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ABSTRACT This study evaluates the application of priority criteria for accreditation within Brazil’s Farmácia 
Popular Program (PFPB), as established by Decree No. 11,555/2023, which defines municipalities with 
high or very high social vulnerability and participation in the Mais Médicos Program as priorities. Data 
were obtained from the registry of pharmacies accredited by PFPB (February 2025), the Mais Médicos 
Program dashboard (April 2025), both from the Ministry of Health, and population estimates from the 
Brazilian Institute of Geography and Statistics (IBGE). The analysis revealed that 1,798 municipalities 
simultaneously meet both criteria, of which 80.29% already have at least one accredited pharmacy. Despite 
the partial effectiveness observed, the regional distribution showed persistent inequalities, with a con-
centration of accreditations in the Southeast and lower participation in the North and Northeast regions. 
The historical series indicated stagnation between 2016 and 2022, followed by a resumption in 2023, 
when 76.00% of new accreditations occurred in priority municipalities. The findings indicate progress 
in directing the program toward socially vulnerable territories, but also reveal structural constraints to 
reducing regional inequalities, reinforcing the need to expand program coverage in less favored regions 
to strengthen equity and access to essential medicines in the country.

KEYWORDS Pharmaceutical services. Health policy. Health equity. Public administration. Access to 
essential medicines and health technologies. 

RESUMO O presente estudo avalia a aplicação dos critérios de prioridade para credenciamento do Programa 
Farmácia Popular do Brasil, estabelecidos pelo Decreto nº 11.555/2023, que define como prioritários os 
municípios com alta ou muito alta vulnerabilidade social e participação no Programa Mais Médicos. Foram 
utilizados dados da planilha de farmácias credenciadas ao Programa Farmácia Popular do Brasil ( fevereiro de 
2025), do Painel Mais Médicos (abril de 2025), ambos do Ministério da Saúde, e estimativas populacionais do 
Instituto Brasileiro de Geografia e Estatística. A análise revelou que 1.798 municípios atendem simultaneamente 
aos dois critérios, sendo que 80,29% já possuem ao menos uma farmácia credenciada. Apesar da efetividade 
parcial observada, a distribuição regional evidenciou desigualdades, com concentração de credenciamentos 
no Sudeste e menor participação no Norte e no Nordeste. A série histórica mostrou estagnação entre 2016 
e 2022, seguida de retomada em 2023, quando 76% dos novos credenciamentos ocorreram em municípios 
prioritários. Os resultados indicam avanços no direcionamento do programa, bem como revelam limites 
estruturais à redução de desigualdades regionais, o que reforça a necessidade de ampliar a cobertura do pro-
grama em regiões menos favorecidas, fortalecendo a equidade e o acesso a medicamentos essenciais no País.

PALAVRAS-CHAVE Assistência farmacêutica. Polítia de saúde. Equidade em saúde. Administração pública. 
Acesso a medicamentos essenciais e tecnologias em saúde.
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Introduction 

The establishment of Brazil’s Unified Health 
System (SUS) under the 1988 Constitution 
marked a turning point in national health 
policy, enshrining the principles of universal-
ity, comprehensiveness, equity, and decentral-
ization as its guiding foundations. Within this 
framework, a range of policy initiatives was 
developed—including the National Medicines 
Policy, the National Pharmaceutical Assistance 
Policy (PNAF), the Brazilian Popular Pharmacy 
Program (PFPB), and the More Doctors 
Program (PMM)—all aimed at broadening 
access to essential health services and inputs, 
with particular emphasis on strengthening 
Primary Health Care (PHC)1,2.

Introduced in 2004, the PFPB was designed 
to mitigate persistent challenges faced by 
the SUS in ensuring a stable and continuous 
supply of medicines. Its reach expanded sub-
stantially with the adoption of a co-payment 
model through private pharmacies and the 
gradual incorporation of measures such as 
the free provision of medicines for chronic 
conditions. More recently, the introduction 
of full cost coverage for all medicines offered 
and the prioritization of municipalities with 
high levels of social vulnerability, as measured 
by the Social Vulnerability Index (SVI), have 
further consolidated the program’s role as 
a key instrument for promoting equity and 
social inclusion3.

Alongside these efforts, the PMM was 
launched in 2013 to address longstanding 
shortages of physicians in underserved and 
vulnerable regions. By reshaping medical 
training pathways and ensuring the emer-
gency deployment of professionals to PHC 
services, the program contributed to the ex-
pansion of Family Health Strategy coverage 
and to a reduction in avoidable hospitaliza-
tions. Following periods of interruption and 
institutional reconfiguration, the PMM was 
reintroduced in 2023 with renewed emphasis 
on training and retaining physicians in areas 
of greatest need, adopting the SVI as a central 

criterion for the allocation of both resources 
and health professionals4.

The SVI—developed jointly by the Institute 
for Applied Economic Research (IPEA), 
the United Nations Development Program 
(UNDP), and the João Pinheiro Foundation—
captures multiple dimensions of social ex-
clusion, including income and employment, 
urban infrastructure, and human capital. Its 
use supports the design of more targeted and 
effective public policies focused on vulnerable 
territories, as illustrated by its incorporation 
into priority-setting mechanisms within the 
PFPB and PMM5. The assessment of such poli-
cies, in turn, must be grounded in the public 
policy cycle, with particular attention to the 
evaluation phase, which enables systematic 
review based on criteria such as efficacy, ef-
ficiency, effectiveness, and equity. These di-
mensions are critical to ensuring that policy 
objectives are not only achieved but sustained 
over time6.

After the issuance of Decree No. 11,555 
on June 7, 20237, the PFPB shifted toward a 
more selective expansion strategy, introduc-
ing technical criteria to guide the accredita-
tion of pharmacies. Expansion efforts were 
deliberately steered toward municipalities 
experiencing greater social vulnerability and 
those participating in the PMM7, signaling 
a move away from uniform growth toward 
needs-based prioritization.

Relying on objective benchmarks—such 
as the Social Vulnerability Index (SVI) and 
PMM participation—to guide decision-making 
brings the PFPB more closely into line with 
the logic of the public policy cycle. These pa-
rameters allow resources to be concentrated 
where social and economic needs are most 
acute, strengthening policy execution and 
advancing more equitable access to essential 
medicines6.

Against this backdrop, a central question 
frames the analysis: does the spatial distribu-
tion of PFPB-accredited pharmacies reflect the 
technical priorities established by the policy, 
particularly those linked to social vulnerability 
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and the presence of the PMM? To explore this 
issue, the study examines how formal prioriti-
zation rules translate into territorial outcomes, 
assessing regional patterns of pharmacy ac-
creditation and identifying municipalities that, 
despite being designated as priorities, remain 
underserved.

By doing so, the analysis seeks to shed light 
on the practical constraints that shape public 
policy implementation within the SUS, espe-
cially in relation to the geographic allocation of 
pharmacies under the PFPB. Mapping program 
coverage across priority municipalities makes 
it possible to identify enduring territorial gaps. 
In this sense, the findings aim to contribute to 
broader discussions on territorial equity and 
access to essential medicines.

Material and methods

This descriptive–analytical study employed 
a quantitative approach using publicly avail-
able secondary data. The data were retrieved 
from official Ministry of Health sources, spe-
cifically the Pharmacies Certified under the 
PFPB spreadsheet (February 2025) and the 
More Doctors Program Monitoring dash-
board (April 2025), both accessible through 
the Ministry of Health’s institutional portal8,9. 
The dashboard consolidates information on 
vacancies, medical teams, territorial cover-
age, and the Social Vulnerability Index (SVI), 
which serves as the central metric for this 
analysis8,9. Population estimates from the 
Brazilian Institute of Geography and Statistics 
(IBGE) for July 2025 were also used to support 
complementary descriptive analyses adjusted 
for the resident population10.

Data collection took place in June 2025 
through the retrieval of the aforementioned 
datasets. All Brazilian municipalities with 
complete and consistent information across 
the sources were included. The analysis 
focused on identifying high-priority munici-
palities, defined by participation in the PMM 
and classification as having high or very high 

SVI, to assess the presence of PFPB-accredited 
pharmacies.

The following variables were analyzed: 
the number of municipalities participating 
in the PMM, the number of PFPB-accredited 
pharmacies per municipality, accreditation 
dates, SVI categories, and the total number 
of municipalities classified as having high or 
very high social vulnerability.

The data were initially organized in 
Microsoft Excel®, with column structuring 
and harmonization of IBGE municipal codes 
to ensure relational integrity. Data model-
ing was subsequently performed in Power 
BI®, integrating the tables using the IBGE 
code as a common identifier. This integra-
tion enabled the construction of indicators 
combining PMM participation, SVI category, 
and the presence of PFPB-accredited phar-
macies. The analysis was conducted within 
Power BI®, a tool that supports interactive data 
integration, modeling, and visualization, with 
well-documented applications in indicator 
evaluation and complex database analysis11,12.

The tool was selected for its ability to 
transform large datasets into accessible and 
policy-relevant visual outputs—an essential 
feature for assessing alignment between the 
guidelines of Decree No. 11,555/20237 and 
their implementation in practice. Interactive 
dashboards made it possible to clearly identify 
priority municipalities that still lack accredited 
pharmacies, revealing implementation gaps 
and exposing patterns of overlap, omission, 
and uneven coverage across federal programs.

Cross-referencing the data also made it pos-
sible to assess whether technical criteria—such 
as prioritizing municipalities with high or 
very high SVI—have been effectively applied 
in the accreditation of new pharmacies. The 
analysis, therefore, provides grounded visual 
evidence that may support adjustments and 
improvements to the operational framework 
of this federal policy.

The study was conducted in accordance 
with the ethical standards and guidelines 
established by National Health Council 
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Resolutions No. 466 of December 12, 2012, and 
No. 510 of April 7, 201613,14. Ethics committee 
approval was not required, as the study relied 
exclusively on publicly available secondary data.

Results and discussion

According to the data analyzed, as of February 
2025, the PFPB had 31,157 accredited pharma-
cies distributed across 4,823 municipalities. 

A marked concentration of establishments is 
observed in the Southeast (47.23%) and South 
(24.68%) regions, followed by the Central-
West (10.13%). Conversely, the Northeast 
(9.85%) and North (8.11%) regions account for 
the smallest shares of total accreditations. To 
assess whether this regional distribution aligns 
with the population distribution across the 
country, table 1 presents a comparison between 
the resident population and the number of 
PFPB-accredited pharmacies by region.	

Table 1. Regional distribution of resident population and PFPB-accredited pharmacies	

Region Population(n) Population (%)
Accredited 

Pharmacies (n) Pharmacies (%)
Pharmacies per 
100 thous. hab.

North 18,801,282 8.81% 2,527 8,11% 13.44

Northeast 57,244,485 26.82% 3,070 9,85% 5.36

Southeast 88,825,643 41.62% 14,717 47,23% 16.57

South 31,310,809 14.67% 7,689 24,68% 24.56

Central-West 17,238,818 8.08% 3,154 10,13% 18.30

Brazil 213,421,037 100.00% 31,157 100,00% 14.60

Source: Authors’ elaboration based on Brazil8,9 and IBGE10.

The comparison between population share 
and the distribution of PFPB-accredited phar-
macies reveals marked asymmetries. The 
Southeast and South regions host a higher 
proportion of pharmacies than their respective 
shares of the national population, whereas 
the North—and particularly the Northeast—
remain significantly underrepresented.

The disparity is most pronounced in the 
Northeast, which accounts for approximately 
26.82% of Brazil’s population but only 9.85% of 
program pharmacies. This corresponds to 5.36 
establishments per 100,000 inhabitants, well 
below the national average of 14.60. By con-
trast, the South records the highest regional 
ratio, at 24.56 per 100,000 inhabitants. Overall, 
these findings suggest that the territorial dis-
tribution of the PFPB does not align propor-
tionally with population distribution, pointing 

to the influence of structural determinants 
beyond demographic weight—particularly 
in light of formal prioritization criteria and 
PMM presence.

This concentration in more economically 
developed regions reflects a pattern well docu-
mented in the literature on access to medicines, 
where the spatial distribution of service points 
tends to follow population density, existing 
infrastructure, and the economic attractive-
ness of local markets to private providers15,16. 
In the case of the PFPB, this market-oriented 
dynamic may have favored expansion in eco-
nomically vibrant areas while reinforcing 
pre-existing territorial inequalities in access 
to medicines.

Although the program includes formal pri-
oritization criteria intended to expand cover-
age in vulnerable territories, the February 
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2025 data suggest that its impact remains 
limited. The low representation of the North 
and Northeast regions, historically associated 
with reduced access to health services and 
medicines17,18, points to persistent structural 
barriers, including a limited supply of private 
pharmacies, logistical constraints, and infra-
structure deficits, all of which continue to 
constrain program effectiveness in these areas.

Within this context, understanding the 
drivers of this spatial concentration and evalu-
ating more proactive implementation strate-
gies—such as financial incentives, partnerships 
with public pharmacies, or greater flexibility 
in accreditation requirements for underserved 
areas—becomes essential if the PFPB is to fully 
achieve its goal of reducing regional inequali-
ties in access to essential medicines.

Findings from the 2013 National Health 
Survey (PNS) already indicated that, despite 
overall improvements in access to and utili-
zation of health services across all regions of 

the country, significant disparities persisted. 
The North and Northeast continued to exhibit 
poorer health outcomes, higher rates of activ-
ity limitation, and lower healthcare utiliza-
tion, even in the context of expanded public 
program coverage18.

These findings help contextualize the lower 
proportional participation of these regions 
in the PFPB observed in this study. While 
the North and Northeast concentrate areas 
with lower socioeconomic development and 
reduced availability of health services, the 
Central-West region displays intermediate 
to high socioeconomic development, but still 
faces constraints in service availability. In con-
trast, the Southeast and South concentrate 
areas with higher socioeconomic development 
and more extensive health infrastructure, 
which helps explain the greater presence of 
accredited establishments in these regions19,20. 

Graph 1 presents the evolution of annual 
accreditations in the PFPB from 2006 onward. 

Graph 1. Evolution of the number of pharmacies accredited under the Popular Pharmacy Program (2006–2024)

0

1000

2000

3000

4000

5000

6000

2006 2007 2008 2009 2010 2011 2012 2013 2014 2015 2016 2018 2021 2023 2024

2,237

818 910

3,145
3,290

4,479 4,333

5,273

3,556

2,285

40 30 9
420 313

N
um

be
r o

f r
eg

is
te

re
d 

ph
ar

m
ac

ie
s

Source: Authors’ elaboration.

A clear concentration of new accreditations 
is observed in the period 2011–2013, with peaks 
in 2013 (5,273), 2011 (4,479), and 2012 (4,333). 
This was followed by a gradual decline, from 
3,556 new accreditations in 2014 to 2,285 in 
2015. From 2016 onward, the number of new 

accreditations drops sharply, with only 40 in 
2016, 30 in 2018, and 9 in 2021, and no new 
accreditations were recorded in 2017, 2019, 
or 2020.

This pattern reflects a period in which 
the large-scale expansion of the program 
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was suspended, with priority shifting toward 
maintaining the existing network and review-
ing contractual arrangements. The literature 
indicates that this phase coincided with fiscal 
constraints and changes in program guidelines 
oriented toward expenditure control and ad-
ministrative reorganization16. Although this 
study does not establish causal relationships, 

these factors help contextualize the pro-
nounced reduction in accreditations observed 
over the period.

Graph 2 illustrates changes in the pace 
of PFPB accreditation across presidential 
terms (2006–2024), highlighting periods of 
rapid expansion, stagnation, and subsequent 
reactivation.

Graph 2. Annual evolution of new PFPB accreditations by presidential cycle (2006–2024)
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Given that the PFPB has evolved across 
distinct political cycles, the historical series 
was organized by presidential administra-
tion, a common approach in long-term policy 
analysis. The most significant expansion phase 
occurred in the early years of implementation, 
corresponding to the administrations of Luiz 
Inácio Lula da Silva (2006–2010) and Dilma 
Rousseff (2011–2016). This phase was driven by 
the scaling up of the private pharmacy accredi-
tation model, known as Aqui Tem Farmácia 
Popular, alongside a complementary publicly 
provided service network1,21.

Throughout this period, the PFPB also un-
derwent substantial organizational changes 
shaped by broader fiscal and economic con-
ditions. The literature identifies the discon-
tinuation of the public pharmacy network 
as a key inflection point, embedded within 

a wider context of fiscal austerity and a shift 
toward greater private-sector participation 
in pharmaceutical service delivery1,21. This 
shift has been interpreted as part of a broader 
process of partial de-statization of medicine 
dispensing, aligned with efforts to rational-
ize public expenditure and reduce the State’s 
direct service provision role15.

From the mid-2010s onward, a clear slow-
down in accreditations is observed, followed 
by periods of minimal or no new entries 
during the administrations of Michel Temer 
(2016–2018) and Jair Bolsonaro (2019–2022), 
as shown by the empirical data analyzed in 
this study. This trend unfolded in a context 
of tightening fiscal constraints, which inten-
sified after 2016 with the introduction of a 
20-year cap on public spending in health and 
education. The literature suggests that this 
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measure limited the State’s capacity to sustain 
and expand social policies, including those in 
the health sector22.

During the Bolsonaro administration, these 
dynamics occurred within a politically con-
tested environment regarding the role of the 
State in health policy coordination, further 
exacerbated by the COVID-19 pandemic, as 
documented in studies on Brazil’s federal 
pandemic response23.

At the beginning of Luiz Inácio Lula da 
Silva’s third term in 2023, PFPB accreditations 
increased again, including in municipalities 
classified as highly vulnerable, as shown in 
this study’s data. While this study does not 
establish causal relationships, the findings 
suggest that, beyond fiscal constraints, the 
broader political-institutional context plays 
a significant role in shaping the program’s 
trajectory, reinforcing the importance of as-
sessing the effective implementation of the 
technical prioritization criteria established 
under Decree No. 11,555/20237.

The PMM operates in 4,599 Brazilian mu-
nicipalities, indicating broad territorial cover-
age. Regionally, participation is highest in the 
Northeast (34.81%), followed by the Southeast 
(26.40%) and South (21.90%), while the North 
and Central-West account for smaller shares, 
at 9.07% and 7.83%, respectively.

National evaluations indicate that the PMM 
contributed to expanding healthcare coverage 

and reducing inequalities in the distribution of 
health professionals, particularly in the North 
and Northeast. Nevertheless, important gaps 
in service provision persist, especially in rural 
areas, urban peripheries, and small munici-
palities across all regions of the country24–26.

In this context, the integration of PMM 
participation as a technical prioritization cri-
terion for PFPB accreditation, as established 
by Decree No. 11,555/20237, provided an im-
portant normative reference for assessing the 
territorial alignment of the policy.

In addition, related policies such as the 
PMM adopt objective criteria that prioritize 
remote and socially vulnerable areas, charac-
terized by high vacancy occupancy rates and 
strong early retention of professionals27. The 
program has also been associated with changes 
in medical training, with greater emphasis 
on Primary Health Care (PHC) and general-
ist training, in line with a broader territorial 
equity rationale28.

Graph 3 illustrates the distribution of PMM-
participating municipalities, according to 
social vulnerability categories. This comple-
ments the territorial analysis by highlighting 
the program’s concentration in highly vulner-
able areas. Research suggests that this prioriti-
zation has helped expand healthcare coverage 
in locations facing the greatest socioeconomic 
and geographic barriers25,27. 
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Graph 3. Distribution of PMM-participating municipalities by social vulnerability category 
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When examining PMM-participating mu-
nicipalities classified as having high or very 
high SVI, the largest proportion falls within 
the low vulnerability category (28.88%), fol-
lowed by high (22.48%) and medium (22.29%) 
vulnerability. Together, these two categories 
account for approximately 45% of all munici-
palities covered by the program.

Municipalities classified as very high 
vulnerability represent 16.61% of PMM par-
ticipants, while those in the very low vulner-
ability category account for the smallest share 
(9.74%).

Overall, the PMM maintains substantial 
coverage in municipalities with higher levels 
of social vulnerability, reaching approximately 
39% when the high and very high categories 
are combined. This pattern is consistent with 
the program’s original design, which priori-
tized areas facing greater difficulty in attract-
ing and retaining health professionals, often 
associated with adverse socioeconomic condi-
tions and geographic barriers to healthcare 
access25,27.

Based on the PMM dataset, 1,798 par-
ticipating municipalities meet the criteria of 
high or very high social vulnerability—1,034 
classified as high and 764 as very high. These 

municipalities simultaneously satisfy the two 
technical prioritization criteria established for 
the PFPB: active PMM participation and clas-
sification as high or very high SVI, as defined 
under Decree No. 11,555/20237.

Of these 1,798 priority municipalities, 1,447 
(80.48%) have at least one PFPB-accredited 
pharmacy, while 351 (19.52%) still lack program 
coverage.

Of the 1,798 municipalities meeting the pri-
ority criteria set by Decree No. 11,555/20237—
namely, participation in the Mais Médicos 
Program (PMM) and a ‘high’ or ‘very high’ 
Social Vulnerability Index (SVI) rating—1,447 
(80.48%) have at least one pharmacy enrolled 
in the Farmácia Popular Program (PFPB), 
whereas 351 (19.52%) still lack any partici-
pating establishments

This finding is consistent with studies 
reporting an expansion in the availability of 
health services and initiatives in Brazil, as 
evidenced by population-based surveys12,14. 
It also reflects the consolidation of access to 
medicines as a national policy priority, increas-
ingly embedded as a structural component of 
the country’s public health system15.

Regarding regional distribution, among mu-
nicipalities without PFPB coverage, 204 are 



Evaluation of priority criteria in Brazil’s Farmácia Popular Program in relation to social vulnerability and the Mais Médicos Program

SAÚDE DEBATE   |  RIO DE JANEIRO, V. 50, N. Especial 3, e10993, jun 2026 9/16

located in the Northeast, and only one is in the 
South. Conversely, among municipalities with 
program coverage, the Northeast accounts for 
1,103 municipalities, while the South accounts 
for nineteen.

To further examine this distribution, graph 
4 presents the number of municipalities with 

high or very high SVI and PMM participation 
by region, highlighting the presence or absence 
of PFPB-accredited pharmacies. This regional 
breakdown reveals important disparities in 
policy implementation, with coverage heavily 
concentrated in the Northeast alongside per-
sistent gaps in other regions.

Graph 4. Regional distribution of PFPB coverage in municipalities with PMM participation and high or very high SVI
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Of the 351 municipalities that meet the pro-
gram’s priority criteria but still lack accredited 
pharmacies, 204 are located in the Northeast, 
132 in the North, eight in the Southeast, six 
in the Central-West, and one in the South. 
This pattern reinforces that the greatest bar-
riers to accessing healthcare services and 
interventions are concentrated in the North 
and Northeast regions, even in the context of 
coverage expansion policies. This highlights 
persistent structural constraints that hinder 
the effective policy implementation in the 
most vulnerable territories17.

Despite a reduction in regional inequali-
ties regarding healthcare services, disparities 
persist, with the North and Northeast exhib-
iting the poorest indicators for access and 
utilization18. Within this context, the PFPB 

has predominantly reached larger municipali-
ties and those with higher Municipal Human 
Development Index (MHDI) values.

However, for the program to consolidate its 
role as an effective strategy for addressing in-
equities in access to medicines across Brazilian 
municipalities, further expansion into more 
vulnerable localities remains essential—a trend 
that has gained momentum in recent years29.

Policy implementation can also be evaluated 
during its course, allowing for timely adjust-
ments30. The PFPB, established two decades 
ago, is a consolidated public policy that has 
expanded access to medicines in Brazil, with 
results that are widely recognized, including 
by the World Health Organization17,31.

In this regard, it is crucial to monitor the 
effectiveness of implementing the priority 
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criteria for PFPB certification, officially man-
dated in 2023 by Decree No. 11,555/20237. 
According to Article 1, Paragraph 5, prior-
ity must be given to pharmacies located in 
municipalities experiencing greater social 
vulnerability and participating in the PMM.

The results indicate that the program has 
been effective in reaching more than half of 
the identified priority municipalities. Overall, 
80.29% of these municipalities have at least 
one accredited PFPB pharmacy.

Effectiveness is a key criterion in policy 
evaluation, as it refers to the extent to which a 
policy achieves social outcomes such as miti-
gating the core problem and generating value 
for the population6,32. More broadly, effective-
ness (or impact) also encompasses observable 
changes within the environment where the 
policy was implemented, considering techni-
cal, economic, sociocultural, institutional, and 
environmental dimensions30.

By reaching a substantial number of highly 
vulnerable municipalities with PMM pres-
ence, the PFPB demonstrates effectiveness in 
expanding and prioritizing access to medicines 
in these areas.

Despite these advances, the data also high-
light territorial inequities in the distribution 
of accredited pharmacies. At the national 

level, the PFPB remains concentrated in the 
Southeast, while the Northeast and North 
regions account for only 9.85% and 8.11% of 
the accreditations, respectively.

The equity criterion in public policy evalu-
ation seeks to measure the degree to which 
program benefits are distributed fairly and 
in accordance with user needs30. In other 
words, it allows for the assessment of whether 
benefits are evenly distributed, taking into 
account the baseline conditions of target 
populations, and thus the fairness of public 
resource allocation6,32.

The data further reveal uneven coverage 
among priority municipalities, which are 
largely concentrated in the Northeast and 
North regions. Although the program shows 
partial effectiveness in applying its prioritiza-
tion criteria, inequities in access to medicines 
in vulnerable territories persist. The PFPB 
should therefore continue to direct efforts 
toward expanding coverage in these munici-
palities, where needs are most pronounced.

Graph 5 presents the annual evolution in 
the number of municipalities with PFPB-
accredited pharmacies, disaggregated by 
municipalities classified as having high or 
very high SVI.
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Graph 5. Evolution of municipalities with PFPB-accredited pharmacies by SVI category (2006–2024)
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Note: No new accreditations were recorded in 2017, 2019, 2020, and 2022.

A marked increase in the total number of ac-
creditations occurred between 2009 and 2013, 
with peak values recorded in 2011 (1,956) and 
2013 (1,972). This period is also characterized 
by a substantial rise in the inclusion of vulner-
able municipalities, reaching its highest level 
in 2013, when 384 municipalities classified as 
having high or very high SVI were covered.

This trend may be explained by the incor-
poration of the PFPB into the framework of 
the Plano Brasil Sem Miséria (Brazil Without 
Extreme Poverty Plan, BSM), launched in 2011 
to reduce social inequalities. At the time, prior-
ity was given to accrediting private pharmacies 
in municipalities with high levels of extreme 
poverty and limited access to healthcare ser-
vices16. This suggests that, even before tech-
nical criteria were explicitly formalized into 
regulation, there was already some degree of 
policy sensitivity toward vulnerable territories.

From 2016 onwards, accreditations declined 
sharply, reaching minimal levels between 2016 
and 2021, with only four new accreditations 
recorded in 2021. A recovery is evident in 
2023 and 2024, particularly in municipali-
ties with higher social vulnerability, with 231 
and 221 accreditations, respectively. This shift 
indicates a possible association with the new 

regulatory framework introduced in 20237, 
which formally established the prioritization 
of municipalities with high or very high SVI 
and active PMM participation.

The historical analysis reveals that, while 
the PFPB significantly expanded its coverage 
between 2009 and 2015, the prioritization 
of vulnerable territories only became more 
pronounced in recent years, following the 
formal incorporation of technical criteria. 
Nonetheless, the data reinforce the need to 
sustain and consolidate these measures to 
ensure greater territorial equity in access to 
medicines.

Recent trends indicate a reorientation of 
accreditation toward more socially vulnerable 
municipalities. Specifically, 76% of recent ac-
creditations occurred in municipalities clas-
sified as having high or very high SVI, while 
24% were allocated to other vulnerability 
categories. This marks a substantive improve-
ment compared with previous years, when 
pharmacy distribution was largely concen-
trated in municipalities with more favorable 
socioeconomic conditions.

This pattern reflects the Ministry of Health’s 
recent efforts to align program expansion with 
equity and distributive justice principles, as 
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outlined in Decree No. 11,555/20237. Equity 
remains one of the central challenges of public 
health in Brazil, particularly given histori-
cal patterns of resource allocation within the 
SUS and the persistent and profound income 
inequalities across regions and social groups33.

Moreover, public policies should be as-
sessed not only in terms of outcomes but also 
during implementation, allowing for timely 
adjustments30. The increased proportion of 
accreditations in priority municipalities sug-
gests that the PFPB may be responding, at 
least in part, to previous critiques regarding 
regional concentration and unequal access.

However, despite this progress, the consoli-
dation of territorial equity within the PFPB 
still depends on the continuity of this trend 
in the coming years, ensuring that technical 
prioritization criteria are not only normatively 
established but also effectively implemented 
in practice. In contexts of structural inequal-
ity, principles such as universality and equity 
must be actively operationalized rather than 
merely declared34.

This limitation is also evident in other 
health systems across the region, allowing 
for a broader analysis beyond national borders. 
Studies on access to medicines in Latin 
America indicate that unequal availability of 
essential treatments is driven by structural, 
historical, and political factors embedded in 
national health systems. Economic disparities, 
institutional fragmentation, and technologi-
cal dependence on external pharmaceutical 
inputs limit the translation of legal universal-
ism into effective access35.

In response, several countries have imple-
mented public programs aimed at expanding 
access. In Mexico, for instance, the Seguro 
Popular (established in 2003) provides a 
healthcare intervention package that includes 
medicines, although only a portion of beneficia-
ries are fully exempt from co-payments. Other 
examples include Argentina’s REMEDIAR 
program, the FONASA public insurance system 
in Chile, and initiatives such as Medicaid and 
Medicare in the United States of America, all 

of which involve public administration and 
distinct financing and provision mechanisms36.

Despite important advances, countries such 
as Argentina, Paraguay, and Colombia continue 
to face constraints that undermine equity. In 
Argentina, the coexistence of multiple subsys-
tems and economic instability affects policy 
continuity; Paraguay operates under chronic 
underfunding and pronounced territorial 
disparities; and Colombia relies heavily on 
a private-sector–driven model, which limits 
universal access to health goods and services35.

Recent Latin American experiences reinforce 
that expanding access to medicines requires 
sustained effort and coordinated action among 
governments. Within the Southern Common 
Market (MERCOSUR) and the Union of South 
American Nations (UNASUR), joint price nego-
tiation initiatives—such as those led by the Ad 
Hoc Committee on Price Negotiation of High-
Cost Medicines (CAHPM)—have successfully 
lowered benchmark values for essential drugs, 
enabled access to new therapies, and created 
fiscal space for national policies. Despite these 
advances, sustaining such initiatives relies 
heavily on technical coordination, political 
commitment, and cross-border cooperation. 
This underscores that reducing inequalities—
within and beyond Brazil—requires persistent 
and regionally integrated action37.

Conclusions

This analysis evaluated the extent to which 
the priority criteria established by the PFPB 
have been effectively applied during the ac-
creditation process, with a focus on social 
vulnerability and the presence of the PMM.

The findings indicate that 80.50% of munic-
ipalities meeting the policy’s technical criteria 
have at least one PFPB-accredited pharmacy, 
while 19.50% still lack any program-linked 
units. These data suggest that the accreditation 
policy has largely aligned with the established 
regulatory criteria, reflecting partial effective-
ness in territorial prioritization.
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The regional analysis showed that, among 
high-priority municipalities without accred-
ited pharmacies, the majority are concen-
trated in the Northeast and North regions, 
which together account for less than 20% of 
the program’s establishments. In contrast, 
the Southeast and South regions account for 
over 70% of the total, exposing structural in-
equalities and highlighting the need to expand 
coverage in historically underserved areas.

The historical analysis revealed stagna-
tion in accreditations between 2016 and 2022, 
with a turnaround emerging only from 2023 
onwards. Within this new cycle, 733 new ac-
creditations were recorded in municipalities 
with an active PMM presence, 76% of which 
are located in territories with high or very high 
SVI. This outcome demonstrates clear prog-
ress in prioritizing highly vulnerable areas, 
representing a significant shift in direction 
after years of program retrenchment.

Moreover, the data reinforce the policy’s 
alignment with regulatory directives for 
territorial prioritization. When considering 
only 2023 and 2024 accreditations in PMM-
participating municipalities, new entries 
predominantly occurred in territories that 
also present high social vulnerability. This 
constitutes an important step forward in ad-
dressing disparities in access to medicines.

Overall, the results indicate that the PFPB 
has made significant progress in applying its 
recently defined technical prioritization crite-
ria, particularly by expanding accreditations in 
municipalities characterized by greater social 
vulnerability and an active PMM presence. 
However, the persistence of regional dispari-
ties in the distribution of accredited pharma-
cies shows that territorial equity has not yet 
been fully achieved.

Thus, while the PFPB has demonstrated 
stronger adherence to the technical prioritiza-
tion criteria established in 2023, consolidating 
territorial equity in pharmaceutical access 
still depends on sustaining and deepening 
this policy direction in the coming years. In 
contexts marked by deep-seated social and 

regional inequalities, principles such as uni-
versality and equity require more than formal 
regulation; they demand continuous monitor-
ing, systematic evaluation, and institutional 
capacity to translate policy directives into 
concrete outcomes on the ground.

This study presents limitations stemming 
from the use of secondary databases, which 
were not originally designed for public policy 
evaluation. This may introduce informa-
tion gaps and restrict the scope of available 
variables. The analysis was limited to pro-
cessing these databases and drawing descrip-
tive inferences, without establishing causal 
relationships among the studied variables. 
Furthermore, the selected timeframe reflects 
the reality of the period analyzed and does not 
account for subsequent changes. Finally, this 
study does not incorporate qualitative insights 
from managers or users, which could have 
broadened the understanding of how these 
priority criteria are implemented in practice.
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