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	Co-Chairs Jennifer Little and Elisabeth Maxwell

	Review of minutes
	October minutes 
	The October minutes will be resubmitted for approval with the additional Q & A addendum.
	Co-Chairs

	Tobacco tax & Ballot Measure 108
	Discussion
	Steven Fiala and Tatiana Dierwechter presented information on the tobacco tax and funding opportunities with ballot measure 108. The braided funding models will extend the work beyond tobacco and work with counties and sections below. The biennium is still closing as budget discussions continue. Covid needs and priorities will be addressed in the budgets. 

Programs/Sections participating in Public Health Division coordinated funding opportunity for CBOs:
· Acute and Communicable Disease Prevention
· Adolescent and School Health
· Environmental Public Health
· Health Promotion and Chronic Disease Prevention (BM 108)
· Health Security Preparedness and Response
· HIV, STD, TB
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Committee members were supportive of the collaboration between CBO’s, LPHA’s and funding staff. The phased in approach and individual county assessments were deemed to be a positive approach in the funding mechanism. Tatiana indicated there would be more to come in future meetings. 

The attachment below includes Ballot Measure 108 recommendations from the CBO Advisory Group. A question/answer addendum has been added from the discussion.
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CLHO HPP BM108 Q and A Addendum.pdf


CLHO HPP Sub-Committee 10/7 
Update, Q&A on BM 108  


Thursday, October 7, 2021 


Q: When talking about braided funds, does that mean scope of work for the RFP will be beyond 
tobacco work?  
 
Within the collaborative funding opportunity, interested applicants will be able to opt into a selection 
based on a menu across program areas to identify where community priorities fit. Commercial tobacco 
prevention and cessation will be on the menu. The “collaborative” term is referring to how the state is 
operating and braiding funding sources across state sections and programs. 
 
Lindsey Manfrin (Yamhill) suggested this may be confusing for some people since there have been 
recent RFPs that are collaborative efforts and require multiple entities to be a part of the application. 
There may be some frustration that this RFP embodies things LPHA have been saying they want to do 
and ways they have been wanting to partner but have not been allowed to do so.  It seems important 
for OHA to incorporate opportunities for LPHA’s to work directly with populations that are impacted as 
this is part of core local TPEP public health work, as well. Previously, the messaging is that TPEP is only 
allowed to work on tobacco retail licensing. Hoping this shift can also apply to LPHA’s.   
 
Tanya Phillips (Jackson) agrees and supports the ask that this shift also apply to LPHA’s.  
 
Tim Noe (OHA-PHD)  hopes everyone understands that PHD is supportive of working collaboratively with 
communities disproportionately impacted by tobacco and that it is an expectation for TPEP work. He 
appreciates the willingness and working on getting resources and staff funding to do this work.  
 
Q:  Can you please expand and define how CBOs are required to work with LPHA in this RFP coming 
out? 
 
Tim Noe: That it is up to individual CBO’s how/if they plan to engage LPHA depending on how it fits 
within their application/work focus.  In addition to this, PHD is providing funding to LPHA’s to focus on 
community engagement, as well. PHD will facilitate connections and partnerships the best we can.  
 
Q: What are the funding amounts for CBOs? What are the funding amounts for LPHA? For funding 
through LPHA will it be through PE 13?  
 
Tim Noe: PHD is still working on the budget and what type of carryover the division will have. We need 
to have consultation around how much funding we want to allocate to other statewide comprehensive 
components (i.e. evaluation, communication, cessation, training, etc.).  PHD has committed 
approximately 9 million to LPHA’s through regular TPEP funding. There will be additional carryover 
through BM 108 but, we don’t know those totals yet. The important thing is to think about the tobacco 
funding in its totality and how all the pieces and the different partners and components come together. 
Then we will work together to figure out the percentages of each component out of the total bucket of 
funding. 
 







Jamie Zentner (Clackamas): hears that OHA is encouraging and wanting LPHA/CBO collaboration, but she 
is stumped on how LPHA’s will know which CBO’s are applying for tobacco prevention funding and how 
we will know which CBO’s to reach out to in our counties.  
 
Q: Can OHA be a connector between CBO’s and LPHA’s? Do the CBO’s know the contacts in counties 
to reach out to if they are interested in collaborating?  
 
Tim Noe explained that once PHD knows which CBO’s have applied for funding, we will be 
communicating that to LPHA’s and we will work to develop a list of contacts to build networks and 
linkages between CBO’s and LPHA’s. Additionally, we are posting a local TPEP contact list as a resource 
for CBO applicants.    
 
Q: Assuming the CBO and LPHA want to work together, and the CBO must be the applicant, can the 
CBO write LPHA funding into their budget? Some TPEP programs do not get enough money to support 
a full FTE.  
 
Tim Noe explained that PHD is thinking it may be difficult for CBO’s to fund government entities. PHD 
may work with CBO’s on our end to allocate additional funding to LPHA’s through the program element 
system (to avoid subcontracting arrangements through the CBO).  
 
Lindsey Manfrin: We have local CBO’s who don’t have a lot of infrastructure to manage and administer 
collaborative funding. Some CBO’s have even reached out to the LPHA to be a pass-through (fiscal 
agent) that does the administration. It has worked beautifully for us. We don’t want OHA to 
unintentionally exclude small, critical CBO’s in the community. This warrants more discussion about how 
we can have a system that is working together.  
 
Tim Noe replied that we may look into phased funding such as capacity building and then move toward 
programming when the capacity is built. Wouldn’t rule out having the LPHA work with the CBO to build 
that capacity. We need to get creative and innovative as we think about this work.  


 
Jessica Jacks (Deschutes): It sounds like OHA is open to making sure that OHA had liaison between the 
two but sounded like it would be after a CBO is funded. We would love to see more proactive 
communication if possible, to plan and thoughtfully integrate things we have going on locally and to 
maximize the CBO opportunity with that preplanning process before they have a final approved 
application.  
 
Tatiana Dierwechter (PHD-HPCDP): This was the same sentiment at the last advisory group meeting. The 
systems map that was in the recap sent out from the meeting describes the story that this has been an 
iterative process. We started first with Tribal partners, RHECs and CBO partners, and we are now 
pivoting to the state and local partners. Each step is building on the previous stages. CLHO leadership 
will be digging into this together.  
  
Steven Fiala (PHD - HPCDP) described the Learning Community opportunity. This will be a shared space 
for co-planning and co-design. He talked through coordination/alignment of the work. We can talk more 
about how exactly that functions in the best way possible. This may include pre-application information 
sessions and/or some type of communication.  Steven has heard a need at the very least to share points 
of contacts in the application or during information sessions. 
 







Q: With COVID  there has been a lot of work with CBOs falling under Dolly England's team. Now there 
is a COVID-specific LPHA CBO collaborative call that has been happening. Could the community 
engagement team be a platform for some of these conversations?  
 
Tatiana Dierwechter explained that Dolly and her team have been an important part of the team 
working to operationalize the braided RFP. PHD is trying to be intentional to liaise with that engagement 
team to figure out how it expands or how we align with it internally and externally over time. What does 
this mean for CBOs as they continue to gain capacity and move deeper into work. Some questions that 
arise are: How does it interface with sections that carry the body of training and technical assistance and 
LPHA and what does this bridge look like over time?  
 
Q: How will the funding be divided? Is it based on need? Tobacco use prevalence? Population size? 
What is the prioritization for allocation? 
 
Steven Fiala answered that so far the funding model and formula recommended by advisory group is to 
lead with race. The funding range is quite large. There is intention to make this opportunity available to 
smaller organizations that may need capacity building. Percentage focuses on culturally specific CBO - 
BIPOC specifically - and a certain portion dedicated to those organizations and the communities 
experiencing disparities. Smaller portion allocated to other populations that have been marginalized and 
targeted by the tobacco industry. So, it is not as much about tobacco use prevalence, but started more 
based on communities targeted historically and within those populations leading with race.  
 
Tim Noe explained that we don’t know yet which CBOs will apply.  
  
Tatiana Dierwechter explained that there are opportunities to do outreach to identify community 
leaders and champions to broker and connect. PHD is taking a 5-10 year approach to this. It's a big shift 
in our work and may be a decade worth of change. Will learn a lot this year and may be bumpy. Lots of 
wonderful aha moments. Hope to use the learning communities to capture all the things we are learning 
and bringing it back to planning for years ahead.  
  
Jamie Zentner mentioned that she was just in a meeting with a community partner who said that while 
tobacco is important, what their communities really need is childcare. It might be helpful for 
communities to prioritize needs.  
 
Braided sections of the RFA allow communities to identify holistically and have flexible funding to meet 
what they see as key SDOH. There is culturally specific funding, but they’ve also recommended that 
there be space within this funding opportunity to recommend other work around SDOH and social 
conditions. We are trying to build in flexibility for communities to propose what their priorities are right 
now.  
 
PHD is hoping the work will be in line with Healthier Together Oregon (SHIP) to address the root causes 
of tobacco inequities.  
 
Q:  Tim has mentioned LPHA giving more funding. What will this look like? Application format? Added 
into PE 13?  
 
Tatiana Dierwechter explained this is the next area of planning needed. We will be coming to CLHO over 
the next few months to get your feedback.  







 
Q:  Will any of the other funding streams also be amending their PEs to strengthen LPHA collaboration 
with community partners? 
 
Tim Noe: At this point, we are not sure about any of the others. Hoping we can get there.  
 
Sara Hartstein (Benton) Commented in the chat box - Thank you OHA team. This sounds like such a great 
opportunity for our communities.   
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I. BACKGROUND 
 
Introduction 
This funding opportunity is offered by the Oregon Health Authority (OHA) through revenues 
from Ballot Measure 108 (BM 108), which increased the tobacco tax in Oregon effective Jan. 1, 
2021. By passing BM 108, Oregon voters have provided an unprecedented opportunity to 
increase direct investments in communities most disproportionately impacted by commercial 
tobacco use, particularly populations that have been marginalized by long-standing social and 
health inequities, prioritizing Black, Indigenous, Latino/a/x, Pacific Islander, and/or Asian 
communities. 
 
The State of Oregon’s recently released Diversity, Equity and Inclusion (DEI) plan (September 
2021) acknowledges that “for far too long, the longstanding systemic barriers built into 
government systems have left communities of color behind in accessing the programs and 
services that would offset the effects of history. Disparities in health, economics, education, 
and the criminal justice system are stark amongst communities of color compared to their 
white counterparts. Racial inequities exist across all community indicators of success. These 
inequities have been generated by bias and discrimination embedded in policies and practices, 
which have, and continue to unfairly criminalize people of color and block them from accessing 
opportunities.”1   
 
The DEI plan states that minimizing racial inequities requires: “closing the gaps so that race can 
no longer predict any person’s success, which simultaneously improves outcomes for all. To 
achieve racial equity, we must transform our institutions and structures to create systems that 
provide the infrastructure for communities to thrive. This commitment requires a paradigm 
shift on our path to recovery through the intentional integration of racial equity in every 
decision.” The plan includes three racial equity values:  


1. Putting racial equity at the forefront while understanding intersectionality. We must 
be bold and put racial equity at the forefront as a primary and pervasive location of 
oppression that connects with and worsens other identity-based inequities.  


2. Prioritize equity, anti-racism, and racial justice actions. Commitment to prioritizing 
equity and eliminating racial disparities involves taking action in our policies, budgets, 
decision-making, and daily work.  


3. Foster internal and external partnerships. Across the state enterprise and other 
institutions, community-based organizations are crucial to achieving racial equity. True 
partnership means shared power, listening, resolving tensions by creating solutions 
together, and scaling up what already works well.  
 


OHA has committed to racial equity as a driving factor to improve health outcomes for all 
communities that experience inequities. The agency has set a 10-year strategic goal to 


 
1 State of Oregon Diversity, Equity and Inclusion Action Plan: A Road Map to Racial Equity and Belonging. 
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eliminate health inequities. This means people can reach their full potential and well-being, and 
are not disadvantaged by their race, ethnicity, language, disability, gender, gender identity, 
sexual orientation, social class, intersections among these communities or identities, or other 
socially determined circumstances.2  Major health disparities are caused by commercial 
tobacco.  
 
Despite steady and significant reductions in tobacco use and tobacco-related morbidity and 
mortality in Oregon, tobacco remains a leading cause of preventable deaths in Oregon. 
Moreover, many underserved communities continue to experience disproportionate harms 
from tobacco. These tobacco-related health disparities are the result of variations in policy 
protections; the tobacco industry’s continued targeting of underserved communities;      
underlying social and structural inequities, including systemic racism; and the resulting 
stressors experienced inequitably by communities of color. Ballot Measure 108’s dedication of 
revenue to community- and equity-focused tobacco prevention and control presents a unique 
opportunity to address health inequities related to tobacco use and the broader social and 
structural determinants of health.3 
 
Community-led process generated the BM 108 recommendations 
The centering of community voices with Black, Indigenous, and people of color, Oregon’s nine 
federally recognized tribes, and additional organizations representing communities impacted by 
commercial tobacco began early in 2019. A convening hosted by the Governor’s Office began      
discussion of strategies for passing HB 2270, which ultimately became BM 108. When voters 
passed BM 108, some of these organizations and many others were convened by OHA to advise 
on the design of a community-driven allocation process for the revenues. Thus, the BM 108 
Advisory Group was created as a key recommendation body to OHA to actively guide the 
process to determine the allocation of BM 108 tax revenues with the purpose to reduce 
commercial tobacco use, address racial disparities, and increase investments in communities 
most impacted by tobacco use.  
 
With BM 108, OHA and community advocates established a vision for transformation in the 
lives of people in Oregon impacted by the tobacco industry and most affected by tobacco use 
and tobacco-related disease. In addition, OHA committed to examining and changing its 
systems and practices to facilitate stronger community-based relationships and elevate 
different ways to share power and resources.  
 
Metropolitan Group (MG), a strategic communication firm specializing in health equity and 
community engagement, facilitated the process. Between January and October 2021, MG 
regularly convened the BM 108 Advisory Group and the Systems Design Group, a subset of 
advisors that met more often to develop and workshop recommendations for the larger group 
to discuss and refine. MG’s definition of community-driven is as follows: 


 
2 OHA Letter to Oregon Legislature, June 10, 2020. 
3 Oregon Health Equity Engagement Project Final Report and Recommendations, Oregon Health Equity Alliance 
and ChangeLab Solutions, May 2021. 
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Building community-level relationships and involving people on the frontlines of an issue 
deeply in every aspect of the advocacy, engaging them on every significant decision, and 
centering their voices in the framing of problems and solutions. When this is done 
authentically and consistently, it creates sustained relationships of trust.   


 
As such, every element of the recommendations presented to OHA was deeply discussed and 
intentionally defined by the Advisory Group. 
 
BM 108 Advisory Group 
The Advisory Group served as a key decision-making and recommendation body to OHA with 
the larger purposes of reducing commercial tobacco use, addressing racial public health 
disparities, and increasing investments in communities most impacted by commercial tobacco 
use. The group is made up of 21 organizations from across the state. Organizations were 
selected based on their deep experience serving one or more community groups that are either 
targeted by commercial tobacco companies and/or have a higher incidence of commercial 
tobacco use and are trusted by community members. The list of advisors is included in 
Appendix 1. 
 
Among the expectations set for each member of the Advisory Group was that they bring: 
● A commitment to and experience advancing social determinants of health4  
● A racial equity lens5  
● Holistic and statewide perspectives to hold the needs of all impacted communities, in 


addition to representing the specific needs and opportunities of communities they serve       
● Systems change thinking and possibility mind frames that focus on solutions rather than 


barriers or challenges       


The Advisory Group was led by a set of values-based principles of engagement that are found in 
Appendix 2. 
 
 
 


 
4 Social determinants of health are defined as: the social, economic, political, and environmental conditions in 
which people are born, grow, work, live, and age. These conditions significantly impact length and quality of life 
and contribute to health inequities. These include, but are not limited to: Poverty, education, employment, food 
insecurity, diaper insecurity, housing, access to quality child care, environmental conditions, trauma/adverse 
childhood experiences, and transportation (Oregon Health Authority). 
5 Racial equity is defined as: the intentional and continual practice of changing policies, practices, systems, and 
structures by prioritizing measurable change in the lives of people of color. It is the condition that would be 
achieved if one's racial identity no longer predicted, in a statistical sense, how one fares. The term also includes 
work to address root causes of inequities, not just their manifestation, including the elimination of attitudes and 
cultural messages that reinforce differential outcomes by race or fail to eliminate them (Center for Assessment and 
Policy Assessment). 
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II. BM 108 ALLOCATION THEORY OF CHANGE  
 
The Advisory Group designed a theory of change framework. Its purpose is to guide both 
transformational changes that address root causes of commercial tobacco use and a redesign of 
the collaboration between OHA and communities in this process. The framework presents the 
foundational elements for the subsequent recommendations presented to OHA in Section III of 
this document. 
 
Overview  
The theory of change can be summarized as follows: 
 


Community assets and strengths 
... are leveraged to address and dismantle the systemic root causes of commercial tobacco 
use that are major drivers of stress, and to provide commercial tobacco prevention 
supports 
... through asset-based, culturally specific strategies, approaches, and activities centered in 
community voices, practices, and priorities 
... with the support of flexible, multi-year funding; community-led processes and practices; 
ongoing capacity building; and mutual learning between OHA and community 
organizations  
... and guided by a reframe of typical approaches to commercial tobacco prevention to 
ones that are community-led and focused on systemic change. 


 
Framework  
Below is the detailed framework with examples of community strengths, root causes of 
commercial tobacco use, project activities, supports for organizations awarded funding, and 
guiding principles. 
 


Community assets and 
strengths 


● The power and wisdom of community voices; 
communities who experience racialized oppression 
and who live in deep relationship with their other 
community members are best positioned to 
dismantle oppression and build pathways for healing 


● Cultures of collectivism with community as the 
primary focus 


● Ancestral, Indigenous, and traditional ways of 
knowing and being grounded in love, resilience, and 
self-determination 


● Abundance of multigenerational knowledge, 
experiences, and leadership  


● Culturally specific, community-based organizations 
(CBOs) and other organizations primarily benefiting 







 


 7 


Black, Indigenous, communities of color, and other 
communities across the state impacted by 
commercial tobacco know how to best engage, 
organize, and advocate with their community 
members  


Are leveraged to address and 
dismantle the systemic root 
causes of commercial tobacco 
use that are major drivers of 
stress      
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Examples include: 
● Racism, colonization, anti-Blackness, anti-


Indigeneity, internalized oppression, and structural 
discrimination that erases or undermines a 
community’s ability to self-determine what health 
and healing look like 


● Housing insecurity (housing instability, housing 
affordability, housing safety, housing quality, 
neighborhood safety, neighborhood quality, and 
homelessness) 


● Food insecurity (food apartheid, lack of 
opportunities to get closer to one’s food and learn 
about growing food) 


● Lack of autonomy and opportunities to recreate and 
socialize which lead to isolation and a lack of 
welcoming environment and opportunities for 
building community  


● Health disparities and chronic disease that are 
compounded by using and being exposed to 
commercial tobacco 


● Harassment, discrimination, and exclusion from 
school settings for youth of color and LGBTQ2SIA+ 
youth 


● Lack of familial support for queer and trans people, 
and loss of relationships because of coming out as an 
adult. 


● Police interaction and incarceration 
● Lack of culturally specific mental and behavioral 


health services and support for healing from 
community and individual trauma 


● Poverty (individual and disinvested communities) 
and the inability to meet basic needs because of a 
lack of living wage and unfair employment practices 


● Provider bias and attitudes and behaviors of health 
and mental health care providers that unnecessarily 
restrict access, choice, and non-dominant beliefs, 
norms, and approaches 
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... And to provide commercial 
tobacco prevention supports 


● Provider incompetence. While doctors may have 
Western medical degrees, some lack the cultural 
knowledge and language and case management 
skills to support and treat our most vulnerable 
community members. They are not equipped or 
skilled to treat our people.   


● A lack of multigenerational interventions that offer 
holistic supports for well-being  


● Lack of access to health care for Pacific Islanders in 
Oregon      


● Hopelessness and disempowerment due to a lack of 
quality of life, options, and agency to create a 
desired future  


● Prevalence of commercial tobacco in communities 
and the built environment (persistent, targeted 
advertising and marketing and easy access to 
commercial tobacco in lower-income communities 
driven by the industry) 


● Compounding of these systemic root causes (e.g., 
housing insecurity, poverty, negative police 
interaction, and provider bias) for people of color 
experiencing additional structural inequities based 
on disability, mental illness, or sexuality  


● A history of racism and discrimination in Oregon  
 


Examples of commercial tobacco cessation and prevention 
supports include: 


● Enhanced support and access to traditional and 
nontraditional strategies for quitting the use of 
commercial tobacco 


● Questioning the persistence of social opportunities 
and norms tied to commercial tobacco use 


● Challenging the targeting of certain products like 
menthol in specific communities 


 


Through asset-based, 
culturally specific strategies, 
approaches, and activities 
centered in community 
voices, practices, and 
priorities 


Examples include:  
● Community-led initiatives that build power for 


communities most impacted by structural racism 
and oppression over generations 


● Intersectional and holistic support and care tailored 
to different contexts, types of commercial tobacco, 
geographic settings, etc.  
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● Prioritization and investment in CBOs that are led by 
and for the communities most impacted by 
structural racism, that have been systemically 
neglected, and that are under-resourced  


● Prioritization of and incentives for collaboration via 
cross-sector partnerships that strengthen, instead of 
duplicate, services, where possible 


● Multigenerational interventions (vs. just working 
with youth, adults, or elders) that offer wraparound 
supports to address overall well-being 


● Creation of conditions for community organizations 
to build their own capacity in addition to 
implementing programs 


● Accessible and affordable opportunities and spaces 
for people to positively socialize, share cultural 
traditions, and build community 


● Education of community members about how they 
have been strategically targeted by the commercial 
tobacco industry 


● The building of lifelong skills in advocacy for policy 
change  


● Training and capacity-building of the health care 
system to address commercial tobacco use and 
intersections with chronic disease 


● Community-based and -led research 
 


With the support of flexible, 
multi-year funding, 
community-led processes and 
practices, ongoing capacity 
building, and mutual learning 
between OHA and community 
organizations ... 
 


Examples include: 
● Ability for organizations to identify and prioritize 


community-led outcomes 
● Trust between funder and grantees based on the 


recognition that community wisdom is foundational 
● Elimination of structural barriers (such as OHA-


determined measures of success; extensive 
reporting; demand for evidence-based practices; 
reimbursement model; being asked to do much 
more work beyond the scope and budget or not 
willing to pay for costs or stipends required to do the 
work; costly insurance requirements of grantees)  


● Opportunity for capacity building in addition to 
program implementation  


● Technical assistance and skill building  
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● Learning communities that promote knowledge and 
resource sharing  


● Community-based and -led research 
● Community-identified and -driven state policy 


priorities 
● Recognition of the deep hesitancy by community 


members to give up this coping mechanism 
perceived as less harmful than other coping 
mechanisms needed to address the high levels of 
stress that have remained unaddressed despite 
communities’ attempts to elevate these conditions 
for years 


Guided by a reframe of typical 
approaches to tobacco 
prevention to ones that are 
community-led and focused 
on systemic change  


Examples include: 
● Framing that shifts the discourse from individualistic 


thinking of commercial tobacco use as a personal 
choice toward systems-level thinking of tobacco use 
being driven by social, structural, and environmental 
factors 


● Authentic engagement approaches that are 
noncompetitive, nonpunitive, non “either/or,” and 
implemented with community rather than done unto 
or for community  


● An understanding that systems and structures that 
continue to oppress and marginalize specific 
communities have been put in place intentionally 
and are working exactly as they have been designed 
to work 


● Communication that is strength-based and 
transparent 


● Conversations that acknowledge the difference 
between traditional (ceremonial) tobacco and 
commercial tobacco 


● Success measures determined with community 
● Data that captures forms of knowledge and lived 


experiences that are community-centered and 
community-driven (based on distinct ethnic and 
racial populations) while also building the data 
literacy of those most impacted 


● Trauma-informed approaches that lead with racial 
justice, safety, choice, collaboration, 
trustworthiness, and empowerment and ensure that 
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the physical and emotional safety of individuals is 
addressed 


● Openness for risk taking, course correction, room to 
fail and try again  


● Mutual learning alongside peers and OHA 


 
 
III. RECOMMENDATIONS 
 
A. DESIGN OF THE FUNDING OPPORTUNITY 
 
Who is this intended to serve? 
This funding opportunity is intended to serve and support the health of people in Oregon who 
have been disproportionately targeted and impacted by the commercial tobacco industry. Its 
primary focus are populations that have been marginalized by long-standing social and health 
inequities, prioritizing Black, Indigenous, American Indian, Alaska Native, Latino/a/x, Pacific 
Islander, and Asian communities. Other communities also demonstrably and disproportionately 
impacted are invited to participate as well.    


It is the BM 108 Advisory Group’s strong recommendation that this funding opportunity 
explicitly, though not exclusively, lead with race, based on the recognition that racial inequities 
persist in every system in our state and across the country. While there are persistent inequities 
based on race, there are other dimensions of identity—age, class, gender, gender identity, 
sexuality, education, class, ability, mental health status, age, citizenship, and geography—     
that compound experiences of oppression. It is, therefore, important to take an intersectional 
approach to addressing the root causes of commercial tobacco use, while always naming the 
role that race and ethnicity play in people’s experiences and outcomes. 
 
Who can apply as the lead applicant? 
Applicants must meet all the following criteria: 


● Must have 501(c)(3) status or be fiscally sponsored by a 501(c)(3) organization 
● Must have its primary office in the state of Oregon 
● Must be culturally specific6  


or  
be a racial justice-focused organization working with Black, Indigenous, American 
Indian, Alaska Native, Latino/a/x, Pacific Islander, or Asian communities  


 
6 For the purposes of this funding opportunity, culturally specific means: The majority of agency clients served are 
from a particular community of color: Black, African, African American, Asian, Pacific Islander, America Indian, 
Alaska Native, Latino/a/x; the organizational environment is culturally focused and identified as such by clients; 
there is a prevalence of bilingual and/or bicultural staff that reflects the community that is proposed to be served; 
there is established and successful community engagement and involvement with the community/communities 
being served; the staff, board, and leadership reflect the community being served; the community being served 
recognizes the organization as a culturally specific organization.  
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       or 
be an organization primarily benefiting a community disproportionately impacted by 
commercial tobacco––such as people with disabilities, LGBTQ2SIA+7 people, people 
living with mental illness––that can demonstrate it is committed to leading with race 
and capable of addressing racial inequities within its service community in 
partnership with racially diverse community members      


● Must be an organization or project (if it is a collaborative of partners) that has a 
decision-making body (staff, community leaders) who identify as members of priority 
communities that will benefit from the work. Organizations can make the case for family 
members serving this function when members of priority communities require support, 
accommodation, or representation to do so. 
 


Organizations do not need to currently work on commercial tobacco prevention. However, 
proposals must be able to connect proposed activities to either the root causes of commercial 
tobacco use or commercial tobacco prevention and cessation, or both. Successful proposals will 
describe how the proposed approach will help reduce the impacts of commercial tobacco use.  
 
Coalitions of cross-sector partners that broaden and strengthen intersectional reach, increase 
the level of service, and provide added programmatic capacity and reach are strongly 
encouraged to apply. All proposed partners must demonstrate their consent and active 
engagement in the design of the proposal. 
 
Who may not apply directly, but can be a member of an applicant’s cross-sector partners: 


● City and county government 
● For-profit entities 
● Academic institutions 
● Individuals 
● Organizations that do not meet the criteria listed above 


 
Who may not apply at all: 


● Organizations that receive funding from commercial tobacco companies  
 
Activities eligible for funding 
Commercial tobacco-related disparities are complex. They do not have a single cause or a single 
solution. This funding opportunity seeks to leverage community strengths and wisdom to 
address and dismantle the systemic root causes of commercial tobacco use that are major 
drivers of stress by decreasing barriers and improving supports to achieving commercial 
tobacco and health equity by addressing the social determinants of health. This is best 
accomplished through asset-based, culturally specific, community-led approaches centered in 
community voices and practices.  


 
7 LGBTQ2SIA+: Abbreviation for lesbian, gay, bisexual, transgender, queer, intersex, asexual, and two-spirit as well 
as myriad other communities. 
 







 


 13 


 
Eligible activities might include:  


● Community-led initiatives that build power and efficacy to address both the systemic 
"upstream" social inequities, and to move the needle on the resultant health inequities 


● Initiatives that address how structural racism, systemic neglect, discrimination, and a 
lack of community investment have created high-stress, high-trauma socio-economic 
and other conditions (across generations) that contribute to commercial tobacco use 
and resulting health disparities 


● Intersectional and holistic support and care tailored to different contexts, types of 
commercial tobacco, geographic settings, etc. (e.g., subsidy to a local farmer to provide 
herbs; vouchers for ceremonial tobacco and stipends for traditional leaders to teach 
younger generations about its use; vouchers for gym membership; vouchers redeemed 
for care if people do not have insurance or insurance does not cover certain services; 
funds for community health workers, healing, and stress management) 


● Prioritization of collaboration via cross-sector partnerships that strengthen rather than 
duplicate services  


● Multigenerational interventions (vs. just working with youth, adults, or elders) that offer 
wraparound supports to address overall well-being 


● Capacity building to build and strengthen organizational infrastructure, fiscal and human 
resources management in addition to program implementation 


● Accessible and affordable opportunities and spaces for people to positively socialize, 
challenge social norms that promote tobacco misuse, share cultural traditions, and build 
community 


● Development of lifelong community skills in advocacy for policy change; leadership by 
community health workers in community-based policy advocacy  


● Education of community members about how they have been strategically targeted by 
the commercial tobacco industry 


● Training and capacity of health care providers and peer supports to address commercial 
tobacco use and intersections with chronic diseases 


● Community-based and -led research 
 
Funding formulas  
 
Principles Guiding Funding Model Design 
 
With this funding model, we seek to: 


• Lead with race and ethnicity, while recognizing intersectional identities also impacted 
by commercial tobacco: LGBTQ2SIA+ people, people with disabilities and/or living with 
mental illness. Within these populations, we wish to especially consider people who are 
experiencing other forms of marginalization and isolation (such as people living in 
poverty, those who have refugee status, seasonal and migrant workers, limited English 
speakers). 


• Root this work in explicitly naming and addressing the impacts of systems of racism 
and oppression, of which commercial tobacco disparities are just one symptom. 
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• Be fully transparent with all information about the application process, priorities, and 
how funding decisions will be made. 


• Dedicate resources to populations with greatest need and least amount of access to 
services and supports. 


• Generate applications from community organizations that often do not have access to 
such funding or see themselves in funding opportunities, and yet are on the front lines 
of service to the communities facing the greatest disparities. 


• Diversify and find more effective approaches to tobacco work in Oregon to benefit 
populations who have not benefited under the current and historical ways in which 
commercial tobacco prevention and cessation work has been done in the state.  


 
We acknowledge that: 


• This framework represents only one approach, and it is limited by the funding available. 
• This is only a starting point, and we urge OHA to commit to continued learning with and 


from communities and grantees through this process. 
• This is an imperfect process based on what data is currently available. We acknowledge 


both gaps in the existing data and in the flawed process of data collection.  


Funding Formula Model  
Our model is: 
Populations most negatively impacted by commercial tobacco use + gaps in existing culturally 
and linguistically specific prevention and cessation supports + lack of access to health care and 
insurance, and persistent health disparities 
 
To build this model we are leveraging available data (which we recognize is incomplete, often 
not disaggregated at a necessary racial and ethnic level, flawed and not inclusive). The 
background data reviewed when designing this funding model is included in Appendix 3. 
 
Framework  
The proposed framework is for the allocation of the $20 million available in the first biennium 
of the BM 108 tobacco tax revenues, Jan. 1, 2022, through June 30, 2023. 
 
Funding Ranges 
The recommended range for grant awards is $25,000 to $750,000 to accommodate both 
emerging organizations with small budgets or all-volunteer staffs as well as large organizations. 
 
If an FTE is requested by an applicant, the award will not be less than the requested amount to 
ensure adequate staffing for its work (rather than a patchwork of staff time from different 
funding sources). We strongly encourage applicants to pay livable wages and would like to 
stress this point within the budget template that applicants complete. 
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Funding formulas  
Based on the data currently available, the following funding formulas are recommended for 
allocation in the first biennium. We strongly recommend that OHA conduct a reassessment of 
needs, disparities, and impacts made before the allocation of revenues in the next biennium. 
 


Population 
Group A 
 


Percentage of allocation: 80% 
o Black/African American/African 
o Pacific Islander 
o Indigenous peoples living in urban areas and/or without access to 


Tribal health care 
o Latino/a/x (special emphasis on limited and non-English speaking, 


migrant and seasonal workers, and other marginalized people) 
o Asian and Southeast Asian  


Other nonwhite populations not named by the data 
   
Population 
Group 


We recognize people hold multiple identities. This population group is for 
people who do not identify in Population Group A. 
  
Percentage of allocation: 20% 


o LGBTQ2SIA+ people 
o People with disabilities 
o People living with mental health issues 


     
 
 
Additional recommendations around process  
 
1. Prioritize and provide scoring incentives for applications that identify working and deepening 
relationships with 


o cross-sector partners  
o community members with intersecting identities (people with disabilities, LGBTQIA2S 


people, people living with mental illness)  
o smaller, new, and emerging organizations 


 
2. If the total applications in population group (A) are below the percentage of the allocation 
within that group, we recommend automatically funding all applicants, if they meet baseline 
criteria. 
 
3. As applications are received, scan applicants by population, region, and intersecting 
identities. Populate a dashboard. Identify any gaps that exist and proactively reach out to 
organizations to encourage applications prior to starting application review.  
 
4. Provide onboarding for all reviewers. Include the development of a two-pager that describes 
the Theory of Change, principles that guided the recommendations, the funding formula model, 
and tips to keep in mind (such as prioritizing “quality over quantity” i.e. providing depth of 







 


 16 


service to fewer people, rather than equating impact with a large reach, checking themselves to 
get curious instead of assuming a proposed strategy will not be effective). Consider having 
some of the members of the Advisory Group as the onboarding facilitators. 
 
5. Assess the success of this pilot period and determine how to offer sustainable funding (multi-
year) and any content from grant applications that support longer-term funding moving 
forward. 
 
6. Consider having Advisory Group members be a part of the first review of applications. 


 
 
B. PROMOTION OF FUNDING OPPORTUNITY 
To reach new, emerging, and veteran organizations working with priority populations around 
the state with information about the funding opportunity, MG will create a database that 
includes contact information for specific channels and important messengers, influencers, and 
points of contact. These will include:  


● CBOs and coalitions 
● faith leaders 
● unique listservs 
● email lists shared by specific organizations (for this use only) 
● Facebook pages and Instagram accounts used for community organizing 
● program officers at foundations working at a grassroots level  
● culturally specific and community media 


      
Advisors, OHA, and others will be invited to review and add to this resource to ensure it is as 
comprehensive as possible, particularly in its inclusion of smaller and newer organizations 
serving priority populations. 
 
All outreach information and efforts to reach new and emerging organizations in the state 
should be accompanied by a single point of contact at OHA who potential applicants can call for 
information about the grant application. 
 
      
C. SUPPORT FOR APPLICANTS 
Advisors strongly recommend that OHA coordinate pre-application virtual information sessions 
for all interested organizations, hosted by community representatives of different cultural, 
racial, ethnic, and other populations that have been marginalized (approximately 1.5 hours 
each). 
 
Sessions may cover the following: 
 
1) Background 


● Overview of BM 108: Why is commercial tobacco an issue and a priority for addressing? 
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● Brief description of the community-driven process that led to the design of the funding 
opportunity, including its goal of leading with race and supporting a wide representation 
of organizations  


● Brief and simple presentation on the connection between health disparities, social 
determinants of health, and commercial tobacco, as well as communities most impacted 
by commercial tobacco (share data used by BM 108 Advisory Group in creating the 
recommendations) 


● Examples of commercial tobacco prevention and cessation in Oregon specific to 
organizations in attendance, perhaps shared by people who have worked in their 
communities on the issue of commercial tobacco prevention and cessation. 
      


2) Funding Opportunity      
● Intent of the funding and why an organization would want to apply for it 
● Clarity on who may apply 
● Step-by-step presentation of the application process and the application questions 
● Formats for the proposals (written, simple video with budget) 
● Range of amounts available and duration of funding 
● Timeline for submission and funding award 
● Other funding sources available through OHA that can be applied for by using the same 


application 
 
3) Selection and Implementation Support      


● How the review panel is comprised 
● How funding decisions will be made (criteria) 
● How the specific refinement of outcomes and measures of success will take place 


alongside OHA once award is made 
● Reporting requirements 
● Implementation support and learning communities 


 
4) Information and Support Resources to Help You Apply 


● Accessible and responsive staff available to answer questions following this information 
session 


● Resource packet: FAQs* and backgrounder  
● Online resource  


 
Every session should offer closed captioning. 
 
*Following the info sessions, MG should update the FAQ document with new questions 
generated and post on the funding opportunity website. 
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D. PROCESS TO APPLY 
Ensure a low-burden and simple process for organizations of all sizes and capacities to apply. 
 
Step 1. Eligibility Checklist 
Applicants begin with a checklist to determine eligibility. 
 
--- 501(c)(3) status or be fiscally sponsored by a 501(c)(3) organization 
---Have primary office in the state of Oregon 
---We confirm that the partners we intend to name are committed, active members, have 
shaped the design of this proposal and consent to being named  
-- We confirm we have a decision-making body (staff, community leaders) who identify as 
members of priority communities that will benefit from the work. Note: Organizations can 
make the case for family members serving this function when members of priority communities 
require support, accommodation, or representation to do so. 
---We are either: 


-a culturally specific8 organization 
-a racial justice-focused organization working with Black, Indigenous, American Indian, 
Alaska Native, Latino/a/x, Pacific Islander, or Asian communities 
-an organization primarily benefiting a community disproportionately impacted by 
commercial tobacco––such as people with disabilities, LGBTQ2SIA+9 people, people 
living with mental illness––that can demonstrate it is committed to leading with race 
and capable of addressing racial inequities within its service community in partnership 
with racially diverse community members      


 
Step 2. Application  
Eligible applicants proceed with completion of an application. 
 
• Organizational Name and name of project 
• Name and email address of Executive Director 
• Confirmation of 501(c)(3) status or fiscal agent that is a 501C3 
• Name of Project Lead, Address, Email, Phone, Contact Person 
• Name of Alternative Contact Person 
• If applicable: Name of Fiscal Lead, Address, Email, Phone, Contact Person, Alternative 


Contact Person  


 
8 For the purposes of this funding opportunity, culturally specific means: The majority of agency clients served are 
from a particular community of color: Black, African, African American, Asian, Pacific Islander, Native American, 
Latino/a/x; the organizational environment is culturally focused and identified as such by clients; there is a 
prevalence of bilingual and/or bicultural staff that reflects the community that is proposed to be served; there is 
established and successful community engagement and involvement with the community/communities being 
served; the staff, board, and leadership reflect the community being served; the community being served recognizes 
the organization as a culturally specific organization.  
9 LGBTQ2SIA+: Abbreviation for lesbian, gay, bisexual, transgender, queer, intersex, asexual, and two-spirit as well 
as myriad other communities. 
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• If applicable: names, contact information for all partners and the role that each partner will 
play  


 
Please respond to the following questions (No more than 6 pages total, not including the 
budget and budget justification) 
 
1)Describe the population(s) you intend to serve, your relationship to this 
community/communities and how the community/communities would describe their 
relationship to you. 
 
2)Describe your project and how it addresses root causes of and/or the impacts of commercial 
tobacco use on the proposed population(s). Include the reasons why commercial tobacco 
products are being used and how this work will advance community members’ vision for 
healthy lives. 
 
3)Describe how communities you serve will continuously guide and shape this work over the 
project’s life cycle. Include how you will address challenges, conflicts and/or power dynamics. 


 
4)Describe the composition of your project staff and decision-making body (staff, volunteers) 
and how these reflect the communities you are proposing to work with. 
 
5)If applicable, clearly describe your partners and the specific role each will play. Include the 
collaborative and decision-making structure for partners.  
 
6)Describe the types of results you are expecting. 
 
7)Complete the proposed budget and budget justification template. 
Include in the template example of budget items and budget justifications (such as staff time, 
funding for food, childcare for community conversations, contractor/facilitator, advertising for 
social media, gift cards for community members to participate, etc.). Include language that 
encourages the payment of a living wage (at least $15.00 per hour) and a cost-of-living 
adjustment for year 2. 
 
Include additional questions for organizations that are not culturally specific nor a racial 
justice-focused organization working with Black, Indigenous, American Indian, Alaska Native, 
Latino/a/x, Pacific Islander and/or Asian communities:  


• Please describe how you will lead with race and how you work with an intersectional 
lens. 
 


• If you are applying to work with a population that is not the primary population you 
have traditionally worked with, please describe how you have demonstrated success 
working with the proposed impacted population(s). 
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E. PROCESS AND CRITERIA FOR MAKING THE DECISION TO AWARD   
 
Composition of the selection and awards panel 
Application review and selection will be made by a panel identified through the community-led 
process, staffed by the OHA. 


● The panel is composed of community members and staff/volunteers from CBOs working 
with priority populations across the state.  


o The BM 108 advisors would like to serve as the review panel for at least the first 
round of applications and to have the flexibility to nominate others to join, and 
to further refine the process. The advisors will nominate a subset of the group to 
serve as the guiding body for the inaugural review process.  


o The total number of reviewers should be large enough to ensure diversity if the 
group breaks into smaller teams for application evaluation.  


o Members of this group could also become members of the inaugural Community 
Advisory Board referred to in Section F. 


o All reviewers must demonstrate a commitment to racial justice and 
intersectionality.  


● For this and future review panels, care will be taken to ensure perspectives including:  
o Reviewers from communities represented in each funding tier (taking care not to 


imply that any one person will speak for an entire population; representation 
may be further informed by indication of interest based on informational 
webinars)  


o Youth voice, perspectives from retired people, and a range of ages in between  
o Lived experience: at least several people who currently use or previously used 


commercial tobacco 
o Geographic representation  


● Reviewers will recuse themselves from voting on their own (or close partner) 
organization. 


● Selection panel members will be paid a stipend. (Note: It is our understanding that OHA 
has paid $40/hour in the past. Given the level of effort, time, and expertise provided by 
community members, we recommend a higher stipend. We recommend maintaining 
flexibility in the forms of stipends offered, if accepting cash payments is not desired.  


 
Considerations during selection and awards process 


● Preparing the review panel  
o Provide orientation to selection committee members; ensure shared 


understanding of the criteria and expectations (such as time commitment, 
confidentiality, responsibilities, etc.). 


o Provide training and support to recognize and eliminate bias around applicants’ 
and/or reviewers’ capacity for language, and capacity to write and present. 
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● Review process 
o A subset of the review panel will provide a “first pass” review to determine 


initial yes, maybe, or not recommended status, based on clear criteria that 
echoes submission requirements.  


▪ For those in the “not recommended” category, maintain the flexibility to 
go back, seek clarification, and discuss necessary adjustments with 
applicants rather than automatically rejecting them.  


o The process for further review and selection should be determined by the 
panel after the total number of applications (or early indicator, based on 
information sessions) is clear.  
 


● Scoring considerations  
o The panel should establish clear vetting criteria and a scoring rubric for 


consistent use by all reviewers. 
o Use scoring only as a good first cut at prioritizing applications, since it is 


difficult to capture nuances and complexities in a simple application score.  
▪ Instead, include a rubric to capture important components such as 


intersectional representation and focus, underfunded region (non-I-5 
corridor, non-Portland metropolitan area), etc.  


▪ Allow for a range of points based on what the reviewers think is being 
done well. This would give one snapshot of a numerical score for each 
application as well as other priority considerations.  


▪ Allow for comments and reflections by each review panelist.  
o Avoid the elevation and expectation of “evidence-based” practices as criteria 


for selection.  
▪ Typical academic research studies may tend to focus on white 


populations and are not as inclusive of other populations.  
▪ “Practice-based evidence” that is effective for specific 


communities might not have a solid academic research evidence base 
to validate them, but may carry other types of evidence of 
effectiveness, including qualitative research findings.  


o Reward innovation, balanced with the reality that in some communities, “the 
basics” based on cultural values are what is most needed. Follow the 
community’s expertise and lead. 
 


● After initial scoring 
o Flag and discuss any scores that vary widely among the reviewers.  
o Once initial applications are selected, the panel should assess the balance and 


diversity across the cohort and determine whether and how to adjust. 
 


● Declined applications  
o For unsuccessful applicants, provide feedback on applications to honor the 


time they invested in applying and build their capacity for future 
applications. 







 


 22 


 
Criteria for selecting an organization/coalition for funding 
The review panel should agree on a rubric that considers the following:  


● Racial equity 
o Recognizes the impact of structural, institutional, and interpersonal racism on 


the health and well-being of communities of color and other priority 
populations. 


o Demonstrates clear understanding of and experience/history with the 
populations they are applying to benefit. 


o Reflects community voice in project design. 
● Approach 


o Shows how the approach is rooted in what the community expresses it wants 
and/or needs. 


o Clearly connects the proposed approach and root causes of commercial tobacco 
use.  


o Clearly addresses the challenges of the population they intend to serve. 
o Project is well-planned; goals, objectives, activities, and organization’s ability to 


assess impact are realistic. (Note: Detailed outcomes will be co-created with 
OHA. See Section F.) 


o Demonstrate interest or commitment to measure progress in some way (e.g., 
social experiences and stories that the projects generate). 


o As possible, balance meeting urgent needs with planning for longer-term 
solutions.  


● Organization/partnership  
o Demonstrates strong leadership and a clear commitment to mission.  
o Clearly defines roles of partners and includes a clear plan for a working 


partnership. 
o Builds organizational and/or community capacity (through activities, learnings, 


organizational strength, partnerships, etc.) and helps to build learnings for 
addressing root causes of commercial tobacco use and strengthening public 
health. 


 
F.  LEARNING AND SUPPORT FOR ORGANIZATIONS AWARDED FUNDING    
 
Community-led implementation  
The Advisory Group recommends establishing a new community-based advisory board to 
oversee implementation. Consider including two youth (include staff time to support them in 
preparing for and debriefing meetings).  


● Recruit advisory board members with a general job description, and then define and 
finalize roles and expectations together. 


● Allow community advisory members to name an alternate in case they are unable to 
attend a meeting. 


● Members should establish the frequency and meeting times after the initial meeting. 
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● Repurpose current advisor website to continue to support transparency in 
communications. 


 
Expectations of community-based advisory board include: 


● Collaborate closely with OHA and with each other, advising on implementation and 
helping to think through solutions to any systemic or programmatic challenges and      
barriers. 


● Be an active participant in mutual learning opportunities. 
● Advise on renewal application processes and any other adjustments to the program 


based upon learnings. 
 
Expectations of OHA include: 


● Compensate Community Advisory Board members for their time. 
● Ensure the Community Advisory Board is well facilitated. 
● Prioritize and support robust and sustained community engagement and feedback. 


 
Mutual Learning   
Advisors recommend establishing a virtual community of practice consisting of all awardees      
to meet alongside OHA every other month. The time to attend should be built into their grant. 
The purpose of the community of practice is to: 


● Promote knowledge and resource sharing of culturally specific practices, capacity 
building, and peer learning. 


● Discuss root causes and impacts of commercial tobacco use and strategies to reduce 
tobacco use in specific communities. 


● Build trust between and among grantees and OHA. 
● Provide ongoing opportunities to build relationships and talk about where each are in 


meeting their objectives, what works, what are the structural barriers that OHA needs 
to remove, and problem-solve together. 


 
Technical assistance and capacity building 
Offer optional and specific virtual learning communities, defined together with grantees. These 
may be organized as: 


● regional, population-based or cross-sectional 
● topic-specific such as advocacy for policy change  
● by capacity, skill building, and technical assistance needs such as budgeting, human 


resources, and other operational practices 
● user-centered evaluation and different ways to assess success 
● communications and direct outreach 


 
Outcomes and data collection 
All funded organizations will receive support from and work in partnership with OHA to further 
define their outcomes and to connect these to root causes of commercial tobacco use.  
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Advisors recommend the use of varied metrics for defining success and the processes through 
which such metrics are developed. Public health, including commercial tobacco control, often 
measures success through quantitative-centric criteria such as reducing commercial tobacco 
use and lowering rates of chronic disease, and varies in the degree to which community input is 
sought when developing these criteria. These objective metrics are and will remain important 
guideposts for changemaking efforts, but these may not reflect the health needs, goals, 
priorities, and lived experiences of specific communities. It is also important to be open to 
nontypical outcomes such as: 


● Trust built between the organization and the community, as evidenced by a willingness 
to engage, give feedback, participate (and recognize that some communities build trust 
more slowly) 


● The development of both short-term and long-term approaches that will span beyond 
the grant period 


● Success measured in the in the social experiences and stories that the projects generate. 
 
Data sovereignty  
CBOs should own their data and be able to publish or disseminate findings at their discretion. 
When CBOs are part of any external report writing or publication processes, publications  
should recognize contributing CBOs as co-authors rather than be listed in the acknowledgment 
section. Any content that needs translation will be transcreated10 by respective groups, to 
ensure accuracy and relevancy.  
 
Reporting 


● All reporting should be detailed along with the funding opportunity so applicants are 
aware of what will be expected. 


● Make reports (and metrics) streamlined, low-burden and easy to fill out. 
● Ensure that the changes (“deliverables”) are realistic for the funding period.  
● Recognizing the capacity limitations of some grantees, pre-populate information in the 


reporting template that is already known about grantee organizations and their projects 
whenever possible.  


● Offer flexibility in how an end-of-year report is submitted (e.g., video, check-in meeting 
or phone call, written).  


● If an interim report is necessary, consider a simple Survey Monkey with multiple choice 
questions and some narrative. 


 
 
 
 
 


 
10 Transcreation is not the same as translation. Transcreation begins with content developed in one language and 
adapts that content to engage people in another language and culture. When we transcreate, the desired action 
remains consistent, but the text, tone, and maybe even the visuals are developed based on the cultural context, 
literacy needs, and language nuances of the intended audience (Metropolitan Group). 
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IV. APPENDICES 
 
1. BM 108 Advisory Group Members 
2. Principles of Engagement 
3. Background Data 
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APPENDIX 1: BM 108 Advisory Group Members 
 


Asian Pacific American Network of Oregon 
(APANO) 
Coua Xiong  
 
Cascade AIDS Project (CAP)  
Jonathan Frochtzwajg  
 
Central City Concern  
Mercedes Elizalde  
 
Consejo Hispano  
Jenny Pool Radway / Alternate: Diana Niño  
 
Cornerstone Associates  
Misha Marie  
 
DevNW/Linn Benton Health Equity Alliance  
Seynabou-Denise Niang  
 
Euvalcree/ Eastern Oregon Health Equity 
Alliance  
Roberto Gamboa  
 
Highland Haven  
De’Shawn Hardy  
 
Latino Network  
Anthony Castañeda  
 
Micronesian Islander Community  
Jackie Leung  
 
Multnomah REACH  
Tameka Brazile / Alternate: Kari McFarlan and 
Charlene McGee 


 


National Alliance on Mental Illness Clackamas 
(NAMI) 
Michele Veenker  
 
Native American Youth and Family Center 
(NAYA)  
Natalyn Begay  
 
Northwest Portland Area Indian Health Board 
(NPAIHB) 
Kerri Lopez  
 
Oregon Community Health Worker Association 
of Oregon (ORCHWA) 
Jennine Smart  
 
Oregon Health Equity Alliance (OHEA)  
Dr. Zeenia Junkeer  
 
OHSU – Oregon Office on Disability and Health  
Jana Peterson-Besse 
 
Oregon Pacific Islander Coalition  
Alyshia Macaysa  
 
Oregon Spinal Cord Injury Connection  
West Livaudais  
 
Self Enhancement, Inc.  
Anthony Deloney / Alternate: Sahaan McKelvey  
 
Southern Oregon Health Equity Alliance (SO 
HEALTH-E) 
Michelle Glass  
 
The Next Door/Mid-Columbia Health Equity 
Advocates (MCHEA) 
Alicia Ramirez  
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APPENDIX 2: Principles of Engagement 


Principles of engagement are about how we want to behave with one another. These 
agreements are shared expectations, “ways of being together” or “group norms” at the center 
of creating an inclusive space because everyone in the group participates in both creating them 
and agreeing to abide by them. They help govern the nature of our interactions and help 
establish predictability, which can foster trust in reaching our goals together. The following 
principles of engagement, created with the advisory group, guide our collective work:  


● Centering the process in community voices, and valuing community knowledge and 
wisdom in building on and elevating the wellness practices, healthy lifestyles, and resiliency 
strategies that communities have developed to support and protect themselves.  
 


● Fostering equity and inclusivity of communities most impacted by tobacco and facilitating 
communication processes that encourage people to have real and open dialogue supported 
by active listening and curiosity.  
 


● Valuing patience and perseverance, creating space for iteration (building on each other’s 
ideas) and relationship building to facilitate systems change.  
 


● Co-creating solutions in collaborative processes that acknowledge intersectionality when 
addressing the racial, economic, social, environmental, and political barriers to achieving 
health equity.  
 


● Developing and maintaining creativity in exploring new ways of doing things that ensure 
flexibility in how different communities identify solutions, and access and use funds.  
 


● Communicating consistently and transparently in language that is accessible and jargon 
free.  
 


● Uplifting our strengths and offering grace for our mistakes while creating a space of 
collective learning and growth.  
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APPENDIX 3: Background Data 
 
 


Appendix 3: Background Data 
Who Is Most Impacted by Tobacco Use and Related Chronic Diseases in Oregon? 


Updated September 2021 
 
In response to a request from BM108 Advisors, OHA prepared this backgrounder. All data are 
from 2020 Oregon Tobacco Facts (especially Chapter 6 on tobacco inequities) and the Adult 
Behavioral Risk Survey. Please refer to those full reports for more information. Sarah Hargand 
at OHA (sarah.hargand@dhsoha.state.or.us) is also happy to speak with Advisors to discuss any 
additional data questions.  
 
Key takeaways 


● Tobacco use is a major risk factor for developing chronic diseases such as cancer, 
cardiovascular disease, diabetes and asthma, and worsens outcomes for people living 
with chronic diseases. Quitting tobacco use and reducing exposure to secondhand 
smoke decreases the risk of developing certain chronic diseases and improves the 
health outcomes of those already living with chronic diseases.  


○ For detailed data on chronic disease in Oregon, please see the Oregon Chronic 
Disease Data Portal. 


● Tobacco use and the health problems it causes are not spread equally throughout 
Oregon’s communities. The tobacco industry has intentionally targeted people facing 
systemic racism and other discrimination, people with lower incomes, people with 
mental  health issues, and people who are stressed or struggling.  


○ For example, studies show that neighborhoods with more Black residents have 
more tobacco ads and lower prices for menthol cigarettes. See the Center for 
Black Health and Equity for details.  


○ The tobacco industry has also targeted people with mental illnesses and 
addictions. They provided cigarettes to psychiatric facilities, sponsored research 
to show that nicotine alleviates negative mood, and blocked smoke-free 
property policies in mental health and substance use treatment settings.  


○ For more on industry targeting, visit the Oregon Tobacco Retail Health Equity 
Project and the targeted communities section of the Smokefree Oregon website.  


● Many of these same communities do not have equal access to help to quit. For example: 
○ 65% of people in Oregon who smoke say that they want to quit. But many do not 


have access to culturally competent support. Racial discrimination from doctors 
or the health care system may also keep people from seeking help.  


○ People of color, Indigenous peoples and people living with low incomes are less 
likely to receive advice and help to quit from a health care provider. 
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○ Less than half of mental health treatment centers in the U.S. offer cessation 
counseling services. 


● Policies that create healthier environments are not available to all people in Oregon. For 
example: 


○ Smoke-free homes and housing policies have expanded. But people who rent, 
people living with lower incomes and people who are unemployed or unable to 
work are still more often exposed to secondhand smoke.  


Who uses tobacco in Oregon, by race and ethnicity, and what related diseases do they live 
with? 


Adult cigarette smoking by race and ethnicity, Oregon, 2015-2017 
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Tobacco-related deaths by age for Oregonians with mental health and/or substance abuse 
problems, 1999–2005 (N = 46,209). 
 


 
 
 


Mental/Behavioral health results for unique Oregon Quit Line enrollments into phone 
counseling during the 2020 calendar year reporting any tobacco use. 


The question during enrollment asks “Have you ever been diagnosed with or received 
treatment for any of the following?” This detail may account for elevated values or other 
discrepancies with other mental/behavioral datasets that may set different temporal limits in 
the question such as within the past month document. We do not have cross tabs with any 
additional demographics due to small numbers.  
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Description Frequency Percent of Total 
Frequency 


ADHD 216 11% 


Anxiety disorder 672 35% 


Bipolar disorder 352 18% 


Depression 846 44% 


Drug and/or Alcohol abuse 417 22% 


Gambling addiction 64 3% 


PTSD 537 28% 


Schizophrenia 
121 6% 


No history of mental/behavioral health conditions 
678 35% 


 
 







 


 33 


Who uses tobacco in Oregon, by insurance type? 
 
Adult cigarette smoking, by Insurance Type, Oregon 2018 


 
* Excludes Oregon Health Plan members 
Source: Oregon Behavioral Risk Factor Surveillance System. Unpublished data.  
Notes: Estimates are age-adjusted to the 2000 standard population. 


 
Who uses tobacco in Oregon, by county? 
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Who uses tobacco in Oregon, by sexual orientation? 
 


 
Key: Blue is male and orange is female.  


Source: Oregon Behavioral Risk Factor Surveillance System. Available at: 
https://www.oregon.gov/oha/PH/DISEASESCONDITIONS/CHRONICDISEASE/DATAREPORTS/D
ocuments/datatables/ORlfbBRFSS_tobacco.pdf 


Notes: Estimates are age-adjusted to the 2000 standard population.   
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