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Abstract 

The consumption of tobacco, alcohol, and ultra-processed foods and beverages is driving the global 

noncommunicable disease (NCD) crisis. The commercial determinants of health (CDOH) have been 

recognized as the practices of industries aimed at increasing the availability, affordability, desirability, and 

consumption of commodities that are risk factors for NCDs. Addressing CDOH requires policy coherence 

across multiple government sectors; however, the objectives of these sectors do not always align with 

public health goals, and conflicting mandates can be aggravated by the interference of harmful 

commodity industries. Pacific small island developing states (PSIDS) face particular difficulties among low- 

and middle-income countries (LMICs) in negotiating such governance dilemmas, due to vulnerabilities 

arising from their small population and economy, geographic isolation, and being scattered across several 

islands. This is a major issue, because PSIDS are currently undergoing an NCD crisis, thus it is crucial to 

improve understanding of how their governments can better govern the harmful commodity industries. 

This dissertation is focusing on the governance of tobacco, because (i) the ways in which the tobacco 

industry (TI) influences governments are the most documented among the harmful commodity industries; 

(ii) the responsibilities of governments to control tobacco are the most binding compared to other harmful 

commodities; and (iii) there has been increased recognition that the ultra-processed food and beverage 

and alcohol industries globally have adopted similar strategies and arguments used by the TI, thus there 

is a growing interest in understanding the transferability of governance approaches from the tobacco 

control domain. 

The literature points towards the importance of interests, ideas, and institutions in shaping the ways 

governments manage multisectoral work on the regulation of tobacco. However, little empirical evidence 

is available to examine how these conditions influence PSIDS. This gap is critical, because these countries 

have a remarkably different social, political, cultural, and economic context than other LMICs, which 

makes the implementation of practices recommended by health experts to regulate harmful commodities 

particularly challenging.  

This research aims to improve understanding of the conditions that influence how governments in PSIDS 

address the commercial determinants of NCDs in relation to tobacco. This aim was achieved by applying 
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a qualitative methodology with an exploratory case study approach, with a focus on agenda setting and 

policy making in tobacco governance. This dissertation expands the evidence base and scholarly 

knowledge of the interests, ideas, and institutions which influence the way PSIDS governments – more 

specifically, those of Fiji and Vanuatu – address the commercial determinants of NCDs, with a focus on 

tobacco. Two key insights have emerged from the findings of this research. Firstly, the vulnerabilities of 

PSIDS must be taken into account and addressed as major structural drivers in order to successfully govern 

the commercial determinants of NCDs in these countries. Secondly, the dominant causal ideas must be 

altered to support the governance of commercial determinants of NCDs. This research has started to build 

the necessary empirical evidence and academic knowledge to help inform the ways a shift in interests, 

ideas, and institutions can be realised to enable the control of CDOH in PSIDS. 
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Chapter 1. Introduction 

This dissertation focuses on the governance challenge of addressing the commercial determinants of 

health (CDOH), which arises from the conflicting mandates and interests inherent in the regulation of 

harmful commodities. More specifically, this study explores the conditions that influence the ability of the 

governments of Fiji and Vanuatu to develop and implement multisectoral tobacco control policies, with a 

focus on agenda setting and policy making in tobacco governance. The research aim was to improve 

understanding of the conditions that influence how governments in PSIDS address the commercial 

determinants of NCDs in relation to tobacco. 

In this dissertation CDOH are identified as the practices of industries aimed at increasing the availability, 

affordability, desirability, and consumption of commodities that are risk factors for health. Governance is 

defined as “the processes and institutions through which decisions are made and authority in a country is 

exercised” (15), and it “determines how societies are steered and how power and resources are 

distributed” (16). 

A rapid rise in premature deaths caused by noncommunicable diseases (NCDs) marks the global burden 

of disease1 (18). The consumption of harmful commodities, such as tobacco, alcohol, and ultra-processed 

foods and beverages2, is a major contributor to the development of NCDs (20–23). Globalisation has made 

these products more widely available, affordable and highly desirable (1,24–28). The harmful commodity 

industries spend a vast amount of their resources to build demand for and supply of their products and 

to shape regulatory environments for their benefit (1,26,29–37). This has major consequences for 

population levels of NCDs and thus affects local economies through their social and economic costs to 

society (38). Through the United Nations Sustainable Development Goals (UN SDGs), governments 

globally have committed to ensure the highest attainable level of health for their people (39). It is 

therefore of utmost importance that states take control of these commercial determinants (40). 

However, the regulation of harmful commodities and the associated industries requires more than the 

commitment of the health sector (41–43). Government agencies responsible for trade, industry, 

 
1 Burden of disease is defined as health loss from death or disability (17). 
2 Ultra-processed foods and beverages are defined as “products are made from processed substances extracted or 
refined from whole foods — e.g. oils, hydrogenated oils and fats, flours and starches, variants of sugar, and cheap 
parts or remnants of animal foods—with little or no whole foods” (19). 
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agriculture, and economy have roles in the governance of these industries, and due to their mandates and 

goals, they often support and advance industry interests. The resulting incoherence between health policy 

and macro-economic policy goals has been recognised as a major challenge for addressing the CDOH 

(34,43–48). More recently, scholars have been discussing how dominant neoliberal ideologies widen this 

policy incoherence (32,43,47,49–56). This has been accompanied by calls to shift the discourse around 

NCDs and the roles industries and governments play (24,32,43,47,49–55,57,58). Moreover, to address 

conflicting mandates and interests, health experts often emphasise the need for institutional structures 

which provide a level playing field3 between the different actors of governance and ensure policy 

coherence for health (60–74). In short, the CDOH literature shows that certain interest-based, ideational, 

and institutional conditions can enable or constrain the elevation of health interests in the regulation of 

harmful commodities; however, the available empirical evidence on such conditions and understanding 

how they impact governance are still limited, and mainly limited to high-income countries.  

This research explores the governance of commercial determinants of NCDs, paying particular attention 

to tobacco control. The tobacco industry (TI) was selected from among the harmful commodity industries 

for the following reasons. First, the ways in which the TI engages and influences governments are the 

most documented among the harmful commodity industries (2,3,75). Second, the responsibilities of 

governments to control tobacco are the most binding compared to alcohol or ultra-processed foods and 

beverages, because of the World Health Organization Framework Convention for Tobacco Control (WHO 

FCTC) (76). Third, tobacco control is often cited as a good example for controlling harmful commodities 

(2,77,78), and there has been increased recognition that the ultra-processed food and beverage and 

alcohol industries globally have adopted similar strategies and arguments used by the TI, thus there is a 

growing interest in understanding the transferability of governance approaches from the tobacco control 

domain (1–14,41). 

Despite the global progress in tobacco control (79), tobacco remains a threat to the majority of people 

around the world, especially in low- and middle-income countries (LMICs) (80–84). LMICs can be easy 

targets for tobacco companies because of their growing middle class with disposable income, often weak 

regulatory environments, and their governments’ desire for economic development (70,83). Among 

LMICs, small island developing states (SIDS) are also targeted by the TI (85,86) which gives even more 

reason for concern, as these countries bear a set of vulnerabilities due to (i) their "poor natural resource 

endowment, small domestic markets and difficulties in generating economies of scale in production and 

 
3 A level playing field is “a situation in which everyone has the same chance of succeeding” (59).  
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service provision"; (ii) they are dependent on decisions made in larger countries; (iii) their "openness to 

trade and inability to influence market conditions"; and (iv) their lower levels of access to basic services 

and infrastructure, and difficulties of transportation due to often being scattered among multitude of 

islands (87). These vulnerabilities pose distinct challenges for SIDS, both in governing commercial 

determinants of NCDs (88) and reaching their development goals. SIDS comprise 21% of all countries 

signed up to FCTC (89), therefore it is particularly important to understand the conditions influencing their 

tobacco governance. 

SIDS in the Pacific (Pacific small island developing states, PSIDS) have declared an NCD crisis in 2011 

(90,91); the exceptionally high smoking prevalence in these countries is a major contributor to the 78% of 

deaths caused by NCDs. The prevalence of male current smokers4 in Kiribati was 74.1% in 2004; in Papua 

New Guinea, Solomon Islands, and Nauru it was between 52.9 and 60.3% (in 2007, 2006, and 2004 

respectively); in Samoa, Federated States of Micronesia, Fiji, Tonga and Vanuatu it was between 45.8 and 

49.4% (in 2002, 2006, 2011, 2013 respectively5) (93–101). This rate was lowest in the Marshall Islands with 

34.7% in 2002 (102). Therefore, addressing the commercial determinants of NCDs resulting from TI 

activities is critical for PSIDS. However, despite the considerable volume of tobacco control literature, 

scholarly knowledge about the conditions that shape the response of these governments is limited. This 

is an important issue, because PSIDS have a particular socio-political, governance, cultural, and economic 

context that needs to be understood in relation to their tackling of the NCD crisis. Expanding the empirical 

evidence and academic literature on this topic will not only support PSIDS in regulating harmful industries 

but would be useful for LMICs in general.  

This research recognises the need to fill this gap. It aims to improve the understanding of the ways PSIDS 

governments address the challenge of conflicting mandates and interests in the multisectoral regulation 

of harmful commodities. A qualitative exploratory approach was taken to answer the following 

overarching research question: “What conditions influence intersectoral governance of tobacco control 

in PSIDS?” This dissertation examines this question with a particular focus on the interests, ideas, and 

institutions in Fiji and Vanuatu. These factors are recognized as having a major influence on agenda setting 

and policy making in tobacco control The analytical framework developed for this purpose follows the 

established taxonomy of the ‘3-i’ – interests, ideas, and institutions (103) –,  and draws on four theories – 

Avant et al.’s (125) theory of authority, Stone’s (126) theory of causal ideas, Feiock’s (127) institutional 

 
4 WHO defines “current” as “either daily or non-daily (occasional) use at the time of the survey”. (92) 
5 Latest available data for these countries. 



Chapter 1 Introduction 

4 
 

collective action framework, and Croley’s administrative process theory (128) – to collect, examine and 

explain my empirical data on each ‘i’. This analytical framework is explained in detail in Chapter 4. 

In the following, Section 1 introduces the research problem in detail. Section 2 describes the aim, 

objectives, questions, and the relevance of this research. Lastly, Section 3 outlines the structure of this 

dissertation. 

1. The research problem 

1.1.  The commercial determinants of NCDs 

NCDs are caused by various risk factors, including genetic, physiological, behavioural and environmental 

determinants (104). Tobacco and alcohol use and the consumption of ultra-processed foods and 

beverages contribute significantly to the development of high blood pressure, obesity, high blood sugar 

levels, and high levels of fat in the blood, all of which lead to various NCDs. Tobacco use alone caused 8.71 

million deaths in 2019 (23).   

Premature deaths and morbidity due to NCDs can be prevented to a large extent, however this requires 

strong opposition to powerful global actors, the harmful commodity industries (69,105). “Through the 

sale and promotion of tobacco, alcohol, and ultra-processed food and drinks, transnational corporations 

are major drivers of global epidemics of NCDs”, explain Moodie et al. (106). The economic globalisation of 

the 20th and 21st centuries has enabled the greater penetration of transnational corporations into LMICs, 

increasing the availability, affordability, desirability, and consumption of harmful commodities. Coupled 

with changing demographic conditions (such as ageing and population growth), this has significantly 

increased the prevalence of NCDs in these countries (105). A disproportionate burden is experienced in 

SIDS; the small size of their economies and their often-weak public administration makes governance for 

health particularly difficult when they are faced with powerful players such as transnational corporations.  

The commercial determinants of NCDs scholarship recognises that the practices of industries, that are 

aimed at increasing the availability, affordability, desirability, and consumption of unhealthy 

commodities, need to be regulated to tackle the NCD crisis. Such practices include a wide range of market 

and non-market mechanisms. The former often incorporates market expansion through trade and 

investment liberalisation, building domestic supply chains (e.g. through foreign direct investment, FDI), 

and aggressive marketing, advertisement, and promotion practices. The latter consist of corporate social 
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activities, such as corporate social responsibility (CSR), and corporate political activities, which include a 

range of discursive and instrumental strategies. While some of these practices target the consumers, 

many of these strategies aim at interfering with public health policy making, and during their use 

industries take advantage of the conflicting mandates government agencies often have. 

1.2. The example of tobacco control  

Attention on tobacco companies has been at the forefront among the harmful commodity industries. “No 

consumer product kills as many people, and as needlessly, as does tobacco. It killed 100 million people in 

the 20th century. Unless we act, the death toll can reach 1 billion people in the 21st century”, warns the 

WHO (107). Tobacco use is one of the leading causes of mortality globally (23). The WHO addressed the 

threat posed by the TI by dedicating its first treaty on global health negotiated under the auspices of the 

organization to FCTC (108). 

The FCTC is the main global regulatory policy tool for tobacco control among its 180 participating parties 

(108). In the form of Articles, the treaty recommends a set of supply and demand side policy measures, 

which include policies on price setting and taxation, regulation on ingredients, packaging, data disclosure, 

marketing, illicit trade, research, cooperation, awareness raising and public education (Table 1).  

The provisions described under Article 5 General Obligations receive a lot of attention in this dissertation. 

Firstly, this article highlights the need for comprehensive multisectoral tobacco control policies (Article 

5.1). Secondly, recognising the challenge of achieving policy coherence among multiple policy fields, it 

requires the establishment of a national coordinating mechanism (Article 5.2) which aims to ensure that 

government agencies align their approach to tobacco governance for the sake of public health. Thirdly, 

the article reflects the importance of addressing conflicts of interest (COI) by dedicating Article 5.3 to the 

protection of public health policies from TI interference. This last provision suggests that the parties of 

FCTC exclude tobacco companies from their national governance mechanisms, just as they were barred 

from participating in the development of FCTC (108). The Guidelines of Article 5.3 (74) recommend eight 

points to protect public health policy making from TI interference as terms of engagement: (i) awareness 

raising about the dangers of tobacco and TI interference; (ii) minimise interactions between the TI and 

public servants and implement transparency measures in case such meetings happen; (iii) reject 

partnerships with TI; (iv) avoid COI for public servants; (v) information provided by the TI has to be 

transparent and accurate; (vi) regulate social corporate activities of TI; (vii) the TI shall not receive any 

preferential treatment from governments, (viii) even if they are state-owned. The provisions of Article 5.3 
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highlight that the challenge of multisectoral governance amidst conflicting interests is recognised in global 

tobacco control efforts. It has been shown that achieving policy coherence between government sectors 

for tobacco control and protecting these policies from TI interference is of utmost importance, as the 

following section reflects. 

Table 1 The tobacco control measures recommended by WHO FCTC 

Article 
no. 

Provision 

5 General Obligations 

Development and implementation of comprehensive multisectoral national 
tobacco control strategies (5.1) 

national coordinating mechanism or focal 
points for tobacco control (5.2) 

Protection of public health policies with respect to tobacco control from 
commercial and other vested interests of the tobacco industry (5.3) 

6 Price and tax measures to reduce the demand for tobacco 

7 Non-price measures to reduce the demand for tobacco 

8 Protection from exposure to tobacco smoke 

9 Regulation of the contents of tobacco products 

10 Regulation of tobacco product disclosures 

11 Packaging and labelling of tobacco products 

12 Education, communication, training and public awareness 

13 Tobacco advertising, promotion and sponsorship 

14 Demand reduction measures concerning tobacco dependence and cessation 

15 Illicit trade in tobacco products 

16 Sales to and by minors 

17 Provision of support for economically viable alternative activities 

18 Protection of the environment and the health of persons 

19 Liability 

20 Research, surveillance and exchange of information 

21 Reporting and exchange of information 

22 
Cooperation in the scientific, technical and legal fields and provision of related 
expertise 

 

In 2014 the FCTC Convention of Parties endorsed the global target of reducing smoking prevalence by 30% 

by 2025 set by the 2011 High-level Meeting of the World Health Assembly (109). However the latest 

studies on global trends in tobacco use clearly show that if the implementation of the treaty continues at 
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the same pace as in the last decade, only 21% of the countries will achieve this target for men and 49% 

for women, and by 2025 the number of daily tobacco users will be an estimated 1.1 billion (110).  

The high smoking prevalence rates of PSIDS (93–102) indicate that these countries are particularly badly 

affected. In 2013 all PSIDS (except Micronesia) adopted the Tobacco Free Pacific 2025 goal (111), but 

whether they will achieve this target of zero smoking prevalence is questionable. PSIDS face particular 

difficulties in governing harmful commodity industries; their often-weak bureaucratic systems, arising 

from their smallness and low-income economies, make them easy targets for commercial influence 

(88,112,113). Furthermore, the enforcement of public health policies controlling the use, sale and 

marketing of tobacco requires considerable human and financial resources in PSIDS, because these 

countries are often spread across several small islands, which results in severe logistical and organisational 

challenges (87,114,115).  

1.3. The challenge of conflicting mandates in the governance of the commercial 

determinants of NCDs 

The governance of the commercial determinants of NCDs requires a multisectoral approach (41–43), 

involving not solely the health sector but trade, industry, agriculture, and economy sectors as well. For 

example, tobacco growing is often regulated by the Ministry of Agriculture; its manufacture usually sits 

within the realm of the Ministry of Industry; the distribution, sales, and marketing of tobacco products 

are controlled by the Ministry of Trade; while the Ministry of Economy has a role in formulating tax policies 

affecting the sales and trade of tobacco. The traditional scope of Ministries of Health in relation to tobacco 

is to educate the public about the harms of smoking, to treat tobacco-induced diseases, and to provide 

smoking cessation services. While tobacco governance covers all these areas of policy and regulation 

listed above, tobacco control itself has a narrower scope, because its aim is ultimately to reduce tobacco 

consumption and not to support the industry. 

The example of tobacco governance shows that harmful commodities are regulated by multiple 

government actors, whose mandates and objectives are usually quite different. While the Ministry of 

Health aims to improve the population’s health status, Ministry of Trade and Industry generally have the 

objective to boost trade and industry in a country, the Ministry of Agriculture tends to support the 

cultivation of cash crops, and the Ministry of Economy focuses on strengthening the economy and 

increasing government revenues.  
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This is where the challenge of governing the commercial determinants of NCDs arises besides TI 

interference. The objectives listed above reveal that the mandates of government agencies are often not 

aligned with each other (43). Public health interests dictate decreasing consumption of harmful 

commodities; however, government agencies in trade, industry, agriculture, and economy see value in 

increasing such consumption regardless of its impact on population health. For example, the Ministry of 

Health may provide health promotion programmes to discourage the consumption of tobacco, while the 

Ministry of Trade negotiates a trade agreement which facilitates the import of cheap cigarettes. As a 

result, policy incoherence among government sectors in the regulation of the commercial determinants 

of NCDs is common (34,43–48,78).  

The existence of different mandates within a government should not necessarily constrain the control of 

CDOH; certain institutional conditions can ensure a level playing field for the benefit of population health. 

Health experts have been recommending the establishment of institutional structures which aim to 

ensure that the conflict between the different mandates of policy actors is resolved: health in all policies 

(HiAP) (60–65), whole-of-government (WOG) (61–63,67–69) and whole-of-society (WOS) approaches  

(19,116–118) are seen to support policy coherence. In order to protect policy making from the 

interference of harmful commodity industries, measures to address COI, such as terms of engagement, 

are the recommended practices (66,70,72–74,80). The role of law to solidify administrative structures has 

been also highlighted (42,69). 

Despite the considerable attention on the institutional conditions which influence the ways mandates and 

interests are played out in tobacco governance, the implementation of multisectoral tobacco control 

policies remains difficult in many countries. Several health experts raise the importance of ideas in the 

ways interests and institutions are shaped in the regulation of CDOH (32,47,49–54): the ways governance 

actors think and discuss NCDs define how they interpret their role in the regulation of harmful commodity 

industries (24,32,46,47,49,49–54,67,119). Often neoliberal ideologies dominate in non-health 

government agencies which is commonly aligned with the rhetoric of the tobacco, alcohol, and ultra-

processed food and beverage industries (46,47,50,54,67); the reliance on personal liberties and 

responsibility in the consumption choices of individuals has been pointed out as a barrier to the tighter 

regulatory measures (46,47,49–53,119). 

As the above illustrates, the governance challenge of conflicting mandates and interests can be 

aggravated or conciliated by particular institutional and ideational conditions. Hence, this dissertation 

focuses on the multisectoral regulation of harmful commodities through the lens of interests, ideas, and 
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institutions. The analysis of interests in this research encompasses not only the preferences of private and 

public actors, but also the mandates and objectives of government agencies. Ideas capture the way the 

various actors think about NCDs and the consumption of harmful commodities; particularly cognitive, 

causal ideas are in the focus of this dissertation as these define which government agencies have the 

mandate to regulate aspects of tobacco industry and consumption. The examination of institutions 

interprets institutional conditions as the factors arising from the legal and administrative structures of 

political and governmental agencies. 

The literature and the theories introduced in Chapters 2 and 3 show that the issue of intersectoral 

governance amidst conflicting mandates and interests has been in the focus not only of public health but 

also of scholarship in governance, public administration, and political science. While the tobacco control 

literature has been occupied with finding solutions to this issue and the FCTC explicitly addresses policy 

coherence and the protection of health interests in tobacco governance, the evidence on the 

implementation of FCTC shows that governments continue to struggle with implementing comprehensive, 

multisectoral policies. The persistence of this issue justifies calling on other research disciplines which 

have the potential to benefit and expand the scholarly understanding of the governance of CDOH. 

Therefore, this research takes an interdisciplinary lens to explore the conditions of multisectoral 

governance for tobacco control. 

2. Aim, objectives, questions, and relevance of the research 

The CDOH scholarship has established that interest-based, ideational, and institutional conditions play an 

important role in the ways governments approach the regulation of harmful industries 

(46,47,54,67,80,105,120–124); however, academic knowledge and empirical evidence about the ways 

these conditions shape PSIDS governments’ responses to the commercial determinants of NCDs in relation 

to tobacco are limited. In light of the high smoking prevalence rates and NCD crisis of PSIDS, it is vital that 

this gap in the scholarly literature is filled, thus providing evidence for government officials and 

development workers in these countries to shape interests, ideas, and institutions to ensure that the NCD 

crisis is tackled. 

Therefore, this research aims to improve understanding of the conditions that influence how governments 

in PSIDS, address the commercial determinants of NCDs in relation to tobacco. This aim is pursued through 

the overarching research question: “What conditions influence intersectoral governance of tobacco 
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control in PSIDS?” Fiji and Vanuatu have been chosen as case studies to answer this question, as these 

PSIDS showed recent improvement in tobacco control performance despite the presence of interests in 

tobacco investment. Thus, more specifically, the research focuses on identifying the interests, ideas, and 

institutions which shape the governance of commercial determinants of NCDs in relation to tobacco in Fiji 

and Vanuatu. The research objectives and concomitant sub-questions are:  

Objective 1: Identify the interests that shape intersectoral governance for tobacco control in PSIDS.  

i. What are the major interests at play in tobacco governance in Fiji and Vanuatu?  

ii. How do actors deploy authority to influence tobacco control in Fiji and Vanuatu? 

Objective 2: Identify the ideas that shape intersectoral governance for tobacco control in PSIDS. 

i. What are the dominant ideas related to tobacco in Fiji and Vanuatu? 

ii. How do they influence tobacco control? 

Objective 3: Identify the institutional conditions that shape intersectoral governance for tobacco 

control in PSIDS. 

i. What institutional conditions affect policy coherence for tobacco control in Fiji and 

Vanuatu? 

ii. How, and to what extent, do institutional factors ensure a level playing field in tobacco 

governance among stakeholders in Fiji and Vanuatu? 

Prior to this research no similar work has been published on Fiji and Vanuatu focusing on the intersectoral 

governance of tobacco, offering an explanation of actors’ interests and authority, ideas, and institutional 

structures while showcasing the ways these three factors interact, shape each other, and influence 

tobacco control. As such, the findings of this research have the potential to contribute to the academic 

knowledge on the governance of CDOH and provide practical strategies to professionals active in SIDS, 

and more widely in LMICs, on the fields of tobacco control, public health, governance strengthening, 

public administration, and development. 

3. Outline of the dissertation 

The research problem introduced in Section 1 and the aim, research question and objectives described in 

Section 2 are addressed in the next seven chapters. Chapter 2 provides a review of the scholarly literature 

on the activities of the TI as commercial determinants of NCDs, and the governance challenges faced by 
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government in regulating them. The literature describes how governments face serious obstacles in 

elevating health interests in tobacco governance, because of a range of interest-based, ideational, and 

institutional conditions, and highlights that there is a gap in the literature regarding these issues in SIDS. 

Given that SIDS, including PSIDS have a very different social, political, cultural, and economic context than 

other LMICs, without understanding the influence of these conditions, these states will likely continue to 

struggle with the NCD crisis. 

Chapter 3 describes the theoretical perspectives used to guide the data collection and to examine and 

understand the data generated from the fieldwork. In line with the findings of the literature review, the 

analytical framework follows the taxonomy of the “3-i”: interests, ideas, and institutions (103). Four 

theories from the field of political science and public administration were drawn from in the development 

of the analytical framework. Avant et al.’s (125) theory helps to make sense of the ways actors pursue 

their interests by deploying and challenging authority in tobacco control; Stone’s (126) theory explains 

how causal ideas around tobacco use and NCDs are shaping actors’ understanding and actions in tobacco 

control; and Feiock’s (127) institutional collective action framework and Croley’s (128) administrative 

process theory provide insights into the institutional conditions influencing policy coherence for tobacco 

control and the protection of public health interests in tobacco governance from pro-commercial 

interests. By drawing on these theories, this research takes an interdisciplinary approach to understanding 

governance of the public health problem of CDOH. 

Chapter 4 provides a description and justification of the research design and the methods applied. A 

qualitative, exploratory methodology was designed to answer the research questions. The intersectoral 

governance of tobacco control in Fiji and Vanuatu served as the cases of the case study approach 

embedded into this methodology. Within-case analysis and cross-case synthesis were used for the 

purposes of exploring the conditions that influence how governments in PSIDS address the commercial 

determinants of NCDs in relation to tobacco. The primary methods applied were in-depth interviews with 

key informants and document analysis, which were conducted during fieldwork in Fiji and Vanuatu.  

Chapters 5, 6, and 7 give a detailed account of the results. Chapter 5 presents the data about the interests 

shaping tobacco control in the case study countries with the help of Avant et al.’s theory of authority. It 

reveals the pro-health and pro-commercial interests in tobacco governance in Fiji and Vanuatu, and then 

continues by analysing the ways actors exert or challenge authority in tobacco control. It explains why the 

TI is perceived to be a legitimate partner in tobacco governance. Furthermore, it shows that the balance 
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of authority between the pro-health and pro-commercial actors tips towards the latter in both countries 

and explains why the health sector is alone in driving tobacco control in both countries. 

Chapter 6 introduces data on the causal ideas present in the two states around the use of tobacco and 

NCDs. It demonstrates that the idea of individual responsibility is woven through discourse about tobacco 

control, and it explains the ways such thinking affects the involvement of non-health government agencies 

in the implementation of tobacco control measures. The chapter describes that the idea of CDOH is 

present in Fiji and Vanuatu; however, it shows that this idea has less influence over tobacco control than 

the idea of individual responsibility, and it explains how this affects the governance actors’ approaches to 

tobacco governance. 

Chapter 7 describes the results in relation to institutional conditions in the case study countries. It explains 

that the dedicated intersectoral mechanisms for policy coherence for tobacco control are multisectoral 

committees in both Fiji and Vanuatu; however, these committees appear to be unable to achieve this task, 

because of the underlying political and institutional conditions. Furthermore, the chapter offers insights 

into how various structural conditions shape the administrative process, influencing the ways health 

interests can be elevated in tobacco governance. It shows that terms of engagement with the TI are not 

implemented and examines the reasons behind this, and it explains how the vulnerabilities of SIDS impact 

policy making in tobacco control. 

Chapter 8 provides a discussion of the results, and draws the conclusions and the recommendations of 

the research. It reflects on the literature reviewed in Chapter 2, discusses in detail how the findings 

resonate with the research objectives and aim, and identifies the contributions of this research. The 

chapter highlights the importance of causal ideas and SIDS vulnerabilities in influencing how governments 

address CDOH, and it provides recommendations on shifting ideas and strengthening institutional 

structures as means to overcome the challenge of conflicting mandates and interests in the governance 

of CDOH. The dissertation closes by identifying a set of directions for future research.
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Chapter 2. Literature review: the governance of 
commercial determinants of noncommunicable 
diseases 

This chapter presents the reviewed literature which informed this study. It gives an overview of the 

international scholarship on the governance of the commercial determinants of noncommunicable 

diseases (NCDs), paying particular attention to the tobacco industry (TI), and Pacific small island 

developing states (PSIDS).  

Section 1 introduces the commercial determinants of NCDs. Section 2 reviews the market and non-market 

activities of TI as commercial determinants of health (CDOH) and contributors to NCDs. Section 3 focuses 

on the literature describing government action to address TI activities and elevate health interests; it 

reviews the academic literature on policy coherence related to multisectoral policies for tobacco control, 

and the literature on protecting public health policies from TI interference as recommended by the World 

Health Organization Framework Convention on Tobacco Control (WHO FCTC) (76). Section 4 gives an 

account of what is currently known about the governance of commercial determinants of NCDs in PSIDS, 

mainly in relation to TI. Finally, Section 5 summarises the gaps in the literature and thus guides the 

direction of this research. 

1. The commercial determinants of NCDs   

The objectives of this section are to briefly introduce the development of the concept of the wider 

determinants of health, and to highlight the importance of advancing scholarly knowledge about the 

commercial determinants of NCDs and their governance. 

1.1. From individual behaviours to a social model of health 

NCDs were originally understood, and acted on, through the concepts of behavioural risk factors (29,129–

133). Behavioural risk factors encompass those derived from individuals’ choices regarding their lifestyle 

(29). This lifestyle frame places personal choice and individual responsibility in focus, arguing that people 

should be free to decide how they live and what they consume (29,129–133). The biomedical model 
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associated with this concept has focused on the treatment (and sometimes individual prevention) of 

health issues (29). 

Some public health scholarship has been critical of the lifestyle approach to NCDs, arguing that individuals 

make behavioural choices that are shaped by societal level factors (134). Scholars already recognised in 

the 1960s and 1970s that a wide range of societal level factors influence health, and that these are often 

outside of the health sector (16,44,130,135,136). Scholarship on social, political, environmental and CDOH 

has emerged from these developments over recent years. 

The social determinants of health approach refers to the conditions in which people are born, grow, live, 

work and age, and the structural factors which shape these daily living conditions (137). There is a large 

body of literature related to various aspects of the social determinants, ranging from material and 

psychosocial pathways, through to specific determinants such as education, working conditions, or 

housing (35,137–149). Regarding tobacco use, evidence shows a robust correlation between 

socioeconomic status and smoking (150–156). Much of the attention associated with the social 

determinants of health has been located within government policy, operationalised through terms such 

as “healthy public policy” and “health in all policies” (60–62,136,157,158).  

The political determinants of health frame emerged shortly after the final report of the WHO Commission 

on the Social Determinants of Health (137). It helped orient research and action towards understanding 

political processes, such as the ideas, actions, and decisions of political actors (public or private) and their 

effect on health (131). Scholarly works on political economy of health (24,26,120,131,135,159–164), 

health political science (165), and political epidemiology (166,167) have focused on describing these 

factors (168). The Lancet-Oslo Commission on Global Governance for Health states that addressing the 

political determinants for health is crucial in closing the gap of health inequities (131), and there is a 

growing amount of scholarly work focusing on this concept (167,169–179). 

In recent years the importance of understanding and acting on CDOH has been increasingly cited in the 

public health scholarship, especially in relation to the global NCD crisis (34,180–182). Maani et al.’s (148) 

review shows that CDOH have been often overlooked in the past as drivers of NCDs, even within 

discussions over the wider determinants of health. This dissertation aims to contribute to public health 

scholarship by improving the understanding of CDOH, particularly those contributing to NCDs. The next 

sub-section explains this concept in detail. 
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1.2. Conceptualising the commercial determinants of NCDs 

While earlier works used the term “industrial epidemics” to highlight the role of commerical actors in 

driving epidemics of NCDs (78,161,164,183), scholars define CDOH with varying scope in the literature. 

Buse et al. (2017) define the concept as “the risks inherent from consumption of, or exposure to, 

commercial products – such as ultra-processed foods and beverages, tobacco and alcohol”. West and 

Marteau (185) do not stop at these industries: they explain that the term encompasses the “the factors 

that influence health which stem from the profit motive”. Kickbusch et al. (186) suggest that the concept 

stands for the “strategies and approaches used by the private sector to promote products and choices that 

are detrimental for health”.  

Industries spend considerable resources on ensuring that people consume their products, regardless of 

the harm they cause to public health and they interfere with policy measures which attempt to regulate 

their activities (1,26,29–37,69). Therefore, some scholars suggest focusing not only on the commodities, 

but also on the policies and activities of industries producing and selling them (1,9,148). Even before the 

concept of CDOH became commonly used, a significant amount of scholarly work had been done on 

understanding the activities of harmful commodity industries (2,19,75,187–202). 

In this thesis, the commercial determinants of NCDs are defined as the practices of industries aimed at 

increasing the availability, affordability, desirability, and consumption of commodities that are risk factors 

for NCDs.  

This section has introduced the wider determinants of health and the emergence of the commercial 

determinants of NCDs field. Drilling a little deeper into the practices of corporations will enable 

identification of what and how to redress CDOH. In the next section, the corporate activities of the TI are 

examined as CDOH, broken down according to market and non-market activities. 

2. The activities of the tobacco industry 

There has been growing global recognition that the commercial determinants of NCDs need to be 

regulated if countries want to achieve their UN Sustainable Development Goals (UN SDGs) (9,131,181). 

However, the influence of harmful commodity industries in policy making has been rapidly increasing in 

recent decades, which makes their regulation even more challenging 

(1,6,8,30,37,131,135,161,184,203,204). The objectives of this section are to illustrate the ways the TI 
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influences the demand and supply of tobacco, and thus demonstrate the challenges governments face in 

their attempt to control tobacco. This section introduces the market and non-market activities of the TI 

that are the subject of tobacco control (76). The former facilitates the supply or demand for products 

using market mechanisms (205). Non-market activities can be defined as “a firm’s concerted pattern of 

actions to improve its performance by managing the institutional or societal context of economic 

competition” (206). 

2.1. The market mechanisms used by the tobacco industry  

In this section the market-related activities of the TI are introduced, which primarily work through 

international trade and investment liberalisation, the creation of domestic supply chains, and advertising, 

marketing and promotion, that together increase the supply of and demand for tobacco products (205). 

2.1.1. Market expansion through trade and investment liberalisation 

The TI increases its global and local supply and distribution of tobacco through trade and investment 

agreements. The industry is known to use its economic power to influence government negotiations of 

trade agreements in a way that enables new or more competitive markets for their products 

(33,161,207,208). Trade and investment agreements support the facilitation of both imports and exports 

by reducing the tariff and non-tariff barriers to trade6. Trade and investment liberalisation – “the 

systematic reduction in barriers to cross-border trade and investment” (209) – can limit the regulatory 

capacity of governments by imposing legal constraints on regulatory autonomy and sovereignty (25,210–

214), but also by reducing financial resources (215–217), such as foregone revenue through the 

elimination of tariffs on tobacco products (161,218). 

Foreign direct investment (FDI) in harmful commodities has been rising globally, and large multinational 

corporations are drawn to establishing production and processing in LMICs where regulatory and 

administrative oversight is often weaker than in high-income countries, and human resources can be 

cheaper as well (11,161). This is especially true for the TI, which has lost a lot of its influence in developed 

countries (19,46,80,84,161,219–221). FDI is attractive for LMIC governments because it increases tax 

revenues and employment opportunities, and supposedly facilitates technology transfer (161,211). 

Governments often find themselves balancing the immediate economic and political benefits of FDI from 

 
6 The former refers to maximum allowable import or border taxes; the latter refers to domestic standards, measures 
and regulation. 
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the TI and its adverse public health impact (222), and at times they underestimate the socioeconomic 

consequences of investment in harmful commodities (223).  

The association between increased tobacco consumption and trade and investment liberalisation has 

been pointed out by multiple studies: scholars argue that the local production of tobacco (as a 

consequence of FDI) increases its availability on the domestic market, and due to the lack of import and 

transportation costs tobacco prices become more affordable (216,224–231). This has contributed in many 

LMICs, including PSIDS, to increased smoking prevalence (11,232).  

2.1.2. Domestic supply chains: tobacco farming 

To supply their factories, the TI contracts farmers to grow and harvest tobacco in a systematic way in most 

countries (233). The supply chain is fully controlled by the TI: it provides seeds, fertilisers, and technical 

expertise, and it buys the tobacco leaves produced directly from the farmers on their land (54,234–238). 

This reliable and convenient process makes tobacco farming an attractive business opportunity for 

farmers, who perceive tobacco growing as a profitable occupation7.  

While advertised and perceived as a cash crop, a large body of research argues that tobacco farming is far 

from profitable (235,236,239–245). Scholars explain that after careful consideration of all direct (e.g. costs 

of seeds and chemicals) and indirect costs associated with farming (e.g. extra hours of work, frequent 

child labour and women’s unpaid labour due to the labour-intensive nature of tobacco) the actual profit 

is significantly smaller than initially perceived, and it leaves farmers in debt, who thus struggle to step out 

of poverty (235,236,239–245). Furthermore, the automation and contract system of TI leaves farmers in 

a weaker bargaining position as there is no other buyer for their tobacco leaves and they are already 

indebted to their contractor (236,246–250).  

The management of the total supply chain by the TI has been shown to make governments less inclined 

to organise supply chains in general (47), which results in significant losses for those farmers who cultivate 

crops other than tobacco, such as fruits and vegetables, because they  struggle to reach customers before 

their produce perishes. This gives even more reason to turn to tobacco growing (47,239). 

 
7 The global price of tobacco is more stable than other cash crops, and its income yield per unit of land is higher as 
well (161). Furthermore, farmers often perceive tobacco as the only viable cash crop, given its resilience in diverse 
weather conditions (239). 
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2.1.3. Marketing, advertisement, and promotion: pushing demand 

The TI uses a variety of strategies to ensure demand for its products. It has developed and perfected a 

range of aggressive advertising and promotion practices which often target women, children, or specific 

ethnic and social groups (3,13,208,227,228,251–266,266–274). Hastings (8) argues that “a key function of 

marketing is to mask these uncomfortable truths [about the health impact of tobacco products] by 

disguising inanimate corporate monoliths as benign friends under the guise of branding”. Evidence shows 

that the TI amends its well-tested marketing, advertisement and promotion practices to better target 

consumers in LMICs (275–277). For example, in several LMICs smoking is less acceptable among women 

than men, and thus the TI uses marketing to change such norms by framing smoking as empowering 

women, or delivering cigarettes to consumers’ homes (275). Furthermore, in several African countries 

children are given free cigarettes by the TI as a way of initiating them into smoking (276). 

Although regulations are in place in many countries to control the advertising and marketing of tobacco, 

the TI finds new ways to continue promoting its products. Online marketing (268,269,278–282) and the 

use of social media are common (283–287), and point of sale advertising remains a crucial marketing 

avenue for the TI (283,288,289). Branding, such as the creation of “premium” brands, nudges consumers 

to buy more expensive products, while by offering cheap or discounted products the industry is able 

expand or maintain its consumer base among less wealthy or less committed smokers (13,283). Other 

developments include super-sized, value brands with variations of 40–50 cigarettes in a pack (290). 

Tobacco corporations coordinate their product prices with each other and thus ensure price control 

(13,228).  

Moreover, the TI has framed smoking as associated with desirable characteristics, such as attractiveness 

and masculinity (e.g. the Marlboro man) (291). In recent years companies have started to use long, 

descriptive or emotive product names, such as “Horizon 93mm Long”, “Signature”, “Hybrid”, or 

“Longbeach Moments North Coast” (290). It uses additives in tobacco products to decrease smokers’ 

airway irritation or make tobacco taste better (2,3,19,265). Among the newest developments are extra-

long cigarettes (so-called “super kings” or “extra kings”), flavour capsules with menthol or citrus taste, 

mixing tobacco with menthol leaves, and innovative filters (290). 

The TI has been innovative in developing new and appealing products, while adjusting to changing 

regulatory environments. By creating “healthy” product lines, such as “light” or “mild” cigarettes, it lures 

smokers into the illusion that products are safer than they are (2,3,227,292). E-cigarettes have been 
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developed to offer a wide range of flavours, customisation of devices to set airflow and temperature, and 

added Bluetooth or mobile phone features (293–299).  

While market mechanisms are the most visible activities of TI, the next section shows that non-market 

activities are the primary avenue to influence governments. 

2.2. The non-market mechanisms used by the tobacco industry 

The various ways in which the TI operates to influence how it is perceived by various stakeholders and 

shape government policy and regulation have been extensively documented 

(3,58,70,71,75,80,84,135,161,189,208,265,300–309). TI interference in policy making is one of the biggest 

challenges for tobacco control, highlighted by the fact that FCTC among its first provisions (Article 5.3) 

calls for the protection of public health policy making from vested interests (79,80,244). Due to the 

increasing evidence that the ultra-processed food and beverage and alcohol industries pursue very similar 

tactics, there is growing interest in governance approaches and comparable evidence of effectiveness of 

key interventions (1–14,41). This section gives an overview of the corporate social and political activities 

the TI employs to influence the public and governments. 

2.2.1. Corporate social activities 

The TI aims to paint an image of itself as being socially and environmentally responsible through various 

corporate social responsibility (CSR) initiatives (80,121,161,274,309–312). Sponsorship also falls into this 

category, because they aim to shape the image of the corporation in the consumers’ eyes (3,190), and 

thus create “a culture in which smoking and the industry were accepted” (3). CSR may benefit harmful 

commodity industries in several ways. Firstly, it advertises the company, inducing positive change in its 

public image, thus distracting stakeholders from the harm its business activity causes (2,161). Even the 

internal documents of British American Tobacco (BAT) describe its own CSR activities as “reputation 

management” (313). For example, Philip Morris International (PMI) delivered fresh food to poor 

populations in South Korea, and BAT launched smoking cessation and leadership development initiatives 

in the country (228). PMI also finances the Foundation for a Smoke-Free World, which is a non-profit 

organisation aiming “to end smoking in this generation” (284,314–319). 

Secondly, CSR investments may function as financial incentives, and they have the capability to constrain 

opposition (2). For example, in the USA, PMI “neutralized” several women’s groups by paying them large 
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sums of money to ensure they did not support tobacco control or speak up against the company’s 

campaign to attract women consumers in the 1980s and 1990s (320). 

Thirdly, CSR is a way to access policy makers: in several countries government officers are reluctant to 

cooperate with the TI because of Article 5.3 of FCTC, but CSR provides an opportunity for industry 

representatives to talk to these public servants about topics that are attractive to the government due to 

their inherent social benefits (189). By having the opportunity to meet and talk to policy makers regularly, 

industry representatives can normalise public-private cooperation, and promote a new, positive image of 

their industry, which can lead to political benefits for the corporations (189).   

2.2.2. Corporate political activities 

Corporate political activities are used by the TI to influence the regulatory environment according to its 

interests (13). Ulucanlar et al. (321) developed the policy dystopia model, which categorises corporate 

political strategies into discursive and instrumental strategies. The former includes the strategic framing 

of smoking, industry activities, and NCDs; the latter encompasses direct strategies aimed to persuade 

legislators, public servants, private and civil organisations, the media, and the public to act in the interests 

of TI.  

Discursive strategies 

The most commonly cited arguments used by the TI refer to the negative unintended consequences of 

tobacco control measures (56,58,75,265,321–323). The TI likes to remind governments that its presence 

in a country benefits the economy by bringing investment, creating jobs and increasing tax revenues 

(75,121,161). Thus any measure that would hurt their business endangers such economic benefits and 

must be avoided (58,223,265).  

Scholars warn that arguments on the economic benefits of tobacco investment disregard the wider and 

long-term socioeconomic implications of smoking and the consequential rise of NCDs (244,324,325), 

noting that cost-benefit analysis of tobacco use shows that there is a considerable gap between the 

socioeconomic costs of smoking and the economic benefits of the tobacco trade (324,325).   

Taxes on tobacco constitute a source of income for states, and the TI often warns them that increased 

taxes will result in decreased tobacco sales and a surge in illicit tobacco trade, which will negatively impact 

government revenues (161,326–328). However, several studies have shown that raising tobacco taxes do 

not reduce government revenues in the short and medium term, but increase them while consumption 

drops (188,327–334). The other common industry argument against tobacco taxes is that they increase 
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illicit trade in tobacco products, which in turn reduces government revenues (161,265). However, 

evidence suggests that the industry overstates the extent of this issue (335–337), and other factors 

contribute more significantly to tobacco smuggling, such as the existence of organised crime, level of 

corruption and the presence of informal distribution networks (326).  

As an unanticipated cost to society, the TI often attempts to discredit tobacco control policies by framing 

the government as a “nanny state” (56,204,265,338), because the targeted measures are “an assault on 

freedom and choice” (339). This aligns with the industry’s common rhetoric on individual responsibility in 

making free consumer choices (2,75,121,135,250,259,340–342). WHO (250) critiques this argument, 

firstly, because tobacco is a highly addictive substance and many smokers start when they are teenagers 

and struggle to quit once addicted. Secondly, consumers’ information about the risks of smoking rarely 

originate from a balanced variety of sources: the elaborate marketing and advertising strategies of TI, 

together with its efforts to deny and undermine evidence on the harmful impact of smoking, make 

informed choices difficult (250).   

The quick adaptability of tobacco companies is well demonstrated by the way they have used the language 

of health inequalities and social determinants of health in their arguments (81):  

The root causes of youth smoking have little or nothing to do with tobacco advertising, 

displays or packaging. Instead, the principal causes include personal factors such as 

rebelliousness and risk-taking and other factors such as family structure and 

relationships, quality of schools and educational success and socioeconomic status 

(343). 

While the TI frequently calls for balance between commercial and health interests (2,67), scholars (19) 

and WHO argue that “there is a fundamental and irreconcilable conflict between the tobacco industry’s 

interests and public health policy interests” (74).  

Instrumental strategies 

The industry also has a range of instrumental strategies, described below, which they use to try to ensure 

that their rhetoric is accepted by stakeholders. 

Coalition management includes constituency recruitment, fabrication, and fragmentation. According to 

Ulucanlar et al. (321), constituency recruitment is aimed at creating networks of actors who are willing to 

support the TI. These practices can target public servants, local businesses, the public, the media and 

other prominent organisations (56,73,121,276,321). Savell et al. (75) and Ulucanlar et al. (321) distinguish 

between external and internal constituency building. The former happens when actors are brought on 
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board who are not directly related to tobacco production or sales. Internal constituency building happens 

when the TI companies collaborate, as happened when they were lobbying against FCTC (1,344,345). 

Mialon et al. (73) explain that the “revolving door” phenomenon – movement of employees between the 

government and the industry – can be a form of constituency building: when ex-industry employees are 

hired by the government it is a way for the industry to infiltrate regulatory agencies (73,321). Furthermore, 

it ensures the inclusion of TI interests in policy making while other public interests are not necessarily 

represented (36).  

Constituency fabrication happens when the TI uses front groups as a means of indirect lobbying 

(56,58,321,346,347). This strategy is applied especially in countries where the industry has low credibility 

(75). For example, in 1991 in Australia, the Business Council of Australia, the Confederation of Australian 

Industry, the media, tobacco farmers and suppliers, and advertising organisations lobbied against the 

introduction of health warnings on tobacco products (348).  

Constituency fragmentation targets the opponents of TI and aims to weaken their networks to mitigate 

their influence on tobacco regulation (2,75). This can be done through the critique of public health 

advocates, infiltrating public health agencies, creating fake civil society organisations (astroturfing), and 

recruiting the public and prominent civil society groups to oppose tobacco control (73). For example, PMI 

persuaded multiple women’s groups in the USA to oppose tobacco control in the 1980s and 1990s (320). 

Information management includes the production, amplification, and suppression of scientific evidence, 

but also encompasses credibility and reputation management to ensure that research findings produced 

are not linked to the TI and that public health advocates are discredited (2,10,321,321,349). The range of 

actors participating in these strategies includes professional organisations, “independent” scientists, 

research groups, and civil society organisations (CSOs) (2,161,342,347,350,351).  

Direct involvement and influence in policy. The TI directly lobbies individual politicians and public 

servants to represent their interests in policy (13,19,58,306,307). For example, during the development 

of the European Union’s (EU) Tobacco Product Directive (TPD) PMI spent €1.25 million on lobbying; it had 

more than 160 lobbyists at work contributing to a three-year delay in completion of the directive and the 

removal of provisions about plain packaging and point-of-sale advertisement (221). At the same time the 

health lobby in Brussels had only five full-time staff working on TPD (221). 

Financial incentives range from offers of employment to direct and indirect financial inducement 

(75,161,321,350). For example, in many countries the TI finances political campaigns in return for support 



Chapter 2 Literature review 

23 
 

in Parliament (36,80). Often public servants are offered attractive positions in the TI, which is another 

type of “revolving door” issue (352). Indirect financial inducement covers a range of gifts and donations 

(73). Threats of withholding financial support also belong to this category (321). 

Collaborative initiatives, joint ventures (121) and public-private partnerships (PPPs) are classed as 

strategies of direct involvement in policy making, according to Ulucanlar et al. (321)8. Corporations 

support these partnerships as a policy substitution strategy to avoid strict and costly regulatory measures, 

to improve their public image or gain cheap advertisement, or if they recognise that the targets set by the 

government are achievable and/or they have already made progress towards what they want to be 

recognised (116). Policy substitution is aimed at softening or replacing measures constraining industries, 

and besides offering partnerships, it often includes proposals of voluntary or self-regulation (75,307,353–

355). For example, in Colombia, Honduras, Costa Rica, and Trinidad and Tobago, BAT voluntarily increased 

the size of text-only health warnings on its products, which significantly delayed the introduction of 

pictorial health warnings in these states (276). Furthermore, the TI tends to offer alternatives to proposed 

measures as policy substitution (75), as happened in Australia at the introduction of plain packaging, when 

the industry suggested using the less constrictive EU policies instead (348).  

Litigation. Corporate legal activities mainly involve the threat or application of legal action, such as dispute 

settlement processes based on multilateral or bilateral trade and investment agreements, and the 

influence of negotiations of trade and investment agreements (73,80,84,228,265,276,356). For example, 

PMI contested Australia’s plain packaging regulations (56,323,356,357) and Thailand’s pictorial health 

warnings (358). The threat of arbitration itself can delay the implementation of tobacco control measures 

(80) or discourage governments from pursuing public health policies, and cause “regulatory chill” 

(323,356), which means that states delay, modify or refrain from implementing certain policies in fear of 

arbitration (359,360). An example of this is the case of New Zealand, when it delayed the adoption of 

tobacco plain packaging measures until the dispute between Australia and PMI was settled (361).  

Illicit trade of tobacco products. Ulucanlar et al. (321) class TI activities to facilitate or conduct smuggling 

of tobacco products as a type of instrumental strategy. A significant amount of evidence argues that the 

TI benefits from illicit trade and it places considerable effort into supporting such illegal dealings 

(219,276,336,362–369), because: (i) smuggled tobacco products are cheaper and thus sell in higher 

volumes than licit products; (ii) smuggled tobacco products are sold outside licensed shops thus under-

 
8 Mialon et al. (73) list PPPs among constituency building; Savell et al. (75) consider them as a form of corporate 
social activities based on the notion that industry actors recognise their responsibility towards the public. 
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age consumers have access to them; (iii) illicit trade is an established method of entry into protected 

markets (e.g. high levels of tariff and non-tariff barriers); and (iv) the industry can argue that high tobacco 

taxes cause illicit trade, thus oppose tobacco control measures (276). According to several scholars 

(161,161,335–337,370–375) while the industry poses as a beneficiary of regulations on illicit trade, in 

reality its profits are threatened by it, and therefore it tries to undermine such efforts in the background. 

Section 2 has demonstrated that the academic literature is particularly informative about the challenges 

governments face – including both market and non-market activities of the TI – when they aim to control 

tobacco. The elevation of public health interests over private commercial interests is key to regulating the 

TI; as the following section explains, the best chance governments have to achieve that is through forging 

policy coherence and implementing terms of engagement. 

3. Elevating public health interests in tobacco governance 

This section presents the scholarly literature relating to the two areas cited to be of most importance to 

achieve comprehensive, multisectoral tobacco control policies: policy coherence among government 

sectors and protecting public health policy making from industry interference. Their relevance is 

highlighted by Article 5 General Obligations of FCTC which is dedicated to these points (376).  

The emphasis on institutional structures as a means to protect public health policy making from TI 

interference and ensuring policy coherence among the actors with conflicting mandates and interests are 

the most visible themes in the tobacco control literature. Although the role of ideas is cited frequently 

among CDOH scholars, ideational conditions receive much less attention in the tobacco control 

scholarship. This explains why this section is not able to discuss many studies on ideas related to tobacco 

governance. 

3.1. Policy coherence for tobacco control 

As noted in Chapter 1, the FCTC is the global treaty for addressing the activities of the TI as commercial 

determinants of NCDs (79,376). Its very first provision is the implementation of comprehensive 

multisectoral tobacco control policies in Article 5.1 (376). This requires multisectoral commitment, and 

many scholars argue that without policy coherence for tobacco control this cannot be achieved 

(78,377,378).  
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Ashoff (379) identifies two categories of policy coherence: (1) the absence of incoherences between policy 

sectors, when policy decisions have no negative impact on other policies; and (2) when there is a shared 

objective that government actors align their policies with. Throughout this dissertation Ashoff’s first 

category is used when discussing policy coherence. 

In terms of tobacco control, policy coherence requires the engagement and collaboration of Ministries of 

Health and others such as Ministries of Trade, Industry, Agriculture and Economy – policies related to 

farming, product manufacture, distribution and sales, taxes and tariffs, and enforcement are all subject 

to tobacco governance. However, these government agencies have different mandates in relation to TI, 

which often results in policy incoherence. Ensuring that all relevant government sectors are on board with 

tobacco control measures is essential for reducing smoking prevalence (78,377,378). 

3.1.1. Collaborative approaches to achieve policy coherence 

Governance for health scholarship has been occupied with policy coherence and multisectoral policies for 

health; as Magnusson and Patterson (88) state, “no concept gets more emphasis in the literature on NCDs 

than intersectoral action”. The “health in all policies” (HiAP), whole-of-government (WOG), and whole-of-

society (WOS) approaches offer slightly different alternatives to coordinate health with other sectors.  

HiAP is the call for the recognition and systematic consideration of the health impacts of all public policy 

measures in national level governance (60–63), and one of its aims is to forge policy coherence across 

government sectors (64,65). This concept first appeared in the literature as intersectoral action for health 

and “healthy public policy” (158). The Helsinki statement renewed this idea and named it “HiAP” (60). 

WOG approaches cover a range of mechanisms which connect and coordinate government agencies and 

sectors for the sake of policy coherence, such as multisectoral committees and stakeholder involvement 

in policy making processes (380); they are often seen as the way to achieve HiAP (61–63,67,68). It is 

generally a recommended practice when tasks are complex, interdependence is high, and shared 

responsibility is required among various government bodies (381). As Magnusson and Patterson (382) 

explain: “NCDs call for an all-of-government response not only because many of the priority interventions 

will be implemented outside of the health sector, but also because broadly-based political support will be 

needed to secure passage of the necessary laws and budgets.” However, joint work requires strong 

accountability mechanisms among participant actors and well-developed institutional design (381). WOG 

is often recommended to regulate the TI (68,383), and the National Tobacco Control Strategies toolkit 
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provided by WHO FCTC and the United Nations Development Programme suggests a detailed WOG plan 

to implement multisectoral coordination (68). 

WOS approaches expand the actors of governance to the private and civil sectors (19,384,385). However, 

this requires careful balancing of the influence of the involved parties (386,387), because corporate actors 

generally have a better chance to sway policy making towards their interests than other sectors (388). 

Accountable policy making relies on participation; however, the role of governments lies in levelling the 

playing field to deal with power imbalances among stakeholders (389–391). As Ayres and Braithwaite 

(392) point out, “the very conditions that foster the evolution of cooperation are also the conditions that 

promote the evolution of capture and indeed corruption.” Many scholars argue that the effectiveness of 

collaborative approaches is questionable in the case of harmful commodity industries, because of the 

conflicts of interest (COI) between public and private objectives (19,41,67,116,118,190,393,394). As 

Lencucha et al. (395) state: “The principal controversy remains whether governments can work with 

commercial interests in a way that does not sacrifice public interests to private ones, and whether private 

interests can serve the public good.” Magnusson (41) explains this in the following way: “Corporations 

have little incentive to re-shape public tastes and existing product lines, as distinct from offering marginally 

‘better for you’ variants, when doing so risks sacrificing existing markets and provides opportunities for 

competitors.” Some authors argue that the inclusion of the private sector is necessary to tackle the NCD 

epidemic, but they also admit that its participation in governance of harmful commodities can be effective 

only if a certain set of criteria is applied – although there is no agreement on exactly what those should 

be (19,116–118,355).  

While there is debate about the adequate regulation of participation of harmful commodity industries in 

policy making, the FCTC stresses the need for policy coherence through multisectoral involvement, but it 

suggests doing so with the least possible cooperation between the TI and governments, because of the 

irreconcilable COI between private and public interests (74). However, in the case of other harmful 

commodities the collaborative approach is prevalent; it is the recommended strategy of the UN and the 

World Bank (39,400–402), which “are increasingly looking to the corporate sector to fill funding gaps and 

come up with economic solutions to global problems” (393). Food and beverage corporations, such as 

PepsiCo and Coca-Cola, participate in the Global Health Council’s NCD Roundtable and sponsor UN events 

(403). Despite contestation, there is growing recognition among global health experts that the alcohol and 

food industries should be excluded from governance similar to tobacco (180), because of similar patterns 

of COI between private and public objectives (2,3,11,13,14)  
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3.1.2. Implementing collaborative approaches in tobacco control  

Article 5.2(a) of FCTC requires the establishment of a national coordinating mechanism or focal points for 

tobacco control as a way to ensure multisectoral commitment and policy coherence (376). The 2018 

Global Progress Report of FCTC (79) shows that 74% of the parties have established such a mechanism 

(79), but also highlights that only 67% of the 180 countries involved have implemented comprehensive, 

multisectoral tobacco control measures. Forging commitment for tobacco control across government 

sectors is challenging; common barriers include lack of coordination, low political will, TI interference, and 

inadequate resources (68). 

There has been relatively little published about policy coherence and tobacco control, or about the 

structure of institutional mechanisms to implement collaborative approaches Although FCTC is cited as a 

success for HiAP (157), this literature review has not revealed any studies focusing on tobacco control and 

HiAP explicitly. The examples of WOG mechanisms on tobacco regulation in South Korea (122) and the 

Philippines (67) show that it is not enough to offer a balance of power in negotiations between trade and 

health, but health interests need to be prioritised to ensure that commercial interests do not dominate 

regulation. The experience of standardised packaging in Australia shows that WOG approaches can work 

for tobacco control as long as the TI is excluded (404). 

Lencucha et al. (67) suggest that “tobacco legislation that brings together industry interests and health 

objectives in order to ‘balance’ the two […] leads to a space of competing objectives rather than a space 

that can foster coherence”. The authors describe how in the Philippines the multisectoral committee for 

tobacco control was headed by the Department of Trade, which represented TI interests, alongside the 

Department of Agriculture and the National Tobacco Administration, which was a significant barrier for 

the Department of Health to elevate health interests over commercial interests. The authors conclude 

that WOG approaches for NCD prevention should clearly prioritise health objectives (67).  

While most tobacco control experts focus on institutional conditions, there is an emerging but smaller 

scholarship indicating the importance of ideas to ensure that WOG approaches achieve policy coherence 

for health. Several authors state that differences in ideas about the role and mandates of government and 

about the cause of a problem, such as NCDs or high smoking prevalence, are major barriers to policy 

coherence in tobacco governance (46,47,54,67). Labonté et al. (54) explain that in Zambia, tobacco 

production is accepted as a legitimate means of economic development, and they argue that this has to 

be taken into consideration when WOG approaches are planned for tobacco control. According to their 

findings it is not enough to establish intersectoral mechanisms, but dominant ideas about the connection 
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of the TI and economic development need to be shifted to prioritise health in order to create policy 

coherence for tobacco control. They suggest achieving this by building evidence about the impact of the 

TI on a country’s economy, which would prove that tobacco production is not a viable vehicle for 

development. 

3.2. Protection from industry interference 

TI interference is a major barrier for tobacco control (79,80), and it makes reaching policy coherence 

challenging. The FCTC dedicates Article 5.3 to addressing this issue (74); the article and its guidelines 

provide a list of terms of engagement to avoid COI and regulatory capture (74). Regulatory capture 

happens when actors who should be regulated by the state gain control over regulation (209,392,405). It 

is often made possible by an existing COI, which is “a situation in which someone cannot make a fair 

decision because they will be affected by the result” (196). 

3.2.1. The recommended terms of engagement: Article 5.3 of FCTC 

The Guidelines of Article 5.3 provide a set of measures to protect public health policy making from TI 

interference as terms of engagement. The recommendations on minimising interaction between the 

government and the TI aim to prevent industry representatives from influencing policy officers or gaining 

a formal or informal role in policy making (70). Furthermore, any partnerships with the TI should be 

rejected in light of the principle that “because their products are lethal, the tobacco industry should not 

be granted incentives to establish or run their businesses” (74). Such measures are effective only if they 

recognise and cover third parties acting on behalf of industries, and if they are adhered to in all 

government sectors, not only in health (70).   

In case of the absolutely necessary interactions between the TI and the government, transparency and 

accountability measures need to be in place, suggest the Guidelines, for example taking and publishing 

detailed meeting minutes and/or having an independent third party (e.g. a CSO) attend the meetings (74). 

Additionally, the strong monitoring of TI political and social activities through regular information 

disclosure and awareness raising about them is fundamental (70,74). Furthermore, the information 

provided by the TI must be transparent and accurate (74). 

Moreover, any COI need to be avoided by public servants. The recommended measures on one hand aim 

to ensure that no individual gets hired to a government position who has any interests in the TI; policies 

on the declaration such COI before the commencement of employment or on  background checks serve 
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such objectives. On the other hand, public servants shall not be exposed to any new interest in the TI by 

receiving any financial or non-financial inducement from the industry, therefore any payments, gifts or 

services cannot be accepted from the TI. 

3.2.2. The implementation of Article 5.3  

In their recent systematic literature review, Mialon et al. (66) found that there are only a few studies 

focusing on how countries manage corporate influence on heath policy making, and in particular little 

work has been done on LMICs. However, the majority of the available evidence is related to protection 

from TI interference. 

The 2018 Global Progress Report provides some insights into the implementation of Article 5.3: it reflects 

that 71% of the parties to FCTC have implemented at least one of the recommended measures. However, 

Fooks et al.’s (70) research shows that only 16% of the provisions are implemented, and 83% of the 

countries introduced less than a third of the recommended measures. Certain geographical areas have 

been performing remarkably low in regards to Article 5.3; for example, no PSIDS have introduced such 

policies as of 2019 (406,407). The Global Tobacco Industry Interference Index 2019 (80) confirms that the 

implementation of Article 5.3 is “progressing slowly and far from satisfactory”. This is important, because 

evidence shows that those countries who do not have these measures in place struggle with TI 

interference (80). Furthermore, Fooks et al. (70) explain that these policies need to be comprehensive to 

achieve their purpose, thus having implemented only a few of the measures is unlikely to be enough to 

prevent industry interference.  

Hawkins and Holden’s (408) study on the implementation of Article 5.3 in the EU shows that the 

transparency and COI measures are often generic and are not operationalised as the article originally 

intended. Furthermore, awareness raising on TI activities is either not or poorly implemented, but the 

existing rules and policies are sufficient to fulfil the requirements of FCTC on paper (408). This raises the 

question about the sensitivity of the FCTC reporting tool to adequately measure the implementation of 

the convention, and it reflects that the actual implementation of terms of engagement with the TI might 

be worse than it is reported. Furthermore, Hawkins and Holden (408) reveal that officials in EU institutions 

are unaware how the TI uses front groups for indirect lobbying which has been in “excessive use” during 

the negotiations of TPD. Chugh et al. (72) have similar findings regarding generic rules and third party 

lobbying, but they also note that the TI has expanded its activities to the food industry which allows it to 

circumvent the existing terms of engagement. 
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Kuijpers et al. (123) state that the interpretation of Article 5.3 differs in countries based on which interests 

groups around tobacco control are dominant: in those countries where the pro-health groups are more 

influential, the article is interpreted strictly; in countries with more influential pro-commercial groups the 

terms of engagement were understood loosely, mainly focusing on transparency. Lee et al. (122) have 

similar findings in South Korea, where the dominance of pro-commercial interest blocked the regulation 

of TI CSR activities and the development of Article 5.3 policies. Furthermore, they argue that the lack of 

policy coherence between the laws of health and industry was also a major barrier, and TI interference 

further hindered the establishment of terms of engagement (122). The latter was highlighted as the 

reason why Article 5.3 was not even considered in Cambodia according to MacKenzie and Collin (121).  

Lencucha et al. (67) explain that in the Philippines the different mandates and interests of government 

agencies, and the wording of the legislation on tobacco control – prescribing a balance between industry 

and health interests – resulted in the patchy application of Article 5.3. Several non-health government 

agencies were reluctant to exclude the TI from policy making, because due to their mandates, they hold 

themselves responsible for the tobacco farmers and the industry. This placed the pro-health actors into a 

difficult position, because they were unable to conduct intersectoral negotiations without breaching 

Article 5.3. The authors conclude that WOG approaches for NCD prevention need to exclude the harmful 

commodity industries and the notion of balance between commercial and health interests should be 

eliminated from such discussions, otherwise it is likely that policy making will be more influenced by 

private commercial interests than public health interests. 

While Section 2 has described the literature showing that the TI interference can be a major barrier to 

tobacco control, Section 3 has given an account of the literature on how governments can achieve 

comprehensive multisectoral policies despite the influence of such private commercial interests through 

forging policy coherence and implementing terms of engagement. The collaborative approaches 

recommended and practised are HiAP, WOG, and WOS mechanisms; however, the literature shows that 

the inclusion of the TI need to be carefully considered due to several reasons. Firstly, there is an 

irreconcilable COI between the TI and public health. Secondly, the TI is usually able to represent its 

interests better than public health advocates do. Thirdly, collaborative approaches provide a platform for 

TI representatives to engage and influence policy makers who would normally try to minimise interactions 

with the industry in accordance with Article 5.3 of FCTC. Fourthly, the different ideas about the cause of 

NCDs and about the role of governments and the TI shape the attitude and decisions of the involved 

parties and make reaching policy coherence for tobacco control even more challenging. Furthermore, the 
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literature on the implementation of Article 5.3 demonstrates that although the WHO FCTC Global Progress 

Report paints a positive picture of the implementation of Article 5.3, countries are struggling with 

adequately applying terms of engagement with the tobacco industry. The listed barriers include the 

dominance of pro-commercial interests, the institutional conditions maintaining the involvement of TI, 

and the already applied tobacco industry interference in tobacco control policy making.  

These findings highlight the importance of understanding the interest-based conditions which influence 

the intersectoral governance of tobacco, the way ideas shape these processes and outcomes, and how 

institutional structures ensure a level playing field among stakeholders. 

4. Governing the commercial determinants of NCDs in Pacific 

small island developing states 

This section reviews the literature on government responses to the commercial determinants of NCDs in 

PSIDS. SIDS are LMICs countries facing “specific social, economic and environmental vulnerabilities” (87) 

due to their small land and population size and relative geographic isolation (87,112,409–411). These 

conditions make development especially hard for these countries (409,412–414). Larmour and Barcham 

(415) add that weak public and private sector capacity allows corruption, which is a major cause of 

vulnerability to TI interference.  

Ten Pacific Island Countries (PICs) are categorised as SIDS: Kiribati, Federated States of Micronesia, Nauru, 

Papua New Guinea, Republic of Marshall Islands, Samoa, Solomon Islands, Tonga, Vanuatu, and Fiji (416). 

These countries register exceptionally high smoking prevalence rates, especially among males (Figure 1) 

(93–102). Furthermore, there is a “strong emphasis on partnerships as key drivers for sustainable 

development of SIDS”, as the Healthy Caribbean Coalition (417) points out. The UN SIDS Accelerated 

Modalities of Action Pathway (418) and the SIDS Partnership Framework (419) to facilitate reaching the 

UN SDGs are major platforms for development in SIDS, yet they fail to address the concerns described in 

Section 3 about balancing out interests or avoiding COIs. For these reasons, it is particularly important to 

understand the conditions which influence PSIDS governments in regulating the TI.  
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Figure 1 Smoking prevalence in PSIDS, current smokers (93–102) 

Colonisation introduced tobacco to the PICs, reforming the agriculture of these islands to focus on 

exportation of a selected range of products, such as sugar, copra, timber, fish and tobacco (113). Since 

gaining independence, PSIDS have continued to build their export-oriented economies further, “island 

governments encouraged cash cropping and plantation agriculture for quick returns”, and abandoned 

production for local needs (113). During these times tobacco use became embedded in local customs, 

such as kava9 consumption or offering it as a gift (420).  

The academic literature on governing harmful commodity industries in PSIDS has primarily focused on 

ultra-processed foods and beverages. There is a little analysis on alcohol (421–427) and some limited 

scholarship on the regulation of TI. Given this scarcity of studies on tobacco control in PSIDS, the literature 

on the governance of ultra-processed foods and beverages is briefly reviewed. This may help to map some 

of the regulatory issues, which can potentially be expected in tobacco control in these countries. 

4.1. Regulating ultra-processed foods and beverages in PSIDS 

Several authors describe the transition from traditional diets to ultra-processed foods in PSIDS which has 

contributed to the high prevalence of NCDs (113,414,428–435). Scholars explain this with trade 

liberalisation and the dependence of these countries on imported foods (113,414,429,431,433,434).  

 
9 Kava is a traditional drink made of kava root, which has a mild narcotic effect. Tobacco is often smoked during kava 
consumption. 
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Phillips et al. (49) examined ideas and beliefs of the public and government officers about NCD prevention 

in Fiji; they found that most participants had internalised the idea of individual responsibility in relation 

to NCDs. In another study, Phillips et al. (51) found that the current government tightly controls food 

policy making in Fiji, and that health policy makers “worked within or around the neoliberal regime, rather 

than directly challenging it”. The authors stated that NCDs are frequently discussed in the context of 

economic priorities within the government, and suggested that this happens in alignment with dominant 

neoliberal theories. They explained that neoliberal ideologies have defined how the interests of 

multinational corporations are viewed as something the government needs to protect, and explained that 

foreign private companies are seen as important partners in the country’s economic development. 

Furthermore, they found that the public does not seem to understand the relevance of the matter, 

because a healthy diet is unaffordable, civil society is weak, health literacy is low, and the dominant frame 

is personal choice in lifestyle (49,51).  

Thow et al. (436) examined the political economy behind the regulation of food and breastmilk substitute 

marketing in Fiji, and found a conflict of policy paradigms driving business regulation and supporting 

economic development, a power imbalance between pro-health and pro-industry actors, that many 

government actors had limited understanding of the need for industry regulation to address NCDs, and 

that the health sector does not have the mandate to address food marketing issues despite their health 

impact. Waqa et al. (115) and Latu et al. (437) also describe how pro-commercial interests and the political 

environment constrain food policy development in Fiji; they agree that early engagement and 

collaboration with non-health sectors are essential, but further research is required to determine the best 

ways to do so. Waqa et al. (115) focused on the incorporation of evidence into food policy making, and 

found that the lack of formal intersectoral mechanisms limits government officials’ access to the evidence 

necessary for policy development. They also stated that food policies are commonly discussed in an 

economic context during intersectoral negotiations. Latu et al. (437) explained that the lack of political 

will and weak leadership were the main barriers of regulating ultra-processed foods and beverages in Fiji. 

The authors described that the Solicitor General’s Office had not vetted the policy on the regulation of 

ultra-processed food marketing to children for years, partially because of the lack of commitment of “top 

level” executives, and they explain that in the Cabinet “the leaders who make the final decisions were not 

familiar with, and/or committed to a specific policy”. Furthermore, Christoforou et al. (390) and Waqa et 

al. (115) highlight that weak human capacity in the public service was a major barrier for developing and 

implementing multisectoral NCD policies to regulate the food industry in Fiji. 
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The Pacific Monitoring Alliance for NCD Action (MANA) Dashboard is a regional initiative which maps 

selected NCD policies in PICs (406,407). It reports that Tonga is the only PSIDS which has a multisectoral 

NCD taskforce in place. Waqa et al. (115) found that in Fiji multisectoral commitment to regulate food-

related commercial determinants of NCDs is low in non-health government sectors, and industry 

interference has been a major challenge. They state that intersectoral mechanisms are not in place in 

general, and limited human and financial capacity was highlighted as another constraint. Mialon et al. 

(438) state that the food industry in Fiji has been applying a range of corporate political activities with 

potential to influence public health policy making. The industry used information management strategies, 

constituency building with the community, media, and government, and it took advantage of policy 

substitution strategy as well. Friel et al. (158) point out that the siloed operation of government, limited 

financial and human capacity, and the lack of recognition of wider determinants of health are important 

barriers to intersectoral collaboration for NCD prevention in the Pacific. Thow et al. (439) state that in PICs 

it has been possible to involve non-health government agencies in food policy making, but several 

institutional and political conditions need to be taken into account. For example, the more the level of 

political commitment was ensured, the more effective the policy became; and if the health sector was 

responsible for a chosen policy instrument, it was more likely to bring the desired results than if it was 

handled by the trade sector. 

Regarding the wider SIDS literature, Murphy et al.’s (440) study on Caribbean states shows that 

intersectoral collaboration has been recognised as a crucial requirement to develop effective 

multisectoral NCD policies. However, they found that the multisectoral NCD committees appointed for 

this purpose lacked the necessary resources and precise definition on how and what targets such 

collaboration needs to achieve, thus they rarely served as a forum for decision-making. 

4.2. Tobacco control and addressing the commercial determinants of NCDs in the 

Pacific 

The academic literature on the governance of tobacco in PSIDS is more limited than on ultra-processed 

foods and beverages. Linhart et al. (420) and Paterson et al. (441) gave historical accounts of the 

introduction of tobacco to PICs during the colonial era, and describe how smoking became embedded in 

local customs. The scholarly works on tobacco focus on highlighting the problem of high smoking 

prevalence. Marshall (442) reported in the early 1990s on the issue of smoking in the Pacific, and she (443) 

and Martiniuk et al. (444,445) found that smoking continues to place significant burden on PICs. Odden 
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(425) highlights the quick pace of sociocultural and economic change in connection to tobacco use, and 

Quinn et al. (426) found that smoking is rapidly becoming more popular among youth in the Solomon 

Islands. Cussen and McCool (85) warn that today tobacco consumption in increasing fastest in the Western 

Pacific, among the WHO regions, and Kessaram et al. (446) state that PICs have the highest smoking 

prevalence in the region. Several authors find that public attitudes to smoking are favourable in the Pacific 

(447–451).  

All PSIDS have ratified the FCTC (89), and they also established a regional initiative for tobacco control in 

2013; they committed to reduce the prevalence of smoking to below 5% by 2025 under the Tobacco Free 

Pacific 2025 (111). The implementation of FCTC is assessed and reported through bi-annual country 

reports by the parties themselves; however, most PSIDS provide their reports much less frequently (89), 

therefore these documents offer limited data to understand the progress of these countries in tobacco 

control. The WHO Tobacco Free Initiative MPOWER initiative measures the implementation of a selected 

range of tobacco control policies on a yearly basis, thus it provides more regular updates on the countries’ 

performance (452). The MANA dashboard reports on the tobacco control policies listed in MPOWER; it 

shows that there is a complete lack of measures to protect public health policies from TI interference in 

PSIDS (406). A major limitation of these sources is that they merely monitor and report on the progress of 

tobacco control implementation, but do not evaluate countries’ performance. However, the World Bank 

(453) reports that compliance with tobacco control measures is weak in PICs, which indicates that there 

is a gap between the existing policies and their implementation in practice. 

Only a few studies have assessed the implementation of tobacco control measures in the Pacific 

(85,446,447,454,454,455). Cussen and McCool (85) assess eight PSIDS, and confirm that their “islandness” 

makes tobacco control particularly challenging. They found that the level and strength of tobacco 

advertising bans vary greatly among these states, and even in those countries where such measures were 

introduced, there are several loopholes allowing the TI to continue its marketing activities. Growth-

Marnat et al. (454) report on a community based smoking cessation programme developed by a 

traditional Fijian village and conclude that “allowing an indigenous culture to develop their own program” 

offers better results than a Western approach.  

Martin and de Leeuw (455) state that Cook Islands10, Vanuatu, Palau9 and Nauru had achieved good 

progress in tobacco control because of the limited pro-tobacco interests present, strong public support 

 
10 Not a PSIDS. 
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and good policy content. However, they highlight that the pro-tobacco control coalition is small and there 

is little commitment in non-health government agencies. Sugden et al. (447) report on the development 

of an anti-tobacco media campaign in Tonga, which was considered to be a success according to the 

authors, although they emphasise that higher human and financial capacity would have allowed the fitting 

of communication to the local context. Cussen and McCool (85) and Martin and de Leeuw (455) confirm 

that capacity issues are common barrier for tobacco control in PSIDS. 

There are no published reports or scholarly work assessing the level of policy coherence achieved in 

tobacco control in PSIDS and the way intersectoral mechanisms contribute to it. As for balancing out 

interests, only McCool et al. (456) studied how PSIDS protect themselves from TI interference. They found 

that in Solomon Islands and Papua New Guinea Article 5.3 has not been implemented. They suggest that 

government health agencies must recognise the need for terms of engagement, the guidelines have to be 

clear and unambiguous, and the civil society sector needs to be involved as well. They state that political 

commitment to tobacco control and pressure from civil society are crucial to counterbalance vested 

interests. Furthermore, they highlight the importance of monitoring TI activities and suggest that the 

involvement of other sectors is essential in this.   

Expanding the focus to SIDS, the Healthy Caribbean Coalition (HCC) (417) states that Caribbean countries 

tend to be weak in implementing tobacco control measures, and TI interference is a major barrier. They 

found that in Jamaica the “islandness” of the country – its small land and population size, resulting in 

social proximity – facilitated Carreras, the local TI, to build close relationships with certain government 

officials, which led to its direct involvement in decision-making over tobacco control in 2012 (457). 

Furthermore, in the same year Carreras provided financial contributions to politicians in return for their 

support; the authors suggest that this correlates with the weakening of certain tobacco control measures. 

The TI runs CSR projects as well, for example in 2016 it launched a housing initiative for poor local 

communities (458). In Antigua and Barbados the TI managed to delay and weaken the Tobacco Control 

Act 2018, which requires the TI to be represented in tobacco control policy making (417). While corruption 

and industry interference are common in many LMICs, the social proximity characterising SIDS makes the 

establishment of informal connections between public and private actors easier than in larger countries  

(417). 

While the HCC report illustrates the challenge TI interference poses for developing tobacco control 

measures, it does not offer insights into the status of implementation of Article 5.3, nor the possible 

reasons which hinder the development of terms of engagement. The authors suggest that for SIDS, 
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identifying and managing COI is even more challenging, because of their smallness and close social 

proximity between government and the population, their limited resources, and because these 

governments, based on their developing nature, often focus economic interests over public health 

interests (417). 

The literature demonstrates that being a SIDS poses several challenges in regulating the commercial 

determinants of NCDs. Firstly, the small population size of these countries facilitates COI and makes 

industry interference easier than in other LMICs or larger states in general; because of the small size of 

their developing economies, these governments frequently prioritise commercial interests over health 

interests. The small population and economy size, together with the geographic isolation, creates even 

more severe human and financial capacity issues than LMICs tend to have; these further hinder the 

regulation of harmful commodity industries. Secondly, the literature is clear that industry interference is 

a problem in several PSIDS, and no measures have been implemented to protect public health policy 

making from such influence in these countries. Thirdly, the siloed operation and opposing mandates and 

interests of government agencies, and the limited recognition of wider determinants of health, have been 

recognised as major barriers in PSIDS to the necessary comprehensive, multisectoral regulation of 

commercial determinants of NCDs. Finally, while there is growing understanding of the need for 

intersectoral collaboration, it isn’t clear what institutional conditions are most conducive to reaching 

policy coherence. Little is known about how PSIDS manage to achieve policy coherence for tobacco control 

through multisectoral coordination, and the underlying barriers to implementing measures to protect 

public health policies from TI interference need further investigation as well.  

5. Gaps in the literature 

This chapter has provided a review of the literature relating to governance of the commercial 

determinants of NCDs, with a focus on the TI and PSIDS. It demonstrated that there is limited 

understanding about the specific conditions which influence these governments in regulating the market 

and non-market activities of the TI and elevating health interests in tobacco governance.  

Article 5.1 of FCTC calls for the development and implementation of comprehensive multisectoral policies, 

and the tobacco control literature emphasises the need for achieving policy coherence between policy 

fields, especially to elevate health interests over commercial interests. Article 5.2 of FCTC requires the 

establishment of a national coordinating mechanism in order to achieve this, and Article 5.3 of FCTC 
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highlights the importance of protecting public health policies from TI interference. Despite the attention 

these mechanisms receive within FCTC, the literature reviewed in this chapter shows that governments 

struggle to ensure that public health interests are prioritised in tobacco governance, because of a range 

of interest-based, ideational, and institutional conditions.  

A deep understanding about the particular challenges PSIDS face in governing the commercial 

determinants of NCDs of the TI is scarce. This is a critical issue, because these states have a different social, 

political, cultural, and economic context than other LMICs, which is likely to affect tobacco control. This is 

especially troubling in light of the high smoking prevalence and NCD crisis in PSIDS. This research embarks 

on the journey to fill this gap. 

This literature review guided the focus of this research and the development of the analytical framework 

by placing the interests-based, ideational, and institutional conditions into the spotlight. More specifically, 

it has shown the importance of understanding better (1) the conflicting mandates and interests in play in 

tobacco governance, and the ways actors influence agenda setting and policy development; (2) the ideas 

which define how actors perceive policy problems, regarding responsibility and authority to act; and (3) 

the institutional conditions which enable or limit policy coherence for tobacco control and a level playing 

field among stakeholders.  
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Chapter 3. Theoretical perspectives 

Chapter 2 reviewed the literature on the governance of commercial determinants of noncommunicable 

diseases (NCDs) in Pacific Small Island Developing States (PSIDS), with a particular focus on regulating the 

tobacco industry (TI). While it is clear that various interests-based, ideational, and institutional conditions 

shape tobacco governance in these countries, there is a considerable gap in the academic understanding 

about exactly what these conditions are and what influence they have on the regulation of the TI in PSIDS.  

Locating my overarching research question “What conditions influence intersectoral governance of 

tobacco control in PSIDS?” within the literature introduced in Chapter 2, Chapter 3 presents key 

theoretical perspectives from public administration and political science to help understand the ways in 

which interests, ideas, and institutional structures shape the governance of tobacco control in PSIDS. A 

critical public health approach guided the selection of the theories on which the analytical framework was 

drawn. Four theories were selected to help to answer the overarching research question: Avant et al.’s 

(125) theory of authority, Stone’s (126) theory of causal ideas, Feiock’s (127) institutional collective action 

framework, and Croley’s administrative process theory (128).  

The resulting analytical framework (Table 2 on page 55) that is used throughout the remainder of the 

dissertation to collect, examine and explain my empirical data, follows the taxonomy of the “3-i”, the 

interests, ideas, and institutions. This approach was first recommended by Hall (103), and has been 

applied by others such as Pomey et al. (459) and Schram (119) in health policy research. The selected four 

theories connect to the “3-i” framework in the following ways: Avant et al.’s (125) work offers useful 

insights to understand the interest-based conditions which influence intersectoral governance for NCD 

prevention by operationalising influence as authority. Their theory helps to explain why certain actors, 

driven by different interests, are able to dominate policy areas; moreover, it also interprets the ways 

causal ideas and institutional structures define the authority actors have. Ideas are analysed with the help 

of Stone’s (126) theory of causal ideas, which explains how ideas about the causes of problems are 

strategically used by governance actors to achieve certain regulatory outcomes. Thus, while this theory 

focuses on ideas, it connects to interests by explaining how interests drive strategic framing. Finally, the 

theory of institutional collective action by Feiock (127) helps to make sense of the structures of 

intersectoral collaboration, and the theory of administrative process by Croley (128) explains government 



Chapter 3 Theoretical perspectives 

 

40 
 

agencies’ resistance to vested interests through institutional conditions. These two theories interpret the 

connection between interests, ideas, and institutional structures, but they are primarily useful in 

understanding how institutional conditions influence the ways government agencies work together and 

whether they are able to resist industry interference.  

The following three sections introduce the analytical framework in more detail: Section 1 explains Avant 

et al.’s theory of authority, Section 2 discusses Stone’s theory of causal ideas, and Section 3 describes 

Feiock’s ICA framework and Croley’s administrative process theory. Finally, Section 4 presents the 

overarching analytical framework that has been constructed to guide the research, which is based on the 

theories.   

1. Interests 

In order to identify the interest-based conditions which shape intersectoral governance for NCD 

prevention, with a focus on tobacco control in PSIDS, the following two research questions were raised: 

(i) “What are the major interests at play in tobacco governance in Fiji and Vanuatu?”, and (ii) “How do 

actors deploy authority to influence tobacco control?”  

Avant et al.’s theory is helpful in answering these questions, explaining the ways actors exercise authority 

to influence policy making. This section starts by clarifying the way the theory operationalises influence 

as a means to pursue interests and situating it within the 3-i framework. Then it defines the meaning of 

authority and discusses the conditions which influence it and the ways actors utilise it to influence 

governance outcomes.  

Actors with more influence have a better chance to change the course of events for their interests (460), 

and several theories focus on power to define influence (461–465). However, instead of operationalising 

influence as power, this dissertation chooses to focus on authority, because it offers an explanation for 

why some governments perceive the TI as a legitimate actor which needs to be involved in policy making. 

Furthermore, operationalising influence as authority can also provide insights into why certain 

government agencies are perceived to be in a position to contribute to tobacco governance. There are a 

number of theories explaining authority in governance, from the neoclassical theory of authority 

(466,467) to the causal theory of authority (468). While Raz (469) talks about where authority is sourced 

from in general – such as the time, resources, expertise of an actor –, Waldron (470) and Karp (471) focus 
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on political authority. While these theories offer important insights to understand authority, this research 

required an operational approach to analyse where authority is derived from and how it is challenged. 

Avant et al.’s theory has been selected because it offers a typology of authority, explaining where actors 

source their authority from, how they exercise it, and why such authority ebbs or increases. This theory 

resides in the realm of global governance, but its interpretation of authority as a means to influence 

outcomes offers useful insights for national level governance as well, which is the focus of this research. 

The theory has been successfully applied in other public health research, including on trade and health 

(48). The understanding why certain actors have influence over tobacco governance in PSIDS will be 

advanced substantially through the application of a theory of authority, thus helping answer my research 

questions related to interests-based conditions.  

Avant et al. define authority as “the ability to induce deference in others”. This theory helps in 

understanding how and why certain actors become accepted authorities (i.e. legitimate), and how they 

shape policy and decision-making, using ideas and institutional processes. The authors suggest that 

deference to authority has multiple forms: subordination, new preferences, changes in existing 

preferences, or to “mobilize new or different constituencies”. They identified five bases of authority. These 

are: (i) institutional authority, which comes from “holding an office in some established organisational 

structure”; (ii) delegated authority, which arises when authority is temporarily given from another 

authority; (iii) expert authority, coming from having specialised knowledge; (iv) principled authority, which 

is “legitimated by service to some widely accepted set of principles, morals, or values”; and (v) capacity-

based authority, coming from perceived competence. 

The source of authority defines the areas of influence an actor holds; an actor has the power to act only 

on those areas where it is seen to have legitimacy. Avant et al. explain that “legitimacy is a generalized 

perception or assumption that the actions of an entity are desirable, proper, or appropriate within some 

socially constructed system of norms, values, beliefs and definitions.” For example, the World Trade 

Organization has little authority to set the global health agenda; the World Health Organization (WHO) is 

seen as a primary governor on this area. At the same time WHO does not have much authority to dictate 

global trade matters. This is why understanding the sources of authority is helpful, because it explains the 

scope of matters actors have influence upon.  
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The authors also explain the dynamic of authority to influence and govern continuous changes. The 

authority of actors grows, ebbs, or shifts continuously as the relationship between the actors changes. 

Reasons for such changes are varied, including:  

(1) Multiple authority sources within a single actor: these can enhance the actor’s authority, but also 

cause tensions, because of possible contradictions between the responsibilities arising from the 

sources of authority. 

(2) Relations between actors: these can either strengthen or weaken the actor’s authority. 

(3) Performance: whether the outcomes of the actor’s actions are positive or negative can strengthen 

or weaken their authority. 

The following theoretical constructs are included in the analytical framework (Table 2): source of authority 

(institutional, delegated, expert, principled, or capacity-based), and the dynamic of authority, which can 

change because of multiple authority sources within one governor, relations between governors, or 

performance. These constructs will be applied in Chapter 5 in the analysis of interest-based conditions. 

The emerging theories about ideas argue that the analysis of interests cannot be complete without 

understanding the perceptions, norms, and beliefs which determine individual preferences (472–476). 

Other scholars argue that based on their interests, actors strategically shape the ideas and norms of other 

actors and/or the society, thus ideas should be assessed as the outcome of specific interests (126,477). 

These theories suggest that interests and ideas cannot be understood without taking into consideration 

their influence on each other. Furthermore, institutional structures can change due to the influence of 

interests (128,478–480). For example, authoritarian regimes are led by the interests of a small political 

elite, and when such governments start their transition to democracy, often they make rules on paper but 

in practice decision-making remains in the hands of a few in order to keep power in the hands of the few 

(481–483). In the following, Section 2 introduces the theory applied to help analyse ideas in connection 

with interests, before Section 3 discusses the theories used to interpret institutions in this research. 

2. Ideas 

In seeking to identify the ideational conditions shaping intersectoral governance in tobacco control, the 

following research questions were raised: (i) “What are the dominant ideas about tobacco in Fiji and 

Vanuatu?”, and (ii) “How do they influence tobacco control?” To examine these questions, Stone’s (126) 

theory of causal ideas was drawn on, which offers an operational approach to ideational conditions 
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through the assessment of causal ideas. This section starts by connecting ideas to the 3-i framework 

through locating Stone’s theory in the agenda setting scholarship. It clarifies the meaning of the term 

“ideas” as it is used in this theory and throughout the analysis of this research, and then proceeds to 

introduce the theory and its connection to fulfilling the objectives of this research.  

Scholarship on ideas focuses on various levels and types of ideas. Schmidt (472) differentiates between 

three level of ideas: policy solutions, programmatic ideas, and “deep core” ideas. The first level of policy 

solutions identifies an operational course of action or a policy alternative. The second level of 

programmatic beliefs is interpreted as paradigms, frames, policy cores, or “program definitions that set 

the scope of possible solutions to the problems that policy ideas address” (472). The third level 

encompasses the deepest underlying beliefs which can be called public philosophies, public sentiments 

or worldviews (472). 

Schmidt (472) argues that there are two types of ideas which can inhabit the three levels: cognitive or 

normative ideas. She calls cognitive ideas causal ideas, because they explain the practical aspects of a 

problem; they describe “what is and what to do” (472). Normative ideas, on the other hand, focus on 

values: they evaluate policies or programmes based on their alignment with the values of society (472). 

Ideas are important, because they define what issues are recognised to be solved and need to be taken 

into a policy agenda. The literature on agenda setting has been occupied with explaining how ideas 

become so dominant that they define policy actions. This scholarship traditionally has three focus areas 

or streams: identity and characteristics of political actors (485), nature of difficulties (486), and the use of 

language and symbols (487). Stone’s (126) theory offers a fourth angle: it focuses on causal ideas – the 

stories actors tell about problems in order to serve their interests. This theory is particularly occupied with 

the cognitive ideas located on level two of programmatic ideas or problem definitions. Stone explains that 

“ideas about causation”, causal ideas are stories or theories which explain why and how a given problem 

occurred, who or what is to blame for the issue, and who is responsible for resolving it.  

Stone’s theory was selected because it connects to Avant et al.’s theory on authority by explaining the 

ways actors use strategic framing as an expression of their authority and thus pursue their interests. In 

addition, the theory addresses concepts about the wider determinants of health (described in Chapter 2), 

which can be considered as causal ideas as they explain the root sources/causes of diseases. Furthermore, 

Stone demonstrates in her work the applicability of this theory on issues around substance use, such as 

tobacco, and her theoretical constructs about causal ideas show a strong connection with the findings of 
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the tobacco control literature about the use of arguments by the TI. These considerations suggest that 

this theory has the potential to contribute to this research. Therefore, Stone’s theory of causal ideas is 

drawn on to understand how dominant ideas in PSIDS allocate blame and responsibility for smoking and 

the NCD crisis, and how this affects tobacco control.  

The theory of causal ideas suggests that political actors actively seek to shape the perception of problems 

and their causes in order to shift blame and responsibility to their preferred actors by creating causal 

theories (ideas). Stone explains this in the following way: “Problem definition is a process of image making, 

where the images have to do fundamentally with attributing cause, blame, and responsibility.”  

Stone identifies four groups of causal ideas, based on whether the action causing the problem is 

considered unguided or purposeful, and whether the consequences are perceived to be intended or 

unintended. The accidental cause describes problems where no one is at fault, such as natural disasters. 

Stone explains that political actors prefer to shift problems away from this interpretation, so that blame 

can be directed, and control can be gained from the situation. The mechanical cause explains problems 

as the predictable failure of mechanisms, such as the fact that a lightbulb will burn out eventually.  

The intentional cause and the inadvertent cause are more interesting from the perspective of tobacco 

governance. The former describes problems when a planned and deliberate action causes expected 

issues, but these are often hidden from the public, “problems are the result of deliberate but concealed 

action” (126). Tobacco control advocates often use these causal theories to allocate blame to the TI, which 

is aware of the harmful impacts of their products, yet for decades has attempted to hide it – and continues 

to promote sales for profit. The inadvertent causal idea interprets problems as having happened as a 

result of wilful action but without foreseeing consequences. Stone explains this in the following way: “The 

consequences are predictable by experts, but unappreciated by those taking the actions. These stories are 

soft (liberal) version of blaming the victim: if the person with the problem only changed his or her 

behaviour, the problem would not exist” (126). The explanation of the TI on NCDs and deaths attributable 

to smoking belongs to this category. 

As the examples above show, for each problem several things or actors can be identified as the cause of 

the problem. Stone likes the example of substance users: who is to blame for the damage done as a result 

of drunken car accidents, or an increase in cancer in the case of smokers? She explains that the blame 

often shifts along the following axis: 

Raw material provider – manufacturer – seller – consumer 
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According to Stone, identifying the “true cause” of the problem is often not difficult; “the fight is about 

locating moral responsibility and real economic costs on a chain of possible causes” (126). She calls the 

contestation of causal ideas a “tug of war” between policy actors, and it is easy to see how her theory can 

be interpreted for tobacco governance. By applying causal arguments not only can the blame be located, 

but the actor who has the responsibility (and thus the mandate) to resolve the issue can be identified. 

Stone explains that policy actors strategically shape their causal theory in a way that benefits their 

interests most, to achieve one or more of the following outcomes:  

(1) challenge or protect the existing social order;  

(2) assign responsibility to particular political actors to stop an activity or do it differently, face 

punishment, etc.;  

(3) legitimise actors as “fixers” of the problem;  

(4) create new political alliances. 

The theoretical constructs from this theory that have been included in the analytical framework (Table 2) 

are: the causal theories present in tobacco governance; their type; the location of blame (who is blamed?); 

and the location of responsibility (who needs to solve the problem?). Stone’s theory will be applied in 

Chapter 6 in the analysis of ideational conditions. Stone uses the term “ideas” interchangeably with 

“theories”, “stories”, “narratives”, and “arguments”, while this dissertation adheres to the term “ideas” 

primarily in this sense; when any of these other expressions are used in the analysis, they refer to causal 

ideas in this operational way.  

The academic literature recognises that ideas can be shaped by the prevalent political and institutional 

structures (472,488–490): for example, an authoritarian regime is less likely to induce ideas in the public 

about participating in governance. Or if a government is focusing on economic development, often 

neoliberal ideologies of individual responsibility and market liberalisation dominates the thinking of public 

servants (47,223). However, such influence works the other way as well: once an idea becomes popular 

and well-known, the more likely that individuals in the government will take it on board and shape 

institutional structures accordingly (472,474). The following section introduces the theories applied in the 

analysis of institutions and the ways they connect to interests and ideas. 
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3. Institutions 

In seeking to identify the institutional conditions shaping intersectoral governance in tobacco control, the 

following research questions are posed: (i) “What institutional conditions affect policy coherence for 

tobacco control in Fiji and Vanuatu?” (ii) “How, and to what extent, do institutional conditions impact the 

protection of tobacco control from tobacco industry interests in Fiji and Vanuatu?”  

To help examine these questions, the theories of institutional collective action (127) and administrative 

process (128) are drawn on, both of which belong to the new institutionalism field. This section starts by 

briefly positioning these theories in the wider new institutionalist literature, and then describes both of 

them.  

Theories of new institutionalism explain governance through the structure and operation of institutions, 

including government agencies (491). New institutionalist theories can be divided into four categories. 

Rational choice institutionalism, which argues that institutions are “structures of incentives” (492) within 

which individuals act based on their calculated interests (128,479,480,491,492). Historical institutionalism 

describes the development of institutions based on the “logic of path-dependence”, meaning that the 

ways structures are formed follow certain patterns and practices (493–497). Sociological institutionalism 

suggests that individuals within institutions act based on the “logic of appropriateness” – they follow the 

pressures of society in their actions (492,498–501). Discursive institutionalism argues that individuals 

follow the norms, beliefs, and ideas dominant in their institution (472,474,492,502,503).  

Feiock’s institutional collective action framework and Croley’s administrative process theory belong to the 

rational choice institutionalist theories, arguing that calculated interests drive decisions within institutions 

(127,128,504). These theories allow the analysis of institutional conditions shaping the intersectoral 

governance of tobacco from the angle of mandates and interests. This perspective aligns with the focus 

on tobacco control and governance in the health literature on setting up institutional procedures to 

achieve policy coherence and protect health policy making from vested interests. Furthermore, they also 

help explain how government agencies with conflicting mandates work together. In light of these theories, 

this dissertation defines institutional conditions as the factors arising from the organisational structures 

of political and governmental agencies and their operational procedures.  
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3.1. The theory of institutional collective action 

Achieving policy coherence for tobacco control is a challenging task, as Chapter 2 shows. Feiock’s (127) 

theory of institutional collective action (ICA) is useful to understand the success or failure of government 

efforts to forge policy coherence for tobacco control. The research question this theory helps to answer 

is the following: “What institutional conditions affect policy coherence for tobacco control in Fiji and 

Vanuatu?” This section aims to introduce the theoretical constructs of the ICA framework, and explains 

why this theory was selected to guide the analysis of institutions in Chapter 7. 

Multiple theories focus on collaboration between governance actors (505–511); however, the ICA 

framework is unique, because it analyses collaboration risk as a major contributor to the failure or success 

of solving an institutional collective problem (504). This is a particularly important feature for this 

dissertation, because the literature review (Chapter 2) has demonstrated that conflicting mandates and 

interests and the limited commitment of non-health government agencies are common issues in 

multisectoral initiatives of tobacco control. 

Feiock’s ICA theory starts from the idea that institutions will naturally advance their own interests, which 

they prioritise over the collective good of other institutions. While Olson (1971) believed that either 

coercion or ideological motivations could make individuals act for the common good, Feiock suggests that 

institutions are willing to cooperate with each other if a certain set of conditions are present. He explains 

that when multiple government agencies are tasked with regulating an actor or product in different policy 

fields at the same time, it is likely that their policies will have an unplanned impact on other policy fields. 

This is called an externality, and it can be negative or positive for the objectives of the other government 

actors. He argues that the presence of such unplanned impacts may make government agencies recognise 

that harmonising their policies and actions can be mutually beneficial, inspiring institutional collective 

action – which is highly relevant when concerned about issues of policy coherence, as is the case with 

tobacco control.  

Feiock identifies three types of institutional collective dilemmas. Horizontal collective action problems 

happen when a government agency is too small or too large to provide a service efficiently alone or the 

externalities of their service affect other jurisdictions. Vertical collective action problems arise when the 

action or its impact of different hierarchical levels of government agencies overlap each other. The most 

relevant for this dissertation are functional collective action dilemmas, which arise when the externalities 

occur between government agencies with different functions on the same level. The case of tobacco 

governance performed by Ministries of Agriculture, Trade, Industry, Economy and Health is an example 
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of this, because the decisions of each of these sectors on tobacco regulation have important implications 

for other sectoral policies.  

Feiock categorises these intergovernmental mechanisms based on two characteristics (Figure 2). The first, 

the authority of the integration mechanisms (horizontal axis) explains what makes the actors work 

together: they are socially embedded, or work together because of a legal or contractual agreement, or 

because of a political authority. The more their interests align and the more they are committed to 

working together, the mechanisms of the left side of the horizontal axis should be useful for them, 

according to the author. The second characteristic is the complexity of the mechanism (vertical axis); this 

shows whether it encompasses a wide range of policies and policy areas with more actors involved, or it 

focuses on a narrow set of issues and operates with only a few actors. The more actors and policy areas 

need to be aligned, the more challenging the collaboration becomes, therefore stronger incentives or 

authority are needed to make the government agencies to work together.  

 

Complexity 
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Complex / 
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Intermediate / 
Multilateral 
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Figure 2 Integration mechanisms and transaction costs (127) 

Feiock explains that whether government agencies choose to work together to solve their collective 

problem depends on the risk of collaboration and the anticipated net benefits. The risk of collaboration is 

defined by three factors: (i) the specific nature of the dilemma, (ii) the distribution of preferences among 
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participants, and (iii) the political and institutional structures.  

The first factor, the nature of the dilemma, will most likely be one of the following: (a) a coordination 

problem when the government agencies need to organise their activities to align with each other; (b) a 

division problem when the share of tasks and benefits needs to be decided while the interests of the 

actors are still very much aligned; and (c) a negative externality problem when the parties have opposing 

interests, thus the decisions made through the collaboration can result in unwanted impacts for one or 

more participating actors. The severity of the risk of collaboration increases from problem (a) to (c). The 

higher risk the collaboration carries, mechanisms with stronger authority and higher embeddedness are 

likely to be more effective in ensuring that the collaboration does not break down.  

The second factor, the distribution of preferences, shows the divergence of the actors’ interests, and the 

economic, demographic, and ideological similarity between them. The more homogeneity there is 

between the actors, the easier it is for them to work together, because as Feiock explains, “homophily 

provides a safeguard against political and economic power asymmetries that would advantage one of the 

parties and create problems for negotiating fair division of benefits”.  

The third factor, the political, legal, and institutional structures, sets the strategies available and incentives 

for each government agency to advance their interests and minimise their costs. For example, centralised 

government structures often do not give space to voluntary collaboration, while decentralised structures 

facilitate it.  

The net benefit gained from participation – the gains minus the transaction costs11 – is the primary 

incentive for government agencies to collaborate. The more formally imposed the mechanism, the more 

centralised decision-making powers are set, and more actors it involves, the higher the transaction costs 

become, but the more likely it will be that it effectively solves the ICA dilemma even when the 

collaboration risk is high. However, when the collaboration risk is low, there is no need for costly and 

complex mechanisms. 

While multiple studies use the ICA framework to examine the horizontal types of dilemmas in interlocal 

governance, more recent works have successfully applied this theory to assess functional collective action 

dilemmas between government agencies in different sectors (504). For example, Swann and Kim (512) 

 
11 Feiock (127) identifies four types of transaction costs: information costs, external decision costs, enforcement 
costs, and external decision costs. Kim et al. (504), in their interpretation of the ICA framework, suggest categorising 
transaction costs into two groups: autonomy costs, “associated with sacrificing localised autonomy”, and decision 
costs, “associated with information-searching, bargaining, and negotiating integration mechanisms”. 
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used the ICA framework to study functional government fragmentation, and more recently, Greer et al. 

(513) studied how silos between water, agriculture, and food sectors can be broken down with the help 

of Feiock’s theory.  

I draw on the ICA framework to help examine and explain why government agencies regulating tobacco 

are able to work together efficiently, or not. The perceived net benefits and the collaboration risk 

surrounding tobacco governance, together with the intergovernmental mechanisms for intersectoral 

engagement applied, can explain the success or failure of efforts to reach policy coherence for tobacco 

control, thus helping answer my research question on “What institutional conditions affect policy 

coherence for tobacco control in Fiji and Vanuatu?” The following constructs were included in the 

analytical framework (Table 2): perceived net benefits as the aggregation of transaction costs and 

expected gains; the collaboration risk, which is defined by the type of the dilemma, the distribution of 

preferences, and the political and institutional structures; and the applied intergovernmental 

mechanisms. The ICA framework is applied in the analysis presented in Chapter 7. 

3.2. Administrative process theory 

The tobacco control and governance for health scholarship highlights the importance of protecting public 

health policy making from TI interference. In seeking to answer the research question on “How, and to 

what extent, do institutional conditions impact the protection of tobacco control from tobacco industry 

interests in Fiji and Vanuatu?”, Croley’s (128) administrative process theory offers an explanation on what 

conditions help government agencies resist vested interests.  

Multiple theories – for example public choice theory (479), the neopluralist approach with the theory of 

competition (514), public interest theory (515), and the civic republican account (516) – have sought to 

explain regulatory capture i.e. when the regulated actor gains control over the regulator agency. The most 

notable is public choice theory, which argues that because government procedures are designed to ensure 

stakeholder involvement in most democratic countries, well-organised interest groups with a narrow 

agenda are able to capture legislators (479). They in turn use their direct influence to force government 

agencies to make policies which support the interests of the groups that captured them, which results in 

the government agencies’ failure to protect public interests (479). Thus, the theory argues that the only 

solution to regulatory capture is downsizing regulatory agencies (479). The problem with public choice 

theory is that it does not explain those cases when regulatory agencies do not fall into the hands of vested 

interests despite all the efforts of influence, and they continue to regulate with a focus on public interest.  
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Public choice theory could not have predicted the progress of tobacco control all around the world (79). 

Also, the concept of commercial determinants of health defies the call for the withdrawal of regulatory 

government as it argues that weak regulation of unhealthy commodity industries is a major driver of the 

current NCD crisis (9,45,517,518). When trying to understand the conditions which influence the 

resistance of government agencies against regulatory capture, this research requires theory which offers 

explanation of the positive deviance cases. Croley’s (128) administrative process theory does exactly that. 

This theory investigates the following questions: 

Under what set of conditions can regulatory bodies […] deliver broad-based benefits – 
“public interest” or, better, “public interest”’ rather than “special interest” regulation? 
What channels of agency authority – that is which decision-making procedures – are 
insulated from the usual consequences of interest-group politics? And why do they at 
times seem to deliver broad-based benefits even over the strong opposition of well-
organized and well-funded interests? (128) 

To Croley “special interest” regulation means that regulation benefits a narrow segment of the population 

which results in net social losses for the society in large. “Public-interested” regulation aims to increase 

the overall welfare of the population; the benefits offered by the regulation outweigh any negative impact 

on the society (128).  

The theory was developed based on the political and government system of the United States of America 

(USA) (128), which shows several similarities to those of Fiji and Vanuatu (519–521), including the 

structure of government12, briefly explained in the following. Before launching into the explanation of 

Croley’s theory, it is important to clarify the various government functions and actors discussed in this 

dissertation in accordance with the political and government system of Fiji (519) and Vanuatu (523) to 

avoid confusion. The term “government” can be used in two ways: it can refer to the three branches of 

government which include the Executive, Legislative, and Judiciary, or only the Executive (524). The 

Executive branch includes administrative agencies, such as different ministries and background 

organisations. The public servants working in these institutions are commonly called administrators or 

bureaucrats. These actors are responsible for policy development and implementation, and regulation on 

an operational level. The Parliament represents the Legislative branch of a government, where Members 

of Parliament (MPs, legislators or Parliamentarians) make laws and represent the public. The third branch 

of the government is the Judiciary (i.e. the Courts) where the judges enforce laws. It is important to 

 
12 For example, in the USA, Fiji, and Vanuatu, the executive (i.e. the government or administration), the judiciary (i.e. 
the court), the legislative branch (i.e. the Parliament), and the presidential office oversee each other’s work, which 
is called the “checks and balances” (522). 
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highlight that throughout this dissertation when the term “government” is used, the Executive branch is 

being referred to. When other branches are discussed, the reference to them will be explicitly stated. 

The administrative process theory suggests that administrative structures within the government enable 

broad interests to win over narrow interests. Croley argues that legislators are likely to be swayed by 

interest groups, but administrators have the skills to recognise what regulatory practices serve the public 

good, and most of the time they have the motivation to serve public rather than private interests. Having 

the opportunity to consult with the public and interest groups is important; however, policy making 

procedures should balance out the influence of stakeholders.  

Croley offers five propositions, which explain why certain governments are able to resist TI interference 

by ensuring that private interests are not prioritised over public interests. The administrator motivation 

claim argues that administrators have a tendency to place public interests first. The agency autonomy 

claim suggests that administrative bodies are not fully controlled by legislators and they are independent 

from the influence of their regulatee. The institutional environment claim states that extra-legislative 

mechanisms such as judicial reviews and presidential oversight help maintain the autonomy of 

administrative bodies. The administrative neutrality claim argues that government bodies can apply 

administrative procedures which level out interest group influence on policy making. Lastly, the social 

welfare claim states that administrative policy making processes allow proper information gathering by 

monitoring and evaluating the issue at hand and are able to assess the costs and benefits of policy 

alternatives. 

The administrative process theory claims that legislators do not necessarily have close control over 

bureaucratic decision-making and regulation which seeks to serve the public interest instead of short-

term political interests – if a certain set of conditions come together. Croley studied several cases of 

bureaucratic regulation where legislators’ influence could not deter administrative agencies from 

implementing policies for the sake of public interest. He found that public policy officers are often 

independent and represent interests of public good (administrator motivation claim). At the same time 

legislators often do not have the capacity to directly manage bureaucratic processes, and even if they do, 

if administrative processes are participatory and transparent, they will not be able to exert their influence 

over regulatory decision-making without a strong system of justifiable arguments (administrative 

neutrality claim). These conditions would not be enough without the agency bearing autonomy and 

authority (agency autonomy claim, institutional environment claim). Also the organisation would need to 

have adequate resources to prepare for decision-making by collecting and analysing data to develop policy 
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alternatives which allow the selection of the decision which carries the greater benefit for the public 

(social welfare claim) – this also entails informational independence from those parties who have the 

biggest stake in the outcome of the regulatory decision. The convergence of all these conditions is needed 

to ensure that regulation serves the public good. For example, if the first claim (administrator motivation 

claim) is not in place, public policy officers simply direct administrative processes towards their own rent 

seeking. Thus, the theory explains regulatory capture as a failure to have all the five conditions in place, 

instead of the inherent failure of the policy making process to ensure public-interested regulation. With 

its claims, the administrative process theory offers an explanation why some government agencies are 

able to resist TI interference.  

This theory was used by Croley in his study on the US Food and Drug Administration’s Tobacco Initiative 

(128). It helped in understanding why the agency was successful in ensuring that public health interests 

drive tobacco governance and that vested interests do not interfere with their policies. This demonstrated 

contribution to tobacco control governance suggests that the theory has the potential to support my 

research in Fiji and Vanuatu, and provide important insights into my research question “How, and to what 

extent, do institutional conditions impact the protection of tobacco control from tobacco industry 

interests in Fiji and Vanuatu?”  

To this end, the following constructs were included in the analytical framework (Table 2): public-interested 

administrators, bureaucratic autonomy, institutional environment, administrative procedures balancing 

out interest group influences, and cost-benefit analysis of policy alternatives. The theory of administrative 

process will support the analysis presented in Chapter 7. 

As the theories introduced above explain, institutions are shaped by interests and ideas, but they are also 

able to change the ways people think and what they prefer. Therefore, analysing only the institutional 

conditions of the governance of commercial determinants of NCDs would not provide a complete picture; 

instead, the focus on all three “i”s – interests, ideas, and institutions – is necessary as these three actively 

influence each other.  

4. Analytical framework 

Based on the theoretical perspectives presented above, the following analytical framework was 

developed to guide the data collection and analysis of this dissertation, examining the interests, ideas, 

and institutions that influence intersectoral governance of tobacco control in Fiji and Vanuatu. The 
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framework draws from the four theories of authority, causal ideas, institutional collective action, and 

administrative process. Table 2 summarises the analytical framework and presents its alignment with the 

research objectives and questions. 

The “interests” part of the framework focuses on the distribution of interests and the authority that 

various actors wield and exercise to pursue those interests in tobacco governance. The typology and the 

dynamic of authority from Avant et al.’s theory operationalises influence and thus helps to explain why 

certain actors are better at pursuing their interests in tobacco governance than others. The research 

questions this part of the framework helps to answer are: “What are the major interests at play in tobacco 

governance in Fiji and Vanuatu?”, and “How do actors deploy authority to influence tobacco control in Fiji 

and Vanuatu?” 

The “ideas” part of the framework examines the ways ideas influence intersectoral governance of tobacco 

control. The theoretical structures derived from the theory of causal ideas help in understanding how the 

dominant causal ideas direct the blame of the NCD crisis and tobacco use to certain actors and identify 

the parties who should be responsible for resolving these issues. These theoretical perspectives on causal 

ideas aim to shed light on the following research questions: “What are the dominant ideas about tobacco 

use and NCD crisis in Fiji and Vanuatu?”, and “How do they influence tobacco control?”  

The “institutions” part focuses on two areas of tobacco control governance. First, it explains the political 

and institutional structures which influence how actors can work together to achieve policy coherence. 

Second, it offers insights to understand whether such structures are conducive to create a level playing 

field in tobacco governance among stakeholders. The theoretical constructs derived from institutional 

collective action help with the former, while the latter is achieved through administrative process theory. 

Thus, the following research questions are explored through this analytical lens: “What institutional 

conditions affect policy coherence for tobacco control in Fiji and Vanuatu?”, and “How, and to what 

extent, do institutional conditions impact the protection of tobacco control from tobacco industry  

interests in Fiji and Vanuatu?” 

Chapter 4 now explains the methodological approaches used, including the application of the analytical 

framework, to achieve the objectives of the study. Chapter 5 presents the results on interest-based 

conditions with the application of Avant et al.’s theory of authority. Chapter 6 focuses on the findings on 

ideational conditions with the help of Stone’s theory of causal ideas. Chapter 7 explains the results on 

institutional conditions with the use of Feiock’s ICA framework and Croley’s administrative process theory.  
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Table 2 The analytical framework and its alignment with the research objectives and questions 

Focus Research Objectives  Research Questions  Theories  Theoretical Constructs  
Result 

Chapters 
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Identify the interests 
that shape 
intersectoral 
governance for 
tobacco control in 
PSIDS. 

What are the major 
interests at play in tobacco 
governance in Fiji and 
Vanuatu?  Avant et al.'s 

theory of 
authority 

Sources of authority 

Chapter 5 

 

  

How do actors deploy 
authority to influence 
tobacco control in Fiji and 
Vanuatu? 

 

Dynamic / changes in 
authority 
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Identify the ideas that 
shape intersectoral 
governance for 
tobacco control in 
PSIDS. 

What are the dominant 
ideas related to tobacco in 
Fiji and Vanuatu? 

The theory of 
causal ideas 

Type of causal idea 

Chapter 6 

 

  

Direction of blame 
(what/who caused the 
problem) 

 

How do they influence 
tobacco control? 

 

Solution (how to solve 
the problem) 
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should solve the 
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IN
ST

IT
U

TI
O

N
S 

Identify the 
institutional conditions 
that shape 
intersectoral 
governance for 
tobacco control in 
PSIDS. 

What institutional 
conditions affect policy 
coherence for tobacco 
control in Fiji and Vanuatu? 

The theory of 
institutional 

collective action 

Perceived net benefits 

Chapter 7 

 

 
Collaboration risk 

 
 
 

Applied 
intergovernmental 
mechanism 

 

How, and to what extent, 
do institutional factors 
ensure a level playing field 
in tobacco governance 
among stakeholders in Fiji 
and Vanuatu? 

The 
administrative 
process theory 

Public-interested 
administrators 

 

Institutional 
environment  

 

Bureaucratic autonomy  

Administrative 
procedures balancing 
out interest group 
influences 

 

Cost-benefit analysis of 
policy alternatives 
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Chapter 4. Methodology 

Chapter 4 describes the research design and methods used to answer the research questions of this 

dissertation. Section 1 briefly provides a reminder of the research aim, objectives and questions. Section 

2 describes the research design and Section 3 describes the case selection process which led to the 

inclusion of Fiji and Vanuatu as relevant cases to assess intersectoral governance in tobacco control. 

Section 4 describes how data was collected in these locations, followed by an explanation of the data 

analysis as informed by the analytical framework. Finally, Section 5 describes the limitations of this 

methodology. 

1. Study aim and research questions 

The aim of this research is to improve understanding of the conditions that influence how governments 

in Pacific small island developing states (PSIDS), address the commercial determinants of 

noncommunicable diseases (NCDs) in relation to tobacco.   

The overarching research question is “What conditions influence intersectoral governance of tobacco 

control in PSIDS?” The objectives and concomitant sub-questions are: 

Objective 1: Identify the interests that shape intersectoral governance for tobacco control in PSIDS.  

i. What are the major interests at play in tobacco governance in Fiji and Vanuatu?  

ii. How do actors deploy authority to influence tobacco control in Fiji and Vanuatu? 

Objective 2: Identify the ideas that shape intersectoral governance for tobacco control in PSIDS. 

i. What are the dominant ideas related to tobacco in Fiji and Vanuatu? 

ii. How do they influence tobacco control? 

Objective 3: Identify the institutional conditions that shape intersectoral governance for tobacco control 

in PSIDS. 

i. What institutional conditions affect policy coherence for tobacco control in Fiji and Vanuatu? 

ii. How, and to what extent, do institutional factors ensure a level playing field in tobacco 

governance among stakeholders in Fiji and Vanuatu? 
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2. Research design 

This research applied a qualitative methodology with an exploratory case study approach for the purposes 

of exploring the conditions influencing intersectoral governance of tobacco control.  

The case study approach can be described as “the detailed examination of an aspect of a historical episode 

to develop … historical explanations that may be generalisable to other events” (525). Or as Gerring (526) 

explains, “the case study [is] an intensive study of a single unit for the purpose of understanding a larger 

class of (similar) units.” Case studies have particular advantages for the inquiries that this dissertation 

addresses; they are useful to answer the type of “how” and “why” questions that this research focuses on 

(527). Furthermore, the concentration on a small number of cases allows deep examination and 

appreciation of the complex context of governance in PSIDS by gaining an “insider’s viewpoint” (528), 

which is indicated in the literature as being important in understanding the conditions that influence 

tobacco control (525).  

This research used a two-case design (529): it employs the case of tobacco control in two PSIDS. While a 

larger case number would further strengthen the conclusions by creating more reliable and robust 

evidence (530), the temporal and financial restrictions of this PhD research limited the cases to two. 

However, as Yin argues (529), a two-case design already raises the analytical strength of the research, 

because the results arising from the two cases can be contrasted (530). This improves the accuracy and 

generalisability of the findings and reduces uncertainty (525,528). This design allows the exploration of 

the conditions surrounding the intersectoral governance mechanisms of tobacco control in two countries 

with similar contexts (527,531,532). The suitability of Fiji and Vanuatu as case studies for this study is 

explained in Section 3 of this chapter.  

The two-case design is used in combination with within-case analysis and cross-case synthesis. This 

approach enables analysis of the findings from the two cases within a single analytical framework (525). 

Such a study design is particularly efficient for in-depth analysis of the conditions behind governance 

mechanisms (533), thus it suits this exploratory study well.  

Within-case analysis is defined as “the in-depth exploration of a single case as a stand-alone entity” (528). 

Such an approach allows deep analysis of the interest-based, ideational, and institutional conditions 

characterising tobacco control governance in both contexts (528). The findings of each case contribute to 

the conclusions of the entire study, while they are examined as individual units. This is beneficial because 

the intrinsic aspects of the cases can be revealed, which may either be generalised to other cases or found 
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to be unique (528). Furthermore, this approach might reveal components that could have been missed in 

a comparative case study due to a focus on designated themes (528). Furthermore, within-case analysis, 

due to its in-depth exploration of individual cases, can result in the generation of a preliminary theory, as 

it enables the exploration of patterns that are prevalent in the examined cases.  

A cross-case synthesis – combining evidence from the two cases (534) – was applied to aggregate the 

findings of each within-case analysis. This allows a case-based approach rather than a variable-based 

approach, because it synthesises the results without reducing the data to variables, thus keeping their 

holistic features (529). This enables the synthesis of within-case patterns while keeping the integrity of 

each case (529). Furthermore, it allows the definition of similar and different patterns which can then be 

utilised to develop a preliminary theory (528). 

A case study approach has been applied in other works on the regulation of harmful commodities in PSIDS 

(115,428,437), and Martin and de Leeuw (455) successfully used the multiple case study approach with 

within-case analysis for their research focused on exploring conditions influencing the implementation of 

tobacco control policies in selected PSIDS. Their research was similar to this project, with its focus on in-

depth analysis of conditions around tobacco governance; the main difference is that it studied 

implementation, while this dissertation places more focus on agenda setting and policy making. These 

successful applications of the chosen research design suggest that the approach is fit for the purposes of 

my study.  

3. Case selection 

This section provides an overview of the selection process and the applied selection criteria, before 

introducing Fiji and Vanuatu as the case study countries purposively chosen for this study. 

3.1. The selection process 

Recent improvement (between 2011 and 2017) in tobacco control performance was nominated as the 

primary criterion to allow the selection of countries which possibly overcame the governance challenge 

of conflicting mandates and interests in tobacco governance. To incorporate the possible contestation of 

interests between health and other sectors, the presence of the tobacco industry (TI) or interest in 

tobacco investment was identified as the secondary criterion. Following the selection of countries based 

on these two criteria, the feasibility of conducting the fieldwork was also taken into account, based on 
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research networks and organisational connections. The remainder of this section explains more about the 

selection criteria. 

Criterion 1. Improvement in tobacco control performance  

Three key data sources were considered to identify PSIDS’ improvement in tobacco control performance. 

The first source, the publicly available World Health Organization Framework Convention on Tobacco 

Control (WHO FCTC) Global Progress Reports did not provide details at the country level (79,89,535–539) 

(with the exception of the 2014 report (540)). The second source, the WHO Tobacco Free Initiative (541) 

MPOWER monitoring system provides measures of the following: monitor tobacco use and prevention 

policies (M); protect people from tobacco use (P); offer help to quit tobacco use (O); warn about the 

dangers of tobacco (W); enforce bans on tobacco advertising, promotion and sponsorship (E); and raise 

taxes on tobacco (R). This monitoring system provides data that is comparable in time and between 

countries and regions, and it is collected by the WHO Country Offices (and then endorsed by the country’s 

government). The third source, the Pacific Monitoring Alliance for NCD Action (MANA) dashboard, reports 

(91,542) contain a set of indicators on the implementation of the same set of tobacco control policies 

listed in MPOWER. At the time of the case selection stage of this research, reports on many PSIDS were 

not yet complete.  

The MPOWER data was chosen to select the PSIDS with the most improvement in tobacco control 

between 2011 (the first MPOWER report) and 2017 (the year of the case selection for this study) 

(543,544). The MPOWER reports offer data on each category of measures with a colour-code system; they 

do not provide an aggregated score of tobacco control performance. The candidate translated the colour-

codes of the MPOWER data to scores by allocating numbers from 0 to 4 as the colour of the indicator 

deepened, 0 being the lightest colour and 4 the darkest, reflecting the 4 levels of shades used as colour-

codes in the reports13. By adding the individual indicator scores together, a composite index was created 

to show the status of tobacco control in a given year in a given country. As this research is concerned 

about policies to control tobacco industries, only those themes within MPOWER were taken into account 

that directly relate to industry regulation. Thus, the composite index was calculated using the monitoring 

(M), health warnings (W1), advertising bans (E) and taxation (R1) measures. After calculating the status of 

tobacco control in 2011 and 2017 in those 10 PSIDS which are covered in the reports, the values of 2017 

 
13 The only exception was the indicator of monitoring (M), where only 3 levels were differentiated in the MPOWER 
reports; thus, for this indicator the maximum score was 3. 
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from the values in 2011 were subtracted to gauge the amount of progress (see Appendix 1 for detailed 

calculations). 

It would have been useful to use levels and trends in smoking prevalence to offer insights into the 

performance of tobacco control within PSIDS. This was not possible for two reasons. First, in the majority 

of PSIDS there are no data on smoking prevalence from recent years (Table 3). Second, it is difficult to 

compare smoking prevalence data among PSIDS, because these states do not monitor tobacco use with a 

set frequency nor with fixed variables (e.g. Niue measures adult smoking in the population over 15 years 

of age, and their latest survey was done in 2011; while Solomon Islands’ last report with data on tobacco 

use came out in 2006 and covers the population between 25 and 64 years of age) (93–102).  

Table 3 Smoking prevalence in PSIDS, current smokers (93–102) 

SIDS 
Both 
sexes 

Male Female 
Year of 

data 
collection 

Kiribati 58.0% 74.1% 43.1% 2004 

Papua New Guinea 44.0% 60.3% 27.0% 
2007-
2008 

Solomon Islands 41.4% 56.1% 26.1% 2006 

Nauru 49.7% 52.9% 56.0% 2004 

Samoa 34.6% 49.4% 18.0% 2002 

Federated States of 
Micronesia 

30.5% 48.9% 11.6% 2006 

Fiji 30.8% 47.0% 14.3% 2011 

Tonga 31.0% 46.2% 16.3% 2004 

Vanuatu 23.7% 45.8% 4.0% 2013 

Marshall Islands 19.8% 34.7% 4.2% 2002 

 

Criterion 2. Presence of tobacco industry or interest in tobacco investment  

The second selection criterion was the presence of the TI or their interest in tobacco investment in the 

country. Three categories of TI interests in SIDS were defined by the candidate, that allowed the 

assessment of intersectoral governance of tobacco in presumably different stages of commercial 

influence: countries where there is an established TI (category A); countries where there is active interest 

or lobbying to establish TI (category B), and countries where no interest is present or interests are not 

publicly known (category C). Countries were identified from categories A and B. The presence of the TI 

was assessed through tobacco-related exports as the percentage of GDP in the PSIDS; this was calculated 

as the proportion of total value of tobacco export (545) in the total net GDP (546). (The original data and 

the calculations are presented in Appendix 2.) This allowed the identification of countries with already 
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established TI (category A). For those PSIDS where the export data didn’t indicate an established TI, a 

Google search was conducted to scope the interests in foreign direct investment (FDI) in tobacco with the 

application of a key word search of “tobacco investment” and the country name (category B). If no such 

interest was revealed in this search, the SIDS was classed as category C. 

Table 4 presents the PSIDS and their values of primary and secondary criteria. The selection process 

started with the application of the primary criterion, which ranked the countries based on their progress 

in tobacco control. As the next step, tobacco-related exports were added to each country, which allowed 

the identification of countries in category A. The countries that had the most progress in tobacco control 

despite an established TI were Fiji and Samoa. Since Fiji had the higher values on both criteria, it was 

nominated as the ideal PSIDS for category A. To identify a country for category B, a scoping Google search 

was conducted on prospective FDI in tobacco in PSIDS with zero tobacco-related exports but with 

demonstrated progress in tobacco control (Kiribati, Vanuatu, Nauru, and the Federated States of 

Micronesia). The search revealed that Vanuatu has been under pressure from foreign investors to 

establish a TI (which at the time of the selection process was still unsuccessful) (547), while such 

information was not found for the other states. Therefore, Vanuatu was nominated as the ideal country 

for category B.  

Table 4 The application of selection criteria on PSIDS 

 Criterion 1 Criterion 2 

 PSIDS 

Change in tobacco control 
implementation  

change in score of MPOWER 
measures on industry 

regulation, WHO Report on 
the Global Tobacco Epidemic, 

2017-2011 (Appendix 1) 

Economic interest 
for tobacco growing 
and manufacturing  

tobacco related export 
(% in GDP) in 2014 

(Appendix 2) 

Category of TI interests 
A – TI presence; Category 
B – No TI presence but TI 
interest; Category C – No 

TI presence and no TI 
interest publicly expressed 

Kiribati 5 0.00000% C  

Fiji 4 0.03727% A 

Vanuatu 4 0.00000% B 

Samoa 3 0.02939% A 

Nauru 3 0.00000% C 

Federated States of Micronesia 1 0.00000% C 

Solomon Islands 1 0.06372% A 

Tonga 0 0.06504% A 

Marshall Islands 0 0.08689% A 

Papua New Guinea -2 0.00428% A 
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From a feasibility perspective, due to the temporal and resource limitations of a PhD research project, 

when the list of countries was created using criteria 1 and 2 and the selection was made, these were 

checked to ensure that the candidate had the necessary scholarly and professional connections through 

her academic institution. As a result of this process, Fiji and Vanuatu were selected as case studies for this 

research. The following section provides a brief introduction to these PSIDS. 

3.1.1. Fiji 

The Republic of Fiji, with its population of 884,887 people (548) and 332 islands is one of the largest of 

the PSIDS (Appendix 3). The population mainly consists of two large ethnic groups: 56.8% indigenous 

Fijians, so-called iTaukei, and 37.5% Indo-Fijians (549), the descendants of the Indians who were brought 

to the islands during the British colonial era between 1874 and 1970 (550). The median age14 of the 

population is 27.6 years (551). 

After gaining independence in 1970, Fiji became a parliamentary representative democratic republic. 

However, its political history since then has been characterised by a so-called coup culture: the 

government has experienced four military coups – two in 1987, and one each in 2000 and 2006 – when 

pro-iTaukei and pro-Indo-Fijian governments were grappling for power (521,552,553). Fiji started its 

return towards democracy in 2014 when elections were held and democratic institutions, such as the 

Parliament, were re-established. The Economist Intelligence Unit classes Fiji as a hybrid regime, suggesting 

that it is in transition from an authoritarian political structure to democracy15 (554). 

The health context 

In Fiji almost every second man regularly consumes tobacco, while 14% of Fijian women smoke (in 2011, 

latest available data) (99). Linhart et al. (420) show that in Fiji the trends in smoking prevalence have been 

following the decrease visible in high-income countries; however, this positive trend has stalled over the 

past 10 years. Almost a thousand men die in Fiji from tobacco-caused diseases every year, which 

constitutes 15% of all deaths in the country; among women this rate is 7% (556). 

 
14 Age that divides the population distribution into two equal parts – that is, 50 percent of the population is above 
that age and 50 percent is below it. 
15 The Economist Intelligence Unit defines a hybrid regime in the following way: “Elections have substantial 
irregularities that often prevent them from being both free and fair. Government pressure on opposition parties and 
candidates may be common. Serious weaknesses are more prevalent than in flawed democracies—in political culture, 
functioning of government and political participation. Corruption tends to be widespread and the rule of law is weak. 
Civil society is weak. Typically, there is harassment of and pressure on journalists, and the judiciary is not 
independent” (554) (555).….. 
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The Fijian population is generally at high risk for developing NCDs: 65% of Fijians are overweight or obese, 

31% of them have raised blood pressure, 30% of them have raised blood sugar, and 16% of them drink 

alcohol regularly (99). The Global Burden of Disease Database (557) shows that these risk factors caused 

most disabilities (disability adjusted life years, DALYs16) in Fiji in recent years. 84% of deaths are caused by 

NCDs (558). 60% of these NCD deaths are premature17 (559). Diabetes and cardiovascular diseases are 

responsible for most years of life lost (YLLs)18 in Fiji (557), but the number of cancer cases has been 

increasing rapidly in recent years (560). Life expectancy at birth was 70 years in 2016 (561). 

The economic context 

Fiji is an upper-middle income economy with US$5.1 billion GDP in 2017. GDP per capita is US$5,589, and 

its economy showed 3.8% growth in 2017 (546). Almost half, 44.2%, of Fijians work in agriculture, and 

nearly the same amount of people (41.6%) work in services. Industries such as manufacturing, energy 

production, and construction employ only 14.3% of the labour force (549). While services bring in 69.1%, 

industries earn 17.4%, and agriculture contributes 13.5% of GDP (549). Based on data from the 

International Trade Centre, tobacco-related exports are around 0.04% of Fiji’s GDP (545,546). The 

country’s main income is from tourism and overseas remittances. 

The tobacco industry 

The TI was officially established in Fiji in 1973 when Carreras and the Fiji Tobacco Company merged to 

create the Southern Development Company (SDC). In 1992 the Central Manufacturing Company (CMC) 

purchased SDC, and in 2000 British American Tobacco (BAT) bought CMC (562). Since then BAT has 

controlled the entire supply chain of tobacco in Fiji. It is the second largest multinational tobacco 

corporation in the world after Philip Morris International, with net sales of 26.1 billion US$ in 2018 (563). 

Today, BAT Australasia covers Australia, New Zealand and PICs, and its head office is based in Sydney. The 

company manufactures tobacco in Suva, and it started developing another plant in Nadi in 2019 (564). It 

is challenging to estimate the number of people employed or contracted by BAT in the country. According 

to a recent report by the Cancer Council Australia (565), BAT’s Suva office had 130 employees in 2003 and 

380 contracted farmers; Paterson et al. (441) state that in 2004 the company contracted 251 farm holders.  

 
16 “DALY is disability-adjusted life year. DALYs equal the sum of years of life lost (YLLs) and years lived with disability 
(YLDs). One DALY equals one lost year of healthy life” (17). 
17 Premature death according to WHO happens before the age of 70 (559). 
18 “Years of life lost (YLLs) are years lost due to premature mortality. YLLs are calculated by subtracting the age at 
death from the longest possible life expectancy for a person at that age” (17). 
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According to Fijian government reports, tobacco is not considered a major agricultural product19. The 

Ministry of Agriculture and the Ministry of Commerce, Trade, Tourism, and Transport omit tobacco from 

their plans (566–572). According to the Tobacco Atlas, “tobacco growing is only a small fraction of 

agriculture in Fiji, with only 0.14% of agricultural land devoted to tobacco cultivation” (556); the 

production trends hover around 400 to 500 tonnes a year.   

Besides the local production in Fiji, the country has been importing increasing amounts of tobacco over 

the past 10 years, with a value of more than a million US$ in 2018 (Figure 3) (573). It is unclear how much 

of the imported tobacco gets consumed or used in production. The Foreign Investment Regulations 

require that at least 75% of the tobacco used by the industry should be locally grown (574).  

 

The status of tobacco control 

Figure 4 summarises the milestones of tobacco control in Fiji. Tobacco control first entered into legislation 

in 1998: the Tobacco Control Decree regulated the advertising and promotion of tobacco products; 

labelling to contain textual health warnings, tar and nicotine content; and restrictions on the sale and 

smoking of tobacco (575). This was followed by the Tobacco Control Regulations in 2000 which covered 

measures of point of sale advertising, exemptions to sponsor events and advertisement, labelling 

 
19 According to the Ministry of Agriculture, the major agricultural products of Fiji are sugarcane, copra, ginger, 
tropical fruits, vegetables; and beef, pork, chicken, fish (549). 
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regulations, and announced that work places, classrooms, and shops would be smoke-free areas (576). 

The next milestone was the ratification of the FCTC which entered into force in 2005 in Fiji (577).   

Although the treaty was ratified in 2005, the government only updated the relevant legislation in 2010, 

when the Tobacco Control Decree (578) tightened measures on smoke-free places, advertising, promotion 

and sponsorship, and packaging and labelling to comply with some of the provisions of the Convention. 

Regulations were developed over the subsequent two years with implementation from 2013. Once the 

country returned to democratic governance after its elections in 2014, the Tobacco Control Decree 

became an Act, and to date this, its consecutive amendments, and the Tobacco Control Regulations 2012 

are in force.  

In addition, in 2013 Fiji signed the WHO Protocol to Eliminate Illicit Trade in Tobacco Products (Protocol20) 

and ratified it in 2019. The Protocol is an international treaty developed in 2012 to address the growing 

international illicit trade in tobacco, and it entered into force in June 2018 after the required 41st country 

signed it (579).  

3.1.2. Vanuatu 

The Republic of Vanuatu has a population of 288,000 (549). Almost all, 99% of the inhabitants are 

indigenous ni-Vanuatu who mostly live in rural areas scattered over 65 islands (of the 80 belonging to the 

country) (Appendix 4). The median age is 22 years (580). The country was under the rule of both the British 

 
20 Throughout the dissertation the terms “treaty” and “Convention” are used when referring to FCTC, and the term 
“Protocol” when the WHO Protocol to Eliminate Illicit Trade in Tobacco Products is discussed. 
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and French Empire as an Anglo-French Condominium until its independence in 1980. Since then, the 

Vanuatu government has been operating as a constitutional democracy with a representative 

parliamentary system (520). The Global Democracy Index does not provide any data on Vanuatu, but 

according to Veenendaal and Corbett (411), the political context of the country, to a great extent, is typical 

to other SIDS where politics is localised due to the scattered geographical provinces, and where 

clientelism21, patronage22, and the lack of political ideologies result in frequent political changes (581)... 

The health context 

Smoking prevalence among men is high at 46% in 2011 (101). Only 4% of women smoked regularly in 2011 

(101). Tobacco use is responsible for 18% of male deaths (582). Smoking and unhealthy diet are major 

contributors to the NCD crises in Vanuatu (101): 51% of ni-Vanuatu are overweight or obese, 29% have 

raised blood pressure, and 21% have raised blood sugar (101)23. According to the Global Burden of Disease 

Database (557) NCDs cause 74% of deaths in Vanuatu, out of which 52% are premature (559)24. Life 

expectancy is 67 years (557). 

The economic context 

Vanuatu is a lower-middle income country with an economy of US$870 million GDP (official exchange 

rate, in 2017), with US$2,700 per capita GDP, and a growth rate of 4.2% (549). In 2018 most people, 65% 

of the population, worked in agriculture. Services such as tourism employed 30% of the work force. 

Industries (i.e. manufacturing, energy production, and construction) employed the least amount of people 

(5%) (549). While agriculture was the largest employment sector in 2017, it made up only 27.3% of GDP. 

Services brought in 60.1% and industries 11.8% of GDP (549).  

The tobacco industry 

Tobacco is grown on a very small scale in Vanuatu – so insignificant that it does not appear in any national 

or global databases, although this might change due to the recent developments in tobacco investment 

in the country. The local and Australian media reveal the efforts the tobacco industry has been making to 

 
21 Stokes (2011) defines clientelism “as the proffering of material goods in return for electoral support, where the 
criterion of distribution that the patron uses is simply: did you (will you) support me?” 
22 Patronage means the “exchange of a public sector job for political support” (Stokes, 2011). 
23 These reports, which rely on data from 2011, are the latest comprehensive source of information on NCDs in these 
countries at the time of writing. The new STEPS reports are expected to be conducted in 2020–2021 in both 
countries. 
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establish itself in the country since 2012 (547). Until recently the industry hadn’t been successful, but in 

2019 the construction of the first tobacco factory, co-owned by a Chinese businessman and a local 

businessman, began in Port Vila. However, the construction was stopped by the Water Department, 

because the plant would have endangered local water supplies (583). A more recent news article suggests 

that the Minister for Health himself supports the project (584).  

Vanuatu has been importing around US$100,000 worth of tobacco into the country per year (Figure 5) 

(585). This value is expected to grow if the country signs the Pacific Agreement on Closer Economic 

Relations (PACER) Plus free trade agreement, because during its negotiations Vanuatu agreed to drop 

duties on tobacco products to zero as of 2052 (586). 

 

The status of tobacco control 

The milestones in tobacco control in Vanuatu are depicted in Figure 6. Tobacco first appears in the 

country’s legislation in 1984, when the Import of Goods (Control) Act states that only licensed traders are 

allowed to import tobacco. Between 1984 and 1988 tobacco prices were kept intentionally low through a 

series of Price Control (Tobacco Products) Acts. 

Vanuatu’s first tobacco control policies were embedded in the Public Health Act 1994 (PHA) under the 

“Control of Smoking” section. The measures included smoke-free government buildings, enclosed public 
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spaces, and domestic airline flights; bans on cigarette advertising; textual health warnings on packaging; 

and maximum tar and nicotine content.  

In 2005 Vanuatu ratified the FCTC, after which the Tobacco Control Act 2008 (TCA) was developed and 

enacted. The TCA widens the scope of policies contained in PHA, and the consecutive Tobacco Control 

Regulations 2013 facilitated its implementation. The newly introduced measures include expanded bans 

on tobacco advertising, promotion, and marketing; labelling (including pictorial health warnings); 

reporting and limitations of contents; expanded smoke-free places including public places, restaurants, 

licensed premises, health and education institutions, public transport and flights; ban on sale to minors, 

in single sticks, and through vending machines. With the enactment of TCA, the section on “Control of 

Smoking” in the PHA was withdrawn.  

In summary, both Fiji and Vanuatu had high male smoking prevalence before the latest regulations 

entered into force following the commitments to FCTC, and the burden of NCDs is high. Agriculture is a 

major employer in both countries despite its relatively small contribution to GDP. Both states are under 

pressure from the tobacco industry. In Fiji the TI has a long history, while in Vanuatu tobacco investment 

is in its early stages. Despite challenges, both countries have demonstrated major progress in the 

development of tobacco control policy in recent years according to the MPOWER reports. 
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4. Data collection and analysis 

Document analysis and in-depth interviews with key informants were used to collect data on tobacco 

control governance in Fiji and Vanuatu. The candidate was located within each country for the duration 

of the fieldwork. The data collection and analysis applied both deductive and inductive approach and was 

driven by an analytical framework developed for the purposes of this research, based on the literature 

review and relevant theories (see Chapter 3). This enabled the collection and examination of the case data 

along the lines of the theoretical constructs relating to interests, ideas, and institutions.  

4.1. Document analysis 

The document analysis involved tobacco control and industry regulation related global and national policy 

and legal documents, reports, or any sources which might be of relevance to understanding tobacco 

governance in the selected countries. The document search was conducted online, and primarily focused 

on reports of Parliamentary Debates; plans, policies, and reports of government agencies involved in 

tobacco governance; global, regional, and country reports on tobacco control produced either by the 

government of these countries or by development partners. The relevance of the documents was 

established based on whether they contained any reference to tobacco, smoking, or NCDs. 

The parliamentary debates of Fiji and Vanuatu were studied, because these reports document the way 

tobacco and NCDs are formally discussed by legislators and high-level government officials. In Fiji, copies 

of the Daily Hansard are accessible in English online (587). In Vanuatu, most debates after 2012 are 

available only in hard copy in the Parliamentary Library (588), and the reports are not available in English 

for all sessions. The soft copies of the Fijian Hansard permitted the use of key word search: “tobacco”, 

“smoking”, “British American Tobacco”, “noncommunicable”, and “NCD”. The Vanuatu Hansard required 

a lengthier reading as their hard copy format didn’t allow word search; furthermore, they do not provide 

a word by word description of all speeches, and not all sessions are transcribed in English (as debates in 

the Vanuatu Parliament are conducted in Bislama, one of the official languages besides English and 

French), and it was not possible to make copies of the reports or to borrow them from the Parliamentary 

Library. These issues made the use the Vanuatu Hansard more challenging for the analysis of tobacco 

governance. When quoting the speeches of legislators from the parliamentary debates, the appropriate 

Daily Hansard is referenced as source. 
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The plans, policies, and reports of government agencies accessible online in both countries were assessed 

in order to map their roles, mandates, and activity on tobacco regulation. The legislation concerning 

tobacco was attained through the Pacific Islands Legal Information Institute website (589), where key 

word searches for “tobacco” and “smoking” were applied to identify relevant legal documents. 

Data about tobacco control in the selected countries were analysed with the help of the WHO FCTC 

Country Reports: for Fiji such reports are available for 2012 and 2007, for Vanuatu for 2016 and 2012 (89). 

The MPOWER reports (543,544,590,591) and the MANA Dashboard (406) provided further sources of data 

on the countries’ progress toward tobacco control. 

4.2. Key informant interviews – study participants and recruitment 

Key informant interviews are an effective qualitative method (592,593) to collect information on 

participants’ personal experiences, perceptions, behaviour and practices – all of which are important to 

understand and explore the various interests, ideas and institutional conditions influencing tobacco 

governance in the case countries.  

To ensure objectivity and accuracy of the data collected through the interviews, participants were 

selected using a purposive and snowball process which targeted a wide range of stakeholders (594). This 

sampling process is explained below:  

National tobacco governance involves multiple actors, including various government agencies (e.g. 

Ministries of Health or Trade), the tobacco industry, civil society or non-governmental organisations (CSOs 

or NGOs)25, and development partners – intergovernmental organisations (e.g. WHO) and the 

governmental agencies of donor countries (e.g. the Department of Foreign Affairs of Australia). 

Representatives of these actors were invited to participate in the interviews. Initially, key informants from 

these organisations were purposefully identified and recruited through academic connections, which was 

then followed by a snowball selection process (596): each interviewee recruited was asked to suggest 

other individuals or organisations who could provide relevant information to the research. The snowball 

sampling process enabled preliminary data analysis during the data collection, which helped me to identify 

when saturation was reached (i.e. no more new insights were gained from the data) (597), and thus no 

 
25 Although the terms CSO and NGO were often used interchangeably by the participants of this research, these 
organisations are not the same. NGOs are organisations without any connection to the government; CSOs are 
organisations run by “civilians” but they might be commissioned by the government (595). 
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more interviews were needed. 

Consent forms including names and signatures were completed by the participants prior to the interviews. 

The interviews were conducted in person when feasible. When it was not possible, they were done over 

the phone or on Skype. On average an interview took between 30 and 90 minutes. Due to the exploratory 

nature of this study, semi-structured questions informed by the analytical framework and open-ended 

questions helped to ensure the open character of the interviews (598). Table 5 presents the interview 

guide26. The interviews were recorded digitally when practical to do so and only if consent was received 

from the participants. In those cases when the interviews were not audio recorded due to participants’ 

concerns, consent for written recording was given, and the contents of the interview were noted down in 

a notebook. 

The period of data collection was from April 2018 to August 2019. The main phase of the data collection 

in Fiji was 3.5 months and in Vanuatu it was 6 weeks. This was followed by a follow up of one week in the 

former, and 4 weeks in the latter. The difference in the planned time period for this fieldwork and in the 

number of interviews is explained by the size of the administration in these countries: due to its larger 

government, more participants were involved in Fiji than in Vanuatu. Some interviewees located in the 

former were working for development partners active in the latter as well, thus the information they 

provided was applicable to both countries. 

By the end of the data collection phase 70 interviews had been completed: 42 in Fiji and 28 in Vanuatu 

(Table 6). In Fiji, 14 interview requests were declined: within the government two in the health sector, 

three in the trade sector, two in the agriculture sector, and three in the women and youth sector; among 

development partners three individuals refused to participate. Notably, BAT also declined to be 

interviewed. In Vanuatu seven interview requests were declined: two in government (economy sector), 

one in local government, one faith-based organisation, and one development partner. The majority of the 

interviewees in both countries were public servants working in the government agencies responsible for 

tobacco regulation, followed by participants working for development partners. There were no CSOs 

focused on tobacco-related issues in either country, which explains the low numbers of interviewees from 

that sector, and only one academic institution offered expertise on health governance issues in the two 

countries. 

 
26 The higher proportion of questions in the Institutions section reflects that two theories are applied within this 
domain. 
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Table 5 The interview guide 

Domain  Theory Theme Example questions 

In
te

re
st

s 

Avant et al.'s 
theory of 
authority 

The interests, 
influence and 
authority of 

actors around 
tobacco control 

- Which government departments, organizations, development partners, 
private actors are usually supportive of tobacco control regulations? Why? 

- Which government departments, organizations, development partners, 
private actors are usually not supportive of tobacco control regulations?  
Why? 

- Who sets the agenda in tobacco governance? How are the priorities 
determined? 

- What authority does your unit hold to perform its responsibilities? Have 
there been any changes in these in the last decade? 

Id
e

as
  Stone's 

theory of 
causal ideas 

The cause of 
high smoking 

prevalence/NCD 
crisis in 

Fiji/Vanuatu, 
the responsible 

parties 

- What is the reason for the NCD crisis of Fiji/Vanuatu in your opinion? 
- Is smoking an issue in Fiji/Vanuatu?  
- What is the reason that people smoke in Fiji/Vanuatu? 
- How does tobacco control perform in Fiji/Vanuatu in your opinion? 
- Who is responsible for the high smoking prevalence/NCD crisis in 

Fiji/Vanuatu?  

- What should be done to curb smoking? 

In
st

it
u

ti
o

n
s 

Feiock's 
Institutional 

Collective 
Action 

framework 
and Croley's 

administrative 
process 
theory 

The structure of 
policy and 
legislative 
process of 

tobacco control, 
avenues of 

intersectoral 
cooperation, 

implementation 
of terms of 

engagement 
with the 
tobacco 
industry 

- What roles and responsibilities does this unit have in tobacco governance?  
- Toward whom and what does this unit report to? What about reporting 

towards the public? How much autonomy does this unit have? 
- How are policies made?  

• Are there negotiations with other departments, ministries, 
development partners, industry, hospitality sector, etc. Are the 
minutes of these negotiations made public in any form? Are the 
meetings announced and can observers attend? 

• Is there a participatory process e.g. notice-and-comment process 
• Who makes the decisions? Is there any form of publishing the reasons 

for decisions?    
- With which other government departments, organizations, development 

partners, private actors are you working together with? In what way? Are 
there any intersectoral mechanisms? 

- Is Fiji/Vanuatu part of any trade or investment agreement or negotiations 
which has any relation to tobacco?  
• What do these agreements prescribe related to tobacco? 
• How do these agreements impact the development and 

implementation of trade or investment policies? 
• How do these agreements impact the development and 

implementation of health policies? 
- Is any self-regulatory or voluntary regulatory measure applied to the 

tobacco industry? 
- How is conflicts of interest handled?  
- Are there any lobby transparency measures in place? 

 

Table 6 The participants of in-depth interviews 

Country / 
type of actor 

Fiji Vanuatu 
organizations 
(interviews) 

organizations 
(interviews) 

Government 
agencies 

17 (25) 13 (21) 

Local CSOs & 
academic 
institutions 

3 (3) 1 (1) 

Development 
partners 

7 (14) 6 (6) 
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To both enrich the data and provide findings back to the policy community, engagement was maintained 

with the participants in both countries; 19 follow-up and feedback sessions were conducted with key 

informants, either through personal meetings, phone or Skype calls, or e-mails. During the feedback 

sessions the preliminary insights were shared and discussed with the participants, and additional 

questions and clarification were asked. There were 13 additional meetings conducted in Fiji and 6 in 

Vanuatu. Out of the 70 completed interviews 27 were audio recorded in each country (altogether 54);  the 

rest of the interviews were based on written recordings. 

4.3. Coding and data analysis 

Interview notes and transcripts contained no identifying information. Only the primary investigator had 

access to participant interviewee data. A participant was only identified if written consent had been 

obtained to do so: otherwise, during data collection and subsequent analysis the identity of the 

participant interviewee was captured and stored anonymously. Depending on the interviewee’s consent, 

some interviews were audio-recorded; these were de-identified with a unique identifier and saved on the 

university cloud drive, which is password protected. The recordings were deleted from the audio recorder 

after they were transferred to the university secure cloud.  

The interview recordings were transcribed with the help of Otter.ai online software, but in several cases 

manual verbatim transcription was necessary due to the inaccuracy of the programme for different 

English accents. In those cases when the interviews were recorded in writing, the notes were later 

transcribed into MS Office Word (2016) documents and stored on a secure password-protected computer 

and the university cloud drive. The original notes were stored in a locked cabinet in a locked office. When 

data from such interviews are presented in the results, direct quotes are not possible, therefore the 

participants’ words are paraphrased, and the participant identifier code is provided. 

The transcribed interview data was imported into QSR Nvivo12.0, which is a software package used for 

coding and analysis (599–604). The data analysis applied both deductive and inductive approach. First, 

the interviews were coded against the constructs of the analytical framework. Three parent nodes were 

created based on whether the construct related to interests, ideas, or institutions, and in some cases 

additional sub-nodes were added to particular nodes where further categorisation was needed, such as 

in the “perceived net benefits” or “collaboration risk” nodes, as suggested by the framework (Table 7). 

Second, this was followed with inductive analysis, drawing on additional insight from the data to refine 

the analytical framework to complete the constructs drawn from the theories already introduced (column 
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H, Table 7), to answer the research questions (column G) and the overarching research question (column 

D). For example, “solution (how to solve the problem)” was added to the theoretical constructs (column 

I, Table 7), and “legal authority” was added to the “sources of authority” construct. 

Ensuring confidentiality and anonymity in such small policy environments is challenging, therefore 

throughout this dissertation when referring to specific participants, identifier codes (e.g. F1 or V2 – the 

capital letter signifying the country where the interview was conducted) and blanket terms (such as 

“government official”, “interviewee working in Ministry of Health”, or “participant working for a 

development partner”) are used. (In those cases when after a quote no country identifier F or V letter is 

used, the source of data is not an interview but a parliamentary debate; thus the corresponding Daily 

Hansard is referenced.) While it would provide an additional richness for my data to further specify 

seniority within an agency or the sector of a development partner, such details would endanger 

participants’ anonymity, therefore they were included in the text only in those cases where the 

interviewee gave consent.  
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Table 7 The summary of methodology 

Problem (A) The Gap (B) The Aim (C) 
Overarching 
Research 
Question (D) 

Focus 
(E) 

Research 
Objectives (F) 

Research Questions 
(G) 

Theories (H) Theoretical Constructs (I) 

Rising 
prevalence of 
NCDS in Pacific 
Small Island 
Developing 
States as a 
consequence of 
commercial 
determinants of 
health 

Limited 
scholarly 
knowledge and 
empirical 
evidence on 
how PSIDS 
governments 
address the 
challenge of 
conflicting 
interests in the 
multisectoral 
regulation of 
unhealthy 
commodities 

To improve the 
understanding of 
the conditions 
that influence 
how 
governments in 
PSIDS, address 
the commercial 
determinants of 
NCDs in relation 
to tobacco 

What 
conditions 
influence 
intersectoral 
governance of 
tobacco control 
in PSIDS? 

IN
TE

R
ES

TS
 

Identify the 
interests that 
shape 
intersectoral 
governance 
for tobacco 
control in 
PSIDS 

What are the major 
interests at play in 
tobacco governance 
in Fiji and Vanuatu?  Avant et al.'s 

theory of 
authority 

Sources of authority 

How do actors 
deploy authority to 
influence tobacco 
control in Fiji and 
Vanuatu? 

Dynamic / changes in authority 

ID
EA

S 

Identify the 
ideas that 
shape 
intersectoral 
governance 
for tobacco 
control in 
PSIDS 

What are the 
dominant ideas 
related to tobacco 
in Fiji and Vanuatu? Stone's theory of 

causal ideas 

Type of causal idea 

How do they 
influence tobacco 
control? 

Direction of blame (what/who caused the 
problem) 

Solution (how to solve the problem) 

Location of responsibility (who should solve 
the problem) 

IN
ST

IT
U

TI
O

N
S 

Identify the 
institutional 
conditions 
that shape 
intersectoral 
governance 
for tobacco 
control in 
PSIDS 

What institutional 
conditions affect 
policy coherence for 
tobacco control in 
Fiji and Vanuatu? 

Feiock's theory 
of institutional 

collective action 

Perceived net benefits 

Collaboration risk 

Applied intergovernmental mechanism 

How, and to what 
extent, do 
institutional factors 
ensure a level 
playing field in 
tobacco governance 
among stakeholders 
in Fiji and Vanuatu? 

Croley's 
administrative 
process theory 

Public-interested administrators 

Institutional environment  

Bureaucratic autonomy 

Administrative procedures balancing out 
interest group influences 

Cost-benefit analysis of policy alternatives 
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5. Limitations 

The methodology used in this research has a number of limitations. While case studies are useful to 

uncover whether and how certain conditions play a role in plausible causal mechanisms, they are 

inadequate for measuring the frequency or representativeness of the variables (525). However, the 

primary aim of this research is to uncover new information about policy processes, not to test causal 

relationships or examine construct validity.  

Focusing on a single harmful commodity – tobacco – limits the generalisability of the findings to all 

commercial determinants of NCDs. However, such a singular focus was necessary because of the temporal 

and financial limitations of a PhD research project. Furthermore, the inclusion of only two cases can be 

also argued to constrain the generalisability of the findings (529); however, the low number of cases 

reduces the chances of error during the synthesis of results (528), and the previously mentioned 

limitations of this PhD research allowed no further cases. Furthermore, the exploratory nature of this 

research should allow such limits, as future, larger research activities derived from this study will be able 

to produce further evidence through focusing on the governance of several harmful commodities and 

employing more cases.  

Although the participants were assured that all possible measures would be undertaken to ensure 

confidentiality, there is a likelihood that some interviewees were afraid to provide critical information 

about certain governance actors in fear of reprimand. This possible limitation was addressed by 

interviewing several participants from the same sectors to triangulate the data as much as possible. 

The following chapters present the results of this research. Chapter 5 describes the analysis of interest-

based conditions, Chapter 6 shares the results on ideas, and Chapter 7 discusses the institutional 

conditions which influence PSIDS governments in addressing the commercial determinants of NCDs in 

relation to tobacco.  
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Chapter 5. The interests shaping intersectoral 
governance of tobacco in Fiji and Vanuatu 

Chapter 5 is the first of three results chapters based on the analysis of key informant interviews and 

collected documents in Fiji and Vanuatu. The focus of this chapter is on the interests involved in shaping 

intersectoral governance of tobacco in Fiji and Vanuatu. The key research questions are: (i) “What are the 

major interests at play in tobacco governance in Fiji and Vanuatu?”, and (ii) “How do actors deploy 

authority to influence tobacco control in Fiji and Vanuatu?”  

“If a pattern of policy is to be sustained, it must advance the interests of broad segments of society”, 

suggests Hall (103). It is important to identify the dominant interests at play in tobacco governance in Fiji 

and Vanuatu in order to better understand how to develop, implement, and sustain multisectoral tobacco 

control policies. Starting with this, in Section 1 the chapter describes the major actors involved in 

governing any aspect of tobacco, from cultivation to control. In doing so, the analysis identifies the 

contestation of mandates and interests involved in tobacco governance in each country. Section 2 

examines the ways different actors pursue their interests in tobacco control by analysing how they 

execute and challenge authority, and how these interests appear to be influencing decision-making 

processes in tobacco control. 

1. Interests at play in tobacco governance 

Two major groups of interests emerge from the data. One group of actors is driven by health interests, 

while the other is led by commercial interests. The data shows that in both countries almost the same 

government agencies inhabit these groups, therefore they are discussed together in this section. Although 

the national ministries in the two countries operate under different names, the scope of their mandates 

are similar. Thus, for the sake of simplicity, this dissertation refers to each under the following short forms: 

• Ministry of Health (MoH) – refers to the Ministry of Health and Medical Services in Fiji and the 

Ministry of Health in Vanuatu.  

• Ministry of Trade (MoT) – refers to the Ministry of Commerce, Trade, Tourism, and Transport in 

Fiji, and the Ministry of Trade, Commerce, Industries and Tourism in Vanuatu.  
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• Ministry of Agriculture (MoA) – refers to the Ministry of Agriculture in Fiji and the Ministry of 

Agriculture, Livestock, Forestry, Fisheries, and Biosecurity in Vanuatu. 

• Ministry of Economy (MoE) – refers to the Ministry of Economy in Fiji and the Ministry of Finance 

in Vanuatu. 

• Customs – refers to the Fiji Revenue and Customs Service and Vanuatu Customs and Inland 

Revenue Department – it operates under the direction of MoE. 

1.1. Pro-health interest 

In both Fiji and Vanuatu, the actors who prioritise health interests in tobacco governance are, not 

surprisingly, MoH and the World Health Organization (WHO). The primary mandate of these actors is to 

improve population health, and they advocate for the implementation of tobacco control measures as 

agreed by both Fiji and Vanuatu when they ratified the Framework Convention on Tobacco Control (FCTC). 

The objective of these agencies in tobacco governance is to achieve multisectoral commitment and policy 

coherence for tobacco control. 

Multiple government agencies support MoH in certain tobacco control tasks in Fiji and Vanuatu; for 

example, police officers join environmental health officers in enforcement activities, and the Ministry of 

Education includes classes on the harms of smoking in its teaching plans. However, MoH remains the sole 

driver of tobacco control within the government in both countries, and other ministries usually act as 

passive observers when decisions are made about tobacco governance. As MoH officials explain: “Apart 

from Health [MoH] I do not think that anyone else is lobbying for tobacco control” (F06); “They will be 

there [to] support us, but they want Health to push” (V06). 

The Office of the WHO Representative in the South-Pacific, a sub-regional office of WHO based in Fiji, is 

the primary development partner supporting tobacco control in PSIDS including in Fiji and Vanuatu. 

Participants state: “WHO is here, we have a strong collaboration with them. Lots of assistance. That makes 

our work easy. We do not work with others on tobacco” (F03); “WHO has always been a strong partner to 

MoH” (V22).  

MoH in both countries has a wide range of collaborations with other development partners, such as the 

United Nations Children's Fund (UNICEF), United Nations Development Programme (UNDP), and the 

Secretariat of the Pacific Community (SPC). However, tobacco control is seen as the expertise of WHO, 

therefore the other organisations do not engage in this area with MoH [paraphrased, F27].   
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1.2. Pro-commercial interests 

The data reveals that the group of actors who usually act based on their pro-commercial interests in 

tobacco governance consists of the tobacco industry (TI), British American Tobacco (BAT) in Fiji and 

recently Double Pigeon Ltd. in Vanuatu, and the MoE, MoA, and MoT. These government agencies tend 

to prioritise commercial interests in tobacco governance for various reasons, but their collective interest 

is economic growth and development, and they are open to achieve that from any industry without having 

it in their mandate to think about health consequences. 

The tobacco industry 

The biggest loser from effective tobacco control is the TI. BAT, one of the largest tobacco companies 

globally, dominates tobacco production in Fiji. As Fijian participants describe: “Tobacco industry, there is 

only one huge manufacturer here, BAT. I think they control 99% of the whole market” (F15). “BAT bought 

the whole supply chain and they control the farmers and the sales” (F25). Another interviewee explains 

BAT’s control over tobacco farming in the following way: “BAT provides the seeds; they provide the 

fertiliser. It’s organised planting, unlike other crops we have. BAT comes, organises everything, even the 

harvest, they pay you. The land is owned by the farms, but BAT gives everything” (F30).  

In Vanuatu, Double Pigeon Ltd., a Chinese-ni-Vanuatu27 co-owned tobacco company, has recently 

commenced the construction of a tobacco factory (583). Prior to this company, there was no commercial 

tobacco production in the country. 

The commercial interests of these corporations run counter to health interests as their profits depend on 

sales of tobacco. In both countries, efforts by the TI to influence tobacco control were often cited by 

interview participants. As a government official in Fiji states: “Tobacco control is one of our successful 

programmes. It is so successful that we get complaints from the tobacco importers. It’s a constant battle 

with the tobacco companies” (F01). The participants recall various forms of TI interference in Fiji:  

The TI had a strong lobby; it wanted to come in to try to put its claim on the table on 
what it wants, saying that you cannot do this [raise the excise tax on tobacco] (F05). 

Things happened like renovating wards in hospitals which were funded by the only 
manufacturer [BAT] in Fiji. They really infiltrated the Ministry [of Health] (F04). 

 
27 The Indigenous population of Vanuatu is called ni-Vanuatu. 
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MoH officials in Vanuatu also state that “the TI tried to intervene [with the raise of excise tax on tobacco]” 

(V23) and that “we do not have any evidence against them, but we know it’s happening” (V30). 

As the following sections demonstrate, the TI has a close relationship with the other members of the pro-

commercial interest group. 

Tobacco farmers  

Tobacco farmers usually oppose tobacco control in Fiji. While in Vanuatu commercial tobacco growing 

hasn’t commenced yet and there is no constituency of farmers depending on it, in Fiji BAT contracts local 

farmers to grow tobacco. Decreasing smoking prevalence results in less tobacco leaves being bought by 

the TI, and Article 17 of FCTC (376) requires a shift from tobacco to other viable alternatives. Although 

recent evidence shows that other crops can be more profitable (see Chapter 2), since no published 

research is available on this topic in the Pacific, this cannot be stated with certainty in the case of Fiji and 

Vanuatu, argues a participant working for a development partner [paraphrased, F26]. Most interviewees 

emphasise that farmers prefer to continue farming tobacco: “The farmers are not happy when they are 

told that they shouldn’t grow any more tobacco” (F05). 

Several Fijian participants cite the high profitability and convenience of tobacco growing as the primary 

reason for farmers’ reluctance to shift to alternatives. 

Tobacco is a cash crop, investment crop, it brings a lot of money. Tobacco farmers are 
the only ones who have high eligibility points, they get loans more easily from banks 
than other farmers. Because it’s a high return crop and the price is set. With tomatoes 
there is no guaranteed market. Tobacco farmers do not have to worry about their 
market. They plant and that’s all they have to do. You do not even have to worry about 
transporting the harvest, because BAT collects it from the source. Farm-gate system: 
we plant and harvest the leaves at the farm. It’s like a contract with BAT, it’s 
guaranteed (F25). 

No other crops have such an automated and reliable system in place as tobacco, which may explain why 

farmers oppose any measures which would endanger tobacco growing. Furthermore, the Fijian media 

provides encouragement to farmers by picturing tobacco growing as a better alternative to vegetable and 

fruit production. News articles with titles such as “Benefits of growing tobacco in Fiji ‘immense’” (605) and 

various reports on people leaving traditional crops behind to turn to tobacco farming are often published 

(247,606,607).  
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Vanuatu does not have a strong constituency of farmers who would advocate against tobacco control for 

now, but MoA and MoT are making efforts to introduce commercial tobacco growing and manufacture to 

the country, as the following sections show. 

Ministry of Agriculture 

The data reflects that MoA in Vanuatu perceives tobacco farming and production as a means to boost 

agriculture. A government official in MoA explains this in the following way: 

The primary core function for the department is to ensure that there is enough food for 
the people, and also looking at promoting, encouraging especially farmers to plant 
more cash crops. […] We do not have tobacco farming, but there are some interested 
investors. […] It's a high value crop […] For economic purposes it will benefit the country 
(V02). 

MoA actively increases its capacity in cultivating tobacco: it has requested assistance from China (608), 

and the agency is developing a policy on tobacco farming. A government official in MoA states: “We have 

a new legislation that's been passed in the Parliament on the newly introduced crops, and we will have a 

policy on regulating tobacco farming in Vanuatu” (V02). This is a serious issue for tobacco control, because 

FCTC directly requires shifting farmers away from tobacco to viable alternative crops (376).  

MoA in Fiji also supports tobacco farmers. The agency has a close working relationship with BAT, and the 

current Permanent Secretary28 (PS) for Agriculture is the former Chief Executive Officer (CEO) of the 

company (609,610). A MoA official explains the reluctance of moving away from tobacco growing and the 

difficulty of finding an alternative: 

The question with Ministry of Agriculture and tobacco growing, is that if we take away 
tobacco, what are we going to replace it with? Tobacco and marijuana give them 
[farmers] fast cash. That’s why they are moving away from sugarcane, because it’s 
slow and very labour-intensive. With tobacco, they [BAT] bring the seeds and fertilisers 
to their home, it’s very easy. Just like fast foods. It’s affordable, accessible and fast. 
That’s the economy behind it: its fast money, and they just sit there and the TI just 
brings them everything. […] You need to find a replacement. Whatever they are doing 
it has to be fast (F02). 

Another government official suggests that “MoH should come up with an alternative if they want to move 

them [MoA] away from tobacco farming; that would be the only way to convince them” (F15). However, 

 
28 Second in command in a ministry after the Minister. In Vanuatu the Director-General (DG) is the equivalent 
position. 
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in Fiji MoH does not work together with MoA and MoT in addressing the issue of substituting tobacco 

farming with viable alternatives [paraphrased, F26].  

Ministry of Trade  

MoT in both countries supports the TI and perceives tobacco control measures as a threat to trade. A 

participant working for a development partner explains that the Department of Industry and the 

Department of Trade in Fiji are representing the interests of tobacco manufacturers, importers, 

distributors and sellers; furthermore, the Department of Tourism, as the regulator of hospitality services 

has been traditionally against tobacco control, because hotels, restaurants and bars profit from the sales 

of tobacco products [paraphrased, F26]. A MoT official argues that “we are not supposed to decline 

support from them [tobacco farmers], because it’s a livelihood thing” (F15), referring to the small business 

grants distributed by the ministry.  

MoT in Vanuatu sees a good opportunity in starting up TI in the country and is actively working together 

with MoA on this front. A participant working for the Department of Industry in Vanuatu summarises the 

approach of MoT to tobacco: 

The benefit is that if we can produce something for export, then it is a good idea. We 
have many people smoking in Vanuatu, and thus maybe tobacco will be cheaper for 
them than the import cigarette. It will provide employment. If the industry comes and 
helps people to grow tobacco, then it’s good for the economy. Tobacco is not good for 
the health, but many people smoke. But it would be a good revenue for Vanuatu, if we 
could export it (V16). 

An interviewee suggests that the interest of BAT is kept in mind when MoT and the Ministry of Foreign 

Affairs of Fiji ensure that tobacco remains on the exempted list in free trade agreements: “Trade [MoT] 

looks at protecting its own interests: local importers as opposed to foreign importers” (F01), states the 

government official. He suggests that BAT applies its influence on trade negotiations to ensure that it 

maintains its monopoly in Fiji [paraphrased, F01]. High duty rates on tobacco products are part of the 

tobacco control measures, and tobacco being exempted from the free trade agreements aligns with pro-

health interests; however, in Fiji this serves the local pro-commercial interests as well.  

Ministry of Economy 

In both countries the primary mandate of MoE is to accelerate economic development, and participants 

indicate that economic and commercial interests are prioritised over health interests. As a Fijian 

government official says: “they are in an economic curve, and they are saying ‘wealth is health’”, (F02). 
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The data demonstrates that MoE sees the TI as a partner to improve the country’s economy. The first 

reason to do so is the employment and investment arising from a local TI. The Minister for Economy in Fiji 

emphasises that “British American Tobacco is putting an $8 million facility in Nadi”, thus providing 

important investment for the country’s economy (564,611). Another official states that “from a business 

point of view, while they [BAT] may be in the business which is not ideal for the health, but in the economy 

they are providing employment and income to the people” (F22). Furthermore, Parliamentary Debates 

reflect that in Fiji MoE is seen to support the harmful commodity industries (612,613). 

The tax revenues the TI generates are the second reason why MoE prefers commercial interests in tobacco 

governance: “You do not want to restrain items which create a good revenue base. […] Particularly in the 

developing world, governments look at the fiscal side of those sin products more than their health side” 

(F33). As a Ni-Vanuatu government official argues: “It's something that is bad that is bringing good right 

so or the other way around: you raise taxes for tobacco or you lower the taxes of tobacco, at the end of 

the day, the government must make money. It is to generate revenue” (V09).  

The interviews demonstrate that it is a common understanding among government officials in both 

countries that tobacco control measures negatively impact government revenues: 

When I was young and was not working here, we heard people say, why do not 
government just close down the tobacco factory? Why do not we just ban this thing? 
But there is lot of revenue coming from this product, and Ministry of Economy is very 
conscious that if the prices increase, it will negatively affect the revenue (F13). 

Tobacco is a powerhouse for the government to generate revenue. And it will not be 
easy for the government to just give this up very easily (V22). 

This understanding remains dominant in both countries despite the opposing arguments of tobacco 

control advocates. As a MoH official in Vanuatu recalls: “When we did the excise tax, there was a bit of 

push back from the Parliamentarians worrying about the revenue going down. But WHO assisted us and 

helped to argue that it won’t happen and in the long term it will be beneficial” (V23). Or as a Fijian legislator 

argues: 

There are issues about revenue, issues about tax, and issues about promoting business 
but if you look at all these together, Madam Speaker, we may find that the indirect 
cost and some of the direct cost of high incidents of NCDs [noncommunicable diseases] 
in Fiji could very easily outweigh the gain in revenue (614). 

Despite these arguments, the findings illustrate that MoE more often finds its economic interests aligned 

with commercial interests in tobacco governance. However, it should be noted that the commercial 
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interests of the government agencies can be different from the private commercial interests of the TI. For 

example, the excise tax on tobacco serves the interests of the government because it generates revenue. 

For the TI it is harmful, because consumers might buy less of their products due to their higher price. 

1.3. Malleable priorities 

The membership of the pro-health and pro-commercial interest groups in Fiji and Vanuatu are not set in 

stone, as the following examples from both Fiji and Vanuatu demonstrate. 

Customs and MoE on excise tax 

The excise tax policies on tobacco products were developed in both countries in alignment with tobacco 

control. In Vanuatu, Customs decides on the value of taxes and tariffs on tobacco products; the agency 

initiated cooperation with MoH when developing its new excise tax policy in 2013 [paraphrased, V20].   

In Fiji, MoE also made important concessions to health when it raised the excise tax on tobacco between 

2016 and 2019. (While in Vanuatu Customs makes these decisions, in Fiji MoE has this authority.) An 

officer working in the Fiscal Policy Unit of MoE explained that the excise tax and duty rates of harmful 

commodities are set in consideration to public health concerns, because they recognised that:  

there are two fights, two options. One option is, that you increase taxes, you lose 
revenue, but on the other hand you save a lot of money, because people won’t get sick, 
so you save on the public health cost. As a government, we decided to do this. The 
other way would be to keep the taxes low, so revenue will stay high, but you will spend 
that money on public health expenses (F13).  

Reflecting this way of thinking, in 2015 MoE agreed to a rapid raise in excise tax on tobacco with the 

condition that it would reassess the need for further increase after this period. However, the 2019/2020 

tax policies show that MoE decided to not raise the excise tax on tobacco further (615), although its rate 

at 33.8% in 2019 was still far from the recommended WHO value (at least 70% of full retail price to be 

excise tax) and is low among PSIDS (590,615,616).  

Customs on trade and tobacco control 

Customs in both countries have demonstrated support for tobacco control in trade matters. The Vanuatu 

Customs invited MoH to express its suggestions for the Pacific Agreement on Closer Economic Relations 
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(PACER) Plus29 negotiations, where health officers advocated for the exception of tobacco products30 

[paraphrased, V20]. Although the agency took this pro-health stand in relation to tobacco in the 

negotiations, tobacco didn’t make it to the exempted list in the final version of the agreement (586), and 

Vanuatu agreed to gradually decrease the duties on tobacco products to zero by 2052 [paraphrased, V01]. 

The pro-health interests didn’t prevail in the PACER Plus negotiations, yet it is important that Customs 

invited MoH to consult on a trade matter and accepted its views. As Section 2 demonstrates, other 

government agencies rarely involve MoH in trade-related decisions in Vanuatu. 

Customs in Fiji supported tobacco control during discussions over the ratification of the WHO Protocol to 

Eliminate Illicit Trade in Tobacco Products (617) in 2018. Participants in Fiji (F06, F18, F26) explain that 

smugglers use tobacco to test the tightness of the border controls in a given country, and if they find that 

it is easy to smuggle in tobacco, they follow on with drugs [paraphrased, F18]. Therefore, Customs had a 

good reason to advocate for the Protocol [paraphrased, F18]. Furthermore, the Attorney-General’s (AG) 

support is necessary for any international treaties to be tabled in the Parliament (F17), and he came on 

board when MoH and Customs proposed the ratification [paraphrased, F06]. 

Minister for Health supporting the tobacco industry  

The Ministers for Health in both countries occasionally decide to support commercial interests in tobacco 

governance instead prioritising tobacco control. As mentioned earlier, in Fiji, Article 16 of FCTC on shifting 

to alternative crops from tobacco has not been implemented so far. The following quote from the 

Parliamentary Debates demonstrates that the Minister acknowledges the farmers’ interests in tobacco 

growing: 

While we understand that there is a need to limit the smoking of tobacco because of 
its harmful effects on people’s lives, but at the same time, we have to balance this with 
the livelihood of people. I think over the long term, if possible, we will need to think and 
look as a nation, to see people to move away from crops that can harm people’s lives 
but for the time being, we need to live with realities (614). 

As discussed earlier, MoA does not collaborate with MoH in any way on crop substitution, and the above 

quote shows the reluctance of the Minister for Health to implement such measures. While the Minister 

 
29 PACER Plus is a regional free trade agreement between certain PICs, New Zealand and Australia. Although Vanuatu 
signed the agreement in 2017 – which means that negotiations for the schedule of commitments are completed – it 
hasn’t been ratified yet by the Parliament, because many legislators are dubious about the benefits of the treaty 
[paraphrased, V25]. 
30 The exception of tobacco products mean that their tariffs won’t change due to the agreement. This is an important 
matter for tobacco control, because it ensures a higher price for imported tobacco, which is a recommended 
measure of FCTC (Article 6) and contributes to the decrease in consumption. 
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for Health supports tobacco governance, there is evidence of concessions being made if measures would 

have negative externalities for tobacco farmers. A MoH official reflects: “We can change the laws, but not 

at the expense of business” (F02). Such priority of commercial interests is a major obstacle to achieving 

policy coherence for tobacco control. 

The Minister for Health in Vanuatu went further than his colleague in Fiji to endorse commercial interests: 

he provided the TI with letters of support on several occasions for setting up a tobacco factory, which is 

the final administrative requirement needed for an investor. 

They wanted to build a tobacco farm. Even the Minister for Health at the time wrote in 
favour of tobacco. The Minister of Agriculture wrote that it will be good for the 
economy and will provide jobs, and then the Minister for Health wrote that letter that 
he supports it (V23). 

This is a significant issue, because the opposition of MoH has been one of the main barriers to the TI 

investing in Vanuatu. Overcoming this last hurdle, in 2019 the Double Pigeon Tobacco Co. Ltd commenced 

the construction of the first tobacco factory in the country31.  

These examples show that priorities of interests can change, and that this has implications for policy 

coherence. Several participants (V15, V30, F03, F04, F05, F06, F26) argued that tobacco control is 

beneficial for the economy and there were occasions when MoE was convinced by that. However, at other 

times MoH was persuaded to prioritise commercial interests over health. MoH is often the last bastion of 

health interests in tobacco governance, and if pro-commercial interests manage to sway MoH to support 

the TI, the main advocate for tobacco control is neutralised.  

In summary, Section 1 identified the major mandates and interests prevalent in tobacco governance in Fiji 

and Vanuatu. The actors who mostly follow pro-health interests in tobacco governance and thus advocate 

for tobacco control are MoH and WHO in both countries. The actors who make decisions based on 

commercial interests and oppose tobacco control are MoA, MoT, MoE and the TI. However, these lines of 

interests may shift or blur when actors are influenced by each other. As the examples of Customs, MoE 

and the Ministers for Health show, interests can be shaped towards or against tobacco control. The next 

section will show how the exertion of authority influences actors to adjust their priorities.  

 
31 In August 2019 the construction was halted by the Water Department because the site was unsuitable for 
industrial use with potential impacts on Port Vila’s water supply (583). In early 2020 the Minister for Health signed 
another supporting letter to encourage the investment (618). 
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2. Exerting and challenging authority in tobacco control 

Section 2 aims to answer the second research question: “How do actors deploy authority to influence 

tobacco control in Fiji and Vanuatu?” The following analysis explains the ways different actors pursue their 

interests by executing and challenging authority and how these appear to be influencing decision-making 

processes in tobacco control. Avant et al.’s (125) theory aids the analysis, which operationalises influence 

through the construct of authority (described in detail in Chapter 3). The focus on authority helps in 

understanding why the TI is perceived as a legitimate actor in tobacco governance in Fiji and Vanuatu and 

why certain actors have more or less authority than would be expected in tobacco control. 

Avant et al. identified five categories of authority: institutional, delegated, expert, principled, and 

capacity-based authority. Institutional authority is derived from the rules and mechanisms of institutional 

structures. Delegated authority arises when authority is temporarily placed upon an actor. Principled 

authority is sourced from accepted morals, values, or principles. Capacity-based authority is derived from 

perceived competence. Furthermore, the authors argue that the authority actors have can change based 

on their relationship to each other, their performance, and whether their authority is derived from 

multiple sources at the same time.  

The analysis of the data from Fiji and Vanuatu reveals that of the five types of authority, three of them – 

expert, institutional and capacity-based – are relevant in tobacco control in both countries. Furthermore, 

the data highlighted the importance of legal authority, similar to the findings of Townsend et al. (46), 

which were based on the international laws and treaties a government has obligations to fulfil and which 

thus provide weight to domestic laws operationalising them.   

This section focuses only on those actors that actively influence planning and decision-making around 

tobacco control based on the data: MoH, WHO and the TI in both countries, and the AG and MoE in Fiji. 

The authority of the other actors detailed in the previous section is discussed in relation to these four 

actors. The final section describes the limited authority of the civil society, explaining why its voice is 

hardly heard in tobacco control in Fiji and Vanuatu. 

2.1. Authority within the government 

The primary government actor with authority to shape tobacco control is MoH in both counties; however, 

this is challenged and overshadowed by other government agencies. In Fiji, the AG plays a particularly 

important role in tobacco governance. 
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2.1.1. The legal and expert authority of MoH 

MoH in Fiji and Vanuatu wields authority in tobacco governance, because the Tobacco Control Act (TCA) 

mandates the Ministry to implement tobacco control measures in accordance with the country’s 

obligations to FCTC. Furthermore, MoH is considered to be the expert on noncommunicable disease (NCD) 

prevention. 

Legal authority  

The legal authority of MoH for tobacco governance derives from FCTC and the concomitant tobacco 

control laws and regulations. Participants frequently stated that FCTC gives them a reference and a basis 

of authority to develop and implement tobacco control measures: 

We have a lot of opposition from tobacco, but one of our strengths is that we can say 
‘look, we signed this convention and the government has to follow it’ (F02).  

Basically, I told them in our meeting with the tobacco companies, that we got this book 
[FCTC] in front of us and our interaction should be based on this (F05). 

The FCTC is operationalised in Fijian and Vanuatu laws through the TCA. However, the Act and the 

regulations have some gaps in both countries – e.g. they do not address tobacco farming or the 

establishment of TI – which makes tobacco control vulnerable against commercial interests. A MoH official 

explains:  

One of the gaps in our law is actually locally grown tobacco. This is a criticism that we 
always receive. Not that we forgot about it. But when the tobacco control law was 
developed many years ago, we did a lot of consultations, and it became a very 
contentious issue. So we said, ‘well, one thing at a time, let us pass this one, and then 
later on, we tighten up the gaps, will add locally grown tobacco’ (V17). 

This hasn’t happened since then, and several high-level government officials in Vanuatu highlighted that 

the newly developed agricultural policy on introducing tobacco farming outweighs the country’s 

commitments to tobacco control (V02, V16, V25). The Minister for Foreign Affairs explains that a MoH 

policy would be enough to ban tobacco investments in the country: “If MoH came up and said, ‘we will 

not accept, there'll be no tobacco production in Vanuatu’, and made a policy then that would stop that 

right” (V25). However, without such policy MoT and MoA do not see why they shouldn’t allow tobacco 

investment: “So it’s good for Vanuatu, but for the health it’s not good, but we do not have any regulation 

which would ban TI in Vanuatu” (V16).  
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Expert authority 

MoH is the government agency considered to have expertise on population health. Furthermore, as 

tobacco control is viewed as a health issue both in Fiji and Vanuatu, the ministry has considerable expert 

authority on this matter. However, the multisectoral nature of these policies places the ministry in a 

difficult position when it needs to exert influence on non-health sector policies. Avant et al.’s theory of 

authority explains that the authority of an actor can be diminished if its performance is perceived to be 

poor or if the focus of regulation is outside of the actor’s expertise. In the case of MoH in Fiji and Vanuatu, 

both of these situations appear to be relevant, as the next two sections show. 

Low performance diminishing authority 

In Fiji and Vanuatu, the authority of MoH is tarnished by the perception that the agency does not operate 

well in terms of tackling the NCD crisis. According to several participants the reputation of MoH in both 

Fiji and Vanuatu is poor regarding its performance. “Even within government some say that MoH is not 

doing its job if such an NCD crises can happen” (F28). In Vanuatu several participants state that MoH does 

not perform well. Statements such as “there's a lot of legislation but nothing's enforced” (V15) were 

common among the interviewees. Another interviewee suggests that “MoH needs to function first in a 

way that it is more efficient and effective for it to be able to start to reach out and start coordinating with 

the other ministries and line departments within the government”(V27). 

Some of the participants (F06, F27, V09, V15) suggest that the human and financial capacity constraints 

of MoH are one reason behind the issues of performance. An interviewee working for a development 

partner states that while in larger LMICs often an entire unit is responsible for tobacco control, in SIDS 

there is often only one person dedicated to NCDs or to tobacco control, hence smoking is likely to receive 

little attention [paraphrased, F27]. A MoH official in Vanuatu explains this in the following way: 

Our problem with the Pacific is that we are always under capacity, we do not always 
have a good quantity of enforcement officers who are in place because, there's also 
other areas that enforcement officers must look into, like you have to ensure food 
safety, they have to make sure water standards, you have to make sure building 
standards, to make sure you know how the areas like tobacco and alcohol, operating 
hours and everything. (V09) 

Some interviewees (F23, V25, V29) argue that performance management and accountability issues are 

the reasons for the performance problems of MoH, while others (F03, V06, V12, V17, V19, V21, V30) 

suggest that it is logistically difficult to provide services in the geographically scattered provinces of SIDS. 

(Chapter 7 investigates such structural conditions in detail.) Additionally, a fourth opinion was present 
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that MoH is perceived to have a low performance because it is blamed for the NCD crisis [paraphrased, 

F28]. (This idea is discussed in detail in Chapter 6.) 

In Vanuatu the perception of low performance of MoH on tobacco control negatively impacts its authority 

on tobacco governance matters, as the following quote regarding the issue of potential tobacco 

investment demonstrates: 

I'm not sure in terms of tobacco whether Health [MoH] would be willing to work with 
MoA. If it's production and it's purely for export... It could probably be because already 
cigarettes and tobacco use in Vanuatu is high, and the implemented measures do not 
work (V18). 

There is a perception that MoH has failed to adequately fulfil its mandate to protect health, resulting in 

an NCD crisis, which challenges the agency’s expert authority in this space. The data introduced later in 

Chapter 6 will reveal that a reason behind such perception is the dominant causal idea which holds MoH 

responsible for the NCD crisis.  

Lacking authority outside of the health sector 

Tobacco control requires multisectoral policies; however, the data demonstrates that MoH is not seen to 

wield authority on policy fields outside of health, which diminishes its influence to persuade other 

government agencies to prioritise health interests.  

The discourse on tobacco control in both countries focuses on its economic impact. “We do not use the 

health but the economic argument: this is the money NCDs costs, this is what costing your economy every 

year, this is what goes in health care, this is what is lost in productivity” (F28). However, MoH is not 

perceived as having authority on economy related issues – it is the realm of MoE – thus taking on the 

discourse on economic impact of tobacco control measures is a particularly challenging task for MoH.  

Tobacco control also has important trade aspects; however, MoH is seen as an agency without authority 

on trade issues: “I think the weakness is in health itself. Health [MoH] does not have any understanding 

about the trade policies” (F01). MoH representatives are not present in the National Trade Development 

Committee in Vanuatu, which is a multisectoral committee setting the trade priorities of the country. 

When asked about why MoH is not invited, a participant explained that “there's already lots of people, 

which can make it difficult at times to have a proper strategic discussion as opposed to just general 

updates” (V24), indicating that MoH is not perceived as an actor with expertise on trade matters. 
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In Fiji participants state that MoT and MoE are reluctant to collaborate with MoH because of its low expert 

authority within the government: 

When MoH calls for a multisectoral meeting, Trade [MoT] does not go, because they 
say, ‘Who is MoH to call us for a meeting’. The same for Finance [MoE]; especially 
them. […] The politics within ministries and within the departments is very important, 
the dynamics of this politics (F28). 

It appears in Fiji that MoH does not have expert authority to make decisions on trade matters, such as 

refusing to give a licence to trade or manufacture tobacco. As a participant expressed that in Fiji, “at the 

moment, if anyone applies for a licence, the power is not there to say ‘no, we do not give you a licence’. So 

the Minister and the Permanent Secretary [of Health] has no power to refuse tobacco companies” (F03).  

The data reflects that although MoH in Vanuatu is not invited to the trade circles, it has more authority 

on trade than in Fiji. While there is no health policy or legislation in place banning tobacco investment, in 

Vanuatu MoH was able to decline approvals to establish TI in the past (547,619). This shows that the 

Minister for Health has the ability to resist tobacco investors, unlike his colleague in Fiji. Furthermore, the 

agency is not disregarded by other government agencies, such as MoA, MoT or the Vanuatu Investment 

Promotion Authority (VIPA), concerning the introduction of TI investment to the country. In some cases, 

VIPA permission was granted without contacting the relevant ministries and as a result, “VIPA got into 

trouble with the Ministry of Health” (V18). As another interviewee states, tobacco investment “needs a 

lot of discussion between the two ministries” (V02). A similar situation seems unlikely in Fiji. 

MoH wields low expert authority in agriculture in Fiji and Vanuatu. In both countries when the TCA was 

developed, there was a lot of opposition from MoA to include locally grown tobacco, thus MoH yielded 

under the pressure, explains a participant working in the Vanuatu government [paraphrased, V17]. Given 

that to date no tobacco control measure has been introduced in agriculture in Fiji and Vanuatu, and no 

collaboration between MoH and MoA has happened on this matter according to the interviewee data 

(V02, V15, V16, V17, F02, F03, F06, F15, F26, F28), MoH has either no authority over agriculture or it 

decided to prioritise commercial interests when it came to tobacco farming. Either way, the farmers’ 

interests seem to prevail against tobacco control. This is particularly interesting in light of the minor 

contribution of tobacco growing to the agricultural output of Fiji and Vanuatu, and even more that 

agriculture does not contribute much to the country’s GDP (see Chapter 4). This would indicate that 

tobacco farming is not an important agricultural sector, yet the interests of this group have significant 
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weight in tobacco control in Fiji. This could be because tobacco farmers and BAT are represented by MoA 

within the government. 

This data highlights an important finding: since most government agencies do not identify the trade, 

agriculture, or economy sectors as responsible parties to mitigate tobacco-induced NCDs, these sectors 

do not perceive MoH as a party they should talk to. This shows that the framing of a problem is important 

in defining who has the expert authority and who is allowed to participate in decision-making. Since 

tobacco control is debated mostly on economic terms, MoH has much less authority to elevate health 

interests. Furthermore, since MoH is seen as not performing well in handling the NCD crisis, it has low 

expert authority and it has limited opportunities to engage in debates about trade, agriculture, or 

economic policies which would be important to control the commercial determinants of NCDs. The role 

of ideas in this area is assessed in detail in Chapter 6. 

According to Avant et al.’s (125) theory, MoH could strengthen its authority through synergistic relations 

with other actors. If MoE or any other relevant agency in economy, such as Customs, sides with their pro-

health arguments, that increases the expert authority of MoH, as happened in the case of the excise tax 

increase on tobacco in both countries and at the ratification of the Protocol in Fiji. Furthermore, the expert 

authority of MoH is strengthened by its close relationship and support by WHO: “All this has been possible 

because of the FCTC, and WHO working continuously with MoH” (F06). 

2.1.2. The institutional authority of the Attorney General/Minister for Economy  

This section focuses on the high concentration of institutional authority within the hands of a single person 

in Fiji: the AG (the head of the Ministry of Justice), who is also the Minister for Economy, and the Minister 

for Civil Service and for Communication. While MoE in Vanuatu is not perceived as an important actor on 

tobacco control, in Fiji the AG32 is seen as the most influential actor in the government: “The Ministry of 

Economy is the most powerful” (F28).   

This data from Fiji shows that the authority for decision-making is centralised in the hands of the AG: 

Really there are maybe two ministers who control everything… The way that people 
talk about it is that there is two: the PM [Prime Minister] and the AG. My view is that 
it is really the AG, the PM not as much, certainly from a policy perspective. Everything 

 
32 For the sake of simplicity, in the following only his most commonly used title – the AG – indicates his person, 
reflecting the way the Fijian participants refer to him, regardless whether the discussed function is related to the 
AG’s Office, MoE, Ministry of Civil Service, or Ministry of Communication. 
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is really centrally controlled, even when it is related to individual actions of ministries, 
nobody takes any step forward unless it’s approved by him (F34). 

In Fiji, the AG wields considerable institutional authority on policy making due to being the chief decision-

maker on what gets legislated and financed. The interviews identified that decision-making runs along a 

heavily centralised process within the government in Fiji (assessed in detail in Chapter 7), which results in 

the concentration of institutional authority in the hands of the AG. The approval of the Cabinet, most 

importantly the Minister for Economy, is necessary for passing any policy [paraphrased, F01], and in the 

case of legislation, the AG’s and Solicitor General’s Office33 have strong control over which bills gets passed 

on to Cabinet and later to Parliament for debate. A government official explains the connection between 

the AG’s and SG’s offices as follows: “The AG’s Office is the political office but the SG’s Office works very 

close with the AG” (F17). The institutional authority of the SG’s Office is explained in the following way: 

“Most of the ministries do not have lawyers, because all the legal work is channelled through the SG’s 

Office. […] When a ministry wants to draft a policy or amendment, they work with the drafting team of 

the SG’s Office very closely” (F21). 

A government official, when asked about the power of the SG’s Office in policy making, replied that “it 

[SG’s Office] can just decide to say no to it [submitted bill], and that’s it” (F10). Another participant adds 

that 18 health sector bills were waiting for vetting at the SG’s Office [at the time of the interview], some 

for more than 4 years and among them a bill on banning the advertisement of ultra-processed foods for 

children [paraphrased, F02]. Furthermore, the AG is the only person with the authority to propose the 

debate of any international treaty or convention in the Parliament:  

Under the Standing Orders of Parliament, when there is convention or a protocol we 
want to exceed to or ratify, the AG moves a motion in Parliament and then sends 
through the protocol or the convention to the relevant Standing Committee to review 
(F17). 

In addition, the 5-year National Development Plan is developed by a unit of MoE [paraphrased, F09], 

which suggests that the Minister for Economy has a considerable amount of power in setting the direction 

for the country and for each government sector as well. As a MoH official describes: “We have to work 

together on this [strategic planning] with the MoE. We work very closely with them, it’s all in consultation” 

(F09). 

 
33 The Solicitor General is the Chief Executive Officer of the AG’s Office, the main advisor of the AG. 
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Furthermore, the ministries are tightly controlled by the AG and the Prime Minister (PM) through the 

Public Service Committee (PSC) that nominates and contracts the PSs for each ministry. At the time of the 

data collection, the PS for Health was also the Cabinet Secretary, in which role she reported to the PM on 

a daily basis [paraphrased, F07]. The interviewee data suggests that the PS is a powerful person within 

MoH: “The PS is the administrative head of every ministry and his finger is on every pulse of every 

department or section in his ministry” (F07). Furthermore, as a government official explains, “the PS has 

financial accountability towards MoE” (F09). An ex-government official recalls a story when the PS had 

blocked efforts to increase the capacity of the Tobacco Control Enforcement Unit despite the availability 

of the requested resources: 

An enforcement unit needs a vehicle. […] At that time the Minister supported it very 
much. […] The Head of NCD Unit said, ‘I give you FJ$30,000 from the NCD account.’ The 
Chief Inspector said, ‘I fully support you, I give you FJ$50,000 from the Central Health 
Board Account.’ I had FJ$80,000 already, and the price of the vehicle was FJ$75,000. I 
put it down into a proposal, sent it up to the PS, I included in the letter that the Minister 
approves, but he declined. I went to him, and I asked what happened and that the 
Minister already approved it. He said, ‘I do not care, I’m the chief accountable for the 
budget of the ministry’. He was politically appointed person. I replied: ‘With all due 
respect, the money is here already, you just need to approve it.’ I got out of his room, 
made an appointment with the Minister again, and I told him that the PS didn’t 
approve. The minister talked to the PS but nothing happened. So it’s the PS who 
stopped the process (F04). 

The MoH executive committee, which reviews and endorses the final policy drafts, does not have a 

standard membership, the list of attendees depends on the priorities of the current PS [paraphrased, F07]. 

A high-level government official explains that PSC hires the PSs who are accountable to the Committee, 

especially towards the Minister for Economy; if they do not deliver what the committee wants, their 

contract swiftly gets terminated [paraphrased, F02]. This statement is supported by the fact that within 

MoH there have been four PSs between 2015 and 2018.  

Furthermore, many actors are afraid of speaking up against the authority of the AG: “From a stakeholder 

perspective some of them are quite reluctant to say things which are negative, even though that’s their 

position” (F34).  

This data reveals that a significant amount of institutional authority is centralised in the hands of the AG. 

The close relationship of the MoE with BAT further increases the influence of pro-commercial interests on 

tobacco governance. Furthermore, MoT and MoA share the same commercial interests to support the TI; 

thus, the pro-health interest group in Fiji is left to face large and influential opposition to tobacco control. 
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Furthermore, the fact that the discussions on tobacco control are frequently conducted on economic 

terms nominates MoE as the chief authority on apprehending the impact of tobacco control decisions on 

the economy. As an MoH official argues: 

We have all the support from the ministries, but it does not help because you still need 
to go through the Attorney-General, and if he is very pro-trade… that is exactly the wall 
we are facing, because he is pro-trade, he is also the Minister of Economy. He is holding 
the two big portfolios we need to crack (F02). 

The legal and expert authority of MoH is set against the institutional authority of MoE in tobacco control 

in Fiji, and the data suggests that there is a stark imbalance between them: 

When the two ministries [MoH and MoE] got their opposite agendas... but then 
ultimately who makes the final decision? Either the PM, or the MoE. They are the ones 
who will make the final decision in terms of the policy formulation (F21). 

Although the AG’s position on tobacco is mostly perceived as a barrier to tobacco control in Fiji, an 

interviewee working for MoH sees opportunity in his high authority – if the pro-health interest group 

could convince him to prioritise health interests over commercial, it would immediately turn the tide: “We 

have an opportunity, because the current powerhouse of Fiji, the AG, is actually changing laws every day. 

I want to use that space” (F02). 

2.2. Authority outside of government 

This section presents an analysis of the ways non-governmental actors exercise authority in tobacco 

control in Fiji and Vanuatu. In doing so, it helps explains the absence of civil society in this domain in these 

countries. 

2.2.1. The expert and capacity-based authority of WHO 

WHO is seen by the other development partners as the expert on tobacco control in the region. In 

addition, the organisation wields capacity-based authority due to its provision of considerable resources. 

In both countries the agency provided significant support to MoH in terms of technical assistance in policy 

development for tobacco control (F02, F03, F06, F26, F27, F28, V17, V22, V23, V30). Further assistance is 

received through the Special Service Agreements34 in both Fiji and Vanuatu (F06, F26, V30).  

 
34 Special Service Agreements allow local staff to work in the ministry, their salaries paid by WHO. The idea is that 
this agreement gives the ministry a few years to budget for the salary of these officers in their plans, after which it 
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As the provider of considerable resources, the question arises whether WHO can directly influence the 

government in these countries. “There are competing demands of what DFAT35 wants done, what WHO 

wants done and it is just a lot of constraints” (V17), states an ex-MoH official in Vanuatu. By supplying 

expertise in policy fields where needed, international organisations have the ability to steer governments 

to fulfil their obligations in tobacco control, argues an interviewee: 

As an external agency, we are trying to remind them what they signed up to – 
international agreements. We are also trying to tell them what is possible and not 
possible when they want to make some regulations; inform them when there are some 
trainings about the intersection of trade and law, or public health and law; so they are 
aware of what countries are doing or can be done, and pushing more stringent tobacco 
control regulations. Can they do plain packaging or not, what is the implication with 
WTO, etc. (F28). 

However, other government officials (V06, V17, F01, F02, F03) in MoH in both countries strongly stated 

that their relationship with WHO is based on the mutual understanding that MoH indicates the area where 

they need support, and that is when and where WHO steps in [paraphrased, V06]. 

A participant working at a development partner active both in Fiji and Vanuatu explains that the mandate 

of WHO allows the agency to engage directly only with MoH; it does not have the mandate to liaise with 

other government sectors [paraphrased, F26]. Therefore, the organisation is unable to directly influence 

decisions on tobacco, except through MoH. The participant added that if WHO finds that this is not enough 

to reach other sectors, sometimes it collaborates with UNDP or SPC [paraphrased, F26]. UNDP has a 

mandate to act in a variety of policy fields, including health, which allows it to reach out to non-health 

government agencies on NCD-related issues: “We support WHO and other health specialised agencies, 

because we can open doors that they not necessarily can. Because our direct counterpart is the Ministry 

of Economy, Trade, Environment, Agriculture, Planning, Finance; for WHO it is only MoH” (F28). 

Thus, the synergistic relationship of WHO to UNDP and SPC increases its authority and mitigates the 

limitation of its singular access to MoH. The relationship between WHO and MoH in both countries is a 

strengthening factor for their authority on tobacco governance, and according to several interviewees 

(F02, F03, F06, F26, F27, F28, V17, V22, V30) it is an important reason behind the progress in tobacco 

control.     

 
takes over paying these officers’ wages. In reality the ministry often does not receive the required budget allocation, 
and WHO keeps covering the remuneration (F26, F28, V15, V30). 
35 Department of Foreign Affairs and Trade of Australia, an important development partner in the Pacific region. 
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2.2.2. The expert and capacity-based authority of the tobacco industry 

The TI in Fiji has had a well-established role in tobacco governance; its influence on the government 

derives from its expert and capacity-based authority. In Vanuatu the industry is new, but it has managed 

to persuade most of the government about the commercial and economic benefits of tobacco production, 

and gained support from the Minister for Health as well. The data reveals little of the authority exercised 

by Double Pigeon Ltd. to achieve this; it had more to say about the sources of influence BAT has in Fiji. 

In Fiji MoA sees BAT as the expert in tobacco farming and in agriculture in general, which gives 

considerable expert authority to the company. This is illustrated by multiple facts: (i) the CEO of BAT was 

elected as the Permanent Secretary (PS) for Agriculture in 2019 (609,610); (ii) the candidate was 

immediately referred to BAT when inquired about tobacco governance at MoA; (iii) BAT is the head of a 

public-private committee on agriculture; (iv) BAT assists MoA with other non-tobacco related agricultural 

projects. The following quotes demonstrate how BAT also holds capacity-based authority, because it 

provides resources to the government. 

We have a small committee, headed by BAT from the private sector and it involves 
some of the key stakeholders in agriculture and of course tourism is a big component 
of this. I have spoken about high value agriculture and most of this high value 
agriculture commodities that are imported, these are the ones that we are targeting. I 
did mention about BAT because it is perhaps the best state of the art nursery in Fiji, 
but they only use that nursery for about three to four months, after that, Madam 
Speaker, the nursery is idle for the rest of the year. They have given this facility to the 
Ministry of Agriculture without any cost to utilise that facility, generate the seeds 
from there, and then distribute to our farmers (Parliament of the Republic of Fiji, 
2018e, p. 14 – emphasis added). 

I did mention yesterday that we are working together with BAT and they assisted us 
with eight tomato varieties from India last year (621). 

Furthermore, BAT is also perceived as an expert on economic matters, as the following quote from the 

AG demonstrates:  

Generally, in Fiji we see there is a huge level of poaching that is taking place between 
different agencies. […] Everyone wants the best people. […] We ourselves are doing 
that. For example, the Head of Procurement in the Ministry of Economy now, is 
someone who has come from the British American Tobacco (622). 

The following quote from a government official in Fiji illustrates that BAT is perceived as a legitimate actor 

in tobacco governance: 
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We just interestingly had a very short meeting with BAT a few weeks ago. […] The 
higher the taxes are, the harder it is for the businesses: the costs will go up and it will 
need to be paid by the customers. BAT has been here for many years. If the taxes are 
not sustainable for them, it has an impact on them long term – it was one of the issues 
they raised. […] They [BAT] calculated the threshold beyond which it [tobacco excise 
tax] won’t be sustainable for them. It’s something what the government has to take 
into account (F22). 

Additionally, the following quote from an ex-government official in Fiji reflects that the TI is confident in 

its influence over the Fijian government: 

When I was there, I had to take all these meetings, even Customs was in. The manager 
from the [tobacco] manufacturer was in. It was for compliance purposes. They came 
to ask many questions. At one time the manager of BAT said that you will be kicked 
out by the Minister [for Health], because he was not happy the way I answered his 
questions. They were telling me that the regulations cannot be applied to local context. 
I said that this is our law, that’s it (F04, emphasis added). 

These findings demonstrate that although the tobacco control community globally perceives the TI as an 

illegitimate actor needing to be excluded from tobacco governance, in Fiji and Vanuatu it is a provider of 

expertise and capacity – both of which are scarce in these countries due to their SIDS vulnerabilities. While 

LMICs tend to have limited financial and human capacity, in the case of Fiji and Vanuatu (as SIDS) such 

weakness is even more profound; participants explain that the small, local education sector offers only 

limited options for acquiring skills or expertise, and the geographic isolation and the population’s low 

income make it challenging to study abroad [paraphrased, F04, F09, F23, V09]. Due to these weaknesses, 

Fiji and Vanuatu potentially rely on the capacity and expertise offered by the TI more than other LMICs 

do. As the data shows, in both states, government actors (sometimes including MoH) have the tendency 

to prioritise commercial interests which are aligned with the interests of the TI. This demonstrates that 

the capacity-based and expert authority of this industry cannot be disregarded in SIDS.   

2.2.3. The capacity-based and institutional authority of the civil society 

In many countries governance actively involves the interplay of various state and non-state actors, 

including civil society, which has been important to the global progress of tobacco control (623). Given 

that Fiji and Vanuatu are reported to be high performers in tobacco control, it could have been expected 

that the local civil society organisations (CSOs) would play a role in their achievements. However, in Fiji 

and Vanuatu it was reported that there are no CSOs – nor faith-based organisations – that engage in 

tobacco control. An ex-MoH official suggests that “maybe it is because we were doing it [tobacco control] 

effectively thus there was no need for a CSO. They had no area they had to pick up [laughter]” (F05). 
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Some of the data reflects that CSOs have little capacity-based authority in Fiji and Vanuatu. A participant 

working for a development partner suggests that the limited resources common in SIDS are the reason 

behind this. 

Not only in tobacco, but they do not have any CSOs which are looking into NCDs at all. 
[…] There is a big CSO network across the Pacific; we asked them why they do not do 
anything on health, but they said that they do not have any support or funding to 
involve someone. And we are talking only about health, not even NCDs or tobacco 
(F27). 

Another participant confirms this statement: “In the health sector, they [CSOs] are relatively weak” (F29). 

In Vanuatu civil society has started to develop, but it is not strong enough yet to influence governance 

according to a participant: “There are few groups that are forming, but it's another 10 years before you 

can see the public holding people accountable” (V29). 

Other interviewee data suggests that CSOs have little institutional authority: participants argue that CSOs 

are in the process of finding their place in the current government and political structures. According to 

some of the interviewees the Fijian civil society is going through a transition, they are not sure what their 

role is in terms of advocacy, and often lack capacity or understanding on how they can influence 

governance: 

For a long time civil society played a specific role in Fiji in the sense of between 2006 
and 2014 [during the military government], there was a perception by some that civil 
society was effectively the opposition, because there was no Parliament with an official 
opposition. So after 2014 [the return to democracy], some civil society groups have had 
to go through transition to try and find a space. So what is the role of civil society, are 
they doing oversight, are they a watchdog, are they to criticise the government, or 
work with the government, or...? I think also some of the groups struggle to understand 
the policy making and governance structures (F29). 

It was also suggested in the interviews that the current political structures in Fiji make it difficult for CSOs 

to consult with legislators, and consultations with the Parliamentary Standing Committees are the only 

option for them to influence governance outcomes.  

There is some discussion that some CSOs find it difficult to directly interact with MPs 
[Members of Parliament, i.e. legislators] as they do not want to be perceived to be 
supporting one side or the other side. With the political system at the moment, there 
is no local MP for you to go to. So sometimes if you are a small CSO in a city you would 
approach your local MP whichever party they're from, to raise a local issue but you do 
not have that local representative in Parliament here. […] So at the moment, the 
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majority of the interaction between MPs and civil society comes through the 
Parliament [Standing] Committees (F29). 

While CSOs in general try to use their legal opportunity to contribute to the legislative process in the 

hearings of the Parliamentary Standing Committees, the quote below suggests that the legislators do not 

perceive the CSOs to have capacity-based authority to contribute to the discussed issues: 

One of the criticisms from the Members of Parliament side, it's that some do not see 
the value of CSO engagement. And that's partly because when, for example, they 
scrutinising a bill on disability, some of the people who come to give evidence do not 
want to talk about the bill of disability and just want to raise issues, because they see 
this is the only way of seeing the MPs and raising something. So the MPs then 
sometimes get frustrated saying, having this open system of letting people come to 
give evidence is wasting our time, they haven't even read the bill, and they come to 
give evidence on it (F29). 

The suggestions of a participant working for a development partner reflects that CSOs need to strengthen 

both their capacity-based and institutional authority in Fiji: 

So it's a little bit on both sides that I think to a certain extent, civil society capacity for 
analysis and policy development needs to be strengthened, as well as understanding 
the different avenues for influencing and providing information on policy and equally 
on the parliament (F29). 

The weakness of the civil society in Fiji and Vanuatu has important implications for governance for health. 

As another participant explains, “public opinion would be important to reach national governance levels 

to be set as priority. At the moment there is not much debate on the health impact of tobacco at the non-

expert levels in the Pacific” (F33). The public and civil society could use government consultations to 

directly express their interests. However, when public consultations were held on tobacco control matters 

in Fiji, only a few people attended [paraphrased, F04], which shows that Fijians do not tend to utilise their 

opportunity to influence policy making on this matter.  

Other participants suggested that the public rarely speaks up in Vanuatu: “In Vanuatu people are in peace, 

they accept the laws the government makes. The regulations, nobody says anything about it” (V22). 

Although an interviewee suggests that in Fiji “there are specific instances where civil society and others 

have actually managed to stop legislation to be passed” (F29), another participant states: “when it comes 

to alcohol and tobacco, consumers they just simply want those products be more affordable” (F21).  
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An interviewee working for a development partner explains that civil society participation is crucial to 

make the government prioritise health interests over commercial and cites that the current imbalance of 

representation weighing towards private corporations is a barrier to this happening: 

As long as you do not have a mass of consumers behind the government, they are just 
going to go with the powerful – the massive companies who are employing thousands 
of people, that are giving them a lot of revenue, who are pumping sugar into the 
country; they still going to go with them until there is counter-power, and they realise 
that maybe they should also pay attention what people want. These changes happen 
when societies are ready, not necessarily when we have a plan to make it happen (F28). 

The lack of civil society participation on tobacco control in Fiji and Vanuatu is particularly important, 

because the pro-health interest group is needed to balance out the authority of the pro-commercial 

actors. While a whole-of-society approach is often recommended in both countries to tackle the NCD crisis 

(see Chapter 7), it can be a difficult approach to successfully implement if the “society” is not involved, 

but the TI is heavily represented. With such an imbalance of interests in intersectoral governance for NCD, 

prevention is likely to be challenging. 

The analysis in Section 2 presented the findings for the research question “How do actors deploy authority 

to influence tobacco control in Fiji and Vanuatu?” Firstly, the debate on tobacco control is mostly about 

its economic impact rather than health impact, which leaves little authority for MoH to elevate its 

interests, and allocates authority to pro-commercial actors. Secondly, the dominant idea that MoH is 

responsible for the NCD crisis further diminishes the agency’s authority (since it does not have enough 

expertise to handle the issue). Furthermore, this idea masks the responsibility of the commercial actors 

in the NCD crisis, which makes it challenging for MoH to make a case for the regulation of unhealthy 

commodity industries. Thirdly, in the case of Fiji the centralisation of institutional authority in the hands 

of the AG shows that if the institutional structures do not create a level playing field among stakeholders, 

trade and economic initiatives can receive higher priority than NCD prevention. Fourthly, the TI is seen as 

a legitimate source of expertise and capacity in both countries, and while they are involved in governance, 

the civil society which could make a case for population health remains unrepresented.  
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3. Summary  

This chapter described the major mandates and interests at play in tobacco governance in Fiji and 

Vanuatu, which focus on pro-health and pro-commercial interests (Figure 7). The different types of 

authority exerted by these actors to influence tobacco control are presented in Table 8.  

The findings show that in Fiji the institutional authority to influence tobacco control is centralised in the 

AG’s hands. This authority is strengthened by the agency’s close relationship to BAT, which is perceived 

to have high expert and capacity-based authority on tobacco governance. MoT and MoA (and the tobacco 

farmers they represent) are supportive of the same commercial interests as BAT, and they oppose tobacco 

control. MoE is recognised as the government actor with the most authority in the country, thus the fact 

that the agency usually prioritises commercial interests in tobacco governance is a crucial constraining 

factor for tobacco control.  

The little authority that MoH in Fiji has on tobacco governance is mainly sourced from its legal obligations 

to FCTC and the support of WHO, whose expert and capacity-based authority lessens the disadvantage of 

MoH within the government. The perception that MoH performs poorly, and is understood to be a 

contributor to the high prevalence of NCDs, is crucial to its diminished expert authority. The dominant 

causal idea which is behind this notion is discussed in detail in Chapter 6. 
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Figure 7 The pro-health and pro-commercial interests in tobacco 
governance in Fiji and Vanuatu 
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Table 8 The sources and the increasing and decreasing factors of authority in tobacco control in Fiji and Vanuatu 

Actor 
Type of 

authority 
Increasing factors Decreasing factors 

MoH 

Legal authority 
FCTC, domestic tobacco control 

laws 
Gaps in the tobacco control laws, e.g. 

establishment of tobacco industry is allowed 

Expert 
authority 

NCD and tobacco control is 
understood as a health sector 

issue 

Limited human and financial capacity (SIDS 
vulnerability) 

Logistical and financial challenges of implementing 
tobacco control policies across multitude of 

islands (SIDS vulnerability) 

Performance management and accountability 
issues 

Close working relationship with 
WHO 

Perceived low performance 

The implications of tobacco control measures are 
discussed primarily in economic terms 

MoE (in 
Fiji 

only) 

Institutional 
authority 

Centralisation of decision-making 
authority in the hands of AG 

  

WHO 

Expert 
authority 

FCTC     

Close working relationship with 
UNDP and Secretariat of Pacific 

Community 

No mandate to liaise with non-health government 
agencies. 

Capacity-based 
authority 

The organisation provides 
substantial funds for MoH 
programmes and projects. 

  

TI 

Expert 
authority 

Close working relationship with 
MoA, MoT, and MoE 

  

Capacity-based 
authority 

BAT supports various MoA 
projects and lends assets (e.g. 

nurseries) to the ministry (in Fiji 
only) 

  

CSOs 

Capacity-based 
authority 

  
Limited funds for tobacco control (and for NCD 

advocacy in general). 

Institutional 
authority 

  
Institutional structures to the involvement of CSOs 

in governance are limiting 

 

In Vanuatu, the distribution of authority is more balanced than in Fiji. While there are differences in 

authority in certain areas, no actor holds significantly more influence than the others over tobacco 

governance. Although the expert authority of MoH is diminished by its reputation for low performance, 

its legal authority based on FCTC and the support of WHO with expert and capacity-based authority 

balances out this weakness. However, the agency’s commitment to tobacco control was significantly 

damaged when the Minister for Health assured the TI of his approval by signing official letters of support 

for setting up a local TI.  
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The findings show that MoE in Vanuatu does not interfere with tobacco governance as much as in Fiji; 

Customs, its subordinate agency, has demonstrated support for pro-health interests several times in the 

past, such as by raising excise tax on tobacco products and suggesting their exemption in PACER Plus. 

However, the results indicate that MoA and MoT have more authority in tobacco governance than MoH: 

the legal authority of MoA derived from a new policy supporting tobacco farming is the deciding factor 

between the two agencies. Double Pigeon Ltd., the new tobacco corporation in Vanuatu, which has 

acquired all the necessary approvals and commenced building a tobacco factory, does not possess as 

much authority as BAT in Fiji yet, but its authority was sufficient to make the Minister for Health yield to 

commercial interests.  

Civil society is absent in tobacco control in both Fiji and Vanuatu. At the same time the TI is perceived as 

a legitimate private actor with expertise and capacity – both of which are very much needed in these 

countries due to their SIDS status. 

The SIDS vulnerabilities are likely to facilitate the distribution of authority among the different actors in 

tobacco governance. The small population and geographic isolation limits human capacity in the 

government of Fiji and Vanuatu which is a common issue in SIDS. Due to their small size they have difficulty 

in maintaining a bureaucracy which covers each policy areas as it usually done in larger LMICs. 

Furthermore, providing services across a multitude of scattered islands is logistically challenging and 

costly, which further diminishes the resources of government agencies of Fiji and Vanuatu. These 

vulnerabilities enable the TI to appear as a legitimate source of expertise and capacity – more so than in 

other LMICs.  

These findings highlight three important points regarding the interest-based conditions which shape 

intersectoral governance for NCD prevention. Firstly, the framing of a problem is a crucial determining 

factor in who has the authority to decide on tobacco governance. In Fiji and Vanuatu, the NCD crisis is 

primarily perceived as being due to MoH not performing well in educating the population and treating 

NCDs. Framing the issue in this way has two major consequences for the authority of MoH: seeing the 

agency as a low performer decreases its expert authority, and the lack of recognition of the commercial 

drivers of NCDs disables the ministry from engaging in trade and economic policy making – in which the 

MoH does not seem to have expertise. Furthermore, the discourse within the government is primarily 

focused on the economic impact of tobacco control, which further diminishes the pro-health interests’ 

authority on this matter and strengthens the influence of those actors who already dominated the debate, 
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the pro-commercial actors. The ways ideas influence tobacco control in Fiji and Vanuatu are analysed in 

detail in Chapter 6. 

Secondly, governance mechanisms which allow the centralisation of authority in the hands of a single 

individual are a major threat to tobacco control – but only if the individual prioritises commercial interests 

over health. As the examples of excise tax or the Protocol on illicit trade have demonstrated, once this 

actor is persuaded to be become an ally, it clears the way for pro-health interests. The ways political and 

institutional structures shape tobacco governance in Fiji and Vanuatu are further discussed in Chapter 7. 

Thirdly, although the TI should be excluded from governance based on Article 5.3 of FCTC, in Fiji and 

Vanuatu it is seen as an authority not only on agricultural matters, but on trade and economic matters as 

well. The examples in this chapter shows that PSIDS governments tend to rely on TI expertise or capacity 

and thus perceive them as legitimate governance actors. This is especially important in light of the limited 

participation of civil society in tobacco control; the involvement of the TI without the necessary 

counterbalance of pro-health interests is a threat to NCD prevention. Is it a coincidence that in Fiji, where 

BAT is actively involved in governance, the majority of the interests are centred around tobacco 

production and trade? Or that ideas on tobacco and NCDs in both countries are aligned with the common 

rhetoric of the TI (see Chapter 2) and leave MoH without much authority to address the commercial 

determinants of NCDs? Analysis of the ideas around tobacco and NCDs is discussed in Chapter 6. The 

institutional complexities of balancing out commercial and health interests and the protection of public 

health policies from TI interference are examined in Chapter 7. 
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Chapter 6. The ideas shaping intersectoral 
governance of tobacco in Fiji and Vanuatu 

This chapter presents the findings on the ideational conditions shaping the governance of tobacco control 

in Fiji and Vanuatu. Previously, Chapter 5 examined the interests involved in tobacco control governance 

in the two countries, and it identified ways in which authority is wielded by actors to pursue their interests 

and influence tobacco control. Schmidt (472) argues that “interest-based behaviour certainly exists, but it 

involves ideas about interests that may encompass much more than strictly utilitarian concerns”. The 

findings presented in Chapter 5 suggest that this might be true in tobacco governance in Fiji and Vanuatu. 

Therefore, the research questions being explored in this chapter are the following: (i) “What are the 

dominant ideas about tobacco use and the NCD crisis in Fiji and Vanuatu?”, and (ii) “How do they influence 

tobacco control?” 

Schmidt’s (472) classification of ideas differentiates between three levels: policy solutions, programmatic 

ideas, and “deep core” ideas. She argues that there are two types of ideas that can inhabit the three levels: 

cognitive and normative ideas. She calls cognitive ideas causal ideas because they explain the practical 

aspects of a problem (see Chapter 3 for more details about this theory). Based on this classification, the 

ideas that this chapter examines are cognitive causal ideas, because they describe the cause of an issue 

and define the responsible actors (126). Normative ideas are not of concern in this research, because this 

analysis does not focus on how tobacco policy making is aligned with the values of society, but the ways 

ideas define policy and decision-making from an operational perspective. 

Stone’s (126) theory of causal ideas offers an operational way to analyse such ideas and their influence 

on tobacco control in Fiji and Vanuatu. Stone theorises ways in which actors identify and frame problems 

to serve their own interests by stating not only the issue but also its cause. Causal ideas therefore work 

to define the responsible actors who should be regulated and the agencies with the necessary authority 

to address the problem. The strategic use of causal ideas allows interest groups to increase their influence 

and undermine the authority of others. This theory is aligned with Avant et al.’s (125) arguments 

suggesting that an actor’s authority can be strengthened or weakened by ideas and perceptions. As 

explained in the previous chapter, the framing of smoking and the NCD crisis in Fiji and Vanuatu plays a 
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role in determining the influence of different interest groups on tobacco control, and this chapter sets out 

to understand this role as it relates to governance. 

The remainder of the chapter is organised as follows: Section 1 introduces the causal ideas that are 

prevalent in tobacco control and NCD prevention in Fiji and Vanuatu. Section 2 examines the dominance 

of these causal ideas and specifically the ways they influence tobacco control. The last section concludes 

the chapter by summarising the findings on the ways these ideational conditions shape intersectoral 

governance for tobacco control in Fiji and Vanuatu. 

1. The causal ideas in tobacco control in Fiji and Vanuatu  

According to Stone’s theory of causal ideas, actors aim to frame a problem in a way that serves their 

interests by identifying the cause of the issue and the responsible party to resolve it. Stone explains that 

four types of causal ideas are most common in governance: intentional, inadvertent, mechanical, and 

accidental. The main difference between these ideas is where they direct blame. Intentional causal ideas 

argue that an actor was aware of the consequences of its actions and yet decided to pursue its activity. 

Inadvertent causal ideas suggest that actors were unaware of the impact of their actions. Mechanical 

causal ideas explain that something without a will or based on programming (e.g. a machine) functioned 

as it intended and has caused a problem. Accidental causal ideas state that what happened was 

unintentional and by accident. (See Chapter 3 for more details.)  

The data from Fiji and Vanuatu exhibits two dominant causal ideas – intentional and inadvertent. The 

problems that these ideas aim to explain is the high smoking prevalence and the concomitant NCD crisis 

in Fiji and Vanuatu – “we regard tobacco as one of the critical issues that we need to deal with, and as a 

risk factor for NCDs” (V17). It is these that this chapter terms the “problem” or “issue” in the following. 

The next two sections introduce these ideas and explain where they direct blame, what solution they 

suggest, and who should be responsible for delivering such solutions. 

1.1. The idea of individual responsibility  

The cause: individual’s lifestyle choices  

The idea that was most pervasive in the collected data is that the high smoking prevalence in Fiji and 

Vanuatu is caused by individuals choosing to consume tobacco, either because they are unaware of its 

harm or disregard it. As the Minister for Health in Fiji states, “if an individual wants to smoke and contract 
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these NCDs, it is up to them” (612). The lifestyle choices of individuals are perceived to be the root of NCDs 

as well. The speech of the Minister for Health in the Fijian Parliament reflects this idea: “We are facing a 

growing epidemic of noncommunicable diseases, sometimes called ‘lifestyle diseases’, which stem from 

changes in our diets, our exercise habits and our use of tobacco and alcohol” (624). Another legislator in 

the Fijian Parliament expresses: “Noncommunicable diseases are on the rise because of the ignorance of 

people to maintain the lifestyle of older generation” (625).  

In Vanuatu, the interviewee data reveals the same idea; as a government official states: “the high NCD 

prevalence is due to people not having awareness” (V27). A participant working for a CSO in Vanuatu 

explains that high smoking prevalence stems from people underestimating its harms: “It's a massive issue 

and people have no idea what it's doing. […] Because young people feel invincible. They do not think they're 

going to die. So they just carry on doing whatever they want to do” (V13). 

The solution: health promotion and awareness raising 

In Schmidt’s three classification levels, the causal idea of individual responsibility in high smoking 

prevalence and the NCD crisis (from now referred to as the idea of individual responsibility) can be 

considered programmatic because it points towards a solution, which is that individuals need to take 

responsibility for their health. As a Fijian legislator argues: “I am a firm believer that everyone needs to 

take greater responsibility for their own health” (626). Similarly, the Minister for Health of Fiji stated in a 

Parliamentary speech in 2016:  

We must acknowledge that each one of us plays a vital role in protecting and 
promoting our own health, and the health for our families and our loved ones. NCDs 
are a challenge that can be successfully mitigated if each one of us takes responsibility 
for eating well, exercising and avoiding smoking and alcohol (627). 

A ni-Vanuatu participant working for a development partner confirms that this idea of individual 

responsibility is also deeply present in the Vanuatu government regarding tobacco control: “it's on the 

assumption that everyone can quit smoking 'cold turkey' which, you know, the government expects” (V27).  

According to several government officials in Fiji and Vanuatu, the government should empower the public 

to take responsibility for their health through health promotion and awareness raising: “Fijians are in dire 

need of being steered away from their usual norms, and should be educated tirelessly on the perils of 

unhealthy lifestyle habits” (21).  

The statements of government officials in Vanuatu are aligned with their Fijian colleagues’ approach: “A 

lot of promotion makes people become aware about the harms of smoking; it gets a bell ringing in their 
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mind” (V02). A ni-Vanuatu MoH official suggests that “once they understand its [tobacco use] effects on 

their lives, they will slowly quit” (V23).  

The Minister for Health regularly argues in the Fijian Parliament that health promotion, awareness raising 

on the harms of consuming tobacco and other harmful commodities, is the way to induce behaviour 

change for a healthier lifestyle: 

NCDs can be prevented with proper diet, physical activity and, of course, discipline 
when it comes to getting regular checks and taking their medication. […] The Centre  
for Noncommunicable Diseases […] is creating a lot of awareness programmes within 
our communities but at the end of the day, if I may say, it is about choices, lifestyle and 
it is something that we all know, but we want to draw inspiration from someone else 
to tell us what to do (628). 

The responsible party to deliver the solution: MoH 

Within both the Fijian and Vanuatu governments, MoH is seen as the responsible party to provide health 

education. An interviewee in Vanuatu explains this duty in the following way: 

Noncommunicable diseases are becoming a big issue for the government of Vanuatu. 
[…] We want to make sure that, both sides of public health and curative services 
somehow meet so that we deliver to people the requirement that they not only treat 
but they also educate people about the changes they need to do in their life (V09, 
emphasis added). 

The idea of individual responsibility is closely connected to the biomedical paradigm about NCDs – the 

understanding that diseases are caused by genetic and behavioural factors (see Chapter 2) – and it 

determines the health sector strategy to tackle NCDs in Fiji and Vanuatu (629–632). As a high-level MoH 

official states in Vanuatu: “The core business of MoH is awareness, the PEN36 training, and screening” 

(V17). The quote below from the Minister for Health in Fiji demonstrates this connection between the 

idea of individual responsibility and the biomedical paradigm: 

A key to the Ministry’s response to NCDs in Fiji is improvement to its primary health 
care system, that is the delivery of services at all its nursing stations and health centres. 
[…] Some examples of the Ministry’s activities in these areas include: Firstly, promoting 
healthy lifestyle in childhood from conception to 18 years, through community health 
workers, antenatal clinics, maternal and child health services; and secondly, school 
health programmes. [...] The Ministry of Health is committed to achieving its vision of 

 
36 PEN stands for the “WHO Package of Essential NCD Interventions”, a toolset promoted by WHO to diagnose and 
treat NCDs in resource poor settings (633). 
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a healthy population by empowering everyone to take responsibility for their health 
(612). 

The idea of individual responsibility is pervasive not only within the government but also among some 

development partners. Participants working for such organisations explain that health promotion 

activities and the strengthening of primary health care are the most common focus areas of development 

(V07, V26, V29, F26, F27). An interviewee at an intergovernmental organisation expresses belief in the 

responsibility of MoH for changing the behaviour of the public: “I think it’s very challenging for the Ministry 

[of Health] to motivate the community to be able to start taking some more responsibility and 

understanding what the impact of the decisions they take now have” (F34).  

As the agency responsible for delivering health promotion and curing diseases, MoH is often held 

accountable for the NCD crisis – particularly in Fiji. The inquiry of a legislator in the Fijian Parliament 

reflects this: “Can the Honourable Minister for Health inform this House why noncommunicable diseases 

appear to be increasing; and what is being done to curb this?” (613). Several governance actors suggest 

the poor performance of MoH is the reason behind the NCD crisis [paraphrased, F28]. A government 

official explains how non-health government agencies tend to interpret the role of MoH in the rising 

prevalence of NCDs: 

Health is a big part of the government budget. If it’s not managed properly, it can affect 
the government budget significantly. Thus, the government tries to deal with 
minimising this going forward in the future generations. Making NCD awareness 
across the country is really important. […] If MoH does not do well with educating 
the public, the families in the household, then that can be a burden for the 
government in the years to come (F22, emphasis added).  

However, some government officials working in MoH revert back to the role of individual responsibility: 

they express their opinion that the agency can offer education to the public, but ultimately it is up to 

individuals to heed to the advice. “You want to smoke, this is your choice. We have given you everything 

you wanted to know” (V22) (referring to the health promotion activities). “Some people know [about the 

harm of smoking], but they are addicted already, so they just continue” (V23). A participant in Fiji states 

the following about the attitude of MoH officials, “to them tobacco is a legal product, if people want to 

smoke…[shrugs]” (F06).  

Figure 8 summarises what the data shows about the causal idea of individual responsibility. The figure 

reflects the theoretical constructs of Stone’s theory: what is the cause, and who is responsible for solving 

the issue? The data suggests that in Fiji and Vanuatu the idea that high smoking prevalence is the result 
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of bad individual choices about tobacco use defines that individuals taking responsibility for their own 

health has to be the solution. The government can enable this through educating the public, and the 

agency responsible for this is MoH. However, the perception based on the interviewee data and 

Parliamentary Debates is that the agency is not doing a good job of this. Nevertheless, officials working 

within MoH like to argue that health promotion is provided, but whether individuals follow the advice is 

up to them – thus, ultimately individual responsibility remains in the centre of attention. 

Based on Stone’s theory, the idea of individual responsibility belongs to the category of inadvertent causal 

ideas, because individuals’ consumption of tobacco and other harmful commodities have a predictable 

negative health impact which is either not understood or disregarded by the individuals themselves. The 

idea of individual responsibility directs the blame solely to the consumers. Stone argues that blame is 

usually shifted on the raw material provider – manufacturer – seller – consumer axis in the case of 

substance use, and when the consumer is argued to be the cause of the issue, it is often called “victim 

blaming”.  

1.2. The idea of commercial determinants of health 

The other idea around the high prevalence of smoking and the NCD crisis in Fiji and Vanuatu is that they 

are driven by commercial determinants. This idea is closely related to the concept of commercial 

determinants of health (CDOH) described in Chapter 2.  

The cause: wide availability and affordability, and addictiveness of tobacco products 

Several participants (F03, F05, F26, F28, V17, V27, V30) expressed the view that the increased availability 

and affordability, and the addictiveness of tobacco products are responsible for the high smoking 

Figure 8 The causal idea of individual responsibility in tobacco control in Fiji and Vanuatu 
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prevalence in Fiji and Vanuatu [paraphrased, F26]. Others (F02, F10, F21, F22, V09, V19, V17) added that 

harmful commodities in general have been easier to access in recent years – “everyone can access now 

rubbish food” (V22) – which contributes to the rise of NCDs [paraphrased, F02]. A legislator in the Fijian 

Parliament speaks about this in the following way:  

The health environment had undergone a massive transformation over the last two 
decades which has promoted countries to invest in research to respond accordingly. 
Our people are being exploited to more cheaper goods that are unhealthy, people 
are eating under-nutritious meals, increased tobacco and alcohol consumption, work 
stress and lack of physical activities (26, emphasis added). 

Multiple participants in Vanuatu highlighted the affordability and availability of harmful commodities. 

Government officials explain that tobacco and ultra-processed foods are cheap, and one can buy them 

everywhere. They express their understanding that while they are educating people about healthy 

choices, regarding diet, in the end people eat what they can afford [paraphrased, V22 and V19]. Other 

interviewees stressed the highly addictive nature of tobacco products [paraphrased, V23 and 27]. As a 

Fijian participant suggests:  

Our population, the knowledge is there, but whether that knowledge is enough to 
change behaviour, that is something else. […] Maybe knowledge is not enough, what 
our population have, in order to make that positive behavioural change (F10). 

Several participants direct the blame to the trade sector: “Trade is the problem, as three out of four NCD 

risk factors are trade factors” (F02), argues a high-level MoH official in Fiji, referring to tobacco, alcohol, 

and ultra-processed foods and drinks. In Vanuatu, the Minister for Foreign Affairs and External Trade 

agrees with this: “we need to stop some of these things coming in” (V25). A government official in MoH in 

Vanuatu suggests: “We need to convince the government to realise that anything that is being brought 

into the country will affect health determinants” (V09). As a Fijian legislator says about this: 

If the Honourable Minister and the Government of the day are more serious with 
alleviating NCDs, then they must weigh their political will with economic demand from 
business entities, especially those who contribute toward increasing NCDs (612) 
(emphasis added). 

The language used by the participants describing the responsibility of the tobacco industry and other 

harmful commodity industries (e.g. “business entities […] contribute toward increasing NCDs” (612)) is 

very much aligned with the concept of CDOH (described in Chapter 2). Although government officials do 

not explicitly use this term, the data describes tobacco availability, accessibility, affordability, and 

addictiveness suggesting that the concept of commercial determinants is a present idea in tobacco control 



Chapter 6 Ideas 

113 
 

in Fiji and Vanuatu. From here this idea is referred to as the idea of CDOH. 

The solution: regulation of tobacco industry 

Similar to the idea of individual responsibility, the idea of CDOH can be classed as a programmatic idea, 

because its problem definition offers a solution. Participants in Vanuatu suggest shifting attention from 

health promotion to regulating the “enabling factors”: “There are a lot of campaigns, there is a lot of 

information sharing, a lot of health promotion, sport in radio, in TV, in posters, in training, screening. It is 

more to do with enabling factors” (V29).  

In 2018 a Fijian legislator pointed out in the Parliament the tendency of the government to focus on 

individual responsibility in the NCD crisis, and explained his idea about shifting attention to CDOH: 

Sometimes when we want to address NCDs, we just talk about telling people to make 
the right choice. That is the difficult thing to do, to just tell people ‘You have got to eat 
right. You do not drink this, you drink that. Make sure you put this gas into your lungs 
rather than that gas’ […] But what Government can do is to create an environment in 
which people are encouraged to make the right decisions (635). 

A government official in Vanuatu suggests a similar approach: “There are two things [we should do]: giving 

options [of different products], and individuals need to be empowered to make the good choice. Both are 

needed, education and availability of options” (V19).  

In 2017 the Minister for Employment (who was earlier the Minister for Health) expressed his idea in the 

Fijian Parliament that besides health promotion the issue of the affordability of harmful commodities 

needed to be addressed: 

These three products – cigarettes, alcohol and tobacco – are the biggest causes of 
NCDs. If you look at the amount of money that Government spends in hospitals for 
inpatients, most of it is because people are taking too much of these things. What we 
need to do in our country is to try to create an environment where people are 
compelled to do the right thing. How do we do that? Firstly, yes, we promote; we have 
programmes with schools; and we get people to come out and do visits. Secondly, we 
get things that are leading to these diseases to be more expensive (27). 

Price and tax policies are commonly discussed in both countries as effective ways to make tobacco and 

other harmful commodities less affordable for the public: 

In the Ministry of Health, we have welcomed the increases in the price for cigarettes, 
alcohol and sugar-sweetened beverages. […] through this way, we hope that we will 
be able to encourage people to indulge less in this these risk factors and also help pay 
for the cost of running the hospital services (637). 
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Although the exact origin of the idea of CDOH in these countries is unclear based on the interviews, the 

FCTC is based on the understanding that both demand and supply side measures of tobacco control are 

needed to address the issue of high smoking prevalence (376); this supports the prevalence of the idea of 

CDOH in Fiji and Vanuatu. Furthermore, WHO has been providing significant assistance in developing rules 

around tobacco control, and it has emphasised the need to regulate the TI instead of merely focusing on 

health promotion [paraphrased, F26]. In Fiji there have been several capacity building workshops and 

events organised by the Secretariat of the Pacific Community, the United Nations Development 

Programme and WHO, where government officials and Parliamentarians were taught about the interface 

of health and trade and their connection to NCDs [paraphrased, F28]. While the term CDOH was not used 

by the participants working for these development partners during the interviews, the explanations they 

gave on solutions align with this concept, as they emphasise the need for regulating the activities of the 

TI (and other harmful commodity industries).  

However, as the data introduced in Chapter 5 demonstrates, it is difficult to regulate the TI because of 

industry interference [paraphrased, F26]. Another participant in Vanuatu speaks about the food industry 

posing a similar obstacle to public health policies: 

The food that is allowed to be sold in stores, like sweet canned drinks, are just poison 
really, and probably shouldn't be allowed. But we've become so used to them and it's 
such a big industry, the food industry is so powerful that it’s very hard to stop (V13). 

The leader of Opposition argued in 2017, in the Fijian Parliament, that commercial interests need to be 

kept in check by the government to solve the NCD crisis. His speech demonstrates recognition that the 

interests of harmful commodity industries are impeding the government of Fiji in its effort to address 

NCDs. 

The reality now, is that, at the same time the Ministry of Health is preaching about 
eradicating NCDs, the Government is promoting and encouraging advertisement and 
marketing of junk food and drinks, like Coca-Cola, Fiji Bitter, Fiji Gold and many more. 
[...] Raising taxes may be politically challenging for Government, however, if it wants 
a gain in the public health by alleviating NCDs, then it needs to sacrifice the political 
pain by raising taxes on products that most contribute to NCDs, including tobacco, 
alcohol and unhealthy foods and sugar-sweetened beverages (612). 

The responsible actor(s) to deliver the solution: MoT, MoE, MoA, and MoH 

The data reflects that regulation of TI and other harmful commodity industries is seen as the solution by 

those who adopted the idea of CDOH. This idea dictates that government agencies other than MoH need 

to become involved, because the health sector does not have the mandate to regulate sectors such as 
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trade, economy, and agriculture. A participant in Vanuatu speaks about the need for multisectoral 

commitment in the following way: 

The issue now is that we get this issue and we put it with the Minister for Health. But 
a lot of these issues are beyond his control, to make regulations to stop imports of 
things – it is not his responsibility. That is why tobacco control for example, is very 
difficult, because when you look at the Tobacco Control Act, a few of them like health 
promotion and things fall directly within the mandate of Ministry of Health. But when 
it goes beyond like inspections, ensuring that packets of singles are not sold, that's not 
MoH. We need the support of other policing in agencies (V29, emphasis added). 

Following this line of thinking, an ex-Minister for Health argued in Parliament in 2017 that MoH cannot 

tackle NCDs alone and called for multisectoral involvement: “NCDs present a significant challenge to the 

health of our people and to the economic wellbeing of our country. As I have said, NCDs must be tackled 

by all sectors and not the health sector alone” (612). Interviewees in both countries emphasised the need 

for stronger engagement from non-health government agencies: “It has to be more than the MoH doing 

the enforcement. Currently they see it as the responsibility of MoH. I think it is broader than health; we 

need to look at border control, police, society” (F02).  

A government official in Vanuatu suggests that in tobacco control the point-of-sale regulations should be 

implemented by MoT and the Ministry of Internal Affairs or Local Government, and the health-related 

provisions by MoH [paraphrased, V05]. Another ni-Vanuatu government official argues the same and 

speaks about the need for policy coherence: 

We have Agriculture, Finance, Customs, and Trade; they have their own jurisdictions, 
Health has its own. If you look at the policies, some of them are things which we [MoH] 
do not have control over. Like sales of cigarettes for MoH, it is actually a trade matter, 
but the TCA [Tobacco Control Act] falls into health. From my personal point of view, if 
you become sick, your treatment is my responsibility, and the same for the promotion 
for healthy practices. That’s under my control, I have the skills and knowledge. Trade 
is more about controlling the market and buying, so you end up in a position that you 
can control the sale of the products. […] We need to get our roles to its proper places, 
so we do the best jobs to our skills, and we leave the others to those who are specialised 
on it and have the mandate to do it. That way we are seeing ourselves to be playing 
the same tone of music, so everyone can hear the same. You do your part, I do my part. 
But for the same cause (V19). 

This emphasis on multisectoral action and policy coherence is connected to the idea of CDOH, because it 

implies that only multiple actors from different sectors can solve problems caused by factors outside of 

the health sector. The data indicates that participants see the need for assigning responsibility to the 

trade, economy, and agriculture sectors as well as health, which is a major difference from what is 
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suggested by the idea of individual responsibility, where MoH is seen as the only actor accountable for 

solving the NCD crisis. 

In summary, the concept of CDOH in light of Stone’s theory can be interpreted as a causal idea, because 

it defines the cause of NCDs – the products and activities of harmful commodity industries – and the 

solution – the regulation of these industries. The idea of CDOH can be classed as an intentional causal idea 

because the tobacco industry is aware of the harm it causes to population health by the sale of its 

products. The data indicates that in Fiji and Vanuatu many participants have adopted this idea, even 

though they do not use the term CDOH. However, while the scholarship on CDOH blames the harmful 

commodity industries, in Fiji and Vanuatu the participants placed more focus on the government agencies 

that are responsible for delivering the solution. When this fails, the regulator becomes the “scapegoat”, 

and the blame is shifted to them from the industry.  

Figure 9 summarises the data presented in this section. It shows that the causal idea of CDOH in regard to 

tobacco control in Fiji and Vanuatu is based on the understanding that the cause of the high smoking 

prevalence is that tobacco products are widely available, affordable, and highly addictive. This idea defines 

that the solution is to regulate these products. The data demonstrate that multisectoral action is seen as 

the way to do this, which would require the involvement of MoT, MoA, and MoE. 

Figure 9 The idea of commercial determinants of health in tobacco control in Fiji and Vanuatu 
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2. The influence of causal ideas on tobacco control in Fiji and 

Vanuatu 

The previous section discussed two causal ideas common in Fiji and Vanuatu around high smoking 

prevalence and the rise of NCDs: the idea of individual responsibility and the idea of CDOH. The idea that 

becomes dominant has crucial implications on tobacco control, because it defines what actions are taken, 

who is regulated and who has the authority to do that. 

Many interviewees (V07, V13, V17, V22, V23, V27, V29, F02, F04, F06, F26) agree that in recent years MoH 

in Fiji and Vanuatu have been struggling with enforcing the regulations. Besides human and financial 

capacity challenges, in both countries the main issue cited by the participants was that MoH is the only 

government agency that proactively implements tobacco control measures. As a government official 

working in MoH in Vanuatu explains, “a lot of time it [tobacco control] is just translated to MoH policies. 

It should get it into other sectoral policies and implementation plans” (V29). Another participant in Fiji 

adds that non-health government agencies rarely consider the health impact of their policies in both 

countries: “Those little things that we think every ministry they can tailor their policies to have the NCD 

focus – nah, that’s not happening” (F14). These data suggest that the idea of CDOH is less spread 

throughout the governance circles of Fiji and Vanuatu, compared the idea of individual responsibility.  

The following comment from another interviewee working for a development partner confirms that many 

actors seem to act based on the assumption that MoH should solve the issue of smoking prevalence and 

the NCD crisis alone: 

I think they are not deaf to the public health argument, but they are still thinking in 
silos. Health is MoH’s problem. Our problem is to build the economy. They are receptive 
when you tell them that NCD crises causes a lot of premature death and this is costing 
a lot of money, so the sort of economic analysis. They listen to it but still it does not 
mean that they necessarily are going to act on it, because they simply do not see it as 
their mandate (F28). 

An interviewee working for MoH suggests the same issue in Vanuatu: 

We need to initiate if we want something. For example, if we want restrictions on 
Chinese imports in certain products or to strengthen our border protection, Health has 
got to play that role, to push for that role. They do not want to be pushing certain 
agendas: if it’s related to health, it has got to be pushed by MoH (V06). 
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The data demonstrates that the idea of individual responsibility with its focus on health sector action is 

more dominant among high-level government officials than the idea of CDOH. As a MoH official in Vanuatu 

explains  “we know what the health issues are, but we cannot control the determining factors. Some of 

our leaders, maybe they need to understand that NCDs and these issues depend on other things” (V19).  

An interviewee suggests that in Fiji the AG has adopted the biomedical approach to NCDs: “He [AG] is a 

key person. He does not seem to be able to link NCDs to lifestyle, tobacco, alcohol; the way he is talking he 

is moving into setting up tertiary hospitals, dialysis, etc.” (F02). 

Stone’s theory argues that the influence of the promoters of a causal idea has a major impact on the idea 

becoming dominant. As discussed in Chapter 4, the AG in Fiji is among the most influential individuals in 

the government, and also the Minister for Communication. According to a participant working for a 

development partner, the Fijian media is closely monitored by the government [paraphrased, F26]. This 

gives an advantage for the AG to use the media to propagate his preferred ideas, and news articles such 

as “Tobacco control requires community efforts” (638) or “NCDs Linked To Parents’ Negligence” (639) 

support this assumption. 

While the above examples can be interpreted as structural fragmentation in the government, the data 

suggests that the strong understanding that MoH is responsible for handling this issue is behind the siloed 

accountability of MoH. The following quote from the Parliamentary Debates in Fiji demonstrates that it is 

politically challenging to direct blame to other government agencies, even when the role of CDOH is made 

fairly clear (613). The quote reflects that the idea of MoH responsibility is strongly embedded in the Fijian 

Parliament: when a member of the opposition questions the AG’s decisions on supporting tobacco 

industry investment, the Speaker of the House directs the question to the Minister for Health.  

MEMBER OF PARLIAMENT (MP): There are a few issues which I would like to raise with 
the Government regarding NCDs because the Honourable Attorney-General, he is 
talking, he opened a tobacco plant facility two weeks ago in the West, so I am puzzled 
as to whether he is supporting smoking or he is against that. 

The other issue is uncontrolled advertisement of liquor. We see it on the board here in 
the City and also sponsorship by junk food companies of sports events, like Coca-Cola, 
Twisties, et cetera, so what is the Government’s view on this? Are they supporting 
things which cause NCD or are they against it? 

SPEAKER OF THE HOUSE (SPEAKER).- Honourable Member, the Minister for Health is 
the one who is answering the question. 

MP.- Yes, I am asking the Honourable Minister. 
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MINISTER FOR HEALTH.- Thank you, Honourable Speaker. I was a bit confused because 
he was asking the Honourable Attorney-General, but anyway, I had said earlier …. 

SPEAKER.- I will make the correction. He was asking the Honourable Attorney-General, 
yes, but the Honourable Attorney-General was not answering the question in the first 
place that was asked. You are the Minister responsible for this (613) (emphasis 
added). 

The interviewee data also suggest that the strong attachment to siloed thinking is not present when other 

topics are on the agenda: in Fiji, the AG frequently makes decisions on other health sector matters. A 

participant recalled a case when the MoE made a policy on pharmaceutical regulation; MoH was informed 

and consulted only a couple days before it was introduced to Cabinet, and thus no major adjustments 

were made to accommodate the concerns of the health sector:  

There was one example of a health-related legislation; from recollection it was 
something like changing the regulation around pharmacies. Basically the amendment 
was proposed, drafted, all in the absence of MoH. Virtually a night before it was 
proposed to Parliament, someone gave a copy to MoH: ‘just let you know, this is what’s 
going to happen tomorrow.’ And there were actually some other implications which 
haven’t been considered, so then there was a bit of a mad scramble from health to try 
to influence at least a certain extent, like ‘uhh, have you thought about x, y, z’. But that 
is probably an example of how things happen here (F34). 

Other interviewees mentioned a case of a recent tender by MoE on running two hospitals in Fiji; they 

explained that the decision on the winner was made without the involvement of MoH [paraphrased, F23, 

F35]. The data implies that the idea of individual responsibility is often applied in a strategically calculated 

way to support particular interests. These findings suggest that, at least in Fiji, the siloed approach to MoH 

responsibility in NCDs is strongly connected to ideational issues and based on the dominant idea of 

individual responsibility. 

The weakness of the idea of CDOH within the governments of Fiji and Vanuatu is demonstrated by the 

fact that the non-health government agencies seem to appreciate the socioeconomic costs of NCDs, but 

they either do not recognise or are not willing to admit the impact of trade, agricultural and economic 

policies on NCDs. As a government official states, “for economic purposes it will benefit the country, but 

maybe we need to not consume locally, but export” (V02). The interviews suggest that until the non-health 

ministries recognise the effects of their policies on public health, and fully appreciate the negative impact 

of NCDs on reaching their objectives, they will not engage with tobacco control. 

If you can make the argument that this is something we need to tackle for economic 
reasons, then you say, ‘okay, well, how do we tackle’, then you can scare people. But if 
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you haven't won the argument that governments think we have to do something about 
this for economic reasons, then they will be probably less likely to accept the sort of 
different change (F29). 

Further reflecting the dominance of the idea of individual responsibility, the interviewee data suggests 

that most measures implemented focus on consumer demand, while the regulation of the TI is not in 

focus. According to a number of interviewees, measures on smoke-free places, labelling, and health 

promotion are generally seen as successfully implemented policies in both countries, but the enforcement 

of several other regulations such as point-of-sale measures, and registration fees and penalties, are often 

seen as inadequate (V07, V13, V17, V22, V23, V27, V29, F02, F03, F04, F06, F26). In Fiji, the bans on 

tobacco industry sponsorship and advertisement are especially problematic as the government itself 

regularly breaches the law37 when posting news articles citing various projects funded by BAT (640).  

The limited understanding of CDOH results in blaming the public and MoH for the high smoking prevalence 

or NCDs, as the idea of individual responsibility implies that only MoH has the mandate to act on such 

matters. This results in MoH trying to implement tobacco control mostly alone (except for the taxes on 

tobacco which are collected by MoE). The data indicates that tobacco control in Fiji and Vanuatu is 

influenced by the ideas of both individual responsibility and CDOH. However, the interviewee data 

suggests that in higher government circles the former is more dominant, and their opinion on the 

implementation of tobacco control measures implies that there is more focus on policies targeting the 

public than on the tobacco industry itself. 

3. Summary 

This chapter has provided an analysis of the ideational conditions that influence intersectoral governance 

for tobacco control in Fiji and Vanuatu. It sought to answer two questions: (i) “What are the prevalent 

ideas about the NCD crisis in Fiji and Vanuatu?”, and (ii) “How do they influence tobacco control?” 

The two prevalent ideas in tobacco control in Fiji and Vanuatu are summarised in Table 9. The idea of 

individual responsibility explains the roots of the NCD crisis as the fault of citizens making unhealthy 

lifestyle choices and places the responsibility for government action with the MoH as the lead for health 

promotion. In contrast, the idea of CDOH argues that harmful commodity industries drive the NCD 

 
37 Part 2, Section 5 of the Tobacco Control Act 2010 – which allows sponsorship from the tobacco industry, but  
forbids naming the contributor (578). 
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epidemic, and the sectors that regulate these private actors should be kept in closer check to ensure that 

their policies are aligned with the objectives of public health.    

Table 9 The influence of causal ideas on tobacco control in Fiji and Vanuatu 

Causal Idea Individual responsibility 
Commercial determinants of 

health 

Type of causal idea Inadvertent cause Intentional cause 

Who/what is the cause of the 
problem? 

Individuals choose to live an 
unhealthy lifestyle 

The tobacco industry and their 
affordable and widely available 

products 

Who/what needs to be regulated? The public 
Primarily the tobacco industry, 

but the public as well. 

How does it need to be regulated? Health promotion 

Primarily industry regulation 
(supply side measures), but 

measures targeting the public 
are needed as well (demand 

side measures). 

Who is responsible for this 
regulation? 

MoH MoT, MoA, MoE, MoH 

Who is blamed for the 
success/failure of this regulation? 

MoH/public MoT, MoA, MoE, MoH 

 

The interviewee data suggests that the idea of individual responsibility has more influence over tobacco 

control in Fiji and Vanuatu than the idea of commercial determinants. Although adherence to FCTC 

requires the implementation of multisectoral policies through the involvement of a wide range of 

government agencies, an approach that is more connected to the idea of commercial determinants, MoH 

is left alone to implement tobacco control in Fiji and Vanuatu, which implies the dominance of the idea of 

individual responsibility.  

Having now looked at interests (Chapter 5) and ideas (Chapter 6), Chapter 7 examines how institutional 

conditions influence the governance of commercial determinants of NCDs in relation to tobacco. 
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Chapter 7. The institutional conditions shaping 
intersectoral governance of tobacco in Fiji and 
Vanuatu 

Chapters 5 and 6 discussed the interests and ideas important in tobacco control in Fiji and Vanuatu. The 

focus of this chapter is on the institutional conditions that influence the intersectoral governance of 

commercial determinants of noncommunicable diseases (NCDs) in relation to tobacco in these countries.  

The literature reviewed in Chapter 2 highlights the importance of institutional structures in enabling policy 

coherence and protecting public health policy making from vested interests. While the former focuses on 

the actors and interests within the government, the latter concentrates on the influences coming from 

external sources. Both are argued to be necessary in order to implement comprehensive, multisectoral 

tobacco control policies. Therefore, the objective of this chapter is to identify the institutional conditions 

that shape intersectoral governance for tobacco control in Fiji and Vanuatu with a particular focus on 

forging policy coherence and resisting tobacco industry (TI) interests. This chapter discusses institutional 

conditions as the factors arising from the legal and administrative structures of political and governmental 

agencies. 

Section 1 focuses on the question: “What institutional conditions affect policy coherence for tobacco 

control in Fiji and Vanuatu?” The analysis is informed by the theory of institutional collective action (ICA) 

(127), and it reveals that the multisectoral NCD committees in Fiji and Vanuatu are not the ideal 

intersectoral mechanisms to achieve policy coherence in tobacco governance. In Section 2 the question 

being investigated is “How, and to what extent, do institutional conditions impact the protection of 

tobacco control from tobacco industry interests in Fiji and Vanuatu?” The administrative process theory 

(128) is used in answering this question, and it explains why the institutional structures in their current 

form do not ensure the elevation of health interests in tobacco governance. Section 3 summarises the 

results presented in this chapter and reflects on how institutional conditions intersect with the different 

interests and ideas discussed in the earlier chapters. 



Chapter 7 Institutions 

123 
 

1. Policy coherence for tobacco control 

Article 5.2 of the FCTC requires that countries create a national coordination mechanism which ensures 

the development and implementation of multisectoral tobacco control policies (376). Such a coordinating 

mechanism can include a national Focal Point for Tobacco Control (FPTC) (376). The interviewee data 

shows that a Ministry of Health (MoH) officer receives such a title in both countries. In Vanuatu, the 

designated FPTC declined to participate in this study, and the interviewee data from other MoH officials 

revealed no specific role for this individual in facilitating multisectoral collaboration on tobacco control. 

In Fiji an ex-MoH official explains that during the development of tobacco control regulations (641) the 

FPTC organised consultations with the affected sectors:  

First it was consultations when we were looking at changing the policies. […] We had 
first quarterly meetings, we informed them what’s happening, what’s the progress. 
Also, this is where we agreed on the time they need to comply with the new regulations 
(F04). 

However, these regular meetings have not been organised since the regulations were passed in 2013. As 

a MoH official in Fiji states: “We have meetings on an ad hoc basis when we need to talk. And lots of 

informal discussions” (F03).  

Participants cited multisectoral committees on NCDs in both countries as the dedicated mechanism to 

forge policy coherence for tobacco control (F02, F03, F06, F26, V12, V17, V22, V23). The analysis presented 

in the next three sub-sections reveals how these committees function in regards to intersectoral 

collaboration in Fiji and Vanuatu. Section 1.1 identifies the institutional collective action (ICA) dilemma 

that the multisectoral committees in Fiji and Vanuatu are dedicated to resolving. Section 1.2 introduces 

the way this intersectoral mechanism operates in the two countries. Section 1.3 analyses how institutional 

conditions influence the ability of these multisectoral committees to address the ICA dilemma. 

1.1. The institutional collective action dilemma: policy incoherence in tobacco 

governance 

The ICA dilemma in tobacco governance in Fiji and Vanuatu is the issue of policy incoherence. While it is 

outside of the scope of this study to determine the level of (in)coherence between policy fields in tobacco 

governance, the collected data reveals that it is indeed a problem in Fiji and Vanuatu. As described in 

detail in Chapter 5, the pro-health actors are working towards better tobacco control, while the pro-

commercial actors aim to support the TI. Participants working for (different) development partners 
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suggest that in Fiji policy incoherence in tobacco governance is a major issue between government sectors 

(F28, F26). One of them explains this in the following way:   

MoH is trying its best to implement the FCTC, while the Ministry of Agriculture gives 
grants to farmers to grow tobacco. And the commerce [Ministry of Trade], I assume is 
casual with BAT [British American Tobacco], who is a rich company, providing grants 
to farmers, free seedlings, free fertilisers, so there is no coherence (F28).  

In Fiji, besides the tobacco control laws, there has been only one piece of legislation passed since the 2005 

ratification of FCTC that is concerned with tobacco: the Foreign Investment Regulations 2009 of the MoT 

requires domestic tobacco manufacturing to use locally grown tobacco (574). This legislation supports 

tobacco farming in the country by encouraging manufacturers to buy their crops. This measure is contrary 

to the efforts of Article 17 of FCTC, which requires a shift from tobacco farming to viable alternatives 

(376). 

Government officials (V01, V02, V16, V17) in Vanuatu also admit that MoT and the MoA work against the 

interests of MoH when they support tobacco investment. The regulations to facilitate tobacco farming, 

once developed, will be the first legislation besides the TCA and the Excise Tax law (642) affecting tobacco 

governance. While the latter two align with the aim of supporting tobacco control, the former will work 

against it. 

Reaching policy coherence in tobacco governance in Fiji and Vanuatu is a functional collective action 

dilemma and more precisely a negative externality problem, because the policies of the different 

government agencies responsible for aspects of tobacco governance have a detrimental impact on each 

other’s work. Furthermore, the opposing mandates of the actors involved raise a defection problem that 

means that there is a high likelihood that certain actors will decide to not participate in the collaboration. 

Feiock (127) argues that these types of issues are the most difficult to solve, and thus the risk of 

collaboration breaking down is high. Therefore, such a problem requires that significant authority be 

applied in the intersectoral mechanism to ensure that the involved parties are committed to solving the 

issue together. In both Fiji and Vanuatu, the dedicated intersectoral mechanisms to resolve this problem 

are the multisectoral NCD committees organised by MoH. 

1.2. Issues with the multisectoral committees   

A participant working for a development partner explains that due to their small size and resource 

constraints, Pacific small island developing states (PSIDS) rarely have a dedicated unit or working group 
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solely for tobacco control; instead, NCD prevention and the regulation of unhealthy commodities are 

usually discussed together [paraphrased, F27]. 

In Fiji, the National Multisectoral Taskforce on NCDs is a committee organised by MoH, and involves 

Customs, MoE, Department of Tourism and the Department of Trade of MoT, and the Ministry of Local 

Government, Housing and Community Development [paraphrased, F26]. The WHO and the Secretariat of 

the Pacific Community are invited to attend the meetings [paraphrased, F26]. A MoH official explains that 

the taskforce is set to meet twice a year: “we try to have a 6 monthly working group” (F06).  

A high-level MoH official states that “the traditional way to get sectors to work together is to form a 

council, and you regulate it in such a way that all the PSs [Permanent Secretaries] have to attend. That has 

proven not to work” (F01). The interviewee data shows that the committee struggles to bring all the 

necessary actors together. Participants confirm that it is difficult to engage some of the agencies, 

particularly MoT and MoE: “when MoH calls for a multisectoral meeting, MoT does not go. […] The same 

for Finance [MoE]; especially them” (F28). “We were finding it hard to get them on board, because Trade 

[MoT] is pro-tobacco” (F06). Another MoH official states: “Trade is the problem. […] They do not come to 

the table now, they refuse to come” (F02). 

In Vanuatu a high-level MoH officer states that there is a multisectoral NCD taskforce to facilitate policy 

coherence in tobacco control: 

We have a national NCD taskforce. It is supposed to be a multisectoral working group 
that meets every month, and discusses matters relating to especially NCD prevention 
and control. So, obviously, we do not only talk about tobacco because we want to do 
things in an integrated manner (V17). 

However, other current and ex-MoH officials (V12, V15, V22) explain that the taskforce is not in operation 

anymore:  

In the NCD plan phase 1 and 2 during the review there was a multisectoral committee, 
but in the last one there is not. So in the past year and this year I do not see this 
committee functioning (V12).  

I'm not sure that a multisectoral collaboration ever really took off. There was one 
meeting but after that, I'm not sure if anything's been undertaken (V15). 

This data shows that in Vanuatu the multisectoral NCD taskforce, which would facilitate policy coherence 

for tobacco control, is not functioning. However, the country has another multisectoral committee 

intended to harmonise trade policies with other sectors: the National Trade Development Committee 
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(NTDC) serves as a multisectoral mechanism where decisions are made on the trade priorities of the 

country, including trade in tobacco.  

A government official explains that “NTDC is the biggest committee on trade held three times per year, it 

consists of the public and private sectors, donors and CSOs. This is where we get direction for the [trade] 

negotiations. The committee is chaired by the Deputy Prime Minister” (V01). When asked if the health 

sector is involved in this multisectoral forum, the participant replies: “MoH… we missed them somehow… 

They never attend the NTDC.” A high-level MoH official (V17) and a MoT official (V24) confirm this 

statement as well.  

This is significant because the NTDC had an important role in the negotiations of the Pacific Agreement 

on Closer Economic Relations (PACER) Plus agreement between Vanuatu, Australia and New Zealand. 

PACER Plus has significant implications for tobacco control due to Vanuatu agreeing to drop the duties on 

tobacco products from 55% to zero until 2052 (586). This means that if these provisions enter into force, 

imported tobacco products will likely be cheaper in Vanuatu. This is contrary to the efforts of tobacco 

control, and a classic example of policy incoherence38. It is therefore important to understand why MoH 

is not involved in the multisectoral committee that discusses such trade matters in the government39.  

The data indicates that the multisectoral committees introduced above face challenges in forging policy 

coherence in tobacco governance: they are either not functioning or not all necessary parties attend 

relevant meetings. This is important, because there is no other mechanism in place in Fiji and Vanuatu 

which would be tasked to achieve policy coherence for tobacco control. As the next section demonstrates, 

examining the institutional conditions that influence the operation of these multisectoral committees is 

key to understanding why they struggle to fulfil their purpose. 

 
38 While some government officials (V01, V20) explain that the excise tax will be increased to ensure the high price 
of tobacco, another participant (F26) working for development partner organisations explains that LMICs often are 
unable to administratively implement domestic taxes. 
39 The interview data shows that before the PACER Plus negotiations Customs liaised with MoH to learn about the 
health priorities for the treaty. During these discussions an agreement was reached between the two agencies that 
tobacco will be placed on the exempted list, which means that the duty rates of these items will not be affected by 
the treaty. This would have ensured that the price of imported tobacco remained high once the treaty enters into 
force. While Customs have represented the arguments of MoH in the discussions with MoT, during the negotiations 
Vanuatu gave up its stance on tobacco due to pressure from Australia and New Zealand, and tobacco was removed 
from the exempted list. After the negotiations MoH was not informed about this development, and in the time of 
data collection public health officers were confident that tobacco had made it to the exempted list.  
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1.3. The institutional conditions behind the operational issues 

Feiock’s ICA framework (127) argues that whether an intersectoral mechanism is able to serve its purpose 

and solve an ICA dilemma depends on a set of conditions. This section analyses these conditions in regards 

to policy coherence for tobacco control and the multisectoral NCD committees in Fiji and Vanuatu. 

According to Feiock, the more actors need to be involved and the more legal force an intersectoral 

collaboration has, the higher the transaction costs are going to be but the more effective the mechanism 

is to resolve the dilemma. But not all problems require an expensive or forceful process in order to be 

resolved. If an issue has low collaboration risk - because the preferences of the involved parties are set 

close to each other, or the nature of the problem is more about coordination and less about conflicting 

benefits, or the political and institutional structures are supportive - then a more simple collaboration is 

likely to be effective, especially if the perceived net benefits are higher than the expected transaction 

costs (See Chapter 3 for more details).  

1.3.1. Authority and complexity 

Feiock categorises intersectoral mechanisms based on the range of actors and issues involved and the 

authority of its integration mechanism. The Fijian multisectoral NCD committee introduced in section 1.2. 

can be classed as a multilateral mechanism encompassing an intermediate range of actors: six government 

agencies from the health, economy, trade and industry, tourism, and local government sectors, and two 

development partners (F06, F26). In Vanuatu, the number of potential participants is unclear from the 

data, and thus it is difficult to estimate the complexity of multisectoral NCD committees when/if they 

were to happen.  

As for the range of issues, just within tobacco control at least five policy areas need to be covered in Fiji 

and Vanuatu: price and tax measures; smoke-free policies; contents and packaging of products; 

advertising, promotion, sponsorship; and point of sale measures (376,578,643–646). However, food and 

alcohol policies need to be discussed as well in these NCD committees, which means that altogether a 

high number of issues need to be handled by this intersectoral mechanism.  

Regarding integration, a participant explains that these committees do not legally force their invitees to 

attend the sessions [paraphrased, F26], therefore they function as working groups rather than official 

partnerships. This is reflected in the language used by the MoH officials, who call these meetings a 

“working group” (see quotes from V17 and F06 in Section 1.2). 
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Figure 10 locates the multisectoral NCD committees on the axis of authority and complexity based on the 

ICA framework. As Feiock (127) explains, the closer a mechanism sits to the left side of the figure, the less 

authority propels the involved parties to participate in intersectoral work. Furthermore, the higher the 

mechanism is located on the figure, the more organisation is required, which raises transaction costs. 

Altogether, the closer the mechanism is to the upper end of the arrow, the more effective it is to solve 

the collective action dilemma.  
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Figure 10 Intersectoral mechanisms by complexity and authority based on the 
ICA framework and the location of the discussed multisectoral committees 

As Figure 10 shows, based on the ICA theory and the available data, a multisectoral committee aiming for 

policy coherence in tobacco governance encompasses a medium range of actors and is not very strong at 

compelling actors to participate. The data shows that in Fiji the multisectoral NCD committee does not 

have the authority to compel MoT to attend the sessions. An interviewee suggests that MoT, MoA and 

MoE will not work together with MoH “unless there is leadership coming from the top-top level, from PM 

[Prime Minister] level, cabinet level, who says, ‘I want you guys to work together, coordinate together, and 

I want coherence between your policies’” (F28).  

This analysis implies that the multisectoral NCD committees in Fiji and Vanuatu bear medium transaction 

costs and have medium efficiency to solve a problem. Whether this is enough to reach policy coherence 
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for tobacco control depends partly on the parties’ perceived net benefits and the transaction costs, as 

discussed now. 

1.3.2. Perceived transaction costs and net benefits 

High transaction costs are not necessarily a barrier for a collaboration to be successful, but the parties 

need to perceive that the benefits gained are worth the expense. However, as the data demonstrates 

below, in Fiji and Vanuatu the actors often find the net benefits too low for collaboration. 

According to an ex-MoH official a common reason that multisectoral collaboration does not happen often 

in Vanuatu is because it requires extra financial resources: “Multisectoral collaboration stalls when it 

comes to the conversation of who's funding it. Because there's a bit of that idea that whoever raises the 

idea of multisectoral collaboration should be funding whatever it's done” (V15).  

The expected transaction cost can be other than financial resources, like the cost of losing autonomy: 

officials both in Fiji and Vanuatu are afraid that working together with other government agencies 

endangers their jobs, which results in territorialism – guarding one’s mandate in their own policy field. As 

an MoH official in Vanuatu expresses: “We need to make sure we do not step over and do the work of 

others. And also not Agriculture [MoA] coming and doing the work of MoH” (V21). Another high-level MoH 

official confirms that territorialism is a barrier to multisectoral collaboration for preventing NCDs in Fiji as 

well: “The main hindrances in multisectoral approaches is territorialism” (F07). 

Regarding the perceived benefits, often MoT, MoE or MoA do not recognise the benefit in engaging with 

MoH for NCD prevention. An ex-MoH official in Vanuatu describes this issue of conflicting mandates in 

the following way: 

As for intersectoral cooperation, what I found that when it was fortuitous and 
beneficial for both sectors, that worked really well. But when it came to things like 
encouraging [the Ministry of] Internal Affairs or someone to look at how we could tax 
or change behaviour around the consumption and production of Tusker beer, it was a 
lot harder to do, because we were directly contradicting what another sector was 
doing, and asked him to help us without having really any kind of carrots to swing over 
them (V15). 

A MoT official in Vanuatu explains that the organisers of NTDC do not see the benefit in inviting MoH, 

because the health sector is perceived to be irrelevant in trade matters [paraphrased, V24].  
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This data shows that, particularly, pro-commercial actors tend to perceive the benefits of collaboration 

with MoH as low. However, according to the ICA framework, this would not necessarily be a barrier for 

intersectoral work, as long as the preferences of the actors are not too different.  

1.3.3. Distribution of preferences 

Feiock (127) argues that the distribution of preferences among the actors is an important defining factor 

in solving the ICA problem. As mentioned in the previous point, collaboration is particularly problematic 

from this perspective for two reasons. Firstly, the pro-health and the pro-commercial tobacco interests 

directly oppose each other. As the analysis in Chapter 5 showed, the former group of actors seek to control 

tobacco and ultimately reduce smoking prevalence, while the latter’s interests lie in maintaining or 

increasing the current rates of tobacco consumption. Secondly, as Chapter 6 illustrated, there are major 

differences in the ideas which lead the two groups of actors in their approach to tobacco governance, the 

idea of commercial determinants of health shaping the approach of many of the pro-health actors, and 

the idea of individual responsibility (and the underlying neoliberal ideologies) influencing the pro-

commercial actors.  

Some of the data particularly highlights the connection between the differences in the mandates and 

ideas of the pro-health and pro-commercial actors as barriers to intersectoral collaboration. Participants 

working for different development partners state that because of the perception of opposing mandates, 

MoT, MoA, and MoE are often reluctant to participate in multisectoral NCD committee meetings 

[paraphrased, F27, F28]. Another high-level government official explains that the AG’s understanding of 

“wealth is health” is a reason why it is so difficult to involve MoE and MoT officials in intersectoral 

collaboration for NCD prevention [paraphrased, F02]. 

1.3.4. Political and institutional context  

Characteristics of the political and institutional context define the likelihood of intersectoral collaboration 

by increasing or decreasing the collaboration risk, according to Feiock (127). While Section 2 of this 

chapter will provide a detailed analysis of the administrative process in regards to balancing out interests 

in Fiji and Vanuatu, the following paragraphs give an account of the particular characteristics that 

influence the operation of multisectoral committees. 

Performance and accountability issues. Weaknesses in performance management and accountability 

may cause organisational issues which result in the committees not meeting. Some of the data indicates 

that in Vanuatu the low efficiency of the performance management and accountability mechanisms is the 
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reason that the NCD multisectoral committee is not in operation. A MoH official in Vanuatu suggests that 

it is just a matter of organisation: “It depends on whoever is taking leadership on NCD coordination. It’s 

not a matter of resources. It just needs to be facilitated” (V12). Another participant who used to work for 

MoH suggests that the lack of coordination happens because the ministry itself does not operate 

effectively:  

We need to strengthen it [MoH] first, before we can start having MoH reach out and 
coordinate amongst the other government line ministries and departments, because if 
they are themselves fractured and cannot work effectively and efficiently within 
themselves as a unit, then it's going to affect how they associate and cooperate with 
other units to make something work (V27). 

Such issues were not mentioned in Fiji regarding the organisation of the multisectoral NCD committee. 

Issues of delegation. Another issue area emerging from the data is that the delegates sent on behalf of 

the invited agencies often do not have the necessary skills or authority. Participants in Fiji and Vanuatu 

explain this in the following way: 

When they say that they invited the right stakeholders, it does not necessarily mean 
that the person that actually comes is the right person that will be carrying out this. 
Sometimes the person is just there for participation issues to show that they showed 
up (V27). 

When MoH calls Finance, Trade, Planning to come for a meeting, these guys do not 
even come or they send a small officer who cannot take any decision (F28). 

Imbalance of authority. The imbalance of authority between the pro-health and pro-commercial actors 

discussed in Chapter 5 is a common reason why MoT, MoE or MoA do not participate, or send an 

inadequate delegate to the meetings organised by MoH in Fiji. A participant argues that MoT and MoE 

“say ‘Who is MoH to call us for a meeting’” (F28). An interviewee in Vanuatu expresses a similar complaint 

on inadequate mandates: “All along through the FCTC, it just came through to MoH. I think if we tried to 

have a committee that had Customs and that, I felt like there was not enough mandate” (V29). This data 

suggests that it is important that the organiser of the committee meetings have the necessary level of 

authority which propels invitees to attend or to send the appropriate level of delegate. 

Historical remnants. In particular cases other political circumstances can be barriers to the multisectoral 

meetings happening. An interviewee suggests that in Fiji there is a reluctance for intersectoral outreach, 

because during the reign of the military government gatherings of officials were seen as a sign of potential 

political unrest: 
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Under the military government there was a prohibition – do not know how formal or 
informal – on a group meeting together as a leadership group. The concern was that 
public service, at least from the view of government, was highly politicised, and those 
individuals were not necessarily supportive of the government, and if you get those 
people together, they will essentially collude and will take down the government (F34). 

The reluctance for meetings between high-level government official remains an issue in Fiji, as a high-level 

government official explains: “they [Permanent Secretaries] need to be encouraged; the AG [Attorney-

General] always encourages them [to consult]” (F07). 

To summarise Section 1, the analysis focused on the research question: “What institutional conditions 

influence the forging of policy coherence for tobacco control in Fiji and Vanuatu?” The data showed that 

multisectoral committees are the primary governance mechanisms dedicated to forge policy coherence 

in tobacco governance in Fiji and Vanuatu. However, this mechanism has issues in fulfilling this task in 

both countries: the meetings either fail to happen or some of the important invitees do not attend. A 

reason behind this is that the issue of tobacco governance carries a high collaboration risk because the 

involved parties have opposing mandates and interests, which results in a high risk of defection. Also, 

these committees bear medium level effectiveness in solving the ICA dilemma, because they are 

characterised by low authority for integration, medium range of actors and issues, and medium 

transaction costs. Moreover, the political and institutional context of these countries tend not to be 

supportive of intersectoral work on tobacco control. There is an imbalance of authority between the 

actors which makes the attendance of high-authority actors (MoE, MoT, MoA) less likely in meetings 

organised by low-authority actors (MoH) or an inadequate delegate is sent. The weakness of performance 

management and accountability results in failure to organise the meetings; and in Fiji the historical 

remnants of the prohibition on gatherings causes further issues.  

This section has focused on the formal structures dedicated to make government actors work together 

despite their different mandates. However, as Chapter 2 highlighted, intersectoral collaboration itself is 

not sufficient to ensure that narrow interests do not dominate decision-making; the administrative 

procedures should safeguard “public-interestedness” in the development of all policies. The next section 

investigates how institutional conditions support this in Fiji and Vanuatu. 
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2. The protection of tobacco control policies from commercial 

interests 

The literature reviewed in Chapter 2 highlighted the issue of TI interference as a major barrier to tobacco 

control. Chapters 5 and 6 demonstrated that the TI has close relationships with several government 

agencies in Fiji and Vanuatu, and together they form a pro-commercial interest group which has significant 

influence over tobacco governance through its authority and the dominant causal idea of individual 

responsibility. In the midst of such interest-based and ideational conditions, pro-health actors face a major 

challenge in ensuring that health interests are prioritised in tobacco governance and that vested interests 

do not infiltrate policy making in this space.  

This section focuses on examining the roles institutional conditions play in protecting tobacco control from 

private commercial interests. The administrative process theory (128) is helpful here; it argues that the 

institutional structures of administrative agencies should ensure that governance is not dominated by 

small interest groups and instead that the general interests of the public are served. This requires public-

interested administrators (administrator motivation claim); administrative procedures balancing out 

interest group influences (administrative neutrality claim); an institutional environment ensuring a system 

of checks and balances (institutional environment claim); bureaucratic autonomy (agency autonomy 

claim), and cost-benefit analysis of policy alternatives in policy making (social welfare claim). In the 

following sections these conditions are analysed in terms of tobacco control in Fiji and Vanuatu. 

2.1. Public-interested administrators 

Participants in Fiji and Vanuatu argue that government officials at the highest levels are caught up in 

politics, which often has detrimental effects on their “public-interestedness” – how much they are driven 

by public interests, instead of being influenced by vested interests. An ex-MoH official suggests that “the 

commitment and the energy to do what needed to be done was there [to sign FCTC]. What I feel now is 

that the politics, the landscape has changed, that causes a lot of stalling” (F02). “People up the top there, 

they do not take it seriously enough. Who is on top? PS [Permanent Secretary] and Minister for Health” 

(F06). An interviewee in Fiji states that short-term economic benefits serve high-level government 

officials’ political interests more than long-term health benefits: “Now it’s only the ‘technicians’ who want 

to move things, but there is not a real drive from the top. The top is focused on winning the elections and 

building economic growth” (F28).  
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In Vanuatu participants (V11, V13) suggest that the politicisation of the government affects the “public-

interestedness” of administrators. They explain that because of the smallness of the country and its 

geographical layout, being scattered over several islands – both small island developing state (SIDS) 

vulnerabilities –, clientelism40 and patronage41 are issues: 

Politics is localised. Basically, every small place tries to choose someone from their area 
in the hope that that person will bring them something or they'll accept some form of 
bribe to vote to that person again, because it's the only thing they see, they do not get 
much in services (V13). 

An interviewee working for a development partner states that the legal regulation of the ways political 

parties and the Parliament operates is weak [paraphrased, V11], and as a result, there is an abundance of 

political parties who focus on local interests and are rarely driven by political ideologies. In 2014, 24 

parties were operating, although in 2016 this number decreased to 17. 

There are many different political parties, and the majority government is a coalition. 
Basically when going to the election you won't have a big major party; people run as 
candidates because they are from the area. Officially they will be under the political 
party flag, but it will really be their own. And then in Parliament you need to build a 
majority, so the main group in power will try to build a coalition and they will just buy 
off the people: ‘Come I will give you a minister post, that will give you chairmanship of 
a committee’ (V11). 

The need for the legal strengthening of the political system of both Fiji and Vanuatu has been recognised 

and development partners engage both governments on this matter.  

One of the answers is to work on the political parties regulation: who is allowed to have 
a political party? Or how do you create the political party? And how do you fund the 
political party as well? Because there is a lot of that, there are not that many positions 
to give. what I just said, you know, when you want to build a coalition, so what do you 
give them. Usually money. So, that's one of the reasons why corruption is an issue. 
money for political purposes. what's the answer to that? try to regulate that. (V11) 

The weakness of the regulation of the political system, and the SIDS vulnerabilities of small population 

size and being scattered over a multitude of islands have a detrimental impact on the government of 

Vanuatu: interviewees state that as a result of clientelism and patronage, important positions in the 

 
40 Stokes (2011) defines clientelism “as the proffering of material goods in return for electoral support, where the 
criterion of distribution that the patron uses is simply: did you (will you) support me?” 
41 Patronage means the “exchange of a public sector job for political support” (Stokes, 2011). 
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government are often given to people who are not skilled, nor have the experience for the job, but who 

have political connections. 

I do not think there's anything that's in the decision-making in the government that is 
not politicised. Even hiring people, especially jobs that are high-level positions. It's not 
actually what you can bring to the table, but it's who you know (V27).  

As a result, “public-interestedness” is often not the virtue on which public servants are selected, as 

participants in Vanuatu suggest: 

There was a Minister for Health who had previously been a minister, left for a while, 
and then came back, because ministers receive healthcare services in Australia – it's 
part of their package as a minister. He knew that he was quite unwell and had liver 
issues. So he became a minister again, so that he'd have access to those services (V15).  

The Ministers of Health over many years have been all sorts of people who do not have 
any interest or knowledge (V13). 

A participant explains that these appointees are aware of how short-lived such nominations are, 

therefore, they try to make the most of their temporary powers [paraphrased, V11]. Consequently, high-

level government officials often do not keep the public interest in mind: “One of the issues is that most of 

them only think about their political interests, parties’ interests, but not national interest” (V11).  

However, some of the data indicates that in lower executive levels in MoH this is not an issue: “The DG 

[Director-General42] has been kind of steering a steady ship at times that has been captured by ministers 

that do not really understand health in any way, shape, or form” (V15). Furthermore, the Director of Public 

Health has been often cited as a public-interested leader (V12, V15, V17, V19, V22, V23). In Fiji some mid-

level managers in MoH also enjoy a good reputation, according to several interviewees (F04, F26, F27, 

F28). 

These findings indicate that “public-interestedness” has likely been an issue among the highest level of 

government officials in Fiji and Vanuatu, particularly within MoH. This is likely to be fuelled by the 

vulnerabilities of SIDS, such as small population size and the country being scattered over several islands, 

as well as the weak regulation of political parties, which facilitate clientelism and patronage. Croley (128) 

suggests that legislators tend to be motivated by political interests and are more easily captured by 

interest groups, and in contrast, government officials are more likely to follow public interests. The data 

shows that the politicisation of government in Fiji and Vanuatu results in high-level MoH officials who are 

 
42 Equivalent to the Permanent Secretary in Fiji, second in command after the Minister. 
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not necessarily motivated by public but rather personal or political interests. According to Croley, this 

increases the likelihood that policy making in tobacco governance follows the interests of small, well-

organised groups rather than public interests. Following the assertions of the tobacco control scholarship 

that tobacco control serves the public interests, the Minister for Health’s repeated decisions in Vanuatu 

to support the building of a tobacco factory demonstrate how TI interests are able to gain dominance over 

public interests.  

2.2. Administrative procedures  

Croley’s administrative neutrality claim argues that administrators should remain independent from 

interest group influences to ensure public-interested regulation. He explains that it is imperative that 

administrative procedures level out the imbalance of authority between interest groups. In order to 

achieve this, the process of policy making should involve multiple stages where interest groups and the 

public can express their preferences. In tobacco control there are an extra set of measures which are 

required under the FCTC: Article 5.3 on the terms of engagement with the TI to protect public health 

policies from interference. In order to understand the institutional conditions influencing the elevation of 

health interests in tobacco governance, section 2.2.1. focuses on the policy process in Fiji and Vanuatu; 

section 2.2.2. assesses the ways terms of engagement are in use in these processes.  

2.2.1. The policy process 

While on paper the policy process of Fiji and Vanuatu balances out the influence of stakeholders through 

a set of measures, in practice the process is not necessarily followed, as discussed below.  

The policy process – en jure 

On paper, the planning of health policies officially follows the same procedure in Fiji and Vanuatu. It starts 

by identifying a problem which needs to be rectified. This is followed by the establishment of a technical 

working group tasked with working out the details of the policy, explains a MoH official in Fiji 

[paraphrased, F09]. Several participants (F02, F04, F09) state that stakeholder43 involvement is an 

essential part of the policy development process: once the policy is drafted, all affected actors are 

identified and invited to consultations. This is the first opportunity for intersectoral consultation. Once 

the final policy draft is completed, the executive committee of MoH reviews and endorses it.  

 
43 Stakeholders can be private actors, civil society organisations (CSOs), faith-based organisations, development 
partner organisations, other government agencies or the public. 
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Participants state that in Fiji before 2018 policies without multisectoral implications could be 

implemented once the Minister signed off. However, since 2018, regardless whether they affect other 

ministries or not, they have had to be approved by the Cabinet (F03, F06, F09, F07, F19). Interviewees 

explain that this happens because the Minister for Economy has to agree to allocate the required funding 

to carry out the policy (F07, F17). The Council of Ministers (CoM) in Vanuatu has the same role; however 

before that step the draft needs to be discussed and endorsed by Departmental Committee of Officials 

which is an inter-ministerial body where all Ministers, their DGs and political advisors sit (V05, V12, V17). 

These high-level meetings provide the second opportunity for intersectoral consultation. 

Participants explain that in case the policy needs to be embedded into legislation – in a form of law, 

regulation, or amendment – the policy draft must to be vetted by the Solicitor General’s Office in Fiji and 

the State Law Office in Vanuatu (F03, F06, F09, F07, F19, V05, V12, V17, V23). Once the bill is finalised by 

the legal team, it is sent to the AG’s Office for vetting. After this step the bill is ready to be presented and 

decided upon in the Cabinet/CoM.  

Once the Cabinet/CoM approves the bill, it is debated in the Parliament. The Parliament usually assigns 

the bill to the relevant Standing Committee, which holds consultations. A government official describes 

this as follows: “From Parliament it [the bill] goes to the relevant Standing Committee, which opens it up 

to the public, the public comes in to submit on the piece of legislation, then the Committee tables their 

report in the Parliament” (F17). Although specific stakeholders are invited to participate in the hearings, 

they are also open to the public, thus all engaged actors receive the opportunity to have their say 

[paraphrased, F17]. This step provides the first opportunity for the public to engage in the legislative 

process and exert its interests directly. The second opportunity that citizens have is to address the 

legislators, because the report resulting from these consultations is debated and voted upon in the 

Parliament. If the bill passes, it gets signed off by the President. With that the bill becomes a law, and is 

enacted by an agreed commencement date:   

There is a debate in Parliament and there is a voting, and then it gets enacted. The 
President signs off to the legislation, and then there is a commencement date. It could 
be that an act or amendment is passed in the Parliament, but for various reasons the 
enactment is three months after (F17). 

The policy process – de facto 

While the policy and legislative processes in both countries are carefully planned to involve consultations, 

the interviewees suggest a gap between the rules on paper and the actual ways in which policies are 
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made. “We have a lot of policies [on how to develop policies] and whether decision makers use them to 

implement or make decisions is another question” (V25). In Fiji participants recalled occasions where MoH 

was only involved at the last minute in the planning of their own health sector policies: one of them 

describes how a regulation about pharmacies was developed by MoE, and MoH was notified only the day 

before it was proposed to Parliament [paraphrased, F34]; another story recalled by two interviewees (F23, 

F35) similarly states that MoE organised the tendering for two hospitals in Fiji and decided the winner, 

while MoH allegedly had no say in the matter [paraphrased, F23].  

When asked about how such policies are planned if MoH is not involved, a participant suggested that the 

Attorney-General (AG) sets the direction and makes the final decision: 

It will be really just decided by the AG. […] There is a very small group of trusted 
advisors. My sense is that they do not so much advise but rather receive instructions. 
Generally, it’s ‘this is what I want to achieve, this is what I need you to do, go and do 
it’ (F34). 

In Vanuatu an ex-MoH official explains that most ministries invite stakeholders to comment only in the 

final stages of the policy draft. However, in the case of the Excise Tax Act, which involved taxes on tobacco, 

Customs invited MoH into the process at a much earlier stage (V15): “Just the fact that they were willing 

to involve other sectors in their review was unlike things I've seen in other sectors” (V15). 

In both countries participants (F04, F23, F26, F28, F34, F35, V05, V11, V15) suggest that although 

consultations are held, whether they are effectively run or involve an adequate number of people, is not 

checked. “Just a few people came in […] But it does not matter if people come or not, we just had to prove 

that it was done” (F04). Policy makers sometimes just want to “tick the box” so they can fulfil the 

requirement of holding consultations, and participants often complain that their feedback is not taken 

into consideration.  

Some stakeholders said that they feel that the consultations happen for the sake of it, 
they do not feel that they were listened to. Or the consultation happens in the very last 
minute, government is not very prepared, it’s clear that somebody just said, that ‘no, 
no, you need to go and talk to whoever it is, Chamber of Commerce or whatever’, that 
happens. Only to tick a box but it’s not a genuine relationship (F34). 

The data indicates that the time and extent to which a stakeholder is invited is important for the outcome 

and quality of the engagement. It appears that in both countries there is a tendency to involve the health 

sector too late in the planning process, which results in the limited consideration of its interests. Thus, 

processes are followed without the meaningful engagement of other stakeholders.  
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Furthermore, these quotes give the impression that the involvement happens this way not because of 

capacity or organisational issues, but because the agency does not have any real intention of considering 

other opinions and interests.  

The government is not used to a process of consultations before they make decisions. 
So there have been a number of decisions which have sort of just popped up in 
government, and stakeholders feel like that they are blindsided about the policy 
changes. I think the government is making some attempts to change, but I think in 
some areas they do not want to consult. They know the policy change they want, and 
they just go ahead and do it (F34). 

In Fiji this is explained as a remnant of the military regime, while in Vanuatu there is often no intention to 

implement the policy paper itself – which results in writing it in the quickest way without caring for other 

interests: 

In Vanuatu there is a certain understanding what policy is and what strategy is, they 
make it such a big task, but no one wants to be involved in actually doing it. It gets 
written and then five years later, someone else will come in and write the next one. It's 
just kind of ‘all right, let's get the policy document in place. And then we'll go on with 
the work we were doing anyway’, rather than identifying it as an opportunity to put in 
place some real change (V15). 

In Vanuatu, the interviewees reflect that not only non-health government agencies have the tendency to 

not consider the health sector, but the efforts of MoH to involve stakeholders are questionable as well. A 

participant suggests that a lack of time and lack of real intention to engage other actors is the reason 

behind this. 

My boss was a bit like ‘we just need a policy, we just need a strategy, the other ones 
are out of date’, and the DG was on his back to get one done prior a certain forum. It 
was like, we just need to write something, and the more people we involve, the more 
time it will take, and we do not have time (V15). 

This quote also reveals that policy making does not necessarily start with problem definition, but is the 

result of pressure to produce policy documents. Other participants (V05, V06, V12, V23, F09, F23) suggest 

that one of the aims of policies is to support funding requests towards development partners. 

An ex-MoH official in Vanuatu explains that when consultations are held, they do not necessarily bring 

the desired input from other stakeholders: 

We took it [the policy draft] to a stakeholder consultation after it was written. They 
were generally like, 'yeah, looks good'. Again, I still do not think people in that room 
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read it. […] There was about 40 stakeholders from across the public sector, NGOs and 
to the private sector (V15). 

This quote also indicates that even if stakeholders have the opportunity to discuss the planned policies, 

they do not necessarily have the capacity to do so.  

A government official in Vanuatu suggests that the reason that non-health government agencies rarely 

take part in implementing the TCA, is because MoH failed to conduct effective consultations with the 

public and the other ministries beforehand. In Fiji, some high-level MoH officials suggest that the reason 

behind the lack of buy-in from other agencies is the inability of the health sector to address non-health 

sectors on their own terms and to provide concrete, operational recommendations. 

I think the weakness is in Health [MoH] itself. In terms of health does not have any 
understanding about the trade policies. […] Lot of the health people just go and tell 
what the disadvantages of NCDs are. But currently governments already understand 
that there is the NCD problem, but they want to know how can you help them in 
achieving their own objectives (F01). 

I think also that we are just not arguing well enough. We need people in that area, and 
they will be not doctors – we need people of trade and law who help us put it into place 
(F02). 

The findings show that although the policy process in Fiji and Vanuatu has the potential to ensure a level 

playing field among stakeholders, the mechanisms are often not followed. The main reasons for 

inadequate stakeholder involvement in policy planning are (i) limited intentions to incorporate 

stakeholder interests or join discussions – both towards and from the health sector, (ii) the capacity issues 

of meaningfully contributing to the planning process of another sector, (iii) limited time, and (iv) the 

pressure to create policy documents is not necessarily coupled with a real intention of implementing the 

policy. The problem of limited time can be interpreted as a capacity issue: the units do not have enough 

human power to fulfil all duties without rushing. In this sense, it is a result of a SIDS vulnerability. 

Alternatively, limited time might reflect time management issues, which relates to the problems of 

performance management. 

2.2.2. Terms of engagement with the tobacco industry  

While a well-planned and implemented policy process can ensure that all interests are considered in policy 

making (128), in tobacco control it has been established that the involvement of the TI has a direct negative 

impact on public health policies (67,74,80,189). A major focus of Article 5.3 is on the exclusion of the TI 

from policy making. As such, no government agencies should maintain any working relationship with the 
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TI, and the amount of interaction between them should be minimalised (74). The more space industry 

representatives have to engage with government officials, the higher their chance is to interfere with 

policy making (189).  

According to the Pacific Monitoring Alliance for NCD Action (MANA) Dashboard, Vanuatu has no TI 

interference policies in place, but Fiji is in the process of developing one (406). Some of the participants 

in MoH in Fiji cited their commitment to protect public health policies from TI interference:  

We could talk to them about the requirements of the law, but not anything else. […] 
When I took over the office, I really demarcated myself from the retailers, 
manufacturers, never to affiliate with the manufacturer. […] I said no, you cannot 
accept any funding by them. Not even to renovate wards (F04). 

However, neither the interviews nor the document analysis reflected any intention for developing official 

terms of engagement with the TI. This is particularly problematic in light of the close relationship between 

the TI and government agencies in Fiji and Vanuatu (discussed in Chapter 5), and because in both countries 

the legal procedures – for obtaining and maintaining registration and licensing of the TI – requires MoH 

to interact with industry representatives. As a government official explains: “They [tobacco related 

businesses] renew their licences through the ministry [MoH], so if they have any issues with the packaging 

or that kind of things, they have to liaise with the ministry” (F06). 

In Vanuatu, the TI registration and licensing process is not regulated under the existing tobacco control 

legislation, but investors need to receive approval from the Minister for Health before starting up tobacco 

farming or production. A government official explains this process in the following way: 

Firstly, they have to go to the Vanuatu Investment Promotion Authority to apply for a 
permit. Then they apply for a business licence from the Vanuatu Financial Service 
Commission, and then they need a business licence from Customs. If it’s a 
manufacturer, the Department of Industry [of Ministry of Trade and Industry] also 
provides an industrial permit. They have to find a place, a land to establish their farm. 
They need to negotiate with the village, with the locals to use their lands. The 
Department of Industry [of MoT] comes in when it comes to processing tobacco, but 
for the planting they need to talk to MoA. They also need to talk with the MoH to see 
their regulations (V16).  

These procedures offer an opportunity to the TI to interfere with public health policy making, because 

they grant direct access to high-level MoH government officials. This carries important implications for 

tobacco control, especially because, as an MoH official explains, there are no transparency measures in 

place during these meetings [paraphrased, V17]. Although in Vanuatu the Department of Public Health 



Chapter 7 Institutions 

142 
 

(DPH) attempted to establish the practice that the Minister consults with them when any such meeting is 

requested: “The protocol is that only the DG talks with the minister. The DPH told the DG that if anyone 

comes from the TI to talk to the minister, you will be the first one to notify the DPH”  (V23).  

However, this process wasn’t followed on those occasions the Minister for Health signed supportive 

letters to the TI. An MoH official states that during the meetings between the Minister and industry 

representatives no transparency measures were taken, no one else was present, and DPH was notified 

only after the supporting letters were signed, despite their request to be consulted on any such matters 

[paraphrased, V17]. The participant explains that the DG and the Director of Public Health had opposed 

the Minister on several occasions when this happened; however, the supporting letters had not been 

withdrawn (584,618), and construction of the first tobacco factory in Vanuatu commenced in 2019 (583).  

Participants in Fiji explain that MoH has a procedure in place to screen prospective administrators for 

conflicts of interest (COI) in relation to the TI (F06, F04, F03). As a government official states:  

They are very careful about it; they do not employ people coming from pro-tobacco 
sector. They do a very throughout check on the applicants, especially for manager 
positions. If they see someone who previously worked with them, that’s a straight ‘No’ 
(F06). 

However, such a mechanism is not applied in MoE or MoA, as the hiring of ex-BAT employees to high-

level positions indicates (609,610,622). In Vanuatu, the interviews reflected no process in place to filter 

out applicants with COI.   

Article 5.3 recognises that TI interference can be avoided by the oversight of third parties (CSOs or 

development partners) or the public. This means that they are either invited to observe meetings between 

the TI and the government, or meeting minutes are shared. These processes are meant to increase 

transparency and accountability, but they are not practised in Fiji or Vanuatu [paraphrased, F26]. 

Furthermore, both countries lack any TI watchdog or tobacco control related CSOs (F02, F06, F26, F28, 

F29, V07, V13, V17, V26), nor do they have any monitoring of industry political and CSR activities by the 

government (F06, F26). A participant working for a development partner explains that neither Fiji nor 

Vanuatu has any activities on awareness raising of industry interference practices, and no lobby 

transparency measures are in place either [paraphrased, F26]. A participant in Fiji explains this as follows: 

“The only monitoring happens by the NCD officer at WHO [Sub-regional Office in Suva]. She Googles it and 

then lets MoH know. But in the ministry nobody cares, nobody does it” (F06). 



Chapter 7 Institutions 

143 
 

According to Croley’s theory, oversight or participation by the public is a crucial condition to ensure public-

interested policy making. However, the findings presented above show that in Fiji and Vanuatu this does 

not happen in tobacco governance for two main reasons. Firstly, the civil society is silent on tobacco 

control in these countries. There are no CSOs active on tobacco control, and the public rarely gets involved 

in consultations, even when they are organised by the government. Secondly, there are no transparency 

measures in place to monitor either the meetings between the TI and the government agencies or tobacco 

political activities in general.  

2.3. Institutional environment 

Croley’s institutional environment claim argues that public-interested regulation is supported by 

executive and judicial oversight, as the system of checks and balances which characterises democratic 

governments. This should ensure that the government is kept in check not only by the Parliament but also 

by the Judiciary and the President. 

In Fiji the Parliament was reinstated in 2008 after a series of military coups. A participant working for a 

development partner explains that capacity building of the Parliament has been in progress ever since 

[paraphrased, V11]. Although Vanuatu has had democratic institutions since its independence in 1980, its 

Parliamentary mechanisms are still under development: not only the legislators need to be trained but 

the capacity of the Standing Committees needs to be improved.  

No one is really knowledgeable in the Parliament at the moment. […] They do not have 
proper mandates for the [Standing] committees. So then nobody knows what they 
should be doing. They do not have a calendar, so they do not know when they should 
be doing it. So they do not know what, do not know when, and then they do not have 
any support, because there is no committee staff, which are the spine of the work in 
committee (V11). 

As a result, the Parliament in Vanuatu is considered weak and the government has control over it: “About 

the autonomy of Parliament, there's a huge lack to that extent in Vanuatu. Government is completely 

controlling the Parliament” (V11). This weakness has been recognised by both the Parliament and 

development partners, and there have been joined efforts for parliamentary strengthening (647–649). 

In Fiji a high-level government official’s statement suggests that the accountability of the government 

towards the Parliament is not very strong because of strict confidentiality regulations: 

Whatever decisions do not reach the Parliament from the Cabinet, it is mostly because 
it is confidential. Secrecy is paramount when it comes to Cabinet discussions. Our 
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freedom of information laws and the Official Secrets laws safeguards the 
confidentiality of the Cabinet. Cabinet information is only released after prior approval 
from the PM and the Secretary of the Cabinet. Only relevant information goes to the 
requesting party, which is usually a government department. No Cabinet information 
gets released outside of the government. Once an information becomes public, then it 
can go to Parliament (F07). 

Participants (F35, V31) explain that in both Fiji and Vanuatu judicial oversight over policy and law making 

is practised only when Constitutional rights are affected; other than that, the courts do not check whether 

the policy process was properly followed. “If to be a watchdog, to make sure that all the government 

functions are operating, no, the court does not do that” (V31). At the same time the Supreme Court in 

Vanuatu has been noted to be independent from the legislators and has regularly prosecuted a high 

number of legislators for corruption (650,651). The same proactivity is not so visible in the Fijian judiciary; 

a participant suggests that possibly the AG has influence over the courts [paraphrased, F35]. These 

indicate that the judiciary in Vanuatu tends to control corruption among legislators, but does not exercise 

much oversight over the administration. Furthermore, participants (F23, F34, F35, V22) suggest that the 

executive oversight by the President hasn’t shown any relevance, either in Fiji or Vanuatu.  

The system of checks and balances embedded into democratic governance is muted in Fiji and Vanuatu. 

The Parliament, the Judiciary and the President in both countries have limited control over the 

government. The implication for tobacco control is that MoH is only weakly supported by these 

institutions in elevating health interests in tobacco governance. As the next section shows, in Vanuatu this 

is less of an issue, because there is no such heavy centralisation of decision-making embedded into the 

policy making process, allowing MoH to maintain its autonomy; however, in Fiji this enables the AG to 

keep a close control over MoH. 

2.4. Bureaucratic autonomy  

Croley’s agency autonomy claim focuses on the autonomy of government agencies from legislators as a 

means to ensuring that legislators captured by vested interests are unable to influence policy making. 

However, based on the findings in Chapter 5, it appears that in Fiji and Vanuatu the elevation of health 

interests is endangered by commercial interests present within the government. Therefore, this section 

focuses on the bureaucratic autonomy MoH and the units responsible for tobacco control have within the 

government. 
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In Fiji, administrative procedures render high dependence of the government agencies on the AG and 

MoE. Chapter 5 discussed the ways institutional authority is centralised in these two agencies and thus in 

the hand of a single person. Several interviewees state that in Fiji government agencies in general rarely 

initiate their own ideas but wait for the AG and the Prime Minister (PM) to identify priorities and issue 

areas. According to a participant “some of the more traditional policy development type of functions what 

ministries would perform are really muted here [in Fiji]. In lot of instances ministries won’t actually provide 

or do any policy development” (F34).  

Although decision-making should be practised at each administrative level vertically during the 

development of policy, these layers of decision-making are missing in MoH, and the PS is the sole person 

who decides on important matters, according to several participants (F04, F07, F08). An interviewee 

working for a development partner explains this by the risk-aversion culture so heavily present in the 

Fijian civil service [paraphrased, F34]. The participant adds that most officials try to avoid making any 

decisions to ensure that they do not make any mistakes which would result in losing their job 

[paraphrased, F34]. Given how often PSs change in MoH – arguably, the person who makes most decisions 

within the agency – it looks like a realistic fear: within MoH there were four PSs between 2016 and 2018, 

which shows that keeping a PS position in this ministry is a challenging task. A participant suggested that 

the Public Service Commission (controlled by the AG and the PM) changes the PS of MoH as soon as 

enough time has passed for the individual to understand how the sector works, because that’s when they 

could start to have independent ideas [paraphrased, F02]. A participant describes the low bureaucratic 

autonomy in the government in the following way: 

It makes for a very difficult environment for civil servants to say, ‘we knew that was 
not the right way to go, but in fact we could not even provide that advice because it 
was not received that way’. Its interpreted as ‘you are not being supportive of what I 
want to do’. It only has to happen to a civil servant once, and from then they do not 
provide any advice the way it should be (F34). 

Thus, by avoiding the responsibility for decision-making, the necessary layers of accountability are also 

lacking. As a consequence, participants (F23, F34) raised that administrators lack proactivity in policy 

development:  

You will need to have the ministers to be prepared to listen to what the public servants 
has to say. Ministers are saying that ‘nobody does anything until I ask them to do it’. 
But if anyone acts in a proactive way, they are not sure how they going to be received, 
therefore there is very little will from the public servants to be proactive (F34). 
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As a result, bureaucratic autonomy within government agencies is generally low in Fiji. A participant 

describes this in the following way: “Ministries do not seem to be empowered to do things on their own. 

The way currently works, is that they really need the guidance, the support and the agreements to take on 

particularly the more challenging areas of reform” (F34). 

The consequence of the limited bureaucratic autonomy of the departments within MoH is that with 

frequent changes in the top leadership of the ministry, the strategic direction of units change often as 

well. The participants note that “sometimes when leaders change, even if internal levels, it makes things 

difficult” (F10), or “the expectations to our department changes all the time, as the management changes, 

the action plan changes” (F09).  

Vanuatu’s political space is characterised by the frequent rotation of government. The Prime Minister 

changed seven times between the elections in 2008 and 2012, and four times between 2012 and 2016. 

The frequent changes in the head of government were followed by changes in ministers. Particularly in 

the case of MoH, the rotation was quite intensive: it was rare that a minister stayed in power for at least 

a year. A participant recalls “we had a change of minister about five times while I was in MoH in that two 

years. Which is incredibly frustrating” (V15). Similar to Fiji, this rotation highly impacted policy making 

because of the limited bureaucratic autonomy of the MoH departments:  

You'd see some things come through, when the minister said that we need to work on 
this, and you're like, ‘Okay, but it's not in the policy, It's not in the strategy, nor is it in 
our business plan for this year. So do we really need to work on it now?’ And it was 
‘well, yes.’ So if the things that come from below their level, they generally got a fair 
bit of autonomy to do what they like, but for things that come from above by the DG 
or the minister, they generally a bit more propelled into doing it, whether they agree 
with it or not (V15). 

Participants (F14, F08, F34) explain that the Ministry of Civil Service (headed by the AG) recognised the 

nuisance of the lack of autonomy which resulted from the missing layers of decision-making and 

accountability; it has attempted to salvage this issue through a series of public administrative reforms 

since 2016. However, the way the reforms are planned already contradicts their aim to give more 

responsibility to lower level executives. The PSs are responsible for planning and implementing such 

reforms in their respective ministries, and according to interviewees (F08, F14, F34), in MoH even the 

Deputy Secretaries and Department Directors are excluded from this planning and decision-making 

process.  
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It’s part of the narrative you hear from the AG and the PM that they want to do things 
differently in order to achieve better results for the community, and ultimately to 
achieve different results, you got to act in different way. […] I can also understand that 
moving from a military style government where you just make the decisions and got 
on with things and you do not need to bother with that sort of annoying consultation 
part, moving into a new government is a very different way of doing things and they 
are learning to how to do it in a genuine way (F34). 

Nevertheless, the findings show that the lack of autonomy from legislators is not an issue in Fiji and 

Vanuatu. However, this does not necessarily mean that MoH is free of the control of other agencies from 

within the government. Particularly in Fiji, decision-making powers are centralised in a section of the 

government – or rather in the hands of a few individuals: the AG and the PM – which poses major 

limitations on the bureaucratic autonomy of MoH. As a result, even if administrators are “public-

interested”, they have little autonomy to ensure that health interests are elevated in tobacco governance. 

The dependency of the government agencies on the AG and MoE allows considerable control for the pro-

commercial interests. In Vanuatu, the limited bureaucratic autonomy of MoH departments is likely to 

allow the frequent changes in the top management of MoH to disrupt the strategic elevation of health 

interests in intersectoral governance. 

2.5. Capacity for cost-benefit analysis to determine public interest 

Croley’s social welfare claim argues that government agencies should not rely only on the information 

provided by the interest groups, but should do their own analysis to determine the most beneficial policy 

alternatives for the public. In order to conduct such work, the agency needs to have adequate human and 

financial resources. However, the data indicates that the MoH in both Fiji and Vanuatu face the capacity 

issues often visible in SIDS (see Chapter 2), which impair their capability to perform a cost-benefit analysis. 

As a participant in Vanuatu states: “In MoH capacity has been a weak area” (V21). Furthermore, there are 

limited resources dedicated to tobacco control within MoH in both countries, as the following paragraphs 

explain. 

In Vanuatu there is only one MoH officer focusing solely on tobacco control; other officers cover a range 

of areas in relation to NCD prevention. An interviewee explains that while in larger LMICs often an entire 

unit is responsible for tobacco control, in SIDS there is one person dedicated to NCDs or tobacco control, 

thus smoking is likely to receive little attention [paraphrased, F27]. The small size of the team of the DPH 

in Vanuatu makes it difficult to implement all policy plans: 
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It’s quite a small team to implement the plans. So if something else comes up, the 
whole team jumps over and for a month the entire team is working on that, they do 
not do anything else. It is staffing capacity issues mixed with an inflexible budgeting 
system (V15). 

Fiji is an exception to this trend with its dedicated Tobacco Control Enforcement Unit, where they have 

13 positions allocated for environmental health officers to work on tobacco. In addition, there is one more 

officer working on tobacco control within the Health Promotion Unit. However, many of the positions 

(including the unit head) within the Tobacco Control Enforcement Unit were not filled during the data 

collection period. 

The data indicates that the high number of vacant positions within MoH in general has a detrimental effect 

on the performance of the agency: “If somebody leaves, nobody replaces the person. The same amount of 

work is continuing with a very minimum staff. The quality of work is deteriorating, because they do not fill 

the positions on time” (F06).  

The interviews reveal that one of the reasons for the slow hiring process is the low number of candidates 

with the required skills. While Fijians can choose from a limited amount of medical and public health 

courses at the Fiji National University (F08, F09), in Vanuatu there is only a nursing school; to qualify for 

other health professions ni-Vanuatu usually go to New Zealand, Australia, Cuba, Papua New Guinea or Fiji 

(V06, V15). Because of this classic SIDS constraint the improvement of human capacity in the public service 

and in MoH requires careful planning, explains an ex-MoH official [paraphrased, V15]. 

Besides the human capacity issues, participants complain that tobacco control in both Fiji and Vanuatu 

suffers because of the low financial resources dedicated for NCDs in MoH: “Even though the government 

declared that there is an NCD crisis, not only in Vanuatu but in the whole Pacific, when it comes to sharing 

the funds, still communicable diseases receive more money” (V12). The limited financial resources affected 

the way policies were planned and implemented, as an ex-MoH official explains:  

In terms of what went into the policy and strategy for NCDs, we deliberately didn't 
attach costings to it, we attach kind of organisational names in terms of who should 
be working on it. It was the concern that if we attached finances, people would say, 
‘where are these coming from?’, acknowledging that we didn't have them, and then 
realising that nothing would work (V15). 

In Fiji tobacco control enforcement received FJ$170,000 (approx. AU$116,00044) annually between 2012 

and 2014 from the government budget; since 2015 this sum has increased to FJ$200,000 (approx. 

 
44 Based on the exchange rate on May 20, 2020 available on www.xe.com. 
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AU$136,5707) (616,652,652–657). The participants in MoH had differing opinions about whether this 

amount was sufficient to fulfil the duties.  

The interviewee data indicates that in Vanuatu capacity issues are not the sole challenge MoH faces. Issues 

of performance management and accountability are often cited as constraints: “It's not a finance issue. 

Yes, there are capacity constraints, but I'm not sure increasing the number of personnel will fix it” (V15). 

The Minister for Foreign Affairs argues that there are no available positions for the skilled work force, 

because the administration is not able to get rid of low-performing employees: 

I do not think we have enough good people in the right positions in government. I think 
the workplace culture in Vanuatu in the government is not very conducive to having 
performance determine your position. Basically people can be underperforming and 
it's never picked up, and it happens all the time (V25). 

The findings illustrate a range of issues – from inadequate human and financial resources to performance 

management – affecting the capacity of MoH in Fiji and Vanuatu to perform a careful cost-benefit analysis 

every time a policy decision needs to be made. Several of these issues stem from the SIDS vulnerabilities 

of these countries. Although human and financial resource problems are conditions commonly observed 

in LMICs, the data demonstrates that in Fiji and Vanuatu such issues are aggravated by geographical 

isolation, the small size of the population and its economy, and the logistical and financial challenges of 

distributing services across several small islands. 

When a careful analysis of the policy alternatives is not conducted, policy makers remain vulnerable to 

the information provided by the interest groups they aim to regulate. For example, in Vanuatu the 

Minister for Health was not supported by such assessment when he signed the supporting letter to the TI 

in 2018. The administrators did not have the opportunity to provide any input, because the decision was 

made in one sitting without the involvement of any MoH official than the Minister, as explained by an 

MoH official [paraphrased, V17].  

Section 2 investigated the research question “How, and to what extent, do institutional conditions impact 

the protection of tobacco control from tobacco industry interests in Fiji and Vanuatu?” The findings show 

that in Fiji and Vanuatu the institutional conditions are unlikely to support the prioritisation of health 

interests in tobacco governance, for the following reasons. Firstly, the politicisation of the government 

allows the nomination of high-level officials who prioritise their personal or political interests. Secondly, 

the policy process on paper in both countries supports the creation of a level playing field, but the 

procedures are not followed as intended, which allows well-organised interest groups to heavily influence 
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policy making. It appears that the underlying reasons for this gap between rules and implementation are 

the weakness of performance management and accountability in Vanuatu and the heavy centralisation of 

decision-making authority in Fiji. Additionally, the lack of civil society involvement in tobacco control 

further reduces the chance of elevating health interests. Furthermore, terms of engagement with the TI 

are not implemented, which increases the vulnerability of health interests in tobacco governance. Thirdly, 

the muted checks and balances in both countries leave the government with limited oversight to ensure 

that public interests are followed. Fourthly, the low bureaucratic autonomy in Fiji indicates that the high 

centralisation of decision-making in the government leaves little opportunity for administrators to secure 

public interests. The low authority of MoH in the government further aggravates this issue and makes the 

elevation of health interests in tobacco governance challenging. Fifthly, MoH in both countries faces 

capacity issues due to their SIDS status, which impairs their ability to perform careful cost-benefit analysis 

to determine the policy alternative benefitting the public most. These findings are important because they 

explain why it is so challenging to ensure that decisions in tobacco governance prioritise public health 

interests over private commercial interests. 

3. Summary 

In Chapter 2 the literature suggests that policy coherence and protection from TI interests are key to the 

control of commercial determinants of NCDs related to tobacco. This chapter’s (Chapter 7) starting point 

was the recognition, as demonstrated in Chapters 5 and 6, that pro-commercial interests heavily influence 

tobacco governance and undermine policy coherence, because they have greater authority and more 

persuasive ideas than the pro-health actors. Chapter 7 extended the analyses of interests and ideas, 

focusing on institutional factors in Fiji and Vanuatu and their influence on achieving policy coherence and 

protection from TI interests. Figure 12 offers a simplified diagram of how institutional conditions effect 

tobacco control in these countries. 

With Section 1 the chapter began with an analysis of ways in which existing intersectoral mechanisms 

enable policy coherence in tobacco governance in these countries. The findings show that the commonly 

used multisectoral NCD committees are not sufficiently effective to ensure policy coherence for tobacco 

control. There is a high risk for the collaboration to break down, because several of the parties perceive 

the net benefits as low and the mandates of the actors involved oppose each other, and the loose 

integration mechanism of these committees does not ensure that parties with opposing interests 
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meaningfully contribute to the meetings. Furthermore, the political and institutional contexts of Vanuatu 

and Fiji are not particularly supportive of intersectoral collaboration for tobacco control.  
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Chapter 7 Institutions 

152 
 

Section 2 of the chapter examined the administrative processes and their ability to elevate health interests 

in tobacco governance. The findings show that the institutional conditions in Fiji and Vanuatu allow well-

organised interest groups with narrow interests to influence governance outcomes while leaving less 

influential interest groups on the periphery. The SIDS vulnerabilities of small population and the country 

being scattered among several islands, and the weak regulation of political parties allow clientelism and 

patronage to impact the “public-interestedness” of government officials’ serving in executive positions. 

This contributes to weak performance management and accountability, which are likely to enable a gap 

between the rules of policy making and the ways policies are actually implemented. Furthermore, due to 

the weakness of civil society and the lack of terms of engagement with the TI, the elevation of health 

interests in tobacco governance is not ensured by the administrative processes. The above listed 

vulnerabilities of SIDS of Fiji and Vanuatu contribute to a political context in Fiji and Vanuatu which results 

in low bureaucratic autonomy at the MoH department level, and the muted system of checks and balances 

offers limited protection for policy making from vested interests. Finally, being SIDS aggravates the weak 

human and financial capacity commonly observed in LMICs because of the geographic isolation and small 

population size; these further limit the government of Fiji and Vanuatu in ensuring their independence 

from vested interests. 

By this stage in the dissertation a particular question becomes inevitable. If it is indeed so challenging to 

elevate health interests in tobacco governance, what explains the reportedly high performance of Fiji and 

Vanuatu in tobacco control? Chapter 8 discusses the connection between the findings and the reports on 

these countries’ performance in implementing FCTC and offers an explanation for this anomaly.  
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Chapter 8. Discussion and Conclusions 

This research set out to improve the scholarly knowledge about the conditions that influence the 

governance of the commercial determinants of noncommunicable diseases (NCDs). Specifically, it has 

sought to answer the research question: “What conditions influence intersectoral governance of tobacco 

control in Pacific small island developing states (PSIDS)?”  

This chapter first provides a brief reminder of the research problem and the applied methodology, and a 

summary of major findings (Section 1), which is followed by a discussion on the meaning and relevance of 

these results (Section 2). The chapter then continues by comparing the findings with other similar studies, 

highlighting the contribution of this research to the scholarly literature, and discussing some of the 

unexpected results (Section 3). Next, Section 4 outlines the recommendations of this dissertation. Section 

5 gives an account of the limitations of this study, and Section 6 proposes three different research 

directions for future work. Finally, the conclusions of this research are covered in Section 7. 

1. Approaching the research problem 

1.1. The Problem 

As discussed in Chapters 1 and 2, in 2013 most Pacific small island developing states (PSIDS) declared that 

they were in an NCD crisis that urgently needed to be addressed (658). The consumption of harmful 

commodities such as tobacco, alcohol, and ultra-processed foods and beverages are major risk factors for 

NCDs (104,659), and almost every second man in PSIDS uses tobacco regularly (93–102). The United 

Nations Sustainable Development Goals (660) push governments to ensure that their populations have 

the highest attainable health status, but for PSIDS this is especially challenging because of the 

vulnerabilities arising from their small land, population, and economy size, geographic isolation, and often 

being located on several scattered islands (87). 

There is growing recognition that the practices of harmful commodity industries – aimed at increasing the 

availability, affordability, desirability, and consumption of their products – drive the NCD crisis (19). 

Recently there has been a convergence in the public health scholarship to address such issues under the 
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banner of commercial determinants of health (CDOH). The comprehensive and multisectoral measures 

which are known to be effective in controlling harmful commodities (40,43,88) require the commitment 

of various government agencies, many with different mandates, and reaching policy coherence across 

these sectors can be difficult (43,46,78,240,387,661–667). Furthermore, the regulation of harmful 

commodities goes against the interests of their industries, which thus aim to interfere with public health 

policies. This is a major challenge, because most PSIDS governments fail to implement terms of 

engagement to protect policy making from vested commercial influence (542). The literature review in 

Chapter 2 pointed towards the importance of interests, ideas, and institutions in shaping the ways 

governments can manage multisectoral work on the regulation of tobacco. Much of that work was 

conceptual, with little empirical evidence available to examine how these conditions operate generally, 

and it was non-existent in PSIDS. Addressing this gap is critical, because these countries have a remarkably 

different social, political, cultural, and economic context than other LMICs, which makes the 

implementation of practices recommended by public health experts to regulate harmful commodities 

particularly challenging. Given the severity of the NCD crisis in PSIDS, it is crucial to improve understanding 

on how their governments can better govern harmful commodity industries through comprehensive and 

coherent public policies. 

1.2. The research approach 

This research has deepened the understanding of the conditions that influence the ways governments in 

PSIDS address the commercial determinants of NCDs in relation to tobacco through the case study of Fiji 

and Vanuatu. Interdisciplinarity was a core feature of this work, drawing on public health, governance, 

public administration, and political science scholarship. 

Two PSIDS, Fiji and Vanuatu, were selected as case studies to explore the conditions shaping the 

governance of commercial determinants of NCDs. An analytical framework was developed analogous to 

the “3-i” framework (103). Interests were examined through the questions “What are the major interests 

at play in tobacco governance in Fiji and Vanuatu?” and “How do actors deploy authority to influence 

tobacco control in Fiji and Vanuatu?” Avant et al.’s (125) theory of authority helped in this part of the 

analysis. Ideas were explored through the questions “What are the dominant ideas related to tobacco in 

Fiji and Vanuatu?” and “How do they influence tobacco control?” Stone’s (126) theory of causal ideas 

supported the investigation of these questions. Institutions were analysed through the questions “What 

institutional conditions affect policy coherence for tobacco control in Fiji and Vanuatu?” and “How, and 
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to what extent, do institutional factors ensure a level playing field in tobacco governance among 

stakeholders in Fiji and Vanuatu?” Feiock’s (127) institutional collective action framework and Croley’s 

(128) administrative process theory provided useful insights in this process. The data collected through 

key informant interviews and relevant legal and policy documents allowed the in-depth analysis of 

interests, ideas, and institutions. 

2. Key findings and contribution to academic literature 

The WHO reports on tobacco control in Fiji and Vanuatu (89,544,590,591) suggested that these countries 

are high performers in tobacco control and that they had managed to elevate health interests in tobacco 

governance despite the presence of tobacco industry (TI) interests. Based on the tobacco control 

scholarship, such an achievement should be possible because of the good institutional structures in place, 

fostering policy coherence for tobacco control and ensuring that public health policy making is protected 

from vested interests (54,67,68,70,78,122,378). However, the Pacific Monitoring Alliance for NCD Action 

(MANA) Dashboard showed that Fiji and Vanuatu do not have an NCD taskforce in place and no terms of 

engagement are implemented (406); furthermore, the World Bank reported that compliance with tobacco 

control measures was weak in many PSIDS (453). The literature on the governance of CDOH in SIDS 

suggested that the vulnerabilities these countries have –their small population, economy, and land size, 

geographic isolation, and limited human and financial capacity (87,409,412–414) – make the development 

and implementation of comprehensive, multisectoral tobacco control policies challenging (85,417). These 

sources underlined the importance of improving the understanding of how PSIDS governments address 

CDOH arising from the TI.  

Based on the reviewed literature the expectation was to find that tobacco control in Fiji and Vanuatu was 

deeply challenged by interest-based, ideational, and institutional conditions, but as the WHO reports 

suggested, these governments have managed to overcome these barriers and developed comprehensive, 

multisectoral policies, which might be difficult to implement due to the capacity issues common in SIDS. 

Contrary to these expectations, the findings of this research show that both Fiji and Vanuatu struggle with 

addressing CDOH in relation to tobacco.  
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2.1. Summary of key findings 

The interest-based, ideational, and institutional conditions that influence tobacco control in Fiji and 

Vanuatu and the way these relate to each other are summarised in Figure 12. 

This research revealed that in Fiji and Vanuatu there are two major groups of interests in tobacco 

governance: pro-health and pro-commercial interests. The former consists of the Ministry of Health 

(MoH) and WHO; the latter is made up of the tobacco industry (TI), Ministry of Agriculture (MoA), Ministry 

of Trade (MoT), and Ministry of Economy (MoE) in Fiji.  

In Vanuatu, the authority these interest groups hold is fairly even; only recently the development of a 

MoA policy to support tobacco growing tipped the balance of authority towards pro-commercial interests. 

While MoH should hold most expert and legal authority in tobacco control matters in both countries, the 

perception that the agency is not performing well in controlling NCDs diminishes this authority. The 

underlying factors of such perception are the dominant idea of individual responsibility, which deems 

MoH responsible for the NCD crisis; furthermore, the financial and human capacity issues arising from a 

small population and economy, and the logistical challenges of providing services and implementing 

policies in several scattered islands – all common vulnerabilities of SIDS – constrain the ability of MoH to 

fulfil its duties.  In Fiji authority is centralised in the hands of the Attorney General (AG) who appears to 

believe that the private commercial interests of the TI are aligned with the economic interests of the 

country. He seems to dominate over MoH within the government, which limits the latter in its efforts to 

elevate health interests in tobacco governance. The TI bears considerable expert and capacity-based 

authority in tobacco governance (particularly in Fiji), which makes tobacco companies accepted as 

legitimate actors in the government in both countries.  

The dominant causal ideas around tobacco and NCDs undermine the authority of MoH in Fiji and Vanuatu. 

The idea of individual responsibility suggests that personal choices about the consumption of tobacco 

(and other harmful commodities) are the reason for high smoking prevalence and the concomitant NCD 

crisis. This idea neglects the role of wider determinants of health, and while the data shows that the idea 

of CDOH is present in both countries, the dominance of the former results in the government perceiving 

MoH as the responsible party to solve the issue of high smoking prevalence and the NCD crisis by 

educating the public and treating the sick. However, since the prevalence of NCDs has been getting higher 

in these countries, there is increasing criticism about the performance of MoH. This criticism is detrimental 

to the expert authority of the agency, which makes the imbalance of authority among the actors in 

tobacco governance further tip towards the pro-commercial actors.  
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Figure 12 The interest-based, ideational, and institutional conditions which influence tobacco control in Fiji and Vanuatu 
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Moreover, tobacco control policies are frequently discussed in economic terms in both countries, which 

makes it even harder for MoH to ensure that health interests are elevated over commercial interests, as 

it has no expertise in economic matters. Especially in Fiji, where the AG – who is also the Minister for 

Economy – already holds most authority within the government, the focus on economic impacts of such 

policies makes the influence of this actor even stronger. 

The institutional conditions in Fiji and Vanuatu are influenced by interests and ideas. The dedicated 

intersectoral mechanism to forge policy coherence among sectors for tobacco control is multisectoral NCD 

committees in both countries. However, these committees face challenges to achieve this task, for two 

main reasons. Firstly, the non-health government actors have a limited understanding of their role in the 

rise of NCDs as a result of the dominant idea of individual responsibility, which identifies MoH as the only 

government actor whose engagement is needed. Secondly, the imbalance of authority that tips towards 

the pro-commercial interests results in MoH having limited influence over the pro-commercial actors. 

These two issues result in the pro-commercial actors rarely attending the multisectoral NCD committee 

meetings, or they send delegates who do not have enough authority or capacity to meaningfully 

contribute to the discussions.  

Furthermore, the protection of health interests in tobacco governance is not ensured by the 

administrative processes of Fiji and Vanuatu. The vulnerabilities characterising SIDS are prevalent in both 

countries and they have a detrimental impact on how institutions are structured and operate. In Vanuatu 

clientelism and patronage are consequences of the country being scattered over multiple little islands, 

and due to the weak regulation of political parties the political landscape rapidly changes in the country. 

As a result, individuals in executive government positions do not necessarily govern for the sake of public 

interest, but for their personal, political, or localised interests. Fiji, being a post-authoritarian state, has a 

centralised government system where the ministries are highly dependent on the AG’s discretion, and 

since he tends to prioritise commercial interests, this constrains MoH from elevating health interests in 

tobacco governance. These political conditions have a negative impact on the performance management 

and accountability mechanisms of these countries, which are further burdened by the weak human and 

financial capacities common in SIDS. The consequences are twofold. Firstly, the rules of policy making – 

which would ensure the protection of public interests – are often not followed; there are no terms of 

engagement implemented with the TI; and there are no civil society organisations (CSOs) with capacity to 

advocate for tobacco control. Because of these issues, the policy making process does not ensure the 

prioritisation of health interests for tobacco control. Secondly, MoH has limited capacity to make well-
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informed policy choices and to be independent from the information received from the TI. Additionally, 

the weak MoH capacity enables other government actors to challenge the agency’s authority in tobacco 

governance. 

In summary, the above presented findings show that the governance of tobacco as commercial 

determinants of NCDs is particularly challenging for Fiji and Vanuatu. Although the WHO Framework 

Convention on Tobacco Control (FCTC) requires the establishment of comprehensive, multisectoral 

tobacco control policies, these countries struggle with implementing such measures. Pro-commercial 

interests heavily influence tobacco governance by exerting their authority which dominates over pro-

health interests. The dominant causal idea of individual responsibility further strengthens their position. 

The institutional conditions prevalent in Fiji and Vanuatu do not enable the elevation of health interests 

in tobacco governance; because of the vulnerabilities of SIDS and the political conditions weaken the 

policy making process, no terms of engagement with the TI are implemented.  The dedicated intersectoral 

mechanisms of multisectoral committees are not efficient enough to forge policy coherence between the 

opposing mandates and interests of pro-health and pro-commercial actors among such conditions. 

The findings indicate that Fiji and Vanuatu struggle to overcome the challenge of conflicting mandates 

and interests in tobacco governance, despite the tobacco control performance presented in the WHO 

reports. The interviewee data indicate that gaps exist not only between the rules and reality of policy 

making, but between the existing tobacco control regulations and their implementation. Such findings 

underscore the importance of field work in the country of focus and the need for qualitative analysis of 

the governance of tobacco. There are 38 SIDS signed up to FCTC (89), many of which show lower 

implementation rates than Fiji and Vanuatu (544,590,591); the findings of this research suggest that these 

states are likely to struggle with very similar issues in tobacco control, which remain hidden behind the 

FCTC reports. The recommendations of this dissertation might be useful for these SIDS as well. 

2.2. Contribution to academic literature 

While some of the findings presented above confirm prior studies in the governance of CDOH in PSIDS, 

this research has contributed to this scholarship by expanding the available empirical evidence on 

interests, ideas, and institutions in Fiji and Vanuatu and by providing detailed analysis of the ways such 

conditions shape government responses to the regulation of tobacco. In the following sections, the key 

findings are interpreted in relation to the existing academic literature. 
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2.2.1. The role of SIDS vulnerabilities 

This research confirmed that Fiji and Vanuatu face particular challenges in implementing comprehensive, 

multisectoral tobacco control measures, and it has deepened understanding about how being a SIDS 

impacts the way governments address CDOH. 

Firstly, this research found that SIDS vulnerabilities – the low financial capacity arising from having a 

middle-income state and needing to distribute resources across several islands, and the low human 

capacity resulting from being a geographically isolated nation with a small population– make Fiji and 

Vanuatu susceptible to the influence of vested interests. This makes the careful examination of the costs 

and benefits of tobacco control difficult. As a result, government agencies are likely to rely on the readily 

available information provided by the TI – or by development partners. The findings show that 

development partners have a crucial role in supporting PSIDS in their efforts to control the commercial 

determinants, but while they often have limited authority to engage certain sectors, the TI has direct 

access to multiple government agencies. Previous studies on tobacco control in PSIDS showed that 

capacity constraints make tobacco control policy making and implementation difficult (85,447,455); 

similar findings were reported in food regulation in Fiji, arguing that human and financial capacity issues 

limit the robustness of policy development and implementation (115,158,390). This research offered new 

depth to this understanding by explaining in detail the ways such capacity issues make public health policy 

development and implementation vulnerable to private commercial interests. Such a connection was 

previously suggested by a study on Caribbean SIDS; however, this work did not provide detailed analysis 

on how and why this happens (417).  

Secondly, multiple studies aim to explain the legitimacy of the TI (46,54,161,378,668); they found that the 

pronounced need for economic development in LMICs allows the TI to appear as a useful investor – a 

legitimate source of development. This research has expanded this understanding by explaining the 

sources of authority the TI has in Fiji and Vanuatu, revealing that not only does its capacity-based and 

expert authority increase its legitimacy, but the dominant idea of individual responsibility – embedded in 

neoliberal ideologies – tips the balance of authority towards pro-commercial actors. As a result, several 

government agencies do not see the need for the development and implementation of terms of 

engagement (or even if they do, their reliance on the TI makes such commitment difficult). This explains 

the findings of other works arguing that Article 5.3 of FCTC on the protection of public health policies from 

TI interests is poorly implemented in countries where there are already established working relationships 

between the government and the TI (121–123). 
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Thirdly, this research found that in Fiji and Vanuatu, the issues of high smoking prevalence and NCDs are 

discussed in economic terms, not so much in public health terms. This is likely to happen, because in both 

governments economic and commercial interests are often prioritised over public health, and because of 

the dominant neoliberal ideologies prevalent in these countries. This corresponds to the findings reported 

by other studies in food policy making in Fiji (51,115,436,437) and in tobacco control in Caribbean SIDS 

(417); however, this research showed that this nominates MoE as the chief authority on apprehending 

the impact of tobacco governance decisions on the country, and MoH remains in a secondary role with its 

concerns about citizens’ health. This partially explains the imbalance of authority between the pro-health 

and pro-commercial actors, which is a similar finding to the imbalance of power which has been reported 

in Fiji in food regulation by Thow et al. (436). However, this imbalance is also rooted in the political context 

of Fiji and Vanuatu, as the next paragraph explains. 

Multiple governance and development scholars (481,669–677) describe that LMICs tend to create 

institutions which resemble those in democratic states to gain legitimacy in the eyes of donors and the 

public, without actually changing the way the state is run. The structure of government agencies is set up, 

and on paper all the policy and decision-making processes look like they should in a democratic country. 

However, in reality the way the country is governed relies on old, informal mechanisms, usually 

dominated by a political elite. Levitsky and Murillo (675) call this parchment reforms, when “rules exist on 

parchment, but in practice, they do little to constrain actors or shape their expectations”. Pritchett et al. 

(670) describe this as “isomorphic mimicry, wherein the outward forms (appearances, structures) of 

functional states and organizations elsewhere are adopted to camouflage a persistent lack of function.” 

These works could explain why Fiji and Vanuatu appear to be high performers in tobacco control according 

to the WHO reports and also why there is a gap between the rules and reality of policy making. However, 

this research has expanded this understanding by explaining how the political conditions characterising 

SIDS shape institutional structures in Fiji and Vanuatu. The formal political and institutional procedures 

are set up in a way to ensure public-interested governance; however, the political environment makes 

the implementation of such rules challenging. High-level government officials often lack the necessary 

public-interestedness as a result of the heavy politicisation of the government. The weak accountability 

and performance management mechanisms characterising these states and their limited financial and 

human capacities result in a gap between the official rules and the actual ways policies are made, and 

they leave these governments poorly equipped to protect themselves from vested interests. These 

findings show that mere political calculations are not behind the gap between rules and actual policy 
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making in Fiji and Vanuatu, but a complex interplay of institutional conditions arising from the SIDS status 

of these states. 

In Fiji, despite the gap between the rules and policy making, the heavily centralised governance could 

benefit tobacco control if the AG were on board. This indicates that in Fiji the political determinants of 

health – ideas, actions, and decisions of political actors and their effect on health (396) – play an important 

role besides CDOH. From this perspective, the Fijian political environment does not support tobacco 

control only because the dominant ideas are pro-tobacco and the pro-commercial interests are 

prioritised. In the event the political elite gained interest in tobacco control, the regime could quickly 

reform these policies. However, as the findings suggest, the dominant ideas around tobacco and NCDs 

need to change first.  

2.2.2. The role of ideas 

The findings highlight the particular weight causal ideas carry among the interest-based, ideational, and 

institutional conditions in Fiji and Vanuatu. The dominance of the idea of individual responsibility bears 

direct, operational consequences for how tobacco control is implemented in these countries. Even though 

FCTC requires a set of non-negotiable measures and the commitment of multiple sectors besides health, 

the non-health government agencies in both countries have the tendency to pursue their pro-commercial 

interests, because the idea of individual responsibility dissolves their accountability. Thus, this idea 

creates perfect conditions for the pro-commercial interests to control the regulation of tobacco, and the 

commitment of MoH and WHO is not enough to implement comprehensive tobacco control, as the 

findings suggest. These results explain the findings of prior studies by Waqa et al. (115) and Thow et al. 

(436) on the governance of CDOH in relation to food and nutrition in Fiji. Their work showed that the non-

health sectors have weak commitment to multisectoral NCD policies, and that MoH does not have the 

mandate to fully address CDOH because many of the aspects of industry regulation falls outside of the 

health sector (436).  

These findings also correspond to previous research in Fiji, which showed that the idea of individual 

responsibility and neoliberal ideologies were dominant in the country and constrained food policy making 

efforts to address CDOH (49,51,158,436). However, most importantly, this research confirms other 

studies that analysed the ways ideas influence the governance of CDOH. Battams and Townsend (46) 

suggested that the legitimacy wielded by harmful commodity industries defines the amount of influence 

they have on governments. Labonté et al. (54) and Lencucha and Thow (43,47) state that ideas shape 
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institutional structures in tobacco governance, and that it is not enough to merely change the latter but 

the former needs to be addressed in order to achieve policy coherence for tobacco control (43,47,54). 

The study by Labonté et al. (54) conducted in Zambia showed that the dominant idea among the 

government actors responsible for the regulation of tobacco production and sales “tied tobacco 

production to wider economic development discourses, particularly in terms of the necessity of tobacco for 

the country’s overall development” (54). Lencucha and Thow argued that the “neoliberal paradigm, has 

conditioned the policy environment in a way that promotes the supply of unhealthy commodities” (47). 

This research – by providing a detailed analysis of how causal ideas affect tobacco governance – gives 

further weight to such arguments and starts to build an empirical base to show how to achieve such 

results. Suppose that the framing of the problem identified CDOH as a driver of NCDs in these countries, 

the NCD crisis could be perceived as a failure of MoT, MoA, or MoE, which would raise the authority of 

MoH over trade, agricultural, and economy matters in relation to harmful commodities. Intersectoral 

governance for NCD prevention would likely be different. However, without changing the dominant idea 

it is unlikely that the efforts of the pro-health interests will bring long-term results. 

In summary, this research has expanded on earlier studies in SIDS and the governance of harmful 

commodities. No previously published studies provided a comprehensive analysis of the interaction of 

interests, ideas, and institutions in tobacco control in PSIDS, and as the findings of this research show, all 

these three types of conditions have an important role in shaping government responses to the NCD crisis. 

Therefore, this research provides a significant contribution to the scholarly literature, because the depth 

and richness of its analysis goes beyond the scope of earlier works. 

The tobacco control scholarship emphasises the need for institutional structures; however, as this 

research shows, such mechanisms are likely to fail if governance actors are guided by ideas opposed to 

accepting responsibility for the population’s smoking habits. The findings of this research confirm that the 

ideas which dominate the thinking of government officials around tobacco use and NCDs define the way 

interests are prioritised, policy directions are set, and responsibility is delegated to actors. In Fiji and 

Vanuatu, the idea of individual responsibility dominates over the idea of CDOH; without wider acceptance 

of the latter idea, the conflict of mandates will be present in the governments, and pro-health actors will 

continue to face the reluctance of non-health government agencies to engage in comprehensive, 

multisectoral tobacco control policies. The public health and CDOH scholarship have discussed the need 

for such a shift in the dominant ideas around NCDs; this research has started to build the necessary 
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empirical evidence and academic knowledge, and provided a new methodological approach to help 

inform the ways such change can be realised.  

3. Recommendations   

The findings show that interests, ideas, and institutions impact each other and focusing solely on one of 

them is not enough to ensure the implementation of comprehensive tobacco control policies. Since this 

study followed an exploratory design, further research would be useful to strengthen the validity of the 

recommendations derived from its findings. Nevertheless, the following recommendations might be of 

benefit for public servants or development partners working in Fiji and Vanuatu, or in other PSIDS. 

Recommendation 1 captures the need for a shift in ideas; recommendation 2, 3, and 4 are focusing on 

strengthening institutional structures. This dissertation suggests that a change in both ideational and 

institutional conditions is necessary to tackle the challenge of conflicting mandates and interests in the 

governance of CDOH. 

Recommendation 1: Increased promotion of the idea of commercial determinants of health 

The first recommendation of this research is the increased promotion of the idea of CDOH. In order to do 

so, the pro-health actors have to adopt this causal idea. This recommendation corresponds to the works 

of other scholars who call for a shift in the dominant ideas from an individual responsibility/biomedical 

approach towards a wider determinants of health framing to control tobacco (47,54,67) and in the 

regulation of harmful commodities in general (24,32,43,47,49–55,57,58).  As the findings of this 

dissertation show, development partners, such as WHO, play an important part in introducing global ideas 

to national government agencies. The idea of CDOH in this sense can be interpreted as a global idea as it 

is widely recognised by public health experts and scholars worldwide, and FCTC strongly corresponds to 

it. Kauffman (477) discusses in detail the way global ideas diffuse in domestic settings and offers a step-

by-step process on how to ensure that such transfer happens. According to the author, a global idea needs 

first to diffuse to the “grassroots” domestically (step 1), before it can be applied in national policy making, 

where a range of activities have to happen, such as agenda setting with local authorities, mobilisation 

within society, making rules, implementation, and evaluation, adaptation and consolidation (step 2). If 

the idea has successfully infiltrated the ways domestic agencies think, it has the potential to feed back to 

the global level of ideas by the advocacy of national actors (step 3). This theory assumes a major role for 

development partners, especially in steps 1 and 2. The advocacy of domestic actors becomes important 
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in step 2 and step 3: once the pro-health actors in Fiji and Vanuatu adopt the idea of CDOH, it is their turn 

to advocate it among other government actors and the public. 

However, as this research has shown, the promotion of the idea of CDOH goes against the interests of the 

pro-commercial actors, who have more authority than the pro-health actors, and particularly in PSIDS 

(and probably in many LMICs) the capacity constraints of MoH and the civil society have to be taken into 

consideration as well. In order to overcome such barriers, the following steps are recommended based 

on the findings of this research.   

Recommendation 2: Capacity building 

Capacity building could facilitate that the institutional conditions support a level playing field among the 

actors of tobacco governance with different interests. Capacity strengthening programs are commonly 

provided by development partners in PSIDS. The collected data revealed that both in Fiji and Vanuatu 

there are currently multiple initiatives focusing on improving the capacity of units working on tobacco 

control within MoH. However, as the interviewee data revealed, the control of NCDs are perceived to 

receive less financial assistance than other areas in health, and such programs do not target civil society, 

and the lack of funding is a major reason why no CSOs are active in tobacco control or in advocacy in 

relation to NCD prevention. Funding CSOs to operate in this field in SIDS in the Pacific would be an 

important step in controlling the commercial determinants of NCDs. The limited financial resources of 

PSIDS governments imply that such funds would need to be provided by development partners.  

Increasing the financial and human capacity of MoH would support well-informed policy choices; it would 

provide adequate capacity to meaningfully follow the policy process (including proper and timely 

consultations), and would ensure that more evidence of the impact of tobacco investment is presented. 

If capacity building were conducted in MoA and MoT as well, these agencies would be less reliant on the 

expertise and capacity provided by TI. This would likely to decrease the expert and capacity-based 

authority of TI. Capacity strengthening could facilitate the management of conflicts of interest (COI), as 

there is an urgent need for the establishment of the terms of engagement with the TI. However, such 

efforts would need to keep in mind the unique vulnerabilities of SIDS; they would need to be sensitive to 

economic development needs and limited human and financial resources. Moreover, any capacity 

building initiatives must consider the cultural context of PSIDS (678). 

While further deliberation is needed to determine the ideal source or method of funding, this 

recommendation is aligned with the suggestion of other scholars to build capacity in PSIDS to strengthen 
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tobacco control (85,447,455). Furthermore, key informants suggested that in Fiji and Vanuatu, weak 

performance management and accountability mechanisms do not ensure that resources provided are 

necessarily used in the most efficient way. This implies that, without governance strengthening on this 

matter, capacity building is unlikely to bring the desired outcomes.  

Recommendation 3: Strengthening performance management and accountability mechanisms 

This research suggests that performance management and accountability mechanisms need to be 

strengthened via governance strengthening programmes such as those often provided by the World Bank 

or WHO. This would ensure that the carefully planned policy processes are actually followed, and it would 

improve the implementation of FCTC which could result in the development of terms of engagement with 

the tobacco industry. Such efforts would also lessen the influence of both commercial and political 

determinants of health in Fiji and Vanuatu. This recommendation is aligned with the suggestions of CDOH 

scholars (679,680) who highlight the need for strong accountability mechanisms to regulate harmful 

commodity industries; moreover, it corresponds to the works of development scholars (481,669–677) 

who emphasise that government strengthening is essential to address the gap between the rules of policy 

making and their actual implementation. 

Governance strengthening initiatives are frequently provided by development partners to LMICs, and 

there have been examples of such programmes in Fiji according to the collected data; however, the 

political elite has been selective on which recommendations of the development partners to follow, which 

leads to the next recommendation of this research. 

Recommendation 4: Strengthening the rules of the political system 

While this research mainly focused on governance in Fiji and Vanuatu around tobacco, the results suggest 

the need to strengthen additionally the political system. The tightening of the regulation of the political 

parties and strengthening the Parliament is necessary in PSIDS for the institutional conditions to ensure 

that any of the recommendations described above bring the desired outcome. In both Fiji and Vanuatu, 

the Parliamentary capacity needs to be improved to enable oversight over the government as a way to 

ensure public-interested policy making and that the governance strengthening programmes bring the 

desired results. In Vanuatu, regulation of the political parties must to be strengthened in order to decrease 

frequent rotation, clientelism and patronage within the government. In Fiji the transition to full 

democracy should be encouraged: the political elite needs to be persuaded to let go of its control – the 

data showed that there have been developments already about this, so a full transition to democracy is 

certainly on the cards for Fiji. 
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The first recommendation – on shifting dominant ideas – is the primary message of this research; 

however, for PSIDS to follow such a direction, institutional structures must be strengthened, which need 

is addressed by the remaining three recommendations – capacity building, governance and political 

system strengthening. The data has shown that in Fiji there is currently work underway in all these areas; 

in Vanuatu capacity building and political strengthening are in progress. The experience of the 

development partners engaged in these programmes is that particularly the latter is a very slow process. 

Inducing change in the dominant ideas will likely take time as well. However, this research shows that 

without addressing these ideational and institutional conditions, PSIDS will continue to struggle with the 

influence of vested commercial interests and the conflicting mandates of government agencies, both 

which makes tackling the NCD crisis challenging. 

4. Limitations 

While this study shows considerable strengths in the depth of analysis and the rigorous application of the 

analytical framework, it also has a few limitations. Firstly, contrary to the assumptions of the case 

selection process, the collected data indicates that Fiji and Vanuatu are not necessarily performing well in 

tobacco control in regard to the implementation of comprehensive, multisectoral policies. It would had 

been optimal to study SIDS that had succeeded in overcoming barriers caused by the various interest-

based, ideational, and institutional conditions discussed in the findings; however, the results of this 

research suggest that the tobacco control reports do not necessarily provide a realistic picture of a 

country’s performance in the implementation of FCTC. Based on this, in order to ensure that a high 

performing state is selected for a similar study, in-country assessment of tobacco control would be 

necessary. Nevertheless, this research has succeeded in exploring the conditions that play a major role in 

the governance of CDOH in SIDS, despite Fiji and Vanuatu displaying struggles with some of them. 

Secondly, the gap in the scholarly knowledge regarding the issues of the governance of commercial 

determinants of NCDs in PSIDS does not only cover tobacco but other harmful commodities. The temporal 

and capacity restrictions of a PhD study allowed a focus on only one of these commodities. While there 

are many parallels between the conditions important in the regulation of alcohol, ultra-processed foods 

and drinks and tobacco, the complexity surrounding each of these commodities makes the generalisability 

of the findings of this research limited. However, an increasing amount of academic literature on CDOH 

highlights the similarities between the strategies and tactics of these industries (1–4,4–12), which 
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suggests that findings about tobacco control can benefit work done in the regulation of alcohol and ultra-

processed foods and drinks as well. 

The third limitation also arises due to the temporal and capacity restrictions of PhD study: only two cases 

were examined in this research, which reduces the generalisability of the findings. However, given that 

the purpose of this study was to explore important conditions in multisectoral tobacco control, instead of 

a limitation the small number of cases could be viewed as a necessary first step, which provides an outline 

of a longer journey in understanding the governance of CDOH. 

5. Future research directions 

This study employed an exploratory research design to investigate and map out the important conditions 

that influence the way the governments of Fiji and Vanuatu address the commercial determinants of NCDs 

through a focus on tobacco control. The contributions of this work to the scholarly literature are just a 

first step in understanding the ways interests, ideas, and institutions interact and shape PSIDS 

governments’ approaches to NCD prevention. Further research is necessary to reveal whether the findings 

discussed above characterise other PSIDS and SIDS in general. Moreover, many of the conditions discussed 

are likely to influence governments in LMICs as well, and the impact of ideas has been shown to have an 

important role in the regulation of harmful commodities in high-income countries, too.  

Therefore, the expansion of the focus of this research could be the next step, in the form of a postdoctoral 

research project. Firstly, this could be done by examining the interests, ideas, and institutions influencing 

the governance of alcohol and ultra-processed foods and drinks. Secondly, a multiple-case design 

including a larger number of SIDS, possibly not only in the Pacific but in other geographical regions, would 

deepen understanding about the relevant conditions and strengthen the generalisability of the findings. 

Another direction for future research would be to narrow the focus of analysis to the diffusion of ideas. 

As this research has shown, causal ideas play a crucial role in defining interests and institutional structures, 

an in-depth examination of the ways ideas around harmful commodities and NCDs formulate and spread 

among governance actors in SIDS could be warranted. The CDOH literature has placed increasing emphasis 

on the need to shift from the dominant idea of individual responsibility to the direction of ideas of social, 

commercial, and political determinants of health, and although this research has started to build the 

necessary empirical evidence and academic knowledge, to help inform the ways a CDOH can be better 

governed in PSIDS, more work is required in this area. 
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A third, longer term research project could examine the correlation between political systems and 

governance strengthening programmes and the ways commercial determinants of NCDs are addressed in 

SIDS in regulations in the public interest. Such research would further increase the interdisciplinary nature 

of this work by expanding to the scholarship of development studies and political science and would 

provide an important contribution to the political determinants of health literature. 

6. Conclusion 

This dissertation has contributed to the scholarly literature by expanding the evidence base and 

knowledge on the interests, ideas, and institutions which influence the way SIDS governments – more 

specifically those of Fiji and Vanuatu – address the commercial determinants of NCDs, with a focus on 

tobacco. Furthermore, it has provided a new methodological approach to help understand and inform 

how countries can better govern harmful commodity industries. Two key insights emerged from the 

findings of this research.  

Firstly, the vulnerabilities of SIDS have to be taken into account and addressed in order to successfully 

govern the commercial determinants of NCDs in these countries. Smallness, geographic isolation, and a 

middle-income economy result in human and financial capacity issues; being spread out across multiple 

small islands contributes to clientelism and patronage; and the weak regulation of the political systems 

enable the existence of a quickly changing political landscape in Vanuatu and a heavily centralised 

government in post-authoritarian Fiji. These conditions result in issues of the public-interestedness of 

high-level government officials, weak accountability and performance management mechanisms, which 

correlate with the gaps between rules and the actual ways policies are made in these countries. This 

means that even if procedures are in place which would ensure public-interested policy making in tobacco 

governance (i.e. tobacco control), such procedures are unlikely to be adequately followed, which gives 

way to the harmful impact of the commercial and political determinants of health. 

Secondly, the dominant causal ideas need to shift to support the governance of commercial determinants 

of NCDs. Institutional mechanisms and procedures are not enough to ensure the development and 

implementation of comprehensive, multisectoral policies. In Fiji and Vanuatu the non-health government 

agencies are effectively excused from contributing to the fight against NCDs, because the dominant idea 

of individual responsibility relieves them of any responsibility. This research argues that an increased focus 

is necessary on the causal ideas prevalent in the space of harmful commodities and NCDs in order to 
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understand how PSIDS can effectively address CDOHs. Ideas can be shifted and changed, and without 

moving away from the idea of individual responsibility fuelled by neoliberal ideologies, the governance 

actors needed for the control of harmful commodity industries will not be likely to engage into coherent, 

multisectoral policies. Furthermore, this research suggests that the governments and political systems of 

SIDS need to be strengthened for the sake of public-interested regulation. Policy issues where conflicting 

mandates and interests are contested – such as the governance of harmful commodities – are difficult to 

solve, but that is why carefully planned administrative procedures are in place in most democratic 

governments. Governance and political system strengthening would enable these mechanisms to serve 

their purpose without being captured by vested interests. 

The next important step is to examine interests, ideas, and institutions in a wider range of SIDS in order 

to collect more evidence and deepen the understanding of the role of such conditions and to strengthen 

the generalisability of the findings. Furthermore, future research would be important to reveal where 

causal ideas around harmful commodities and NCDs originate from and how they spread – not only in 

SIDS, but in LMICs in general. Such research could provide useful lessons on how to diffuse the idea of 

CDOH into the governments of these countries. Shifting dominant ideas will be vital in tackling the NCD 

crisis. 
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Appendix 1. The calculation of progress in tobacco control in PSIDS 

 

M (Monitoring) 
W1 (Health warnings on 

packaging) 
E (Advertising bans) R1 (Taxation) 

Total 
change 

PSIDS 2016 2014 2012 2010 
Change 
(2010 - 
2016) 

2016 2014 2012 2010 
Change 
(2010 - 
2016) 

2016 2014 2012 2010 
Change 
(2010 - 
2016) 

2016 2014 2012 2010 
Change 
(2010 - 
2016) 

Kiribati 2 1 1 2 0 2 1 0   2 3 3 0 0 3 1 3 1 1 0 5 

Fiji 2 2 2 1 1 3 3 1 0 3 2 2 2 2 0 1 1 1 n/a 0 4 

Vanuatu 2 2 2 1 1 3 3 1 1 2 3 3 3 2 1 2 2 2 2 0 4 

Nauru 1 1 1 n/a 0 1 1 1 0 1 2 2 2 2 0 2 n/a n/a 1 1 2 

Samoa 2 2 1 1 1 3 3 1 1 2 2 2 2 2 0 2 2 2 2 0 3 

Solomon Islands 1 1 1 1 0 3 3 1 1 2 2 2 2 3 -1 1 1 1 n/a 0 1 

Federated States of Micronesia 2 2 1 1 1 0 0 0 0 0 0 0 0 0 0 2 2 2 2 0 1 

Tonga 1 2 1 1 0 1 1 1 1 0 2 2 2 2 0 2 2 2 2 0 0 

Marshall Islands 0 1 1 1 -1 0 0 0 0 0 0 0 0 0 0 2 2 1 1 1 0 

Papua New Guinea 0 n/a 2 2 -2 0 0 0 0 0 2 2 2 2 0 1 1 1 n/a 0 -2 

Source of data: (543,544,591,681)
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 Appendix 2. The calculations of tobacco related 
export in proportion to GDP

PSIDS 

Total GDP in 
2016 (US$, 
thousands)  

Source: (546) 

Tobacco related 
export, value 

exported in 2016 
(US$, thousands)  

Source: (545) 

Calculated 
tobacco related 
export in 2016 

(% in GDP) 

Kiribati 165765016 0 0.000% 

Fiji 4631626234 1726000 0.037% 

Vanuatu 773502896 0 0.000% 

Nauru 102060130 0 0.000% 

Samoa 785916937 231000 0.029% 

Solomon Islands 1202125000 766000 0.064% 

Federated States of 
Micronesia 

322000000 0 0.000% 

Tonga 395159629 257000 0.065% 

Marshall Islands 183000000 159000 0.087% 

Papua New Guinea 16928680397 724000 0.004% 
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Appendix 3. The map of Fiji 

Source: (555) 
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Appendix 4. The map of Vanuatu 

Source: (581) 


