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Rates of commercial tobacco use1 among American Indian and Alaska Native (AI/
AN) populations are disproportionately higher than all other U.S. populations.i 
Current estimates from the National Health Interview Survey (NHIS) suggest that 
the smoking prevalence rate among AI/AN populations is 31.4% compared to 
21% among non-Hispanic whites and 20.6% among non-Hispanic blacks and an 
aggregated prevalence rate of 19.3%.ii There is wide variance in prevalence rates 
when controlling for geographic and tribal cultural considerations.  Consistently, 
the Southwest Tribes have had lower prevalence rates than have Northern Plains 
Tribes ranging from 14% in the southwest to 75% in the Northern Plains.iii iv 
Alaska Natives smoking prevalence rates remain at 45%.v Unpublished data from 
tribes that have fielded the American Indian Adult Survey suggest that smoking 
prevalence rates are much higher than those published by NHIS, ranging from 28% 
to over 79%.  The variance in data sources can be attributed to several factors.  
First, the NHIS (as well as state Adult Tobacco Surveys) do not define the terms 
“American Indian” or “Alaska Native”.  Instead, race is self-reported.  Respondents 
may or may not be enrolled members of AI/AN tribes.  Respondents in the 
American Indian Adult Tobacco Survey or the Alaska Native Adult Tobacco Survey 
are enrolled members of the specific tribe that is fielding the survey.   Second, NHIS 
as well as other national or state surveys employ Computer Assisted Telephone 
Interviewing methods.  Data show that 69% of American Indians who reside on 
reservations or on federal lands in trust have land-line telephones in their homes.  
This figure decreases when looking at just reservation populations – for example, 
on the Navajo Nation reservation, where the largest tribe in the U.S. resides, only 
37% have home land-lines.vii Thus, any random sample pulled does so without 
benefit of a whole population.  Third, definition of a “smoker” or other tobacco 
user may not be correct because questions have not been cognitively tested for 
cultural appropriateness.  For example, if “smoker” is defined as one who has 
smoked a pipe 20 times in his/her life an American Indian may be incorrectly 
labeled a “smoker” even though the only time he/she smoked a pipe was for 
ceremonial/sacred purposes.  The American Indian Adult Tobacco Survey poses 
questions in such a way that ceremonial/sacred use of tobacco is excluded in the 
questions regarding use of commercial tobacco products.

1 The term “commercial tobacco” is used to differentiate tobacco products such as cigarettes, cigars, chew/spit 
tobacco and the like from tobacco used for ceremonial or sacred purposes.

Introduction
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Initiation and regular usage of commercial tobacco among AI/AN youth begins 
significantly earlier than among the rest of the U.S. population.viii Unpublished 
findings from American Indian Adult Tobacco Surveys suggest that initiation and 
regular use among AI/AN youth begins between the ages of 6 to 12 years of age.ix x  
By the time these children reach high school, prevalence rates among high school 
students in Bureau of Indian Affairs (BIA) funded schools who regularly smoke 
cigarettes is 57%.xi

The disproportionate AI/AN prevalence rate is directly related to disproportionate 
adverse health outcomes among AI/AN populations which include but are not 
limited to: 

	v	Cardio-vascular disease, cancer, asthma and other chronic respiratory 
diseases are among the top seven leading causes of death among AI/AN.  All 
are known to be caused by or exacerbated by smoking and second-hand-
smoke exposure.xii

	v	American Indians and Alaska Natives have the highest rates of cardio-
vascular disease when compared to all populations in the U.S., with rates 
more than twice that of other populations.  

	v	Cardio-vascular disease is the leading cause of death among AI/AN 
populations accounting for approximately 30% of AI/AN deaths for all ages.  
Among AI/AN individual’s aged 45 and older, CVD accounts for more deaths 
than cancer, unintentional injuries, and diabetes combined.xiii    

	v	Cancer is second only to CVD as the leading cause of death among American 
Indians and Alaska Natives.  Lung, prostate, and colo-rectal cancers 
respectively account for the highest incidents of cancers among American 
Indians and Alaska Natives.  Surveillance data suggest that new diagnoses 
for cancers of the kidney, stomach, liver, cervix, and gallbladder were higher 
in AI/AN than in white populations.i

	v	Lung and colo-rectal cancer incidence rates among American Indians in the 
Northern Plans are significantly higher than rates among any other U.S. 
population or ethnic group.xiv

	v	American Indians and Alaska Natives suffer disproportionately from asthma 
when compared to all populations in the U.S.  Nationally, the general 
population of adults has a 7.5% asthma incidence rate.  The incidence rate 
among AI/AN adults is 11.6%.  American Indian and Alaska Native adults are 
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60% more likely to be diagnosed with asthma than adults in any other U.S. 
ethnic group.iii iv  

	v	AI/AN children have a 20% higher incidence of asthma than do children in 
other U.S. ethnic groups.xv xvi   

	v	AI/AN infants less than 1 year of age are twice as likely to be hospitalized for 
asthma, bronchiolitis, and lower respiratory tract illness (LRTI).xvii  

	v	Five of the ten leading causes of death among AI/AN populations are either 
caused by or exacerbated by commercial tobacco use and/or exposure to 
second-hand smoke – 

	 	zxHeart disease

	 	zxCancer

	 	zxUnintentional injuries

	 	zxDiabetes

	 	zxChronic liver disease and cirrhosis

	 	zxChronic lower respiratory disease

	 	zxStroke

	 	zxSuicide

	 	zxNephritis, Nephrotic syndrome and Nephrosis	

	 	zxInfluenza and pneumonia 

The scientific literature suggests that there is now an effective evidence base 
of interventions that decrease tobacco use.  Ending the Tobacco Problem:  A 
Blueprint for the Nation, released in 2007 by the Institute of Medicine (IOM), 
suggests a two-pronged evidence-based strategy for reducing commercial tobacco use:

The first prong envisions strengthening and fully implementing 
traditional tobacco control measures known to be effective.2 The second 
prong envisions changing the regulatory landscape to permit policy 
innovations that take into account the unique history and characteristics 
of tobacco use, such as strong federal regulation of tobacco products and 
their marketing and distribution.xix 

Additionally, the IOM Committee found that states should fund tobacco control 
efforts at CDC-recommended levels of $15 to $20 per capita, depending upon “the 

2  Note that the word “traditional” means normal rather than a cultural reference to American Indian sacred or 
ceremonial use of tobacco.
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state’s population, demography, and prevalence of tobacco use.xx Currently, CDC 
recommendations state that the minimum funding by states should be $5.98 per 
capita.xxi The figure of $5.98 per capita assumes that other funding is in place, for 
example monies states receive from the Master Settlement Agreement (MSA) 
through which 46 states receive yearly stipends from the tobacco companies.  The 
MSA settlement agreement summary:

	v	Requires [tobacco] industry payments to the states in perpetuity, with the 
payments totaling about $206 billion through the year 2025.

	v	Provides that distributions to states will be made based on formulas agreed 
to by [state] Attorneys General.

	v	Requires annual payments by the industry to begin April 15, 2000.

	v	Provides that if all states participate in the settlement, annual payments will 
“ramp-up” beginning with a $4.5 billion payment on April 15, 2000. Ensuing 
April 15 payments will be at the following rates:

	 	zx2001: $5 billion 

	 	zx2002-2003: $6.5 billion 

	 	zx2004-2007: $8 billion 

	 	zx2008-2017: $8.139 billion (plus $861 million to the strategic fund)

	 	zx2018 on: $9 billion

	v	Requires tobacco companies to make “up front” payments of nearly $13 
billion in the following amounts: $2.4 billion in 1998, $2.472 billion on 
January 10, 2000, $2.546 billion in 2001, $2.622 billion in 2002, and $2.701 
billion in 2003.

	v	Requires the companies, on April 15, 2008 and on April 15 each year through 
2017, to pay $861 million into a strategic contribution fund. 

In fact, a study by CDC found that between 1998 and 2010 states collected a 
total of $244 billion from the MSA but earmarked only 8.1 billion dollars for 
commercial tobacco prevention and control efforts.xxiii 

Current estimates suggest that American Indians and Alaska Natives number 
4 million.  The AI/AN populations consist of 566 federally recognized tribes, 34 
state recognized tribes, and Urban Indians.  CDC currently provides $1.8 million 
annually for a Tribal Support Centers for Tobacco Initiative, a commercial tobacco 
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prevention and control effort among AI/AN populations which amounts to 45 
cents per capita.  To further complicate the mix, CDC funding is limited to six or 
seven Tribal Support Centers that serve 60 of the 231 tribes in Alaska and 33 of 
the 335 tribes in the lower 48 states meaning that these funds only reach 16% 
of the AI/AN tribes in the U.S.   Conventional wisdom also assumes that states 
provide a portion of their funding to tribes within their boundaries.  The truth is 
that the majority of states do not provide any funding to tribes for commercial 
tobacco prevention and control even though AI/AN populations have the highest 
prevalence rates among all state populations.  The National Native Network, a 
CDC-Office on Smoking and Health (CDC-OSH) funded initiative, found that of the 
31 states who responded to questions about their funding of AI/AN tribes, only 
4 states provide funding to tribes.  In fact, among the 31 states who responded 
to the National Native Network’s questions 61% (n=19) do not even have a state 
employee or representative designated to work with tribes in their state.  Clearly, 
AI/AN tribes are the most under-funded population for tobacco prevention and 
control efforts and the high prevalence rates reflect the chronic under-funding. 

In 2000, the Surgeon General outlined a framework for reducing disease, 
disability, and death related to commercial tobacco use.  A comprehensive 
approach to reducing use and initiation of commercial tobacco integrates 
educational, clinical, regulatory, economic and social strategies.xxiv  As a result of 
the findings of the 2000 Surgeon General’s Report, CDC-Office on Smoking and 
Health developed a guide for states to implement comprehensive tobacco control 
programs, Best Practices for Comprehensive Tobacco Control Programs.  Using 
empirical evidence from states and guidance from experts, Best Practices was 
updated in 2007 for use by states as a funding guide and blueprint for developing 
comprehensive tobacco control programs.  Best Practices suggests that optimal 
programs include state and community interventions; health communication 
interventions; cessation interventions; surveillance and evaluation; and 
administration and management.

The significant reduction in smoking prevalence among mainstream Americans 
suggests that the states have done a terrific job in employing comprehensive 
tobacco control programs.  However, the disparities in prevalence rates among 

Comprehensive Tobacco Control Programs
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AI/AN population suggest that (1) either the commercial tobacco prevention 
and control efforts of the states did not reach this population and/or (2) the 
efforts did not resonate with AI/AN populations.  Public health workers in tribes, 
tribal organizations, and the CDC funded Tribal Support Center initiative have 
integrated evidence based practices and cultural appropriateness in efforts to 
reduce tobacco prevalence rates and exposure to second hand smoke in tribal 
populations.  This document provides summaries of some of these promising 
practices, grouped by the MPOWER model components.  The checklist below, 
however, provides a list of some of the culturally appropriate strategies that 
tribal public health workers have integrated into their Promising Practices.  Many 
are discussed within the context of various Promising Practices presented in this 
document.

 P   Remember that for many tribes tobacco is the most sacred medicine given                         
to us by the Creator

	 P	 Distinguish between sacred/traditional tobacco and 
commercial tobacco in surveillance and monitoring 
tools; public health education; and public health 
messages

	 P	 Rather than using public health messages that speak 
of “tobacco addiction” use terms such as “nicotine 
addiction”

	 P	Avoid any public health messaging that equates tobacco to “bad”

	 P	 Recruit elders as Champions – they are our keepers of wisdom and are 
highly respected in AI/AN communities

	 P	 Collect and use tribal-specific data to inform and improve commercial 
tobacco prevention and control efforts

	 P	 Ramp up health education messages that highlight the commercial tobacco-
related adverse health effects and include tribal-specific data

	 P	 Cultivate relationships with tribal council members who understand the 
relationship between commercial tobacco abuse and tribal-specific chronic 
diseases

	 P	 Build relationships within tribal health systems that allow for integration 
of commercial tobacco prevention and control efforts and chronic disease 
programs
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	 P	Incorporate tribal-specific terms and images and strategies

	 	uxMedicine Wheel

	 	uxConcept of “community”

	 	ux“7th Generation” and other references to tribal longevity

	 	uxUse Talking Circles for qualitative data collection

	 P	 Understand that the selling of commercial tobacco products may have 
a huge economic impact on the tribe – work with tribal enterprises to 
strategize for other economic venues

	 P	 Cultivate an Equal Partner status with the state in which the tribe resides

	 P	 Identify tribal leaders who can assist in enforcing commercial tobacco 
bans;  levy fines for non-compliance; raise taxes on commercial tobacco 
products; and earmark commercial tobacco monies for commercial tobacco 
prevention and control efforts

	 	uxTribal Police

	 	uxTribal Court Judges

	 	uxDirectors of Revenue

	 	uxDirectors of Medical Systems

	 	uxTribal Attorneys General

	 	uxTribal Court Members

	 	uxTribal Chairmen/Chiefs
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Monitoring tobacco use prevalence provides tribal governments with data that 
can drive policy development, implementation, and enforcement.   Best Practices 
for Comprehensive Control Programs advises that 

A comprehensive tobacco control program must have a system of surveillance 
and evaluation that can monitor and document short-term, intermediate, 
and long-term intervention outcomes in the population to inform program 
and policy direction, as well as to ensure accountability to those with fiscal 
oversight

In 2005 several tribal representatives, native researchers, and Tribal Support 
Centers suggested to CDC Office on Smoking and Health that current state or 
national surveys were not providing accurate or tribal-specific data that could be 
used to advise and inform interventions.  They argued that variability in tribal 
customs, traditions, and morês between tribal nations required the need for 
tribal-specific data to assist tribal health divisions to develop and implement 
data-driven programs and interventions.  In 2002, after discussions with AI/AN 
expert panels, the Tribal Support Centers Program Managers and tribal members 
from the Tribal Consultation Board,  the Epidemiology Department of the Office 
on Smoking and Health provided funding to develop culturally appropriate 
surveys for both American Indians and Alaska Natives to be used by tribes as 
tribal-specific monitoring and surveillance instruments.  For more information on 
the surveys see a list of resources at the end of this document.

During a two year period, culturally appropriate surveys – the American Indian 
Adult Tobacco Survey (AI ATS) and the Alaska Native Adult Tobacco Survey (AN 
ATS) were developed.  A team of American Indians cognitively tested the surveys 
among several AI/AN tribes across the U.S. to ensure cultural appropriateness.  
Protocols were established using methods that were consistent with native 
methods of communication that include face-to-face interviews using community 
members as interviewers. An important aspect of both the AI ATS and the AN 
ATS is the Supplemental Section.  In this section, tribes are encouraged to choose 
from a list of questions in the survey and/or provide questions of their own which 
reflect the uniqueness of the tribe.  This section gathers data on environmental 
and personal risk factors as well as data on tribal-specific chronic diseases. A 
training methodology was developed for interviewer training.  Also developed 

Monitoring tobacco use and prevention policies
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was an Implementation Guide for both the AI ATS and the AN ATS.  The AI ATS 
and AN ATS are the gold standards for surveillance and monitoring systems for 
AI/AN tribes.  Data are tribal-specific; supplemental questions are tribal specific; 
protocols are based on native ways of communicating and are respectful of 
historical trauma regarding “research”.   Thus, community members are trained to 
interview community members.  At least one native language speaker is included 
in the pool of interviewers for elder respondents who may be more comfortable 
with their native language.   

The initial fielding of the American Indian Adult Tobacco Survey occurred in 2005 
and 2006.  Eleven tribes participated in the implementation with the assistance of 
the Tribal Support Centers. The data were owned by the tribes that implemented 
the AI and AN ATS.  Data were analyzed and findings provided back to the 
tribes.  As a result of the findings, the Tribal Support Centers and the tribes they 
represented restructured programs and interventions based on empirical data.  
Additionally, the Tribal Support Centers shared and began working with other 
chronic disease divisions within their tribal health systems to address overlaps in 
issues.  

Several tribes, working with their Tribal Support Centers, have since fielded a 
second AI ATS which now provides surveillance data.  These data are used to 
determine trends, prevalence rates, and to inform and improve programs within 
tribal health systems both in commercial tobacco prevention and control and 
chronic disease prevention and control.   A huge barrier to comprehensive use 
of the AI ATS or the AN ATS is funding.  There are no funds earmarked from 
CDC-Office on Smoking and Health for tribes to implement these important 
surveillance instruments.

As a direct result of tribal-specific surveillance and monitoring data from the AI 
ATS interventions such as the following were implemented within tribes, some of 
which are described in greater detail later in this document:

	 	 Second Wind, First Breath, a culturally appropriate cessation program 
targeting AI women of child-bearing age was developed and implemented

	 	 Systems changes were implemented in both IHS managed and some 638 
clinics that require direct providers to Ask each patient whether she/he uses 
commercial tobacco AND if the patient responds in the affirmative then 
the direct provider Assesses the level of abuse and Assists the patient via 
referrals, pharmacotherapy, cessation programs, and the like
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	 	 Health education and media campaigns were designed to enhance 
information regarding the association between commercial tobacco use and 
tribal-specific chronic diseases

	 	 Health education and media campaigns were designed to enhance 
information regarding tribal-specific chronic diseases caused or exacerbated 
by exposure to second-hand smoke

	 	 Tool kits and assessment data collection instruments were developed 
to provide tribal commercial tobacco prevention and control staff with 
evidence-based strategies to develop, implement and enforce policies, 
systems, and environmental changes

	 	 Tribal-specific opinion data were used to provide tribal government reasons 
for implementing tribal resolutions such as commercial tobacco-free tribal 
housing

	 	 Data suggesting that initiation and regular use of commercial tobacco 
begins significantly earlier among AI youth when compared to other U.S. 
populations were the impetus for developing and maintaining SWAT Teams 
(Students Working Against Tobacco)

The Smoke-Free Tribal Policy Toolkit developed by the National Native Network 
provides sample community readiness assessments including a general 
community assessment, a tribal leader assessment and a school assessment. 
These assessments enable tribes to collect data on tobacco policies within the 
community.   Annual or bi-annual use of the Smoke-Free Tribal Policy Toolkit 
provides surveillance and monitoring data for use by tribal commercial tobacco 
prevention and control staff.
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The promising practice of passage of tribal resolutions/laws/policies that protect 
people from tobacco smoke continues to spread throughout Indian Country.  
Tribal commercial tobacco prevention and control staff continue to work within 
their communities to develop, implement and enforce such resolutions/laws/
policies.  Originally, it was found that the easiest policies to get passed were 
those on clinic and hospital campuses.  Once these were passed, tribal tobacco 
prevention staff worked with administrators of other departments in the passage 
of commercial tobacco free policies in tribal governance buildings and campuses.  
Over 30 Alaska Native tribes and over 50 American Indian tribes have passed, 
implemented, and enforced such policies.  Tribes include, but are not limited to:

	t	Blackfeet Tribe

	t	Bois Forte Tribe

	t	Catawba Tribe

	t	Cherokee Nation

	t	Cheyenne River Sioux Tribe Sault Ste. Marie Tribe of Chippewa Indians

	t	Chickasaw Nation Muscogee (Creek) Nation

	t	Chilkat Indian Village

	t	Ft. Peck Tribe

	t	Lumbee Tribe of North Carolina

	t	Seminole Tribe of Florida

	t	Nez Perce Tribe

	t	Oglala Sioux Osage Nation

	t	Saginaw Chippewa Tribe

	t	Sault Ste. Marie Tribe of Chippewa Indians

	t	Skagway Tribe

The Sault Ste. Marie Tribe of Chippewa Indians developed and implemented 
a smoke-free housing policy.  The Tribe identified key tribal stakeholders and 
recruited them to become members of the Sault Tribe Tobacco Task Force.  
Members of the Task Force included the Sault Tribe Health Education Supervisor, 
the Strategic Alliance for Health Project Coordinator, a Sault Tribe community 
health educator who worked in the nicotine dependence program, an Inter-

Protect people from tobacco smoke
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tribal Council of Michigan health educator, the Sault Tribe Youth Education 
and Activities Coordinator, and a local health department tobacco prevention 
coordinator.  This group led the efforts to develop and implement tobacco free 
policies within the tribe.  Early on, the Sault Tribe Housing Authority staff was 
recruited, and the collaborations and partnerships led to the development 
and implementation of the smoke-free housing.  The Sault Tribe developed an 
implementation manual Facilitating Adoption of a Smoke Free Housing Policy for 
a Tribal Housing Authority.  The manual can be found on www.keepitsacred.org 

Designating smoke-free venues for traditional native gatherings such as pow-
wows and rodeos is another promising practice that is growing in Indian Country.  
Again, health education offered through tribal commercial tobacco prevention 
and control staff was the impetus for the movement creating smoke-free pow-
wows.  Recruitment of tribal community champions and advocates in addition 
to close work with tribal council members rounded out the strategies for 
implementing this promising practice.   Smoke-free pow-wows include, but are 
not limited to:

	t	The Nez Perce Tribe in Idaho held its first completely smoke-free Pow-Wow 
in May, 2011 in Lewiston, Idaho.  

	t	The Bois Forte are working to designate traditional Pow-wows “smoke-free” 
by 2012.  

	t	The Haliwa-Saponi in North Carolina passed tribal resolutions declaring 
smoke-free pow-wows.  

	t	The Hawkeye Indian Cultural Center in North Carolina now convenes only 
smoke-free pow-wows.  

	t	The Seneca Indians of Salamanca, NY now convene smoke-free pow-wows.  

A promising practice that has been slower to come to the forefront but that is 
gathering steam in tribes throughout the nation is passage and enforcement of 
commercial tobacco-free policies in tribal gaming facilities.  This has not been an 
easy or quick task given the economic implications of gaming among American 
Indian tribes.  Development and passage of such policies require tribal tobacco 
prevention and control staff work with community members in providing 
culturally appropriate health education in the area of the harmful health effects 
of second hand smoke exposure.  Once the health education is provided, staff 
works with community members in advocacy initiatives such as coalition efforts 
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and media campaigns.  Simultaneously, staff work with identified and willing 
Tribal Council members who are prepped to serve as champions of the policy 
initiatives.  Promising Practices employed by tribes in efforts to implement 
smoke-free casinos include:

		Using Talking Circles to gauge community support for smoke-free casinos

		Working with casino workers in areas of

	 z	Health education regarding the adverse health effects of exposure to 
second-hand smoke

	 z	Providing cessation services for casino workers

	 z	Working with tribal Gaming and Enterprise Directors to allow testing of 
casino air 

		Using data from the AI ATS regarding opinions of tribal members regarding 
whether smoking should be allowed in their tribal bingo halls and gaming 
facilities

As of this writing, smoke-free tribal gaming facilities are:

	t	Glacier Peaks Casino in Browning, Montana (Blackfeet Tribe)

	t	Taos Mountain Casino in Taos Pueblo, New Mexico (Taos Pueblo)

	t	Muckleshoot Casino in Auburn, Washington (Muckleshoot Tribe)

	t	Lucky Bear Casino in Hoopa, California (Hoopa Valley Indian Tribe)

	t	Win River Casino in Redding, California (Redding Rancheria)

	t	4 Bears Casino in New Town, ND (Mandan, Hidatsa, and Arikara Tribes)

	t	Oneida Casinos (2) in Wisconsin (Oneida Tribe)

	t	Turtle Mountain Chippewa Casino in Belcourt, ND (Turtle Mountain 
Chippewa)

Southeast Alaska Regional Health Consortium (SEARHC) has been very successful 
in assisting Alaska Native tribes in the southeast area of Alaska pass tobacco free 
policies.  In 2005 SEARHC began by gathering Alaska Native tobacco use data by 
working with the Alaska Department of Health to over-sample Alaska Natives in 
their service area so that reliable data on prevalence rates and the like could be 
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generated.   In the Sitka service area served by SEARHC, Native Alaskans lived 
alongside non-natives.  Thus, SEARHC recruited champions and advocates who 
helped provide health education on adverse health effects of tobacco abuse 
and second hand smoke to their service population.  By 2008 SEARHC staff, their 
champions and advocates worked with town councils and tribal councils to pass 
tobacco free policies in virtually every town within the Sitka service area.  In 
addition, SEARHC worked closely with Alaska Native organizations such as the 
Alaska Native Brotherhood and Alaska Native Sisterhood organizations and with 
non-native organizations to advocate successful campaigns to pass tobacco free 
restaurants and other retail establishments in the towns within the Sitka service 
area.  Advocacy, health education using reliable data, a consistent presence and 
message from SEARHC staff, a great partnership between SEARHC and the Alaska 
Department of Health and grooming of champions were the components of their 
successes.

As a result of the efforts of the Alaska Tribal Support Centers the following BRFSS 
data provide evidence of the success of their interventions.

	t	Significantly more (p<.05) Southeast Alaska Native residents do not permit 
smoking inside their home from 75% in 2005 to 83% in 2008

	t	Significantly more (p, .05) Southeast Alaska Natives never allow smoking in 
any vehicle – rates went from 70% in 2005 to 77% in 2008.

Cherokee Nation is an example of a tribe that does not have a reservation.  
Instead, Cherokee Nation citizens reside in a 14 county area designated as their 
jurisdictional service area in northeast Oklahoma alongside non-natives.  As 
both Cherokee Nation members and non-members live, work, and play in this 
14 county area, Cherokee Nation Healthy Nation Division built coalitions and 
partnerships with tribal, county, and state stakeholders in efforts to develop and 
implement commercial tobacco-free policies in common areas.    Findings from 
the Cherokee Nation AI ATS, tribal BRFSS, state BRFSS were used to convince tribal 
and county officials that both the native and non-native populations preferred 
smoke-free parks.  As a result of their efforts, four city parks are now designated 
as commercial tobacco-free.  Cherokee Nation developed an implementation 
manual Tobacco-Free Policy for City Parks:  An Implementation Guide that can be 
found on www.keepitsacred.org 

A huge Indian Country success in protecting people from second hand smoke 
involves collaboration between tribes in Oklahoma and the Oklahoma 
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Department of Health in developing and sustaining SWAT (Students Working 
Against Tobacco) Teams.  These are teams of youth who are trained by the state 
and tribes to work toward passage of 24/7 commercial tobacco-free schools, 
including all extra-curricular activity venues.  SWAT Teams have proven to be 
a tour-de-force in northeast Oklahoma within the Muscogee (Creek) Nation, 
Cherokee Nation, and Osage Nation.   Over 100 public and tribal schools have 
gone 24/7 commercial tobacco-free as a direct result of tribal/state collaboration 
using SWAT Teams. 
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An important Promising Practice in Indian Country was recently de-railed as a 
result of funding issues.  Enrolled members of federally recognized tribes typically 
receive their direct medical care through funding from Indian Health Service 
(IHS), whether through IHS managed clinics and hospitals or through tribally 
managed clinics and hospitals.  As a direct care provider IHS has not public 
health component and no funds are earmarked for public health staff.  CDC-OSH 
recognized and discussed the important symbiotic relationship between tribes 
and IHS with regard to health.   As a result, CDC-OSH funded a position within IHS 
to work with the Tribal Support Centers.  This position, which morphed into the 
IHS Tobacco Task Force, was vital in some of the collaborative successes between 
Tribal Support Centers and IHS.  Unfortunately, funding for this position ceased in 
2011.

Perhaps the most successful systems change that occurred in Indian Country was 
a direct result of a Promising Practice (the AI ATS).   Findings from the original 
fielding of the AI ATS in 2005 found that IHS direct providers were not consistently 
asking patients whether he or she used commercial tobacco in any form.   Further, 
if a patient were asked and responded in the affirmative, nothing was done to 
assist that patient in quitting.  Working with the Dr. Nathaniel Cobb of IHS, Indian 
Health Service implemented protocols that require direct service providers to ask 
each patient whether he or she used commercial tobacco in any form (cigarettes, 
pipe, cigar, etc.).   If the patient responds in the affirmative the direct provider 
must provide assistance to the patient in the form of pharmacotherapy; referrals 
to cessation programs/quit lines; and/or materials and guidance.  That protocol 
stands currently.  In addition, based on the AI ATS findings, many 638 Clinics 
adopted this system change.  With the advent of Electronic Medical Records in 
tribal health systems, tribal direct service providers are now typically prohibited 
from moving forward until the questions about smoking habits and referrals are 
answered.

The Sault Ste. Marie Tribe of Chippewa Indians implemented a complete systems 
approach to helping their population quit abusing tobacco.  Building upon the 
5-As systems model used at Gundersen Lutheran Health System, the Sault Tribe 
worked within their Health System to create a culturally appropriate model.  
The Sault Tribe’s  Health and Human Service Program in conjunction with the 
Sault Tribe/IHS direct service providers, pharmacists, health educators, clinic 

Offer help to quit tobacco use



19

administrators and staff designed and implemented a 5As system in all tribal 
clinics.  

Every patient is:

	t	Asked if he/she uses 
tobacco

	t	Advised to quit

	t	Assessed for his/her 
readiness to quit

	t	Assisted in quitting and 
an

	t	Arrangement for follow 
up is implemented

In conjunction with intensive cessation consultation, pharmacists provide 
pharmacotherapy for tobacco users.  Clinics provide the venue and staff for 
culturally appropriate cessation consultation.  Electronic medical records are 
designed to ensure that direct service providers cannot proceed until responses 
are provided for patient’s tobacco use, and the like.

The Indian Health Service Tobacco Task Force (which has been de-funded) 
worked with American Legacy and the University of Arizona to develop a 
systems approach to commercial tobacco control and prevention using the 5As, 
Implementing Tobacco Control into the Primary Health Care Setting.  This systems 
approach is akin to the systems approach implemented by the Sault Ste. Marie 
tribe discussed above. The curriculum can be found at http://banduraold.sbs.
arizona.edu/hcp/ihs/downloads/IHS%20Fieldbook%20Final_2009.pdf .     While 
this could prove to be a Promising Practice in Indian Country, implementation by 
Indian Health Service has not yet occurred.  And with the de-funding of the IHS 
Tobacco Task Force, it is uncertain whether this intervention will be implemented.

The University of Arizona HealthCare Partnership developed Basic Intervention 
Skills Certification for Native Communities.  The program consists of a Train the 
Trainer model for use among native communities using Best Practices and cultural 
appropriateness.  Trainers are trained in the 5As and are provided strategies 
for success.  This curriculum could be deemed a Promising Practice in Indian 
Country once funding is secured to test and evaluate the intervention in native 
communities.
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Early on, the Tribal Support Centers recognized the link between commercial 
tobacco use and exposure to second-hand smoke and chronic diseases from 
which AI/AN populations suffer disproportionately.  Even though funding tends 
to be in silos, the Tribal Support Centers worked within their tribal health 
departments to integrate commercial tobacco prevention and control into chronic 
disease programs.  This process was slowed by the need for health education 
among tribal members about the link between commercial tobacco use and 
second-hand smoke and chronic diseases.  As suggested in the Introduction of 
this document, findings from the AI ATS and data gathered among Alaska Natives 
suggested that national and state public health messages had either not reached 
or did not resonate with AI/AN populations.  Data suggested that the association 
between commercial tobacco use and chronic diseases was not known or even 
understood among American Indians or Alaska Natives.  Thus, a comprehensive 
health communication initiative was necessary to convince the population as 
well as managers of tribal public health programs of the association between 
commercial tobacco use and exposure to second-hand smoke and chronic 
diseases.  As a result of the work of the early Tribal Support Centers, it is now 
common for tribal commercial tobacco prevention and control efforts to work 
closely with tribal diabetes programs, maternal and child health programs, WIC 
programs, asthma programs, cancer programs, and cardio-vascular programs.   

Muscogee (Creek) Nation Tribal Support Center developed Second Wind which 
was an adaptation of the American Cancer Society’s Fresh Start.  Second Wind is 
a culturally appropriate cessation program with a curriculum that incorporates 
concepts that are important to and resonate with American Indian people.  
Examples of such concepts include but are not limited to: the Medicine Wheel; 
“community”; a holistic approach to health, wellness, and illness that differ 
from the western model; and a respect for tobacco as a powerful medicine for 
sacred or ceremonial purposes.  In addition, rather than  an individual cessation 
program, Muscogee (Creek) Nation employed their tribal-specific traditions and 
allowed the smoker and his/her family to attend these group sessions.  It was 
not uncommon to see several generations of families attending Second Wind 
programs and these culturally appropriate nuances proved wildly successfully.  
From 2005 through 2007 Second Wind was evaluated for efficacy among nine 
tribes nationwide.  Findings suggest that among traditional tribes, quit rates 12 
months post program were 51%.  The evaluation was replicated among three 
tribes in Oklahoma, all of whom are traditional tribes, and quit rates 12 months 
post program were 50%.  Among less traditional tribes, quit rates ranged from 
15% to 30% twelve months post program.  
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The first cohort of Tribal Support Centers recognized that the typical health 
communication messages surrounding commercial tobacco use were centered 
on the premise that tobacco is bad/evil/dangerous.  Among tribes who use 
tobacco ceremonially or in sacred rituals, the notion of tobacco as bad simply did 
not resonate. Talking Circles conducted by the Tribal Support Centers evaluator 
found that American Indian tribal members simply “tuned out” when seeing 
or hearing such messages.  Working with the Health Communications Division 
of CDC-OSH, new health communication campaigns were developed to warn 
about the dangers of (commercial) tobacco.  These health messages, instead, 
used concepts that were culturally appropriate.  A Tribal Support Center that 
served the Northern Plains developed a highly successful health communication 
campaign that centered on children and elders – both of whom are revered in AI/
AN communities.  Without ever stating that tobacco was bad, the messages were 
clear that second-hand smoke was adversely affecting the health of children and 
elders.  “Take It Outside”, “Whatever You Say” and “Who’s Air Is This” were video 
graphed commercials that played on radio and television in the Northern Plains.  
These powerful videos were responsible for a surge in requests by American 
Indians in the region for Pledge Forms in which they pledged to ban smoking 
in their homes and cars.  There was also an increase in cessation program 
attendance.  Links to such health communications can be found at the CDC funded 
National Native Network’s website www.keepitsacred.org  

A Tribal Support Center that served California tribes developed a health 
communication campaign that targeted both youth initiation and exposure to 
second-hand smoke in casinos.  The youth campaign used videos developed 
by native youth for native youth.  As a result of the youth campaign’s impact, 
a training module for tribal tobacco educators was developed that focused on 
initiation and use of smokeless tobacco.  

The video Nathan’s Story was developed and disseminated to tribal tobacco 
programs nationwide.  Nathan’s Story is the story of Nathan Moose, an enrolled 
member of the Oglala Sioux Tribe.  Nathan never smoked but as a result of 
second-hand smoke exposure while working for 5 and a half years at an Indian 
Casino, developed asthma, cancer, pneumonia, and cardio-vascular disease.  
The video can be found on youtube at http://www.youtube.com/watch?v=K_
CxohH3LFI 

Warn about the dangers of tobacco
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Conversations between tribes and state led to a very successful collaboration 
between the Oklahoma Tribes and the Oklahoma Department of Health.  
Billboards were developed that targeted AI audiences in Oklahoma using the 
message “Honor the Sacred Tobacco, Quit Commercial Tobacco”.  Along with the 
message were tribal members in full regalia – the billboards featured a Cherokee 
citizen in the Cherokee Nation Tribal Jurisdictional Service Area; a Muscogee 
(Creek) citizen in the Muscogee (Creek) Tribal Jurisdictional Area, a Chickasaw 
citizen in the Chickasaw Nation Tribal Jurisdictional Service Area and so forth.  The 
campaign was very successful and led to significant increases in AI citizens using 
cessation services and calling the state quit line.
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Big Tobacco moved swiftly into Indian Country, targeting cash poor tribes with 
funding for events such as Pow-Wows, rodeos, and tribal sponsored events.  In 
addition, Big Tobacco found a willing market in smoke-shops on tribal lands 
(many of whom are not tribally owned but may be leased to operators by tribes).  
Free promotions from tobacco companies that give away cigarettes and tobacco 
advertising products are highly visible in Indian Country, particularly at smoke-
shops and mini-markets.

Recently, tribal commercial tobacco prevention and control staff have developed 
protocols and strategies to thwart such efforts.  Using health education, media 
campaigns, champions, and advocates staff have cultivated “friendly” tribal 
council members and recruited them to introduce legislature banning tobacco 
advertising, promotion and sponsorship.  Tribal council members, tribal Attorneys 
General, tribal Revenue Directors, tribal police, tribal Health Directors, and tribal 
courts were also targeted as being critical partners in passage of such resolutions 
and policies.  Programs of advocacy, health education, and long, hard discussions 
about the health of the tribe and the responsibility of tribal leaders provided the 
impetus for passage.

As a result, tribes in California, North Carolina, Oklahoma, Montana and Michigan 
have banned “give-aways” and promotions by tobacco companies at tribal owned 
venues.   Working with their respective Attorneys General, Revenue Directors, 
Tribal Police and Tribal Councils, commercial tobacco prevention and control staff 
helped increase enforcement efforts and increased penalties for non-compliance.

Native SWAT Team members have also worked with their respective tribes to 
ensure compliance of commercial tobacco product sellers are not selling to 
minors.  Working with tribal police, tribal state attorneys, and tribal revenue 
directors, Tribal Support Centers train SWAT Team members and then send them 
into smoke-shops with undercover tribal police.  The SWAT Team members 
attempt to purchase commercial tobacco products – if they are successful, the 
owners and/or clerks of the business enterprise faces penalties.  Among some of 
the tribes who have worked with Tribal Support Centers, the penalties for retail 
establishments selling commercial tobacco products to minors are heavier than 
those of the state in which the tribe resides.

Enforce bans on tobacco advertising, 
promotion and sponsorship
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Another promising practice involves raising tribal tobacco taxes in order to fund 
commercial tobacco prevention and control efforts.  This, too, requires training of 
community members to serve as advocates, but it also involves convincing tribal 
Attorneys General, Tribal Council members, and tribal Revenue Directors to (a) 
raise taxes on commercial tobacco products sold on tribal lands and (b) earmark a 
portion of those taxes to fund commercial tobacco prevention and control efforts.  
While a slow process due to the political process of compacting with states, tribes 
have been successful in developing, implementing, and enforcing such policies.  
The issue of sovereignty plays a large role in this area and efforts by tribal 
commercial tobacco prevention and control staff are really just beginning in this 
area.  Compacts between tribes and states can further complicate this component 
of the MPOWER model.

One example of “earmarking a portion of taxes to fund commercial tobacco 
efforts” can be seen with the Sault Ste. Marie Tribe of Chippewa Indians in 
Michigan.  The Sault Tribe Community Health Education staff succeeded in 
appealing to their council to receive a tax portion of $2.50 per carton of cigarettes 
sold, rather than the 25 cents per carton they were currently receiving, to fund 
their Health Education efforts toward youth education and to fund cessation 
medications through their pharmacy to tribal members.  This in turn, raised 
the price of each carton sold to tribal members by $2.25. It should be noted, 
that the increase in funds needed was in direct proportion to the success of a 
comprehensive systems approach to nicotine dependence though out their Tribal 
service area.

Muscogee (Creek) Nation Tobacco Prevention Program recognized that AI/AN 
youth initiation and regular usage begins much earlier than other populations in 
the U.S.  As a result, decreasing youth initiation became a central focus of their 
program.  Working with elders, community advocates, and Muscogee (Creek) 
Nation Health System staff, the Tobacco Prevention Program successfully lobbied 
tribal council members to pass a tribal resolution earmarking a percentage of 
tobacco sales for youth prevention services.

Raise taxes on tobacco
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American Indian and Alaska Native tribes are disproportionately affected by 
adverse health effects related to commercial tobacco abuse.  While national and 
state public health campaigns directing messages to mainstream populations 
is over 40 years old, public health campaigns designed by and for AI/AN 
populations began only about 10 years ago.  Indian Health Service is the direct 
medical provider for AI/AN tribes but Indian Health Service has no public health 
component.  Therefore, any public health campaigns and initiatives for tribal 
populations were initiated by tribes themselves.  

In the short span of ten years, tribal and tribal organization health staff have 
identified commercial tobacco use as a risk factor for all of the chronic disease 
from which AI/AN tribes suffer disproportionately.  With scant funding and no 
public health capacity or infrastructure, tribes and tribal organizations looked 
to Best Practices for Tobacco Control Programs as their framework for designing 
Promising Practices that are both scientifically rigorous and culturally appropriate.  

The authors of this document recognize that there are more Promising Practices 
being used by tribes and tribal organizations than those contained herein.  
However, this document is intended to begin the process of identifying Promising 
Practices in Indian Country in an effort to move these into Best Practices.  
Appendix A provides an exhaustive list of literature reviewed for this document.  
As is often the case, the majority of promising practices have never been tried 
among AI/AN populations, but the authors felt it important to include the list.

Finally, on the next page we offer a list of Lessons Learned from the 
implementation of some of the Promising Practices contained in this document.

Conclusion
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		Depending upon the tribe, the passage of Tribal Resolutions/Laws may be a 
better option than implementing departmental policies	

	 v	With administration changes and new priorities, 
policies are easier to abolish or disregard than 
are Tribal Resolutions/Laws

		Understanding and respecting Tribal Sovereignty is 
paramount

	 v	Bringing in external groups to push for tribal 
law change may be seen as an affront to 
sovereignty

		Recognize the possible pitfalls of inter-tribal historical 
enmities

		Be sure that your activities fall within tribal-specific laws

		Respect traditions and recognize the implications for staffing

	 v	Some tribes have taboos against women even uttering the word 
“tobacco” 

		Understand the economic importance of commercial tobacco among some 
tribes

		Foster relationships between commercial tobacco prevention and control 
staff and Directors of Gaming and Business Enterprises; Tribal Court Judges; 
Tribal Revenue Directors; Tribal Attorneys General and the like

		Take commercial tobacco public health education and messages to tribal 
members – don’t wait for them to come to you.  Venues to use may include

	 v	Pow-wows

	 v	Rodeos

	 v	Some tribal celebrations

	 v	Health fairs

Lessons Learned
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	 1.	 The National Native Network.  www.keepitsacred.org;  Contact: Kim Alford, 
Program Manager, Inter Tribal Council of Michigan, Inc., 2956 Ashmun St., 
Suite A, Sault Ste Marie, MI  49783     906-632-6896   kalford@itcmi.org 

	 2.	 JCW Research & Evaluation Group, Inc., Contact:  Janis Weber, 1291 N US 
Highway 1, Suite 7, Ormond Beach, FL 32176   Phone:  386-441-4592  janis@
jcwevaluation.com 

	 3.	 CDC-Office on Smoking and Health, Atlanta, GA.  Contact:  Stacy Thorne, 
Phone:  770-488-5366     sthorne@cdc.gov

Resources
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Northern Plains Tribal Tobacco Technical Assistance Center Program Manager
Northern Plains Health Promotion Programs
Great Plains Tribal Chairmen’s Health Board
Vanessa Tibbitts, Program Manager
1770 Rand Road
Rapid City, SD 57702
(605) 721-1922 Ext. 121
vanessa.tibbitts@gptchb.org 

Muscogee(Creek)Nation
Division Of Health
Arlene Davis, Program Manager
121 W. Broadway
Okemah, OK 74859
918-623-1189
arlene.davis@creekhealth.org

Cherokee Nation, Healthy Nations
Tobacco Prevention Project
June Maher, Program Manager
886 Markoma Circle
Tahlequah, OK  74464
(918) 453-5617
June-maher@cherokee.org

Inter-Tribal Council of Michigan, Inc.
Deana Knauff, Program Manager
2956 Ashmun St. 
Sault Ste. Marie, MI 49783
(906) 632-6896 
deanak@itcmi.org 

Southeast Alaska Regional Health Consortium (SEARHC)
Andrea Thomas, Program Manager
222 Tongass Drive
Sitka, AK 99835
(907)96-8883
Andrea.thomas@searhc.org

Current Tribal Support Centers
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Tanana Chiefs Conference
Shannon Sommer, Program Manager
122 First Avenue, Suite 600
Fairbanks, Alaska 99701
(907) 452-85251 
Shannon.Sommer@tananachiefs.org

Nez Perce Tribe
Students for Success Program
Jean Ann Moose, Tobacco Coordinator
116 Veterans Ave
Lapwai, Idaho  83540
(208) 843-7303 x 4612
jeanm@nezperce.org

Black Hills Center for American Indian Health (BHCAIH)
Peter Nez, Program Manager
1302 E Third St
Winslow, AZ  86047
(928) 289-6483
pfnez@bhcaih.org
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