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Introduction 
The Centers for Disease Control and Prevention (CDC) defines comprehensive cancer 
control (CCC) as “an integrated and coordinated approach to reducing cancer 
incidence, morbidity, and mortality through prevention, early detection, treatment, 
rehabilitation, and palliation” (CDC Web site). Since 1994—working with state 
cancer control staff and other interested parties—the CDC has promoted CCC as a 
means to reduce the burden of cancer in the United States. 

CCC stresses an integrated and coordinated approach in which state health 
departments work with experts on the local, state, and national level to develop and 
implement CCC plans. The CDC supports the development of state cancer plans 
financially and through the provision of expert advice. A CDC report titled Guidance 
for Comprehensive Cancer Planning is based on the recent experiences of several 
states engaged in CCC planning. In June 2003, the CDC significantly expanded their 
funding of state cancer planning efforts, bringing the number of funded CCC 
capacity-building programs to 51. During the summers of 2002 and 2003, the 
National Dialogue on Cancer’s state tobacco funding task force surveyed each of the 
50 states and the District of Columbia to determine each state’s progress in 
developing a CCC plan. Once state narratives were written, each state was given a 
chance to review its state narratives and make comments about its state cancer control 
plan. The task force was particularly interested in how each state addressed the issue 
of tobacco prevention in its plan. 

Tobacco use is responsible for 400,000 premature deaths each year in the United 
States. It is the leading risk factor for lung cancer, has been linked to several other 
cancers, and places a severe financial burden on society. Direct health care expenses 
alone cost $75 billion annually. The results of the survey were gathered through 
comprehensive searches of state health department Web sites and, when needed, 
conversations with representatives from each state; these results are presented in this 
report. Information related to tobacco use and control strategies are highlighted. Each 
state was given an opportunity to review and comment on the section of the report 
that relates to its comprehensive cancer plan. 

Through November 10, 2003, 24 states had completed CCC plans, and 4 states were 
scheduled to complete or revise their previous plans by the end of the year. All 
completed CCC plans address tobacco use and prevention, though with varying 
degrees of specificity.  
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Alabama 
Alabama’s cancer plan entitled the “Alabama Comprehensive Cancer Control Plan, 
2001-2005” by the Alabama Comprehensive Cancer Control Coalition, published in 
2001, includes a tobacco section. The plan’s tobacco-related goal is to reduce the 
percent of Alabamians who use tobacco products. More specifically, the state—as 
stated in its cancer plan—desires to reduce the proportion of adults 18 years and older 
who use tobacco products from 25% to 21% by 2005. Moreover, the plan aims to 
reduce the proportion of youth 17 years and younger who use tobacco products from 
31% to 26% by 2005. 

Objectives 
1. Decrease illegal tobacco sales to minors by reducing the number of successful 

attempts to purchase tobacco.  

Strategies 

• Increase educational efforts about tobacco sales laws and the consequences of 
the laws.  

• Continue to educate clerks who sell tobacco products about tobacco laws and 
noncompliance. 

2. Increase awareness about the danger of tobacco use by youths. 

Strategy 

• Identify tobacco education curriculums currently in use in model school 
systems and promote statewide use of such programs. 

3. Provide support for tobacco users who are trying to quit. 

Strategies 

• Increase the number of smoking cessation programs for Alabama school-aged 
youth. 

• Increase access to tobacco cessation programs for adults. 

• Increase the proportion of primary care and oral health providers who 
routinely advise cessation and provide assistance and follow up for all of their 
tobacco-using patients. 

• Develop and conduct training for health professionals through satellite 
conferences. 
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• Expand community health advisors (CHAs) training to include information 
provided by the American Cancer Society (ACS) and the Cancer Information 
Service (CIS) regarding smoking cessation programs and information on the 
health effects of tobacco use. 

4. Support policy changes and legislative efforts to reduce the use of tobacco 
products. 

Strategies 

• Act as an information resource for tobacco pattern use, state and local policy 
issues, and tobacco-related cancers for communities wishing to enact or 
enhance clean indoor air legislation. 

• Promote reimbursement for cessation counseling and medication aids. 

Alaska 
As of November 10, 2003, Alaska is in the planning stages of updating its existing 
cancer plan. According to the state’s cancer program manager, they were recently 
awarded CDC funds, had a large partnership meeting in June, and are starting to form 
workgroups to deal with specific issues. Alaska’s existing plan is dated 1994; this 
plan addresses tobacco as a major focus of cancer prevention. During the current 
planning phase, as further evidence of a coordinated and integrated approach, the 
state’s Tobacco Control Program will be developing its own strategic plan within the 
Cancer Prevention Workgroup process. 

Arizona 
As of November 10, 2003, Arizona received money from the CDC for CCC planning, 
and the state’s Cancer Control Group has been meeting on a quarterly basis. The 
group would like to have a plan completed by sometime next year. 

Arkansas 
Arkansas’ cancer plan entitled “The Arkansas Cancer Plan, 2001-2005: A Framework 
for Action” by the Arkansas Cancer Control Taskforce, dated November 2001, 
contains a discussion of tobacco. The state’s first tobacco-related goal, as written in 
the plan, is to reduce the proportion of Arkansans who use tobacco products (goal 
5 of the plan). The plan’s goals and objectives extend through 2005. 

Objectives 
1. Reduce the proportion of youths who have used tobacco products to 32% by 2005 

(listed as objective 5.1 in the plan). 
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2. Reduce cigarette smoking among pregnant women to 20% by 2005 (listed as 
objective 5.2 in the plan). 

3. Reduce the proportion of Arkansas adults 18 years and older who smoke 
cigarettes to 20% by 2005 (listed as objective 5.3 in the plan). 

Strategies 

• Implement effective community-based programs statewide that engage youths 
in developing and implementing tobacco-control interventions and that 
include teacher training and parental involvement. 

• Implement evidenced-based curricula identified through CDC’s Research to 
Classroom project, and promote comprehensive school health education. 

• Promote and assist schools in adopting and enforcing tobacco-free policies. 

• Provide accessible, affordable, and proven cessation programs for youths, 
adults, and pregnant women. 

• Continue to implement a statewide media campaign to counter protobacco 
influences and increase prohealth messages. 

• Enforce laws that restrict minors’ access to tobacco products. 

• Implement health care provider-based education and patient counseling 
programs for pregnant women. 

• Promote governmental and voluntary policies to encourage clean indoor air, 
restrict access to tobacco products, provide insurance coverage for treatment, 
and support other policy objectives. 

• Establish a statewide telephone cessation help line, increase availability of 
effective cessation programs, and promote policies that cover treatment of 
tobacco use under public and private insurance. 

• Encourage businesses to prohibit the use of tobacco products on their 
premises. 

• Encourage employers to offer no-cost tobacco use cessation programs to their 
employees. 

• Encourage health and life insurance companies to reduce the cost of premiums 
for Arkansans who do not use tobacco products. 

• Provide training to health care professionals on effective tobacco use cessation 
and control methods and materials. 

The plan’s second goal is to encourage adoption and enforcement of clean indoor 
air laws, ordinances, and policies (goal 6 of the plan). 
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Objectives 
1. Increase city/council ordinances and make reports available by December 2002 

(listed as objective 6.1 in the plan). 

Strategies 

• Implement community-based, tobacco-prevention and tobacco-control 
programs statewide that engage local organizations, schools, youths, parents, 
enforcement officials, community and business leaders, and health care 
providers. 

• Promote governmental and voluntary policies to promote clean indoor air, 
restrict access to tobacco products, provide insurance coverage for treatment, 
and other policy objectives. 

2. Eliminate involuntary public exposure to environmental tobacco smoke (ETS) for 
all Arkansas citizens (listed as objective 6.2 in the plan). 

Strategies 

• Promote state and local policies, including voluntary policies that restrict 
smoking in all public places. 

• Increase awareness of the harmful effects of ETS to children exposed in 
schools, daycare facilities, homes, automobiles, and public places. 

• Increase enforcement and monitor compliance with existing indoor air laws. 

California 
As of November 10, 2003, California is close to finishing its CCC plan. The draft 
sections were due in July, and a complete draft was anticipated in August. The CCC 
contact said the cancer group hopes to publish the report by November 2003. 

Colorado 
Colorado’s cancer control plan entitled “Colorado Cancer Control Plan 2005,” by the 
Colorado Cancer Coalition, updated in 2000, has a subsection in the Prevention 
section on tobacco use with objectives and strategies. The section opens with a 
discussion on lung cancer and links the disease with tobacco use, citing that 
“avoidance of tobacco use is the key to reducing lung cancer morbidity and 
mortality.” Colorado’s current plan extends through 2005. 
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Objectives 
1. Institute a statewide program that meets the midrange CDC programmatic funding 

standards to reduce the impact of tobacco and secondhand smoking in Colorado 
by 2005 (listed as objective 1.5 in the plan). 

Strategies 

• Educate Colorado legislators and other policy makers on the efficacy of 
comprehensive tobacco prevention and education in reducing health care 
costs, increasing tourism and business revenue, and creating a healthy, more 
desirable state in which to live and do business. 

• Advocate specifically for increased funding for comprehensive tobacco-
control programming at the state level. 

• Utilize data collection and evaluation techniques, and educate policy makers 
on the success of current comprehensive tobacco control programming in 
Colorado and the continued good stewardship and vital necessity of 
supportive funding. 

2. Reduce the prevalence of adult regular smokers to 15% by 2005 (listed as 
objective 1.6 in the plan). 

Strategies 

• Promote governmental and voluntary policies to promote clean indoor air. 

• Increase public knowledge of the need to increase Colorado’s tobacco tax as a 
method by which to reduce smoking prevalence. 

• Promote policies that cover treatment of tobacco use under public and private 
insurance. 

• Support and promote “train-the-trainer” programs to teach health care 
providers how to offer tobacco cessation interventions and referrals to their 
patients who use tobacco. 

• Support the efforts of the Colorado State Tobacco Education Prevention 
Partnership (STEPP) project, which has developed tobacco-use reduction 
objectives targeted to community groups, worksites, schools, and health care 
settings. 

• Promote the use of the Colorado QuitLine and QuitNet, free telephone and 
Internet resources for individualized cessation counseling. 

• Support initiatives of the Colorado Women and Tobacco Coalition to increase 
cessation and knowledge of the special effects of tobacco use on Colorado 
women. 
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• Support and promote a statewide, targeted, media campaign to counteract the 
messages that encourage Coloradoans to use tobacco products. 

• Increase enforcement and monitor compliance with existing clean indoor air 
laws and ordinances. 

• Increase the awareness of cessation resources available in the state. 
3. Reduce the prevalence of youths, grades 9-12, who are reporting smokeless 

tobacco use to 5.1% by 2005 (listed as objective 1.7 in the plan). 

Strategies 

• Increase public support for policies that eliminate youths’ access to tobacco 
and the tobacco industry’s access to youths. 

• Support and promote the activities of the local American Lung Association, 
ACS, and the STEPP project to reduce tobacco use by adolescents. 

• Support the activities of the Advisory Council on Adolescent Health at the 
Colorado Department of Public Health and Environment to create and 
implement effective cessation programs targeting adolescents, and to monitor 
and enforce tobacco access laws for minors. 

• Increase the number of schools with grades K-12 that are in full compliance 
with the Colorado Tobacco-Free Schools Bill. 

• Increase public support for policies that ban advertising and promotion of 
tobacco products aimed at adolescents. 

• Increase the number of schools with grades K-12 that offer a comprehensive 
school health-education program, including tobacco use prevention. 

4. Reduce the prevalence of youths, grades 9-12, who report being current smokers 
to 19% by 2005 (listed as objective 1.8 in the plan). 

Strategies 

• Support and promote the activities of the local American Lung Association, 
ACS, and State Tobacco Education Prevention Partnership to reduce tobacco 
use by adolescents. 

• Support the activities of the Advisory Council on Adolescent Health at the 
Colorado Department of Public Health and Environment to create and 
implement effective cessation programs targeting adolescents, and to monitor 
and enforce tobacco access laws for minors. 

• Increase support for policies that eliminate youths’ access to tobacco and the 
tobacco industry’s access to youths. 

• Increase public support for policies that ban advertising and promotion of 
tobacco products aimed at adolescents. 
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• Increase the number of schools with grades K-12 that offer a comprehensive 
school health-education program, including tobacco use prevention. 

• Increase the number of schools with grades K-12 that are in full compliance 
with the Colorado Tobacco-Free Schools Bill. 

5. Reduce cigarette smoking among pregnant women in the last 3 months of 
pregnancy to 10% by 2005 (listed as objective 1.9 in the plan). 

Strategies 

• Implement health care provider-based education and patient counseling 
programs to increase usage of QuitLine and QuitNet resources available to 
pregnant women. 

• Continue to support QuitLine and QuitNet, and other programs that provide 
accessible, affordable, and proven cessation programs statewide for pregnant 
women and women of childbearing age. 

• Support education and awareness campaigns, and organizations such as the 
Colorado Women and Tobacco Coalition. 

• Promote free, phone-based and Internet-based cessation and counseling 
services such as the Colorado QuitLine and QuitNet to expectant mothers and 
women of childbearing age who use tobacco products. 

Connecticut 
As of November 10, 2003, Connecticut’s most current cancer control plan is entitled 
“Connecticut Cancer Control Plan 2001-2004.” This existing plan is currently being 
updated, and will probably be completed by late 2003 or early 2004. In its section on 
lung cancer, it has several tobacco-related goals.  

The first goal is to reduce the initiation of tobacco products by youths. 

Objectives 
1. Increase awareness of the dangers of tobacco use by youths. 

2. Reduce access to tobacco products by youths. 

3. Increase the number of youths that never start smoking. 

4. Change social norms about smoking. 

Strategies (interventions in the plan) 

• Include effective educational curricula and peer-driven programs in schools 
with grades K-12 and communities that focus on tobacco-use prevention. 
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• Distribute appropriate prevention messages through existing youth-oriented, 
community-based channels, such as organized athletics, youth councils, and 
scouts. 

• Work with local authorities to conduct merchant and community education 
programs. 

• Work with law enforcement agencies to reduce illegal tobacco sales and 
distribution of tobacco products. 

• Raise the price of tobacco enough to give smokers a financial incentive to quit 
and to arrest the onset of youth smoking. 

• Conduct mass media campaigns that educate youths about the dangers of 
cancer and tobacco use, and encourage youths to be smoke free. 

• Prohibit the use of tobacco on school property and at school-sanctioned 
programs. 

The plan’s second goal is to increase the rate of effective cessation among 
tobacco users in Connecticut who want to quit the use of tobacco. 

Objectives 
1. Provide support for tobacco users who want to quit. 

2. Target interventions toward high-risk smokers such as ethnic minorities and 
pregnant women. 

Strategies 

• Work with communities to carry out effective, community-based, incentive-
driven, cessation programs for tobacco users who want to quit. 

• Increase awareness of cessation resources in each community. 

• Encourage support for tobacco users who want to quit by providing smoking 
cessation programs and incentives in Connecticut worksites. 

• Develop activities to increase the number of health care providers who 
counsel patients to quit smoking through training of health care practitioners. 

• Mandate that all health insurers, including Medicaid, cover the cost of 
cessation counseling and cessation products—both nicotine and nonnicotine 
based. 

• Establish a telephone call line to support tobacco users who want to quit. 

• Increase access to cessation programs in substance-abuse facilities. 

• Reach out to high-risk women, including pregnant women, through the 
Women, Infants, and Children program and prenatal facilities. 
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The plan’s third goal is to eliminate environmental risk factors for lung cancer 
including tobacco smoke. 

Objective 
3. Increase the proportion of schools, restaurants, daycare centers, malls, and 

worksites with tobacco free-environments. 

Strategy 

• Work with legislators to enact a comprehensive clean indoor air law that 
prohibits smoking or limits smoking to separately ventilated areas. 

Delaware 
Delaware’s current cancer control plan entitled “Turning commitment into Action: 
Recommendations of the Delaware Advisory Council on Cancer Incidence and 
Mortality,” dated April 2002, has a section on tobacco use and prevention that 
includes objectives and strategies. This section begins with a short paragraph on why 
Delaware needs to reduce tobacco use. Some of the stated objectives from the report 
have been achieved as of October 2003. 

“Tobacco related cancers account for more than one third of all the cancers in 
Delaware. Delawareans smoke at a higher rate than people in 22 other states. Tobacco 
smoke affects smokers and non-smokers, and cancer is only one of many health 
problems caused by tobacco. Delaware has recently increased its tobacco control 
spending by more than five times, but there are still actions we can take that will help 
protect us from the effects of tobacco.” 

Objectives (What Can Be Done section in Delaware’s CCC plan) 
1. At a minimum, fund comprehensive statewide tobacco-control activities at $8.6 

million (CDC-recommended minimum). 

Strategies 

• Educate members of the Delaware Health Fund Advisory Committee 
regarding the need for adequate funding in order to achieve the desired results. 

• Create increased public demand for a fully funded, tobacco-control program 
using polling and public awareness activities. 

• Advocate for Health Fund allocations at CDC-recommended funding levels. 

• Report to the public on the use of tobacco funds. 

• Fund tobacco-control activities at the CDC-recommended minimum. 
2. Strengthen, expand, and enforce Delaware’s Clean Indoor Air Act to include 

public places and work space environments. 
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Strategies 

• Advocate passage of a strong “antiexposure to ETS” law (Senate bill number 
99).  

• Mobilize the support of governmental offices and other resources in support 
of relevant data gathering and dissemination. 

• Continue ETS media and educational campaigns. 

• Continue grassroots support efforts begun in 2001. 

• Begin public polling to assess public support for proposed legislation. 

• Communicate with those opposed to new legislation to ensure correct 
information and understanding.  

• Enforce any passed ETS laws. 
3. Strongly endorse, coordinate, and implement the action plan recommendations 

presented in “A Plan for A Tobacco Free Delaware”. 

Strategies 

• Increase visibility of support for current plan actions/activities. 

• Conduct activities outlined in the plan. 

• Continue process, impact, and outcome evaluation of plan goals and 
objectives. 

4. Formally adopt, implement, and enforce the CDC Model School Policy for 
tobacco control in all Delaware schools. 

Strategies 

• Re-educate school leadership regarding the content and merits of the CDC 
Model School Policy. 

• Obtain administration’s support for model policy adoption. 

• Draft legislation requiring model adoption. 

• Implement the model (including education and enforcement components). 
5. Expand and sustain a comprehensive public awareness campaign on the health 

risks of tobacco use and support resources available to help quit smoking. 

Strategies 

• Conduct a high-profile media campaign. 

• Maintain and enhance integrated cessation services. 
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• Formulate and coordinate consistent messages to be delivered by all 
stakeholders (materials development). 

• Significantly expand QuitLine services. 
6. Increase the excise tax on tobacco products to $0.74 and seek to identify other 

potential funding sources to support tobacco-control and cancer-control efforts. 

Strategies 

• Draft legislation to increase existing excise tax by $0.50 per pack. 

• Seek legislative and administrative support, and identify sponsor for the bill. 

• Ensure that funds are directed to the Delaware Health Fund with a major 
portion going to tobacco control, cancer control, and other chronic diseases. 

• Conduct community polling. 

• Implement a grassroots awareness/support campaign. 

• Conduct a public awareness campaign. 

• Educate the General Assembly. 

• Pass legislation that increases the excise tax.  

District of Columbia 
As of November 10, 2003, the District of Columbia is in the process of drafting a 
CCC plan with CDC funds. The CCC contact anticipated that a draft of the plan will 
be ready by January 2004. The plan will use the objectives from the DC Healthy 
People 2010 Plan. 

Florida 
As of November 10, 2003, Florida’s statewide cancer plan is currently in the final 
stages of revision. The CCC contact hoped to have the updated plan available to the 
public in the near future. The Florida Comprehensive Cancer Control Initiative at the 
University of Miami has also created four regional cancer plans for different parts of 
Florida. 

The excerpts below are from the state’s 1999 plan. The tobacco section, entitled 
“Tobacco-Related Cancers,” spans 15 pages. The overall goal, as stated in the plan, is 
to reduce the use of tobacco products, particularly among youths, and reduce 
exposure to secondhand smoke. The section discusses lung cancer’s toll on 
Floridians; smoking and ETS are among the listed risk factors of lung cancer. The 
section also speaks about oral and laryngeal cancers and lists tobacco (smokeless) as 
a risk factor.  
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In the plan, the objectives listed below are written as “recommendations.” 

Objectives 
1. Continue and enhance efforts to prevent youths from using tobacco products 

through education and media campaigns.  

Strategies 

• Expand the scope of school-based tobacco education to include all tobacco 
products, particularly smokeless tobacco. Amend Section 232.246(I), under 
General Requirements for High School Graduation, to include “the hazards of 
smoking and using smokeless tobacco” as part of the life management skills 
curricula. 

• Strongly enforce vendors’ compliance with youth access laws, eg, expand the 
Department of Business and Professional Regulation’s “sting” operations. 

• Ensure that youth-oriented tobacco education and smoking cessation programs 
are available for minors who are in violation of the youth tobacco possession 
laws. 

2. The Tobacco-Free Florida Coalition, the Tri-Agency Coalition for Smoking OR 
Health, and others should continue to enhance efforts to reduce smoking among 
youths through statewide educational programs, media campaigns, and local 
initiatives. 

3. Maintain state funding for surveillance activities, eg, the Behavioral Risk Factor 
Surveillance System, to monitor smoking behaviors and evaluate anti-tobacco 
programs. 

4. Increase the state excise tax on cigarettes and tobacco products, and allocate a 
portion of the revenues for tobacco-prevention programs, research on the health 
effects of tobacco use, or tobacco-related, health-promotion activities through the 
Department of Health. 

5. Strengthen the Florida Clean Indoor Air Act. 

Strategies 

• Expand the act to further restrict smoking in restaurants, and remove the 
preemption clause so that counties can pass stricter regulations. 

• Ensure that the Department of Health has adequate funding to carry out 
educational and enforcement activities relating to the Florida Clean Indoor Air 
Act. 
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• Educate the public about the dangers of ETS. For example, incorporate the 
message into media campaigns, the life management skills curricula and other 
school-based programs, and into educational efforts sponsored by the 
Department of Health, the Tobacco-Free Florida Coalition, the Tri-Agency 
Coalition for Smoking OR Health, and others. 

6. Nicotine replacement therapy and smoking cessation programs should be 
available to every Floridian, regardless of ability to pay, either as a required 
benefit of health insurance plans, or through the Department of Health county 
public health units, volunteer organizations, and community-based programs. 

7. The Department of Health should continue to allocate federal Preventive Health 
and Health Services Block Grant funds for prevention of tobacco-related cancers, 
eg, enforcement of the Florida Clean Indoor Air Act, public education programs, 
enhancement of the Florida Cancer Data System, and collection and analysis of 
data from the Behavioral Risk Factor Surveillance System. 

8. If current federal funding for tobacco-prevention programs is converted to a block 
grant allocation, the Department of Health and the Agency for Health Care 
Administration should ensure that the state allocates sufficient funding to, at a 
minimum, maintain the current level of activity. 

Georgia 
Georgia’s current cancer plan entitled “Strategic Plan, Georgia Cancer Coalition,” by 
the Georgia Cancer Coalition, dated May 2002, has 5 goals. While none of these 
goals, objectives, and strategies specifically outlines plans to address tobacco as it 
relates to cancer, the plan does discuss tobacco in its Impact of Cancer in Georgia and 
Steps to Reduce Mortality sections.  

In its discussion of lung cancer, the plan states “smoking is the leading cause of 
preventable death in Georgia and in our nation. Tobacco use accounts for almost 30 
percent of all cancer deaths and 87 percent of all lung cancer cases in Georgia.” It 
proceeds to discuss increases and decreases in smoking rates from 1984 to 1999.  

The lung cancer section concludes by emphasizing the importance of reducing 
tobacco use to decrease lung cancer mortality. Reasons the authors of the plan give 
for why a reduction in tobacco use is crucial include: “There is no effective way to 
routinely screen for lung cancer,” and “symptoms often do not appear until the 
disease is more advanced.” 

From that point forward, tobacco/smoking is mentioned sporadically throughout the 
plan. The plan has goals, objectives, and strategies that deal with prevention of cancer 
in general, but do not deal with tobacco use and prevention specifically. 
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Hawaii 
As of November 10, 2003 Hawaii has a strategic plan in draft form entitled “No More 
Cancer” with 8 objectives, possibly inclusive of tobacco use and prevention. The 
Department of Health and other stakeholders from the community started meeting last 
October and have had four planning meetings thus far. The “action plan” will be the 
final product, and they hope to begin implementation in the fall of 2004. 

Idaho 
As of November 10, 2003, Idaho does not have a state cancer control plan. The state 
Department of Health and Welfare is interested in pursuing such a plan, but has been 
unable to locate the necessary funding. 

Illinois 
In spring 2003, the Illinois Department of Public Health charged the Illinois 
Comprehensive Cancer Control Partnership to begin a strategic planning initiative to 
develop a 5-year state plan to reduce the burden of cancer in Illinois. The Illinois 
Cancer Control Partnership identified tobacco-related cancers as a priority for its 
strategic plan. A workgroup was established to identify objectives and strategies to 
address tobacco as a risk factor for cancer. It is expected that the plan will be 
completed by spring 2004.  

In 1999, Illinois developed a framework for cancer control entitled “Moving Forward 
with Cancer Prevention and Control: An Illinois Framework for Action.” This plan 
did discuss tobacco in its Risk Factors for Cancer and its Priorities for Cancer 
Prevention and Control sections. This plan communicated “tobacco is a leading 
external, modifiable cancer risk factor.” In this plan, tobacco use was linked with 
more than just lung cancer. It was linked with cancers of the kidney, bladder, and 
pancreas, among others. The plan talked about tobacco’s toll in Illinois, its 
prevalence, and secondhand smoke/ETS.  

In the plan, objectives are listed as “priorities,” and it lists “activities” under its 
strategies. 

Objectives 
1. Promote early intervention in the schools as a primary measure to prevent and 

control cancer, with a special emphasis on youth tobacco-use prevention.  
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Strategies 

• Ensure that child and youth tobacco-use prevention and control is a statewide 
priority that is adequately planned and supported, including long-term use of 
necessary funds from the tobacco settlement. 

Activities 
 Provide local health agencies and other community groups having an 

interest in adolescent health with specific recommendations and resources 
for partnering with schools for youth tobacco-use prevention. 

 Use the local media to raise awareness of the roles of schools in primary 
prevention. 

 Educate the leadership of Parent Teacher Associations and Parent Teacher 
Organizations in replicating successful school strategies. 

 Use local role models (sports figures, etc) with primary school children. 

• Promote early intervention in the schools as the primary mean to prevent and 
control cancer. 

Activities 
 Integrate cancer prevention messages, materials, and resources into 

existing curricula. Information should relate to Illinois Learning Standards 
(July 1997), which list objectives and benchmarks that teachers must meet. 

 Make materials and resources readily available and user friendly for 
teachers. 

 Promote the use of a statewide speaker’s bureau. 
From this point forward, tobacco is mentioned briefly in relation to other priorities. 
One recommended activity was to seek use of tobacco settlement dollars to support 
CCC activities. 

Indiana 
As of November 10, 2003, Indiana’s Cancer Consortium composed of 40 
organizations and 5 subgroups is revising the 1995 cancer plan. Tobacco Control is 
one of the subgroups, and the Tobacco section will have goals, objectives, and 
strategies. The Tobacco section will be finished by November 2003, and the entire 
cancer plan will be completed in March 2004. 

Iowa 
Iowa has a CCC plan entitled “Changing the Face of Cancer in Iowa: A State Plan for 
2003-2005,” by the Iowa Consortium for Comprehensive Cancer Control, which is 
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dated July 2003. The plan has a section on tobacco use and strategies to help reduce 
tobacco use. The tobacco section is part of the plan’s section on cancer prevention. 
The overarching goal of this section is to whenever possible, prevent cancer from 
occurring. Two of the priority strategies for this goal are related to tobacco use. 

• Increase the state excise tax on cigarettes by $1.00, making the total tax per 
pack $1.36. (This has been identified as a priority strategy for implementation 
in 2004). 

• Eliminate the public’s exposure to secondhand smoke in workplaces, 
restaurants, and all other public facilities. 

Also, the consortium has established a Tobacco Prevention and Control 
Implementation Group to identify and implement priority activities. 

In a section called Detailed Cancer Problems, Strategies, Rationales, and Outcomes, 
cancer problem 1 deals with tobacco use. 

Cancer Problem 1: Tobacco-related illnesses take the lives of 5 000 Iowans a year 
and cost the state $67 million each year. In 1999, approximately 1 660 cancer deaths 
were directly attributable to tobacco use. Rates of tobacco use among Iowans 18 years 
and older have remained steady over the past years (current rate of 23.5%, based on 
data from Iowa’s 2002 Adult Tobacco Survey). Although use of tobacco among Iowa 
youths has significantly dropped between 2000 and 2002, 10.9% of middle school 
students and 33.7% of high school students report using tobacco products (2002 Iowa 
Youth Tobacco Survey). 

Then the plan goes on to list strategies for improving these statistics, rationales for 
each of the strategies, and expected outcomes. 

Objectives 
1. Increase the excise tax on cigarettes by $1.00, making the total tax per pack $1.36 

(strategy A in the plan). 

Outcomes: 

• Decreased prevalence of youth and adult tobacco use 

• Decreased tax dollars spent on tobacco-related illnesses 

• Decreased private funds (health insurance premiums) spent on tobacco-related 
illnesses 

• Decreased incidence of tobacco-related deaths 

• Increased number of people who attempt to quit using tobacco 

• Potential funding made available for use in improving the health of Iowans 
2. Increase awareness of, and participation in, current programs for smoking and 

other tobacco-product cessation (strategy B in the plan). 
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Outcomes: 

• Increased number of calls to Iowa’s QuitLine 

• Increased number of Iowans who attempt to quit using tobacco products 

• Decreased prevalence of tobacco use among youths and adults 

3. Incorporate tobacco-product cessation into counseling programs provided by 
licensed substance-abuse treatment agencies (strategy C in the plan). 

Outcomes:  

• Decreased prevalence of tobacco use among those recovering from alcohol 
abuse 

• Decreased cancer incidence among recovering alcoholics 

• Decreased tobacco-related cancer deaths 
4. Eliminate the public’s exposure to secondhand smoke in workplaces, restaurants, 

and all other public facilities (strategy D in the plan). 

Outcomes:  

• Decreased secondhand smoke health impacts (incidence and death) 

• Improved health of the workforce 

• Decreased health care costs for businesses and taxpayers 

• Improved quality of work and leisure environments 

5. Increase funding for Iowa’s tobacco-prevention program to make it 
comprehensive in scope (strategy E in the plan). 

Outcomes:  

• Decreased initiation of tobacco use among Iowa youths 

• Decreased prevalence of tobacco use among Iowa’s youths and adults 

• Decreased nonsmokers’ exposure to ETS 

• Decreased prevalence of tobacco use among Iowa’s diverse populations 
Under a section called Crosscutting Strategies there are some additional strategies on 
tobacco use and prevention, and some of the strategies from Goal 1 are repeated. The 
Crosscutting Strategies section deals with 5 topics: advocacy; public awareness; 
professional education; financial issues; and surveillance, data, and evaluation. 
Strategies new to this section follow.  
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Advocacy: 
• Maintain a state commitment to a health-focus endowment at levels 

comparable to that which would have been available prior to securing the 
tobacco-related Master Settlement Funds. (This has been identified as a 
priority strategy for implementation in 2004.) 

Professional Education: 
• Provide and promote education among primary health care providers on: early 

detection and screening, tobacco use cessation, alcohol use, quality of life 
issues, treatment options, clinical trials, pain management, and palliative care. 

• Educate health care providers on their roles in educating patients and family 
members about the topics noted in the bullet above. 

Kansas 
Kansas’ cancer plan entitled “Kansas Cancer Control Plan, Part 1: Problem 
Definition, Burden of Disease, and Health Objectives,” by the Kansas Cancer 
Partnership, dated April 2002, incorporates tobacco in their Lung Cancer section. The 
plan explains the strong and positive correlation between lung cancer and tobacco use 
and exposure to secondhand smoke, asserting that “nearly all cases of lung cancer are 
potentially preventable.” In recognizing and identifying tobacco use as the greatest 
risk factor for developing lung cancer, the plan states that “tobacco use prevention, 
particularly preventing children from starting to smoke, offers the best hope for 
achieving substantial reductions in lung cancer mortality.” 

The plan gives an overview of the “status quo” as it relates to lung cancer, breaking it 
down into these 5 components: disparity, data, education, recovery and palliation, and 
policy and resources. The plan then offers recommended actions (strategies) to 
address the current state of affairs as it relates to the disease. 

Objectives 
1. Decrease age-adjusted lung cancer mortality to 50 deaths per 100 000 population 

by 2010.  

2. Reduce the age-adjusted hospitalization rate for chronic obstructive pulmonary 
disease to 275 discharges per 100 000 population. 

3. Reduce the prevalence of current smoking among adults to less than 15%. 

4. Reduce the prevalence of current smoking among African-American adults to less 
than 15%. 

5. Reduce the prevalence of current smoking among Hispanic adults to less than 
15%. 
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6. Reduce the rate of smoking by students in grades 6, 7, and 8 to 10%. 

7. Reduce the rate of smoking by students in grade 12 to 20%. 

8. Increase the proportion of adults who report a no-smoking policy at work to 
greater than 70% (among employed adults who work in a building other than their 
own home). 

9. Reduce total purchases of tobacco by minors. 

10. Decrease tobacco-related disabilities. 

Status Quo (the five components mentioned previously and strategies to address 
them) 

Disparity 
• Prevalence of smoking is disproportionately higher among some populations 

than among others. 

• A lack of funding exists for identifying radon gas exposure among 
populations with low socioeconomic status. 

Strategy 

 Increase the identification and remediation of radon exposure among low-
income populations. 

Data 
• Little is known about the use of palliative care by lung cancer patients. 

• An understanding of tobacco-prevention and tobacco-cessation programs is 
limited due to lack of surveillance systems. 

• Estimation of human exposure to carcinogens is not possible because there is 
no statewide data system. 

• Understanding ETS and tobacco use is limited by inadequate survey data. 

Strategies 

 Establish a statewide data system to evaluate and coordinate the 
monitoring of exposure to carcinogens. 

 Expand use of the Behavior Risk Factor Surveillance System to collect 
data related to passive smoke exposure. 

 Expand survey data collection on youth tobacco use. 

 Further develop surveillance systems to monitor tobacco-prevention and 
tobacco-cessation programs. 
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Education 
• Public health efforts to decrease smoking prevalence are hampered by 

inadequate, age-appropriate, tobacco-prevention and tobacco-cessation 
programs for children in grades K-12, as well as for adults. 

• Public awareness programs about the dangers of radon exposure are deficient. 

Strategies 

 Provide age-appropriate, smoking-cessation youth programs. 

 Increase use of primary prevention curricula in grades K-12. 

 Increase public awareness of the dangers of radon exposure. 

Recovery and Palliation 
• Access to adequate palliative care, including hospice care, is deficient. 

• Hospice care for those dying of lung cancer is not adequately utilized. 

Strategies 

 Develop surveillance systems to monitor the delivery of palliative care. 

 Increase hospice use among Kansans dying of lung cancer. 

Policy and Resources 
• Many employers do not provide a smoke-free workplace. 

• Adherence to, and enforcement of, underage tobacco-purchase laws is 
deficient. 

• Inadequate radon testing and remediation exists in geographic areas prone to 
high levels of radon gas. 

• Requirements for testing and remediation of radon exposure in new 
construction are too lenient. 

• Resources have not been identified to conduct comprehensive tobacco-use-
prevention programs statewide. 

Strategies 

 Increase testing of existing homes for radon. 

 Increase radon remediation in existing buildings. 

 Identify resources to conduct comprehensive tobacco-use-prevention 
programs statewide. 
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 Require new construction to pass Environmental Protection Agency 
guidelines for radon. 

Kentucky 
Kentucky’s plan entitled “Cancer Action Plan for Kentucky,” dated January 2001, 
thoroughly incorporates tobacco. The more than 50-page plan discusses tobacco in its 
Background, Cancer Burden in Kentucky, Cancer Control Plan, Prevention, and 
Legislation sections. Kentucky has the highest lung cancer mortality rate in the 
nation. The plan lists its general goals for tobacco control as: promoting cessation, 
preventing initiation, eliminating exposure to secondhand smoke, and eliminating 
disparities among populations disproportionately affected by tobacco. 

The plan explains that the cancer incidence problem in Kentucky is aggravated by 
high rates of tobacco use among youths and adults. Tobacco use—smoking 
cigarettes—“remains the largest cause of death and disability in Kentucky.” It also 
discusses the impact of smokeless tobacco use and secondhand smoke on the 
incidence of cancer in the state. 

The plan cites CDC’s Best Practices for Comprehensive Tobacco Control Programs 
(1999) as its guide for developing tobacco-control goals. 

The first of the plan’s 14 goals (listed as “recommendations”) is to reduce mortality 
from tobacco-related cancers. 

Objectives (Listed as “priorities”) 
1. Increase the proportion of Kentucky’s tobacco users who successfully quit (listed 

as 1.1). 

Strategies 

• Make cessation resources and programs widely available in communities to 
support users who want to quit, including programs tailored to youths. 

• Increase the capacity of physicians and other health care providers to provide 
cessation advice and counseling. 

2. Reduce youth initiation of tobacco use (listed as 1.2). 

Strategies 

• Integrate tobacco-use prevention into the school curricula at all grade levels. 

• Include tobacco-use prevention in the curricula at state universities’ colleges 
of education and encourage those pursuing careers in teaching to become 
smoke free. 
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• Distribute prevention messages through existing youth-oriented, community-
based channels, such as youth sports, Scouts, 4-H clubs, youth recreational 
organizations, YMCA/YWCA, and church groups. 

• Raise youth awareness through the media. 

• Eliminate promotion of tobacco products. 
3. Reduce or eliminate ETS exposure (listed as 1.3). 

Strategies 

• Encourage tobacco-free policies in workplaces, daycare facilities, and other 
public locations. 

• Mandate that schools be tobacco free for faculty and staff. 

• Enforce existing laws relating to smoke-free environments. 
In the Legislation section, the authors state that the “accomplishment of many of the 
goals discussed in this plan is contingent on legislative action.” Legislation is 
expected to facilitate tobacco control through prevention in the following ways: 

• Provide and maintain adequate funding for tobacco-use prevention and 
tobacco-use cessation. 

• Incorporate cancer-prevention education into all public school curricula. 

• Allocate tobacco settlement funds for tobacco-related costs, including 
prevention and cessation programs. 

• Require reimbursement under health insurance for coverage of tobacco-use 
cessation costs. 

Louisiana 
As of November 10, 2003, Louisiana is in the process of drafting a state cancer 
control plan, and the state coalition consists of 4 major partners: the ACS, Louisiana 
Center and Lung Trust Fund Board, Louisiana State University (LSU) Health 
Sciences Center, and the Louisiana Tumor Registry. The coalition has CDC funding, 
and has conducted 5 area meetings and 1 statewide meeting in June. The coalition 
created 9 workgroups to help construct the plan, and one of these workgroups is 
dealing exclusively with tobacco use. The CCC contact at LSU said the group hopes 
to have a draft of the plan completed by the end of 2003, and the final plan completed 
by February 2004. 
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Maine 
Maine’s cancer plan entitled “The Maine Comprehensive Cancer Control Plan 2001-
2005 by the Maine Consortium for Comprehensive Cancer Control, completed in 
2001, mainly discusses tobacco in its Prevention section and includes an appendix of 
the state’s tobacco laws. The plan links tobacco with cancers of the lung, trachea, 
bronchus, bladder, kidney, lip, pharynx, esophagus, oral cavity, and several more. 
The plan explains the alarming smoking rate and trend among Maine’s youths: 
“Maine ranks sixth highest in the nation and first among New England states for teen 
smoking rates. The Maine teen smoking rate is very close to the adult rate and may 
soon exceed the adult rate.” 

The 18 goals cover 8 focus points: primary prevention, early detection, treatment, 
rehabilitation and survivorship, palliative and hospice care, data and cancer 
surveillance, implementation and evaluation. The plans first goal is to significantly 
reduce the initiation of tobacco use, to increase the number of people who 
successfully quit using tobacco, and to reduce exposure to secondhand smoke.  

Objectives 
1. Reduce the proportion of Maine adults 18 years and older who use tobacco 

products to 15% by 2005 (listed as 1.1). 

Strategies 

• Implement community-based, tobacco-prevention and tobacco-control 
programs statewide that engage local organizations, schools, youths, parents, 
enforcement officials, community and business leaders, and health care 
providers. 

• Promote governmental and voluntary policies to promote clean indoor air, 
restrict access to tobacco products, provide insurance coverage for treatment, 
and other policy objectives. 

• Continue to implement a statewide media campaign to counter protobacco 
influences and increase prohealth messages, and to promote smoking 
cessation. 

• Establish a statewide tobacco-cessation telephone help line, increase 
availability of effective cessation programs, and promote policies that cover 
treatment of tobacco use under public and private insurance. 

2. Reduce cigarette smoking among pregnant women to 15% by 2005 (listed as 1.2). 

Strategies 

• Implement health care provider-based education and patient counseling 
programs for pregnant women. 
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• Provide accessible, affordable, and proven cessation programs statewide for 
this population. 

3. Increase the proportion of youths who have never smoked to 60% for students in 
grade 8 and 45% for students in grade 12 by 2005 (listed as 1.3). 

Strategies 

• Implement effective community-based programs statewide that engage youths 
in developing and implementing tobacco-control interventions and that 
include teacher training and parental involvement. 

• Implement evidence-based curricula identified through CDC’s Research to 
Classroom Project and promote comprehensive school health education. 

• Promote and assist schools in adopting and enforcing tobacco-free policies. 

• Provide accessible, affordable, and proven cessation programs for youths. 

• Continue to implement a statewide media campaign to counter protobacco 
influences and increase prohealth messages. 

• Enforce laws that restrict minors’ access to tobacco products. 
4. Increase the proportion of patients who, each year, receive advice to quit smoking 

from a health care provider (listed as 1.4). 

Strategies 

• Work with health care providers to develop systems that will increase the 
number of patients who receive brief advice, counseling, and 
pharmacotherapy from medical providers per the Agency for Healthcare 
Research and Quality guidelines. 

• Provide training to health care providers on smoking cessation. 

• Encourage insurance coverage of cessation treatment. 

5. Eliminate involuntary public exposure to ETS for all Maine citizens (listed as 
1.5). 

Strategies 

• Promote state and local policies, including voluntary policies that restrict 
smoking in all public places. 

• Increase awareness of the harmful effects of ETS to children exposed in 
schools, daycare facilities, homes, automobiles, and public places. 

• Increase enforcement and monitor compliance with existing clean indoor air 
laws. 
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Maryland 
As of November 10, 2003, Maryland is close to finishing a draft of a CCC plan. The 
CCC contact said the draft sections are available and the final plan will be unveiled at 
the 10th Maryland State Council on Cancer Control Conference on November 12, 
2003. For more information on the cancer plan visit www.marylandcancerplan.org. 

Massachusetts 
Massachusetts’ current cancer plan entitled the “Massachusetts Comprehensive 
Cancer Control Plan,” dated 1998, examines tobacco’s role in cancer incidence and 
mortality; the plan states its counteractive goal(s), objective(s), and strategies in its 
Risk Reduction section. The plan explains “the most important area of primary 
prevention activities is tobacco control.” In the Lung Cancer section, the authors 
reiterate: “Since 85% of lung cancer can be attributed to cigarette smoke, including 
exposure to environmental tobacco smoke (ETS), the most effective strategy for 
preventing lung cancer is through tobacco control.” 

The plan discusses the relationship between tobacco use and secondhand smoke and a 
variety of cancers. It states that its “central goal is to reduce the number of people 
who smoke and the amount of tobacco smoked, as well as reduce usage of other 
tobacco products such as smokeless ‘spit’ tobacco and cigars.” Its formal goal is to 
prevent first use, help smokers quit, and change community norms that support 
tobacco use.  
The Massachusetts Comprehensive Cancer Control Coalition is currently updating the 
1998 plan to be completed in spring/summer 2004. Tobacco use and prevention will 
continue to be an important component of the plan, which will include public and 
professional education as well as changes to policy and community norms. 

Public Objectives (as written in the plan) 
1. Tobacco use in Massachusetts will be reduced. 

2. Capacity for tobacco control within Massachusetts will expand. 

3. Adult smokers will stop using tobacco. 

4. Youths will not start to use tobacco. 

5. Youths’ access to tobacco will be reduced. 

Public Strategies (as written in the plan) 

• Continue media campaign designed to provide information and influence 
public attitudes toward tobacco use. 



 December 2003  

Tobacco Control in State Cancer Plans—A State-by-State Review 27 

• Fund local agencies throughout Massachusetts, ranging from boards of health 
to school departments to youth service agencies, to provide direct services 
such as cessation counseling and community education on tobacco issues. 

• Compile a manual of cessation models that are effective with various age 
groups, ethnic populations, cultures, and regions. 

• Provide technical assistance to communities encouraging the adoption of local 
tobacco control by-laws, regulations, or ordinances limiting youths’ access to 
tobacco and public exposure to ETS. 

• Provide training and technical assistance to persons working with community-
based programs to reduce tobacco use. 

• Reduce youths’ access to tobacco by enforcing the law prohibiting sale of 
tobacco products to persons 18 years or younger. 

• Expand the statewide Tobacco Community Advocacy Team (TCAT), a 
grassroots organization promoting local involvement in tobacco control. 

• Create statewide initiatives that offer direct services, technical assistance, 
training, and materials to local programs. 

• Publish regional lists of smoking cessation programs, and promote these 
programs. 

• Link smoking cessation with ETS exposure and prevention. 

• Support tobacco-control programs specifically targeted at ethnic and cultural 
minorities. 

• Promote and support the ACS’s Great American Smoke Out each November 
to initiate new program efforts, highlight the problem of tobacco in our 
society, and celebrate the successes achieved. 

• Encourage the establishment of tobacco-control programs in all schools. 

• Increase youths participation in tobacco-control policy and planning. 

• Devise strategies to counteract unhealthy media images of tobacco use. 

• Find and publicize nonsmokers as positive role models. 

• Create nonsmoking messages appealing to women and girls. 

• Target out-of-school youths with smoking cessation and prevention messages. 

• Fund and promote the Smoker’s QuitLine telephone service. 

Professional Objective (as written in the plan) 
1. Health care providers will stress the importance of not using tobacco products to 

all patients. 
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Professional Strategies (as written in the plan) 

• Train health care providers to advise all tobacco users to stop tobacco use and 
to avoid smoking in enclosed spaces, which could endanger others. 

• Train health care providers to counsel youths on the risks of tobacco use. 

• Update providers with the most recent information available on the predictors 
of initiation of tobacco use so that they can target youths who are particularly 
vulnerable. 

• Train health care providers on tobacco cessation techniques such as nicotine 
replacement therapy and cessation groups. Provide opportunities for cessation 
service providers to plan and work together. 

• Train health care providers on how to counsel alcohol use reduction, which is 
linked to smoking behavior, including referrals to the Smoker’s QuitLine. 

• Work with local health providers to support ETS policies. 

Research Objectives (as written in the plan) 
1. Effective strategies to reduce tobacco use will be identified. 

2. Social influences affecting the use of tobacco will be known. 

3. State tobacco-control knowledge will expand. 

Research Strategies (as written in the plan) 

• Conduct surveys of the general public concerning tobacco use. 

• Measure changes in ETS, youths, cessation, policy, and media. 

• Follow and publicize research on prevention models that are effective with 
youths. 

• Increase linkage between and among tobacco data collection and evaluation 
projects and program resources. 

The plan’s tobacco-related (only tobacco-related objectives and strategies are 
included) lung and oral cancer goals, objectives, and strategies follow. 

In response to lung cancer, the state’s goal is to reduce lung cancer morbidity and 
mortality by reducing exposure to risk factors such as tobacco smoke, indoor 
radon, and occupational carcinogens. 

Public Objectives (as written in the plan) 
1. Exposure to tobacco smoke will be reduced in Massachusetts. 
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2. Environmental and occupational exposure to smoke, silica, dust, arsenic, diesel 
fumes, blasting smoke, asbestos, radon, and other lung irritants and carcinogens 
will be prevented. 

Public Strategies (as written in the plan) 

• Support community-based cessation counseling and tobacco-education 
programs. 

• Conduct community-based and worksite-based outreach on prevention of 
exposure to substances known to cause lung cancer, such as secondhand 
smoke, radon, and asbestos. 

Professional Objectives (as written in the plan) 
1. Health care providers will educate patients on the relationship between smoking 

and lung cancer. 

2. Health professionals will recognize and discuss with patients environmental and 
occupational exposures that may increase their risk of lung cancer. 

Professional Strategies (as written in the plan) 

• Train health care providers to advise all tobacco users to stop smoking and to 
avoid smoking in enclosed spaces, which could endanger others. 

• Conduct educational programs for health care providers on recognizing the 
effects of exposures to environmental carcinogens. 

Research Objectives (as written in the plan) 
1. The knowledge of environmental and occupational factors attributing to lung 

cancer in Massachusetts will be enhanced. 

Research Strategies (as written in the plan) 

• Conduct surveys of the general public concerning tobacco use. 

• Measure changes in ETS, youths, cessation, policy, and media. 

• Use cancer incidence data and occupational health surveillance data to target 
and plan programs. 

In response to oral cancer, the state’s goal is to increase the knowledge base and 
awareness of risk factors, detection, and treatment for oral cancer among 
primary care providers and the public. 

Public Objective(s) (as written in the plan) 
1. Oral cancer morbidity and mortality will decrease. 
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Public Strategies (as written in the plan) 

• Develop and distribute public education materials about oral cancer. 

• Promote tobacco-use cessation. 

Professional Objective(s) (as written in the plan) 
1. Dental care professionals and other primary care professionals will discuss oral 

cancer with all patients in the high-risk categories. 

2. Dental care professionals and other primary care professionals will routinely 
perform comprehensive oral examinations, including oral cancer screening, on all 
patients. 

Professional Strategies (as written in the plan) 

• Promote development of health care curricula for dental and dental hygiene 
schools and continuing education that require competency in prevention, 
diagnosis, and multidisciplinary management of oral and pharyngeal cancer 
including the importance of good nutrition and the prevention and cessation of 
tobacco and alcohol use. 

• Provide lectures to primary providers of populations with the highest risk of 
oral cancer. 

• Promote soft tissue examination for detection of oral cancer as a standard of a 
comprehensive patient examination by health care professionals. 

• Sponsor educational sessions for dental care professionals on preventing, 
diagnosing, and treating oral cancer. 

Michigan 
Michigan’s cancer plan entitled “The Michigan Cancer Consortium Initiative 
Strategic Plan for Implementation: Public and Private Partners Working Together to 
Achieve Cancer Control Priorities for Michigan, 1998 – 2002,” by the Michigan 
Cancer Consortium Initiative, dated 1999, contains a tobacco use and prevention 
section. The state’s goals are to reduce the overall Michigan adult (18 years or 
older) smoking prevalence by 42% and adult per capita consumption by 25% by 
2010; and to reduce the proportion of Michigan youth grades 9-12 who report 
smoking cigarettes during the past 30 days to 22% by 2010. The plan explains 
how these goals are important by drawing a strong relationship between tobacco use 
and cancer: “Tobacco use is the most preventable cause of disease and death in our 
society and the leading cause of cancer death for Michigan men and women. It is 
linked to the top five major causes of death in the United States: heart disease, cancer, 
stroke, emphysema, and unintentional injuries.” 
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Public Policy Objectives 
1. Establish a more comprehensive tobacco-control program for Michigan that has 

adequate, ongoing funding. 

Strategies 

• Secure new funding from federal, state, and private sources to help bolster the 
state’s tobacco-control efforts.  

• Appropriately support the efforts of other organizations to secure continuing 
or new funds from a variety of sources for tobacco-control programs. 

2. Eliminate the public’s exposure to secondhand smoke in workplaces, restaurants, 
and all other facilities used by the public. 

Strategies 

• Educate and encourage employers, facility owners, and business associations 
and managers to adopt voluntary policies that eliminate smoking or restrict it 
to enclosed, separately ventilated areas that nonsmokers are not required to 
enter.  

• Urge the enactment of rules proposed by the Occupational, Safety and Health 
Administration in 1994 that incorporate the standard of smoke-free workplace 
and regulate tobacco in the same manner as all other hazardous materials in 
the workplace. 

3. Support efforts to enforce current laws preventing the sale of tobacco to youths. 

Strategies 

• Encourage and support efforts by retailers and local community-based 
organizations to restrict youths’ access to tobacco. 

• Local health departments and local law enforcement agencies should support 
the Michigan Department of Community Health contract with the Food and 
Drug Administration (FDA) to enforce federal rules against retail sales of 
tobacco products to minors. 

• Efforts by law enforcement and regulators to restrict youths’ access to tobacco 
should be encouraged and supported. 

4. Eliminate marketing practices that encourage youths to use tobacco products. 
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Strategy 

• Support efforts to eliminate point-of-sale, billboard, poster, or other tobacco 
advertising in any retail establishment, arena, or other public accommodation 
in which minors 18 years or younger are permitted. Eliminate the sale or 
distribution of nontobacco products carrying logos, brand names, or other 
graphics and messages intended to advertise or promote the use of tobacco. 

5. Encourage all health care purchasers to provide patients access to high-quality 
smoking cessation services, consistent with the Agency for Health Care Policy 
and Research clinical practice guidelines. 

Strategies 

• Michigan Cancer Consortium members should work to encourage smoking 
cessation interventions, counseling, and FDA-approved medication as covered 
services.  

• The consortium also should encourage the establishment of a performance 
measure for health plans, similar to the measure for immunizations, to meet 
standards for smoking cessation. 

6. Encourage licensed substance abuse agencies and the Michigan Certification 
Board of Addiction Professionals counselors to incorporate smoking cessation 
into their counseling. 

Strategy 

• Professional education activities should be conducted to encourage licensed 
substance-abuse agencies and counselors to integrate tobacco-cessation 
activities into their practices. 

Health Care Objectives 
1. Integrate tobacco control into the education of health professionals in Michigan. 

Strategies 

• A uniform tobacco-related curricula should be developed and integrated into 
all health professionals’ preparation at the graduate level in Michigan.  

• Resource materials on tobacco curricula development should be collected and 
evaluated, content and hours for Michigan curricula should be developed, and 
a clearinghouse should be established to disseminate these resources to health 
professional schools.  

• Funding should be sought and obtained to support multidisciplinary, health-
education initiatives to develop and implement an integrated curricula 
concerning the reduction of the health consequences related to tobacco use. 
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• Medical, nursing, dental, pharmacy, and physician assistant schools in 
Michigan, as well as mental health training programs in the state, should be 
invited to help develop a core and discipline-specific curricula, 
implementation plans, and evaluation methodology.  

• Priority should be given to multidisciplinary projects targeting high-risk 
populations. 

2. Integrate tobacco-control interventions into the clinical practice of all health 
professionals in Michigan through a broad approach aimed at health plans, 
hospitals, individual providers, and purchasers/insurers. Encourage inclusion of 
tobacco assessment, counseling, and treatment by insurers and providers that sell 
services. 

Strategies 

• Michigan hospitals and health plans should be encouraged to develop and 
implement systems for tobacco control in clinical practice.  

• Health plans should be encouraged to deliver effective, smoking-cessation 
treatments in all health care settings, and should include these interventions 
among the defined duties of their salaried clinicians. 

• They also should be encouraged to implement and evaluate an integrative, 
tobacco-intervention system. Primary care providers should receive training 
and resources and should be encouraged to provide consistent delivery of 
tobacco-control interventions. 

• Tobacco control also should be promoted through health care purchasers and 
payers. 

Communities and Organizations Objectives 
1. Develop effective, state-of-the-art, tobacco-use-prevention programs and make 

them available to schools and communities throughout Michigan.  

Strategy 

• Programs currently in use should be assessed against current “best practice” 
standards. The results of the assessments should be disseminated, along with 
guidance materials on how to incorporate the programs that have met the 
standards into the Michigan Model, to school districts and communities 
throughout the state. 

2. Other community-based, tobacco-use policies and programs should support 
school-based curricula. 



 December 2003  

Tobacco Control in State Cancer Plans—A State-by-State Review 34 

Strategies 

• Strict enforcement of a no-tobacco-use policy on school property, at all 
school-sponsored events, and in other community facilities used by youths 
should be promoted and supported, as should tobacco-use-prevention 
programs in organizations and groups providing recreational, athletic, 
educational, or social opportunities for youths. 

• Strict enforcement of laws and regulations prohibiting the sale of tobacco 
products to minors should be promoted and supported.  

• Tobacco-use-cessation programs for addicted youths who wish to quit 
smoking or using spit tobacco should be promoted and publicized. 

3. Continue to promote and support tobacco-use-reduction activities among 
community-based organizations, with special emphasis on those serving people of 
color and other groups at disproportionate risk of injury from tobacco. 

Strategies 

• A diverse array of opinion leaders, organizations, and groups should be 
educated and engaged in the tobacco-control effort.  

• Effective use of the existing network of local tobacco-use-reduction coalitions 
should be promoted and supported. 

• Efforts such as the Michigan Department of Community Health’s 
Communities of Color Initiative should be promoted and supported.  

• Other tobacco-use-reduction efforts by community-based organizations that 
serve, and are reflective of, persons of color and other high-risk groups should 
be promoted and supported, as should the delivery of services for cessation, 
prevention, and protection from secondhand smoke to ethnically diverse 
populations in culturally competent and appropriate ways. 

Minnesota 
As of November 10, 2003, Minnesota is in the early stages of drafting a CCC plan. 
The steering committee has met twice, and will continue to meet on a quarterly basis 
until the plan is drafted. Planning workgroups are scheduled to begin meeting in fall 
2003 and a completed draft of the plan is scheduled for winter 2005. The CCC 
contact was unsure if tobacco use would be included at this point although members 
of the tobacco-prevention community are part of the steering committee. For more 
information on Minnesota’s CCC plan visit: www.cancerplanminnesota.org. 
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Mississippi 
As of November 10, 2003, Mississippi is in the early stages of developing a CCC 
plan including focus/community groups. There is no solid timeline for developing the 
plan yet, but the CCC contact from the ACS said it will be at least a year before it is 
done.  

Missouri 
As of November 10, 2003, Missouri is in the initial stages of developing a CCC plan 
through the Missouri Cancer Consortium. The Cancer Control Unit at the Missouri 
Department of Health and Senior Services received CDC comprehensive cancer 
funding in June 2003 to help start the process. Currently no outline has been 
developed; however, tobacco use could potentially play an important role in a section 
on risk factors. The consortium hopes to have the plan finalized by June 2004, 
through the work of the consortium standing committees. 

Montana 
As of November 10, 2003, Montana is in the planning process of updating its existing 
cancer plan. The state is preparing to apply for comprehensive cancer planning fund 
from the CDC in February, and would have a draft plan ready for public review by 
summer 2004 at the earliest.  

Nebraska 
As of November 10, 2003, Nebraska is in the process of updating their existing CCC 
plan, which was written in the late 1980s. They expect to have the new plan 
completed early in 2004 according to the CCC contact. The plan will include a goal 
related to reducing cancer risks by reducing behaviors that contribute to cancer and 
by promoting healthy lifestyles and a healthy environment. One of the two objectives 
selected to meet this goal relates to partnering with existing groups including Tobacco 
Free Nebraska, Smokeless Nebraska coalitions, county and district health 
departments, the ACS, and the Cancer Information Service to support and protect 
tobacco-use-prevention policies and activities. One of the specific activities planned 
is a series of summits on women, tobacco, and cancer.  

Nevada 
As of November 10, 2003, Nevada is ready to start drafting a CCC plan. The state has 
been gathering data for some time, and funding was received in June 2003 from the 
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CDC to develop the plan. The ACS/CCC contact said they hope to have the plan 
completed by the end of 2003. 

New Hampshire 
As of November 10, 2003, New Hampshire is in the process of enlisting 
representatives from key organizations and community stakeholders to serve on a 
Comprehensive Cancer Control Planning Steering Committee, which will have its 
first meeting in the fall of 2003. They hope to have a timeline within 2 months after 
the first meeting, and a draft completed by the summer of 2004. The CCC contact 
thinks there will be a section on tobacco use but is unsure how it will be structured. 

New Jersey 
New Jersey currently has a CCC plan entitled “Comprehensive Cancer Control Plan 
by the Task Force on Cancer Prevention, Early Detection and Treatment in New 
Jersey,” dated July 2002. It has a section on tobacco control as part of the section on 
lung cancer. The overall goal for the Lung Cancer section supports the Healthy New 
Jersey 2010 report, which seeks to reduce the number of cases of lung cancer per 100 
000 persons to targeted percentages by 2010. The Tobacco Control section discusses 
issues surrounding tobacco control, and recommends building on the work of the 
New Jersey Comprehensive Tobacco Control Program. The plan’s first goal is to 
adopt the goals already formulated by the New Jersey Comprehensive Tobacco 
Control Program, namely to: 

• decrease the acceptability of tobacco use among all populations; 

• decrease the initiation of tobacco use by youths 18 years or younger and 
youths 18 to 24 years of age; 

• increase the number of youth and adult tobacco users who initiate 
treatment; 

• decrease the exposure to ETS; and 

• reduce disparities related to tobacco use and its effects among different 
population groups. 

Objective 
1. To support the long-term goals of the New Jersey Comprehensive Tobacco 

Control Program and its comprehensive components by increasing funding to the 
levels recommended by the CDC (listed as LU-1.1). 
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Strategies 

• Broaden the number and scope of advocates for tobacco control by identifying 
new advocates and advocacy groups that will advocate for tobacco control 
(LU-1.1.1). 

• Support and increase in the state tobacco excise tax (LU-1.1.2). 

• Support giving local governments the authority to regulate public smoking by 
repealing existing state statutes that preempt such authority (LU-1.1.3). 

• Increase the awareness of state-sponsored, tobacco-treatment resources in 
communities (LU-1.1.4). 

The plan’s second goal is to increase the proportion of providers in New Jersey 
who properly and effectively implement the Public Health Service Guidelines 
regarding tobacco-dependency treatment. 

Objectives 
1. To increase provider knowledge regarding standard of care for tobacco 

dependency treatment in the State of New Jersey (listed as LU-2.1). 

Strategies 

• Support the assessment of providers’ current knowledge regarding Public 
Health Service guidelines for tobacco-dependency treatment via a provider 
survey (LU-2.1.1). 

• Support the development and/or promotion of educational programs to 
increase the awareness of Public Health Service guidelines for tobacco-
dependency treatment. These interventions will target stakeholders of provider 
organizations (LU-2.1.2). 

2. To increase provider knowledge regarding available resources for tobacco-
dependency treatment in New Jersey, eg, QuitLine, QuitNet, and QuitCenters 
(listed as LU-2.2). 

Strategies 

• Support the assessment of providers’ current awareness of New Jersey’s 
efforts for tobacco control via a statewide providers’ survey (LU-2.2.1). 

• Support promotional programs to increase awareness of tobacco-dependency 
treatment in New Jersey (QuitLine, QuitNet, and QuitCenters) (LU-2.2.2). 

3. To reduce the barriers for insurance providers in implementing the Public Health 
Service guidelines for tobacco-dependency treatment (listed as LU-2.3). 
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Strategy 

• Advocate for third-party payer reimbursement of tobacco-dependency 
treatment (LU-2.3.1). 

New Mexico 
New Mexico’s current cancer plan entitled “New Mexico Cancer Plan 2002 – 2006: 
A Document to Guide Collaborative Cancer Control Efforts throughout the State,” 
dated 2002, has an extensive section on tobacco use and prevention under the Primary 
Prevention section. The overall goal of this chapter is to reduce the risks for 
developing cancer. The plan also states that tobacco use is the leading preventable 
cause of death in New Mexico and the United States, and preventing youths from 
becoming smokers is especially important because 72% of the adults who smoke 
everyday in New Mexico report that they started when they were 18 years or younger. 
Tobacco-related objectives and recommendations are as follows.  

Objectives 
1. Reduce the percentage of youths that report smoking in the past 30 days by 2006 

(listed as 1.1). 

Strategies 

• Increase media literacy skills of middle and high school students and 
community leaders in New Mexico to effectively evaluate the impact of 
tobacco and other advertising. 

• Increase counteradvertising by developing and placing tobacco-prevention 
messages in appropriate locations for youths. 

• Provide comprehensive technical assistance to local grassroots coalitions 
working on youth tobacco-prevention initiatives. 

• Replicate successful programs that use peer-based education—youth advisors 
or youth advocates. 

• Increase the number of schools that are implementing CDC’s Guidelines for 
School Health Programs to Prevent Tobacco Use and Addiction. 

• Involve local church and community youth groups in youth tobacco-
prevention efforts. 

2. Increase the percentage of youth smokers in grades 9-12 that attempted to quit in 
the past year by 2006 (listed as 1.2). 
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Strategies 

• Conduct train-the-trainer workshops in teen cessation for health care 
providers, high school personnel, and youth agency staff in communities 
statewide to increase availability of cessation services to adolescents. 

• Conduct teen cessation train-the-trainer workshops in Spanish. 

• Promote existing tobacco cessation services for youth. 

• Increase the number of high schools delivering smoking cessation services to 
students. 

• Replicate successful programs that use peer-based education—youth advisors 
or youth advocates. 

• Build the capacity of existing health care systems, including the Department 
of Health, primary care clinics, and major state insurers, to provide direct 
delivery of cessation services to youths.  

• Assist patients/physicians in obtaining reimbursement for tobacco-use 
cessation counseling and pharmaceuticals.  

• Involve local church and community youth groups in youth tobacco-cessation 
efforts. 

3. Reduce the prevalence of cigarette use by adults by 2006 (listed as 1.3). 

Strategies 

• Conduct English- and Spanish-language train-the-trainer workshops in adult 
cessation for health care providers in communities statewide to increase 
availability of cessation services to adults. 

• Promote existing tobacco-cessation services. 

• Increase the number of public education messages that include the role of 
tobacco products in cancers other than lung cancer, such as colon and bladder 
cancers, etc., list all cancers known to be tobacco related.  

• Increase the number of adults in New Mexico who call the National Cancer 
Institute (NCI) Cancer Information Service smoking cessation toll-free 
number, 1-800-4-CANCER. Baseline: 31 calls in 2000; 2 397 calls in 2001.  

• Build the capacity of existing health care systems, including the Department 
of Health, primary care clinics, and major state insurers, to provide direct 
delivery of cessation services.  

• Assist patients with receiving coverage for pharmaceuticals and other services 
related to tobacco-use cessation.  
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• Assist health care providers in obtaining reimbursement for tobacco-use 
cessation counseling.  

• Develop and implement a statewide educational campaign for providers on 
tobacco-use prevention and cessation. 

• Reduce tobacco use among women who are pregnant or believe they may be 
pregnant. 

4. Reduce exposure to ETS by 2006 (listed as 1.4). 

Strategies 

• Increase the number of New Mexican communities that have clean indoor air 
ordinances prohibiting smoking in all public places from 5 in 2000 to 11 in 
2006.  

• Establish and support community-based coalitions with an emphasis on 
tobacco control in each county. 

• Conduct community education initiatives in 16 counties with information 
about the hazards of ETS exposure. 

• Provide culturally appropriate materials on the health risk that ETS poses to 
children. 

Recommendations for the Primary Prevention chapter’s overall goal of 
reducing the risks for developing cancer 
General Recommendation: 

• Support efforts by the New Mexico Department of Health, Tobacco Use 
Prevention & Control Program to implement the Youth Tobacco Survey in 
schools throughout the state. 

Policy Recommendations: 

• By 2006, work with the state legislature to raise the annual allocation for 
tobacco-use control from the tobacco settlement to at least the lowest CDC-
recommended level for comprehensive, tobacco-control programs ($7.79 per 
capita). 

• Because cost has been shown to be an effective deterrent to tobacco use, work 
with the state legislature to significantly increase the excise tax on tobacco 
products. 

• Support efforts to pass statewide product placement legislation that requires 
clerk-assisted tobacco product sales. 
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• Continue to guard against preemptive laws related to tobacco; support existing 
state statutes that allow communities in New Mexico to pass ordinances and 
policies that are more restrictive than state laws with regard to tobacco use 
and placement and clean indoor air. 

• Work with tribes, tribal agencies, and the Indian Health Service to explore 
appropriate tobacco-control initiatives for tribal communities. 

New York 
New York’s cancer control plan entitled “New York State Comprehensive Cancer 
Control Plan: Strategic Directions for New York State,” dated September 2003, has a 
section devoted to tobacco use under the Health Promotion and Disease Prevention 
section. At the beginning of this section, the plan states “cigarette smoking is the 
leading preventable cause of cancer.” Then the plan goes on to discuss tobacco use 
in more depth with emphasis on the effectiveness of comprehensive, tobacco-control 
programs, and clean indoor air laws. Two short sections with goals and strategies 
follow. The first tobacco-related goal is to reduce tobacco use by adolescents to 12% 
by 2010, and to reduce tobacco use by adults to 15% for tobacco, 0.4% for spit 
tobacco, and 1.2% for cigars by 2010. 

Strategies 

• Decrease the number of individuals who initiate smoking. 

• Work with colleges and universities to encourage adoption of smoke-free 
campus and dormitory policies. 

• Through a combination of federal, state, and local funding, fund the tobacco-
control program interventions in proportion to CDC-recommendations or 
greater in order to implement effective, comprehensive, tobacco control. 

• Continue to implement the recommended strategies of the Community 
Preventive Services Task Force and the CDC to reduce tobacco use and 
exposure to ETS: increase awareness to reduce initiation of tobacco use and 
increase cessation; reduce out-of-pocket costs for effective therapies to stop 
using tobacco; promote provider-reminders systems and provider education to 
assess all patients for tobacco use and intervene accordingly; implement 
community-based partnerships that work to change local tobacco-related 
policies and change social norms regarding tobacco use. 

• Expand access to cessation assistance including increased use of telephone-
based and Web-based cessation help lines for people who want to stop using 
tobacco. 
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The second goal related to environmental exposure is to reduce population risks 
associated with environmental exposures to known or likely environmental risk 
factors for cancer by 2010. 

Strategies 

• Continue the partnership of federal, state, and local governments; businesses; 
and communities to reduce elevated exposures to known or likely 
environmental risk factors for cancer (eg, elevated levels of known or likely 
human carcinogens at hazardous waste sites, in drinking water supplies, in 
indoor or outside air, etc). 

• Increase awareness and promote programs that help consumers decrease their 
use of chemicals in the home (eg, promote principles of integrated pest 
management). 

• Improve the public’s understanding of the risks of exposures to chemicals in 
the environment and continue outreach efforts to promote the effective 
dissemination of information to the public. 

• Enforce and increase compliance with environmental regulations to reduce 
exposure to known or likely human carcinogens (eg, diesel engine fuel) and 
consider actions that further reduce exposures to elevated levels of known or 
likely human carcinogens. 

• Expand research into the risks associated with environmental and 
occupational exposure and promote strategies to reduce elevated exposure. 

• Develop techniques being created as part of environmental public health 
tracking programs to assist with cancer surveillance. 

• Promote and enforce existing clean indoor air policies and continue the 
comprehensive, statewide, clean indoor air act. 

• Increase awareness of the harmful effects of secondhand smoke to children 
and adults exposed in schools, daycare facilities, worksites, colleges, public 
places, homes, and automobiles. 

North Carolina 
North Carolina’s cancer control plan entitled, “The North Carolina Cancer Control 
Plan: 2001-2006” by the North Carolina Advisory Committee on Cancer 
Coordination and Control, dated June 2001, has an extensive section on tobacco use 
and prevention within the Prevention section. The tobacco-use subsection talks about 
how smoking among adults, pregnant women, and middle and high school students 
are all above the national average. It also mentions the monetary costs of smoking to 
the state and disparities between different ethnic groups, as well as suggesting several 
courses of action such as increasing the price of cigarettes and enacting more smoke-
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free air policies. It also identifies 3 targets at the beginning of the goals, objectives, 
and strategies section for tobacco use. 

2006 Targets 
1. Decrease overall teen tobacco use in North Carolina from 38.3% to 26.8%. 

2. Decrease the proportion of North Carolina adults who smoke from 25% to 17.2%. 

3. Reduce the proportion of pregnant women who smoke from 15.2% to 12.1%. 

The first goal of the tobacco-use subsection is to prevent initiation and promote 
quitting of tobacco use among youths. 

Objectives 
1. To increase the proportion of high school students who have never smoked from 

29.8% to 47.9% (NC Youth Tobacco Survey [YTS] 1999).  

2a. To decrease the proportion of middle school students who use tobacco products 
from 18.4% to 12.9% and high school students who use tobacco products from 
38.3% to 26.8% (NC YTS 1999). 

2b. To decrease the proportion of middle school students who smoke from 15% to 
10.5% and high school students who smoke from 31.6% to 22.1% (NC YTS 
1999). 

3. To increase the proportion of schools in North Carolina that are 100% tobacco 
free for students, staff, and visitors, and have 100% smoke-free school buildings, 
campuses, and school-related events from 5.1% to 62% (baseline: 6 of 117 school 
districts in 2000; DPI/DHHS Survey 1999). 

4. To decrease the rate of illegal sales of tobacco products to minors at retail stores 
and vending machines from 20% to 11%. (DHHS, Substance Abuse Services 
Section 2000 Annual Synar Survey). 

Strategies 

• Empower youths as tobacco-prevention and tobacco-control advocates. 

• Empower youths as peer counselors for cessation. 

• Deglamorize tobacco use and increase public awareness through paid 
advertising and public relations. 

• Earn prohealth media coverage. 

• Provide media literacy education and training.  

• Promote effective tobacco-use prevention and control policies in schools and 
communities. 
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• Ensure a comprehensive approach to tobacco use prevention and control in all 
schools grades K-12. 

• Promote and provide access to effective cessation services to all youths and 
adults. 

• Increase merchants’ understanding of, and commitment to, reducing youths’ 
access to tobacco products through the delivery of an effective, statewide, 
merchant-education program. 

• Increase compliance with the state’s Youth Access Law through the 
development and implementation of a sustained, statewide, enforcement 
program. 

The second goal of the tobacco-use subsection is to eliminate exposure to 
environmental (secondhand) tobacco smoke. 

Objectives 
1. To increase the proportion of schools in North Carolina that are 100% tobacco 

free for students, staff, and visitors, and have 100% smoke-free school buildings, 
campuses, and school-related events from 5.1% to 62% (baseline: 6 of 117 school 
districts in 2000; DPI/DHHS Survey 1999). 

2a. To increase the proportion of North Carolina workers covered by a formal 
smoking policy that prohibits smoking entirely or limits it to separately ventilated, 
nonessential portions of the workplace from 60.7% to 84.3% (baseline: CPS 
1999). 

2b. To increase smoke-free policies in the following public indoor recreational sites 
in North Carolina (University of North Carolina Department of Family Medicine, 
1999). 

• Indoor malls from baseline of 58% to 83.2% 

• Commercial airports from baseline of 55% to 82% 

• Roller/ice skating rinks from baseline of 91% to 96.4% 

• Bowling centers from baseline of 7% to 62.8% 

• Indoor spectator facilities from baseline of 82% to 92.8% 
3. To increase the percentage of North Carolinians reporting smoke-free homes from 

52.5% to 65.4% (1998-1999 CPS data). 

4a. To decrease the percentage of middle school students reporting living with 
someone who smokes from 48.8% to 34.2% (baseline: NC YTS 1999). 

4b. To decrease the percentage of high school students reporting living with someone 
who smokes from 46.0% to 32.2% (baseline: NC YTS 1999). 
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Strategies 

• Promote adoption of nonsmoking policies in: 

 homes; 

 child-care facilities; 

 schools; 

 restaurants; 

 family-oriented businesses, eg, shopping malls, recreational facilities, 
bowling alleys, hair salons, barbershops, sports arenas, etc; 

 workplaces; and 

 public places. 

• Earn prohealth media coverage. 

• Develop and run paid media on the health risks of tobacco use. 

• Promote nonsmoking establishments through the Web, paid media, and earned 
media. 

• Raise public awareness of the risks of secondhand smoke related to asthma. 

• Provide in-home inspections and tobacco use cessation services for families of 
asthmatics. 

The third goal of the tobacco-use subsection is to promote quitting of tobacco use 
among adults. 

Objectives 
1. To decrease the proportion of adults who smoke from 25% to 17.2% (HP2010 

National Target). 

2. To decrease the proportion of young adults, ages 18-24, who use spit tobacco 
from 5.0% to 4.3% (data source BRFSS). 

3. To decrease the proportion of pregnant women who smoke from 15.2% to 12.1% 
(SCHS 1998 Vital Statistics/Birth Certificate Data). 

4. To increase the public and private health plans in North Carolina that include the 
Clinical Practice Guidelines for treating tobacco use and dependence as a covered 
benefit in their most basic benefits package from 8% to 63.2% (data source: 1 out 
of 14 HMOs currently meet this criteria; North Carolina Prevention Partners, 
2000). 
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Strategies 

• Promote and provide access to effective cessation services for all adults and 
youths who want to quit by developing a multilevel North Carolina quitting 
infrastructure. 

• Develop a state-level position with oversight authority/accountability for 
cessation services and programs. 

• Continue to support voluntary insurance reform initiatives and partnerships 
with North Carolina public and private health plans to expand coverage of 
comprehensive, smoking-cessation benefits (behavioral and pharmacological). 

• Increase the level of employers and public purchasers requesting and paying 
for cessation benefits. 

• Develop a resource for demonstrating how health facilities can implement 
current practice guidelines. Increase the proportion of, and maintain an 
updated resource directory of health care facilities (hospitals, health 
departments, medical care practices) in North Carolina that have a quitting 
program that follows the Clinical Practice Guidelines for smoking cessation. 

• Develop a health-professional training program and provide training and 
technical assistance to health professionals and health-professional students on 
evidence-based guidelines. 

• Develop and promote programs for special populations, and develop and 
promote tools to treat tobacco use as a vital sign. 

• Establish and promote a North Carolina culturally and linguistically 
appropriate 24-hour North Carolina QuitLine and online quitting programs.  

• Develop and promote consumer utilization of quitting programs through a 
North Carolina-tailored public awareness quitting campaign. 

• Establish financial incentives for health agencies to develop quitting 
infrastructure through partnerships with North Carolina foundations and other 
funding resources. 

• Establish a cessation market-research and evaluation program that informs the 
development of interventions to motivate health plans, employers, health 
facilities, health professionals, and consumers and evaluates effectiveness of 
cessation strategies and progress toward cessation goals. 

The fourth goal of the tobacco-use subsection is to eliminate disparities by 
improving the health related norms of populations more adversely affected by 
tobacco use. 



 December 2003  

Tobacco Control in State Cancer Plans—A State-by-State Review 47 

Objectives 
1. To decrease tobacco use among all North Carolina middle school students to 

12.9% from the current rates of: African-American students (19.8%), Hispanic 
students (20.5%), White students (16.8%), rural middle school students (20.2%), 
and urban middle school students (15.9%) (NC YTS 1999). 

2. To decrease tobacco use among all North Carolina high school students to 26.8% 
from the current rates of: White students (42.5%), Hispanic students (33.9%), 
African-American students (28.7%), and urban students (35.2%) (NC YTS 1999). 

3. To decrease cigarette smoking among all North Carolina adults to 17.2%. 

• Current rates for ethnic groups are: White adults (25.2%), North Carolina 
African-American adults (24.6%), North Carolina Hispanic adults (22.7%), 
and other minorities (23.3%), which includes Native Americans and Asians 
(North Carolina BRFSS 1999). 

• Current rates for education levels are: adults with less than a high school 
diploma (34%), adults with some college education (18.8%) (North Carolina 
BRFSS 1999). 

• Current rates by gender are: male adults who smoke (27.5%), female adults 
who smoke (22.7%). (BRFSS 1999).  

4. To decrease the proportion of all pregnant women who smoke from an average of 
15.2% to 12.1% (16.8% of White women; 11.2% of African-American women, 
and 11.4% of other minorities). Maintain the low rate of Hispanic women who 
smoke during pregnancy (2.1%) (Vital Statistics 1998). 

The fifth goal of the tobacco-use subsection is to coordinate data collection and 
programmatic efforts with existing or ongoing studies and programs being 
implemented across the state.  

Strategies: Incorporate diversity in all 4 goal areas. 
Strategies for the first goal: Prevent initiation and promote quitting among youths. 
• Increase the number of diverse youth leaders, community groups, and 

organizations representing underserved populations actively involved in 
tobacco-use prevention and control. 

• Increase the number of schools with large proportions of minority populations 
that adopt a 100% tobacco-free policy. 

• Train diverse youths as peer counselors for cessation. 

• Develop culturally appropriate, youth leadership models and implement 
training such as the UJIMA model for African-American youth. Promote 
African-American youth leadership using the UJIMA model across the state. 
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Strategies for the second goal: Eliminate exposure to environmental tobacco smoke. 
• Incorporate role-modeling in educational strategies. Emphasize the influence 

of parents, educators, and adult youth leaders on youths’ initiation to tobacco 
use, especially in ethnic communities. 

Strategies for the third goal: Promote quitting of tobacco use among adults. 
• Develop and implement culturally appropriate cessation services and training 

such as the “Pathways to Freedom” for African Americans. Increase the 
availability of the “Pathways to Freedom” across the state. 

Strategies for the fourth goal: Eliminate disparities related to tobacco use. 
• Promote tobacco-prevention and tobacco-control efforts through culturally 

appropriate paid advertising and public relations. Increase the proportion of 
prohealth media coverage in culturally appropriate media. 

• Obtain tobacco-prevalence data reflecting a more accurate representation of 
diverse ethnic and cultural groups such as Native Americans, 
Hispanic/Latinos, and Asian Americans. 

• Address cultural use of tobacco among Native Americans through education 
on the difference between culturally relevant ceremonial use and addictive use 
of manufactured tobacco. Raise public awareness to processing and 
manufacturing of tobacco (chemical additives) especially among Native 
American communities. 

North Dakota 
As of November 10, 2003, North Dakota has no CCC plan, but received CDC 
funding in July 2003 to pursue such a plan. The state is in the preliminary stages of 
the process, and plans to have a draft plan ready by July 2005. 

Ohio 
Ohio’s most current state cancer plan is entitled “The Ohio Cancer Plan: 2010” by the 
Ohio Partners for Cancer Control and is dated May 2003. The plan incorporates 
tobacco control as one of the 10 goals for CCC in the Primary Prevention section, and 
then gives a short list of objectives. After this, tobacco is talked about briefly in the 
Lung Cancer section, and sporadically throughout the rest of the plan. The current 
objectives for the 10 goals in the plan run through 2005, and it is expected that the 
plan will be updated to develop objectives through 2010 including the objectives 
related to tobacco use. 

The first tobacco-related goal in the plan is to decrease youth and adult tobacco-
use rates, increase public support for smoke-free environments, and advocate for 
tobacco control legislation. 
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Objectives 
1. By July 30, 2003 (and ongoing) support existing efforts to maintain tobacco 

settlement funds for tobacco-control purposes. 

2. By December 31, 2003 document existing tobacco-use-prevention/cessation 
efforts already prioritizing youths. 

3. By December 31, 2003 document existing tobacco-cessation efforts already 
prioritizing adults. 

4. By December 31, 2003 document existing initiatives that support smoke-free 
environments and advocate for tobacco control legislation. 

5. By December 31, 2004 partner with other regional and statewide tobacco-use-
prevention groups to develop consistent messages. 

Oklahoma 
As of November 10, 2003, Oklahoma is in the preliminary stages of developing the 
infrastructure and assessing partners to draft an Oklahoma CCC plan. A 2-year core 
capacity grant was received from the CDC on July 1, 2003 to fund this process. The 
state CCC contact said the plan should be completed by 2005. Tobacco use will be 
covered in Oklahoma’s plan either by a separate section and/or sections relating to 
specific cancers. 

Oregon 
As of November 10, 2003, Oregon has recently received funds from the CDC for 
CCC planning. A core planning group has been meeting for the past 2 years and has 
developed a cancer-burden document for Oregon. Recruitment materials are being 
finalized and will be used to invite a broad range of partners to participate in the 
statewide planning effort. Oregon’s CCC plan will be completed in the next 12 to 18 
months. 

Pennsylvania 
As of November 10, 2003, Pennsylvania has finished drafting a CCC, which is 
currently going through the ratification process, and will hopefully be ready for 
public review by late 2003 or early 2004.  
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Rhode Island 
Rhode Island’s most current cancer plan entitled “Cancer Control: Rhode Island 
Strategic Plan for 1998-2005” by the Rhode Island Department of Health Cancer 
Control Program, is dated September 1998. The plan contains a limited discussion of 
tobacco use and prevention with several objectives and targets for the year 2005, but 
no strategies for accomplishing these objectives. Objectives and recommendations 
regarding tobacco use follow.  

Year 2005 Objectives 
1. Reduction of Risk Factors 

• Reduce the amount of people 18 years and older who smoke to no more than 
15% (Rhode Island baseline: 24.7 percent in 1995). 

2. Reduction of Cancer Incidence 

• Reduce the number of cases of lung-bronchus cancer among men to 79.5 
cases per 100 000 persons (Rhode Island baseline: 89.9 cases per 100 000 
persons in 1990-1994). 

• Limit the increase of lung-bronchus cancer among women to 60.0 cases per 
100 000 persons (Rhode Island baseline: 45.2 cases per 100 000 persons in 
1990-1994). 

3. Reduction of Cancer Mortality 

• Reduce the age-adjusted mortality rate for all cancers combined among men 
to 217.9 deaths per 100 000 (Rhode Island baseline: 226.8 deaths per 100 000 
in 1990-1994). 

• Reduce the age-adjusted mortality rate for all cancers combined among 
women to 141.7 deaths per 100 000. (Rhode Island baseline: 147.2 deaths per 
100 000 in 1990-1994). 

• Reduce the age-adjusted mortality rate for cancer of the lung-bronchus among 
men to 65.0 deaths per 100 000 (Rhode Island baseline: 75.4 deaths per 100 
000 in 1990-1994). 

• Limit the age-adjusted mortality rate for cancer of the lung-bronchus among 
women to 50.0 deaths per 100 000 (Rhode Island baseline: 32.8 deaths per 
100 000 in 1990-1994). 
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Cancer Control Recommendations 
Prevention 

Tobacco 
• Avoid tobacco use.  

• Avoid ETS. 

Cancer-Causing Substances in the Workplace 
• Protect workers from ETS. 

Cancer-Causing Substances in the Home and Leisure Settings 
• Protect residents and customers from ETS.  

South Carolina 
South Carolina’s most current state cancer plan entitled “Cancer Prevention and Care 
in South Carolina: A Plan for Action, 1999-2004,” dated 1999, has a subsection on 
tobacco use in the Prevention section that goes into detail about the tobacco use 
problem in South Carolina. Then the goals, objectives, and strategies for tobacco use 
are in a separate goals/objectives section for all aspects of CCC. The plan extends 
through 2004, and is currently in the process of being updated. 

The first tobacco-related goal of the plan is to increase the proportion of primary care 
providers who routinely counsel patients about tobacco-use cessation and diet 
modification. Healthy People 2000 Goal is to increase this proportion to at least 75%. 
South Carolina has no current baseline measurement. 

The second tobacco-related goal of the plan is to decrease the rate of tobacco use 
among South Carolinians. Healthy People 2000 goal is to reduce cigarette smoking to 
no more than 15% among people 20 years and older. 

Target 1. Delineate and disseminate data describing tobacco-related cancers in 
South Carolina, including incidence, mortality, and geographic 
distribution. 

Target 2.  Reduce tobacco use among youths by one-third. 

Target 3. Reduce tobacco use among South Carolina adults to less than 20%. 
Target 4.  Develop and coordinate the resources needed to implement and evaluate 

these prevention measures. 

Objectives 
1. Produce an annual report on tobacco use and consequences in South Carolina. 

2. Increase the South Carolina state tax on tobacco by at least 100%. 
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3. Prohibit the promotion of tobacco products at sporting, music, and cultural events 
in South Carolina. 

4. Increase the number of South Carolina schools with enforced policy prohibiting 
tobacco use on school property or at any school-sponsored events to 100%. This 
includes grades K-12 public and private schools. 

5. Increase the percentage of youths who view cigarette smoking as socially, 
economically, physically, and personally undesirable. 

Strategies 

• Strengthen tobacco-use prevention curricula in schools. 

• Conduct statewide marketing campaigns to discourage youths’ use of tobacco. 

• Help families discourage tobacco use among children. 
6. Increase the enforcement of laws and regulations prohibiting tobacco sales to 

minors, such that less than 20% of merchants are found to sell tobacco illegally to 
minors. 

Strategies 

• Educate merchants about regulations that prohibit tobacco sales to minors. 

• Monitor tobacco sales to minors in South Carolina. 
7. Increase the number of youth tobacco users who participate in efficacious 

tobacco-use cessation programs. 

Strategy 

• Ensure that efficacious smoking cessation programs are available and 
accessible to youth smokers. 

8. Increase the number of smoke-free facilities and environments accessed by the 
public. 

Strategies 

• Repeal pre-emption. 

• Strengthen South Carolina’s 1990 Clean Indoor Air Act to ensure that 
nonsmokers are not unwillingly exposed to tobacco smoke. 

• Collaborate with South Carolina businesses and industry to provide smoke-
free environments and efficacious smoking-cessation programs for employees. 

9. Increase the number of adult smokers who participate in efficacious smoking-
cessation programs. 
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Strategies 

• Develop health care provider’s skills to assist their patients to stop smoking. 

• Ensure that efficacious smoking-cessation programs are available and 
accessible to smokers. 

10. Increase non-ASSIST state and federal tobacco control funding to at least $1 
million per year. 

11. Increase the number of individuals and organizations participating in a statewide 
tobacco-use-prevention coalition. 

South Dakota 
As of November 10, 2003, South Dakota has no current cancer plan, but has formed a 
state group/coalition, which will meet frequently during the next year to move ahead 
with developing a plan. The South Dakota group does not currently have CDC 
funding, but plans to apply for funding during the next cycle in February 2004. There 
is no definitive timeline, but this was discussed at the meeting in August 2003. 

Tennessee 
Tennessee was awarded funding from the CDC in June 2003 to create a CCC plan. 

Texas 
Texas’s most current plan entitled “Texas Cancer Plan: A Guide to Action, Third 
Edition,” by the Texas Cancer Council, dated July 1998, has an entire subsection 
under the Prevention section devoted to tobacco use. The overall goal for the tobacco-
use section, (objective C in the plan), is to promote policies and programs aimed at 
reducing tobacco use. Then the plan goes into an extensive discussion of how 
tobacco is linked to cancer, and the many aspects of tobacco control. The following 
specific objectives and strategies are after that section. Objective D under the 
Prevention section talks about environmental carcinogens including secondhand 
smoke. The plan is going to be revised and updated in 2004, and will be posted at 
www.texascancercouncil.org.  

Objectives 
1. Increase awareness of the risks of tobacco use by youth.  

Strategies 

• Conduct media campaigns to educate youths about the risks of tobacco use 
and cancer, and to encourage youths to be tobacco free. 
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• Encourage local health officials, peace officers, and community leaders to 
conduct tobacco-vendor and community-education campaigns. 

• Educate parents, teachers, coaches, clergy, and other influential adults on the 
importance of being positive role models for youths by not using tobacco. 

2. Reduce access to and use of tobacco products by youths.  

Strategies 

• Encourage local health and law enforcement agencies to take an active role in 
enforcing laws related to tobacco sales and distribution. 

• Include effective educational curricula and peer-driven programs on tobacco-
use prevention as part of comprehensive, school health education in grades K-
12. 

• Distribute age-appropriate prevention messages through existing youth-
oriented, community-based channels, such as organized athletics, youth 
councils, and scouts. 

• Enforce smoking prohibitions in facilities that provide services to children, as 
required by federal legislation. 

• Encourage tobacco-free environments where youths congregate, such as 
arcades, recreation facilities, restaurants, and malls. 

• Enforce state laws: 

 prohibiting tobacco advertising on billboards close to schools or churches; 

 prohibiting the use of tobacco on school property and at school-sanctioned 
activities; 

 eliminating tobacco vending machines and self-service displays in areas 
frequented by youths, such as arcades, recreation facilities, restaurants, 
and malls; 

 requiring tobacco sales to be over-the-counter and vendor assisted; 

 prohibiting the distribution of tobacco samples and coupons; 

 prohibiting the sale of single cigarettes and packages containing fewer 
than 20 cigarettes; and 

 requiring age verification for anyone under the age of 27 purchasing 
tobacco products. 

• Discourage the promotion of tobacco products at sporting or entertainment 
events that are attended by youths under 18 years or younger. 
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• Develop and promote tobacco-use-cessation programs that are specially 
designed for youths 18 years or younger, and address the educational needs of 
specific subpopulations of youths. 

• Evaluate the effectiveness of tobacco-use-prevention programs in schools, 
worksites, and the community. 

• Increase state tobacco excise tax as a disincentive for children to purchase 
tobacco products. 

3. Reduce the use of tobacco products by adults.  

Strategies 

• Encourage businesses to prohibit the use of tobacco products on their 
premises. 

• Encourage employers to offer no-cost, tobacco-use-cessation programs to 
their employees. 

• Encourage employers to offer financial incentives to employees who do not 
use tobacco products. 

• Encourage health and life insurance companies to reduce the cost of premiums 
for Texans who do not use tobacco products. 

• Advocate for health insurance coverage of nicotine-replacement therapy, other 
pharmacological treatments, and tobacco-use-cessation programs. 

• Reduce financial barriers to nicotine-replacement therapy and tobacco-use-
cessation programs. 

• Increase the availability and promotion of free or low-cost, tobacco-cessation 
programs within local communities. 

• Develop coalitions within local communities to carry out effective, 
community-based, tobacco-use-cessation programs. 

• Provide training to health care professionals on effective tobacco-use 
cessation and control methods and materials. 

• Encourage health care professionals to use tobacco cessation counseling 
guidelines developed by the US Agency for Health Care Policy and Research. 

• Increase the number of trained and certified cessation therapists and facilitate 
referrals from health care professionals. 
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Utah 
Utah’s most current cancer plan entitled the “Utah Comprehensive Cancer Control 
Initiative Plan,” by the Utah Comprehensive Cancer Control Initiative has one of its 
goals devoted to tobacco use with more specific objectives and strategies listed 
afterward. The overarching goal is to reduce the initiation of tobacco use, increase 
tobacco cessation, and reduce exposure to ETS. The plan also draws a clear picture 
of how tobacco use and ETS are linked to cancer. “Tobacco use is a risk factor for 
lung, mouth, throat, larynx, bladder, and many other types of cancer. Environmental 
tobacco smoke (ETS) may be associated with cancer as well as other health 
problems.” 

Objectives 
1. Reduce the proportion of Utah adults ages 18 years and older who smoke 

cigarettes to no more than 10% by 2005. Reduce the proportion of Utah adult 
males who use smokeless tobacco to no more than 2% (objective 2.1 in the plan). 

Strategies 

• Support legislation to increase the tobacco excise tax and appropriate dollars 
from the Master Settlement Agreement to programs for tobacco prevention 
and cessation. 

• Implement community-based programs statewide that engage local 
organizations, schools, youths, parents, enforcement officials, community and 
business leaders, and health care providers in tobacco-prevention and tobacco-
control efforts. 

• Promote government and voluntary policies to promote clean indoor air and 
provide insurance coverage for tobacco cessation. 

• Continue to implement a research-based media campaign using TV, radio, and 
print materials to counter protobacco influences and promote smoking 
cessation.  

• Increase the availability of smoking cessation programs, including those for 
high-risk and disparate populations. 

2. Reduce the proportion of Utah youths that smoke cigarettes to no more than 9% 
by 2005. Reduce the proportion of Utah youth that have tried cigarette smoking to 
no more than 35% by 2005. Reduce the proportion of Utah male youths that use 
smokeless tobacco to no more than 2% (objective 2.2 in the plan). 



 December 2003  

Tobacco Control in State Cancer Plans—A State-by-State Review 57 

Strategies 

• Implement community-based tobacco-prevention and tobacco-control 
programs statewide that engage youths in developing and implementing 
tobacco-control interventions. Programs should include youth advocacy and 
parental involvement. 

• Support schools in the implementation of Centers for Disease Control and 
Prevention’s school guidelines, including the tobacco policy development and 
enforcement, student instruction regarding short-term and long-term effects of 
tobacco use, prevention education in grades 5-12, teacher training, parental 
involvement, and cessation support for students and school staff who use 
tobacco. 

• Provide accessible, affordable, and proven cessation programs for youths 
focusing on high-risk and disparate populations.  

• Continue to implement a research-based media campaign using TV, radio, and 
print materials to counter protobacco influences and prevent tobacco use by 
youths. 

• Promote government and voluntary policies to restrict youths’ access to 
tobacco products. 

3. Eliminate involuntary exposure to ETS (objective 2.3 in the plan). 

Strategies 

• Promote state and local policies that restrict smoking in public places. 

• Increase enforcement of, and monitor compliance with, existing indoor clean 
air laws.  

• Educate Utah businesses regarding the Utah Indoor Clean Air Act.  

• Continue to implement a research-based media campaign using TV, radio, and 
print materials to eliminate exposure to ETS.  

• Develop and distribute ETS educational kits for homes, workplaces, and cars.  

• Provide training and printed materials to encourage health care providers to 
inform and counsel their patients about the negative health effects of ETS.  

4. Increase the proportion of patients who receive advice to quit smoking each year 
from a health care provider (objective 2.4 in the plan). 

Strategies 

• Train health care providers to assist their patients with smoking cessation. 
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• Plan and implement a program to encourage health care providers to follow 
The Public Health Service Clinical Practice Guidelines with regard to tobacco 
use.  

• Provide resources to health care providers to assist in implementing these 
guidelines, such as the Healthier You 2002 prescription pads. 

Vermont 
As of November 10, 2003, Vermont does not have a CCC plan, but has just received 
money from the CDC to construct a plan. The state hopes to have something in place 
by a November 2004. 

Virginia 
Virginia’s current cancer plan entitled “Virginia Cancer Plan for 2001-2005,” by the 
Virginia Cancer Plan Advisory Committee and the Virginia Department of Health, 
dated June 2000, features tobacco use prominently in its Prevention section. The 
introduction draws a connection between tobacco use and cancer, and calls preventing 
tobacco use the highest priority for cancer prevention. The plan also acknowledges 
the difficulty of preventing tobacco use in Virginia because of tobacco’s long history 
in the state. “Unfortunately, the significance of the tobacco industry in Virginia’s 
history and economy has impeded local and statewide cancer prevention and control 
efforts for years.” 

The first tobacco-related goal of the plan is to reduce the number of youth in 
Virginia who begin using tobacco products. 

Objectives 
1. Increase the adoption of tested and efficacious tobacco-use-prevention education 

into the K-12 school curricula (recommendation I.1 in the plan). 

Strategies 

• Purchase, disseminate, and implement tobacco-use-prevention curricula and 
evaluate such programs annually. 

• Provide technical assistance on a variety of subjects related to tobacco 
control/prevention, best practices, and model programs to those associated 
with school settings, such as the Virginia Department of Education Standards 
of Learning (SOL). 

2. Promote the adoption of a tobacco prevention and control educational component 
into the credit curricula in Virginia institutes of higher education 
(recommendation I.2 in the plan). 
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Strategies 

• Identify and compile information on existing college-level, tobacco-education 
curricula and its effectiveness in reducing use of tobacco by youths. 

• Collect data on tobacco-free policies in institutions of higher education.  

• Using information from the first two strategies, select or develop a tobacco-
education and tobacco-control component for curricula in Virginia institutes 
of higher education. 

3. Increase the percentage of community outreach programs to diverse populations 
in Virginia with culturally sensitive tobacco-use-control and tobacco-use-
prevention materials (recommendation I.3 in the plan). 

Strategies 

• Provide and support faith-oriented tobacco/prohealth information through 
education of religious leaders and congregates.  

• Ensure the inclusion of tobacco-use-prevention and tobacco-use-control 
information in the program plan of local cultural events. 

4. Increase the percentage of stadiums, arenas, and sports events that include no 
tobacco messages on message boards during sports media broadcasts and/or Kids’ 
Clubs Activities (recommendation I.4 in the plan). 

Strategies 

• Implement counteradvertising campaigns in sports venues across Virginia.  

• Develop and disseminate model, no-smoking policies for stadiums, arenas, 
and other sports event facilities.  

• Provide technical assistance as needed in developing and maintaining no-
smoking policies for these settings and facilities. 

The second tobacco-related goal of the plan is to reduce the use of tobacco 
among Virginians 

Objectives 
1. Increase the rate of smoking cessation among adults and youths that want to quit 

(recommendation II.1 in the plan). 

Strategies 

• Partner with managed-care organizations to ensure provision of smoking-
cessation interventions and support through incentives and pilot-program 
initiatives.  
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• Develop and disseminate a comprehensive guide of effective tobacco-
cessation programs to health professionals, insurers, hospitals, and other 
health-related entities.  

• Conduct trainings for primary health care professionals on Agency for 
Research and Health Care Quality and NCI cessation guidelines.  

• Promote new, innovative, smoking-cessation programs to K-12 school 
systems and other youth-focused entities. 

2. Increase the number of antitobacco messages directed toward the public to raise 
the awareness that tobacco use is a serious public health problem 
(recommendation II.2 in the plan). 

Strategies 

• Conduct an ongoing statewide antitobacco public awareness campaign. 

• Recruit youth groups and other community organizations to design 
antitobacco messages. 

3. Educate stakeholders about the public health impact of an increased sales tax on 
all tobacco products sold in Virginia (recommendation II.3 in the plan). 

Strategies 

• Compile evidence of the impact of increased sales tax on tobacco products in 
other states.  

• Determine public health, economic, and other impacts of an increased sales 
tax on tobacco in Virginia.  

• Provide information (from the first two strategies) to individuals and 
organizations that share the common goal of the reduction of tobacco use 
among Virginians. 

The third tobacco-related goal of the plan is to reduce Virginians’ exposure to 
ETS. 

Objectives 
1. Reduce children’s exposure to ETS by increasing the percentage of smoke-free 

family restaurants in Virginia (recommendation III.1 in the plan). 

Strategies 

• Identify and promote public policies for restaurants to adopt to become smoke 
free.  

• Conduct a public awareness and incentive campaign for restaurants that 
permit smoking to encourage them to adopt smok- free policies.  
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• Offer technical assistance to localities/communities in establishing 
community-wide, smoke-free policies in restaurants. 

2. Increase the percentage of public and private worksites that are smoke free 
(recommendation III.2 in the plan). 

Strategies 

• Review and promote policies that create smoke-free workplaces in order to 
protect employees from secondhand smoke.  

• Review and promote incentive and reward programs that encourage worksites 
to become smoke free. 

3. Increase the percentage of public facilities that are smoke free (recommendation 
III.3 in the plan). 

Strategies 

• Identify the categories and number of public facilities by category not 
presently covered under the Virginia Indoor Clean Air (VICA) Act.  

• Identify merchants and principal clientele by language group.  

• Develop and distribute culturally relevant and language-appropriate 
information and training materials on smoke-free policies. 

• Develop and provide promotional items for public events that adopt a smoke-
free policy.  

• Compile and distribute a list of media outlets organized by audiences and 
market areas for promotion of smoke-free events.  

• Promote the benefits of smoke-free environments to owners and managers of 
facilities currently not covered by the VICA Act.  

4. Increase the number of institutes of higher education in Virginia providing 
smoke-free public areas and dormitories (recommendation III.4 in the plan). 

Strategies 

• Convene annually a network of college and university representatives to 
discuss issues related to tobacco use among students and no smoking policies 
on campuses.  

• Develop a model policy guide and “How to go Smoke-Free” manual, and 
disseminate to colleges and universities in Virginia.  

• Offer technical assistance in the development and maintenance of smoke-free 
campus programs. 

5. Ensure that all public Virginia K-12 schools are smoke-free; currently, about one-
third are smoke-free (recommendation III.5 in the plan). 
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Strategies 

• Collect and compile date on smoke-free policies in schools as they relate to 
compliance and enforcement.  

• Educate stakeholders about policies that ensure smoke-free environments in 
Virginia K-12 schools.  

• Provide technical assistance for policy adoption and enforcement to schools 
and/or school districts as requested. 

6. Increase the percentage of homes in which children live in a smoke-free 
environment; currently about 26% of children live in a home where at least one 
adult smokes in the home, according to the Commonwealth Poll (recommendation 
III.6 in the plan). 

Strategies 

• Conduct a campaign to raise awareness that secondhand smoke is a serious 
threat to children’s health.  

• Develop and disseminate informational packets for residential child-care, 
HeadStart, and parents, on the health consequences of tobacco use including 
asthma, the dangers of secondhand smoke, and the importance of providing a 
tobacco-free home environment. 

Washington 
As of November 10, 2003, Washington is in the process of drafting a CCC plan. With 
funds from the CDC, the Washington Department of Health has formed the 
Comprehensive Cancer Control Partnership, which is developing the plan. The plan is 
scheduled to be published in November 2003, and will have a section on tobacco use 
and prevention with goals, objectives, and strategies although it will not be as 
comprehensive as the state tobacco-control plan. 

West Virginia 
West Virginia’s cancer plan entitled “The West Virginia Comprehensive Cancer 
Control Plan,” by the Mountains of Hope Coalition and West Virginia Department of 
Health and Human Resources, published in 2002, has a subsection under the 
Prevention section on tobacco cessation with goals and objectives. West Virginia’s 4-
year goal is to decrease the rate of tobacco use among West Virginians of all ages, 
and support those who want to quit using tobacco. Under the Advocacy section in 
the plan, there are examples of where direct lobbying and grassroots advocacy 
affected past decisions on tobacco-related issues in the state legislature. Also, one of 
the goals in the Advocacy section deals with tobacco use. “Goal II: Support efforts to 
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significantly increase cigarette and other tobacco product taxes as a deterrent to youth 
smoking.” 

Objectives 
1. Collaborate with the Coalition for a Tobacco-Free West Virginia, the West 

Virginia Bureau for Public Health Tobacco Prevention Program, the American 
Lung Association, and the West Virginia University Research Center, NOT, and 
the Mary Babb Randolph Cancer Center to support and enhance current programs 
and efforts. 

Strategies 

• Reduce the prevalence of cigarette smoking among pregnant women. 

• Increase smoking cessation during pregnancy, so that at least 60% of women 
who are cigarette smokers at the time they become pregnant quit smoking 
early in their pregnancy and maintain abstinence for the remainder of their 
pregnancy, following delivery, and through postpartum. 

• Increase the health care providers who routinely advise cessation and provide 
assistance, follow-up, and document charts for all their tobacco-using patients 
to at least 80%. Providers will include physicians, dentists, nurses, dental 
hygienists, mental health professionals, social workers, psychologists, 
pharmacists, medical assistants, physician assistants, and home health care 
aides. 

• Train people who have given up tobacco to provide peer-to-peer outreach and 
education in their schools and communities. 

2. Use members of the Mountains of Hope Volunteer Navigator Network to provide 
cessation counseling, support to those attempting to quit, and education outreach 
in their communities. 

Strategies 

• Work with local businesses to participate in countermarketing efforts. 

• Provide education on secondhand smoke. 

• Increase worksite sponsorship of smoking cessation programs. 

• Establish community-based cessation and counseling centers in each county. 
3. Reduce smokeless tobacco use. 

Strategies 

• Reduce smokeless tobacco use among youths in grades 9-12. 

• Reduce the prevalence of smokeless tobacco use among adult men. 
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Wisconsin 
As of November 10, 2003, Wisconsin is in the beginning or planning stages of 
composing its CCC plan. The state received funding from the CDC in 2002 to help 
this effort. There will be a prevention workgroup where tobacco control will be 
represented, but how a tobacco-use and tobacco-prevention section will appear in the 
final plan is unknown at this point. The Department of Health hopes to have the plan 
completed in early 2005. 

Wyoming 
As of November 10, 2003, Wyoming has no current CCC plan, but is currently 
working to develop a plan based on CDC guidelines. They have formed a core 
planning team that is conducting background work. It’s hoped that a state consortium 
can be convened, which will help develop the plan. Once the consortium meets, the 
plan would be completed in 1-2 years. The state currently has no CDC funding, but 
plans to apply in 2004. 


