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10. From Demonstration Project to Nationwide Program
The National Cancer Institute (NCI) provided the public health leadership and
federal funding for the 17 American Stop Smoking Intervention Study (ASSIST)
states to organize community efforts for the successful delivery of interventions.
Systematically progressing through the five phases of cancer control research in
which substantive research precedes wide-scale intervention efforts, ASSIST
incorporated the essential elements of an effective tobacco prevention and control
program. However, as a demonstration project, ASSIST was not a national public
health program with sustained funding and did not have to address all of the core
functions of governmental public health agencies—policy development, assessment,
and assurance. A national tobacco prevention and control program for 50 states, the
District of Columbia, and the U.S. territories under the administration of the Centers
for Disease Control and Prevention (CDC) would provide the funding and
leadership to engage both the public and private sectors in preventing tobacco use.
NCI and the Office on Smoking and Health (OSH) at CDC worked together with key
stakeholders for more than a year to maintain the capacity built by ASSIST while
transitioning the program from NCI to CDC and incorporating the core elements of
ASSIST into the new National Tobacco Control Program (NTCP). The many issues to
be considered are complex and illustrate the dynamic environment at the time of the
transition. This chapter describes the processes and challenges of disseminating
research and demonstration project results as standards and best practices in public
health programs that the two federal agencies experienced as the demonstration
project, ASSIST, came to its conclusion.

The Challenge of Dissemination
One of the greatest challenges in tobacco control and public health in general continues to
be overcoming the difficulty in getting advances in prevention and treatment strategies ef
fectively disseminated, adopted, and implemented in their appropriate delivery
systems.1(p19)
—U.S. Department of Health and Human Services.
Reducing Tobacco Use: A Report of the
Surgeon General—Executive Summary

T

he transition of ASSIST, as the term implies, was a change, a passage from one form
to another, not merely a replication or transfer of the program to a different adminis
trative agency. ASSIST as a phase V demonstration and implementation project was
ending, completing the five phases of cancer control research. The final step in NCI’s
cancer control model was to expand dissemination from the 17-state demonstration project
to a nationwide tobacco prevention and control program. (See figure 10.1.) The challenge
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was to maintain the capacity and capabili
ties that had been built by ASSIST while
establishing the national program with sus
tained funding for all states and territories.
In addition, the core elements of the
ASSIST model were to be incorporated as
evidence-based practices into all state to
bacco prevention and control programs.
Core elements are the features of an inter
vention that must be replicated to maintain
the integrity of the intervention as it is
transferred to a new setting.2 Such fullscale dissemination would involve changes
in funding sources and in administrative
locus to a different federal agency. In addi
tion, and perhaps most challenging, the
transition would involve expanding, im
proving, and integrating already existing
national, state, and local infrastructures to
form the state-based NTCP.
Although much work remains to be
done, considerable progress has been
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made in identifying and disseminating
successful results of clinical research.
The Agency for Healthcare Research
and Quality (formerly the Agency for
Health Care Policy and Research) has a
long history of providing leadership for
disseminating guidelines for clinical
practice, such as the recently updated
Clinical Practice Guideline: Treating
Tobacco Use and Dependence.3 In the
early 1990s, a national preventive ser
vices education campaign, Put Preven
tion into Practice, was initiated. One of
the first major products was a Put Preven
tion into Practice Education Kit that in
cluded the Clinician’s Handbook of
Preventive Services.4
Similar guidance for community pre
ventive services, however, was not
available to aid in expanding the dissem
ination of the ASSIST project’s inter
ventions. The Guide to Community

Figure 10.1. Goals Set for ASSIST in 1988

1989

1990

2000

III/IV

V

VI

Research
Goal

Controlled intervention trials to
develop the most effective
strategies to reduce cancer
mortality.

Disseminate, diffuse, and use
in target populations the
strategies proven to be
effective.

Research
Focus

Process

Outcome

Cancer
Control
Phase

Mass application for the
benefit of public health.

Impact

Reached
goal in 1999
Source: Adapted from a presentation to the Board of Scientific Advisors, National Cancer Institute, 1988.
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Dissemination
“Process through which target groups are
made aware of, receive, accept, and use infor
mation and other interventions.”
Source: National Cancer Institute, Center for
the Advancement of Health, Robert Wood
Johnson Foundation. 2002. Designing for
dissemination (Conference summary report,
September 19–20, 2002). http://cancercontrol
.cancer.gov/d4d/d4d_conf_sum_report.pdf.

Preventive Services was made available
later through articles in the American
Journal of Preventive Medicine and
Morbidity and Mortality Weekly Report
(MMWR). A report in the latter—“Strategies for Reducing Exposure to Environ
mental Tobacco Smoke, Increasing
Tobacco-Use Cessation, and Reducing
Initiation in Communities and HealthCare Systems: A Report on Recommen
dations of the Task Force on Community
Preventive Services”5—was not released
until November 10, 2000, in MMWR;
the full presentation of recommenda
tions and supporting evidence was pub
lished in the American Journal of
Preventive Medicine in 2001.6,7
Nor were there established proce
dures for transitioning a federal public
health demonstration project to a sus
tained national program or for transfer
ring the administration of a program
from one federal agency to another.
ASSIST was transitioning to CDC as a
sustained, federally funded public health
program similar to other core public
health programs such as cancer, cardio
vascular disease, diabetes, and sexually
transmitted diseases/AIDS. The timing
of the decision to fund a national pro
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gram created another challenge. The
planning and implementation of the
transition had to take place simulta
neously, or the capabilities and capacity
built by ASSIST would be compromised.
A gap of months between the end of
ASSIST and the start of the CDC pro
gram could have meant a loss of experi
enced staff at the state and local levels.
NCI and CDC share a mission that in
cludes tobacco control research and the
prevention and control of tobacco use.
Issues in the transition to a national to
bacco control program arose from differ
ences in how the agencies pursue that
mission. NCI’s role is primarily research
and the application of research results,
whereas CDC focuses on implementing
and monitoring effective populationbased interventions, supported by epide
miology and surveillance.
Demonstration projects tend to be
different from national public health pro
grams in purpose, design, comprehen
siveness, time frame, level of resources,
degree of intensity and penetration, ac
countability, and approach to evaluation.
In 1993, OSH recognized the critical
need to build states’ capacity for ad
dressing tobacco use as a public health
problem and began the process with lim
ited funding for Initiatives to Mobilize
for the Prevention and Control of Tobacco
Use (IMPACT). (See chapter 9.) It is
critical to note the considerable differences
in funding between a demonstration
project—ASSIST—and a state-based
public health program—IMPACT. Table
10.1 illustrates this point.
In her commitment letter, Secretary of
Health and Human Services Donna E.
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Table 10.1. Comparison of the ASSIST and IMPACT Programs
Issue
Funding mechanism and
flexibility

NCI: ASSIST
ASSIST states had competitive
contracts, with NCI-specified
deliverables.

CDC: IMPACT
IMPACT states had cooperative
agreements with CDC, with pro
gram deliverables negotiated by
the states and CDC.

Funding level

The 17 ASSIST states received
approximately $21.5 million per
year (an average of $1.26 million per award).

The 32 IMPACT states and the
District of Columbia received
about $5 million in 1993 (an av
erage of $156,250 per award)
and about $12 million annually
by 1998 (an average of $375,000
per award).

Technical assistance and training

ASSIST Coordinating Center
provided the states with training,
technical assistance, and staff to
facilitate communication and
participation by the states in
planning and decision making.

CDC’s training activities and
technical assistance to the
IMPACT states were provided
by CDC staff and one annual
training.

Public-private partnerships

ASSIST had a designated private
partner, the American Cancer
Society.

IMPACT states were encouraged
to partner broadly.

Evaluation requirements

ASSIST states could not use
NCI funds for evaluation of their
programs (though the overall
project was evaluated by a team
of scientists who were not a part
of the intervention itself).

The states were expected to
participate in national
surveillance and monitoring
systems by gathering and
reporting data to OSH.

Notes: NCI indicates National Cancer Institute; ASSIST, American Stop Smoking Intervention Study; CDC, Centers for
Disease Control and Prevention; IMPACT, Initiatives to Mobilize for the Prevention and Control of Tobacco Use; and
OSH, Office on Smoking and Health.

Shalala stated, “We are moving the
proven research findings generated from
the National Cancer Institute’s successful
ASSIST program into widespread public
health practice.” 8(p1) The challenge was
to maintain the integrity of that approach
to tobacco prevention and control interventions while adapting it to the core
functions of national public health programs: assessment, policy development,
and assurance.9,10 The Institute of Medi
cine report characterized those functions
as follows:
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■

■

■

Assessment is an understanding of the
determinants of health and of the nature and extent of community need;
Policy development is leadership in
developing public decisions that
reflect a full examination of the public
interest and sound analysis of
problems and interventions; and
Assurance is positive action to
encourage other entities to make
available the resources necessary to
achieve goals for the common good,
including public health.9(pp140–142)
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American Cancer Society’s Evaluation
of Its Contributions to ASSIST
In addition to participating in the CDCdirected transition process of ASSIST, NCI’s
designated private partner, the American Can
cer Society (ACS), conducted an evaluation
to assess its contributions to ASSIST and to
identify ways of improving future collabora
tive initiatives. The evaluation indicated that
ACS had been an equal partner, with the ACS
National Home Office contributing nearly
$4.5 million in direct grants to the ACS divi
sions in the ASSIST states. The major contri
butions noted were ACS’s advocacy, strong
volunteer networks, and strong reputation. As
ACS staff and volunteers worked with CDC
to consider ways of involving the large net
work of individuals and organizations work
ing in tobacco prevention and control, ACS
also reviewed recommendations from its
evaluation to do the following:
■

■

■

Better define and document the roles of
ACS during the initial planning stages of
collaborative agreements
Continue building community-based
programs where ACS staff could
specialize in one major area of cancer
control
Increase resources available at the
national level to conduct training sessions
specifically for advocacy and grassroots
recruitment for staff and volunteers

Source: Shisler, J., and C. Dilorio. 1999. The
role of the American Cancer Society in
ASSIST. Final report. Atlanta: American
Cancer Society.
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partnership with the public sector. But
the governmental public health agency
has a unique function: to see to it that
vital elements are in place and that the
mission is adequately addressed.9(p140)

An examination of how the expertise
and capacity built by the ASSIST states
were integrated into the new NTCP at
CDC provides useful information for
disseminating other effective sciencebased programs to public health practice.
The transition to NTCP occurred in a
context of at least three challenges:
1. Addressing funding and management
issues related to shifting administration
of a program from one federal agency
to another
2. Maintaining the capacity and
capability of funded programs from
both agencies while integrating the
essential core elements of each
program into a single program
3. Identifying and addressing those
forces within the larger tobacco
prevention and control community
that might affect program operations
and effectiveness

Transition from Agency to
Agency: Administrative Issues

S
The report also stated that
the mission of public health is more
fundamental and more comprehensive
than the specific activities of particular
agencies. Organized community effort
to prevent disease and promote health
involves private organizations and indi
viduals, working on their own or in

ecretary of Health and Human Ser
vices Donna E. Shalala charged CDC
with developing a comprehensive na
tional tobacco prevention and control
program and with overseeing the admin
istrative transition of the tobacco pre
vention and control programs of the 17
ASSIST states. Within CDC, OSH was
assigned the responsibility for develop
ing and overseeing the program.
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The Office on Smoking and Health
Mission Statement
“OSH is responsible for leading and
coordinating strategic efforts aimed at
preventing tobacco use among youth,
promoting smoking cessation among
youth and adults, protecting
nonsmokers from environmental
tobacco smoke (ETS), and eliminating
tobacco-related health disparities.
“OSH accomplishes these goals by
■

expanding the science base of
tobacco control.

■

building capacity to conduct
tobacco control programs.

■

communicating information to
constituents and the public.

■

facilitating concerted action with
and among partners.”

Source: Office on Smoking and Health. 2003.
Mission statement. Atlanta: Centers for
Disease Control and Prevention.
www.cdc.gov/tobacco/mission.htm.

The ASSIST contracts ended on Sep
tember 30, 1999, and CDC funding for
NTCP began on October 1, 1999. The
transition brought new roles and
responsibilities for the ASSIST states;
for all the other states; for the American
Cancer Society (ACS), NCI, and CDC;
and for non–federally funded programs
and initiatives.
Ensuring an orderly transition meant
delineating the roles and responsibilities
of NCI and CDC. Certain roles were
self-evident and would not change. For
example, NCI would conduct the evalua
tion of the ASSIST project and publish
the findings. NCI would maintain the
newspaper clipping database through
450
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December 1999 to complete a full 5
years for evaluation purposes. NCI
would also continue to support the To
bacco Use Supplement of the U.S. Cen
sus Bureau Current Population Survey.
As the administrative agency for the new
NTCP, CDC would define program re
quirements and funding for all the states,
the District of Columbia, and the U.S.
territories. CDC would build its capacity
to provide training, technical assistance,
and other support for state tobacco pre
vention and control programs. Both
agencies would be involved in the con
tinued dissemination of ASSIST and
other evidence-based tobacco prevention
and control interventions. They would
work together to identify strategies and
elements for an expanded surveillance
system, which would enable states to
monitor trends in tobacco use and tobacco-related health problems and to ad
vance methods for evaluating state
programs.
In addition, written and unwritten ex
pectations had to be addressed. Different
stakeholders had various perceptions
about what was meant by maintaining
the evidence-based capacity and capabil
ities built through the ASSIST project.
For example, although ASSIST states
had been assured that their funding lev
els would be maintained for 1 year,
CDC had made no commitment beyond
that. NCI had provided considerable
technical assistance and training support
for the ASSIST state programs, and the
states wanted this level of support to
continue. Building the capacity to im
plement media and policy interventions
had been the primary focus of ASSIST,
and the expectation associated with

Monograph

Among the Many Stakeholders
NCI, through ASSIST, collaboratively spon
sored annual conferences on tobacco and
health. In June 1995, ACS, CDC, The Robert
Wood Johnson Foundation (RWJF), the Mas
sachusetts Department of Public Health, and
the Association of State and Territorial Health
Officials (ASTHO) cosponsored the first na
tional conference. Over the 8 years of AS
SIST, the tobacco control movement grew.
Other cosponsors of the conference included
■
■
■
■

■
■
■

■
■

■

■

the American Heart Association,
the American Lung Association,
the American Medical Association,
the Asian Pacific Partners for
Empowerment and Leadership,
ASTHO,
the U.S. Environmental Protection Agency,
the Substance Abuse and Mental Health
Services Administration,
the Indian Health Service,
the National Association of African
Americans for Positive Imagery,
the National Center for Tobacco-Free
Kids, and
the National Coalition of Hispanic Health
and Human Services Organizations.

The number of cosponsors reflects the
breadth and challenge of engaging the full
range of public health stakeholders in
planning a comprehensive tobacco prevention
and control program.

maintaining the integrity of these inter
ventions was that these core elements
would receive high priority in the new
NTCP. To address these expectations
and accomplish the work needed for de
veloping and implementing NTCP, CDC
had to assess the existing capacity of
OSH. OSH would receive increased
funding through the Department of
Health and Human Services (DHHS),
but neither funding nor staff would be
transferred from NCI to CDC. OSH
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would quickly need increased numbers
of experienced staff to successfully ful
fill its expanded responsibility, not only
to administer NTCP, but also to manage
the transition.
Maintaining operations of the existing
state-based programs while planning and
managing the transition required an un
precedented level of collaboration and
coordination between NCI and CDC.
The two agencies had already begun to
work together through jointly sponsored
national tobacco prevention and control
conferences. Also, CDC had participated
in collaborative decision making at the
ASSIST Coordinating Committee meet
ings. The director of CDC’s IMPACT
program gave updates on the program
and described what OSH needed from
the ASSIST Coordinating Committee
members. CDC was also represented in
the ASSIST Strategic Planning Subcommittee’s advance groups composed of
ASSIST and IMPACT program staff.11

Integrating and Maintaining
Core Program Elements

D

uring the 8 years that the ASSIST
demonstration project planned and
delivered media and policy advocacy in
terventions, its infrastructure, partner
ships, networks, capacity, participant
capabilities, and activities became in
creasingly complex. As the states made
the transition to the national program at
CDC, the value of these elements had to
be considered. Should they be maintained,
modified, or replaced with some other
elements? Likewise, the IMPACT states
had developed their own networks,
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resources, and methods of implementing
programs. These also would require de
cisions about which elements to adapt
and integrate into the national program.

Ad Hoc Workgroup
Recognizing the importance of pre
serving the capacity built by ASSIST,
OSH facilitated and coordinated a par
ticipatory process engaging all relevant
partners to establish and implement the
next generation of tobacco prevention
and control programs. To do so, OSH
developed the organizational structure
depicted in figure 10.2. In the spring of
1998, OSH created an ad hoc workgroup
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representing the major stakeholders. The
workgroup comprised representatives
from ASSIST, IMPACT, ACS, the RWJF
SmokeLess States program, ASTHO,
and national organizations representing a
variety of racial and ethnic groups. The
workgroup was asked to provide direc
tion for establishing a process to assist
with the transition that led to the cre
ation of the transition teams. The stated
purpose of the ad hoc workgroup was to
make recommendations to OSH on the
following four issues:
1. The development of a request for ap
plications for state health departments
for NTCP funds

Figure 10.2. Organizational Structure during the Transition
DHHS

CDC/OSH

Ad Hoc Workgroup (1998)
Representatives from IMPACT,
ASSIST, ACS, RWJF, ASTHO,
and multicultural groups

Transition Teams (1999)
Technical Teams:
■
Structural Development Team
■
Multicultural Team
■
Technical Assistance and
Training Team
■
Evaluation and Outcomes
Assessment Team
Coordination and Support Team

Notes: DHHS indicates Department of Health and Human Services; CDC, Centers for Disease Control and
Prevention; OSH, Office on Smoking and Health; IMPACT, Initiatives to Mobilize for the Prevention and Control
of Tobacco Use; ASSIST, American Stop Smoking Intervention Study; ACS, American Cancer Society; RWJF,
The Robert Wood Johnson Foundation; and ASTHO, Association of State and Territorial Health Officials.
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2. The states’ needs for technical assis
tance, training, and resource materials
3. The need for a strong research
component to ensure evaluation of the
best strategies and state-of-the-art
science to advance the most effective
state-based interventions possible
4. The roles for future advisory
committees or workgroups
To fulfill its charge, the workgroup en
gaged in a 6-month planning process to
develop the framework for a CDCadministered NTCP. During that plan
ning process, the insights gained from
ASSIST, IMPACT, and non-ASSIST
state programs supported by tobacco ex
cise tax funds (i.e., in California and Ari
zona) were incorporated into OSH
program announcement no. 99038 (re
quest for applications)12 for NTCP funds.
Many ASSIST project directors and
managers encouraged OSH to put specif
ic requirements into the request for ap
plications to protect the tobacco control
programs and funds from being diverted
to less effective programs. This concern
grew out of the controversy sometimes
generated by an approach that promotes
tobacco prevention and control through
social change, policy, and advocacy.
Such controversy engenders pressure to
divert program activities to more tradi
tional public health education approach
es. Flexible funding mechanisms, such
as cooperative agreements, can be vul
nerable if spending requirements are not
in place. The workgroup continued to
discuss and negotiate the details of the
program requirements to accommodate
the needs of the states and CDC.
The program announcement, issued in
late 1998, presented the NTCP frame

1 6.

ASSIST

work and funding requirements that
states had to address in their applica
tions. The announcement stated the pur
pose of the request for applications as
follows:
The purpose of this program is to build
and maintain tobacco control programs
within State and territorial health de
partments for a coordinated national

About NTCP (2002)
“CDC’s Office on Smoking and Health
(OSH) created the National Tobacco
Control Program (NTCP) to encourage
coordinated, national efforts to reduce
tobacco-related diseases and deaths.
The program provides funding and
technical support to State and territorial
health departments. As of September
30, 1999, NTCP funds all 50 states, the
District of Columbia, 7 U.S. territories,
and 11 national organizations. NTCPfunded programs are working to achieve
the objectives outlined in OSH’s Best
Practices for Comprehensive Tobacco
Control Programs.
“The four goals of NTCP are to
■

■

■
■

Eliminate exposure to
environmental tobacco smoke,
Promote quitting among adults and
youth,
Prevent initiation among youth, and
Identify and eliminate disparities
among population groups.

“The four components of NTCP are
■

■
■
■

Population-based community
interventions,
Counter-marketing,
Program policy/regulation, and
Surveillance and evaluation.”

Source: Centers for Disease Control and
Prevention. n.d. About the National Tobacco
Control Program. http://www.cdc.gov/
tobacco/ntcp_exchange/about.htm.
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program to reduce the health and eco
nomic burden of tobacco use. The fo
cus of the award is population-based
community interventions, counter mar
keting, program policy, and surveil
lance and evaluation.
These efforts are directed at social and
environmental changes to reduce the
prevalence and consumption of tobacco
use by adults and young people among
all populations, eliminate exposure to
second hand smoke, and identify and
eliminate the disparities experienced
by population groups relative to tobac
co use and its effects.12(pp1–2)

NCI and CDC worked together to
fund states so that neither the ASSIST
nor the IMPACT states would experi
ence a time gap in funding. CDC estab
lished two funding levels for the
proposals from the states:
The majority of State health depart
ments (SHD) have minimal Federal or
State funding for tobacco use preven
tion and control. However, a few States
have dedicated funding from either to
bacco excise tax, or from tobacco in
dustry lawsuit settlements supporting
implementation of comprehensive pro
grams. Therefore, under this Program
Announcement, States are classified
into two groups—core and enhanced.
1. Core States are those needing
Federal funds to support basic
SHD infrastructure and program
components to implement a com
prehensive approach and to sus
tain a national effort.
2. Enhanced States are those need
ing Federal funds to enhance the
States’ existing comprehensive
program, and to sustain a national
effort.12(p2)
454
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The distinction in the amount of fund
ing core and enhanced states could re
ceive was to maintain the ASSIST
capacity. ASSIST states had been as
sured that their funding would remain
level for 1 year. CDC awarded a total of
$49,067,720, ranging from approximate
ly $200,000 to $1,616,151 per award (B.
Park, e-mail message to Mary Nishioka,
September 18, 2003), in cooperative
agreements to all 50 states, the District
of Columbia, 5 territories, Puerto Rico,
and the Virgin Islands.

Transition Teams
In late 1998, once the program an
nouncement was developed, OSH imple
mented the ad hoc workgroup’s
recommendation to establish transition
teams to address the remaining issues
for which OSH had requested assistance.
Figure 10.2 depicts the relationship be-

Membership of the Transition Teams*
IMPACT program coordinator
ASSIST program manager
IMPACT field staff (2–3)
ASSIST field staff (2–3)
CDC-funded national organization (1)
Representatives from ASTHO
Tobacco control network (2)
ASTHO affiliate representative (1)
ACS
At-large members (1–4)
Consultants, advisors (1–2, as needed)
OSH staff
NCI staff
*Multicultural representation was ensured on all
teams. The Multicultural Team also had representa
tives from the Indian Health Service and from
federal and state offices on minority health.

Monograph

tween the transition teams and the ad hoc
workgroup and other organizational struc
tures. From March through November
1999, these teams worked collaboratively
with CDC and NCI to develop recom
mendations concerning the roles of fu
ture advisory groups and to ensure that
the states’ needs would be met when
NTCP was implemented.
As recommended by the ad hoc work
group, the composition of the transition
teams included critical stakeholders.
Representation from ASSIST and
IMPACT state programs was equal to or
greater than representation from other
sources. The transition teams included
individuals from an array of public and
private sector stakeholders.
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critical issues that had been identified by
the ASSIST/IMPACT advance groups in
Realizing America’s Vision for Healthy
People served as a framework for much
of the transition teams’ work. (See chap
ter 9.) Because of the positive experiences
of the ASSIST project with committees
and subcommittees, the transition teams
recognized the importance of input from
states, the need for strategic planning,
the value of state involvement in planning
for technical assistance and training, and
the benefit of communication and inter
action among the states. To this end,
CDC began exploring ways of facilitat
ing collaboration and of strengthening
the tobacco prevention and control
movement.

Coordination and Support Team

Technical Teams

The transition teams were composed
of the Coordination and Support Team
and four technical teams—the Structural
Development Team, Multicultural Team,
Technical Assistance and Training Team,
and Evaluation and Outcomes Assess
ment Team. The Coordination and Sup
port Team worked closely with NCI and
CDC staff to provide leadership and di
rection. It relied on the four technical
teams for research and recommendations
on specific transition issues and was
composed of the chairs and cochairs of
those four teams. The transition teams
addressed specific issues. In addition, a
broader purpose of the transition teams
was to ensure a public health approach
to preventing tobacco use that would in
volve the many stakeholders, support
public-private partnerships, and effec
tively leverage public and private re
sources. The recommendations and

Structural Development Team. The
Structural Development Team was
charged with developing a framework
for coordinating the national program.
Critical to ASSIST’s success had been
the participation in decision making and
planning by all segments of the project’s
large network of individuals and organi
zations. Mechanisms had been created to
facilitate a highly integrated, participatory
process for implementing, managing, and
advancing ASSIST. Representatives from
all 17 state health departments and ACS
affiliates served on the ASSIST Coordi
nating Committee and worked collabo
ratively with NCI to oversee and guide
ASSIST. (See chapter 3.) For example,
the ASSIST Coordinating Committee
over time became the voice of the
project and played a leadership role in
the issues of a national strategy for to
bacco control and the transition to CDC.
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Skilled directors, program managers,
field staff, and volunteers participated in
information exchanges and served on the
various subcommittees and work teams.
The new national program would
embrace all 50 states, the District of
Columbia, U.S. territories, and specific
American Indian tribes. With the transi
tion to this larger program came the
major challenge of how to use a partici
patory decision-making and administra
tive approach to administer a national
program through state programs that had
different levels of funding and various
levels of capabilities and capacities. The
CDC program would be too large to
have a committee with representatives
from each state. Instead, OSH used lessstructured means, such as holding meet
ings with representatives from all the
states, to review specific plans and to
discuss issues. For example, the draft re
quest for applications for NTCP funding
was reviewed at a meeting of representa
tives from all the states. Also, OSH
funded ASTHO to establish a committee
of the state tobacco control program
managers. Through this mechanism, the
states would have a voice and place to
organize and prioritize their collective
wants and needs not only from OSH, but
also from other areas of CDC and
DHHS. OSH has also reached out to the
ASTHO affiliates of chronic disease and
health education directors to seek their
advice and support. NTCP convenes the
state program managers twice a year to
promote communications and feedback
and to build a collaborative relationship.
The funding instrument used with the
states is a cooperative agreement that
provides flexibility and a participatory
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process in the implementation of the
state-based NTCP.
Multicultural Team. The Multicultural
Team was created to ensure that multi
cultural representation and issues would
be woven into all aspects of the transi
tion. It was composed of individuals rep
resenting diverse organizations and
perspectives, including the Indian Health
Service. The team was charged with
identifying issues and developing rec
ommendations regarding diversity and
the elimination of health disparities in
keeping with the goals of NTCP. (See
appendix 10.A, Recommended Bench
marks for Multicultural Programs and
Activities.)
The team made suggestions to the
other teams regarding incorporating cul
tural issues into the mainstream and en
suring adequate funding and resources
for diverse populations, so that funded
programs would have the staff, training,
and other resources necessary to imple
ment effective programs. Prominent
among the team’s recommendations was
that CDC establish a group to fulfill the
role formerly performed by the ASSIST
Multicultural Subcommittee; the group
would strive to ensure diversity at all
levels of NTCP and to eliminate health
disparities related to tobacco use. The
team also strongly recommended that
CDC establish a structure that would
permit maximum input and participation
of tobacco control specialists at the state
and local levels.
The team endorsed the four program
areas and program components that
became the framework for CDC’s re
quest for applications for NTCP fund
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ing. The request for applications was
open not only to the states, but also to
U.S. territories, which are composed of
multicultural populations. In addition,
the program announcement included
funding opportunities for national orga
nizations to form coalitions among their
multicultural constituencies. The Multi
cultural Team acknowledged the value
of NTCP’s goal to eliminate health dis
parities among population groups. The
team insisted that diversity and represen
tation from all sectors of the community
be factors in the planning, implementa
tion, and evaluation of the other three
NTCP goals.
To build the capacity of the states to
address multicultural needs during the
planning and implementation phases,
NTCP objectives and activities have em
phasized providing opportunities to im
prove cultural competency, inclusion,
and diversity in coalitions and staff
through training, conferences, materials,
consultation, presentations, and funding
of special opportunities.
Technical Assistance and Training Team.
The Technical Assistance and Training
Team was charged with identifying the
immediate and long-range technical as
sistance and training needs of all NTCP
participants. The team addressed the fol
lowing needs:
■ Standardization of core competencies
■ Assessment of the levels of
experience of state staff
■ Conceptual frameworks for
organizing training activities
■ Outreach to tobacco control
practitioners at the local level
■ Skill building for effective program
planning and evaluation

■
■
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Train-the-trainer models
Resources scaled to varying need levels

OSH had supported the Tobacco Use
Prevention Training Institute’s annual
training sessions, which were conducted
in collaboration with the University of
North Carolina at Chapel Hill School of
Public Health, and continued to do so
after NTCP became operational. The in
stitute provided an intensive weeklong
training on tobacco prevention and con
trol for NTCP state and local staff and
coalition members. In addition, NTCP
became one of the primary supporters,
with other partners including NCI, of the
National Conference on Tobacco OR
Health. The following are other types of
technical assistance and training activi
ties offered through NTCP:
■ In the 1st year of the program, two
technical assistance meetings were
held with each state health department
program manager and with the state
health department media staff.
■ Program, media, policy, and
epidemiology staff served as technical
assistance liaisons with the state
health departments.
■ Seven tribal technical assistance
centers were funded to address the
specific needs of American Indians.
■ In the 2nd year of the program, a 5
year technical assistance and training
contract was funded to help support
NTCP’s work with the states.
■ Satellite conferences, teleconferences,
and workshops were offered, and
training was cosponsored on best
practices in tobacco control, evidencebased programs, adult and youth
tobacco surveys, and other tobacco
control-related topics.
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Evaluation and Outcomes Assessment
Team. The Evaluation and Outcomes
Assessment Team was charged with
developing options for evaluation and
monitoring of state performance and for
data collection and surveillance. In
assuming responsibility for NTCP, CDC
was obligated to put in place at the na
tional and state levels elements of a pub
lic health program that ASSIST, as a
demonstration project, had not required.
Surveillance, monitoring, and evaluation—particularly increased capacity
and expertise for these functions within
the state health departments—had to be
established.
As the ASSIST states adapted to re
quirements of the new NTCP, a signifi
cant mismatch became evident: they had
a strong capacity to deliver effective in
terventions to prevent tobacco use but
had little or no capacity for surveillance,
monitoring, and evaluation. The CDC
request for applications addressed this
deficiency by requiring that states spend
10% of their total funding for surveil
lance and evaluation and that they hire at
least one half-time person with expertise
in epidemiology or evaluation. This 10%
minimum for evaluation effectively re
duced by 10% the funds that were avail
able for interventions. The team
identified expectations, resources, and
needs of the states regarding program
evaluation and outcomes and suggested
strategies for monitoring program per
formance. In particular, the team sug
gested that OSH encourage coordination
among agencies and organizations that
conduct school-based surveys that in
clude health behaviors.
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Tobacco Master Settlement Agreement
Establishes a Foundation
“The settlement requires the tobacco in
dustry each year for ten years to pay
$25 million to fund a charitable founda
tion which will support the study of
programs to reduce teen smoking and
substance abuse and the prevention of
diseases associated with tobacco use.
“The foundation will:
■

Carry out a sustained, nationwide
advertising and education program
to counter youth tobacco use and
educate consumers about the cause
and prevention of diseases
associated with tobacco use.

■

Develop, disseminate and test the
effectiveness of counter advertising
campaigns.

■

Commission studies, fund research
and publish reports on factors that
influence youth smoking and
substance abuse.

■

Track and monitor youth smoking
and substance abuse with a focus on
reasons for increases or failures to
decrease tobacco and substance use
rates.

■

Create an industry-funded $1.45
billion national public education
fund for tobacco control. The fund
is established to carry out a
nationwide sustained advertising
and education program to counter
youth tobacco use and educate
consumers about tobacco-related
diseases.”

The foundation today is the American Legacy
Foundation. Its Web address is
www.americanlegacy.org.
Source: National Association of Attorneys
General. n.d. Tobacco settlement summary.
www.naag.org/tobac/glance.htm.
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Building on the work of the Evalua
tion and Outcomes Assessment Team,
NTCP has made surveillance and evalua
tion a priority. It is one of the four major
NTCP program components, and NTCP
devotes significant resources to improving
the states’ capacity to conduct evaluation.
NTCP-sponsored evaluation activities
were designed to improve the state of
the art of evaluation and to provide states
with data and examples of programs that
have been evaluated. The following are
some examples of those activities:
■

■

■

■

■

Extensive technical assistance and
workshops to help states establish
state baseline data by implementing
CDC’s adult and youth tobacco surveys
A tracking system of state-level
tobacco control policies and produc
tion of State Tobacco Control High
lights for publishing rates of use,
economic impact, health consequenc
es, expenditures for tobacco control,
and policy data to facilitate cross-state
comparisons13
The State Tobacco Activities Tracking
and Evaluation System (STATE),
which collects and electronically
warehouses state-level data on
tobacco use prevention and control14
Publication of Best Practices for
Comprehensive Tobacco Control
Programs, which links tobacco
control expenditures to reduced
consumption15
Publication of the Guide to
Community Preventive Services:
Tobacco Product Use Prevention and
Control,16 which documents the
effectiveness of evidence-based
tobacco control programs
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Challenges Resulting from the
Tobacco Master Settlement Agreement
“While tobacco control advocates
initially heralded the state attorneys
general lawsuits as opening a powerful
new front against the tobacco industry,
the multi-state settlement opened the
door to several threats including:
■

“Preemptive language and other
tobacco industry subversion of the
state settlement enabling legislation
and appropriations;

■

Straitjackets on tobacco control
funding, such as limiting media
initiatives to ineffective ‘just say no’
campaigns;

■

Tobacco industry payments under
the settlement, even when not
applied to tobacco control
programs, providing politicians an
excuse for opposing any new
tobacco excise tax increases.”

Source: Advocacy Institute. 1999. A
movement rising: A strategic analysis of U.S.
tobacco control advocacy. Executive
summary. Washington, DC: Advocacy
Institute (p. 5). www.advocacy.org/
publications/pdf/amovementrising.pdf.

■

■

■

Publication of the guide for state
programs, Introduction to Program
Evaluation for Comprehensive
Tobacco Control Programs17
On-site technical assistance and
workshops to improve the capabilities
of states to evaluate their programs
Development of issues of the MMWR
on the California, Massachusetts,
Oregon, Arizona, and Florida tobacco
control programs to document the
evaluation of the results of these
statewide programs18–22
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Post-ASSIST Funding for South Carolina
The range of funding for South Carolina’s
comprehensive tobacco control program that
was recommended in CDC’s Best Practices
report was $23,905,000–$62,013,000. In fis
cal year 2002, a total investment of
$3,248,862 was made in South Carolina to
bacco control. The breakout of that funding is
illustrated below:
CDC/OSH

$1,200,000

SAMHSA

$190,000

State appropriation from
settlement revenue
Other state appropriation
American Legacy Foundation

$1,620,470
$62,809
$175,583

Source: Centers for Disease Control and
Prevention. 2002. South Carolina highlights.
Tobacco Information and Prevention Source
(TIPS). National Center for Chronic Disease
Prevention and Health Promotion. www.cdc.gov/
tobacco/statehi/html_2002/South_Carolina.htm.

The National Environment
for Tobacco Control:
A Consideration

T

he transition of the ASSIST project
took place during a dynamic and vol
atile period in the history of tobacco pre
vention and control. The 1990s had been
an active decade on many fronts—policy,
legal, and regulatory. During the late
1990s when the ASSIST states were pre
paring for transition and when the
framework of NTCP was being devel
oped, many tobacco-related issues were
being addressed at the national level and
were receiving high visibility in the
media. The outcomes and decisions had
the potential to strongly influence the
funding and the scope of NTCP and oth
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er federal agencies’ roles. Public health
staffs at the federal, state, and local lev
els were very involved, responding to re
quests for information and serving as
technical resource staff. Both protobacco
and antitobacco advocates labored hard
to ensure that their voices and views
were heard.
The Food and Drug Administration’s
assertion of its authority over the regula
tion of the marketing of tobacco prod
ucts was successfully challenged in the
courts. The Substance Abuse and Mental
Health Services Administration
(SAMHSA) enforced a congressional
mandate (the Synar Amendment) to re
quire states to document that they were
enforcing state laws to reduce retail sales
of tobacco to minors. Tobacco control re
searchers had formed a collaborative or
ganization, the National Organization of
Tobacco Use Research Funders, to en
courage collaboration among funders
and investigators in tobacco control re
search. In August 2000, RWJF an
nounced its plan to increase the number
of grantees and the level of funding for
its SmokeLess States program, which had
been initiated in 1993. The National
Center for Tobacco-Free Kids, founded
in 1996, continued to position itself as an
important source for the media on events
in the tobacco control world and as a re
source for state-level advocates and
grassroots organizations. Senator John
McCain had introduced a national tobac
co control bill that caused a major de
bate in Congress. Litigation by states
against the tobacco industry came to a
resolution in the Tobacco Master Settle
ment Agreement in 1998 and was a po
tential source of new funding for
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tobacco interventions. In addition to
funding the American Legacy Foundation,
the Tobacco Master Settlement Agree
ment provided for about $195.9 billion
in current dollars to be made available to
states between 1998 and 2025.23
Despite these positive developments,
tobacco prevention and control work
was by no means over. For example, ef
forts to raise cigarette and spit tobacco
tax rates had experienced limited suc
cess. Youth access and appeal measures
were in flux after court rulings against
the Food and Drug Administration’s au
thority. Debate over terms of the Tobac
co Master Settlement Agreement and the
McCain bill resulted in some still-lingering divisions among tobacco control ad
vocates. As ASSIST drew to a close, the
tobacco industry dramatically increased
its advertising expenditures and promot
ed a positive image of itself and its phil
anthropic activities. Tobacco prevention
and control coalitions challenged those
new image-changing industry strategies,
for the industry was still heavily market
ing to children.24–26 Tobacco prevention
and control advocates still had consider
able work ahead of them to turn the new
face of tobacco control into action to
prevent death and disease resulting from
tobacco use.
Availability of funds from the Master
Settlement Agreement and the ensuing
state-level campaigns focused tobacco
control advocates on the problems of ac
quiring these funds for tobacco preven
tion and control programs. Interest in
policy issues, such as increased excise
taxes or clean indoor air, almost uniformly
was displaced by more immediate con
cerns about developing a workable plan

1999 CDC report on effective tobacco control programs

and explaining the need for long-term
sustainable funding.
In 1999, the Advocacy Institute pub
lished a comprehensive analysis of the
strengths and weaknesses of, threats to,
and opportunities for the tobacco control
movement in the United States. The re
port, A Movement Rising, excerpted in
the box on page 462, also noted draw
backs that resulted naturally from the
maturing of a large movement, such as
bureaucratization and the dimming of
energies.27 Nevertheless, the report em
phasized that the opportunities for to
bacco control were robust. For example,
new litigation to obtain industry docu
ments could lead to further settlements,
evidence from new documents could
lead to additional demands for industry
reform, and groups seeking portions of
settlement funds could become new
partners in the tobacco control movement.
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Status of the Tobacco Control Movement
In late 1998, RWJF and ACS funded the Advocacy Institute to conduct a comprehensive strategic anal
ysis of the current tobacco control movement in the United States. The analysis, published in March
1999, reflects the perspectives of tobacco control advocates across the country. It is a view from inside
the tobacco control movement. The findings presented below are excerpted from the report. Many rep
resent issues that the states had to consider as they were brought together in the National Tobacco Con
trol Program under the auspices of CDC.
Excerpts from A Movement Rising
“Advantages—Internal Movement Strengths
While there have been disappointments and conflicts within the tobacco control movement, as well as
unimagined advances, this movement continues to enjoy potent strengths, as well as the benefit of
valuable lessons learned in the upheavals of the past several years. These strengths—or advantages—
include:
■
■

■
■
■
■

■

Moral authority grounded on a strong scientific base;
A deep reservoir of dedicated human resources, among them a growing army of veteran advocates
throughout the country;
A solid movement infrastructure of technical support and funding;
A growing diversity of advocates, both culturally and politically;
Many mature, experienced state and local coalitions;
New partnerships forged with public health and education organizations, trial lawyers, the faith
community, elected policy makers, pharmaceutical companies, and even tobacco growers; and
Hundreds of advocates adept at media advocacy and a veteran press corps with whom they have
developed working relationships of trust and confidence.

“Challenges—Internal Movement Weaknesses
Many of our challenges are the mirror image of our advantages. Perhaps the most formidable challeng
es deal with our relationships with each other. . . .
Among the challenges we face are:
■

■

■

■

■

■
■

■
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The growth and bureaucratization of the movement, which has leeched some of the inspiration and
energy that sprung [sic] from being citizen Davids challenging the industry Goliath;
Dependence upon public and philanthropic funding, which constrains advocacy, coupled with an
aversion to political engagement among too many tobacco control professionals, even in their role
as private citizens;
The persistent narrowness of the tobacco control movement’s base, despite new outreach efforts to
minority communities, parents and educators, labor, faith communities, business and tobacco
farmers;
Flawed intra-movement strategic communications that leave many state and local advocates feeling
“out of the loop” in strategic decision making and sometimes lead to inflammatory misinformation;
A lack of sufficient resources for state and local coalitions to address effectively all tobacco control
policy objectives; this deficiency is often coupled with a reluctance to set priorities;
The persistent gap between tobacco control funding and tobacco industry war chests;
Serious internal divisions among tobacco control advocates over core values and goals, strategies,
leadership roles, and issues of open communication and information exchange; and
A residue of lingering resentments, valid or not, including perceived inequities in funding,
perceived self-promotion, perceived patronizing arrogance of some newcomers toward tobacco
control veterans, perceived patronizing by some national leaders of state and local leaders, and
perceived conflicts of interest.
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“Threats—External Threats to the Movement
The tobacco control movement’s success has itself engendered a new set of external threats. Among
them:
■

■

■

■

■

High profile media coverage of the state attorneys general lawsuits and the multi-state settlement
has left many Americans believing that the tobacco ‘problem’ has now been dealt with;
Years of exposing tobacco industry wrongdoing has left the public numbed to additional
revelations, and there is even evidence of nascent sympathy for an industry that appears to have
been ‘punished enough’;
There are signs of disenchantment with tobacco control programs that do not result in immediate
and dramatic declines in youth and adult tobacco consumption;
There is increasingly harsh commentary by journalists and others—not industry flacks—who raise
concerns about the effectiveness, the fairness, the overreaching, and the political expediency of
tobacco taxes and other tobacco control objectives;
Some citizens suspect that advocates for new, large tobacco control programs are more motivated
by self-interest in potential new jobs than in the public health.”

Source: Advocacy Institute. 1999. A movement rising: A strategic analysis of U.S. tobacco control
advocacy. Executive summary. Washington, DC: Advocacy Institute (pp. 4–5). www.advocacy.org/
publications/pdf/amovementrising.pdf.

The many issues in the analysis are
complex and illustrate the dynamic envi
ronment at the time of the transition.

Guidance to States on Acquiring
Funding for Their Programs
The president’s budget for fiscal year
1999 included a $51-million request for
state-based programs to prevent and re
duce tobacco use. But there remained a
substantial shortfall between the $51
million that was budgeted and the level
of funding that would be needed. There
fore, states would need to pursue other
sources of public and private funding—
from the Master Settlement Agreement;
from federal, state, and local government
funds; and from a variety of other sources,
such as foundations and organizations.
Before the $51-million budget for
NTCP was official, OSH had been pre
paring a set of recommendations for

comprehensive tobacco prevention and
control programs known as best practic
es. This report, mentioned earlier in this
chapter, was released by CDC in August
1999 under the title Best Practices for
Comprehensive Tobacco Control Programs.15 Best Practices served as a
guide for the states to plan comprehen
sive programs and to seek appropriate
levels of funding through allocations
from the Master Settlement Agreement
and by continuing to advocate for finan
cial support from a variety of public and
private sources.
Best Practices recommends nine
components of a comprehensive pro
gram, based on existing research and the
experiences of states with large pro
grams and relatively long-term funding.
Best Practices provides a useful list of
the essential elements of a comprehen
sive tobacco control program. However,
it does not provide specific guidance on
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evidence-based strategies of a compre
hensive tobacco control program. That
guidance was based on the 2000 Sur
geon General’s report1 and recommen
dations of CDC’s Task Force on
Community Preventive Services.5–7

Best Practices:
Recommended Funding Levels
1. Community programs to reduce tobac
co use ($850,000–$1.2 million per year
for state personnel and resources; $0.70–
$2.00 per capita per year for local govern
ments and organizations)
2. Chronic disease programs to reduce the
burden of tobacco-related diseases
($2.8 million–$4.1 million per year)
3. School programs ($500,000–$750,000
per year for personnel and resources to
support individual school districts; $4–$6
per student in grades K–12 for annual
awards to school districts)
4. Enforcement ($150,000–$300,000 per
year for interagency coordination; $0.43–
$0.80 per capita per year for enforcement
programs)
5. Statewide programs (including policy
and media activities, approximately
$0.40–$1 per capita per year)
6. Counter-marketing ($1–$3 per capita
per year)
7. Cessation programs ($1–$3 plus cessa
tion services ranging from $137.50 to
$275 per smoker served)
8. Surveillance and evaluation (10% of to
tal annual program costs)
9. Administration and management (5% of
total annual program costs)
Source: Adapted from Centers for Disease
Control and Prevention. 1999. Best practices
for comprehensive tobacco control
programs—August 1999. Executive summary.
Atlanta: Centers for Disease Control and
Prevention. http://www.cdc.gov/tobacco/
research_data/stat_nat_data/bestpracexecsummay.htm.
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Armed with CDC’s Best Practices for
Tobacco Prevention and Control Pro
grams and with the National Association
of County and City Health Officials’ locallevel counterpart, Program and Funding
Guidelines for Comprehensive Local To
bacco Control Programs,28 local advo
cates monitored state legislatures to hold
them accountable for providing resources
to counteract the number one prevent
able cause of death. These documents pro
vide state coalitions, particularly the
private sector partners in those coali
tions, with a much-needed, scientifically
credible resource for planning their efforts
and for making a case to acquire settle
ment funds for tobacco use prevention.
Case studies 10.1 and 10.2 illustrate
the states’ experiences in obtaining addi
tional resources for tobacco control in
terventions while addressing their
administrative, staffing, and program
needs. Minnesota is one of the four
states that did not participate in the
Tobacco Master Settlement Agreement
with the tobacco industry because it had
previously settled its lawsuit against the
industry, after a lengthy trial, which re
sulted in substantial additional financial
resources being devoted to tobacco con
trol efforts beginning in 1999.
Virginia, a leading tobacco-growing
and -manufacturing state, along with 45
other states, participated in the Tobacco
Master Settlement Agreement. Case
study 10.2 illustrates how the infrastruc
ture and strong partnerships built by
ASSIST provided the leadership and
creativity needed to leverage the rela
tionship with tobacco growers to secure
a portion of the funds for tobacco pre
vention and control activities.
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Case Study 10.1
Transition at the State Level: Minnesota’s Experience
Situation: As the ASSIST project was coming to a close and before the U.S. DHHS
committed to a national tobacco control program, many states faced challenges in
obtaining the financial, human, and technical resources needed to continue their
work in this area. During this period of transition and uncertainty, states were at risk
of losing talented, experienced staff and program momentum if existing funding
streams were interrupted and if administrative systems were altered.
Strategy: Minnesota was fortunate to have new tobacco control resources available
from two sources of state funding—the Governor’s Children’s Initiative (1997) and
the Tobacco-Free Communities for Children Initiative—which together provided
$1 million per year to support prevention activities of local public health agencies
and the Minnesota Department of Health. In addition, with a portion of the funds
from the 1998 Minnesota settlement with the tobacco industry, the 1999 legislature
established the Tobacco Use Prevention and Local Public Health Endowment, which
provided unprecedented tobacco control resources for statewide and local activities
($20.8 million in the first 18 months beginning January 2000, growing to about
$25 million annually for these two areas when fully funded). Minnesota was well po
sitioned financially to expand existing tobacco control activities, including those pre
viously funded through ASSIST.
There were, however, challenges related to moving tobacco control forward in
Minnesota:
■

■

■

How could tobacco control activities be more effectively integrated within the
Minnesota Department of Health? The department’s funding for tobacco control
efforts came from several different state and federal sources; because of lack of
coordination among those funding sources, some duplication resulted. When new
resources became available for statewide and local tobacco prevention initiatives,
it became imperative that the department develop an internal structure for inte
grating these resources.
What restrictions were associated with the use of tobacco endowment funds?
Less than 1% of these new funds could be used to support technical assistance ac
tivities. This amount was inadequate for the support needed, and the existing staff
members were unable to meet the demands placed on them. As tobacco control
activities increased in Minnesota, the need to provide consultation, technical as
sistance, and training would continue to increase, but the new funds did not allow
for expansion of staff at the state level.
How would the state realign program priorities in light of these new sources of
funds? The state legislature imposed a requirement on the Minnesota Department
of Health that its tobacco prevention and control focus be limited to 12- to 17year-olds.
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Case Study 10.1 (continued)

■

■

How could tobacco control staff and advocates maintain the momentum of ongo
ing initiatives and scale up their activities while adjusting to new administrative
and funding mechanisms? Many public and private partners were very involved in
tobacco control and contributed to maintaining the momentum in Minnesota.
These included the Minnesota Smoke Free Coalition; the American Cancer Soci
ety, Minnesota Division; the Association of Nonsmokers Minnesota; the Minne
sota Partnership for Action Against Tobacco; and Blue Cross and Blue Shield of
Minnesota. All these partners participated in planning processes to determine the
roles that various organizations would take on as new resources and funding
mechanisms became available.
How would the Minnesota Department of Health coordinate its efforts with those
of other organizations? The Minnesota Department of Health began a process to
define its role in tobacco control and to examine how the new federal funds could
be used to support tobacco control activities.

The state worked at several levels to address these concerns. Beginning in January
1998, half of the funding for the Tobacco-Free Communities for Children Initiative
($500,000 per year) was distributed as noncompetitive grants to local public health
agencies, and half was used to provide staffing at the state Department of Health for
technical assistance and public education programs. These funds contributed signifi
cantly to the ability of state and local health departments to successfully expand and
incorporate elements of the ASSIST model into their infrastructure.
Later in 1998, the Minnesota Department of Health began a process that successfully
defined its role in tobacco control, consolidated tobacco control funds, and provided
the structure for administering the funds but did not address the lack of administra
tive staff. Fortuitously, the transition to NTCP provided an opportunity to examine
how the new federal funds could be used most effectively to support tobacco control
activities. The new funds from the Centers for Disease Control and Prevention were
used primarily to support staff at the Minnesota Department of Health in administer
ing tobacco control activities and to provide technical assistance and training to local
grantees. Because new resources would become available to fund local coalitions and
other tobacco-related initiatives at the local level, the shift in use of federal funds did
not diminish local activities.
Insights: Staff members were not trained to conduct an evaluation of ASSIST, nor

were evaluation results or resources made available to them; otherwise, they could
have identified and considered incorporating the most effective program elements
into the planning process for NTCP. For a community-based demonstration project
such as ASSIST, evaluation resources should be available, and expertise should be
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built from the beginning of the project to increase the probability that the capacity
and capabilities of successful tobacco control efforts can be maintained.
—Gretchen Griffin, Project Manager,
Minnesota Department of Health
Note: For further reading on the Minnesota tobacco prevention and control movement, see the
following source: Wolfson, M. 2001. The fight against big tobacco: The movement, the state, and the
public’s health. Hawthorne, NY: Aldine de Gruyter.

Case Study 10.2
Establishment of the Virginia Tobacco Settlement Foundation
Situation: Before Virginia was awarded an ASSIST contract in 1991, tobacco control
efforts in the state were sporadic and limited. Between 1992 and 1998, the Virginia
Department of Health’s Tobacco Use Control Program (VDH-TUCP) established 1
state-level and 17 local tobacco control coalitions to conduct policy-related activities
and to counter the long-standing cultural acceptance of tobacco use. These coalitions
consisted of a wide variety of local nonprofit organizations, hospitals, schools, agen
cies, and other partners. One partner, the University of Virginia’s Institute for Quality
Health (IQ Health), was awarded a SmokeLess States grant from RWJF to focus on
developing a relationship between the tobacco-growing community and tobacco con
trol advocates.

In 1998, as a result of Virginia’s participation in the Master Settlement Agreement
(MSA), the state projected revenue of approximately $4 billion over the next 20
years from the tobacco manufacturers. Anticipating that numerous entities would
seek funding from the MSA, a group of tobacco control advocates quickly mobilized
to formulate a plan to secure a portion of the funds for tobacco control.
Strategy: Led by the American Cancer Society (ACS) and the American Lung Associa
tion (ALA), this group initially proposed that 20% of Virginia’s MSA fund be used
for a comprehensive approach to tobacco control. A foundation would be created to
administer the fund. The foundation would be governed by a board of directors rep
resenting a wide variety of health interests related to tobacco use, including medical
interests, educational interests, treatment, prevention, and enforcement. Acknowledg
ing the legislature’s past opposition to tobacco control legislation, the advocates an
ticipated a difficult campaign to secure passage of the proposed legislation.

At the same time, another group representing Virginia’s tobacco-farming interests
was drafting legislation to target all or a major portion of the MSA funds to compen
sate growers for loss of tobacco quotas and to provide economic incentives to tobacco-dependent communities. Because IQ Health had sponsored dialogue between the
advocates and the growers for some time, the two groups met and decided to com
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Case Study 10.2 (continued)

bine forces to secure passage of legislation that would provide funding for both
interests. They reasoned that the health advocates would offset opposition to funding
being directed to tobacco farmers and that the growers could offset opposition to
funds being used to reduce tobacco use. Both groups were careful not to include the
manufacturers in the discussion or in the drafting of the legislation.
Negotiations were held, and compromises were made; the result was a combined bill
to create the Virginia Tobacco Settlement Foundation to administer 10% of the funds
for tobacco control activities and to create the Virginia Tobacco Indemnification and
Community Revitalization Commission to administer 50% of the funds for grower
reimbursement and economic development. The draft plan also included legislative
members on the foundation’s and commission’s boards of directors to provide legis
lative oversight. The final sponsors of the bill were prominent supporters of grower
interests and a known advocate for health. Although the plan reduced the amount of
funding available and narrowed the scope of the program to focus specifically on
prevention of youth tobacco use, advocates endorsed the legislation as a significant
accomplishment.
The local tobacco control coalitions were mobilized to promote passage of the legis
lation during the 1999 Virginia General Assembly session. ACS and ALA developed
fact sheets. They also developed call logs of selected legislators and promoted their
use. A letter-writing campaign to the entire General Assembly was initiated. ACS
and ALA testified before committees in conjunction with representatives from the
grower community. The end result was that the bill passed both chambers with only
minor technical changes.
The next campaign was focused on the governor’s office. Both growers and tobacco
control advocates were unclear on how the bill would be handled by the administra
tion. Throughout the legislative process, the governor received contradictory advice
from his staff concerning the content of the bill and the process of dedicating the
MSA dollars. Letters, phone calls, and e-mails to the governor’s office, as well as
lobbying by the sponsors, resulted in the governor’s signing the bill with amendments.
The amendments related to increasing the governor’s oversight of the foundation by
his appointment of the chair and vice-chair of the board as well as the executive di
rector. The legislation became effective on July 1, 1999, and directed approximately
$14 million annually to programs to prevent youth initiation of tobacco use.
Summary: Of all the policy and legislative efforts that the tobacco control coalitions
engaged in during the years of the ASSIST project, establishing long-term funding
for tobacco control had the greatest potential for significant long-term impact.
—R. Neal Graham, former ASSIST Project Manager,
Virginia Department of Health
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he transition to the CDC-administered
NTCP presented many challenges to
NCI; CDC; and every participating state,
territory, district, and American Indian
tribe. No matter what its existing capaci
ty, each entity had to assess its mission
and role in relation to the goals and ob
jectives of the national program and to
realign and shape programs and func
tions as appropriate. Maintaining their
capacities was high on the agenda for
the ASSIST states, but they also had to
expand their capacity and capabilities
beyond policy development to undertake
the additional core functions—assessment/monitoring and assurance of
necessary services—of a public health
program.
Transition between agencies and from
one type of program to another is chal
lenging. However, NCI and CDC staff
worked very closely with extensive input
from state departments of health staff
and other key partners to ensure that the
transition process was successful. Many
issues of mission and role overlap, im
balances of resources and expertise, tra
dition, ideology, political climate, and
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administrative practicalities had to be
considered. The transition required a
highly participatory management pro
cess that minimized conflict, maximized
commitment, and generated enthusiasm.
Various workgroups and especially
the transition teams made suggestions to
OSH about program administrative
structures and methods of operation that
would best suit their participation in
NTCP, essential program elements, and
training and technical assistance needs.
Prominent among their suggestions was
that CDC establish a mechanism for en
suring participatory decision making and
establish a group to fulfill the role for
merly performed by the ASSIST Multi
cultural Subcommittee; this group would
strive to ensure diversity at all levels of
NTCP and to eliminate health disparities
related to tobacco use.
Considerable efforts were made to en
sure that the essential elements of
ASSIST became integral components of
NTCP. Chapter 11 presents the contribu
tions that ASSIST made to the tobacco
prevention and control movement and
describes ASSIST’s continuing influ
ence and the challenges ahead.
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Appendix 10.A. Recommended Benchmarks for Multicultural
Programs and Activities
Developed by the ASSIST Multicultural Subcommittee
March 1999

1. Recommended Benchmark:
Provide training in cultural sensitivity and cultural competency for all federal, state and
local staff working on comprehensive tobacco reduction programs. Incorporate cultur
al inclusivity as a core value and central principle in all tobacco use reduction pro
grams and practices. Work toward the goal of cultural competency in all programs and
materials.
Examples:
♦ Provide plenary sessions, break-out presentations, and workshops to develop cultural

competency during all national tobacco control conferences.
♦ Integrate cultural competency principles into local, state, and federal planning,

coalition building, recruiting, training, implementation, and institutionalization
processes.
Rationale:
♦ Racial, ethnic, and multicultural communities have unique social, cultural, and his
toric backgrounds. Culturally specific experiences directly influence the role of to
bacco and the tobacco industry and how they are addressed in tobacco use reduction
messages. People with limited English proficiency, or those who have recently ar
rived in the United States will have less information about the dangers of tobacco,
and therefore, different needs than those more acculturated to U.S. customs.
♦ Representation from all groups impacted (diversity) is the beginning of this
integration. Involving impacted groups in decision making (inclusivity) is another
key step. Building on diversity and inclusivity to better understand and appreciate
cultural differences leads to culturally competent programs and materials.
♦ Media and public education campaigns need to focus on strategies that impact
populations at highest risk. Public health programs that underscore the importance
of reaching multicultural populations with effective strategies will reduce tobacco
use sooner than those that don’t.
♦ Including training on cultural competency at national and state level conferences is
one way to ensure that public health workers and tobacco prevention advocates have
ready access to the information.
Accountability:
♦ Project Officers and Project Managers are responsible for ensuring cultural inclusivi
ty in planning processes and designing state work plans.
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♦ At a minimum, training for staff and volunteers, technical assistance, and training of

trainers on the topic of cultural competency should be provided.
♦ Project Managers review state and local work plans for incorporation of cultural

competency principles into recruiting strategies, coalition building, and funding for
community organizations.
♦ Establish an [independent] advisory board to monitor multicultural resources,
funding, and activities that are part of the state health department’s tobacco reduction
plan.

2. Recommended Benchmark:
Designate funding and other resources to community based organizations that serve
multicultural communities as a standard component of the budget for each state’s to
bacco reduction program.
Examples:
♦ Make state level and community grants, contracts, and agreements accessible to

community based programs that serve multicultural communities. Provide training
in grant writing and comprehensive tobacco prevention strategies to community
based organizations.
♦ Require all state and community grants, contracts, and agreements to include
culturally appropriate and culturally sensitive activities.
♦ Develop training on alternative funding sources for community based organizations.
Rationale:
♦ The tobacco industry’s targeted advertising, promotion, and philanthropy to multi

cultural populations may undermine tobacco use prevention and reduction strategies.
Changes in cultural norms occur best when targeted populations are included in
planning, funding, implementation, and evaluation stages.
Accountability:
♦ Project Officers, Project Managers, and staff include funding for community based

organizations, mini-grants, and sponsorship of activities and projects that reach and
involve each state’s multicultural populations. Provide technical assistance and train
ing in planning and evaluating activities.

3. Recommended Benchmark:
Collect reliable and valid data on tobacco prevalence and brand use, and review and
disseminate research on effective tobacco reduction strategies impacting multicultural
communities. (Note: both process and outcome data are needed.)
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Examples:
♦ Over sample racial and ethnic populations on the Behavioral Risk Factor Survey and

the Youth Behavioral Risk Factor Survey to obtain numbers representative of the
state’s racial and ethnic diversity.
♦ Add questions on tobacco use patterns within racial and ethnic populations to the
Behavioral Risk Factor Survey i.e. brand preferences, menthol or non-menthol, and
price sensitivity.
♦ Disseminate research on effective strategies to reduce tobacco use to multicultural
populations.
♦ Budget additional resources and funding to data collection for racial and ethnic
populations.
Rationale:
♦ Qualitative and quantitative reporting allows for a comparison to previous years to

determine changes in tobacco use patterns, funding, targeted programming and cul
turally appropriate resource development, within multicultural communities. As
many community groups serving racial, ethnic, and multicultural communities are in
early stages of development for community tobacco prevention programming, pro
cess measure are equally important with outcome measures.
Accountability:
♦ Project Officer and Project Manager review data sources for reliable and valid infor

mation. Fund data collection or surveillance activities where inadequacies are found.
♦ Establish an [independent] advisory board to review, recommend, and monitor this
benchmark.

4. Recommended Benchmark:
Promote hiring of staff that represent the state’s ethnic/racial/and cultural diversity in
leadership and managerial positions in federal, state, and local tobacco reduction pro
grams. Establish a competitive process for selection of contractors, which requires
cultural inclusivity. Adhere to federal guidelines regarding minority contractors.
Examples:
♦ Contact national minority (multicultural) organizations when publicizing position

openings and recruiting qualified applicants.
♦ Publicize position openings in state and local multicultural media.
♦ Follow affirmative action guidelines.
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Rationale:
♦ Hiring diverse staff increases the ability of the program to reach multicultural popu

lations. The populations that bear the greatest burden of tobacco related disease and
death should serve as decision-makers in reducing tobacco use within those popula
tions.
Accountability:
♦ Incorporate multicultural outreach into existing hiring guidelines for state health de

partments.
♦ Add training in cultural competency to the list of basic qualifications for all tobacco
prevention/reduction positions.

5. Recommended Benchmark:
Develop and distribute resource materials, consultant’s lists, and media messages that
promote culturally sensitive tobacco reduction strategies in languages understood with
in the target population.
Examples:
♦ Test market materials within target communities for acceptance and readability with

in their cultural norms.
♦ Provide tobacco prevention materials in languages other than English.
♦ Develop materials with guidance and approval from the target group.

Rationale:
♦ Language barriers prevent many people from receiving public information and media

messages on tobacco prevention that are currently available. State and federal pro
grams will never reach the goal of reducing tobacco use to 15% if the issue is not
framed in terms that multicultural communities understand. Members of a target
community are our best sources of accurate and culturally appropriate prevention
messages.
Accountability:
♦ Federal and state tobacco reduction programs are accountable for producing cultural

ly appropriate materials.
♦ New materials must be approved by the [independent] advisory board.
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