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Abstract

This research examines the institutional features of Brazil’s National Com-
mission for the Implementation of the Framework Convention on Tobacco 
Control (CONICQ) and how these institutional features have facilitated and 
hindered its ability to foster intersectoral tobacco control. In particular, we 
evaluate the key institutional features of CONICQ starting from when it was 
one of the key drivers of change and improvements in early tobacco control 
policies, which helped to make Brazil a world leader in this area. We also 
examine how the committee has evolved, as tobacco control has improved and 
particularly elucidate some of the major challenges that it faces to bring to-
gether often disparate government sectors to generate public health policies.
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Introduction 

For more than 35 years, health sector proponents have urged governments to establish and utilize 
intersectoral arrangements as a mechanism to address a range of public health issues. These norms 
were first expressed in the Declaration of Alma-Ata in 1978, most explicitly articulated in the World 
Health Organization’s (WHO) 1986 Ottawa Charter for Health Promotion and have been firmly embed-
ded in the WHO Framework Convention on Tobacco Control (WHO-FCTC) 1,2. This movement 
towards establishing whole-of-government approaches to public health policy aligned with work 
within government, particularly in the United Kingdom, and in the academic literature to break down 
departmental silos and policy fragmentation across government departments through a restructuring 
process 3,4,5,6. Article 4.4 of the WHO-FCTC urges governments to engage in intersectoral arrange-
ments by determining that “comprehensive multisectoral measures and responses to reduce consumption of 
all tobacco products at the national, regional and international levels are essential” 7 (p. 6). Articles 5.1 and 
5.2 further establish the importance of intersectoral arrangements in statements such as “each Party 
shall develop, implement, periodically update and review multisectoral national tobacco control strategies, plans 
and programmes…” 7 (p. 7) and “towards this end, each Party shall (...) establish or reinforce and finance a 
national coordinating mechanism or focal points for tobacco control” 7 (p. 7). These statements encourage 
governments to establish centralized, intersectoral mechanisms of coordination for WHO-FCTC 
implementation. Article 5.1 and 5.2 encourage an institutional environment conducive to whole-of-
government implementation of the provisions of the WHO-FCTC, with the ultimate aim of having all 
sectors working to reduce the supply of and demand for tobacco products. In other words institution-
al design and functioning are recognized as foundational for the implementation of WHO-FCTC 8.

The WHO-FCTC’s scope creates salient challenges for traditional modes of working within gov-
ernments and beyond. Such challenges include jurisdictional tensions among the mandates of health 
authorities and other sectors of government such as trade, agriculture and finance 9. This is particu-
larly relevant for countries like Brazil that are tobacco producers while at the same time attempting to 
strengthen tobacco control. Very little research has analyzed the conditions under which intersectoral 
working contributes to mutually enforcing policy across sectors. Research has found that intersec-
toral collaboration can strengthen policy and programs in areas such as those targeting the welfare of 
youth by bringing together like-minded sectors such as education, mental health and social services 
10. However, the context of WHO-FCTC implementation is unique in that the treaty attempts to bring 
together sectors with very different relationships to tobacco, ranging from those fostering tobacco 
production and sale to those attempting to decrease tobacco consumption 8. Implicit in the language 
of the WHO-FCTC is the assumption that tobacco control should concern all sectors of government 
and result in the harmonization of public policy around the objective of reducing tobacco use. In 
order to achieve this harmonization one must first understand the dynamics that an intersectoral 
mechanism creates and then how interactions can be mediated to foster cooperation among the 
different sectors. This research gap is coupled with the fact that “weak intersectoral coordination” 
remains a pressing challenge for WHO-FCTC implementation 11. In the territory of each Party, the 
WHO-FCTC and its provisions are embedded in a highly complex institutional context. Our study 
examines the institutional challenges and opportunities involved in intersectoral coordination and 
cooperation using the case of the National Commission for Implementation of the WHO Framework 
Convention on Tobacco Control (Comissão Nacional para Implementação da Convenção-Quadro 
para o Controle do Tabaco – CONICQ, in Portuguese), Brazil’s intersectoral commission for the 
implementation of the WHO-FCTC. 

We begin our analysis with the premise that an intersectoral mechanism has the potential to move 
WHO-FCTC implementation along two intersecting lines. The first is by coordinating the imple-
mentation of the Convention in the form of domestic legislation and regulations, such as measures 
taken to reduce demand for tobacco products. The ultimate goal for governments is to incorporate the 
WHO-FCTC and its guidelines into domestic law. The second potential of an intersectoral mecha-
nism is to shape the culture of tobacco control within government. In addition to legislation and 
regulations, an intersectoral mechanism can foster process-oriented norms pertaining to the relations 
within government, and among government, civil society and commercial interests with the goal of 
fostering a context that is oriented towards health objectives. 
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The next section describes our analytic framework. This framework describes three constructs 
that can serve as heuristics in an analysis of the institutional challenges and opportunities of WHO-
FCTC implementation. Our analytic framework is constructed with a principal focus on institutional 
dynamics within government. In this way, we treat government itself as a complex system. Our efforts 
to identify and articulate the dynamics within government serve to inform the nascent research on 
whole-of-government approaches to WHO-FCTC implementation.

Analytic framework

The basis for Article 5.2 of the WHO-FCTC, namely the emphasis on the formation of intersectoral 
coordinating mechanisms by governments, is the recognition that tobacco control requires interven-
tion and action not only by the ministry of health but also by the ministries of agriculture, finance, 
industry, and trade, among others. WHO-FCTC implementation requires a whole-of-government 
approach. Although this need is uncontroversial within the tobacco control community there has 
been little work to conceptualize how such an approach can be established and operationalized to 
foster the goal of whole-of-government implementation of tobacco control measures. We suggest that 
to begin such an endeavor, one must identify and analyze the conditions that shape and are shaped 
by interaction within government. To examine these interactions, we draw from the work of Ostrom 
12,13 and the Institutional Analysis and Development (IAD) Framework. Our framework uses three 
elements from the IAD framework: rules, norms and action situations. 

Rules 

Ostrom 12 (p. 5) defines rules as “prescriptions commonly known and used by a set of participants to order 
repetitive, interdependent relationships”. Rules are established to “achieve order and predictability within 
defined situations” by: (1) creating positions; (2) stating how participants enter or leave positions; (3) 
stating which actions participants in these positions are required, permitted or forbidden to take; and 
(4) stating which outcome participants are required, permitted or forbidden to affect.

This aspect of Ostrom’s framework is important for analysts of WHO-FCTC implementation 
because it draws attention to the ways in which government institutions operate as distinct rule-
bound entities rather than assuming that “government” is a monolithic entity. There are numerous 
examples of intra-governmental conflicts that stem from the fact that tobacco serves as both an 
economic, revenue-generating, employment-creating commodity, while also a health-harming con-
sumer product that must gradually be eradicated 9,14. It is a common starting point to assume that 
rules are intrinsically uniform and compatible within government when one assumes that govern-
ment itself is a singular entity. This is where the literature on institutions and the offshoot body of 
literature on polycentric governance is illuminating. This literature begins with the premise that “rules 
(...) directly affect the structure of a situation in which actions are selected” 12 (p. 6). Although rules can be 
found on paper they are also observed in action and are enforced not simply through formal sanction 
but through social pressures, such as collective endorsement or disapproval. 

Norms

Norms are also important to consider in any analysis of institutions and the structures that condition 
actions taken by individuals. Norms represent “shared concepts of what must, must not, or may be appropri-
ate actions or outcomes in particular types of situations” 15 (p. 112). Where rules are formalized expecta-
tions or prescriptions, such that they may be explicit in the mandates or operating procedures of gov-
ernment departments, norms are less tangible expectations housed in the minds of actors and rein-
forced by social practices. Norms are inherently “social” in that they require the “attitudes of approval 
and disapproval, specifying what ought to be done and what ought not to be done” 16 (p. 914). Norms become 
visible when action is taken in a social context. In the case of WHO-FCTC implementation we can 
see norms at play when for example a government official meets with a tobacco industry representa-
tive. This meeting may not break a rule (unless rules of engagement exist for all governmental sectors 
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involved), but will likely be met with disapproval from tobacco control proponents who have worked 
to establish norms pertaining to tobacco industry interference in government affairs. In this case, you 
can see the intersection of competing norms across sectors of government whereby the norm in one 
sector involves meetings between government and the commercial sector and in another the norm 
characterizes such interaction as interference with public health policymaking related to tobacco. 
Many work to institute norms into the explicit structure of an institution by embedding them in law 
or other rules. The establishment of rules from norms allows for a more tangible enforceability of a 
standard of behavior. One can argue that Article 5.2 of the WHO-FCTC is important because it urges 
the establishment of a forum for the creation of norms and rules. 

Action situation

Both norms and rules come together in what Ostrom calls the “action situation”. She defines action 
situations as the “social spaces where individuals interact, exchange goods and services, solve problems, domi-
nate one another, or fight (among the many things that individuals do in action situations)” 13 (p. 11). In this 
sense the establishment of CONICQ or any other intersectoral mechanism for WHO-FCTC imple-
mentation is the establishment of an action situation. It is the creation of boundaries within which 
actors interact and deliberate on the issue of tobacco control, and specifically on issues of how to 
implement the provisions of the WHO-FCTC. The mechanism itself becomes an institution embed-
ded in wider social (and political) spaces and can serve as the unit of analysis where one can “describe, 
analyze, predict, and explain behavior” towards the objective of coordinated tobacco control. The action 
situation “enables an analyst to isolate the immediate structure affecting a process of interest (…) for the purpose 
of explaining regularities in human actions and results, and potentially to reform them” 13 (p. 11). An action 
situation represents the structure where processes occur and rules are the building blocks that create 
the structural conditions that shape and are shaped by the actions taken by different actors. Again, 
intersectoral mechanisms are created for the specific and explicit purpose of coordinating tobacco 
control measures among government ministries, departments and agencies. This purpose provides 
the backdrop to analyze how well this body serves the intended objective and a framework that looks 
to rules and action situations provides the lens to assess the factors that are furthering or hindering 
movement towards this objective. 

While an intersectoral mechanism can bring an advantage of enabling a single articulated position 
on tobacco control policies among the different sectors of the government, this type of institution 
must navigate potential, perceived and actual conflicting mandates of members. Brazil was one of 
the first countries to establish a distinct intersectoral national coordinating mechanism to implement 
the provisions of the WHO-FCTC. Our study applies this institutional framework to analyze the 
challenges and opportunities created and faced by CONICQ in implementing the provisions of the 
WHO-FCTC. 

Methods

We conducted in-depth interviews with key informants (n = 25) including legislative members, 
officials from all of the key ministries (Health, Foreign Affairs, Trade and Industry, Agriculture, 
Agrarian Development, and the Brazilian Health Regulatory Agency – Anvisa), officials from relevant 
intergovernmental bodies and civil society representatives. We used purposive sampling to identify 
individuals who were involved in the development and implementation of the WHO-FCTC, tobacco 
control measures in Brazil, the activities of CONICQ or the economic aspects of tobacco production. 
Individuals were included based on the criterion that they were involved in tobacco at the policy level. 
This meant that we targeted informants who have worked on developing and implementing tobacco 
control policy (i.e. tobacco was part of the person’s portfolio), or were involved in the economics of 
tobacco production. We aimed to include a diverse group of informants with the goal of gaining dif-
ferent perspectives on intersectoral working. The authors conducted face-to-face interviews with 
key informants in Brasília and Rio de Janeiro. The interviews ranged from 45 minutes to 3.5 hours. 
We carried out interviews up until the moment where our analysis reached “saturation” – the point 
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at which we found consistency in the emerging narratives, or reasonable explanations for any of the 
inconsistencies. 

In addition to the key informant interviews, we conducted an analysis of policy documents, media 
reports and other relevant documents produced by civil society organizations and government agen-
cies. We systematically searched for public documents pertaining to the work of CONICQ, focusing 
on documents that highlighted (1) decisions made by CONICQ, (2) relationships between members, 
and (3) involvement of CONICQ in tobacco control decision-making in Brazil. We received approval 
in ethics from Brazil’s Ethics Research Committee (CONEP) and from each one of the non-Brazilian 
investigators’ home institution’s review board. 

The following section describes the establishment and operation of Brazil’s intersectoral commis-
sion, CONICQ, beginning with the establishment of its predecessor, the National Commission for the 
Control of Tobacco Use (CNCT) in 1999. The section begins with a brief overview of the history of 
CONICQ, followed by an analysis of its rule-making and norm-generating function. 

Findings

CONICQ: structure and history

The CNCT was established by Presidential Decree n. 3,136/1999 17. The purpose of the CNCT was to 
prepare for and facilitate Brazil’s involvement in the negotiation of the WHO-FCTC which itself 
began in 1999. The Commission was chaired by the Ministry of Health and included representatives 
from seven ministries (Foreign Affairs, Finance, Agriculture and Supply, Justice, Education, Labor and 
Employment, and Development, Industry and Trade) until the addition of an eighth, the Ministry of 
Agrarian Development, in 2001. The National Cancer Institute José Alencar Gomes da Silva (INCA, 
in portuguese) served as the secretary of the Commission. The Commission advised the federal 
cabinet, the Casa Civil, on the development of Brazil’s position during the WHO-FCTC negotiations. 
Members of the CNCT attended the Intergovernmental Negotiating Body (INB) sessions during the 
negotiation of the WHO-FCTC (1999-2003). 

Following the conclusion of the WHO-FCTC negotiations in 2003, the then President of Brazil, 
Luiz Inácio Lula da Silva issued a Presidential Decree of 1 August 2003 creating CONICQ. The Min-
istry of Health, in Ordinance n. 1,662 of 26 August 2003, ensures that the different ministries appoint 
representatives to the Commission. CONICQ is chaired by the Minister of Health and according to 
Presidential Decree of 14 July 2010 must include a representative (and a substitute) from each of the 
following ministries: Health; Foreign Affairs; Agriculture, Food and Rural Affairs; Agrarian Develop-
ment; Finance; Justice; Labor and Employment; Education; Environment; Science and Technology; 
Communications; Development, Industry and Trade; and Planning, Budget and Management. The 
INCA, is also explicitly included and plays the role of Executive Secretary. According to the ordinance 
that regulates the Commission, each minister nominates one member and one substitute to serve on 
CONICQ. The Ministry of Health has two representatives (one from INCA and one from AISA – the 
Office of International Health Affairs) and two substitutes (also one from each of INCA and AISA) 
and more recently a representative from Brazil’s health surveillance and regulatory agency, Anvisa. 
The structure and authority of CONICQ has created opportunities to implement the provisions of 
the WHO-FCTC across all sectors of government. As might be anticipated, however, the same struc-
ture has created unique challenges for those seeking maximum alignment between the international 
obligations set forth in the WHO-FCTC and Brazil’s domestic tobacco control. 

CONICQ: rule-making function

The principal claim by advocates of whole-of-government approaches is that intersectoral institu-
tional arrangements that bring together different sectors of government can foster more coherent 
public policy. For example, in an analysis of tobacco control governance in Brazil during and after 
WHO-FCTC negotiations, Lee et al. 18 (p. 3) state that “this Commission [CNCT], including all pertinent 
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stakeholders, ensured that tobacco control was embodied in consistent policies throughout government and not 
only as a health ministry issue”. The structure of CONICQ, including its composition and leadership, 
has provided the Ministry of Health and related health agencies the opportunity to forge alliances 
and coordinate policies with other ministries (this structural strength has also served as a limitation 
which will be discussed in the subsequent section). CONICQ has a broad and encompassing mandate 
to promote the development, implementation, and evaluation of strategies, plans and programs, as 
well as policies and legislation, and other measures, for compliance with the provisions of the WHO-
FCTC. CONICQ is also involved in coordinating and representing the Brazilian government in the 
sessions of the WHO-FCTC Conference of Parties (COP), working and study group meetings, and 
negotiation sessions related to protocols. This explicit mandate to connect domestic policy with the 
WHO-FCTC provides CONICQ with a unique opportunity to continuously shape and align domestic 
activities with international commitments as well as contributing to the development of international 
standards. One of the members of CONICQ noted that its existence has helped elicit support from 
the Ministry of Finance, which was initially opposed to the issue of tobacco taxation. This individual 
noted “[a]t the very beginning we had very strong debates with the Ministry of Finance who were not support-
ive of raising taxes but … today, the Ministry of Finance is one of the most active advocates of WHO-FCTC”. 
This intersectoral forum served to generate support for the development and approval of the tobacco 
control-focused Bill 12,546/2011, regulated by Executive Decree 8,262/2014 19, particularly in enlisting 
the support of the Ministry of Finance 20. This Bill was the most comprehensive to be implemented 
in Brazil and included measures such as increased taxation on tobacco products, a minimum price for 
cigarettes, a comprehensive public smoking ban, an increase in the size of health warnings on tobacco 
products and a ban on advertising tobacco products at point of sales. 

The establishment of this legislation illustrates how CONICQ has served to implement provi-
sions of the WHO-FCTC in the form of formal rules. Although CONICQ serves in an advisory role, 
participant descriptions of CONICQ suggest that CONICQ has served as a forum to enlist support 
from different sectors of government to establish substantive tobacco control measures. Apart from 
substantive rule making (i.e. rules pertaining to tobacco supply and demand), CONICQ has been 
challenged to establish process-oriented rules pertaining to government-industry relations. Below 
we discuss how CONICQ has worked to foster institutional norms and rules pertaining to these 
relations and more generally, to attempt to orient non-health sectors towards the health-objectives 
of tobacco control. 

CONICQ: reciprocity of norm-generating and rule-making functions

One of the reasons for the creation of the predecessor to CONICQ was to protect tobacco control 
policies from the undue interference from the tobacco industry. Given that Brazil is one of the larg-
est producers of tobacco in the world, it is not surprising that tobacco interests are highly active and 
politically engaged 21. It was thought that the different ministries would be held accountable for their 
positions on tobacco control by mandating that they work together to develop common positions. 
This structure was meant to insulate tobacco control from pro-industry preferences by orienting the 
Commission towards health objectives and holding other sectors of government to account in light 
of this orientation. The Commission also attempted to protect tobacco control from direct industry 
influence by excluding tobacco industry representatives from serving on the Commission. The struc-
ture of CONICQ has followed the structure of its predecessor in its efforts to establish strong norms 
pertaining to government-tobacco industry interaction. This norm-generating function is reflected in 
a 2012 resolution by the Minister of Health on behalf of CONICQ which establishes ethical guidelines 
that are applicable to the members of CONICQ, known as the transparency ordinance 22. Although a 
resolution does not have the force of law, it represents something of a middle ground between norm 
and rule. In this specific case we see the Ministry of Health attempting to bolster a norm by establish-
ing a tangible, written, ordinance. The Executive Secretary of CONICQ oversees the implementation 
of the principles and practices outlined in the ordinance in order to foster an environment in which 
interactions between different sectors of government and the tobacco industry are open to public 
scrutiny and do not compromise efforts to develop strong tobacco control measures. This work is 
“pursuant to Article 5.3 of the WHO-FCTC” and reflects an attempt to create norms that cut across 
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sectors while pursing the formalization of these norms in the form of new rules that hold government 
officials to account for their interactions with the tobacco industry and industry interest groups. Part 
of this movement from norm to rule is the provision in the transparency ordinance allowing cases 
to be referred to the Legal Working Group of CONICQ (GT-Juridico CONICQ). To illustrate how 
this norm exists in practice one of the participants (a member of CONICQ) highlighted the following 
example: 

“To illustrate the issue of CONICQ today is that we have some working groups on board with CONICQ 
dealing with legal matters which have been formed by the attorney general’s representative from the different 
sectors of government. They are getting together to learn about CONICQ issues and their first output was 
ethical guidelines for the representatives of CONICQ related to Article 5.3 (…) This means that the issue of 
the relationship between the government and the tobacco industry is starting to change minds. In COP4, the 
representative of the Ministry of Trade from the Brazilian commission was seen with some representatives of the 
tobacco industry and we talked to her about it. She cried and apologized”.

Not surprisingly, CONICQ has confronted obstacles while attempting to establish norms and 
engender rules that apply across sectors. The different mandates and objectives across sectors, par-
ticularly the conflicting mandates between health and industry/agribusiness have challenged the uni-
form establishment of health-oriented norms. One informant emphasized this point by stating that “I 
think (…) even in CONICQ we have agencies whose representatives are against CONICQ, against tobacco con-
trol policy”. According to key informants from the Ministry of Agriculture, the ministry established an 
intersectoral body called the Sectorial Chamber on Tobacco as a response to CONICQ. The Chamber 
has publicly opposed efforts to establish strong tobacco control measures, particularly Anvisa’s tobac-
co additives restrictions 23,24. It is clear that the economic sector continues to facilitate tobacco pro-
duction. Statements made by one of the representatives of the Ministry of Agriculture to CONICQ  
in a 2015 media interview published on the website Portal do Tabaco (http://portaldotabaco.com.br/) 
supports the fact that tobacco control norms have yet to supersede norms of tobacco industry sup-
port. In this interview Savio Pereira stated that the WHO-FCTC pertains solely to health issues and 
has “absolutely nothing to do with tobacco producers”, noting, “Brazil would never ban tobacco, which is a stra-
tegic resource for the country” 25. This statement is particularly noteworthy since the WHO-FCTC does 
incorporate provisions to support alternative livelihoods for tobacco farmers, but more importantly 
does not suggest that tobacco production and sales be banned. 

There are more than 20 chambers within the government to deal with specific issues, making it 
difficult to substantiate that the Sectorial Chamber on Tobacco was truly a direct response to CON-
ICQ, although it is perceived as such by several of the key informants and was established just after 
CONICQ was created. However, it is noteworthy that this Chamber now has implications for the 
functioning of CONICQ given that both bodies share a common membership. Despite the work to 
protect CONICQ from tobacco interests the norms have not permeated all sectors. The case of the 
Sectorial Chamber suggests that entrenched commercial interests may be granted access to a primary 
forum where tobacco control policy is discussed and it is possible that this common membership 
across CONICQ and the Chamber may create barriers to CONICQ’s ability to serve as the epicenter 
of tobacco control in Brazil. This common membership may also reinforce an atmosphere of mistrust 
among members of CONICQ during deliberations if tobacco control proponents believe that the 
information they share in the CONICQ forum will be shared with tobacco industry representatives 
during the meetings of the Sectorial Chamber on Tobacco. One informant who served as a member of 
CONICQ noted that they were reluctant to share information about the tobacco-related trade chal-
lenges against Australia and other countries, noting: “[w]e have discussed this in the working group of legal 
matters with the attorney general’s office. We need to take this matter for them to study. We created a mailing 
group to keep them informed on matters relating to Australia, Canada, and prosecution. They are very interested 
in this process. I think the strategic move is not to discuss it so directly within CONICQ”.

Despite the ongoing challenge of establishing norms across sectors, there is evidence that CON-
ICQ has served as a forum for alignment and cooperation across certain ministries. For example, 
through CONICQ, the Ministry of Health and the Ministry of Agrarian Development have devel-
oped a working relationship and have cooperated on issues pertaining to Articles 17 and 18 (eco-
nomically viable alternative activities and protection of the environment and people’s health). The 
Coordinator of the Executive Secretariat of CONICQ and a representative from the Ministry of 
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Agrarian Development authored a joint statement in a prominent tobacco control journal on behalf 
of CONICQ defending the representation of numerous sectors on Brazil’s delegation to COP4 in 
Uruguay 26. Participants in our study highlighted the fact that the highest level of government (the 
President) established CONICQ and this has given the Commission legitimacy, public presence and 
permanence. One key informant working with CONICQ noted that, “it was very difficult not to support 
[CONICQ], since we had evidence (…) we have WHO-FCTC commitment (...) and CONICQ was created as 
a directive from the President”. In other words the fact that the President has mandated the establish-
ment of CONICQ has contributed to its legitimacy across sectors, where member ministries cannot 
ignore the existence of the Commission on the basis that it is a Ministry of Health initiative or other 
health department directive. In this way CONICQ’s mandate is structured to ensure its political 
presence as an advisory body and in principle the credibility it is given through Presidential decree 
provides its health-oriented mandate with legitimacy. CONICQ arguably represents the creation of 
a new jurisdiction superimposed on existing jurisdictions, a new action situation (i.e. the bringing 
together of different sectors of government) with the mandate to facilitate norm-development and 
rule-formation. In other words the Presidential decree created a multi-sectoral body with the specific 
function of facilitating the implementation of the WHO-FCTC. This body does not have any formal 
decision-making power pertaining to policy but represents a forum for consensus-building and the 
integration of the new culture of WHO-FCTC implementation through norm-generation and rules 
of conduct for its members. 

Conclusion 

CONICQ has played an important role in advancing Brazil’s positions at WHO-FCTC COPs and 
through involvement in working groups that in some cases involved being key facilitators on various 
guidelines, all of which in turn strengthened its position to articulate domestic policy. Brazil has been 
a key facilitator for the Article 5.3 guidelines, and Articles 17 and 18 policy options despite an ongoing 
internal struggle on the best strategy to provide alternative sustainable activities for tobacco growers, 
and remains a key facilitator for the development of Partial Guidelines to Articles 9 and 10. We have 
highlighted the role of CONICQ in establishing norms for government-industry interactions specifi-
cally and tobacco control more generally that cut across all sectors of government. Another result 
for CONICQ has been improved coherence in favor of tobacco control from sectors that in the past 
have opposed certain tobacco control measures, such as the Ministry of Finance. As noted earlier, one 
interviewee highlighted that the Ministry of Finance became a supporter of tobacco control through 
interactions with other members of CONICQ. Another example is the relationship that has been 
forged between the Ministry of Health and the Ministry of Agrarian Development through participa-
tion in CONICQ. We highlighted how these two Ministries authored a joint statement in a prominent 
tobacco control journal on behalf of CONICQ defending the representation of numerous sectors 
on Brazil’s delegation to COP4 in Uruguay 27. This type of coproduction and cooperation seems to 
reflect the institutional presence CONICQ is gaining within government. It is clear that institutions 
are not policy panaceas and bring to the surface existing misalignments and tensions among differ-
ent sectors. Our findings suggest that CONICQ has an important function in fostering norms and 
creating rules that protect and promote the government’s ability to create tobacco control law. It also 
serves as a laboratory to examine how health officials navigate resistance from economic interests 
while at the same time attempting to sensitize these interests to goals of tobacco control. 

In sum, the opportunities created by CONICQ involved building relationships across sectors and 
mobilizing these relationships to establish policy that integrates and at times shapes the individual 
mandates of different sectors of government. The basic framework we develop can serve as a useful 
tool heuristic to understand and analyze the different elements and dynamics of WHO-FCTC imple-
mentation from an institutional perspective. We can see how CONICQ continues to facilitate WHO-
FCTC implementation by supporting legislation and regulations (i.e. formal rules) that are informed 
by the substantive provisions of the WHO-FCTC, while at the same time fostering norms pertaining 
to tobacco industry activity and ultimately a whole-of-government orientation towards tobacco 
control through the transparency ordinance. We find that CONICQ continues to face important chal-
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lenges in carrying out these two functions. Despite the establishment of the transparency ordinance 
that seeks to implement the provisions of Article 5.3 pertaining to tobacco industry interference, 
CONICQ is faced with a difficult situation wherein some of its members have direct ties with the 
tobacco industry and promote industry interests. Although in principle the broad inclusion of differ-
ent sectors of government is lauded as an objective of whole-of-government approaches to healthy 
public policy, this case demonstrates the inherent challenges of such institutional arrangements. In 
other words, how do institutions establish mutually enforcing policies across sectors when the dif-
ferent sectors have such divergent perspectives? In order to move towards comprehensive tobacco 
control such institutional designs must be critically assessed to determine the extent to which the 
structure of such arrangements facilitates the intended objectives of promoting and fostering tobacco 
control. It is important to note that the challenge of divergent perspectives and particularly the view 
that tobacco is a necessary economic commodity is not intractable. For example, in 2009 the federal 
government of Canada was able to secure a buyout package of USD 300 million to induce tobacco 
farmers to switch to other crops, a decision that involved different sectors and levels of government 27.  
This example is instructive of the potential for the government to enlist the support of non-health sec-
tors towards an objective with implications for health. Tobacco production is a particularly difficult 
problem from the perspective of tobacco control, where supply side challenges are often neglected 
because of the lack of systemic policy solutions. However, this point should not diminish the impor-
tance of sectoral divergence, as it remains a serious challenge. This divergence between sectors, 
particularly the health and economic sectors, remains one of the most pressing challenges in many 
tobacco-producing countries 9,12,28.

Ongoing assessment can assist in critically examining the process of norm-generation and rule 
making. Ultimately this assessment can help facilitate institution building for health policy-making 
and implementation by identifying strengths and barriers to intersectoral working. National coor-
dinating mechanisms are crucially important for the system-wide implementation of WHO-FCTC 
provisions. The more that lessons that can be systematically generated from the ongoing functioning 
of mechanisms like CONICQ, the better governments will be able to establish improved arrange-
ments to achieve optimal health outcomes. 
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Resumo

Esta pesquisa examina as características institu-
cionais da Comissão Nacional para a Implemen-
tação da Convenção-Quadro sobre Controle do 
Tabaco (CONICQ) e como essas características 
institucionais facilitaram e impediram sua ca-
pacidade de promover o controle intersetorial do 
tabagismo. Os autores avaliam particularmente 
as características da CONICQ enquanto um dos 
principais fatores de mudanças e melhorias nas 
primeiras políticas de controle do tabaco, e que 
ajudaram a transformar o Brasil em líder mun-
dial nessa área. O artigo também analisa como a 
Comissão evoluiu junto com a melhora do controle 
do tabaco, além de discutir alguns dos maiores de-
safios para reunir diversos setores do governo na 
elaboração de políticas de saúde pública.

Tabaco; Política de Saúde; Comissão Nacional 
para o Controle do Uso do Tabaco 

Resumen

Esta investigación examina las características ins-
titucionales de la Comisión Nacional para la Im-
plementación del Convenio Marco para el Control 
del Tabaco (CONICQ) y cómo estas característi-
cas institucionales han facilitado y dificultado su 
capacidad de fomentar el control intersectorial del 
tabaco en Brasil. En particular, evaluamos las ca-
racterísticas clave institucionales de la CONICQ, 
cuando era uno de los agentes clave de cambios 
y mejoras en las primeras políticas de control de 
tabaco, que ayudaron a hacer de Brasil un líder 
mundial en esta área. También examinamos cómo 
el comité ha evolucionado al mejorar el control del 
tabaco y, particularmente, elucidar algunos de los 
mayores desafíos a los que se enfrenta para aunar 
sectores gubernamentales a menudo dispares, con 
el fin de generar políticas de públicas de salud.

Tabaco; Política de Salud; Comisión Nacional 
para el Control del Uso del Tabaco
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