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1. The Historical Context

The American Stop Smoking Intervention Study for Cancer Prevention (ASSIST)* 
dramatically changed the face of tobacco prevention and control efforts in the 
United States and perhaps around the world. As a public health intervention, ASSIST 
represents a major shift from primary focus on the individual to include a major 
focus on the community and the social environment that affect health behavior. This 
chapter describes activities at the National Cancer Institute (NCI), at the American 
Cancer Society (ACS), and throughout the United States leading to the development 
of the ASSIST project and presents the evidence-based rationale for its conceptual 
model. 

“C reate a smoke-free society in the United States by the year 2000”—that was the 
challenge made to Americans in 1984 by U.S. Surgeon General C. Everett Koop.1 

Since then, a smoke-free society has been a major goal of the tobacco prevention and 
control movement and the public health establishment. Through the efforts of state and 
local governments, local health organizations, and many individuals, the United States 
has advanced steadily, although perhaps slowly, toward achieving that goal. The con­
tinuing challenge, however, is of immense proportions. In 2002, approximately 22.5% 
of adults (46 million people) in the United States were smokers.2 

Needed: A New Approach 

The year was 1987. For 5 years, NCI had been supporting an ambitious research 
program with the goal of reducing cancer mortality by 50% in the United States by 

the year 2000. Accomplishing that goal would require reducing the prevalence of smok­
ing by adults to 15% or less. 

Research on interventions in the 1960s and 1970s had focused on smokers and po­
tential smokers as individuals and had enabled them to alter their behaviors and resist 
environmental influences that support smoking. Findings from more than 100 interven­
tion studies (trials) revealed that although many individuals were successful in quitting 
smoking as a result of these early approaches, overall tobacco use in the United States 
did not decrease substantially. A major conclusion from these studies was that large-
scale reductions in smoking prevalence were unlikely to be achieved solely through in­
terventions that were directed primarily at the individual. Research then shifted toward 
approaches that included changing the social and environmental influences themselves. 

*The official name for ASSIST was the American Stop Smoking Intervention Study for Cancer Prevention. 
The title was often shortened to the American Stop Smoking Intervention Study, and it is this shortened 
form that is used in this monograph. 
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At the same time, two important re­
ports documented the health hazards of 
environmental tobacco smoke on non­
smokers: the 1986 National Academy of 
Sciences report, Environmental Tobacco 
Smoke, 3 and the 1986 surgeon general’s 
report, The Health Consequences of In­
voluntary Smoking. 4 The realization was 
growing that smoking behavior is 
strongly influenced by one’s social and 
physical environment; therefore, new re­
search strategies for preventing smoking 
and promoting cessation were needed. 

To address this need, in 1987 NCI 
convened more than 250 smoking con­
trol experts at its 50th anniversary meet­
ing, “NCI Smoking, Tobacco, and 
Cancer Program and Its Goals for the 
Year 2000.”5 These experts made recom­
mendations about the types of preven­
tion and cessation programs needed to 
reduce the use of tobacco. They specifi­
cally recommended that NCI focus on 
large-scale efforts that would affect ma­
jor segments of the population. The in­
volvement of broad-based coalitions 
representing entire states and large met­
ropolitan areas was envisioned as the 
centerpiece for an intervention strategy. 

Approval first of the Community In­
tervention Trial for Smoking Cessation 
(COMMIT), a community intervention 
research trial, and then later of ASSIST, 
a demonstration project, marked a turn­
ing point in NCI’s battle to reduce smok­
ing and tobacco-related cancers. It was a 
bold, strategic decision that moved NCI 
forward from the scientific testing of hy­
potheses to the translation of accumulat­
ed scientific knowledge into effective, 
multilevel actions that would address the 
nation’s largest public health epidemic. 

ASSIST Logo 

The Context for Creating

ASSIST


The idea of a coalition-based commu­
nity intervention was not new to NCI 

in 1987. In the early 1980s, NCI program 
staff had discussed the concept and 
COMMIT, a project at that time involv­
ing community organizations, had pro­
vided important insights about this kind 
of approach to addressing public health 
issues. The same science base informed 
the community-involvement design of 
both COMMIT and ASSIST. (See page 
10.) Leaders at NCI and their external 
advisors had been conscientious about 
establishing a science-based rationale be­
fore approving and funding a multilevel 
intervention involving national, state, and 
community governments and organiza­
tions. As the historical context below in­
dicates, three elements essential to 
support and implement a coalition-based 
community intervention were brought to­
gether: a favorable program structure at 
NCI, a supportive science base, and a col­
laborating national voluntary organization. 

The National Cancer Institute Is Ready 
The first major studies linking ciga­

rette smoking with lung cancer were 
published in 1950, a little more than a 
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decade after the founding of NCI in 
1937. Reports on studies by Wynder and 
Graham6 and Levin and co-workers7 

appeared in the Journal of the American 
Medical Association. The results of two 
other studies also were published.8,9 All 
four studies observed that lung cancer 
rates were higher for men who were 
smokers than for men who were non­
smokers. These studies were the founda­
tion of the evidence linking tobacco to 
cancer. They generated media attention 
and stimulated efforts to substantiate the 
far-reaching health consequences of 
tobacco use. 

At that time, although Congress had 
identified prevention of cancer as one of 
NCI’s three specific functions, the pre­
vailing view of National Institutes of 
Health (NIH) officials was that the agen-
cy’s role was to present the facts, not to 
undertake an organized education cam­
paign to tell citizens to stop smoking. 
(For a history of the Public Health Ser­
vice, see M. Parascandola’s article.10) 
When pressure mounted from outside 
the Public Health Service in the early 
1960s, the situation began to change, 
and more substantive action was taken. 
With passage of the 1971 National Can­
cer Act, a collaborative system began to 
mobilize resources in the public and pri­
vate sectors for prevention. It was not 
until 1974 that the concept of cancer 
control included a research approach. In 
its report from a 1974 conference, the 
NCI Cancer Control Working Group 
embraced developmental research as a 
key program element: 

Cancer control includes developmental 
research, i.e., the identification of new 
methods and techniques and their field 

testing and evaluation in limited 
community settings, and community 
demonstration and application 
activities, i.e., the promotion of 
community-tested cancer control 
methods and techniques to ensure their 
appropriate application and use.11(p329) 

Creation of the Smoking, Tobacco, and 
Cancer Program and the Tobacco 
Prevention and Control Strategy 

In 1981, Dr. Peter Greenwald joined 
NCI to lead the Division of Cancer Pre­
vention and Control (DCPC), and he re­
cruited Dr. Joseph W. Cullen as deputy 
director of the division. Cullen initiated 
the Smoking, Tobacco, and Cancer Pro­
gram (STCP). STCP was the focal point 
for NCI’s disease prevention and health 
promotion research activities related to 
tobacco use and cancer. The goal of the 
program was to decrease the incidence 
and mortality of cancers caused by or 
related to smoking and the use of other 
tobacco products. 

The following year, to set national 
priorities, DCPC launched a participa­
tory process (described later in this 
chapter). These activities were undertak­
en with several guiding principles in 
mind. The first is that the scientific 
method—close observation, measure­
ment, quantitative analysis, and analytic 
thought—is as important to cancer con­
trol as to basic or clinical research. The 
second is that the pursuit of excellence 
in science has priority over other consid­
erations. The third premise, wrote 
Greenwald and Cullen, is that 

we must build on our strengths, across 
the spectrum from etiology to 
treatment. We aim to integrate cancer 
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Research Precedes Interventions 

The basic philosophy guiding the develop­
ment of ASSIST and the entire cancer control 
program at NCI was straightforward. Green­
wald and Cullen concluded, 

This orderly approach should assure 
that adequate research precedes wide-
scale intervention efforts. Research and 
widescale programs must be mutually 
reinforcing. Only the coordinated 
planning and implementation of a 
cancer control research strategy will 
assure maximum yield from the dollars 
invested, maximum scientific quality of 
the activities supported, and maximum 
probability that the research effort will 
lead to nationwide public benefits. 

Source: Greenwald, P. G., and J. W. Cullen. 
1984. The scientific approach to cancer 
control. CA-A Cancer Journal for Clinicians 
34 (6): 331–2. 

control as a research effort into the 
programs of institutions across the 
country, including cancer centers, 
universities, community hospitals, 
state and local governments, and 
schools of public health.12(p331) 

They explained cancer control to be 

the reduction of cancer incidence, 
morbidity, and mortality through an 
orderly sequence from research on 
interventions and their impact in 
defined populations to the broad, 
systematic application of the research 
results. 

“Interventions” is a key word. For 
example, an epidemiologic study that 
examines an etiologic factor, but does 
not involve interceding for the benefit 
of a specific patient or the general 
public, would not be considered cancer 
control.12(p329) 

The Five Phases of Cancer Control 

This focus on cancer control, with its 
specific emphasis on interventions, provid­
ed the foundation on which the ASSIST 
project was built. DCPC developed a 
sound model that covered all the phases 
of cancer control research and provided 
a structure to guide innovative cancer 
control efforts. As a management and 
planning tool, the model was instrumen­
tal in developing NCI’s cancer control 
plans. This model of cancer control 
phases classifies research efforts accord­
ing to an organized sequence of five pro­
gressive phases from hypothesis 
development (phase I) through large-
scale demonstration projects (phase V). 
Operational criteria are applied between 
the phases to determine whether re­
search outcomes warrant a progression 
to the next phase of research. At the 
completion of phase IV, a proven inter­
vention with a demonstrated public 
health benefit in reducing cancer inci­
dence, morbidity, or mortality would be 
ready for implementation nationwide. 
(See figure 1.1.) 

The research priorities for the new 
STCP grew from a systematic, participa­
tory planning process that used state-of-
the-art reviews and consensus-
development techniques involving hun­
dreds of scientists and public health pro­
fessionals. The process was a two-part 
strategy. The first part was to study in­
tervention methods—interventions that 
were school based, community based, or 
self-help; were delivered by physicians 
or dentists; or involved the mass media. 
The second part of the strategy was to 
identify specific populations that were at 
greatest risk for developing cancer or 
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ing NCI’s STCP the largest program of 
its kind in the world. (See figure 1.2.) 

Studies Establish a Scientific Basis for 
Community-based Interventions 

By 1982, sufficient phase I and II 
studies on smoking already existed, en­
abling NCI to move directly to funding 
phase III and IV intervention studies. 
During the 1970s and 1980s, a number 
of multifactor studies of heart disease 
prevention demonstrated the potential 
impact of broad community-based pre­
vention programs and contributed to the 
knowledge base for the design of the 
ASSIST interventions. This type of re­
search contributed to the shift from a 

that were receptive to prevention ap­
proaches. These populations included 
youths, minority and ethnic groups, 
women, heavy smokers, and smokeless 
tobacco users.5 

Building on this two-part strategy, in 
1982 Cullen and other STCP staff devel­
oped an aggressive plan to decrease to­
bacco use in the United States. The 
strategy proposed a comprehensive re­
search program, initially including phase 
III and IV trials from 1982 to 1989, to 
test a variety of interventions with se­
lected populations. These trials involved 
more than 10 million people in 33 states 
across more than 200 North American 
communities. Nearly $250 million was 
spent on this systematic research, mak-

Phase I: Hypothesis Development: Synthesizes available scientific evidence to develop a 
testable hypothesis. 

Phase II: Methods Development: Characterizes the variables that must be controlled or 
monitored in subsequent studies and ensures that procedures are valid. 

Phase III: Controlled Intervention Trials: Tests the efficacy of an intervention on a group of 
individuals (case-control, cohort, or cross-sectional studies). 

Phase IV: Defined Population Studies: Measures the effects of an intervention in a sizable, 
distinct, well-characterized population. 

Phase V: Demonstration and Implementation: Applies the intervention in a community at large 
and measures the public health impact. 

Sources: Greenwald, P. G., and J. W. Cullen. 1984. The scientific approach to cancer control. CA-A Cancer 
Journal for Clinicians 34 (6): 330–1. National Cancer Institute. 1990. Smoking, tobacco, and cancer program: 
1985–1989 status report (NIH publication no. 90-3107). Bethesda, MD: U.S. Department of Health and Human 
Services (p. vi). 

Figure 1.1. National Cancer Institute’s Five Phases of Cancer Control Research 
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program to reduce heart disease in 
entire communities. After the program 
ended and at the cohort’s completion 
of high school, the smoking rate for 
adolescents in the intervention 
community was 40% lower than in the 
reference community. 15 

■ The Midwestern Prevention Project 
was another longitudinal intervention 
study that was implemented in 50 
middle/junior high schools in Kansas 
City and Indianapolis. The media-
based interventions included schools, 
media, parent and community 
organizations, and health policy 
programs that focused on resistance 
skills training and environmental 
support for not using cigarettes or 
drugs. The smoking rates for students 
in intervention schools increased 

primary emphasis on individual-based 
interventions to interventions designed 
to reach large population groups and 
helped to verify the importance of the 
community and environmental factors in 
tobacco prevention and control.5,13 The 
following examples are representative of 
pre-ASSIST community-based studies: 

■ The Stanford Three-Community 
Study, initiated in 1972, demonstrated 
the effectiveness of mass media and 
intensive face-to-face interventions in 
decreasing the number of cigarettes 
smoked per day and the risk for 
cardiovascular disease.14 

■ One study component of the 
Minnesota Heart Health Program was 
the Class of 1989 Study, which tested 
the efficacy of a smoking prevention 
intervention as one part of a larger 

Figure 1.2. The National Cancer Institute Funding for Smoking, Tobacco, and Cancer 

Source: National Cancer Institute. 1990. Smoking, tobacco, and cancer program: 1985–1989 status report (NIH 
publication no. 90-3107). Bethesda, MD: U.S. Department of Health and Human Services. 
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significantly less than those for 
students in comparison schools.16 

■	 The Australian North Coast health 
lifestyle program, “Quit for Life,” 
used a social marketing approach to 
community intervention.17 Among 
smokers who reported quitting, most 
reported that they quit smoking on 
their own, a finding that emphasized 
the importance of creating a social 
environment that encourages and 
supports self-initiated quit attempts. 

■	 The Sydney Quit for Life antismoking 
campaign used mass media to reduce 
smoking prevalence in two Australian 
cities, Sydney and Melbourne. Long-
term effects were greatest for men in 
Sydney, where smoking prevalence 
dropped 2.5% in the first 6 months of 
the intervention and continued to 
decline at a rate of 1.12% per year.18,19 

■	 The North Karelia Project, a 
comprehensive community program 
to reduce cardiovascular disease in the 
province of North Karelia in Finland, 
initiated in 1972, reduced cigarette 
smoking by men in one community. 
The study also showed lower smoking 
rates after classroom interventions 
were taught to 13- to 15-year-old 
students. The lower rates were 
attributed to the context of the 
community program in which the 
school interventions were 
implemented. The health education 
component of the project included 
introducing environmental changes 
such as heart-healthy menus in 
institutions and smoking 
prohibitions.20 

■	 The National Research Program in 
Switzerland found that light and 

A Major Shift 

“At its meeting of October 26–27, 1984, 
the Subcommittee on Smoking of the 
American Heart Association concluded 
that attaining the Surgeon General’s 
objective [a smoke-free society by the 
year 2000] requires the development 
and implementation of public policies 
designed to facilitate the transition from 
a smoking to a nonsmoking society. The 
need for public policies recognizes the 
role of the contemporary social and 
legal environment in encouraging the 
initiation and maintenance of smoking, 
and hence the need for social and legal 
steps to alter this environment to one 
supportive of a nonsmoking society.” 

Source: Warner, K. E., V. L. Ernster, J. H. 
Holbrook, E. M. Lewit, M. Pertschuk, J. L. 
Steinfeld, and E. M. Whelan. 1986. Public 
policy on smoking and health: Toward a 
smoke-free generation by the year 2000. 
Circulation 73:381A. 

moderate smokers were more likely to 
quit than were heavy smokers as a 
result of a community education 
intervention that mobilized personal 
and community resources to promote 
a healthful lifestyle. The program was 
integrated into existing local health 
and social services, and efforts toward 
individual action were supplemented 
by mass media and other community 
interventions.21 

Positive effects on the prevalence of 
cigarette smoking also were produced 
by the Community Hypertension, Ath­
erosclerosis, and Diabetes Program in Is-
rael,22 the Cardiovascular Disease 
Prevention Program in an Austrian com-
munity,23 and the Coronary Risk Factor 
Study in South Africa.24 
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From COMMIT to ASSIST 

In a conversation with Robert E. Vollinger Jr. 
(April 26, 2000), William R. Lynn, who 
served as the NCI project officer for the 
COMMIT contracts and for some ASSIST 
contracts, explained the relationship between 
the two major NCI initiatives: 

In COMMIT we were blinded to the 
outcome; we could not scientifically 
alter the intervention course based on 
outcome data. We didn’t want the 
intervention altered—it was designed 
in a controlled, clinical trial fashion. 
ASSIST and COMMIT were parts of 
the same path, with COMMIT as a 
controlled clinical trial and ASSIST as 
the demonstration project. ASSIST was 
being approved during the planning 
stages before we had the outcome of 
COMMIT. 

As of 1988, STCP had supported 60 
studies. At that time, 20% were com­
plete, but by 1991, when ASSIST was 
slated to begin, 90% would be complete, 
adding to the body of knowledge guiding 
the ASSIST interventions during its 2­
year planning stage that preceded the 5­
year implementation phase to begin in 
1993. All the studies were scheduled to 
be completed by 1992.25 

COMMIT (1986–92) was a very am­
bitious research project, designed to sig­
nificantly reduce smoking prevalence 
and to assess the effectiveness of com­
prehensive, community-based interven­
tions in helping all smokers, particularly 
heavy smokers, quit smoking and re­
main tobacco-free.26 COMMIT was a 
phase IV defined population study that 
involved 11 experimental communities 
and 11 control communities. At the 

time, this community-based focus was 
considered to be innovative and was 
based on an increasing knowledge that 

the decision to smoke takes place in a 
complex web of formal and informal 
policies and actions that reflect 
community norms and values. An 
important feature of the COMMIT trial 
is the move to a community level 
intervention designed to influence not 
only individuals, but also the broader 
social context.27(p188) 

The Rationale for a Commitment 
to the Community Approach 

These community studies provided 
several observations on which to base a 
rationale for designing and moving for­
ward on the ASSIST concept as a phase 
V intervention. First and most obvious, a 
community approach has a wider reach 
than do individual-based interventions. 
Organizing an entire community around 
a health promotion project requires that 
more people and organizations get in­
volved. Messages about behavioral 
change become widespread throughout 
the community, and it becomes difficult 
to avoid exposure to them.27 (The 
ASSIST guidelines and early documents 
frequently used the term consistent and 
inescapable cues to reinforce this point.) 

Second, a community-based approach 
can integrate interventions into the com-
munity’s institutions, thereby enhancing 
the likelihood of long-term sustainable 
change. Interventions conducted through 
community groups and with their finan­
cial support can become a permanent 
part of the local resources and services, 
extending their life beyond the period of 
federal funding. In ASSIST, this concept 
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was termed institutionalization after ex­
tensive discussion and some hesitation 
about the potential negative connotations 
of the word. 

Third, a community approach can 
cast a health issue as a public health is­
sue that affects the entire population 
rather than as a problem of individuals. 
This approach considers health behavior 
such as smoking within a social context 
and builds on the principles that large-
scale change requires a change in the so­
cial context and that change is more 
likely to occur when the people affected 
by a particular problem are defining the 
problem and are engaged in solving it. 
Partnership and collaboration among 
multiple organizations are essential to 
success. Community members must be 
involved throughout the whole project, 
and they must have significant decision-
making authority. 

A fourth observation emerged during 
the early years of ASSIST and became 
fundamental to the interventions. Evi­
dence had accumulated showing that an 
effective way to reduce tobacco use is to 
promote a tobacco-free norm through 
public and private policies that pose bar­
riers to the marketing, purchase, and use 
of tobacco—for example, cigarette taxes, 
restrictions against smoking in the work­
place, and placement of tobacco ads. 
(See chapter 6 regarding the ASSIST fo­
cus on policy interventions.) 

The American Cancer Society 
as a Partner 

NCI recognized the value of a com-
munity-based approach in changing the 
social and physical environment to 

support a tobacco-free norm and sought 
the best mechanisms for implementing 
ASSIST as a multilevel, national-state-
community-based intervention. A com-
munity-based intervention at the local 
level is sometimes best implemented and 
sustained when a key leadership role is 
assumed by a private-sector partner—es-
pecially a voluntary organization with 
links to local chapters. Given the coali­
tion nature of the ASSIST project and 
the strong focus on policy change, NCI 
would need a strong private partner to 
make the project fully successful. 

ACS, as a nonprofit voluntary health 
organization, had consistently been on 
the frontline of tobacco prevention and 
control efforts. ACS viewed the ASSIST 
concept as an opportunity to further en­
gage in activities to reduce tobacco use 
and cancer. ACS was willing to join NCI 
as a partner in ASSIST, an arrangement 
that would establish a unique partner­
ship between a government agency and 
a voluntary organization. In fact, ACS 
approached NCI and asked, as phrased 
by Cullen: 

“How come we are not doing this with 
you?” And we said, “Well, why not?” 
So, I give the credit to the American 
Cancer Society for opening this door, 
and I think it is a door that is of 
immense importance because of the 
number of people who can get to what 
I like to call the fabric of America.25(p230) 

Clearly it was important for ACS to 
be a strong partner in this initiative, and 
partnership would provide ACS with 
valuable visibility. At the same time, 
NCI was aware of the importance of bal­
ancing its need for a partner with the in­
terests of other health organizations that 
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wanted to be involved. However, NCI 
needed a primary partner that would 
make a commitment of the magnitude 
that ACS was offering. Together, NCI and 
ACS, working with state health depart­
ments and their coalitions, could provide 
critical leadership for individuals at the 
state and local levels to organize their 
communities to achieve policy and envi­
ronmental changes for tobacco control. 

Approval Is Sought 

To proceed with the ASSIST concept as 
a major phase V demonstration 

project derived from the effective inter­
ventions in the previous phases, STCP 
had to have approval from DCPC’s 
Board of Scientific Counselors. This out­
side technical scientific review group 
had to endorse all new initiatives before 
they could go forward for NCI funding 
approval and allocation. NCI staff mem­
bers realized that much of the future of 
tobacco prevention and control efforts 
was at stake and that they needed to 
present a strong, science-based rationale 
to convince the board of the merits of 
this bold undertaking. Failing to win the 
board’s approval would seem to make all 
the models of sound scientific theory 
meaningless. With these realizations, 
NCI staff presented the ASSIST project 
to the board on Friday, October 7, 1988. 

Dr. Joseph W. Cullen, representing 
STCP, and Dr. Harmon J. Eyre, repre­
senting ACS, made the principal presen­
tations to the Board of Scientific 
Counselors and outlined the history of 
STCP and NCI and selected intervention 
trials that had already been funded. 
Cullen provided the history, context, and 

rationale for the project. He also ex­
plained the proposed, unprecedented ar­
rangement between ACS and NCI. 
Although NCI was quite familiar with 
funding scientific research grants, it had 
no track record of partnering with volun­
tary health organizations. To explain and 
to reassure this board of scientists about 
this new model for demonstrating tobac­
co prevention and control programs, he 
used the metaphor that NCI cannot do 
tobacco prevention and control without 
an army and that ACS could provide this 
army because it had 3,400 units, 57 divi­
sions, and 2,000,000 volunteers. Cullen 
said that these large numbers would be 
required as NCI moved from science to 
public health application.25(p231) 

Anticipating questions about why 
STCP was seeking approval in 1988 for 
a project that was not expected to begin 
until 1991, Cullen explained that 
ASSIST was a very large demonstration 
project, requiring many coalitions and a 
great amount of complex planning. In 
addition, approval from the ACS Board 
was necessary, though the ACS Execu­
tive Committee had already endorsed the 
concept. 

Donald R. Shopland, one of the key 
NCI staff working on ASSIST in the ear­
ly phase, emphasized the importance of 
the coalition model: 

First of all, we have to recognize that 
tobacco control is both too large and 
too complex an issue for any one 
organization to address independently. 
Coalitions are, also, the best vehicle 
for tobacco control because they serve 
very useful functions . . . they allow for 
comprehensive planning of the 
interventions.25(pp243–4) 
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Shopland pointed out that compre­
hensive tobacco prevention and control 
required active participation of all inter­
ested parties in a community or a state 
in a coordinated manner, that diverse 
groups must be involved in both the 
planning and delivery of the interven­
tion, and that these coalitions are impor­
tant because they build on existing local 
resources and “promote a sense of local 
ownership of the project.”25(p244) 

A number of questions focusing on 
the scope of the project and its manage­
ment structure and mechanisms were 
raised and answered at the board meet­
ing. Dr. Kenneth E. Warner, an experi­
enced tobacco researcher, took issue 
with a reference to a smoke-free genera­
tion and recommended adopting termi­
nology (e.g., tobacco free) that would be 
more inclusive and reflect a broader 
scope. He expressed concern about the 
potential for segmentation of the health 
community by the exclusive focus on 
cancer—tobacco use also causes heart 
disease, chronic obstructive lung dis­
ease, and many other health problems. 
He commended the American Cancer 
Society, the American Heart Associa­
tion, and the American Lung Association 
for forming the Coalition on Smoking 
OR Health, a major step in collaboration 
among three of the most powerful vol­
untary health organizations in the nation. 
He raised the potential problem of nam­
ing a single primary partner in states 
where one of the other health voluntaries 
is the strongest tobacco prevention and 
control organization. (In fact, this issue 
of primary partners persisted throughout 
ASSIST.) Warner also emphasized the 
importance of including an evaluation 

component at the outset and raised ques­
tions about the wisdom of proceeding 
with ASSIST before all data from the 
COMMIT trials were analyzed. 

Cullen acknowledged that these were 
difficult issues that had been raised, but 
he addressed them to the satisfaction of 
the board. He explained that to sustain 
the momentum of NCI’s tobacco preven­
tion and control efforts, STCP wanted to 
begin ASSIST before results were avail­
able from COMMIT. The ASSIST site 
analyses and planning would already be 
underway while analyses of the COMMIT 
data were being completed. A readiness 
would be established for ASSIST’s im­
plementation phase to be immediately 
informed by results and lessons learned 
from COMMIT during ASSIST’s imple­
mentation of interventions.28,29 To re­
solve the problem of segmenting the 
health community, he suggested building 
a model that would involve other health 
and community groups in the coalitions. 
Eyre also brought up this issue in his re­
marks and referred to the Rocky Moun­
tain Tobacco-Free Challenge, a regional 
coalition of eight states, formed by the 
directors of health education of each 
state. The coalition annually assessed 
progress in tobacco control with specific 
measures of policy change, new pro­
grams, coalition development, national 
data surveys, and others. Eyre noted that 
each of the eight states already had coa­
litions that involved the major health or­
ganizations. He said that the coalitions 
were evolving and finding solutions— 
for example, they found ways to deal 
with the issue of who has the lead role. 
In fact, this process of evolving was to 
become the experience in many states 
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Concerns and Issues Expressed to the 
Board of Scientific Counselors 

■ Broaden the terminology to tobacco free. 
■ Avoid segmenting the public health 

community by disease categories. 
■ Involve all in coalitions. 
■ Prevent alienation of other voluntary 

organizations as a reaction to the ACS 
partnership. 

■ Clarify the different roles of NCI and ACS. 
■ Prepare for the lack of administrative 

experience in contracting with state 
departments of health. 

■ Include an evaluation design from the 
beginning. 

throughout the life of the ASSIST 
project. To promote collaboration, the 
ACS leaders had already met with the 
chief executive officers of the American 
Heart Association and the American 
Lung Association. 

Dr. William Darrity asked why con­
tracts, not grants, would be awarded, and 
Cullen responded that awarding funds as 
contracts to the state health departments 
would retain NCI’s legal responsibility 
to manage the funds: 

The reason for the contract is that I 
cannot imagine that a grant would ever 
work here because we would have no 
control over it. People could do what 
they wanted. It would be the end. We 
would give up the money, and we 
would run into nothing but difficulties 
in dealing with problems and 
negotiations and difficulties that 
developed.25(p274) 

A benefit of the contract mechanism 
rather than the grant mechanism later 
became apparent once the ASSIST 
project was underway. In contrast to the 

grant mechanism, the contract required 
that the states agree to specific deliver­
ables. By having these deliverables built 
into the funding commitment, NCI was 
able to maintain consistency and the 
states were able to resist the pressures of 
individuals who might have been politi­
cally motivated. 

The funding arrangement between the 
states and NCI would require ongoing 
discussion throughout the duration of 
the project. However, the benefits of 
making the awards to state health de­
partments were recognized. The states 
were to channel a significant portion of 
the funds to local organizations and to 
various subcontractors who would be 
members of the coalitions and who 
would be involved in delivering the in­
terventions. 

ACS would have a clear responsibili­
ty as a resource to the states regarding 
activities focused on policy issues. Leg­
islation and policy go hand in hand, and 
ACS had the ability to lead legislative 
efforts. ACS was preeminent in its abili­
ty to effect state and national policy 
changes and would continue to do so in 
pursuit of public health goals for pre­
venting tobacco use. 

After the discussion ended, the Board 
of Scientific Counselors approved the 
concept as proposed and unanimously 
recommended funding for the ASSIST 
project. 

Readiness to Go Forward 

D espite the scientific, organizational, 
political, and other challenges to un­

dertaking an innovative initiative of such 
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scope as the proposed ASSIST project, 
NCI was ready to undertake the project. 
Fundamental factors that motivated STCP 
staff and NCI are listed below. 
■	 Tobacco is the number one 

preventable cause of death in the 
United States. 

■	 Tobacco is responsible for more than 
one-third of all cancers. 

■	 Leaders with perseverance were 
committed to implementing a new 
approach to tobacco control. 

■	 NCI had been conducting trials and 
funding tobacco prevention and 
control research for many years—the 
time had come to build and to test a 
phase V demonstration project based 
on the findings generated from years 
of research. 

■	 The time was right for a major shift— 
to change the way tobacco prevention 
and control efforts were conducted in 
the United States from interventions 
focused on individuals to a 
population-based, public health 
approach. 

This historical context built on the 
foundation provided in the first NCI to­
bacco monograph, Strategies to Control 
Tobacco Use in the United States: A 
Blueprint for Public Health Action in the 
1990’s: 

The NCI’s Smoking and Tobacco 
Control Program has operated under 
the philosophy that research, in and of 
itself, is not capable of producing 
large-scale national change in smoking 
prevalence rates. It was recognized 
from the outset that there must be a 
concerted effort to systematically and 
comprehensively apply the knowledge 
gained from the intervention trials. 

Thus, from its inception, the STCP has 
continually used information from 
such studies to plan the next steps for 
implementation of a national strategy 
to significantly reduce smoking in the 
1990’s.30(px) 

Having the approval to go ahead with 
the ASSIST project, NCI’s next task was 
to clearly define the essential principles, 
or standards, of the conceptual frame­
work that would be described in a re­
quest for proposals to conduct 
comprehensive tobacco prevention and 
control interventions. 
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