar?idNorma=1117540

60 Available here: https://www.bcn.cl/leychile/navegar?idLey=20422

61 Available here: https://www.bcn.cl/leychile/navegar?idNorma=241556

62 Available here: https://www.bcn.cl/leychile/navegar?idNorma=1030936

63 Available here: https://www.bcn.cl/leychile/navegar?idNorma=1113014

insurance for working mothers and fathers of children and 
young people affected by a serious health condition, so that 
they can be excused from work for certain periods of time in 
order to care for their children. This insurance is a subsidy that 
replaces all or part of the parent’s monthly remuneration or 
income. This benefit is also available to persons other than 
the father and the mother, who are legally responsible for the 
personal care of a child or young person.64

It should be noted that in 2019 a bill was presented to recognize 
domestic and care work. Bulletin 12490-07, which is in the first 
constitutional procedure, amends the Fundamental Charter to 
include, within the constitutional guarantees, the recognition 
of domestic work and work consisting of caring for people. The 
text proposes a single article: “The State recognizes domestic 
and care work as an economic activity that creates added value, 
produces wealth and social welfare, so it will be incorporated 
in the formulation and implementation of public and social 
policies and will promote its incorporation in the national 
budget. The State shall promote a labor regime that allows 
for the harmonious reconciliation of human care work and 
domestic work”.

3. INSTITUTIONS

Care policies in Chile are framed within the Intersectoral 
Social Protection System, which gives the Ministry of Social 
Development and Family a defining role in the institutional 
framework of care. The Intersectoral Social Protection System 
has three components: the Subsystem of Integral Protection 
for Children; the Subsystem of Security and Opportunities; and 
the National Subsystem of Support and Care. The place that 
each of these components occupies within the System can 
be seen in the differentiated funding they receive. In 2018, 
79.3% of the budget went to the Security and Opportunities 
subsystem; 17% to Child Protection and only 3.7% to Support 
and Care (Arriagada, 2020).

The National Subsystem of Support and Care (hereinafter 
SNAC), which organizes the supply of care services available 
and connects them with people in situations of dependency 
was designed in 2014 in the Inter-ministerial Committee for 
Social Development and began to be implemented in 2016. 
In parallel, the Families Foundation, under the Presidency’s 
Sociocultural Directorate, began to implement “Chile Cares”, 
a home care programme for dependent people in 2015. This 
pilot was implemented in 6 districts and then integrated into 
the SNAC, forming the basis for home care policy. 

The objectives of SNAC are: to promote the well-being of 
individuals and households with at least one dependent 
member; to ensure the coordination and articulation of public 

64 Available here: https://www.chileatiende.gob.cl/fichas/53276-seguro-para-el-
acompanamiento-de-ninos-y-ninas-afectados-por-una-condicion-grave-de-salud-ley-sanna
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and private policies and benefits; to promote autonomy and 
prevent the progression of dependency; to mitigate the 
workload of the support network for dependents with emphasis 
on caregivers; and to establish and supervise compliance 
with quality standards for public and private support and care 
services. The main areas of SNAC are defined by an Inter-
ministerial Technical Committee composed of the Ministry of 
Social Development and Family, the Ministry of Finance and 
the Ministry of Health, but its execution is decentralized and 
local governments are the entities in charge of implementing 
the services through the Local Support and Care Network 
Programme (hereinafter PRLAC), coordinates actions to 
diagnose the dependency situation on a case by case basis, 
articulates the existing services and develops monitoring and 
follow-up actions for the population served in every locale 
where the programme is implemented.

Initially, SNAC included the following services (MIDESO 
2017): a) Home care services; b) Dependency prevention; 
c) Caregiver training; d) Respite services for caregivers; e) 
Home adaptations and modifications; f) Institutional care; 
and g) Financial subsidies. In practice, SNAC services were 
reduced to the Local Support and Care Network Program, 
which is organized around three components: 1) a Care Plan, 
which is a specific proposal for intervention in the home, 
with support and care for both the dependent person and 
the unpaid primary caregiver; 2) Home Care Services (SAD), 
which consists of providing the home with the selection, hiring 
and skill leveling of a Care Assistant who attends the home 
for an agreed period of up to eight (8) hours per week, and a 
quality assurance process for this service; and 3) Specialized 
Services, which are benefits and/or specialized services, which 
are designed to prevent the progression of dependence, and 
promote autonomy and independence in the activities of daily 
living in people with dependency and their support networks. 
The services include activities provided by professionals, 
technicians and specialties that seek to meet the needs of the 
household, providing technical aids and functional adaptations 
to the home, among other benefits. A set of consumer goods 
including toiletries, care items, housing equipment, food and 
clothing, which support and complement the work carried out 
by the members of the PRLAC team during the implementation 
of the program in the territory are also made available. It should 
be noted that PRLAC is implemented in 22 municipalities in 
the country. In the original planning, by the year 2021 it should 
have been extended to all regions of the country, so its scope 
has not been as planned. In addition, the number of subsystem 
programmes has been reduced from six to only one.

In addition to SNAC, there are institutions specialized in 
the different segments of the population in situations 
of dependency. For example, for children there is the 
Undersecretariat for Children, created in 2018 by the Ministry 
of Social Development and Family, the Subsystem for the 
Comprehensive Protection of Children Chile ‘Grow Together’, 
the National Board of Kindergartens, the National Board of 

School Support and Scholarships, the Integra Foundation and 
the National Service for Minors, of the Ministry of Justice and 
Human Rights. It should be noted that this Service, highly 
delegitimized by the cases of abuse and violations of rights 
that have been exposed in recent years (PDI, 2018), will be 
replaced by the National Service for the Specialized Protection 
of Children and Adolescents “Better Childhood”, which will be 
the responsibility of the Ministry of Social Development and 
Family. The change is planned for October 2021. In terms 
of elder care, Chile has the National Service for the Elderly 
(SENAMA) and in terms of disability, the National Disability 
Service (Servicio Nacional de la Discapacidad).

4. CARE POLICIES

As noted above, Chile does not have a national and integrated 
care system, so public policies, programs and services related 
to care are housed in different public institutions, including the 
Ministry of Social Development, the National Service for the 
Elderly, the National Disability Service, the National Service for 
Minors, the Ministry of Education, and the Ministry of Health.

4.1 MATERNITY PROTECTION AND WORK-
FAMILY RECONCILIATION POLICIES

Care policies and regulations related to female labour 
market participation (Desbordada, 2021) or family-work co-
responsibility policies (Arriagada, 2020) make up a set of 
laws and regulations that seek to protect maternity and, in 
some cases, to promote co-responsibility between fathers 
and mothers in the care of children. These regulations apply 
exclusively to formal workers, so a significant part of the 
workforce is excluded. The pre and post natal care policies are 
some of the most important. The Labour Code establishes a 
prenatal period of six weeks and a post-natal period of twelve 
weeks or eighteen weeks in the case of part time. During this 
time, caregivers receive a subsidy from the state equivalent 
to the total sum of their wage. Maternity leave lasts one year, 
during which a mother cannot be dismissed. Men have the 
‘obligatory’ right to paternity leave of five days for birth or 
adoption, to be taken during the first month. Fathers are also 
eligible for postnatal parental leave if the mother transfers 
weeks to them with a maximum of six weeks full-time or 
12 weeks part-time. However, according to data from the 
Superintendence of Social Security and the Undersecretariat 
of Social Security, in the seven years since the passing of Law 
20.545 in 2011, only 0.23% of workers who are fathers have 
taken this leave. There is also the right to have one hour to 
feed children and Article 203 of the Labor Code grants the 
right to a nursery for mothers with children under two years 
of age and who work in companies with 20 or more workers. 
The nursery can be in the workplace, or the employer can 
cover the cost by paying for a nursery and transportation. 
There is a bill for a “Universal” crèche that would grant the 
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right to childcare to the children of workers regardless of the 
number of workers in the company. It would be financed by a 
solidarity fund to be paid by employers and the state. These 
rights only apply to formal workers.

The current regulation for leave to care for children due to 
serious illness or accidents is Law 21063, or the SANNA 
Law of 2017. This law provides for a subsidy to the monthly 
remuneration of female and male workers with children with 
serious health problems. The SANNA Law is a mandatory 
insurance for working mothers and fathers of children and 
young people affected by a serious health condition, so that 
they can be legally absent from work for a certain period of 
time for the purpose of providing care, accompaniment or 
personal care for sick or injured children The subsidy may 
replace all or part of their monthly salary / income during the 
leave of absence. This benefit is also available to persons other 
than the father and the mother, who are legally responsible 
the care of a child or young person.

4.2 CARE POLICIES FOR PEOPLE IN A SITUATION 
OF DEPENDENCY AND CAREGIVERS  

 »Care in childhood

One of the pillars of childhood care policies is the Child Protection 
Subsystem called ‘Crece Contigo’ (Grow Together). The 
Subsecretariat for Childhood in the Ministry of Social Development 
and Family is responsible for this system. It is an integrated system 
of social interventions and benefits whose mission is to provide 
comprehensive support to children and their families, from 
pregnancy until they enter the school system at the age of four, 
giving them the necessary tools to develop their full potential. One 
of the central pillars of the system are the crèches, that support the 
cognitive and emotional development of children, but also support 
their families, facilitating the integration of mothers into the labour 
market. The system guarantees the availability of free, quality 
crèches for all children under two years of age, and an automatic 
prenatal family allowance for all children belonging to households 
with incomes in the lowest 60 per cent of the population, whose 
mother or legally responsible adult is working, looking for work, 
studying, or in a situation of specific vulnerability. They system 
also offers preferential access to public training and employment 
services, technical support for children with disabilities, and support 
programmes for the development of children whose development 
is delayed. The impact of this policy has been significant. While in 
2005 there were a total of 781 crèches, in 2017 there were 5,485 
for children aged 0-3 years and 6,089 for children aged 4-6 years 
(Orrego & Sánchez, 2018). While net preschool education coverage 
has increased over the past 16 years, coverage challenges remain. 
So far, there are no evaluations of the use and quality of childcare 
centres. There has been less demand than expected, due in part to 
cultural resistance to their use by mothers who see it as a loss of 
the fundamental task of raising their children at home. However, 

it must be acknowledged that the state provision of pre-school 
education services has reduced the coverage gap between poorer 
and richer households.

The National Service for Minors (SENAME) provides residential 
services for children that suffer serious abuse or neglect within 
their families, and/or are subject to a court order. The residential 
programmes for children are aimed at infants and preschoolers, 
children, and adolescents between 6 and 18 years of age, pregnant 
adolescents and adolescent mothers, and children and adolescents 
with moderate or severe disabilities. There are two programmes: 
the Centres for Specialised Directly Administered Reparation 
(CREAD), which are administered by the State, and the Accredited 
Collaborating Agencies, which receive a subsidy from SENAME. Of 
the 241 existing centres in 2017, 12% are directly administered by 
SENAME, while 88% are run by collaborating agencies. Together, 
the centres serve around 7,500 people (Chilean Investigative Police, 
2018). This service is a clear example of the state’s negligence 
in the care of children and adolescents under its responsibility.

 »Elder Care

While Chile does not have integrated legislation regulating long-
term care and care for dependent older people, the Comprehensive 
Policy on Positive Ageing for Chile (2012-2025) was a substantive 
step in this direction (Molina, Sarmiento, Aranco & Jara, 2020). 
This policy aims to protect the functional health of older people, 
improve their integration and participation in different spheres of 
society and increase their subjective well-being (SENAMA, 2012). 
Existing public services include Long Term Care Homes for Older 
Adults (ELEAM), Sheltered Housing Condominiums, the Home 
Care Programme, and the Day Use Centres for Older Adults.

SENAMA’s Home Care Programme provides support and care 
services for the performance of daily living activities to older adults 
with moderate and/or severe dependency, who do not have a main 
caregiver and who are in a situation of socio-economic vulnerability 
(60% according to the Social Household Register). The programme 
seeks to improve the quality of life and safeguard the autonomy, 
dignity, and independence of the elder population.65 SENAMA 
finances home care provided by public and private non-profit 
institutions, which have experience working with dependent older 
adults. The benefit consists of two three-hour visits from a personal 
assistant per week. This programme has been well evaluated by 
beneficiaries and those responsible for implementation; however, 
its coverage is very limited, reaching only 0.54% of the population 
potentially requiring the service (Objetiva Consultores, 2020). 
Another home care service that benefits dependent older adults 
is provided by the National Subsystem of Support and Care in the 
municipalities where it is implemented. The benefit consists of 
the visit of a personal care assistant for 8 hours per week with a 
maximum of 32 hours per month. The Ministry of Health also has 
a care programme for people with severe dependency. 

65 Additional information available here: http://www.senama.gob.cl/cuidados-domiciliarios
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The Day Care Centres are focused on the elderly population in a 
condition of moderate dependency. They are managed by public 
or private non-profit institutions that have access to SENAMA 
funds. The Long Stay Establishments for Older Adults (ELEAM) 
are aimed at older adults in a situation of vulnerability and with 
moderate to severe dependency. SENAMA has 16 establishments 
throughout the country, managed by municipalities or non-profit 
organizations, with 868 places. In addition, there are the ELEAM 
Subsidy Funds through which SENAMA provides subsidies to public 
and private non-profit institutions. 165 establishments receive 
this subsidy. The availability of public long-term care is very low, 
and the private sector has low levels of supervision. Irma Arriagada 
has pointed out that the low offer of public care services for the 
elderly, and the few and expensive legally recognised residences, 
promotes the creation of clandestine residences, indicating that it 
is estimated that of the 1,668 residences that exist in Chile, more 
than 37% are informal (Arriagada, 2020).

The ‘Vínculos’ (Connections) programme under the Security and 
Opportunities subsystem seeks to meet the needs of people over 
65 years of age through psychosocial and socio-labour support, 
and financial transfers. There are also some specific subsidies for 
older adults, including the Winter Bonus (Law 20.717), which is 
granted in May to old age pensioners who receive less than the 
Minimum Old Age Pension (for those over 75 years of age) and 
the Golden Anniversary Bonus (Law 20.506): a one-time benefit of 
US$426 for couples who have been married for 50 years or more 
and belong to the 80% of households with the lowest incomes.

Among the social policies that have an impact on the elderly 
population, mention should also be made to the 2008 pension 
reform, which created the Solidarity Pension System, also known 
as the Solidarity Pillar. This system includes the Basic Solidarity 
Pension for those who do not have pension funds, mostly women, 
and the Solidarity Pension Contribution for those who do not 
have a sufficient pension. It is targeted at the poorest 60% of the 
population. The reform of the Pension System included the ‘Bono 
por Hijo’ (Child Bonus), which increases the subsidy for each child.

 »Care for people with disabilities or high level of 
dependency

The policies aimed at people with disabilities or high level of 
dependency are housed in the National Service for Disability 
(SENADIS) which works in coordination with municipalities in 
the framework of the Inclusive Local Development Strategy. 
The National Subsystem of Support and Care is articulated 
with SENADIS in those programmes that have to do with care. 
The Transit to Independent Living Programme offers support 
and care services for activities of daily living, assistance, and 
intermediation for participation in the work or educational 
environment, and adaptations to the environments in which 
people carry out their routine activities. The Technical Aids 
Programme finances all or part of the technical aids for the 

social, educational, and occupational inclusion of people 
with disabilities. SNAC articulates two programmes of the 
Ministry of Health: The Home Care Programme for Persons 
with Severe Dependency and the Programme of Residences 
and Shelters. In addition, the Ministry of Health develops the 
Home Hospitalisation Programme for people with health 
problems.

 »Care for caregivers

The National Subsystem of Support and Care offers support 
for family caregivers of dependent persons, including support 
groups, psycho-educational workshops, and professional 
counselling to address complex situations (Programa Chile 
Cuida 2017). In addition, the Home Care Service supports 
family caregivers with a few hours per week of support 
from an external caregiver. The Ministry of Health provides 
training to family caregivers as well as a monthly financial 
transfer for caregivers in vulnerable conditions within its home 
care programme for patients with severe dependency. The 
National Dementia Plan also promotes actions to support 
family caregivers.

5. ANALYSIS 

Public care policies in Chile have serious limitations. Existing polices 
are largely limited to people living in poverty and extreme poverty 
which excludes broad sectors of the population in need of care 
(Arriagada, 2020). Care policies in Chile are implemented using 
model of subsidies, whereby private bodies receive state subsidies 
to implement policy. This model reinforces the weakening of public 
services and the creation of markets around social rights. The lack 
of public care services deepens gender inequalities, as families 
with greater resources can buy care services on the market, while 
the most vulnerable families must resolve these needs within 
their own homes, a task that falls in the vast majority of cases 
on women and girls who interrupt their life projects to care for 
others. In this sense, the lack of public, universal, and quality care 
services produces and increases inequalities. 

There coverage of care services provided or subsidised by the state 
in relation to the objective care needs of the population is low. An 
clear example of this is the SENAMA programmes. According to 
SENAMA’s 2017 management balance sheet, public investment 
in social and health care dependent on this service reached 19,394 
older adults with varying levels of dependency (Ministry of Social 
Development - DIPRES 2018). Compared to the latest available 
data from the CASEN, this would mean around 4% of older adults 
over 60 years of age in conditions of dependency. 

SNAC is also indicative of the limits of care policies in Chile. This 
care subsystem, which was originally composed of 6 programmes 
(Local Support and Care Network, Breathe, Adapt, Home Care, 
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Educational Action and Transition to independent living) and 
was to have reached national coverage by 2021, was reduced to 
the Local Support and Care Network programme, which is only 
implemented in 22 districts of the country. SNAC is not regulated 
by law, a situation that weakens its institutional significance. 

Finally, the care policies implemented in Chile do not have 
the objective of altering the sexual division of labour and the 
feminisation of care. According to 2017 data, 535,901 people were 
identified as caregivers. 68% were women, and the remaining 32% 
were men. The Second National Study on Disability conducted in 
2015 provides a more in-depth picture of caregivers. According to 
this research, 74% of caregivers of persons with disabilities were 
women and 80% of caregivers linked to the National Subsystem 
of Support and Care were women.

In summary, care policies in Chile lack a systematic approach, are 
limited to vulnerable groups, and have low coverage in relation to 
the dependent population that requires care. This is in addition to 
the commodification of care services and benefits, which means 
that individuals and families depend on their ability to pay for care 
in the private market, and the model of state subsidies hands 
over the implementation of most care policies and programmes 
to private bodies.
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CONTRIBUTIONS TO THE DEBATE 
ON CARE IN CHILE BASED ON THE 
CASES REVIEWED

Based on the review of cases carried out, elements that are considered 
relevant to the constitutional debate in Chile are highlighted below.  

 »The definition of care. A strategic decision

This review confirmed the existence of a variety of institutional 
definitions present in laws or bills that create respective care 
systems. The definitions used impact the type of policies and 
their possibilities and limits.

The following table lists the main definitions of care, care 
systems and the principles and guidelines of care systems 
found in each country

The common denominator of all definitions of care is that they 
focus on the dependency status of sectors of the population. 
This means that, despite theoretical discussions and political 

COUNTRY DEFINITION OF CARE CARE SYSTEM PRINCIPLES AND

URUGUAY

The services that dependent people must receive to 
guarantee the right to care for the basic activities and 
needs of daily life because they lack the autonomy to care 
for themselves. It is both a right and a social function that 
involves the promotion of the development of personal 
autonomy, care and support for dependent persons.

The set of public and private activities that provide direct 
care for the basic needs of daily life of people who are in a 
situation of dependency. It comprises an articulated set of 
new benefits, coordination, consolidation and expansion of 
existing services, as well as the regulation of the people who 
provide care services.

Universality, progressiveness, organized and coordinated, 
equity, continuity, opportunity, quality, sustainability, 
accessibility, integral quality, continuity, gender perspective, 
intergenerational perspective and solidarity.

ECUADOR

Action of assisting a dependent person in the 
development and well-being of his or her daily life, 
including material care, financial care, and psychological 
care.

The organized and coordinated set of public and private 
bodies, institutions, entities and services that define, execute, 
evaluate and control public policies, plans, programmes and 
services, with the purpose of guaranteeing the exercise of 
the right to care under the terms set out in this Law. The 
guiding role of the National Integrated System of Care shall 
be held by the Sectoral Council for Social Affairs, which shall 
be responsible for developing public policy to ensure the 
development of the right to care.

Equality and non-discrimination, universality, co-
responsibility, interculturality, solidarity, progressivity, 
appropriateness, relevance, territoriality, gender approach, 
human rights approach, intersectionality approach.

MEXICO

Actions that promote the development of personal 
autonomy, care and assistance to dependent persons 
in order to improve their quality of life. As a right, they 
are those actions that dependent persons must receive 
to guarantee the effective exercise of their right to care 
for the performance of activities and satisfaction of the 
basic needs of daily life due to their lack of autonomy.

Set of actions that attend to the activities and needs of daily 
life, aimed at the dependent population. It is made up of all 
universal, accessible, relevant, sufficient and quality public 
services, as well as the development of public policies. It 
also provides for the regulation of caregivers and caregiving 
entities and professional care.

Autonomy, quality, co-responsibility, dignity of life, equality, 
gender perspective, solidarity, mainstreaming, universality

Source: Elaboración propia

positions on care, these countries have opted for a concept 
centred on dependency in practice. On the one hand, this narrow 
focus allows for a clear delimitation of fields of intervention for 
the articulation of care systems and policymak-ing. However, 
it excludes other aspects of care, limiting the transformative 
potential of the social order that could be achieved with a 
broader concept of care.

Joan Tronto and Berenice Fisher broader definition of care as a 
network that sustains life, as “every-thing we do to maintain, 
continue and repair our world, so that we can live in it as well 
as possible” (1990), reflects the multi-dimensional and cross-
cutting nature of care that forces us to consider issues such as 
environmental care or work organization as aspects of care. 
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In a similar vein, from the paradigm of Buen Vivir, care is seen 
as a basis for Buen Vivir, broad-ening its conception to a public 
good, a human right and a basic framework of social solidarity, 
based on two principles: The interdependence between the 
living, that is, the relationship of mutual need and sup-port 
of human beings among themselves and with nature, and the 
centrality of the extended reproduction of life, which posits as 
an objective of social life, politics, the economy and culture, 
its sustainability and reproduction over time, in conditions 
that make life valuable and transcendent, as opposed to the 
pre-eminence of the reproduction of capital (Carosio, 2014) 
(León, 2010).

Along these lines, the communitarian notion of care 
emerges, not only as care practices, whether due to the self-
determination of peoples, life choices, or the absence of state 
action, but also as an exten-sion of the understanding of Buen 
Vivir, which “cannot be understood without the community, 
which is also formed with the real and concrete equality 
of embodied persons, men and women, organized around 
the notion of balanced and fair relations” (Carosio, 2014). 
These broad understandings of human care require both 
paradigmatic coherence in terms of their constitutionalization 
and their institutional imple-mentation so that they are not 
mere declarations. These understandings must be framed in 
a conversation about a society’s broader project in order to 
be viable.

 »Civil society participation in care policies 

One of the most valuable elements of the Uruguayan experience 
is the decisive role played by organized civil society in the 
drafting of the law that created the National Integrated Care 
System. This law was a milestone in a long process of feminist 
activism and knowledge production by feminist academics and 
intellectuals, who created networks and successfully put the 
need for a national care system on the public agenda. Policy 
construction was a fundamentally social process.

There is an active feminist movement in Chile and civil society 
organizations have been working on care agendas from 
feminist perspectives and with a gender focus. In the public 
policy-making process, the participation of these sectors is 
fundamental. Given the importance that public services have 
in the articulation of a national care system, the participation 
of public sector workers’ organizations in care-related areas 
is fundamental to advance the agenda of quality public 
employment as a guarantee of quality public services for 
users. This point is essential, especially considering that the 
area of care is precisely one of those that concentrates high 
levels of feminisation and precariousness. The claims and 
conflicts of the workers of the Ministry of Women’s Affairs 
and Gender Equality about their precarious working conditions 
are well known. In line with what PSI has been proposing 
(2021), the demand for quality public employment must be 

established in order to ensure universal and quality public 
services for the entire population. Additionally, the voices of 
existing associations of caregivers, as well as those of people 
and family members who require specialised care services, 
must be considered. 

In the Chilean case, the conditions exist for a highly participatory 
process leading to the development of a comprehensive care 
policy. The next government must convene a broad social and 
inter-institutional dialogue, as Uruguay did, to define how to 
socially organize care in this new cycle.

 »Care institutions

Much of the regional debate is focussed on the need to 
institutionalise care systems. The paradigmatic case, and 
so far the only one of national scope, is Uruguay’s creation 
of the National Integrated Care System. The nature of the 
institutional framework to be implemented in Chile is a matter 
for discussion, but there is some consensus on the need to 
create a new institutional framework to develop and implement 
a comprehensive care policy. The only existing model is the 
Uruguayan one, but its relevance for the Chilean case will have to 
be debated. The discussion on the implementation of a national 
care system in Chile will have to define the roles of families, 
communities, the state and the market in the provision of care. 
If the objectives are in line with structural transformations 
such as defamiliarizing, defeminizing, decommodifying and 
socialising care work, a change to the current role of the 
market and the manner in which the state conceives of care 
state will be unavoidable. While universal, high-quality and 
accessible public services will be necessary throughout the 
national territory, demands for territorial, cultural and ethnic 
relevance, as well as social participation, should stimulate a 
proliferation of local social initiatives in the area of care that 
do not necessarily depend on the state but can be supported 
by it. Some sectors of the feminist movement have argued 
for the need for a plurinational system of care that respects 
and promotes the specific forms of care that the country’s 
diverse peoples have developed within their communities.

Some significant experiences from Uruguay that are important 
for Chile right now include the process of civil society 
deliberation that was the protagonist in the elaboration of 
the proposal for the National Integrated Care System and the 
guiding principles of the system: universality, progressiveness, 
organization and coordination, equity, continuity, availability, 
quality, sustainability and accessibility, comprehensive quality, 
permanence, inclusion of gender and generational perspectives, 
and solidarity. Although the institutional model should not be 
copied without a serious assessment of its appropriateness for 
Chile, the inter-institutional model in which the State is primarily 
responsible for enabling and promoting the confluence and 
integration of existing public services (and those to be created) 
and of civil society and private sector actors is important. The 
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Uruguayan inter-institutional model establishes three specific 
areas: the National Care Board, the National Care Secretariat, 
and the Care Advisory Committee. In addition, the National Care 
Board crated the Inter-institutional Commissions which are 
made up of the system’s public bodies with policy competence 
with target populations (early childhood, the elderly and people 
with disabilities in a situation of dependency and training).

In the case of both Mexico and Ecuador, care systems are still 
being developed, and some tensions can already be observed. 
In Ecuador, as the right to care has not been constitutionalized, 
the system is limited to a targeted system, which defines 
and delimits the scope of the population, and limits care to 
those with the highest dependency, with the aim of poverty 
reduction. In the case of Mexico, the scope of the system is 
consistent with the constitutional premise. However, the 
system’s rationale is based on the principle of sustainability of 
life, which is clearly limited by both the normative definition and 
the definition of the system.  On the other hand, it is necessary 
to critically analyse the logic of the system, for example, 
examining the possible difficulties of coordination between 
ministries if none of them assumes the main responsibility 
and from the perspective of the budgeting, currently limited 
by permanent annual negotiation. In this sense, Chile has 
an unparalleled opportunity reflect on possible substantive 
changes in the institutional design and powers that would 
facilitate the creation, maintenance and territorial anchoring 
of care as a right, as part of the current constitutional process.

 »Care policies. Progress and critical issues

One of the first warnings from international experience is 
that care should be seen as an approach that cuts across all 
public policies and not as a set of policies that are targeted 
and limited to specific segments of the population. Thinking 
about these issues from a feminist and trade union perspective 
pushes us to work with a broad definition of “care policies”. It 
is not a matter of building a specific agenda of care policies 
in isolation, but rather of mainstreaming care in all public 
policies, including economic ones. (Rodríguez-Enríquez, 2020). 
Another element that international experience shows is that 
access to care services must be decoupled from people’s 
employment status. The “labourist” bias of policies that are 
designed exclusively for formal workers excludes a large 
mass of the labour force that is in conditions of informality. 
Similarly, a feminist care agenda must emphasise the need 
to transform gender stereotypes in care as a key to achieving 
an effective redistribution of care and a transformative social 
reorganization of care. (Rodríguez-Enríquez, 2020). 

 »Public care services. The challenges of universality, 
quality, financing, and decent work

Another important challenge that emerges from an analysis of 
international care policy experiences is substantive universality. 
In the Uruguayan case, although universality is one of the 
guiding principles of the system, coverage is low in relation 
to the dependent population in each of the categories served. 
Universality is linked to the question of the quality of public 
services. They must not only be universal in terms of access, 
but of equal quality for the entire population. Both coverage and 
quality of services are difficult to achieve, as the experiences 
reviewed confirm. 

Financing of public care services is another critical challenge. In 
Uruguay, the National Secretariat for Care’s own assessment of 
the first five years of the system’s implementation recognises 
that financing is a critical issue. The Secretariat argues that 
sustaining the system on financial transfers alone is unfeasible, 
and therefore advocates for a mixed system. With regard to 
financing, the case of Mexico is paradoxical, as a law was passed 
that creates the Integrated Care System at the same time 
that it is not given a budget for its implementation. PSI has 
highlighted the duty of states to implement universal, quality 
public care services, financed by progressive taxation and a fair 
tax system (PSI, 2021). However, securing stable and long-term 
funding to implement robust care systems is a problem that 
is yet to be solved.

Finally, offering quality paid care employment in the public and 
private sector also remains a problem. The ILO’s decent work 
agenda, which involves social protection, labour and trade union 
rights, including the right to collective bargaining and social 
dialogue, offers a framework for discussing the quality of paid 
care work. PSI has placed the need to end the casualization 
of public employment at the centre of its agenda (PSI, 2021). 
Decent work is one of the central factors in building quality 
public services. Care workers must be provided with decent 
work. However, care work is currently highly precarious. The 
Uruguayan experience is particularly interesting in that the 
level of formalisation of care employment achieved by Personal 
Assistants offers a good example of the direction to be taken 
to improve the quality of jobs.
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Placing care at the centre of social organization implies a general 
reorientation of the model of society and the state. It is on the 
basis of paradigmatic redefinitions of how we live today that 
the question of how to socially organise care is posed, so that 
where today gender, class and racial inequalities are produced and 
reproduced, justice, equality and dignity are created. How and under 
what principles to socially reorganize care is one of the areas that 
will be discussed in the constitutional and presidential debates.

In Chile, the current social organization of care is extremely unjust. 
Responsibility for care is carried by women and girls, a practice 
that is compounded by the extreme degree of commodification of 
life and social rights. Care work must therefore be defamiliarized, 
defeminized and decommodified. The State has a central role to 
play in the provision of universal and quality public services, and 
at the same time, collective and community-based formulas for 
resolving care that do not reinforce the current sexual division 
of labour must be encouraged. Given that a central component 
of Chilean neoliberalism is the practice of publicly subsidising 
the provision of social services provided by private companies 
that make huge profits, the new Constitution should modify this 
model, reconstructing and financing quality public services and 
prohibiting profit-making in privately provided services, which 
should not be financed with public resources. Finally, given the 
living conditions in neoliberal Chile and the demands expressed 
in the social revolt of October 2019, which can be condensed into 
a desire for a dignified life, constitutional principles and public 
policies on care must be oriented towards social transformation 
as a whole, not as targeted policies that are limited to specific 
groups of the population.

From this perspective, we believe that the following should be 
some of the guiding principles of the new constitution:

 »Sustainability of life as a guiding principle for 
a new organization of society 

Sustainability of life from a feminist perspective is the principle 
that integrates reproduction, as securing the conditions for the 
continuity of life, with a collective definition of the meaning 
of a good life, or inter-preted in the Chilean framework, of a 
‘dignified life’.66 This implies arriving at a multidimensional sus-

66  In other words: “sustainability of life as a process that refers not only to the real 
possibility of life continuing - in hu-man, social and ecological terms - but also to the fact 
that this process means developing living conditions, standards of living or quality of life 
that are acceptable to the entire population.” In: Bosch, Anna, Carrasco, Cristina & Grau, 

tainability that involves care, nature and economic production, 
not as a balance, but from the understand-ing that each area 
is sustainable only in interdependence with the others, which 
requires a paradigm shift (Carrasco, 2016). The sustainability of 
life in this sense is not the same as sustainable development, 
as the concept exists in opposition to the neoliberal, patriarchal 
and colonialist model of accumulation that has provoked severe 
crises to the maintenance of life, and whose confrontation 
requires a different path. The global climate crisis and the care 
crisis, reaffirmed in the context of the pandemic by COVID-19, 
make clear that it is not sustainable to continue on the same 
path.

At the constitutional level, the state must have clear mandate 
to sustain human life and nature. This principle must be cross 
cutting across the entire text of the constitution in such a 
way as to illuminate the laws and policies that are elaborated 
to implement the rights and mandates of the new national 
document. Its transversality, for example, implies discussing 
the understanding of property and its limits in relation to 
the commons, and in terms of the organization of society, 
to stop sustaining the care of life in the tradi-tional family, 
which currently implies that it is sustained mainly by women 
through unrecognised work.

 »Care as a human right  
The new constitution must give care the status of a human 
right, enshrining the right to care, to be cared for and to care 
for oneself (or self-care). Recognising care as a human right 
offers the possibility of un-derstanding it in its universal, 
public and unconditional character that we all, regardless of 
our status, have the right to care, to be cared for and to care 
for ourselves. The terminology ‘the right to care, to be cared 
for and to care for oneself’ of this human right posits a broad 
understanding of the individual and the col-lective, which 
becomes evident when analysing the statement separately 
with some concrete examples of rights and principles. The right 
to care means the possibility of deciding to carry out care work, 
i.e., it implies freedom, which is only possible by guaranteeing 
conditions of dignity to any person through the recognition 
and guarantee of their rights, such as health, education, and 
social security. At the same time, it implies recognising care 

Elena (2005). “Verde que te quiero violeta. Encuentros y desencuentros entre feminismo y 
ecologismo”. In Enric Tello, La histo-ria cuenta: Del decrecimiento económico al desarrollo 
sostenible (pp. 321-346). Barcelona: El Viejo Topo.

CONSTITUTIONAL PRINCIPLES FROM A 
FEMINIST AND TRADE UNION PERSPECTIVE
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as work and the associated rights of those doing care work: 
the right to organ-ise and to strike, to freedom of association 
as a free and democratic good, and to collective bargaining. 
The right to be cared for implies recognising the condition 
of human interdependence and the principle of solidarity, 
which is an essential condition for the self-determination 
and development of people in the dif-ferent stages of their 
life cycle. Finally, the right to care for oneself or the right to 
self-care implies recog-nising that we do not live for work and, 
therefore, that everyone has the right to enjoyment, rest and 
ful-filment, for which the fundamental rights to a dignified 
life are essential, as well as fair and equal remu-neration for 
work of equal value, the right to free time and the protection 
of the environment in which we live, or the rights of nature.

The constitutionalizing of this right triggers a series of state 
obligations. As Laura Pautassi, an expert in this approach, has 
pointed out, “the conceptual framework provided by human 
rights as rights legitimized by the international community 
offers a coherent system of principles and guidelines applica-
ble to development policies. The approach is a methodological 
and axiological bridge between the corpus of human rights and 
public institutions, understood as the actions of the executive, 
legislative and judicial powers in accordance with international 
and constitutional obligations and legal commitments” 
(Pautassi 2018).

Hence, a challenge for Chile is to constitutionalize a broad 
understanding of care that incorporates the sustainability 
of life in the aims and principles of the Constitution, while 
seeking a conceptualization that is possible to materialize, 
starting from the recognition and guarantee of human rights 
that are ex-pressed and articulated in other rights: the right 
to work (to care), the right to free time, the rights of na-ture, 
and social rights in general. The multidimensional character 
of care must be recognized. The human right to care should 
be individual, universal, and inviolable, based on the right of 
each person to be cared for, to care for themselves and to 
care for others. For Pautassi, this “implies the imposition of 
positive and negative obligations, both on the state and on 
other members of society, with the understanding that care is 
a social and not just an individual responsibility that must be 
incorporated into the system of social pol-icies for all people” 
(2013: 88). The right to care could link a new generation of social 
rights, organizing them under a meaningful umbrella, and then 
specifying the obligations of the state and the possibilities for 
citizens to guarantee this right, which includes the creation 
of appropriate institutions.

It should be noted that these approaches do not yet include 
the possible recognition or understand-ing of collective rights 
and what they could be.67

67  Further details available here: Baptista, R. (2007). Derechos humanos:¿ Individuales 
o colectivos? Propuestas para la nueva Constitución desde diferentes miradas. Derechos 
Humanos y Acción Defensorial, 2, 1524.

 »The caring state as an approach for new 
public services

The Constitution should establish the duty and primary 
responsibility of the state to provide public care services and 
develop care systems that transform the subsidies based and 
privatising character of the cur-rent state, which, through the 
recognition of care as a Human Right, is responsible and is 
a guarantor. A state that incorporates the principles of and 
egalitarian democracy in substantive terms; of interdependence 
and universality of rights; of autonomy and self-determination 
of individuals, peoples and communities, for a caring society. 

This implies recovering the public meaning of services, which 
must be universal and of quality, and promoting adequate 
training in rights, as well as decent work conditions for public 
workers.

 »Diversity, plurinationality, pluriculturality and 
care

Conceptions of care differ across cultures and across paradigms 
or worldviews. Thus, approaches such as Wellbeing, Dignity 
and Good Living have been identified as guiding frameworks 
for a society’s agreements on living together. In turn, the 
pluricultural, plurinational or national character of a country 
has an impact on the possibilities for the full development of 
such conceptions and, therefore, on the organization of care. 
Mexico recognition of itself as a pluricultural nation implies 
that care is organized around national or federal policies and 
the autonomous organizations of each people - as in the case 
of health - where the state is responsible for facilitating the 
conditions for their development, while guaranteeing national 
services from an intercultural perspective. In the case of Chile, 
then, in order to concieve of a plurinational system of care, a 
change is needed in the political organization of the country, 
not only in terms of recognition of the indigenous peoples, 
but also of their self-determination and political autonomy 
by virtue of the constitutional proposals made by the peoples 
themselves in the constituent process.

There is currently a debate in various feminist currents in 
the region on community systems of care, highlighting that 
patriarchy is strong in some cultures. However, it will have to 
be the women of the peoples who will be the protagonists 
of a dialogue that will subsequently have an impact on the 
ways of resolving the social organization of care, based on the 
recognition, and learning of multiple ways of life.

A constitutionalization of care that is positioned on the basis 
of diversity, with a broad vision of care that mandates the 
construction of an integral, plurinational and community-based 
system, should be the premise from the outset..
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 »Social responsibility: socialization, 
defamiliarization and defeminization of care 
work in order to con-front the current sexual 
division of labour.

The provision of care is not a problem exclusive to specific 
populations that require more care services (for example, 
children and adolescents, the elderly or people with disabilities), 
nor to families or individu-als, most of whom are women, 
who provide care privately. The provision of care is a problem 
for society as a whole and must be solved collectively. The 
Chilean constitution should enshrine the principle of so-cial 
co-responsibility for care, mandating the state to guarantee 
access to and provision of the necessary care services to make 
this right effective. The role of each agent (State, families, 
community, market) in the provision of care should be a matter 
for discussion, but the State should assume a leading role in 
the organization and provision of care in society. To this end, 
the articulation of a robust network of public care services 
will be central as an instrument for the production of social 
and gender justice. 

At the same time, community-based forms of care must be 
promoted and strengthened. The limits of state action must 
be acknowledged, and at the same time, the potential of the 
autonomy of communities to organise care with appropriate 
support must be recognised.

The equal responsibility of individuals for care and self-support 
within households must be en-shrined, recognising the diverse 
forms of communal living, of which the family is only one 
expression. Generating policies to make social co-responsibility 
effective will imply moving from the pursuit of equality between 
men and women to equality between people, de-biasing social 
relations and responsibili-ties, with an impact on educational 
processes and the organization of employment.

 »Decommodifying and de-subsidizing care.
In addition to challenging the feminisation of care work in 
Chile, the commodification and the existence of a private 
market for social services that is subsidised by public resources 
must also be opposed. To ad-vance in the dismantling of 
neoliberalism through the constitution, the model of public 
subsidies for pri-vate companies providing social services must 
be eliminated. The current logic has intentionally increased the 
precariousness of public services and delivered huge profits to 
those who profit from people’s lives. The premise must be to 
guarantee the human right to care and social rights, building a 
new public institu-tions that integrate the provision of social 
rights through universal public services and the protection 
and guarantee of rights through public services. In this way, 
decent living conditions can become a collective, democratic 
responsibility and not an individual problem where a resolution 
is dependent upon each per-son’s individual income.

 »Recognition of unpaid care work as wealth-
generating work

The new constitution should follow the example of other 
countries in the region and recognise unpaid care and self-care 
work as work that generates wealth. The economic contribution 
of this work should be quantified, independent accounts 
should be defined, and public policies should be developed to 
reward, redistribute, reduce, and protect the people who carry 
it out. Public education campaigns that value the collective 
contributions of care work will be essential.
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