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Abstract

Objective - To assess the indoor smoking
policies of 39 Indian tribes in the north-
western United States.

Methods - A telephone survey of key
tribal leaders conducted in late 1990.
Results - There was substantial varia-
bility in smoking policies across tribes
and across different settings within the
tribes. Sixty-four percent of tribes re-
ported having written smoking policies,
the majority of which were implemented
in 1989 or later. Tribal schools, council
meeting areas, and private offices were
most often designated non-smoking,
while none of the 15 tribes having bingo
halls banned smoking in these areas.
Several tribal characteristics were stud-
ied, but were not significantly related to
stringency of tobacco policy.
Conclusions - There is considerable po-
tential for tobacco policy intervention in
Indian tribes. Such policy changes could
reduce exposure to environmental
tobacco smoke as well as facilitate smok-
ing cessation.

(Tobacco Control 1993; 2: 35-37)

Introduction

While smoking of tobacco in the general US
population has been decreasing over the past
two decades, 2 it has stayed high among Indian
people in the northwest, particularly among
women.® Prevalence estimates run at least 50 %,
higher among Indian people than among the
general population in the northwestern US for
both smoking and smokeless tobacco use.*?®
Some surveys have reported smoking rates of
over 509,.%

The major reason to focus on indoor smok-
ing policies for Indian people is the rapidly
accumulating evidence on the health conse-
quences of exposure to environmental tobacco
smoke (ETS).”# Although there are no Indian-
specific data on the effects of ETS exposure,
the high rate of smoking among Native Ameri-
cans indicates that this is a serious problem.
Well-designed tobacco use policies can reduce
ETS exposure of both smokers and non-
smokers. Additional reasons for a policy em-
phasis relate to anticipated long-term effects
on tobacco attitudes and use patterns. A
comprehensive policy toward tobacco use can
enhance participation in smoking cessation
programmes,’ make it less likely that young
persons will take up smoking,'®' and po-

tentially result in reduced relapse rates among
persons who stop smoking. Establishment of a
tribal tobacco policy is culturally appropriate
for Native Americans since tribal councils
have policy-making authority in their respect-
ive settings.

To date, the Indian Health Service has been
active in banning smoking in its clinics and in
providing support for stopping smoking,'? but
there has been little or no organised effort to
assist tribes in creating and evaluating tobacco
use policies. This paper describes the 1990
indoor smoking policies of the 39 federally
recognized Indian tribes in the northwestern
US and examines tribal characteristics po-
tentially associated with stringency of policy.
This information was collected as baseline data
for the Tribal Tobacco Project, a randomised
trial to develop and evaluate a consultation
process to facilitate the development of more
comprehensive and effective policies.

Method

We conducted a standardised 15-20 minute
telephone interview with two representatives
of each tribe knowledgeable about tribal
tobacco policies and health promotion ac-
tivities. Telephone interviews were employed
because the tribes are geographically dispersed
over a large, three-state area making face-to-
face interviews unfeasible. The interview con-
sisted of 15 items covering topics including
existing tobacco policy, policy adherence,
tribal council characteristics, whether or not
tribes received income from tobacco, and
smoking cessation services.

Representatives of all 39 tribes participated
in interviews. To estimate reliability, a second
representative from all but one tribe was
interviewed separately. Most often, represen-
tatives were tribal health directors (56 %) or
general managers (289%,). Median percent
agreement between informants on items was
82 9%, with a range of 63 %-929%,. The Spear-
man rank-order correlation between inform-
ants on estimates of tribal size was 0.93.

CLASSIFICATION OF TOBACCO POLICIES

Questions were asked about the stringency of
smoking policies in seven areas (e.g., council
meeting rooms, tribal schools, bingo halls).
Within each area, policies were classified as
smoke-free, moderately restrictive (e.g., sep-
arate or enclosed rooms), or lenient/no policy.
To produce a single summary score repre-
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senting tribal smoking policy, scores of 2, 1,
and 0, respectively, were assigned to smoke-
free, moderately restrictive, and lenient poli-
cies within each area and these scores were
summed across the three areas that all tribes
had in common: council meeting rooms,
common work areas, and private work areas.

Results

As can be seen in table 1, there is considerable
diversity among the 39 tribes on several
demographic characteristics. Tribal member-
ship ranges from 130 to 8000. One-third have
a full ambulatory Indian Health Service clinic,
and 38 have reservation land. Tribes offered a
variety of stop-smoking activities. Of five
possible activities inquired about (e.g., stop-
smoking classes, smoking assessment as part of
health fair, self-help materials, Indian Health
Clinic programme, participation in the Great
American Smokeout), all but one tribe offered
at least one activity and 26 %, offered four or
more. The mean number of stop-smoking
activities was 2.8 (s.d. = 1.2).

All tribes had at least informal policies
regarding where members could smoke.
Twenty-five tribes (649,) reported having
written smoking policies, the majority of which
(58 %,) were implemented in 1989 or later. As
shown in table 2, smoking policies varied
considerably across tribes and in different
indoor areas. Of the three areas common to all

Table 1 Tribal characteristics

Number

Tribal characteristic of tribes
Tribal members

< 1000 21

> 1001 18
Full IHS clinic

Yes 13

No 26
Tribal Health Committee

Yes 27

No 12
Income from tobacco

Yes 25

No 14
Culture area

Coastal 27

Great Basin or Plateau 12
Stop-Smoking Activities

0-1 6

2-3 23

45 10
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tribes, private offices were most likely to be
smoke-free areas (51 9, ), while common work
areas were least often designated as smoke-free
(239,), council meeting rooms being inter-
mediate (44 %,). As can be seen in table 2, tribal
areas tended to be either smoke-free or to have
lenient or no policies about smoking.

The summary policy scores, which ranged
from 0 to 6 (of a possible 6), also revealed this
split. Eight tribes were totally smoke-free in all
three indoor areas and 10 had lenient policies
in all three areas. Policies in other areas were
difficult to compare across tribes, since the
types of indoor areas varied widely between
tribes. Schools were likely to be smoke-free, at
least for students. In contrast, none of the 15
tribes that operated bingo halls had even
moderate restrictions on smoking in those
areas.

Reported adherence to smoking policies was
high with 779, of respondents reporting that
smokers in their tribes adhered most or all of
the time. If a violation occurred, however, the
policy was seldom enforced: only 89, of the
tribes said the policy was always enforced and
31 9, said their policy was not enforced at all.

Analyses of possible relationships between
tribal characteristics and the summary policy
score failed to reveal any significant associ-
ation.

Discussion

This is to our knowledge the first population-
based study of the smoking policies of Indian
tribes. The strengths of the study include the
use of tribes as the unit of analysis, study of
several aspects of indoor smoking policies, and
the investigation of tribal characteristics po-
tentially related to such policies.

There was considerable variability in the
comprehensiveness of smoking policies across
tribes. However, none of the tribal character-
istics studied were related to tobacco policy
scores. In contrast to results from studies of
worksite smoking cessation in which larger
worksites generally had more stringent smoking
policies,™ no relationship was found between
number of tribal members and policy com-
prehensiveness.

In Winter 1990-91, smoking was prohibited
in most tribal schools and approximately half

Table 2 Stringency of tribal smoking policies by area

Number of tribes

Lenient or Moderate Smoke-
Tribal area no policy restrictions free
Standard areas:
Council meetings 13 9 17
Work: Private offices 19 NA 20
Work: Common areas 20 10 9
Other areas:*
Schools: students 0 1 11
Schools: 1 6 7
teachers/visitors
Bingo halls 15 0 0
Other areas 5 4 5
Summary score: Mean Variance Range
2.8 5.4 0-6

* These areas were present in only approximately one-third of the tribes. Note that the number

varies slightly across areas. NA = not applicable.
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of the tribal council meetings and private
offices studied. This is encouraging, but ad-
ditional work is needed to protect tribal
members better from the deleterious conse-
quences of ETS. There are likely to be high
levels of ETS exposure in common work areas,
bingo halls, and other recreational areas that
do not have policies or have lenient smoking
policies,

It is important to emphasise that Indian
tribes are separate political entities, not affected
by state or federal regulations such as clean
indoor air acts. Thus, it is essential to study
policy adoption by tribes since they are not
subject to the same policy constraints as city
and county government. It would be inter-
esting to compare the tobacco policies of these
tribes to those of other communities in their
vicinity, but such data were not available. It is
our impression that tribal smoking policies are
similar to the policies in adjacent small com-
munities in the northwestern US.

Efforts are clearly needed to facilitate change
in tribal norms for tobacco use. This may be
difficult to accomplish in tribes receiving
income from tobacco sales, especially those
having highly visible smokeshops. Another
challenge will be to see if stringent smoking
policies can be introduced into bingo halls,
which are also large income producers for
many tribes.

Our baseline interviews indicate that north-
west tribes should be receptive to tobacco
policy consultations which assist them to adopt
and implement culturally sensitive tobacco
policies. Tribes are becoming aware of the
dangers of ET'S as indicated by the finding that
most policies had been adopted in the two
years prior to the survey. Reported adherence
to smoking policies in tribes that had adopted
smoking restrictions was high. In addition,
most tribes have smoking cessation activities
and alternatives in place that could support
attempts to stop smoking by tribal members
faced with smoking restrictions.
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Future research is needed to: (a) characterise
policies on smokeless tobacco use and youth
access to tobacco in addition to cigarette
smoking policies, and (b) study longitudinally
tobacco policies and the relationship of tribal
policies to smoking prevalence and tobacco use
cessation.

This study was supported by Grant #U0O1 CA52230 from the
National Cancer Institute.
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