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Immigrants and New Americans

The term “immigrant” is used for people who are foreign-born. It does not refer to legal status of entry into the U.S. as defined
by the Immigration and Naturalization Service. In the U.S., 10.4% of the population or 28.4 million persons are foreign-born,
based on 2000 census information.’

National Facts and Trends

o The overall rate of smoking among immigrants is 21.6%."
¢ The rates vary from 4.6% among Indian immigrants to 21.4% for Japanese immigrants.’

» Among immigrant populations men smoke more than women. Men from Japan smoke at a rate of 29.8%, South Korea
33%, India 8.1%, and Hong Kong, 9.7%."

* Except for Asian-American and Pacific-Islander immigrants, smoking rates are higher among native-born than among
foreign-born counterparts.’

Maine Facts and Trends

* The City of Portland, Public Health Division, has initiated a project to reduce health disparities among minority communities
in Portland. Initial results and findings were obtained through a combination of in-depth interviews with individuals and
focus group sessions.?

While the data from the Portland study are qualitative and subjective in nature, there appears to be some striking differences
between the 11 groups with respect to tobacco use among the four subcategories of individuals (adult males and females, teen
males and females); for instance, among adults, the highest smoking rates appear to be among Serbo-Croatian men and women
and Vietnamese men. These differences point up the need to tailor tobacco-related health messages to each community

In most of the 11 Portland immigrant communities, adult men smoke at a higher rate than adult women. Seven of the 11
communities rank tobacco use as the number-one or number-two health issue for adults (there were six issues included for
ranking). All 11 indicated that health messages delivered person-to-person would be most trusted in their communities, and
in all but one ethnic/language group, the need for interpreters was high.?

For every group in that study with a perceived high rate of smoking among adults (male and/or female), not only is the attitude
about quitting negative, but also the desirability of quitting.?

African immigrant men in Maine suffer from tobacco addiction in very large numbers. According to advocates, one determining
factor for smoking among this population is an elevated social status associated with smoking. One man who spent time in a
refugee camp in Kenya reports that African refugee men often trade the few personal possessions they have for cigarettes.’

Cambodian and Vietnamese men in Maine smoke at alarming rates. Rates for these men are most likely influenced by overall
community acceptance of smoking among men in their countries of origin. (The World Health organization reports a smoking
rate of over 66% among men in Cambodia and over 50% for Viethamese men.)’



* In most cases the pattern of use by male youths appears to follow the pattern of the adult males in that ethnic/language com-
munity.”
* Results from the Portland minority health study show that even among the ethnic/language groups with the highest rates of

smoking—and even among the groups in which it is culturally acceptable for women to smoke—smoking during pregnancy
is viewed as unacceptable.”

¢ Latino community advocates in Maine report moderate smoking among single men and a decreased rate among men with
families, but they express the most concern with the number of children they see smoking. Unlike white communities where
low-income individuals are most likely to smoke, Latino communities experience an increase in levels of cigarette use with
improved socioeconomic status. Advocates suggest person-to-person instruction is a better approach to tobacco education
than dissemination of written materials.”

The Story Behind the Facts: Why Is this Information Important

* Smoking status of immigrants may stem from shifts in lifestyle or cultural practices or may be related to age at immigration,
socioeconomic status, generation, community characteristics, or English language ability:!

* Health services that might include cessation are not easily available to immigrants. Barriers include confusion about eligibility
rules, inability to communicate in English, fear that benefits will result in denial of green card, and concern that providers
will report undocumented family or household members.*

* Most immigrants arriving after August 1996 are barred for five years (when they most need assistance) from Temporary
Assistance for Needy Families (TANF), Medicaid, and State Children’s Health Insurance (SCHIP). They have difficulty getting
a social security number. They, therefore, may not have access to any medical help for quitting smoking. Exception are made
for refugees and veterans.*
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