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This paper investigates why India actively negotiated and ratiﬁed the
Framework Convention on Tobacco Control (FCTC), the ﬁrst global
health treaty to curb tobacco use worldwide. The World Health
Organization’s (WHO) decision to conduct FCTC negotiations aligned
with India’s shifting disease burden that was pivoting from infectious to
non-communicable diseases, particularly cancer, which shot up due to
surging tobacco use. The WHO’s decision to frame the agreement
around constraining global tobacco commerce, particularly the might of
multinational tobacco companies, meshed with the interests of New
Delhi, which was concurrently seeking to curb surging tobacco
consumption. This triggered a positive approach and attitude to FCTC
negotiations, leading to India’s ratiﬁcation. India’s negotiation and
ratiﬁcation of the FCTC shows that the literature(s) on rising powers and
international organizations must consider how factors like the WHO’s
institutional politics, speciﬁcally the intent to negotiate a focused global
agreement to curb tobacco production and distribution worldwide,
aﬀects how countries perceive and seek to use that agreement to
bolster domestic policy concerns like tobacco control.
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Introduction
The importance India has ascribed to multilateralism has waxed and waned over the decades. After
independence, India championed international eﬀorts to prioritize issues like decolonization, human
rights, development, and nuclear disarmament. Over the 1960s and 70s, this leadership dissipated as
development and security challenges intervened, pushing Delhi to focus on domestic and regional
matters. Rising growth rates, however, shifted India’s attitudes toward international rules, given the
potential impact of rules on India’s economic development. From the 1980s, India has actively negotiated international rules to manage the eﬀects of transnational challenges like global warming,
eﬀects of the ozone layer, protectionism and nuclear testing (Sidhu, Mehta, and Jones 2013). Yet,
the general thrust of India’s behavior within international organizations since the 1980s has
largely been refracted through domestic politics or how amenable domestic conditions, either
coalitions or strategies, are toward negotiating and ratifying international rules. In this context,
we seldom ask why Indian negotiators proactively negotiate, sign and ratify international rules
like the Framework Convention on Tobacco Control (hereafter FCTC) with enthusiasm, not resistance
or indiﬀerence.
This paper argues that the World Health Organization’s (hereafter WHO) intent to draft and negotiate a global tobacco control treaty in May 1999, which was anchored on restricting tobacco production and distribution to limit the global march of multinational tobacco, profoundly
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inﬂuenced India’s desire to negotiate and ratify the FCTC. For years, the General Agreement on Tariﬀs
and Trade (GATT) used incumbent provisions to facilitate foreign market entry for tobacco companies based in a few advanced countries, denying developing countries the authority to erect barriers
to tobacco products for public health reasons. WHO oﬃcials sought to remedy this gap by convening
WHO member states to negotiate a global agreement with standards covering tobacco taxes,
tobacco advertising, tobacco enforcement (particularly in developing countries), tobacco outreach
and advocacy.
This institutional focus cohered with India’s preferences given troubling domestic tobacco use
trends from the 1970s that dramatically increased health and economic costs. Indian health
oﬃcials proved eager to negotiate and, thereafter, deploy the FCTC to pass a comprehensive domestic tobacco control legislation – Cigaretes and Other Tobacco Products Act (hereafter COTPA).
FCTC negotiations represented a benchmark for Indian health oﬃcials, who shuttled between the
international and domestic levels to negotiate the FCTC and pass COTPA. These health oﬃcials,
who also served as negotiators, hoped FCTC negotiations could produce a robust and immediately
relevant agreement that could be used to ﬁnalize and pass the domestic law – COTPA.
The paper uses data from multiple sources. First, the paper uses oﬃcial FCTC records from WHO
archives that reveal India’s stances, interventions and positions at each FCTC negotiating round
(2000-2003). Second, the paper draws from interviews conducted with India’s FCTC negotiators,
oﬃcials from India’s Ministry of Health and Family Welfare (hereafter MOHFW), WHO oﬃcials
based in Geneva and New Delhi, and tobacco control activists from organizations like the Advocacy
Forum on Tobacco Control (AFTC) who were concurrently working to pass COTPA at home and
inﬂuence FCTC negotiations in Geneva. Interviews were conducted in person in New Delhi and
via email/Skype/telephone (See Appendix 1). Finally, the paper has drawn from available secondary
sources including oﬃcial government and think tank reports, journals and related newspaper
materials.
India’s FCTC ratiﬁcation compels us to identify and specify the international conditions driving
rising power behavior in the international order. It shows that the institutional politics of international
organizations like the WHO aﬀects how rising powers like India perceive and react toward the negotiation and ratiﬁcation of international rules. I refer to institutional politics as the approach adopted
by the international organization to frame and tackle a collective action problem through instruments at its disposal. The WHO’s decision to redress rising global tobacco consumption through a
global agreement, no less, ampliﬁed the domestic politics around tobacco use and the response
mobilized by MOHFW before and during FCTC negotiations.1 Indian health oﬃcials regarded
FCTC negotiations as an opportunity to buttress and reinforce ongoing eﬀorts to pass a comprehensive domestic tobacco law, COTPA, that could potentially check and reverse rampant domestic
tobacco use and its deleterious eﬀects. What matters, I argue, is how proposed international rules
aﬀect speciﬁc policy problems, like tobacco use, and domestic institutions’ capacity to address
such problems. The fact that India was simultaneously tightening domestic tobacco laws allowed
Indian negotiators to punch above their weight at FCTC negotiations.
The paper is organized as follows. The ﬁrst section lays out the literature on rising powers and
international organizations. It explores existing work on the factors that inﬂuence how rising
powers behave within international organizations, speciﬁcally the negotiation of international
rules, before describing the gaps this paper aims to ﬁll. The second section begins by unpacking
the international context marked by multinational tobacco’s expansion into developing countries
and its resultant eﬀects, which compelled the WHO to discuss negotiating a global agreement
that could restrain global tobacco production and distribution and help member states curb domestic tobacco use. The third section details how this amenable international context marked by
WHO’s decision to negotiate a tobacco control treaty shaped India’s motivations and eﬀorts when
negotiating the FCTC, which Indian health oﬃcials sought to deploy to ﬁnalize and pass a robust
comprehensive tobacco control legislation – COTPA. Tobacco control was a vexing domestic
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challenge that deeply concerned the new Indian government in 1999, which gave Indian oﬃcials an
opening to shape and inﬂuence negotiations in Geneva.

Rising powers and international organizations
Rising powers2 have impacted the nature and quality of international cooperation. Scholars have
covered and explained how rising powers like China, India and Brazil engage with the internationl
order, motivations underpinning their behavior at international organizations (IOs)3 and how they
negotiate international rules.4 Rising powers have generally worked within international organizations created by western industrialized countries, hewing to the status quo rather than dislodging
or endangering the institutions and rules that have fueled their economic rise (Kahler 2013; Stuenkel
2016). Increasingly, rising powers have shown a desire to deepen their participation at international
rulemaking, seeking to move from being ‘rule-takers’ to ‘rule-shapers’, but this process has been
institutionally contingent (Stuenkel and Taylor 2015; Pant 2013). Occasionally, convergence or
accommodation breeds conﬂict as rising powers tussle to leave their imprint within international
organizations that seldom give them adequate recognition and clout, which could lead to
dissent, resistance and exit.
Thus, some scholars argue that a multipolar international order with several rising powers who
ostensibly behave selectively or inconsistently has produced ‘global gridlock’, resulting in diminished or sub-optimal discussions to address salient global challenges like climate change, nuclear
proliferation and protectionism (Hale, Held, and Young 2013; 2017). Yet, rising powers have generally
behaved like developed countries, particularly on global governance issues, for example through
supporting rule-making eﬀorts when objectives align and eschewing responsibilities or commitments that exceed their interests, capacity or agenda (Hopewell 2017). Though the study of rising
powers fell under the remit of power transition theorists, they did not suﬃciently interrogate the
characteristics of these powers or their trajectories and how these factors ostensibly inﬂuence
their propensity for conﬂict (Organski and Kugler 1980; Gilpin 1981; Eﬁrd, Kugler, and Genna 2003).
Recent work on China and India has underlined how they behave in the international order as
they gain power.5 The core assumption driving this internal focus is that rising powers are likely revisionist and will therefore attempt to change or challenge the international order once they achieve
parity with the reigning hegemon. Until that juncture, however, rising powers maneuver to increase
their hard and soft power and status within international organizations.6 This literature has largely
focused on understanding this liminal space, identifying the causal links that aﬀect why and how
rising powers uphold existing international organizations and ratify international rules and why
they function as disruptors, seeking to reject or veto the institutional status quo (Larson 2018).
The focus has thus largely been domestic, to understand and outline the perceptions and actions
of rising powers toward international organizations and the domestic factors inﬂuencing their
behavior, including capabilities, preferences and strategies.
Economic and security capabilities aﬀect how rising powers behave within international organizations. For instance, in economic discussions, growing market size aﬀects rising power trade and
monetary postures. China and India have increasingly shaped discussions on ﬁnancial standards
given the growth of their ﬁnancial markets. India’s rising economic trajectory and the opportunities
growth provides certain industries like information technology and consulting services has compelled New Delhi to endorse rules at trade negotiations that liberalize skilled migration (Kapur
2013). China’s growing ﬁnancial reserves have given Beijing considerable inﬂuence at the International Monetary Fund (IMF) where Chinese oﬃcials support global monetary stability, particularly
against the risks posed by the dollar (Drezner 2009; Eichengreen 2011; Roberts, Armijo, and Katada
2018). On security issues, India’s nuclear progress and impeccable non-proliferation record have
resulted in its entry into nuclear regimes like the Nuclear Suppliers Group (NSG) after decades of
exclusion (Hibbs 2017; Meier 2013). Growing economic capabilities compel rising powers to adopt
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conciliatory, often conservative, stances when negotiating rules or related issues within international
organizations given potential risks to their economic trajectories.
That said, political economy constraints could preclude rising powers from conceding or complying, outweighing prevailing structural or material considerations. The domestic politics of development and poverty constrains their global engagement. Distributional and equity considerations rear,
aﬀecting bargaining positions at negotiations. Until recent climate change summits, China and India
have generally eschewed meaningful mitigation commitments given historic carbon emissions patterns (Siddiqi 2011). Since the 2008 Doha round, World Trade Organization (WTO) trade negotiations
have been derailed by developmental considerations, namely subsidies given to agriculture, and the
unwillingness of China and India, amongst other powers, to renounce this practice (Cho 2009;
Efstathopoulos 2012). Going ahead, as Miles Kahler points out, domestic challenges like environmental degradation, burgeoning economic inequality and political regression due to authoritarian
impulses could serve as brakes, stiﬂing the inclinations and ambitions of rising powers as their economic weight and eﬀects on the global economy rises (Kahler 2013).
Whether stasis results while negotiating and ratifying international rules also hinges on the preferences of rising powers, how their views diﬀer from the institutional status quo within a particular international organization, and also the potential for conﬂict. Driven by rational interests, rising powers like
China and India, who generally have greater institutional resources than other rising powers (including
personnel) to negotiate international rules, have generally sought to leverage the international order,
and extract domestic beneﬁts through engagement while eschewing incommensurate burdens (Foot
2006; Foot and Walter 2010; Sidhu, Mehta, and Jones 2013; Nachiappan 2020). Domestic political and
economic exigencies produce a risk-averse attitude, marked by caution and circumspection. The prospect of sparking distributional conﬂicts or resistance domestically given political economy constraints
could stymie constructive engagement. Rosemary Foot argues that China was uninterested in building
or leading ‘anti-hegemonic’ coalitions to defy the United States, instead choosing to not antagonize
Washington, unless necessary (Foot 2006). India’s attitudes toward international rules have been
driven by institutional preoccupations, especially that of the Ministry of External Aﬀairs (MEA) that
opts to intermittently resist, desist, and delay negotiations on issues like climate change, trade and
nuclear disarmament, only to abstain from or accept rules that require little to no compliance
(Malone 2011; Mohan 2010; Narlikar 2013).
Outcomes, or international rules, could rest on whether prevailing and rising powers can negotiate their diﬀerences or bargain their way out of a potential impasse (Narlikar 2013; Foot and
Walter 2010). At institutions like the IMF, World Bank and WTO, China, India and Brazil have
sought policy space to manage the eﬀects of globalization and growing interdependence, expecting
these organizations to accept state interventions in sensitive economic policy areas like agriculture
that ostensibly merit greater protection while pushing for liberalization in areas where they are competitive, for example in services (Narlikar 2006; Hopewell 2017; Hurrell 2010a). On international monetary and trade issues, China, India and Brazil have generally behaved pragmatically, demanding
space for domestic policies like subsidies or capital controls, instead of committing and being left
to deal with the eﬀects of ﬁnancial and trade ﬂows (Eichengreen 2011; Hurrell 2006, 2010b).
China, India and Brazil have relied on diﬀerent political strategies, including working through
coalitions and groupings (given growing capabilities and ﬂuid preferences) in order to defend
their interests while negotiating international rules (Kahler 2013; Sidhu, Mehta, and Jones 2013;
Hopewell 2015; Nachiappan 2020). Brazil and India’s behavior at trade and climate negotiations
have been conditioned using coalitions (South-South) to present and defend their interests and positions to developed countries (Hopewell 2015). Yet, the utility and eﬃcacy of such groupings are
mixed given the cross-cutting interests of these globalizing countries, which place some domestic
sectors at a disadvantage. Strategies like coalitional leadership and band wagoning are not costless –
they can produce rigidity and gridlock at negotiations that could ultimately undermine their interests, which are increasingly dispersed across a heterogeneous set of countries. Occasionally, regional
responsibilities also hamstring rising powers, placing additional burdens while negotiating
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international rules, as was the case with Brazil when it pursued a leadership role in pushing for the
Mercosul and Unasur in the early 1990s (Hurrell 2010a, 2010b).
Fundamentally, most analyses cover and explain rising powers’ attitudes toward international
organizations and rules from the inside-out, focusing on the domestic factors inﬂuencing and constraining their behavior.7 Such domestic considerations also ostensibly inhibit rising powers from
exerting themselves, driving eﬀorts to sign and ratify international rules. Yet, occasionally rising
powers do punch above their weight, shaping and signing international rules. To better understand
why rising powers like India negotiate constructively within international organizations, we need to
understand the institutional politics of international organizations and their eﬀects on speciﬁc negotiating strategies of rising powers. This paper analyzes how the institutional focus of the WHO as it
launched negotiations for a global agreement to curb tobacco use inﬂuenced India’s behavior while
negotiating and ratifying the FCTC.

Multilateralizing tobacco control
By the early 1990s, tobacco use was also a leading global cause of disease and premature death.
Between 1975 and 1994, total tobacco production grew by 11 percent in the United States, even
as domestic cigarete sales dropped by 20 percent (Brandt 2007). Tightening tobacco control laws
in the US and Western Europe in the 1980s compelled multinational tobacco companies to seek
foreign markets for their products. The 1998 Master Settlement Agreement (MSA), which mandated
tobacco companies to compensate US states for medical costs from smoking, also stripped tobacco
companies of the right to use billboards, a common advertising platform, to lure consumers. American tobacco companies relied on billboards, following the 1970 federal ban on tobacco advertising
on television, to retain their dwindling market share (Proctor 2012). To ﬁnd new markets, US and
British tobacco companies secured crucial support from the Bush administration’s Oﬃce of the
Trade Representative (USTR), which used Section 301 of the US Trade Act (1974) to obtain market
access in Asia for American exports (New York Times 1990).
Tobacco had immense potential as an exportable good; American tobacco exports, however,
were denied entry into several developing countries out of public health concerns, with oﬃcials
citing costs associated with tobacco use to block access (Haman 2003). In 1990, US Trade Representative Carla Hills pushed the GATT to question whether restrictions placed by developing countries
on American tobacco products were ‘necessary’ and the ‘least restrictive’ measure to achieve stated
public health goals (New York Times 1990). The GATT panel requested WHO oﬃcials to assess the
public health implications of unfettered tobacco exports (Chantornvong and McCargo 2001).
From the 1980s, the WHO was no longer purely focused on designing technical projects to target
infectious diseases like Malaria and TB, moving to address diseases like cancer, heart disease, and
diabetes through international rules, standards and norms in order to inﬂuence domestic regulations.8 This approach appeared timely given the ongoing emphasis on trade and liberalization
globally, which resulted in countries like the United States registering trade complaints at the
WTO against developing countries that erected trade barriers for public health reasons given the
trade of goods like tobacco and alcohol. WHO representatives extolled the tobacco control eﬀorts
most developing countries adopted, arguing that these measures would wither should American
cigaretes ﬁnd carte blanche access. WHO oﬃcials claimed the marketing and advertising practices
that global tobacco companies used could prove too alluring, hastening tobacco consumption
and prevalence of tobacco-related diseases (Haman 2003). The GATT panel, however, demurred, dismissing these concerns. In a November 1990 ruling, the panel ruled in favor of trade, directing
countries like Thailand and South Korea with high tobacco tariﬀs to remove existing tobacco
trade restrictions (Proctor 2012).9
GATT’s ruling facilitated the globalization of tobacco. By 1994, tobacco exports were $200 billion
(US) up from $50 billion (US) in 1975, and US cigarete exports to Asian countries rose by more than
‘600 percent in the period following the opening to US trade’ (Brandt 2007). A steep rise in cigarete
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smoking, coupled with other tobacco product consumption, resulted in 3.5 million deaths worldwide in 1999 (Jha 2006). The USTR’s astounding triumph securing foreign market access for US
tobacco companies laid bare the challenges public health oﬃcials in developing countries faced
and could face when trying to limit tobacco-related morbidities. GATT’s decision also imperiled domestic tobacco restrictions that developing countries like Thailand instituted10; health concerns, in
eﬀect, became secondary to trade.11 As Olsen and Sinha identify, a fundamental challenge and
trade-oﬀ arose for developing countries from the 1990s – balancing national autonomy on issues
like public health with international trade obligations (Olsen and Sinha 2013). The recourse to
combat this problem had to be multilateral, but WHO oﬃcials had largely dithered on the matter.
Though the WHO had the authority to negotiate an international treaty to regulate tobacco use
in member states, it refrained from exercising its treaty-making power, enshrined in Article 19 of
its constitution (Roemer, Taylor, and Lariviere 2005).
Despite reservations, however, a multilateral tobacco treaty had traction in global health circles as
it gave WHO the authority to tackle the tobacco scourge instead of relying on other international
organizations, like GATT, to act, the likelihood of which was dispelled by GATT’s recent tobacco
ruling. In May 1995, WHO oﬃcials began exploring strategies to draft a treaty on tobacco control.
Undertaken by the WHO’s governing body, The World Health Assembly (WHA), the initiative
debated various strategies in terms of tobacco control standards that WHO member states could
enact through domestic policies (Brandt 2007). A year later, the WHA passed a resolution directing
WHO Director General Brundtland to develop the FCTC as authorized under Article 19 of the WHO
constitution (Reynolds and Tansey 2012).
Discussions to produce the FCTC began in 1999 (Reynolds and Tansey 2012). In working groups,
WHO oﬃcials outlined a broad agenda for the FCTC, delineating areas it could cover. WHO member
states agreed that a potential framework convention should pronounce core principles on tobacco
control implementable through domestic legislation and other policies by member states who sign
and ratify the agreement (Reynolds and Tansey 2012). Until then, framework conventions had largely
been used for environmental issues like climate change, the ozone layer and pollution, where collective action was required to address problems that no country could tackle alone. Tobacco industry
representatives rejected this reasoning, proclaiming that tobacco control did not meet this threshold
since it had no discernible ‘trans-boundary factor’ and should be managed by national authorities
(Brandt 2007).
WHO oﬃcials responded by highlighting the trans-boundary concerns wrought by tobacco production and distribution, speciﬁcally related to cigarete smuggling between borders and the inﬂux
of tobacco from one member state to another given diﬀerent, generally lax, advertising regulations
that increased tobacco use (Yach 2014). Such gaps, tobacco control advocates argued, could be
remedied through identiﬁable multilateral standards. WHO member states also agreed that the
key focus should be ‘reduction in tobacco use’ through policy measures like taxes, regulation, enforcement, and the education of risks surrounding tobacco use (Satcher 2001). At the 1999 World
Health Assembly (WHA), delegates authorized existing working groups to draft a robust but
general framework convention that left suﬃcient room for WHO member states to ratify and use
that model to bolster tobacco control policies at home.

India and the framework convention on tobacco control
India’s tobacco predicament
Indian health oﬃcials proved enthusiastic and willing to negotiate a tough and instantly applicable
framework convention to constrain surging domestic tobacco use. FCTC negotiations appeared as
an opportunity to mainstream domestic tobacco control. From the 1970s, tobacco use increased
across India due to rising supply and a misplaced regulatory focus. Tobacco was promoted as an
export crop that boosted public revenues through excise duties and taxes. An abundance of
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tobacco resulted in the manufacturing of tobacco products consumed in myriad forms. Distressingly,
most tobacco products, particularly those consumed in oral or nasal forms, were left unregulated.
Since the 1975 Cigaretes Act did not regulate public consumption, exposure to second-hand
smoke increased by roughly 30 percent in the 1980s (Reddy and Gupta 2004).
In 1989, tobacco-attributable deaths in India were 630,000 per year, with most deaths caused by
smokeless tobacco use (Lal, Wilson, and Gupta 2012). Importantly, the failure of the existing 1975 Cigaretes Act, which only regulated cigaretes, came alive through these grim tobacco-related morbidity and
mortality ﬁgures. By 2000, tobacco-related deaths in India neared a million (920,000) per year, with
deaths rising among those who smoked cigaretes (Shimkhada and Peabody 2003). Among Indian
men, nearly half of all cancers were tobacco-related, and amongst Indian women, around a quarter
(WHO 1997). The Act’s shorthanded focus on regulating cigaretes alone led to a meteoric rise in oral
cancers, which 160,000 Indians developed each year from oral tobacco consumption (Warner 2005).
New epidemiological data revealing the depths of tobacco use proved shocking; research starting
in the early 1990s from Indian epidemiologists like P.C Gupta starkly illuminated the social and public
health consequences of tobacco consumption in all forms, and that a ‘clear and coherent link existed
between tobacco use and morbidity’.12 Distressingly, most tobacco products, particularly those consumed in oral or nasal forms, were left largely unregulated. Given the deteriorating situation, Indian
health oﬃcials accepted the need for a global instrument covering tobacco control like the FCTC and
that, broadly, provisions should constrain tobacco trade by tightening regulations around tobacco
sales and distribution.13
In March 2000, the Indian health ministry reviewed the draft FCTC before negotiations in Geneva.
The draft framework convention could not have arrived at a better time given the eﬀorts taken by
the government to reform existing tobacco laws. In January 2000, Parliamentary Aﬀairs Minister
Pramod Mahajan announced that the Indian government would introduce a new comprehensive
tobacco control legislation to reduce tobacco use and foster prevention and treatment.14 The
health ministry drafted and submitted the legislation – COTPA – for cabinet approval in February
2000 (The Hindu 2000). COTPA, as drafted, sought to better regulate the domestic tobacco industry
by saddling it with myriad rules covering the production, distribution and consumption of tobacco.
The bill was more an economic than a health legislation given the abundance of regulated and unregulated tobacco products that increased tobacco consumption.
Soon after, Indian health oﬃcials received support from WHO’s India oﬃce to ﬁne-tune their
approach before FCTC negotiations. WHO’s India representatives ‘provided legal consultants to
the ministry who provided counsel and evidence on various aspects of tobacco control – advertising,
warnings, packaging, nicotine content, and ran training and multi-sectoral workshops on tobacco
control in the ministry’.15 Salim Habayeb, former WHO India director, later recalled, ‘when FCTC
materialized, the MOHFW was highly interested and enthusiastic about it. Our Indian counterparts
proceeded by conviction and external persuasion was unnecessary.’ Habayeb added that, ‘we
assisted and engaged with actors in the whole cycle of work, starting with helping them develop
their tobacco proposals and work plans. We strove to maintain the engagement, not only at the
initial phases but also during the rollout, maintenance phases, and feedback time. We brought stakeholders together in workshops and seminars to network, to evaluate, and share good practices on
tobacco control’.16 Before these eﬀorts, Habayeb noted that, ‘the Indian health ministry was committed to the prevention of tobacco use, not just in rhetoric but actual deed, as demonstrated by
the ministry’s myriad activities and its direct and full funding of the WHO’s Tobacco Free Initiative
(TFI). These initiatives predate the FCTC.’17
Using this knowledge and experience, Indian health oﬃcials prepared a ‘solid and strong brief for
FCTC negotiations.’18 India’s approach at FCTC negotiations aligned with the prevailing sentiment in
Geneva to pass a tough framework convention that could constrain global tobacco production and
distribution, enhance regulatory capacity, and ensure suﬃcient protections, especially funding,
existed for citizens employed by the domestic tobacco industry.
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Negotiating the FCTC
The WHO’s structuring of FCTC negotiations favored developing countries given their majority and
the fact that they were directly dealing with problems associated with tobacco use that most felt
were caused by multinational tobacco companies based in developed countries.19 From the
outset, battle lines were drawn between most developing countries facing rising tobacco use and
some developed countries like the United States and Japan who represented powerful domestic
tobacco interests. Compared to developed countries, these countries, especially in WHO’s Southeast
Asia bureau, also generally lacked the political and institutional capacity to resist multinational
tobacco and tighten tobacco laws.20 FCTC thus became crucial in enabling health oﬃcials to introduce and embed tougher tobacco control measures. Indian negotiators proved wily here, attempting to make the treaty representative of the challenges most developing countries faced vis-à-vis
tobacco control.
One of the initial debates at the ﬁrst round of FCTC negotiations in Geneva was international
ﬁnancial assistance to help developing countries foster viable alternatives for domestic tobacco
farmers and help implement FCTC provisions (WHO FCTC 2004a). India spearheaded tobacco
ﬁnancing discussions as a developing country that had a sizable tobacco industry. The Indian delegation focused on securing ﬁnancial assistance for citizens whose livelihoods would ostensibly
be harmed by tougher FCTC guidelines. Indian negotiators pushed developed countries to ‘spell
out necessary mechanisms for providing support’, since ‘one could not simply wait the day when
the reduced demand would automatically drive down the supply; one must proactively and progressively foster other economically viable channels’ (WHO FCTC 2004a). Indian negotiators did
not want WHO member states to wait until FCTC negotiations were complete to secure international
ﬁnancial assistance either; India’s chief negotiator, JV Prasada Rao, pushed for ‘assistance to be available to tobacco workers and growers immediately, without waiting for them to be aﬀected’ by the
framework convention (WHO FCTC 2004a).
Financial assistance requests from developing countries were placed in the context of inadequate
regulatory capacities on tobacco control that could undermine ‘practical achievement of the convention’s objectives’ for countries confronting the problem head-on (WHO FCTC 2004a). Indian
Prime Minister Vajpayee endorsed new domestic and international rules covering tobacco control,
having realized the dangers posed by tobacco use to the Indian economy and its youth. Speciﬁcally,
Vajpayee urged the WHO to ‘obtain a developing country perspective toward the negotiation of an
international treaty on tobacco use’ which, in eﬀect, meant that strong tobacco control rules must
provide direction or means to support tobacco farmers whose livelihoods stood compromised (The
Hindu 2000).21 To disburse ﬁnancial assistance, Indian negotiators championed the establishment of
‘a global fund’ ﬁnanced by an ‘export tax on manufactured tobacco products’ to help establish
alternative livelihoods for citizens engaged in the farming and processing of tobacco (WHO FCTC
2004a).
Until the ﬁnal negotiating session, Indian negotiators clamored for this fund, occasionally invoking colonial legacies to explain the dominance of the tobacco industry that now ‘could only be remedied by clear and resolute international ﬁnancial commitments’ (WHO FCTC 2004a). In response,
American negotiators insisted, throughout negotiations, that ﬁnancial assistance was the responsibility of national governments to provide ‘support and assistance’ to tobacco farmers if their livelihoods were harmed by greater controls (WHO FCTC 2004a). Tobacco transitions, the U.S. maintained,
were not international obligations.
Early on during FCTC negotiations, Indian delegates broadened discussions around what tobacco
constituted. During the second negotiating session, Indian negotiator K. Srinath Reddy urged the
conference to expand tobacco’s deﬁnition in the agreement, clarifying that ‘several categories of
tobacco were consumed in non-smoking forms in India and elsewhere’, which mattered when discussing rules that only pertained to smoking (WHO FCTC 2004b). This expansive interpretation
became crucial not only because tobacco was consumed in multiple forms across developing
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countries, not just smoked, but also to regulate levels of nicotine in all products since ‘some manufacturers were adding tobacco to several other products orally used’ (WHO FCTC 2004b). At the subsequent negotiating session, Reddy asserted that the framework convention should insert ‘raw
tobacco materials’ to the text alongside the focus on processed tobacco products (WHO FCTC
2004a). The nub of the issue was that tobacco existed in several forms, a fact the FCTC should
reﬂect to be globally relevant. Indian epidemiologist P.C. Gupta noted that ‘India insisted that all
forms of tobacco be part of the ﬁnal treaty, this move was a key contribution. If you see in the
ﬁnal treaty, everywhere, it is tobacco and tobacco products. This largely came to be because of
India’s emphasis’.22
Through FCTC negotiations, Indian delegates pushed relentlessly for the framework convention
to have strong provisions covering tobacco advertising, which proved to be the most contentious
issue to negotiate given constitutional obligations in several countries like the United States. Developing countries, as highlighted, were besieged by the marketing practices of an international
tobacco industry that was targeting and reaching vulnerable segments of populations worldwide.
Most developing countries, as a result, endorsed strong provisions to ‘restrain international
tobacco advertising’.23 Indian negotiators pushed other delegates to be indiscriminate against
advertising or sponsorship of all kinds, arguing for ‘a complete ban on all direct and indirect
forms of tobacco advertising’ (WHO FCTC 2004b). Partial bans, Reddy argued, were ‘ineﬀective in
controlling tobacco consumption’ because existing evidence deemed it impossible to screen
tobacco products based on groups that consume them (WHO FCTC 2004b).
This robust position surfaced from COTPA discussions that contained a provision prohibiting all
tobacco advertising, except those at point of sale (COTPA; Government of India 2003). The swift rise
in youth smoking and tobacco consumption in India, driven by appealing marketing practices,
shaped the Indian delegation’s thinking on advertising restrictions.24 Prasada Rao, India’s chief negotiator, stressed that ‘the framework convention should not distinguish between advertising, sponsorship and promotion aimed at children or adolescents and that aimed at other age groups’ (WHO
FCTC 2004b). Rao’s unyielding advertising position that amounted to a total ban aimed to cover
adult cohorts that the tobacco industry claimed was its core target group.
Practical concerns also inﬂuenced India’s position on tobacco advertising. The unlicensed sale of
tobacco in India made it diﬃcult to regulate tobacco consumption, leaving advertising as a vital, if
not the only, lever to control tobacco sales and use. Repeatedly, Indian negotiators pushed for
restrictions to cover all groups and not be limited to ‘special risk groups such as children and pregnant women’ (WHO FCTC 2004b). Rao reinforced this view at the fourth negotiating session, ‘advertising should be banned universally, as it was a universal phenomenon’ (WHO FCTC 2004a). India’s
hard stance, however, was contested by the US and Germany, whose negotiators found a total ban
on advertising antithetical to incumbent freedom of speech restrictions. US delegates also reiterated
that including an advertising ban would clash with existing trade agreements that facilitated the
export and sale of tobacco goods (WHO FCTC 2004b). The U.S., Germany and Japan opposed
language that would give the FCTC precedence over trade agreements when incumbent provisions
conﬂicted with trade obligations (Kaufman 2003). Through negotiations, American negotiators
strove to ensure trade agreements retained primacy over the FCTC when speciﬁc provisions
conﬂicted.
The Indian delegation, in contrast, preferred a strong, reasonable, and instantly applicable FCTC
to restrain tobacco use and regulate the industry’s marketing strategies. Moreover, Indian negotiators wanted the framework convention text to indicate this sentiment, giving developing countries
the necessary justiﬁcations to craft strong domestic tobacco control laws (WHO FCTC 2004c). Importantly, Indian delegates wanted to negotiate draft protocols or the legally binding components mandating FCTC signatories to institute actions to be negotiated after ratiﬁcation. Aware of resistance
from their domestic tobacco industry and reservations of other ministries, particularly Finance and
Commerce, should protocols be discussed, Indian negotiators pushed for fast-tracking FCTC negotiations to produce a ﬁnal text ready for ratiﬁcation.25
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To be sure, the Indian delegation’s constructive attitude negotiating the FCTC did not extend to
all provisions. Despite strong and well-prepared positions covering advertising, ﬁnancial assistance,
liability and compensation, Indian negotiators resisted when discussing tobacco taxation, trade
restrictions, surveillance and oversight (WHO FCTC 2004c). These matters, for Indian negotiators,
had to be discussed and determined by national authorities. Health oﬃcials were negotiating
these issues, particularly taxation, with other Indian ministries through COTPA at the same time
(WHO FCTC 2004c). When FCTC negotiations moved to consider price harmonization, which
would have created a uniform price for tobacco products, Indian negotiators balked, claiming
that rules on pricing ‘could only be inﬂuenced by the state’ through taxation (WHO FCTC 2004b).
Instead, the Indian delegation pushed for broad principles on tax policies to reduce tobacco consumption since speciﬁc pricing stipulations ‘would constitute an infringement of national sovereignty’ (WHO FCTC 2004b). Realizing that pricing was a key lever to deter tobacco use, Indian
negotiator Srinivas Tata pushed for the agreement to underscore that ‘price increases are an
eﬀective mechanism to reduce tobacco consumption’ (WHO FCTC 2004b). Doubts, however,
remained on getting the necessary approvals from the Indian Ministry of Finance; these reservations
made Indian negotiators oppose precise guidelines on taxation in the framework convention.26
When discussing product warnings on tobacco products, Indian negotiators resisted speciﬁc
guidelines, instead endorsing broad principles on visual and written warnings that had to be
‘approved by national health authorities’ (WHO FCTC 2004c).27 Indian oﬃcials were wary of resistance from Indian Ministry of Commerce oﬃcials who could oppose edicts on visual depictions of
tobacco given how tobacco was consumed in India.28 On this issue, however, Indian and American
positions converged; American negotiators rejected speciﬁc rules on how tobacco products should
be packaged. At the ﬁnal negotiating session, one American negotiator lamented that ‘some of the
provisions were unacceptable to his delegation, including those of Article 11 – packaging and labeling of tobacco products that required a minimum size of health warnings but failed to take into consideration his government’s principle of separation of powers and the prerogatives of the US
Congress’ (WHO FCTC 2004c). Even as other developing countries preferred clear warnings on
tobacco products, India’s position remained circumspect.

Signing and ratifying the FCTC
India’s leadership at FCTC negotiations was also shaped by domestic interest groups working on
tobacco control that inﬂuenced both COTPA and India’s stances on provisions at FCTC negotiations.
The WHO allowed speciﬁc interest groups, including industry organizations and tobacco control activists, to participate at FCTC negotiating sessions, providing comments and evidence when
prompted. Several Indian tobacco control groups were present through a national coalition called
the Advocacy Forum for Tobacco Control (AFTC). The AFTC had one mission – generate mass
support for tobacco control policies through evidence-based research and public advocacy. The
network was created as a ‘coalition of organizations that work in advocacy, awareness and research
of tobacco control’ in India (Aghi 2001). Their main purpose was to pass COTPA, but they also participated, concurrently, at FCTC negotiations.
To get COTPA passed, the AFTC used a combination of media advocacy to raise awareness on
tobacco control, pressured the government to enforce legal judgments barring tobacco use,
deployed physicians to sensitize the public and policymakers on the periods of sustained tobacco
use, and directly lobbied relevant politicians to pass COTPA that would signify India’s commitment
to tobacco control at FCTC negotiations.29 Through FCTC negotiations, these domestic groups communicated views and speciﬁc data to India’s FCTC negotiators as they defended India’s robust
stances on issues like advertising, ﬁnancial assistance, and smoking bans.30 The revolving door
between Indian health oﬃcials, FCTC negotiators, and tobacco control activists was open.
India’s positions at FCTC negotiations aﬀected COTPA’s passage and vice-versa. The impetus from
FCTC redounded toward India; FCTC’s imprimatur mattered as it projected tobacco use as a global
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problem that obliged WHO member states to act. Varkala Radhakrishnan, an Indian Member of Parliament from Kerala, remarked that India was a ‘member of the WHO’ and as such required to ‘champion the cause that humanity should be free from cancer, cardiovascular diseases, and even oral
cancer. India champions a human cause’.31 Several Indian parliamentarians pointed to the international implications of not passing COTPA since the WHO was expending considerable eﬀort
moving the multilateral dialogue on tobacco control through the FCTC.
FCTC negotiations decisively inﬂuenced the politics of COTPA. As Indian health oﬃcials negotiated the FCTC, their resolve to pass COTPA increased, drawing courage and resolve from international negotiations. AFTC member Shoba John adds that, ‘FCTC negotiations helped stimulate
COTPA and domestic discussions on tobacco control in the Indian health ministry. Indian negotiators
learned a lot from the international process and brought those experiences and knowledge back
home to bear. The international process gave Indian negotiators an excuse to explain to other ministries of the need to upgrade domestic legislation’.32 Indian negotiator Srinivas Tata aﬃrmed that
COTPA and FCTC were intertwined, ‘it helps if the provisions of the convention are like domestic
law. The providential part was that both processes were happening at the same time. The challenges
were also similar; as smoking reduced in the west, tobacco companies moved fast to the developing
world. This situation made the matter (negotiations) far more practical for countries like India. Policy
momentum at home made international negotiations manageable for us’.33 COTPA became Indian
law on May 18, 2003, and India signed the FCTC on September 10, 2003.

Conclusion
Rising powers are spread across the international landscape. Scholars are immersed in understanding their behavior, motivations and implications, particularly for global governance when existing
international organizations are under stress. This literature expects rising powers like China and
India to largely conform to existing rules or the status quo, accommodate existing rule-making
eﬀorts or secure suﬃcient space to exempt themselves from potentially onerous commitments
that could aﬀect their growth or security. The focus is largely internal. Missing from these debates
is how international organizations frame and present collective action challenges like surging
global tobacco use to foster and generate intergovernmental cooperation, which could spur
rising powers like India to exert themselves and engage constructively to negotiate and ratify
speciﬁc international rules like the FCTC. The institutional politics of international organizations
shapes the strategies and approach of rising powers as they ascertain how to position themselves
before and during international negotiations and whether to ratify an international rule or
agreement.
This paper argues that India’s constructive participation in negotiating the FCTC was caused by
the WHO’s decision to negotiate a global tobacco control treaty centered on curbing tobacco production and distribution. Furthermore, it suggests that the opportunities this agenda provided
enabled Indian oﬃcials eager to shape the FCTC to use it to transform the domestic politics of
tobacco through a new tobacco control law at home – the COTPA. The WHO’s push for an FCTC
that prioritized global tobacco production and distribution meshed with an Indian government
looking to arrest a vexing domestic tobacco use problem. This congruence inﬂuenced Indian
health oﬃcials’ attitudes toward the FCTC and their subsequent negotiation of the agreement in
Geneva. Indian health oﬃcials and domestic tobacco control activists saw FCTC negotiations as a
lever and opportunity to better regulate and check domestic tobacco use through COTPA, which
had been thwarted by a powerful domestic tobacco lobby.
India’s experience negotiating and ratifying the FCTC could extend to other rising powers like
Brazil, China and Turkey, which are also large, populous, developing countries. Like India, these
countries focus on development that generates policy challenges like rising tobacco use or
climate change which could have inimical eﬀects on economic growth. International eﬀorts to establish common rules or norms that lessen the burdens caused by such development challenges could
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be viewed positively, necessitating leadership and dynamic participation at negotiations. That said, it
is worth remembering that despite interests, the process aﬀecting how these developmentally
minded rising powers behave within international organizations could be ﬁtful and, occasionally,
schizophrenic, constrained by the politics of development or other domestic actors who could
derail or restrain progress. Domestic political economy constraints aﬀect and are aﬀected by the politics of international negotiations. States within countries like India are fragmented, dominated by
powerful institutional actors that have vested interests which could conﬂict with and override
global pressures. How these pressures are negotiated, eased, and inﬂected could determine how
rising powers like India and China negotiate and ratify international rules.

Notes
1. International organizations and international rules can allow states to handle, address and resolve domestic political conﬂicts and concerns and demonstrate their commitment on issues that then inﬂuences their behaviour
within international organizations. For instance, Jon Pevehouse (2002, 2003) argues that states join IOs not to
resolve coordination problems or curb information asymmetries but instead driven by domestic political concerns. Pevehouse argues that leaders in nascent democracies push for IO accession to exhibit credible commitments to democratic reform, including political and economic; and membership aﬀords them greater credibility
in that respect as well as political leverage vis-a-vis domestic opponents (Pevehouse 2003). Similarly, Sinha
(2016) demonstrates how WTO increased transaction costs and left behind various institutional eﬀects as
India engaged the regime through the dispute-settlement mechanism. IOs can interact with and aﬀect political
institutions and agencies that, in turn, inﬂuences their international responses (Sinha 2016). Domestic political
institutions aﬀect the salience of an international norm domestically. Through legislation, certain international
norms are activated by domestic actors that intend to enhance its legitimacy and extol its importance. Audie
Klotz’s account of the move to globally sanction the Apartheid regime for its transgressions, despite strategic
and economic interests, illustrate the process of how a global norm (racial equality) when institutionalised
domestically (in the US through the Comprehensive Anti-apartheid Act) precipitated a shift in the interests of
various domestic groups and eventually, state behaviour (Klotz 1995). Similarly, Amy Gurowitz outlines how
Japanese ratiﬁcation of various international human right covenants and treaties (e.g. ICCPR, ICESCR, CEDAW,
CERD) in the 1980s and 90s precipitated policy changes improving the economic and social plight of Korean
migrants, hitherto excluded from citizenship privileges, including beneﬁts, etc. (Gurowitz 1999).
2. I deﬁne rising powers as states whose material capabilities are relatively underdeveloped but whose upward
economic trajectories, pivoted on material and demographic advantages, give them international prominence.
Since this paper focuses on the diplomatic engagement of rising powers within international organizations,
emphasis will be given to understand how these states perceive and negotiate international rules. Power transition theorists have generally not investigated this issue, instead focusing largely on how a states’ rise, given
economic and military capabilities, precipitates systemic destabilisation and eventually war (Organski 1958;
Gilpin 1981).
3. I deﬁne international organizations, also referred to as international institutions as ‘sets of rules, norms, practices
and decision-making procedures’ that allow states to iteratively interact and cooperate (Simmons and Martin
2002). International rules, seen this way, are a function of international institutions.
4. By international rules, I refer to international treaties and agreements, both legally binding and voluntary, that
states negotiate to address a mutually shared problem. Treaties and diﬀerent types of international agreements
are also referred to as commitment rules that result in policy commitments that states reciprocally adopt to
address a problem (Onuf 2012).
5. Miller’s recent work focuses on several rising powers including China and India and how domestic narratives
inﬂuence their multilateral positions, a critical part of their journey as a rising power. Miller 2021. Why
Nations Rise: Narratives and the Path to Great Power. Oxford University Press.
6. A rich literature has emerged covering the domestic factors shaping the rise of China and India, See Pocha,
Jehangir and Ha Jin, 2003 “The Rising ‘Soft Power’ of India and China,” New Perspectives Quarterly 20, no. 1:
6–13; Chatterjee Miller, M., 2014. The un-argumentative Indian: Ideas about the rise of India and their interaction
with domestic structures. India Review, 13(1), pp.1-14; Huang, Yanzhong and Sheng Ding, (2006) “Dragon’s
Underbelly: An Analysis of China’s Soft Power,” East Asia 23, no. 4: 22–44; Buzan, Barry (2010) “China in International Society: Is ‘Peaceful Rise’ Possible?” Chinese Journal of International Politics 3, no. 1: 5– 36; Mingjiang,
Li. (2008) “China Debates Soft Power,” The Chinese Journal of International Politics 2, no. 2,: 287–308; Hymans,
Jacques (2009) “India’s Soft Power and Vulnerability,” India Review 8, no. 3: 234–265; Chestnut and Alastair Iain
Johnston, “Is China Rising?,” in Global Giant: Is China Changing the Rules of the Game, eds. Eva Paus et al.
(New York: Palgrave MacMillan, 2009), 239–240; Ikenberry, John (2008) “The Rise of China and the Future of
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the West: Can the Liberal System Survive?,” Foreign Aﬀairs 87, no. 1,: 23–37. Paul, T., Welch Larson, D., & Wohlforth, W. (Eds.). (2014). Status in World Politics. Cambridge: Cambridge University Press.
That said, a burgeoning literature has emerged covering the international sources of India’s foreign and economic policy in India. Kapur (2010) and Ye (2014) focus on how the India diaspora aﬀect investment trends and
consumption patterns through ideas and capital. International organizations can spur domestic policy change.
Sengupta (2009) analyzes how the IMF soft-pedaled New Delhi to institute reforms and reverse the downward
economic slide. Sinha (2016) clariﬁes the WTO’s unintended impact and eﬀects on the institutional preferences
of India’s trade policy.
From 1949, WHO teams supplied insecticides, drugs, transport, and equipment alongside malariologists to tackle
Malaria (WHO 1958) across South and Southeast Asia. Mass TB vaccination campaigns occurred under the aegis
of the Scandinavian-led International Tuberculosis Campaign (ITC), UNICEF, and the WHO (WHO 1958). In India,
WHO oﬃcials also handled TB, Malaria, venereal diseases like syphilis, cholera, new strains of inﬂuenza, and built
capacity to develop drugs and vaccines (WHO 1958). The WHO’s targeted technical focus ﬁt India’s nascent
disease burden, namely infectious diseases, that required immediate attention.
The ruling which was released in an extensive report from the dispute resolution body was the ﬁrst time that
GATT dispute resolution procedures were invoked for tobacco products. See GATT (1990), Thailand—Restrictions on Importation of and Internal Taxes on Cigarettes.
By 1988, an active anti-smoking movement led by NGOs like the Thai Anti-Smoking Campaign Project (ASH)
sought to improve Thailand’s tobacco control laws. Through a combination of methods including media, marketing and other forms of social mobilisation, the ASH managed to change social and political attitudes on
tobacco control. New tobacco control laws were introduced in 1989 (Chantornvong and McCargo 2001).
Since the 1990s, public health and trade have entangled frequently with the latter generally trumping the
former. Since the Doha trade round, developed countries have attempted to use WTO provisions to assist
global pharmaceutical ﬁrms export their drugs and medicines abroad, particularly to developing countries tackling infectious diseases like HIV/AIDS, TB and Malaria. Developing countries like India and Brazil have, in
response, leveraged speciﬁc trade measures like compulsory licenses, despite pressures to enforce and emphasize intellectual property and innovation, to secure aﬀordable medicines. Though the 2001 Doha declaration
conferred primacy to public health considerations over intellectual property rights, including the indeﬁnite
use of compulsory licenses to override patent restrictions to address challenges like HIV/AIDS, it has not been
implemented given palpable trade diﬀerences between developed and developing countries. The FCTC represents an exception where multilateral health concerns trumped international trade obligations, though not
without struggle (t’Hoen 2002; 2009; Olsen and Sinha 2013)
Interview with PC Gupta, Mumbai, February 4, 2015.
Interview with K Srinath Reddy, New Delhi, January 11, 2015.
Before tabling the bill, Mahajan shared the government’s reasoning, ‘an estimated 13,517 Crore Rupees would
be required to provide treatment to persons suﬀering from tobacco control diseases which was much more than
what was earned by the production and sale of tobacco products’ (The Times of India 2000).
Interview with PC Gupta, Mumbai, February 4, 2015.
Interview with Salim Habayeb, email, January 25, 2015.
Interview with Salim Habayeb, email, January 25, 2015.
Interview with K Srinath Reddy, New Delhi, January 11, 2015.
Interview with Vineet Gill, New Delhi, January 20, 2015.
After 1948, South Asia and India became priorities for the WHO as its institutional orbit expanded. The importance of South Asia precipitated the creation of the WHO’s ﬁrst regional oﬃce in Southeast Asia (SEARO) located
in New Delhi from 1949 (WHO 1958). Most SEARO members had similar public health features - largely rural
economies with limited health services whose problems included malnutrition, maternal and infant mortality
and the prevalence of infectious diseases associated with poor sanitation and housing. These conditions
focussed the nature of WHO programs and projects across the region.
Vajpayee’s pleas for sustained WHO support had precedent. In 1948, India’s ﬁrst Prime Minister Jawaharlal Nehru
declared that “India attaches the greatest importance to the work of the WHO, more especially from the point of
view of Southeast Asia, which was very backward in health conditions” (Amrith 2007). Nehru underscored the
interconnected nature of health challenges that warranted high levels of concrete WHO support for countries
like India that lacked both capacity and resources to manage stark public health burdens. New Delhi’s motivation was to leverage international ﬁnancing and administrative support to tackle infectious diseases like TB,
Malaria, Smallpox, and Cholera while building a workable public health service (Duggal 2005).
Interview with PC Gupta, Mumbai, February 4, 2015.
Interview with K Srinath Reddy, New Delhi, January 11, 2015.
Interview with K Srinath Reddy, New Delhi, January 11, 2015.
Interview with Srinivas Tata, telephone, February 17, 2015.
Interview with Srinivas Tata, telephone, February 17, 2015.
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27. Questions around warnings on tobacco products remain a contentious and unsettled domestic aﬀair in India.
The quest to implement plain packaging on tobacco products in India continues despite eﬀorts in 2012
when the Australia-India Institute published a study on plain packaging on tobacco products, recommending
that policy change (Grills and Moodie 2012). Despite internal and external eﬀorts to implement this policy,
the Indian government has not yet committed just as tobacco use and the health eﬀects of sustained use
rise. The call to amend this policy remains even after the Indian Supreme Court decided in 2018 that tobacco
products must carry pictorial and health warnings on 85% of its packaging. Little, however, has changed
(Lince 2021)
28. Interview with Srinivas Tata, telephone, February 17, 2015.
29. Interview with Shoba John, telephone, February 24, 2015.
30. Interview with K. Srinath Reddy, New Delhi, January 11, 2015.
31. Resistance surfaced from legislators representing tobacco interests. Several MPs expressed objections to the
impact COTPA would have on tobacco workers in their constituency. Former Prime Minister Deve Gowda, MP
from Karnataka, feared the bill would ‘destroy the very industry itself and cast doubts on whether the bill
would be implementable, speciﬁcally provisions regulating point of sale. See “Lok Sabha Debates: 11thSession,”
Accessed April 30, 2015. http://164.100.47.192/Loksabha/Debates/Result13.aspx?dbsl=5845.
32. Interview with Shoba John, telephone, February 24, 2015.
33. Interview with Srinivas Tata, telephone, February 17, 2015.
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