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Abstract

Peru’s mental health system remains marked by chronic underinvestment, fragmentation, and weak
regulation, leaving many without adequate access to care. In this context, private pharmacy chains have
become central actors in the provision of mental health services, functioning as de facto points of access
for psychotropic medications. Drawing on the concept of institutional corruption and a rights-based
analysis, this paper examines how their dominance has transformed access to psychotropic medication
into a market-controlled process in which commercial interests shape treatment pathways, reinforcing

inequality and overmedicalization and undermining the right to health.
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Introduction

Peru’s public health system has long struggled with
underinvestment, fragmentation, and structural in-
efficiencies, leaving vast segments of the population
without adequate care.! These challenges are par-
ticularly acute in the field of mental health, where
services remain scarce, geographically uneven, and
under-resourced.* The implementation of commu-
nity-based mental health reforms in recent years,
although significant at the policy level, has yet to
shift the system away from biomedical approaches
or meet the minimum standards of availability, ac-
cessibility, acceptability, and quality outlined in the
international right to health framework?

In this landscape, private pharmacy chains
have emerged as central actors in the provision of
mental health care. For many Peruvians, especial-
ly in underserved areas, pharmacies and boticas
(drugstores) serve not only as dispensaries but also
as the first and often only point of contact with
the health care system.* People frequently bypass
formal consultations, relying instead on over-the-
counter medications and informal advice from
pharmacy staffs These private pharmacies operate
in a market dominated by two conglomerates that
control most of the retail sector. They influence
pricing, promote branded and private-label medi-
cations over affordable generics, and benefit from
regulatory gaps that allow for commercial practices
with limited oversight. In the absence of strong
public provision or regulatory enforcement, phar-
macies have accrued significant power over what
medicines are available, how they are dispensed,
and at what price.

This paper argues that the growing dominance
of pharmacy chains in Peru reflects a broader pro-
cess of regulatory capture and structural conflicts of
interest, analyzed through the lens of institutional
corruption. In this context, both illegal and legally
permitted but ethically problematic practices can
distort public health goals and prioritize commer-
cial interests over equitable mental health care.
The paper examines how these actors shape access
to medication, reinforce inequalities, and operate
within a context of weak state oversight. In Peru,
pharmacies and boticas function similarly as retail

outlets for medications—the key difference being
that pharmacies must be owned by a professional
pharmacist, although both are legally required to
operate under the technical direction of one. For
simplicity, the term “pharmacies” is used through-
out the paper to refer to both. The analysis draws
on the international right to health framework
and the Convention on the Rights of Persons with
Disabilities (CRPD) to assess state obligations and
the impact of market-driven practices on equitable
access to mental health care.

This paper is based on a critical synthesis of
secondary sources rather than primary empirical
research. It draws on academic literature, legal
and policy documents, regulatory decisions, and
investigative journalism published between 2010
and 2025, identified through targeted searches
in PubMed, SciELO, Google Scholar, and official
Peruvian databases. While not a comprehensive
empirical study, the paper builds a rights-based
analysis through the critical synthesis of existing
evidence and case examples to illuminate struc-
tural dynamics and contribute to discussions on
institutional corruption in health governance.
Findings depend on the availability and quality of
existing data, and information gaps—especially on
private pharmacy operations—remain significant.

Mental health care in Peru: Context and
challenges

Mental health care in Peru has historically faced
significant barriers, characterized by inadequate
infrastructure, insufficient resources, and frag-
mented service delivery.® Over the past decade,
however, there has been a marked shift in policy
and investment, with the adoption of a commu-
nity-based mental health model centered on
human rights, universal health coverage, and
decentralized care’ Aimed at serving the entire
population—particularly those with moderate to
severe conditions—this reform has led to the cre-
ation of 291 community mental health centers, 94
protected housing facilities, 54 specialized hospital
units, and the nationwide deployment of multidis-
ciplinary teams.®
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Despite these advances,
remains uneven, and gaps in coverage and qual-
ity persist. Public mental health facilities are still

concentrated mainly in Lima and other urban

implementation

centers, leaving rural and remote regions severely
underserved. The national treatment gap remains
high, with an estimated 72.4% of people needing
mental health care not receiving it.> While public
investment in mental health increased by 223.7%
between 2015 and 2022—an average annual growth
of 16%—mental health still represented only 2.6% of
the total health budget in 2023, well below the 10%
benchmark recommended by the World Health
Organization.”

A persistent shortage of trained personnel
further compromises the quality of services. The
number of psychologists in primary care has con-
siderably increased, but the availability of mental
health specialists remains inadequate, especially
in non-urban areas.” In many regions, the existing
infrastructure and human resources are still insuf-
ficient to meet growing demand. Furthermore, the
continued dominance of a biomedical and custodi-
al approach in professional education and clinical
practice undermines efforts to shift toward more
community-based, rights-oriented care models.”

In addition, public mental health facilities
face persistent shortages of psychotropic medica-
tions. Both community mental health centers and
psychiatric hospitals report recurring difficulties
in maintaining a stable supply of drugs such as
antidepressants, antipsychotics, and mood stabi-
lizers.” These shortages stem from chronic delays
in procurement, coordinated by the Ministry of
Health. When procurement processes break down,
hospitals often resort to direct purchases, typical-
ly at higher prices.* The Ministry of Health has
identified these delays as a significant bottleneck
in scaling up mental health services.” These stock
ruptures disrupt treatment continuity and dispro-
portionately affect low-income users who depend
on public services.

These systemic barriers have had a direct im-
pact on access to mental health care, particularly
for individuals who rely on medication as their
primary form of treatment. In the absence of con-

sistent availability of psychotropic drugs in public
facilities, many are forced to purchase them out
of pocket from private pharmacies, where generic
options are often unavailable.”® The financial bur-
den this imposes on households is significant. For
example, a monthly treatment with brand-name
antidepressants such as fluoxetine or sertraline can
cost the equivalent of 8.5 to 19.2 days of work, while
even generic options may require more than five
days of wages.” These expenditures far exceed na-
tional averages.”® As will be explored further in this
paper, in some cases, the price difference between
generics and branded drugs is negligible, further
undermining affordability.

Recent data from the Ministry of Health
show that although out-of-pocket spending is
concentrated largely on medications not listed
as essential by the Ministry of Health, more than
half of all units consumed correspond to essential
medicines that, in principle, should have been pro-
vided under the Essential Health Insurance Plan.”
Psychotropic medications accounted for 103%
of total out-of-pocket pharmaceutical spending
in Peru’s private retail sector between 2018 and
2023, making them the fourth-largest therapeutic
category after anti-infectives, pain and palliative
care, and cardiovascular treatments.® The most
commonly consumed psychotropic medications
included clonazepam, sertraline, and fluoxetine.
These figures illustrate both a high demand for
such drugs and a systemic failure to ensure their
availability and affordability through guaranteed
public mechanisms.

These systemic deficits have also fueled the
widespread practice of self-medication. Self-med-
ication is common throughout Peru, crossing
regions and socioeconomic groups. National data
show that nearly 76% of people report purchasing
medication without a prescription, and a 2019 mar-
ket survey found that only 6% of Peruvians claimed
not to self-medicate at all.» The prevalence is espe-
cially high in low-income populations and in the
Andes and Amazon regions, where barriers to ac-
cessing public health services are greatest. In Lima,
studies reveal that self-medication is more frequent
in low-income districts (66.7%) compared to wealth-
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ier areas (40.6%). During the COVID-19 pandemic,
this trend became even more pronounced.

Several factors explain the persistence of
self-medication in Peru, including limited access
to affordable public health, weak pharmaceutical
regulation enforcement, and cultural reliance on
family advice for minor illnesses. Pharmacies often
sell restricted medications without prescriptions,
with pharmacists recommending drugs based
on informal consultations. Although Peruvian
law criminalizes the sale of psychotropic drugs
without a prescription (Law No. 30681), enforce-
ment is weak.? A study found that not requesting
a prescription is the strongest predictor of unsafe
self-medication.* These issues, driven by poor
access to public care and commercial interests, dis-
proportionately affect low-income users and may
lead to unsafe medication practices.

Taken together, these dynamics reveal a
fragmented and inequitable mental health system
in which pharmacies have become default provid-
ers—particularly for those facing economic and
geographic barriers to formal care—reflecting a
mismatch between supply and need that drives
reliance on market-based pathways to care.

Pharmacy chains and market dominance

Pharmacies play a critical role as frontline health
care providers in low- and middle-income coun-
tries, where formal health systems face chronic
underfunding, workforce shortages, and limited
infrastructure. However, this prominent role has
raised concerns regarding the consistency and
quality of the service they provide. Studies have
documented problematic issues, including inade-
quate training among their staff, weak or uneven
regulatory enforcement, and the routine sale of pre-
scription-only medications without authorization.”

Private pharmacies have a broad presence
across Peru. As of 2024, there were 23,280 regis-
tered establishments, with the majority located in
urban areas.?® Due to their widespread availability,
relatively low cost, and perceived convenience, they
often serve as initial contact points for health care

advice and medications, particularly where formal
health services are scarce or difficult to access.”

The Peruvian retail pharmacy market is
notably concentrated, dominated by two major
chains—InkaFarma and Mifarma—both owned by
InRetail Pharma since 2018. Although independent
establishments constitute 85.8% of all private phar-
macies, chain pharmacies control approximately
79.2% of total pharmaceutical retail sales, with
InkaFarma and Mifarma alone making up 57.3% of
chain-affiliated establishments.>® This level of mar-
ket consolidation grants these chains considerable
influence over medication pricing, availability, and
retail practices. National household survey data in-
dicate that pharmacies are the most common point
of care (14.7%) among Peruvians who experience
health problems, surpassing public health facilities
and private clinics.”

Peru’s pharmaceutical sector has seen major
consolidation in recent years, raising concerns
about competition and consumer access. In 2018,
InRetail Pharma, a subsidiary of Intercorp Peru,
acquired Quicorp, which owned key pharmacy
chains, including Mifarma, Boticas BTL, Fasa, and
Arcangel. At the time, Peru lacked a regulatory
framework for mergers. This deal unified over 80%
of the pharmacy chain market under one group,
reducing competition and creating a vertically
integrated supply chain—from manufacturing
(Cifarma) to distribution (QS Consumo, FP May-
orista), and retail (Inkafarma, Mifarma) (see Figure
1). This integration disadvantages independent
pharmacies, limiting their access to distribution
and preventing them from negotiating better prices.
Following the merger, prices for essential medicines
increased, raising concerns that market dominance
may be driving up costs for consumers.°

Although further data would help clarify
the scope of vertical integration in psychotropic
medication production specifically, the existing
structure suggests that pharmacy chains exercise
significant control over which medications are
stocked and prioritized. This influence is particu-
larly concerning in the mental health field, where
the dominance of branded or private-label medica-
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shape treatment pathways according to commercial
incentives rather than clinical need or rational use.
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generates structural dependencies that can distort
public health priorities, undermining transparency;,
reducing accountability, and reinforcing a system

This concentration of power and vertical in-  in which corporate interests take precedence over

equitable access to essential medications.

FIGURE 1. Vertical integration of Intercorps pharmaceutical and health services operations

Intercorp Perd LTD.

!

Intercorp Retail Inc. (holding — Cayman Islands)

7

InRetail Pert Corp. and subsidiaries
(retail holding)

!

PF InRetail Consumer (consumer division)

!

InRetail Pharma S.A. and subsidiaries
(pharma division)

J

Quicorp S.A. (pharma holding)

» QS Consumo S.A.C. (formerly Quimica Suiza - distributor)
« FP Mayorista S.A.C. (pharmaceutical wholesaler)

» Cifarma S.A.C. (manufacturer)

o Boticas IP S.A.C. (Inkafarma - retail pharmacy chain)
o Mifarma S.A.C. (retail pharmacy chain)

« Boticas del Oriente S.A.C. (retail pharmacy)

o Albis S.A.C. (retail pharmacy)

o Jorsade la Selva S.A.C. (regional pharmacy subsidiary)
« Vanttive S.A.C. (retail/distribution)

o Quideca S.A. (distributor — Colombia)

o Quimiza Ltda. (manufacturer — Bolivia)

o Quifatex S.A. (distributor — Ecuador)

Beacon Healthcare S.A.C.
(private health clinics)

!

Centros de Salud Peruanos S.A.C. / Clinica Aviva
(private clinic network)

Sources: InRetail Pert Corp., Informe Anual 2024; Superintendencia del Mercado de Valores.
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Institutional corruption in pharmaceutical
retail

Corruption in health systems encompasses a wide
range of behaviors that undermine public trust,
distort service delivery, and compromise patient
well-being. These include not only illegal acts but
also more systemic and subtle forms of distortion.
As Nahitun Naher et al. and Eleanor Hutchinson
et al. have shown, corruption in health care often
manifests as multifaceted institutional failures,
such as informal payments, the manipulation of
procurement processes, regulatory capture, and
entrenched conflicts of interest.*

This paper adopts Lawrence Lessig’s con-
ception of institutional corruption as a guiding
framework** According to Lessig, institutional cor-
ruption refers to systemic and legal influences that,
while not necessarily involving illegality, “weaken
the effectiveness of an institution, especially by
weakening the public’s trust in that institution.”
Such influences tend to create dependencies—fi-
nancial, political, or structural—that diverge
institutional behavior from its public purpose.
Unlike classic corruption, which typically in-
volves personal enrichment or unlawful conduct,
institutional corruption operates through legal
but ethically problematic channels that erode the
integrity of institutions over time.

This distinction is especially salient in Peru’s
health sector, where decades of pro-market reforms
have prioritized private sector expansion and de-
regulation. While these reforms were intended to
enhance supply and efficiency, they often outpaced
the development of robust oversight mechanisms.
As aresult, institutional arrangements in the phar-
maceutical sector have become increasingly shaped
by commercial dependencies rather than public
health goals. This creates fertile ground for institu-
tional corruption: legally permissible practices that
subvert the public interest, distort the delivery of
care, and weaken rights-based oversight.

In this context, the role of pharmacy chains
illustrates how market-driven structures can en-
able systemic exploitation. These practices can
be grouped into five interrelated areas: price dis-
tortion, anticompetitive collusion, sales without

prescription, conflicts of interest in service provi-
sion, and regulatory capture and lobbying. Each
of these reflects a form of institutional distortion
that, while not always illegal, undermines the right
to health and weakens the state’s capacity to ensure
equitable access to essential care.

Price distortion

In Peru’s highly concentrated pharmaceutical re-
tail sector, pharmacy chains have adopted pricing
strategies that, while permissible under the coun-
try’s prevailing free-market framework, directly
undermine the affordability of and equitable access
to psychotropic medications. Dominant pharmacy
chains such as InkaFarma and Mifarma routinely
promote their own private-label psychotropic
drugs as default options, a pattern reflected in staff
recommendations that favor these products over
lower-cost generics. These strategies are further
reinforced by systematically withholding cheaper
alternatives from store shelves. Even when generics
areavailable, their prices are often set only marginal-
ly below those of branded or private-label products,
limiting their appeal to cost-sensitive consumers
and reinforcing the dominance of high-margin
items.

A 2023 field investigation by Salud con Lupa
across 31 pharmacies in Lima, the capital city, and
Chiclayo, one of the most populous urban centers
in northern Peru, found that in most cases, staff
offered only branded versions of essential psycho-
tropics despite the existence of cheaper generics.
For example, clomipramine (sold as Praminex in
private pharmacies) was priced at approximately
PEN 314 (approximately US$84), about one-third of
the minimum wage at the time (PEN 1,025), while
the generic version—if available in public pharma-
cies—would cost up to 15 times less. This pattern is
not isolated: according to the Ministry of Health,
several essential psychotropic medications are ei-
ther unavailable in private chains or offered only as
branded products, affecting both affordability and
access*

National data on the private market for anti-
depressants reveal similar distortions. Using price
data from the Peruvian Observatory of Pharmaceu-
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tical Products, Javier Llamoza et al. documented
multiple pricing anomalies in psychotropic med-
ications sold in private pharmacies® In several
cases, the prices of branded generics and those sold
under their international nonproprietary name
(INN) were nearly identical, offering little real
cost advantage. More strikingly, several branded
generics were found to be as expensive—or even
more expensive—than the innovator products
themselves. For instance, in the case of fluoxetine,
Genfar’s branded generic for Prozac had a higher
unit price than the original Prozac from Eli Lilly,
while the INN-labeled version offered only a mar-
ginal difference. Consumers with limited financial
means may mistakenly believe they are purchasing
a lower-cost option when, in fact, the price differ-
ence is minimal or nonexistent.

Similar sales patterns have been documented
in other therapeutic areas. A 2024 study by the In-
stituto de Defensa Legal found that InRetail-owned
pharmacies systematically promoted their own
branded products over lower-priced generics, with
price differences of up to 18 times depending on the
location .’

The National Association of Pharmacy
Chains, which represents major retail chains, has
argued that the availability of generic psychotro-
pic medications depends on the laboratories that
manufacture or import them? However, many
pharmacy chains are vertically integrated or
maintain close affiliations with manufacturers and
distributors, giving them significant influence over
what is stocked and offered.

To contextualize these dynamics with quanti-
tative evidence, future research and policy analysis
should systematically monitor retail pricing and
availability across time.

Anticompetitive collusion

Dominant pharmacy chains in Peru have not only
shaped market dynamics through pricing strate-
gies but have also engaged in overt anticompetitive
practices that restrict consumer choice and rein-
force corporate control.

A landmark investigation by the National
Institute for the Defense of Competition and Pro-

tection of Intellectual Property (Indecopi) revealed
in 2016 that five major pharmacy chains—including
InkaFarma and Mifarma—colluded to fix the pric-
es of 36 essential medicines, including widely used
psychotropics such as alprazolam and fluoxetine’®
Internal communications uncovered during the in-
vestigation detailed coordinated pricing strategies
and agreements to maintain inflated prices across
competing retail outlets®

The 2016 ruling imposed fines exceeding
PEN 9 million (approximately USs$2.6 million)
and revealed serious shortcomings in the oversight
of Peru’s pharmaceutical market. However, the
structural incentives that enabled collusion remain
largely unaddressed. Subsequent mergers and ac-
quisitions have further consolidated the dominance
of major pharmacy groups, while vertical integra-
tion in Peru’s pharmaceutical sector continues to
create favorable conditions for price coordination
and supply manipulation.+

For example, in July 2024, Indecopi launched a
new administrative sanctioning procedure against
15 pharmaceutical companies and five individuals
for alleged collusion in 23 public procurement pro-
cesses between 2006 and 2020, involving medicines
purchased by the national government.# While the
companies under investigation are not directly
linked to retail pharmacy chains, the case under-
scores the broader systemic risks posed by market
concentration and weak institutional safeguards
across the pharmaceutical supply chain. It also
highlights the vulnerability of state procurement
processes to manipulation by dominant market
actors.

Anticompetitive practices among
chains restrict access to affordable treatment and

retail

contribute to sustained price increases, a situation
particularly harmful in the case of psychotropic
medications, which are often prescribed for long-
term use.

Sales without prescription

Although psychotropic drugs are legally restricted
to prescription-only sales, they are also commonly
used without a prescription due to weak regulatory
enforcement and the high unmet demand for men-
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tal health treatment. In Peru, the unauthorized sale
of controlled substances, including psychotropic
drugs, is a criminal offense under Law No. 30681,
which amended the Penal Code to penalize such
practices.

In 2012, the Ministry of Health reported that
approximately 25% of private pharmacies were
selling controlled substances without requiring
a medical prescription, despite legal prohibitions
and the known risks of dependency and overdose.*
Subsequent field inspections have continued to
uncover repeated violations, including the unsu-
pervised sale of medications such as alprazolam,
diazepam, and fluoxetine, as well as the absence of
licensed pharmacists during operating hours.*

A 2019 hospital-based study in Lima found
that 45.5% of service users had used benzodiaz-
epines without a valid prescription, and among
them, nearly 63% met the criteria for treatment due
to substance abuse, compared to just 27% among
those with a prescription.** Other local studies have
shown that factors like perceived symptom severity,
social influence, and convenience drive the demand
for anxiolytics without medical oversight.®

The widespread sale of psychotropic med-
ications
commercial practices that exploit gaps in mental
health service provision. In contexts where phar-
macies serve as the primary point of access, these

without prescriptions reflects again

practices normalize unsafe dispensing and contrib-
ute to patterns of inappropriate medication use.

Conflicts of interest in service provision

In Peru, pharmacy chains have increasingly blurred
the lines between retail and care, sometimes func-
tioning not only as vendors but also as informal
or emerging providers of mental health services.
This convergence—selling medications while also
facilitating or influencing their prescription—can
create conflicts of interest, particularly in a market
where psychotropic drugs are highly profitable and
regulatory enforcement remains limited.

One expression of this convergence is the
emergence of corporate-run telehealth platforms
that offer remote prescriptions. Marketed as tele-

consultations, these services operate with minimal
oversight and primarily serve to direct consum-
ers toward affiliated retail outlets. For example,
Aliviamed—an online platform linked to major
pharmacy chains—offers virtual consultations that
can result in prescriptions for psychotropic med-
ications, which are then filled through the same
corporate network.*¢ This example points to a wider
regional trend: telehealth has expanded faster than
regulatory capacity, raising similar concerns about
oversight and accountability.

These platforms emerge in a context where
pharmacies already provide informal guidance
about medication, often from staff with no formal
clinical training. Research on pharmacy practice
in Peru has long noted the absence of structured
pharmaceutical care and the limited involvement
of qualified professionals in patient counseling.*
Staff frequently recommend medications, interpret
symptoms, and advise on treatment choices in ways
that go beyond their technical remit.# Although
regulatory standards exist, such as requirements
for qualified personnel and restrictions on prescrip-
tion-only medicines, these interactions are rarely
subject to systematic oversight. Moreover, investi-
gations indicate that staff at major pharmacy chains
routinely promote specific products—particularly
high-margin private-label brands—regardless of
clinical guidelines or individual user needs® These
commercial strategies, typically centralized and
performance-driven, can facilitate inappropriate
treatment, dependency, or overuse, especially when
users receive guidance from nonprofessionals.
Similar commercial pressures affect licensed profes-
sionals, whose ethical and professional judgment can
be compromised when remuneration or sales incen-
tives influence prescribing or dispensing decisions.

While pharmacy chains often function as the
de facto front door to the health system in under-
served areas, accessibility alone does not fulfill the
right to health. The right to health also requires
quality, safety, continuity of care, and access to
reliable information—conditions that commercial
dispensing models cannot guarantee in the absence
of adequate oversight. Without effective regulation,
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this model risks normalizing a system in which
commercial actors shape mental health care deliv-
ery without accountability.

Regulatory capture and lobbying

Pharmacy chains in Peru have not only expanded
their market power but have also increasingly influ-
enced the legal and regulatory frameworks meant
to oversee them. Their ability to delay, dilute, or
shape public health regulations reflects broader dy-
namics of regulatory capture—where private actors
exert sustained influence over public institutions,
steering policy and oversight mechanisms to align
with commercial interests. This has been especially
evident in debates surrounding access to generic
drugs and the role of pharmacies in health care
provision.

A notable example is the protracted and po-
litically divisive process leading to Law No. 32033,
passed in May 2024, which reinstated a requirement
for pharmacies to stock a minimum percentage of
essential generics.’ The law traces back to Emergen-
cy Decree No. 00o7-2019, which mandated private
pharmacies to carry 4o essential generic drugs
identified by their INNs. Although supported by
the Ministry of Health, the decree faced strong
opposition from private pharmacies and industry
groups.’* As the obligation neared its expiry in ear-
ly 2024, the government allowed it to lapse amid
lobbying from interest groups* Following public
pressure from health advocacy organizations, the
executive branch issued Emergency Decree No.
005-2024, restoring the mandate but requiring
pharmacies to offer 30% of their total generic prod-
uct list, without specifying which drugs must be
stocked—thereby allowing broad discretions

Though Law No. 32033 reaffirmed these
regulatory provisions on the stocking of essential
generics, it has been criticized by advocacy organi-
zations for not addressing structural issues such as
market concentration or mandatory generic lists.’
Pharmacies remain free to choose which medica-
tions to offer, potentially favoring high-turnover or
more profitable items, and the law exempts small
independent pharmacies. The latter exemption has
been questioned as politically motivated, alleged-

ly benefiting family members of congressional
sponsors.’®

Another key Indecopi’s 2024
ruling overturning a Ministry of Health ban on in-
pharmacy consultations and prescriptions.” The

case is

challenge, brought by three retail chains, including
Mifarma, argued that the ban lacked a legal basis
and violated the principle of free enterprise. The
complaint was initially denied but later upheld on
appeal. Industry groups welcomed the decision
as removing barriers to care, while professional
associations warned that it would undermine
clinical standards and create conflicts of interest.*
Later that year, Law No. 32033 reintroduced the
restrictions, explicitly prohibiting in-person con-
sultations, diagnostic tests, and sample collection
within pharmacy premises. However, it did not
regulate virtual services, leaving a gap that may
allow pharmacy-affiliated telehealth platforms to
continue issuing prescriptions remotely.

Most recently, Law No. 32319, adopted in
April 2025, introduced changes to the regulation
of bioequivalence and the substitution of brand-
name drugs with generics® The reform reduced
the Ministry of Health’s oversight role and shifted
greater responsibility to prescribing physicians,
who may authorize substitutions at their discretion.
While proponents argue that this expands access,
critics contend that it weakens pharmacological
safeguards and opens the door to commercial rath-
er than clinical considerations.®® The law has been
criticized for favoring the pharmaceutical industry
by introducing partial obligations, allowing selec-
tive compliance, and avoiding more robust reforms
that would curb the dominance of corporate chains
or guarantee the availability of essential medicines.

Human rights implications

Applying the international human rights frame-
work, including the right to health as enshrined in
the International Covenant on Economic, Social
and Cultural Rights (ICESCR) and CRPD, provides
a vital perspective for analyzing pharmacy practic-
es in Peru. These frameworks emphasize that health
is not a commodity but a fundamental right to
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which everyone is entitled without discrimination.
Viewed through this lens, Peru’s mental health care
system reveals gaps in service provision as well as
a broader failure to regulate commercial practices
that undermine equitable access and accountability.

Under article 12 of the ICESCR, states are
obliged to ensure the highest attainable standard
of physical and mental health. This is elaborated
through the AAAQ framework: availability, ac-
cessibility, acceptability, and quality.® In Peru,
dominant pharmacy chains play a central role in
determining the availability and accessibility of
psychotropic medications, often to the detriment of
equitable access. Branded and private-label drugs
are prioritized over affordable generics, while
unregulated pricing and nonprescription sales
erode both affordability and safety. The sale of psy-
chotropic medications without prescriptions and
the use of untrained staff in retail chains further
compromises the quality of care. Taken together,
these practices undermine the AAAQ standards
and illustrate the risks of deflecting core health
functions to private actors with limited oversight,
in violation of the state’s obligation to ensure the
right to health. Intersectional barriers—based on
factors such as location, gender, disability, or Indig-
enous identity—further entrench these inequities,
deepening disparities in access to information,
treatment, and support.

While the state is the primary duty bearer,
international human rights law also imposes re-
sponsibilities on private actors. The United Nations
Guiding Principles on Business and Human Rights
establish that companies must avoid causing or
contributing to human rights abuses and take ap-
propriate action to prevent, mitigate, and remedy
adverse impacts when they occur. In Peru, verti-
cally integrated pharmacy conglomerates influence
not only medication pricing but also prescription
practices and regulatory decisions, effectively
shaping treatment pathways. This convergence of
commercial, clinical, and regulatory roles inten-
sifies conflicts of interest and weakens safeguards
for equitable care, highlighting the urgent need for
stronger state oversight. These dynamics gradu-
ally divert public institutions from their intended

purpose—not through isolated misconduct but
through sustained commercial influence that
reshapes regulatory priorities and public norms.
Applying the United Nations Guiding Principles
requires the state to fulfill its duty to protect, com-
panies to respect human rights, and both to ensure
access to effective remedies for those affected.

Transparency and accountability—corner-
stones of the right to health—require that public
health decisions, including those related to pricing,
stocking, and prescribing, be subject to clear rules,
public scrutiny, and effective grievance mecha-
nisms. Yet in Peru, dominant pharmacy chains
obscure pricing structures and restrict access to af-
fordable generics, while expanding their influence
through opaque lobbying and regulatory capture.
These dynamics undermine public trust and
compromise both affordability and transparency.
To fulfill their obligations, Peruvian authorities
must strengthen independent oversight, promote
transparency in pharmaceutical governance, and
ensure that regulatory frameworks are equipped to
prevent and remedy conduct incompatible with the
right to health.

The CRPD marks a paradigm shift in mental
health provision, calling for a move away from co-
ercive, biomedical-dominated models and toward
community-based, rights-oriented approaches.®
As the Special Rapporteur on the right to health
has emphasized, the overmedicalization of mental
distress, particularly through excessive reliance on
psychotropic medication, can itself constitute a hu-
man rights violation when it results from structural
coercion, lack of informed consent, or the absence
of alternatives.®® In Peru, the commercial interests
of pharmacy chains intersect with the inadequacies
of the public system to create a “pharmaceuticalized
model” of mental health care by default. In prac-
tice, this results in a form of structural coercion:
medication becomes the only available response to
distress, though not necessarily the most appropri-
ate. The absence of psychosocial alternatives and
the commodification of care risk entrenching a
system where medicalization replaces support and
profit dictates care. Upholding CRPD obligations
demands not only investment in public services
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but also a profound rethinking of medicalization,
robust regulation of pharmaceutical practice, and
a transition toward user-led, community-centered
mental health supports.

Lastly, both the ICESCR and CRPD frame-
works emphasize participation as a central pillar
of health governance. This entails the meaningful
involvement of affected populations—particularly
those historically marginalized—in shaping laws,
policies, and services. Yet in Peru, persons with
psychosocial disabilities and service users remain
largely excluded from regulatory and legislative
processes.® Global mental health systems remain
dominated by top-down approaches that con-
centrate power among biomedical and corporate
actors, often at the expense of local knowledge,
lived experience, and community-led alternatives.*
Shifting toward participatory governance is essen-
tial to rebuild trust, correct power asymmetries,
and ensure that reforms reflect the needs and rights
of those most affected. Ensuring participation in
oversight and grievance mechanisms would help
realize these principles in practice and strengthen
accountability toward those most affected.

Rethinking pharmacy power in mental
health care

The systemic problems explored in this paper show
that market-driven practices cannot be addressed
in isolation. These practices reflect longstanding
governance failures and demand structural chang-
es in health system design and pharmaceutical
regulation. Rights-based reforms must focus on
restoring the public purpose of health institutions
and ensuring that private actors operate within
clearly defined legal and ethical boundaries.

While health advocates and pharmacy chains
often diverge, there is broad recognition that the
growing role of private pharmacies in mental
health care stems from chronic underfunding
and the limited reach of public mental health
infrastructure. The widespread unavailability of
timely, affordable care at the community level and
the lack of psychotropic medications in state-run
pharmacies leave many with no option but to turn

to retail chains. This is compounded by a deeply
embedded culture of medicalization that frames
pharmacological treatment as the default response
to distress.®® Addressing these structural drivers
requires both expanding public capacity and chal-
lenging embedded narratives about mental health
and care.

While structural reform will take time,
short-term policy measures can improve access
to psychotropic medications in public facilities.
These measures should avoid reinforcing a med-
ication-centric model while ensuring safe and
equitable access for those who need it, as part of
broader care options. Recommended actions in-
clude expanding the Single National List of Essential
Medicines through transparent, participatory pro-
cesses; strengthening procurement; and promoting
electronic prescriptions to inform public supply
systems.” These efforts must be accompanied by
strong public information campaigns to direct
users toward public services, encourage the safe
and informed use of psychotropic medication, and
counter misconceptions about generics. Messaging
should promote awareness of psychosocial alterna-
tives and challenge the idea that medication is the
only or default response to distress. Tools such as
the Ministry of Health’s Medicine Price Observa-
tory, which promote price transparency, should be
strengthened and more widely used.®®

Despite the central role of private pharma-
cies, Peru’s regulatory framework remains weak
and poorly enforced. The Constitution enshrines
free-market principles and limits state intervention
in pricing, constraining efforts to curb exploitative
practices. Since the 2021 introduction of Law No.
31112 establishing a merger control procedure, Inde-
copi has received 8o merger authorization requests,
of which 66 have been approved, six have been
withdrawn, four remain under evaluation, three
are at the admissibility stage, and only one has been
denied.® The Ministry of Health also faces chronic
capacity constraints and high political turnover,
with 18 different ministers serving between 2016
and 2025, averaging less than six months each. This
instability undermines regulatory continuity and
weakens enforcement. For instance, there has been
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little independent evaluation of recent emergency
decrees or Law No. 32033 and their impact on ac-
cess to generic medicines. Anecdotal evidence and
comparative experience suggest that these mea-
sures may fall short in practice’°

To begin addressing current regulatory short-
comings—and in parallel with efforts to improve
access to medications in state-run facilities—a set
of short- and medium-term policy options could be
considered. These may include:

1. mandating clear price disclosures and the pub-
lication of real-time data on generic availability;

2. accelerating the approval and market entry of
high-quality, interchangeable generic psycho-
tropic medications to increase competition and
affordability;

3. strengthening conflict-of-interest regulations
and prohibiting sales quotas for pharmacy staff;

4. restricting vertical integration between retail
chains and pharmaceutical manufacturers;

5. banning virtual consultations that are directly
linked to medication dispensing;

6. strictly enforcing prescription requirements for
controlled medications, particularly psychotro-
pics, and strengthening audits and supervision;
and

7. enforcing existing obligations to display the
INN alongside brand names, and establishing
standardized substitution protocols to improve
transparency and promote the rational use of
medicines.

These proposals are not intended to be exhaustive
or prescriptive. Instead, they reflect potential areas
of intervention where reforms could contribute
to greater transparency, equity, and accountabil-
ity in pharmaceutical governance, while reducing
systemic incentives that perpetuate overmedical-
ization and market-driven distortions in mental
health care.

To ensure the effectiveness of such measures,
regulatory authorities should also conduct regular
audits, impose meaningful sanctions for noncom-

pliance, and ensure that enforcement mechanisms
are shielded from political and commercial pres-
sure. These efforts should be supported by sustained
investments in training for regulatory agency staft,
digital infrastructure, and improved coordination
between regulatory agencies and public health
providers.

Conclusion

This paper has examined the convergence of
systemic neglect, weak regulation, and market
concentration in Peru’s mental health care system.
Despite reform efforts, chronic shortages of psycho-
tropic medications in public facilities, combined
with the underdevelopment of community-based
services, have driven large segments of the popu-
lation toward self-medication and dependence on
private pharmacies. Within this vacuum, vertically
integrated pharmacy chains have expanded their
control over the supply, pricing, and even prescrip-
tion of medications, often prioritizing commercial
gain over public health. These dynamics expose
deep regulatory and institutional gaps. In the
absence of independent evaluation, transparent
monitoring, and effective enforcement, recent legal
reforms risk falling short and may ultimately en-
trench, rather than remedy, existing inequalities.
Responding to these challenges requires a
structural shift in how mental health care is deliv-
ered and how pharmaceutical markets are governed.
In Peru, restoring public confidence and rebalanc-
ing the influence of private pharmacy chains must
begin with sustained public investment—not only
to ensure the availability of affordable psychotro-
pic medications through public channels but also
to advance non-medicalized, community-based
approaches to care that center user needs and re-
duce reliance on pharmacological treatment. At the
same time, short- and medium-term regulatory re-
forms are needed to strengthen safeguards against
conflicts of interest in prescribing and dispensing
practices, promote transparency, and ensure that
regulatory institutions are protected from lobbying
and undue commercial influence. Further research
is needed to explore how market concentration and

DECEMBER 2025 VOLUME 27

NUMBER 2

Health and Human Rights



A. VASQUEZ ENCALADA / INSTITUTIONAL CORRUPTION AND HUMAN RIGHTS IN MENTAL HEALTH, 243-257

pharmaceutical governance affect the realization of
the right to mental health in Peru and comparable
settings.

Ultimately, rights-based regulation involves
more than legal enactments. It requires strong
public institutions, independent oversight, and the
political will to curb entrenched market power.
Where public agencies are shaped by sustained
commercial influence—whether through lobbying,
conflicts of interest, or regulatory inertia—their
capacity to serve the public good is systematically
weakened. Building a transparent, accountable,
and equitable mental health system demands both
structural investment and targeted regulatory ac-
tion. But neither will be effective without a clear
commitment to prioritizing human rights and
reorienting institutions toward their core public
responsibilities.
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