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The tobacco 
industry targets 
diverse 
populations; 
some examples 
include the 

Asian and Pacific Islander  (API) 
population, the African American 
community, and persons with mental 
illness. These populations suffer 

disproportionately high smoking 
prevalence rates along with serious health 
consequences. Specific strategies among 
diverse populations are an especially 
important social justice issue, as the 
tobacco industry has used predatory 
tactics to lure communities into this deadly 

addiction. 

(Continued on Page 6) 

Tobacco Industry Targeting of Diverse 

Communities Presents Social Justice Issues    
By Rosalyn Moya, MPH 

 You may ask what treating a client 
for tobacco dependence, or for any chronic 
condition,  substance-use or mental health 
disorder, has to do with cultural sensitivity, 
competency and humility.  The answer may 

be… plenty.   

 Over the last decades, much has 
been done in public health and healthcare 
systems to discuss, address and become 
more aware of linguistic, cultural and ethnic 
differences among the populations we 
target and serve in our programs and 
practices.  We go to trainings, we collect 
and analyze data, we read research, we 
create pamphlets and brochures translated 
into different languages  –  all of which we 
think adequately address these cultural 
differences, and that will make our work 
more ‘appropriate,’ effective and relevant to 
the populations we serve. Of course, this is 
all well and good, and we’ve made very 
respectable progress over time. The 

question is:  Can we go further? 

 In our efforts to increase 
interventions and provide better services 

for tobacco cessation in healthcare, 
learning about cultural context may help 
cessation providers better understand how 
to help that person to quit. It’s important to 
understand that there may be a historical 
and/or cultural context to a person’s use of 
tobacco. This may include a long history of 
families working in the tobacco fields and in 
cigarette manufacturing plants, as in the 
African American culture. Tobacco-use 
may be a symbol of  ‘right of passage,’  or 
of masculinity and power, such as in some 
Asian and Latino cultures. Or there may be 
a history of bonding around tobacco-use, 
as exists in some families, the LGBTQ and 
12 Step communities.  And of course 
there’s also the role the Tobacco Industry 
itself has played in all of this. They study 
and research these cultural connections, 
and have exploited this knowledge as 
they’ve targeted their marketing to all 
ethnic populations, genders and sub-
groups. Unfortunately, too often pretty 

successfully.    

(Continued on Page 5) 

Tobacco Recovery Treatment with 

Cultural Sensitivity, Competency and 

Humility 
By Judy Gerard, ATOD Network Project Manager 

ATOD Network Monthly 

Cessation Conference Call 
 

 

 

 

 

This Is an opportunity to ask questions 
related to treating your clients about 

tobacco. Ask specific questions or bring 
up specific cases. Dr. Cathy McDonald 

will host the call. 
 

When: Tuesday, January 5, 2016  
12:30-1pm 

 

Just call: (712) 775-7031  
and then 

Dial Meeting ID: 194-388-309 # 
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SMOKE-FREE HOUSING—STRATEGIES TO CREATE SMOKE-FREE 

ENVIRONMENTS WHERE PEOPLE LIVE 
 By Cathy McDonald, MD, MPH, FAAP, ATOD NETWORK Project Director  

 

 Alameda County is fortunate that a 
number of residential substance abuse, mental 
health and homeless programs have adopted 
smoke and tobacco free policies. These 
include: Chrysalis, Options Transitional 
Housing, MPI, East Bay Recovery Program’s 
Project Pride, Thunder Road, Gladman, St 
Mary’s Homeless Shelter and most recently 
Bonita House and Garfield.  However, this is 
just a temporary oasis from tobacco smoke for 
many individuals who subsequently will live in 
Board and Care and or public housing 
including Single Room Occupancy (SRO) 
where they will not be protected from the 
harms of tobacco smoke drifting through the 
vents and corridors, or the allure of tobacco 
smoke calling them to continue to smoke, or to 
return to smoking if they have quit.  How 
serious is this problem and what can we do 

about it? 

The problem is serious! 

 Second hand smoke has been 
identified as a Class A Carcinogen known to 
cause cancer. There is no safe level of 
exposure. It contains more than 250 
components, 11 of which cause cancer. As 
little as 30 minutes of exposure to second 
hand smoke (SHS) can cause a heart attack in 
someone with a heart condition (Pechacek, et. 
al 2004). Infants and children are particularly 
sensitive, in part because of their small 
airways and those exposed can develop 
Sudden Infant Death Syndrome, asthma and 
numerous respiratory and other conditions. 
Unfortunately, tobacco toxins last in the form 

of 3rd hand smoke for days and weeks, and 
even years. (Singer, et al.  2003, Matt, et al. 
2004, Whitehead, et al. 2009,  Winickoff,  et al. 
2009). Cotinine is a breakdown product of 
nicotine, and when found in the body, signifies 
exposure to tobacco smoke. It is clear from a 
number of studies that both children and adults 
living in multi-unit housing (MUH) have 
significant amounts of cotinine in their system 
even if no one smokes in their unit. In one 
study of children 0-18 years seen at clinic, the 
cotinine level was 47% higher for those in 
apartments compared to those in detached 
homes (Wilson, et al. 2011). In another study 
nineteen percent (19%) of non-smoking adults 
living in detached housing had cotinine 
detected compared to 36% of those living in 
multi-unit housing ( MMWR February 2015).  
This increased smoke exposure can contribute 
to numerous health problems in children from 
asthma to colds, and even cognitive decline 
(Yolton, et al. 2005).  In adults it can cause 
heart attacks, lung cancer and strokes.  In 
addition studies have shown that teens living 
in smoke-free housing are less likely to start 

smoking.  

 This smoke is a particular problem 
for people with mental health and substance 
abuse (MH/AOD) conditions, because they 
often have compromised respiratory and 
cardiac systems as a result of previous or 
current smoking. In addition to physical health 
concerns, there are documented brain effects 
from SHS to nicotine receptors in the brain in 
both smokers and nonsmokers when they 
were exposed to second hand smoke (SHS) 
(Brody, et al. 20ll). Craving increases as a 
direct result of exposure to second hand 
smoke, which can derail attempts to quit in 
smokers who live in multi-unit settings where 
they are regularly exposed.  Additional 
concerns in housing where individuals smoke 
cigarettes include risk of damage and injury or 
death due to fires, as well as expenses  
incurred due to damage in the units that 

require expensive deep cleaning.  

The combination of these consequences has 
led the U.S. Department of Housing and Urban 
Development (HUD) to encourage Public 

Housing Authorities (PHA’s) to voluntarily 
implement smoke-free buildings and grounds 
since 2009. From 2010 to 2015 the number of 
smoke free PHA’s increased from 140 to 500. 
HUD has just proposed a new rule # FR5597-
P-O2, “Instituting Smoke-Free Public Housing, 
“ which is open for public comment until  
January 19th 2016. The purpose of the rule is 
to prohibit lit tobacco products in PHA’s  within 
18 months after the rule is finalized and 
published. The goal is to improve indoor air 
quality, improve the health of public housing 
residents and staff, reduce the risk of 
catastrophic fires, and lower the overall 

maintenance cost of the buildings.  

 The rule does not include e-
cigarettes or hookah at this time although this 
is something that HUD is soliciting comments 
on. HUD is also soliciting comments on 
strategies to deal with disabled persons who 
may have more difficulty getting out of the 
building to smoke. PHA’s are encouraged, but 
not required, to work with their local prevention 
and smoking cessation programs to be able to 
provide referral information to residents 
interested in  tobacco treatment.  In addition, it 
will be helpful for PHA’s to work with local 
community health services that can provide 
support and medication to patients interested 

in quitting. 

 When we see action like this being 
taken at the federal level because the health 
risks are so great, it can move us to examine 
other actions that may need to occur at the 
local and or state level to protect the vast 
numbers of low income individuals, including 
those with MH/ AOD conditions, that are being 
adversely affected by tobacco smoke in their 
living environment. This has been identified as 
a social justice issue and goes beyond the 
right to clean air. It can block freedom from 
nicotine addiction because we know it is much 
easier to quit tobacco and avoid relapse if a 
person isn’t constantly triggered by smelling 
cigarette smoke. It has been documented that 
those who are in the preparation stage of 
quitting are aided in quitting by living in smoke 

free housing ( Fong, et al. 2006 ).  

(Continued on next page: pg 3 
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Need help with your patients? 

Dr. Cathy McDonald provides free 

technical assistance on  

tobacco dependence treatment and 

cessation techniques to physicians and 

other medical staff.   

Call her at:   510-653-5040 X 315. 

This issue is affecting not only 
those in MUH but also those living in Single 
Room Occupancy (SRO) and those living in 
Board and Care. In the trainings that we do, 
we regularly hear concerns about smoky 
environments making it difficult for patients 
motivated to quit to be successful, or to even 
think that it is possible to quit. If we are going 
to be more effective in helping consumers to 
quit tobacco we must address this issue in 
these settings.  
 For too long smoking has been part 
of the culture in many mental health and 
chemical dependency treatment, and 
homeless programs. Smoking has been 
coupled with social activities and breaks  –  
often activities that staff and clients have 
actually done together. Additionally, although 
people living in smoke-free housing do not 
have to quit, we are likely to see the same 
phenomenon with smoke-free  housing that we 
have seen with smoke free treatment 
programs  –   some people will be able to quit 
because they are not constantly bombarded by 
the smell of smoke, and/or because it is more 
inconvenient to smoke.   Quitting smoking has 
been found to spread through social networks 
(Christakis, et al. 2008), so we can also expect  
friends and neighbors to be  influenced by 
each other to  try to quit. These secondary 
quits will be more likely to be successful due to 
support from other quitters and the smoke free 
environment protecting them from being 
triggered by SHS.  
 
 Establishing protective smoke-free 
environments for clients with mental health, 
substance abuse and or homeless conditions 
is essential for the following reasons: 

♦ To protect nonsmokers and smokers from 
the health effects of SHS 

♦ To protect smokers and non smokers 
from the addictive effects of SHS 

♦ To protect youth living in MUH from being 
primed by SHS to develop nicotine 
addiction 

♦ To help those with MH/AOD who want to 
quit smoking tobacco to be more 
successful in quitting and staying quit  

♦ To minimize risk of fires in MUH, Single 
Room Occupancy and Board and Care 

♦ To reduce costs of deep cleaning smoke 
stained units 

What can we do? 
 
Be informed 
 Consumers with mental health and 
substance abuse conditions and/or 
homelessness have all been shown to want to 
quit  (Prochaska, et al. 2009 , 2004 and 2006; 
Butler, et al. 2002; Connor, et al. 2002 and 
Okuyemi, et al. 2012), and have been able to 
quit when provided with appropriate evidence-
based treatment and support, (Bringing 
Everyone Along 2008; Hughes, et al. 2003;  
Richter, et al. 2002; Okeyumi , et al. 2006 and 
Shelley, et al. 2010).   For decades these 
consumers have been severely underserved. 
They have not being asked about tobacco use 
when entering treatment, and haven’t been 
encouraged to quit. But in recent years this 
paradigm has shifted, and it is  now expected 
that they will receive appropriate tobacco 
treatment, certainly in forward thinking 
Alameda County Behavioral Health Care 
Services programs.  It is a SAMHSA Best 
Practice to provide this. 
  
Survey Clients 
Encourage housing providers to survey clients 
about: 

♦ whether they smoke, or not 

♦ whether they would like  to live in smoke -
free housing 

♦ whether they would like to quit smoking 
 
Encourage Housing providers 

♦ To work with tenants to designate part of 
their building as smoke-free (This will not 
fully protect tenants, but it is a step in the 
right direction) 

♦ To work with tenants to designate the 
whole building as smoke-free if there is 
no one who smokes living in the building. 

♦ To add smoke-free housing to a list of 
preferences for incoming clients to assess 
how many prefer this. 

♦ To be in compliance with smoke-free 
housing laws if located in Berkeley 

 
Support Clients 

♦ Support clients in asking for protected 
smoke free space where they live. 

♦ Provide services to help those living in 
Board and Care to consider quitting 
tobacco and to be successful 

♦ Provide services to help those living in 
smoke-free housing to be successful 
quitting in this setting by providing 
tobacco treatment medications for 
intermittent use when they are not able to 
go outside to smoke so they can comply 
with the guidelines. 

 
Advocate for Smoke Free Housing 

♦ Spread the word about the benefits of 
smoke-free  housing. 

♦ Go to http://www.regulations.gov/#!
submitComment;D=HUD-2015-0101-
0001 to submit comments on the 
proposed rule based on your experience 
or scientific evidence. 

♦ Participate in the development of 
guidelines to require licensed board and 
care providers  and SRO’s to provide 
smoke free facilities for their clients. 

 
 Remember smoke-free housing 
does not require residents to quit smoking, just 
not in the units. However this is a population 
that has not been provided with support and 
encouragement to quit smoking even though 
tobacco-related diseases are the leading 
cause of their death. Second hand smoke is 
causing many of those who don’t even smoke 
to have health problems and this needs to be 
changed!  We hope that you will join us in 
working to improve consumers access to 
smoke free housing. 

(Continued from previous page) 



Page 4 Fall-Winter 2015 - Issue 43 Page 4 Fall-Winter 2015 - Issue 43 

 

STEPS TO BECOMING TOBACCO-FREE FOR  

ADDICTIONS TREATMENT PROGRAMS 
 

 

1. Acknowledge the profound challenges tobacco creates for the addictions treatment 
community. 

2. Establish a leadership group or committee and secure commitment of organization. 

3. Develop tobacco-free policy. 

4. Establish a policy implementation time line with clear, measurable goals and 
objectives. 

5. Conduct staff training. 

6. Provide treatment for nicotine dependent staff. 

7. Assess and diagnose nicotine dependence in patients and use this in treatment 
planning. 

8. Incorporate tobacco/nicotine into patient education curriculum. 

9. Establish ongoing communication with AA/NA, professional colleagues and 
referrals. 

10. Require staff to show no evidence of tobacco use during work hours. 

11. Establish tobacco-free facility and grounds. 

12. Implement comprehensive nicotine dependence treatment throughout the program. 

From “Drug-Free is Nicotine-Free” Hoffman, A . et al. 1997 
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 The Legacy Tobacco Documents 
library has over 500,000+ pages of 
tobacco industry documents targeting 
API’s with 15 years of research and 
predatory marketing. Philip Morris’s 
Report, from “Community Marketing 
Programs – Asian American Plans”, 
shows Philip Morris specifically targeting 
events, such as the Chinese American 
Expo, Filipino Fiesta, and Korean Festival. 
Philip Morris sponsors these events to 
appear as if they are part of the API-
American identity in order to increase 
tobacco profits at the expense of the API 
community’s health. A Lorillard memo 
identified API’s as a “potential gold mine”. 
The low smoking prevalence rates for the 
overall API population may appear to be a 
good thing, but may actually be misleading 

by hiding the high 
smoking 
prevalence rates 
within subgroups 
of the API 
population. While 
the smoking 
prevalence rate for 
California is 
11.7%, 
comparatively, 

Korean males in California have 23.3%, 
Filipino males in CA have 18.9%, Pacific 
Islanders in CA have 32%, Vietnamese 
males in CA have 27%, and Chinese 
Males in CA have 15.2%. As a result, 
tobacco-related cardiovascular disease 
and cancer are the top two causes of 

death among API. 

 Henriksen et. al. studied the 
differences in advertising and purchase 
cost for menthol cigarettes in California 
high schools.  They found increases of 
menthol advertising in stores with every 
increase of African American students in 
the high school neighborhood. They also 

found 
increases of 
50% in 
Newport 
advertisings 
and 
decreases by 
0.12 cents in 
the cost of 
Newport’s. 
This study 
shows that 
African 
Americans in 
California 

high school neighborhoods are exposed to 
more advertising and lower pricing 
predatory tactics, which not only targets 
African Americans, but particularly their 
youth. African Americans have a 21% 
smoking prevalence rate, as well as the 
highest lung cancer incidence and 

mortality rates in California.  

 The Legacy Tobacco 
Documents Library shows a span of 
almost 50 years of the tobacco 
industry targeting persons with mental 
illness with 280 documents. The 
documents reveal RJ Reynolds 
attempted to spin nicotine as drug for 
people with mental illness, as well as 
to market a campaign that target the 
homeless in San Francisco’s 
Tenderloin district called project 
SCUM, Sub-Culture Urban Marketing. 
The tobacco industry provided cigarettes 
in psychiatric settings and supported 
efforts to block hospital smoking bans. 
The tobacco industry’s tactics promoted 
smoking among this population. Smoking 
rates among persons with mental illness 
is a staggering 60% to 80% with nearly 
half of the cigarettes in the U.S. smoked 
by this population. According to 
SAMHSA, “about 200,000 of the 435,000 

annual deaths from smoking in the U.S. 
occur among patients with mental 
illnesses and/ or substance use 

disorders”. 

 The tobacco industry’s targeted 
marketing of their deadly product to these 
groups is predatory and highlights a 
serious social justice issue. It’s important 
to remember the unnatural and insidious 
ways that the tobacco industry made its 
way into the core of these communities 
and how the tobacco industry is harming 
these populations. The tobacco industry’s 
presence in these diverse communities is 
not natural, but is the result of years of 
planning and scheming by the industry. 
Helping our diverse clients and patients 
quit smoking addresses some of the social 
injustice from the tobacco industry, as we 
create equal health opportunities for all 
communities. All people should be valued 

equally as every life is important.  

 

Tobacco Industry Targeting of Diverse 

Communities Presents Social Justice Issues    
By Rosalyn Moya, MPH      (Continued from Page 1) 
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Cultural sensitivity may not just be 
about race and ethnicity, or linguistic 
translation. It often also 
encompasses a person’s deeper 
connections with communities 
developed around faith, sports 
participation and other physical 
practices, (such as yoga or martial 
arts), or support groups, (such as 12 
Step programs and mental health 
consumer organizations).  And it 
certainly involves families. All these 
connections comprise a person’s 
personal cultural orientation, and 
often these connections cross 

language, race and ethnic groups.  

 Additionally, most of us in our 
capacity as clinicians, health 
educators or program directors, 
occupy a position of privilege when 
compared to many of the clients/
patients and people we encounter in 
our work. We have education, jobs 
and material comfort. We may live in 
safe neighborhoods, have access to 
health care and have a sense of well 
being that many of our clients don’t 

have or experience.   

 So, besides addressing the 
obvious ethnic and language 
barriers, perhaps we as practitioners, 
clinicians and community members 
have an even greater opportunity to 
explore these cultural variations 
further, so we might minimize our 
privileged positions, and find ways to 
empower our clients where they are.  
How can we be more active in 
learning about these cultural issues?  
How can we tailor tobacco, or other 
clinical or preventive interventions, in 

ways our clients feel more seen and 
heard?  – Interventions that may be 
the key to motivating them to quit 
smoking or change risky or unhealthy 

behaviors.  

 We can start by being open 
to learning  –  getting to know our 
clients better. For example, try asking 
them about their tobacco-use within 
the broader spectrum of their lives, 
and explore these other realms 
mentioned above.  And then LISTEN   
–  in a respectful and humble way. 
That means not interrupting, and 
keeping your own thoughts, 
judgments, advice and egos in 

check.  

 You may be quite surprised 
what you learn. Example:  You ask 
your client, “Tell me a little about how 
tobacco-use fits in with your family 
life,”  (or substitute friends, 12 Step, 
consumer associates, etc.).  Your 
client responds, “ We smoke together 
as a family, so we can relax and talk. 
When my disability check comes in, 
we buy a carton of cigarettes, and 
celebrate the check’s arrival with a 
family smoke.”  At first hearing, you 
might think this sounds so 
detrimental to the client and family; 
outrageous even. When you listen 
without judgment from the client’s 
perspective, what you hear is: 
smoking serves as a positive family 
bonding activity for your client. We all 
know family bonding is probably the 
most important social connection.  A 
healthy family bond contributes to 
wellbeing and a sense of being 
supported. So how do you as a 

clinician respond to what the client 
said?  You might first acknowledge 
this important family bond and how 
obviously important this is to the 
client. But then explore this further, 
by asking something like, “Your 
doctor has been encouraging you to 
quit smoking because it negatively 
affects your health and your 
psychotropic medication dosing. 
You’ve said you want to quit. How 
does family bonding around smoking, 
and your need to work toward 
increased wellness, fit into your plans 
to try to quit smoking?”  This is just a 
simple way to open up a 
conversation around tobacco-use 
that honors the person’s cultural/
family bonds, and yet, may help the 
client consider how to resolve the 

bind he/she is in.    

 Another Example:  You are 
sitting across from a client who is of a 
different ethnicity, age and gender 
than yourself, and the client is 
struggling. The person has no job, is 
chronically depressed, is troubled by 
substance abuse, and needs your 
assistance and support. Obviously 
there is a lopsided position of power 
here. You have the power and 
privilege; the client is literally at your 
mercy  –  a supplicant of the services 
and care that you might be able to 
offer and provide. How might you 
address this client’s needs?  How do 
you approach working with this client 
that shows your empathy, concern 

and respect?   
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Tobacco Recovery Treatment with Cultural Sensitivity, 

Competency and Humility (Continued from Page 1) 
By Judy Gerard, ATOD Network Project Manager 
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Many of you encounter these clients 
and the disparities they present daily 
in your practices and work. And most 
of you probably have developed 
ways to work with clients that show 
your concern. There probably isn’t a 
single answer to the question about 
how to work with clients who seem 
so different than ourselves, because 
every clinician is an individual with 
their own cultural background and 
history too. So the approaches and 
interactions will vary with the 
dynamics of each situation.  But 
might you consider a ‘pause’… to 

think this over?  

 In our hurried workplace 
environments, where multiple 
demands compete for our time, we 
may find ourselves working and 
relating ‘in rote’ mode; maybe as we 
have operated for years. Possibly not 
being entirely present with that client 
– that unique person in front of us. 
So it’s often helpful for all of us to 
pause periodically, maybe as a daily 
practice, to examine our own 

approaches to these subtle aspects 
of our work that have the potential to 
communicate so much. To examine 
our own attitudes, thoughts and 
judgments  –  the words we use, the 
tone of our voice, the body language 
we display. Pause in order to seek 
ways we might improve our level of 
understanding and commitment to 
developing our cultural competency. 
By taking the time to humbly listen 
and learn from our clients, and to 
question our own practices, we may 
discover a whole new way of 
experiencing our work and life.  
Doing so might enable us to open up 
additional possibilities of working 
more effectively with our clients, and 
even offer more satisfying ways of 

living with those around us.   

 None of us are experts in 
cultural competency. I definitely have 
thought about and learned from 
many, and years of opportunities as 
well. Truly, these deeply human 
experiences have been among the 
most valuable of my life, and I 

continue to absorb and process as 
each opportunity arises. Developing 
this consciousness is a constantly 
evolving process of learning from our 
daily interactions with people of other 
cultures, and also deepening of our 
own introspection. When we do this, 
we can bring to our practices and 
everyday life, the humility and 
compassion that introspection and 
these life lessons have opened up to 
us. This noble process is such a 
worthwhile endeavor  –  an endeavor 
that will contribute toward diminishing 
gaps in understanding and trust, and 
that will help make the world a better 
place… from each of us doing our 

part.   

 Cultural competency 
integrated into targeted interventions 
is increasingly becoming an 
important aspect of tobacco 
cessation approaches. Here is a link 
that offers approaches for African 

Americans who smoke.    

http://www.ncbi.nlm.nih.gov/pmc/

articles/PMC3712791/ 

 Wednesday Jan. 13, 2016 

12:30-2:30pm 
 

Location: Alameda County First 5 

Conference Room 

1115 Atlantic Ave. 

Alameda, CA 94501 

NEXT COALITION MEETING:  

ALAMEDA COUNTY TOBACCO CONTROL COALITION  

Coalition Presents: 

The 2016 Statewide Tobacco Tax Initiative 

 

 

 Email Alexandra Nelson  

if you are interested in attending or for more information:  

Alexandra.Nelson@acgov.org 

(Continued from page 6) 
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of the: 
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ATOD NETWORK ATOD NETWORK ATOD NETWORK UPCOMING TOBACCO TRAININGUPCOMING TOBACCO TRAININGUPCOMING TOBACCO TRAININGSSS      
 

 
Jan 5, 2016 - ATOD Network Cessation Conference Call  

♦ 12:30 to 1:00 pm 

♦ Just call: (712) 775-7031  

♦ and then dial Mtg.ID: 194-388-309 # 
 
February 2016 - Brief Tobacco Interventions  
See BHCS website under “Announcement” and “Training 

Calendar” on left side:  
flyer to be posted in January: www.acbhcs.org 

 

 

Email: atodnetjudy@aol.com for training flyers 

 
**ON-SITE STAFF TRAININGS AVAILABLE  
Alameda County AOD, Mental Health, and Primary Care 
Providers can schedule an on-site staff tobacco 
training at your agency by calling Judy Gerard at (510) 
653-5040 X 349 OR email atodnetjudy@aol.com. 
For the latest information on tobacco treatment and 
resources, go to www.acbhcs.org click on the Tobacco 
Tab. 

Free Cessation Services 
 

The California Smoker’s Helpline  
 For one-on-one cessation counseling call 

 1-800-NO-BUTTS 

Check out their new and 
improved website: 
www.nobutts.org 

 
 

♦ Free patches and incentives for 
qualified callers 

♦ Free texting program for tobacco users 

♦ Online initiatives including the new and 
improved Helpline website, online 
catalog, and web-based referral 
service 

♦ Future projects including smartphone 
application, online chat for tobacco 
users, and e-referral for health care 
providers with electronic health records 

Nicotine-Free Newsletter is published by the Alameda County ATOD NETWORK with funds 
received from the Alameda County Health Care Services Agency, Public Health Department 
Tobacco Master Settlement Funds through the Alameda County Tobacco Control Coalition.  

 

  Alameda County Provider Network for   
  Tobacco Dependence Treatment and Cessation     

Project Director: 

 Cathy McDonald,         

 MD, MPH 

Project Manager: 

  Judy Gerard 

Project Coordinator: 

  Rosalyn Moya 

Thunder Road Adolescent Treatment Center 

390 - 40th Street  

Oakland, California 94609.  

(510) 653-5040 phone 

(510) 653-6475 fax 

 

 

The Nicotine-Free News  is  YOUR 

resource for helping your clients and 

patients quit smoking 

Alameda County Cessation Provider Training and Support Network Newsletter. 
The Nicotine-Free News is available by email.   

Contact moyar@sutterhealth.org 


