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Helping current renters make the transition 
to a smoke-free environment

•	Connect	renters	&	staff	to	local	cessation 
 programs

•	Learn	appropriate	ways	to	offer	cessation	to	 
	 special	populations,	especially	for	renters	 
	 who	are	chemically	dependent,	mentally	ill,	 
	 formerly	or	nearly	homeless,	or	living	in 
 supportive housing

•	Decide	if	your	program	will	offer	cessation 
 resources such as classes or quit kits

CHAPTER	7

PROVIDING	CESSATION	
RESOURCES	IN	SMOKE-FREE	

MULTI-UNIT	HOUSING

PURPOSE OUTCOMES
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Understanding tobacco addiction and cessation is essential in 
smoke-free multi-unit housing work. Having knowledge about why 
people smoke, their motivations and barriers to quitting, and 
successful cessation strategies will give you insight into why both 
managers and renters can be resistant to the idea of smoke-free 
multi-unit housing.  

HELPING RENTERS MAKE THE 
TRANSITION TO LIVING IN A 
SMOKE-FREE ENVIRONMENT
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KEY TERMS:
PERMANENT SUPPORTIVE 
HOUSING: Permanent rental 
housing that is affordable for 
the population it serves and has 
support services available for 
residents. Permanent supportive 
housing is available to individuals 
and families with multiple barriers 
to obtaining and maintaining 
housing, including those who 
are formerly homeless or at risk 
of homelessness and those with 
mental illness, substance abuse 
disorders, and/or HIV/AIDS.1

TRANSITIONAL HOUSING: 
Housing that has as its purpose 
facilitating the movement of 
homeless individuals and families 
and people in addiction recovery 
to permanent housing within a 
reasonable amount of time 
(usually 24 months).1

SPECIAL POPULATIONS: For the 
purpose of the discussion in this 
chapter, “special populations” is 
defined as individuals with mental 
illness, chemical dependency, or 
those who are homeless.

The primary goal of increasing smoke-free multi-
unit housing is to protect the building’s residents, 
guests, and employees from secondhand smoke 
exposure. Renters who smoke and live in smoke-
free buildings are not required to quit smoking in 
order to continue to live in the building; rather, 
they must follow the smoke-free policy and re-
frain from smoking in smoke-free areas. 

Renters may be motivated to quit smoking once 
a smoke-free policy goes into effect in their 
building. Renters who wish to quit ought to be 
encouraged to do so. Your smoke-free multi-unit 
housing program can provide appropriate cessa-
tion resources that can help renters and onsite 
employees quit smoking. For those who smoke, 
knowing that cessation resources are available 
may alleviate fears about the transition to liv-
ing in a smoke-free building.  In order to prepare 
renters for the policy change, provide linkages to 
cessation resources as part of the policy adoption 
process.  

PROVIDING REFERRAL TO 
CESSATION SERVICES TO ALL 
TYPES OF MULTI-UNIT HOUSING

Your program staff does not need to be certified 
cessation counselors in order to refer renters to 
cessation services. You are an expert on tobacco 
control and smoke-free multi-unit housing poli-
cies, and most renters will appreciate any cessa-
tion information you offer them. Some renters 
might view you as an outsider who is pushing for 
change and, as a result, these renters won’t feel 
comfortable opening up to you with their cessa-
tion questions. But you can still offer information 
about available quit lines or ask a certified cessa-
tion counselor to attend community meetings to 
talk with the renters. 

If renters want to learn about cessation options 
from you, offer some basic suggestions. Remem-
ber, cessation is a good by-product of the smoke-
free policy, but it’s not the primary purpose 
behind the smoke-free policy. Be sure to continue 
to focus on assisting the manager in implement-
ing, enforcing, and promoting the policy.

Basic cessation suggestions for renters

•	 Nicotine	replacement	therapies	are	available	 
 (they might be available through quit lines or  
 the renters’ healthcare providers);

•	 The	state	or	national	quit	line	and	health 
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Resources for Managers

Information	on	ordering	cessation	brochures	from 
the state quit line

Information	on	the	American	Lung	Association’s	
Freedom	from	Smoking	program

Information	on	contacting	health	insurance
companies to receive cessation information

Flyers,	brochures	or	other	types	of	information	
that	the	manager	can	distribute	to	renters

Resources for Renters

State	quit	line	brochures

On-site	presentation	as	the	building	goes 
smoke-free	on	the	benefits	of	the	policy	and	basic	
cessation information

Quit	kits	and	other	cessation	tools

On-site	cessation	classes

SAMPLE CESSATION RESOURCES

 insurance quit lines are available and the  
 services are often free;

•	 Finding	a	“quit	buddy”	can	make	quitting	 
 seem more manageable; quit buddies can call  
 upon each other for encouragement and sup- 
 port; and

•	 The	money	normally	spent	on	tobacco	can	 
 be saved and used for a special treat (like a new  
 purchase or even a vacation).

SAMPLE MATERIALS PROMOTING 
CESSATION RESOURCES

•	 Quit	line	brochures;

•	 Lists	of	local	cessation	classes	offered	in	the		 
 community;

•	 Posters	and	brochures	promoting	cessation	 
 classes and the availability of nicotine replace- 
 ment therapy;

•	 Materials	from	the	American	Lung	Association 
	 on	the	“Lung	Help	Line”	and	the	“Freedom	from	 
	 Smoking”	program;

•	 Quit	kits;	and

•	 On-site	cessation	classes	(free	or	fee-based;	 
 may require a minimum number of participants).

Quit kits

Quit	kits	are	cessation	“care	packages”	filled	with	
educational information and items to help rent-

ers quit smoking. The kits can be made available 
directly from your program to renters, or you 
can give the building’s manager several quit kits 
to have on hand to distribute to renters. Some 
smoke-free multi-unit housing programs offer 
quit kits for free, but others charge a nominal fee 
for orders of large quantities.

Items often included in a quit kit:

•	 Information	on	nicotine	replacement	therapy;

•	 A	small	trinket	such	as	a	magnet,	key	chain,	or	 
 window cling;

•	 Quit	line	contact	information;

•	 Information	on	the	American	Lung	Association’s 
	 “Lung	Help	Line”	and	“Freedom	from	Smoking”	 
 program; and

•	 Mints,	gum,	or	sugar-free	candy	to	keep	the	 
 mouth busy and free of tobacco. 

Communicating with all renters in a building

Some multi-unit housing buildings communicate 
information about cessation resources to renters 
via flyers or brochures on a central bulletin board, 
in elevators and hallways, or at an information 
desk. These broad-based forms of communication 
are quick and easy ways to relay information to 
renters, but the methods rely on renters actively 
seeking out information or taking time to read 
information posted in public places. 

In contrast, flyers, brochures, and door hangers 
can be placed on or under every unit door in the 
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WHAT DO SMOKE-FREE 
MULTI-UNIT HOUSING 
PROFESSIONALS SAY 
ABOUT LINKING RENTERS 
TO CESSATION RESOURCES?

“I	always	provide	cessation	materi-
als	when	working	on	any	kind	of	
no-smoking	policy	work.	To	me,	
they	go	hand-in-hand.”

Theresa Cross, Clark County Public 
Health (Washington)2

“We	have	quit	kits	available	to	
anyone	who	asks.	I	have	left	quit	
kits	with	apartment	managers,	but	
it	does	not	seem	that	they	are	uti-
lized	well.	We	have	them	available	
in	our	office…and	at	all	events	in	
our	community.”

Betty MacTavish, Kodiak Area 
Native Association (Alaska)3 

“We	put	up	posters	in	our	sub-
sidized	housing	to	advertise	our	
smoking	cessation	clinics	(where	
we	offer	counseling	and	free	nicotine	
replacement	therapies).	Twenty- 
five	percent	(25%)	of	our	clinic 
clients	from	the	year	were	from	
city	subsidized	housing,	and	the	
great	thing	was	that	they	sort	of	
formed	their	own	support	group	
to	help	each	other	quit.”	

Heidi McGuire, City of Hamilton 
(Ontario, Canada)4

“Smoking cessation interventions 
provided during addictions treatment 
were associated with a 25% increased 
likelihood of long-term abstinence 
from alcohol and illicit drugs.”

–	Journal	of	Counsulting	and	Clinical	Psychology10 

building for more direct communication. Doing 
this in a large building can be time consuming, but 
it ensures that the people who are interested in 
cessation classes and resources will receive it.

ADDRESSING MYTHS & REDUCING 
BARRIERS TO PROVIDING 
SMOKE-FREE MULTI-UNIT HOUSING 
FOR SPECIAL POPULATIONS

 It is important to understand how tobacco ad-
diction and cessation affect people in especially 
vulnerable  populations such as those with mental 
illness, chemical dependency, or those who are 
currently,	formerly,	or	nearly	homeless.	His-
torically, people in these populations smoke at a 
higher rate than the population overall.  Due to 
the presence of multiple competing challenges, 
there has been a misconception that it is more 
difficult for them to quit smoking. There are many 
multi-unit housing buildings that provide ser-
vices to people who are mentally ill, chemically 
dependent, or homeless; these buildings are often 
referred to as supportive housing. Supportive 
housing can be set up as permanent or short-term 
housing (also known as transitional housing), but 
the services provided and populations served are 
similar. So too are the strategies and processes 
used to work with a supportive housing manager 
on adopting a smoke-free policy. Understanding 
how cessation can work effectively for these spe-
cial populations will help you educate managers 
on how a smoke-free policy can be implemented 
successfully in supportive housing buildings.
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SPECIAL SECTION: Myths & Facts about Tobacco Addiction 
and Cessation in Special Populations

MENTAL ILLNESS

Why do persons with mental illness smoke?

Serious	mental	illness,	as	defined	by	the	Na-
tional	Alliance	on	Mental	Illness,	includes	ma-
jor depression, schizophrenia, bipolar disorder, 
obsessive compulsive disorder, panic disorder, 
post traumatic stress disorder and borderline 
personality	disorder.	People	with	mental	illness,	
about 7% of the U.S. population, are twice as likely 
to smoke as the general population. They have 
smoking rates of 60% to 80% and consume nearly 
half of the cigarettes in the U.S.14

While overall smoking rates have declined, the 
proportion of mentally ill among current smok-
ers has increased.15 There is a strong relation-
ship between smoking and depression, partially 
explained by a strong genetic influence. Smokers 
may believe that smoking deters depressive feel-
ings,16 moderates some psychiatric symptoms, 17 
and reduces other symptoms (e.g. anxiety, bore-
dom, and poor concentration). 18 In addition, nico-
tine is perceived by smokers to help relieve stress.

It is critical that smokers find healthier ways to 
cope with these issues as individuals with mental 
illness have a significantly greater risk of dying 
from heart or lung disease than the general popu-
lation.

Myths and Facts

Myth: Smoking helps one’s body to relax.
Fact:	Nicotine	is	a	stimulant;	it	does	not	calm	the	
body down.

Myth: In mentally ill individuals, mental health 
issues take priority over smoking cessation.
Fact: Certainly, mental health issues are impor-
tant; however people with serious mental illness 
have a 2-3 times higher risk of dying from heart 
or lung disease and die about 25 years earlier than 
the	general	population.	Much	of	this	risk	is	due	
to preventable or treatable conditions such as 

tobacco use, obesity, and substance abuse. Smok-
ing may also contribute to a worsening of mental 
illness.	Heavy	smokers	have	more	severe	psychi-
atric symptoms, poorer overall general well being, 
and greater functional impairment when com-
pared to nonsmokers and light smokers. 19

Myth:	People	with	mental	illness	are	not	inter-
ested in quitting smoking.
Fact:	Nearly	3	out	of	4	people	with	mental	illness	
who	smoke	want	to	quit.	A	recent	study	showed	
that when given the opportunity in a hospital 
setting, 4 out of 5 smokers who are mentally ill 
participated in a smoking cessation program.20, 21 
The issue may not be motivation to quit but con-
fidence by smokers and care providers that it can 
be done.

Myth: It is nearly impossible for people with men-
tal illness to quit smoking.
Fact:	Although	mental	illness	may	make	it	more	
difficult to deal with the challenges of quitting 
smoking, effective treatments are available. 
Smokers with mental illness who want to quit 
should do so with the help of their health care 
providers because there may need to be adjust-
ments in dosages of medications used to treat 
their mental illness.22	Quitting	may	be	a	struggle,	
and many will likely need more time to work 
toward	their	goals.	Any	reduction	in	cigarettes	
smoked in a day needs to be recognized as prog-
ress.	Many	clients	with	serious	mental	illness	
are accustomed to learning and using a variety of 
behavioral coping and survival skills to function, 
which will help them achieve greater self efficacy 
and hope for quitting.22

“Individuals with mental illness 
deserve accurate information 
regarding tobacco use and 
options for quitting.”
–	Department	of	Psychiatry,	Behavioral	Health 
and	Wellness	program,	University	of	Colorado13 
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CHEMICALLY DEPENDENT

Why do persons with chemical dependence smoke?

Chemical dependence is defined as a physical and 
psychological habituation to a mood — or mind — 
altering drug, such as alcohol or cocaine.23

Similar to mental illness, genetic factors may 
make a person susceptible to addiction. Brain sys-
tems that respond to reward and stress are simi-
lar	for	multiple	drugs	of	abuse.	Persons	suffering	
from anxiety or depression may rely on alcohol, 
tobacco, and other drugs to temporarily relieve 
their symptoms. Stress, trauma (such as physical 
or sexual abuse), and early exposure to drugs can 
lead to both addiction and mental illness.24

At	least	7	or	8	out	of	10	chemically	dependent	
patients smoke cigarettes and tend to be heavy 
smokers.25 While overall smoking rates have 
declined, the proportion of chemically dependent 
among current smokers has increased.15

Myths and Facts

Myth:	Addiction	to	smoking	is	a	minor	problem	
compared to addiction to other drugs.
Fact: The nicotine found in tobacco products is 
a drug and very addictive. Withdrawal from it 
causes symptoms such as irritability, insomnia, 
and nervousness. Tobacco use kills more people 
than all other drugs combined. Chemically de-
pendent patients have more health risks and are 
more likely to die from health problems caused by 
smoking than from drug abuse.25

Myth: Chemically dependent patients are not 
interested in quitting smoking.
Fact: Research studies have consistently shown 
that the majority of chemically dependent pa-
tients are interested in quitting smoking.25

Myth: Smoking cessation may interfere with 
recovery from other drugs.
Fact: The vast majority of studies have shown that 

quitting smoking does not precipitate relapse to 
alcohol or other drugs. Studies have also shown 
that patients are more likely to participate in 
smoking cessation programs if they are offered 
during their drug treatment program compared to 
when	smoking	cessation	is	delayed.	An	extensive	
review found that treating tobacco use of clients 
improved their alcohol and other drug outcomes 
about 25%.25

Myth: Cessation programs don’t work for chemi-
cally dependent patients.
Fact: Counseling as well as medications has been 
shown to help chemically dependent patients quit 
smoking.	People	with	a	history	of	alcohol	prob-
lems can be as successful at quitting tobacco as 
people without alcohol problems.26 Illicit drug-
user quit rates are lower, but still promising.27

THE HOMELESS POPULATION

Why do homeless persons smoke cigarettes?

Homeless	smokers	in	a	recent	study	reported	
smoking an average of nearly a pack of cigarettes 
per day.28

Stated reasons were: 

•	Boredom	and	lack	of	access	to	alternative	activities

•	Mood	regulation	and	stress	reduction

•	Lack	of	daily	structure	and	routine

•	Social	activity	and	camaraderie

•	Appetite	suppression	for	weight/hunger	control

•	A	habit	associated	with	behavioral	triggers	or	to	
satisfy physical and psychological cravings and 
regulate withdrawal symptoms

Myths and Facts

Myth:	Homeless	smokers	are	not	interested	in	
quitting.
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SPECIAL SECTION: Myths & Facts about Tobacco Addiction 
and Cessation in Special Populations (Con’t)

nicotine patches and counseling, participants 
rated quitting smoking as very important to them 
(9.1 on a 10-point scale) and were modestly con-
fident they could quit smoking (7.3 on 10-point 
scale).29, 30, 31 

Myth: Smoking is not a serious cause of illness for 
homeless smokers.
Fact: For homeless individuals, the mortality rate 
is about 4 times greater than the general popula-
tion. Tobacco-related illnesses, including heart 
disease and cancer, are two of the three leading 
causes of death among homeless persons.32, 33, 34  

Myth: It is nearly impossible for smokers who are 
homeless to quit smoking.
Fact:	Although	being	homeless	makes	quitting	
smoking more challenging, homeless smokers are 
able to quit if provided with the resources and op-
portunity.	Most	studies	on	smoking	have	excluded	
homeless people, but the available ones show that 
just as in the general population, nicotine patches 
and counseling can help homeless smokers quit, 
although the rate of success may be lower.35, 36 

WHY DO HOMELESS SMOKERS AND 
SMOKERS WITH MENTAL ILLNESS 
AND CHEMICAL DEPENDENCY WANT 
TO QUIT?

The reasons are similar to most other smokers 
who want to quit, and include the following, ex-
pressed by a group of homeless smokers.29

•	Financial	benefits	and	high	cost	of	cigarettes
•	Reduced	health	risks	for	self	and	children

•	Psychological	and	emotional	benefits
•	Concerns	about	secondhand	smoke
•	Inconvenience	due	to	indoor	smoking	policies	 
 and limited places where permitted
•	Wanting	to	be	a	good	role	model	for	children
•	Physical	fitness

Myths and Facts

Myth:	Members	of	these	populations	won’t	ben-
efit from available cessation programs.
Fact: It is important that staff and providers be-
lieve the evidence that quitting is not only possi-
ble, but that members of these vulnerable popula-
tions want and deserve cessation assistance. 
It is important to support and assist members in 
connecting with cessation counseling and sup-
port.	A	telephone	quit	line	may	be	a	good	first	step	
for those that are more stable functionally, are 
in recovery, and have phone access. Free nico-
tine replacement is often available. Telephone 
counselors will refer persons to other community 
resources as needed. Face-to-face counseling, 
medication and support are important for many 
with heavier levels of addiction, co-occurring 
problems, acute life stressors, lower levels of 
functioning, or are on meds for mental illness. 
Long	term	group	participation	can	help	support	
tobacco abstinence, especially for those in recov-
ery settings.22

Healthcare	providers	can	provide	valuable	help	
or referrals to effective cessation services. Com-
munity resources may be helpful for tobacco ces-
sation education and assistance with cessation 
referrals.

“Addicts in recovery are extremely strong individuals. It is 
through challenging their character defects that they are 
empowered. That is part of a recovery process. It is unfair 
to limit them with expectations of weakness.”

–	Worthington	Consultants12 
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CASE STUDY:

SMOKE-FREE BUILDINGS 
ENCOURAGE RENTERS TO 
QUIT SMOKING
During	a	National	Night	Out	Event	
at	an	apartment	building	that 
recently	went	smoke	free,	Olmsted	
County	Public	Health	in	Rochester,	
MN,	encouraged	renters	to	celebrate 
their	new	smoke-free	homes	and	
thank the apartment management 
for	adopting	a	smoke-free	policy.		
As	evidence	that	smoke-free 
policies	in	multi-unit	housing	do	
encourage renters to quit smoking, 
a	renter	added	his/her	thanks	to	
the	management	with	a	note	that	
said,	“I	just	quit!”	

HOW TO HELP MANAGERS OF 
SUPPORTIVE HOUSING DECIDE TO 
ADOPT A SMOKE-FREE POLICY

Developing talking points

Working with managers of supportive housing 
buildings is very similar to working with manag-
ers of other types of multi-unit housing buildings, 
but you will have to make a few modifications to 
your talking points. It’s important to remember 
that smoke-free policies are not as widely un-
derstood and accepted in the supportive housing 
industry as they are in the rest of the multi-unit 
housing industry. Smoke-free policies are a rela-
tively new concept for managers of supportive 
housing, so plan to spend some extra time educat-
ing managers on the benefits of adopting a policy 
(see chapter 1). 

Messages that resonate with managers of 
supportive housing

•	 Basic	benefits	of	smoke-free	policies: Informa- 
 tion about secondhand smoke exposure, fire  
 risks, and legal liabilities are all likely to be of  
 interest to the manager.

•	 Smoke-free	policies	save	money:	Messages	 
 about cost savings will be relevant to the  
 manager, but messages about profits will likely  
 not be relevant since many of these buildings  
 may be owned by nonprofit organizations.

•	 Smoke-free	policies	as	a	social	justice	issue:		
	 Messages	about	smoke-free	multi-unit	hous- 
 ing as a social justice issue will probably inter- 
 est the manager since the building has a mission 
 to help people in need (for more information on  
 why smoke-free multi-unit housing is a social  
	 justice	issue,	read	the	“Points	to	remember”	 
	 section	below	and	Chapter	1,	“The	Case	for	 
	 Smoke-Free	Multi-Unit	Housing”).

•	 Cessation	is	not	required:	Managers	don’t	 
 want to feel like they are forcing their residents  
	 to	quit	smoking.	Assure	managers	that	the	 
 purpose of a smoke-free policy is to protect  
 people from secondhand smoke and not to force  
 people to quit smoking. Remind managers that  

 their residents can continue to live in the  
 building and continue to smoke as long as they  
 don’t smoke in smoke-free areas (including the  
 residential units).

•	 Cessation	can	be	achieved	by	special	popula-	
	 tions: Everyone can quit smoking, even people  
 with mental illness, chemical dependency, and  
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CASE STUDY: On-Site Cessation Classes at Public Housng 
Authority in Minnesota

In	2011,	the	Hopkins	Housing	and	Redevelopment	Authority	(HRA)	in	Hopkins,	MN,	adopted	
a	smoke-free	policy.	The	76-unit	building	housed	senior	and	disabled	renters.	As	the	Board	
of	Directors	was	discussing	the	policy	adoption	process,	they	expressed	a	desire	to	assist	
their	smoking	residents.	Since	Live	Smoke	Free	was	providing	assistance	to	the	HRA	on	the	
policy	adoption	process,	Live	Smoke	Free	offered	to	provide	a	series	of	on-site	cessation	
classes	to	the	HRA	renters.	

Live	Smoke	Free	does	not	typically	provide	funding	for	on-site	cessation	classes,	but	the	
grant	funding	for	this	project	permitted	us	to	conduct	the	class,	in	order	to	alleviate	the	
fears	of	the	HRA	Board.	The	cessation	classes	were	conducted	by	a	staff	person	of	the	As-
sociation	for	Nonsmokers—Minnesota,	and	the	cost	for	her	time	and	the	renters’	workbooks	
were	subsidized	by	Live	Smoke	Free’s	grant	funding.	The	classes	were	offered	a	few	months	
prior	to	the	smoke-free	policy	going	into	effect.

Unfortunately,	no	renters	ever	came	to	the	classes—even	the	renters	who	had	expressed	in-
terest	in	attending.	The	HRA	manager	asked	renters	why	they	were	absent	from	the	classes;	
many	of	them	felt	that	the	implementation	of	the	smoke-free	policy	was	still	too	far	in	the	
future	for	cessation	to	be	a	priority.	When	the	manager	asked	if	the	renters	would	have	pre-
ferred	that	the	class	be	held	after	the	smoke-free	policy	went	into	effect,	many	renters	still	
weren’t	sure	that	they	would	have	attended.	

LESSONS LEARNED FROM THIS EXPERIENCE: 

•	Take	time	to	assess	the	renters’	readiness	to	quit:	A	survey	or	meeting	with	the	renters	 
	 might	have	given	us	a	better	idea	of	whether	anyone	would	attend	a	cessation	class.

•	Offer	a	range	of	cessation	methods:	Cessation	classes	were	only	one	of	the	resources	that	 
	 Live	Smoke	Free	offered.	We	also	gave	renters	information	on	accessing	our	state’s	quit	 
	 line	and	internet	resources.	Even	though	people	did	not	attend	the	class,	we	later	heard	 
	 that	people	utilized	the	other	resources	to	quit	smoking.		A	variety	of	cessation	methods	 
	 encourages	quit	attempts	because	people	can	access	information	that	is	appropriate	for	 
	 them.

•	Quitting	is	a	process	rather	than	an	event:	Many	renters	had	to	mentally	prepare	for	the	 
	 prospect	of	quitting	smoking.	They	might	have	needed	more	time	and/or	educational 
	 resources	before	they	would	be	ready	to	attend	a	cessation	class.

•	Offer	linkages	to	cessation	more	than	once	if	possible:	Since	cessation	is	a	process,	many	 
	 renters	will	need	to	see	information	several	times	before	they	decide	to	attempt	to	quit	 
	 smoking.

•	Make	sure	all	renters	understand	the	smoke-free	policy:	Renters	might	decide	not	to	at- 
	 tempt	cessation	at	all.	A	smoke-free	policy	does	not	require	that	renters	quit	smoking; 
	 it	only	requires	that	renters	do	not	smoke	in	smoke-free	areas.	Since	some	renters	may	 
	 continue	to	smoke,	it’s	imperative	that	they	understand	the	rules	so	that	the	building	can	 
	 be	smoke	free.
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“Quitting tobacco is part of recovery 
from a mental illness or substance 
use disorder. Quitting tobacco won’t 
hinder progress and might even be 
beneficial in ways beyond health 
improvement.”

–	beBetter	Health5 

 a history of homelessness. There are appropriate 
 cessation resources available for these popula- 
 tions to ensure that they feel comfortable and  
 have the highest chance of success.

•	 The	policy	adoption	process	can	be	customized:		
	 The transition to becoming a completely  
 smoke-free building can be customized to  
 ensure that all of the renters and staff feel at  
 ease. You can work with the manager to give a  
 longer notice period (perhaps 90 days rather  
 than 60 days) and hold several resident meetings 
 to make sure that all of the renters understand  
 the policy.

Messages that will not resonate with managers of 
supportive housing

•	 The	market	demand	for	smoke-free	policies:		
	 Statistics and information about the market  
 demand for smoke-free multi-unit housing are  
 unlikely to persuade the manager since sup- 
 portive housing buildings often have waitlists  
 and have no need to attract people to live in the  
 building.

•	 Enforcement	should	be	handled	in	a	certain		
	 way: Remember that the manager is in control  
	 of	how	a	policy	is	enforced.	Many	managers	of	 
 supportive housing are worried that smoke-free  
 policies will result in their residents (who may  
 have a hard time finding housing elsewhere)  
 being evicted, so the managers will be reluctant  
 to adopt a policy if they feel that you are push- 
	 ing	a	prescribed	method	of	enforcement.	Assure	 
 managers that giving multiple warnings to  
 renters who violate a policy is appropriate,  
 that evictions are rare, and that the purpose of a  
 smoke-free policy is not to kick people out of  
 their housing.  Remind the manager that a  
 policy must be enforced for it to be effective and  
 help him develop an appropriate enforcement  
 plan that will work for the building.

•	 Adopting	a	smoke-free	policy	should	be	the		
	 highest	priority: Smoke-free policies are an  
 important piece of protecting renters’ health  
 and safety, and that message should certainly  
	 be	conveyed	to	managers.	However,	managers	of	 
 supportive housing might believe that their  
 highest priority is keeping their renters from  
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CONCERN: “Our population smokes at a 
high rate; we won’t be able to enforce a 
policy.”

TALKING POINT:	The	transition	can	be	
customized	so	that	residents	feel	com-
fortable.	While	a	policy	must	be	enforced	
for	it	to	be	effective,	an	enforcement	plan	
that	includes	a	graduated	approach	to	
addressing	violations,	such	as	multiple	
warnings	to	residents	who	violate	a	policy,	
is	appropriate.	Evictions	are	rare	and	re-
sult	only	when	the	resident	is	completely	
unwilling	to	cooperate	with	the	building	
management.

CONCERN: “Our population won’t be able 
to quit smoking.”

TALKING POINT:	Smoking,	traditionally	
part	of	the	culture	in	many	mental	health	
treatment	facilities	and	among	persons	
with	chemical	dependency,	has	often	
been	associated	with	social	activities	or	
smoke	breaks.	There	are	many	alternatives	
that promote healthier social relation-
ships,	teach	coping	and	stress	manage-
ment	skills,	and	instill	confidence	in	non-
smoking	behavior,	such	as	walks	or	other	
smoke-free	activities	and	entertainment.1

CONCERN: “I don’t want our residents to 
be kicked out of their housing.”

TALKING POINT:	The	purpose	of	a	smoke-
free	policy	is	not	to	evict	smokers	or	make	
them	homeless.	Smokers	can	live	in	housing 
that	has	a	smoke-free	policy.	They	simply	 
must	abide	by	the	policy	for	the	building	
and	only	smoke	in	permitted	areas. 
Although	cessation	certainly	benefits	all	
smokers,	it	is	not	required	in	smoke-free	
housing	and	other	facilities.

CONCERN: “We operate under the ‘Hous-
ing First’ model, and we don’t want any-
thing getting in the way of that.”

TALKING POINT:	Smoke-free	policies	
do	not	conflict	with	the	“Housing	First“	
model	because	smokers	can	still	live	in	
the	building	as	long	as	they	follow	the	
requirements	of	the	smoke-free	policy.	
Smoke-free	policies	can	be	complementary 
to	all	housing	models	because	smoke-free	
policies	help	make	healthy	and	safe	living	
space	for	everyone.	

COMMON CONCERNS FROM MANAGERS OF SUPPORTIVE HOUSING

 being homeless. Challenging that belief might  
 offend the manager and damage your relationship. 
 Read the next section in this chapter to  
 learn more about addressing this issue.

Smoke-free policies and the “Housing First” model

 Some supportive housing buildings operate 
under	a	philosophy	known	as	“Housing	First,”	in	
which renters are moved directly from shelters 
or	treatment	centers	into	an	apartment.	Housing	
First assumes that a person’s first and primary 
need is to obtain stable housing and that other 

issues that may affect the household can be ad-
dressed only after housing is obtained.37

Unfortunately,	a	manager	may	interpret	Hous-
ing	First	as	“housing	only”	and	believe	that	they	
should only be concerned with providing a hous-
ing unit for renters. They may believe that renters 
should	not	be	expected	to	worry	about	“unneces-
sary”	rules	(such	as	a	smoke-free	policy).	Manag-
ers might also perceive a smoke-free policy as be-
ing	in	direct	conflict	with	Housing	First	because	
of an assumption that renters will choose to stay 
on the streets or in shelters rather than moving 
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into a building that doesn’t allow smoking.

If a manager challenges you, do not engage in any 
debates about whether it’s more important to 
have a home or to have a smoke-free home.  It is 
incredibly important that people have a place to 
live, but the values of having a home and having a 
smoke-free home do not have to compete against 
each other. Instead, refer back to your talking 
points on smoke-free policies as a social justice 
issue, and remind the manager that everyone 
deserves to be able to live in a healthy, safe envi-
ronment.

The policy adoption process in supportive housing

The stages of policy development in supportive 
housing are no different than they are in other 
types of multi-unit housing (to learn more about 
the stages of policy development, read Chapter 6, 
“Working	with	Multi-Unit	Housing	Owners	and	
Managers	to	Adopt	Smoke-Free	Policies”);	how-
ever, since renters in supportive housing might 
have a hard time adjusting to sudden changes, you 
may want to make a few modifications in order 
to help the manager and renters feel comfortable 
with the smoke-free policy. 

Encourage managers to conduct a short survey 
among the renters to learn about the desire for 

a smoke-free policy and the experiences renters 
have with secondhand smoke exposure. Just like 
in other types of multi-unit housing, a survey will 
take the guesswork out of whether or not rent-
ers are ready for a policy change and will help the 
manager feel confident in moving forward. De-
pending on the population of the building and its 
literacy rate, the traditional process of conducting 
a survey might have to be modified.  Work with 
the manager to determine how to best commu-
nicate with the renters, and make a plan to have 
the survey conducted orally or with translated 
materials.

You can also modify the timeline for policy adop-
tion. In some buildings, renters might need a lon-
ger notice period prior to the smoke-free policy 
going into effect. This gives renters more time 
to seek cessation services, talk about the adjust-
ment with a therapist, or develop a plan to leave 
the	property	to	smoke.	A	longer	notice	period	will	
also allow you to assist the manager in providing 
some community meetings or on-site cessation 
classes to help renters better make the transition 
to living in a smoke-free building. Inform manag-
ers that cessation experts are available to conduct 
the cessation classes; this alleviates managers’ 
concerns about being responsible for providing 
the classes themselves.   

In contrast to Housing First, some 
supportive housing operators follow a 
model of “Housing Readiness.” In Housing 
Readiness, renters provess through 
different levels of housing (known as 
the Continuum of Care), and each level 
of housing gets them closer to living 
independently. In this model, renters 
must address issues that may have led 
to them being homeless prior to moving 
into independent housing.38
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Working with social service staff

Some supportive housing facilities contract 
with professionals to provide on-site chemical 
or mental health services (such as social work-
ers, psychologists, and counselors). Even though 
these professionals work to improve the health 
of the renters, they may not support smoking 
cessation and smoke-free policies because they 
believe in the prevailing myths about smoking 
and special populations (see the previous sec-
tion	in	this	chapter	on	“Myths	and	Facts”).	On	the	
other hand, if these professionals understand the 
importance of cessation and living in smoke-free 

environments, they can become great allies in the 
building’s policy adoption process. 

You can work with these social service profes-
sionals to educate them on the importance of a 
smoke-free policy and the availability of cessation 
resources	to	diverse	populations.	Holding	meet-
ings with staff and providing them with applica-
ble research will help them understand the issue 
and feel comfortable that a smoke-free policy will 
benefit their clients. The social service profes-
sionals can then be another voice in the building 
to explain the policy adoption process to renters 
and distribute cessation information.
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“Tobacco control advocates need to 
make the homeless a priority in order 
to reduce smoking and mitigate the 
harmful effects of tobacco within 
such a vulnerable population.”

–	National	Coalition	for	the	Homeless7 
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CHAPTER CONCLUSIONS:
Provide referrals to cessation services for residents in smoke-free buildings:

•	 The	implementation	of	a	smoke-free	policy	often	motivates	residents	of	multi-unit	housing	to	want	 
 to quit smoking.
•	 Distribute	cessation	materials	to	residents	and	connect	them	to	community-based	cessation	resources.

Encourage supportive housing facilities that serve vulnerable populations to adopt smoke-free policies: 

•	 Research	indicates	that	special	populations,	including	people	with	mental	illness,	chemical	dependency,	 
 and those who are homeless, can quit smoking and desire to do so.
•	 Supportive	housing	providers	and	social	services	professionals	often	do	not	understand	that	cessation	is	 
 possible for their residents and therefore are reluctant to adopt smoke-free policies.
•	 Talking	points	on	smoke-free	policies	that	resonate	with	managers	of	traditional	multi-unit	housing	 
  should be modified to address the concerns of supportive housing managers.

“Behavioral health providers can and must have 
an integral role in implementing tobacco-free 
policies, offering tobacco education and integrating 
tobacco treatment within existing service settings 
across the lifespan and at every level of care.”

–	ATTUD8 
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RESOURCES
•	“A	Hidden	Epidemic:	Tobacco	Use	and	
Mental Illness:” www.legacyforhealth.org

•	American	Lung	Association:	www.lung.
org/stop-smoking/

•	Association	for	the	Treatment	of	Tobacco	Use	
and Dependence (ATTUD): www.attud.org

•	Break	Free	Alliance:	http://healthedcoun-
cil.org/breakfreealliance

•	“Help	to	Quit	Program”	from	beBetter	
Health, Inc.: www.help-to-quit.com

•	National	Coalition	for	the	Homeless: 
www.nationalhomeless.org

•	“Smoking	Cessation	for	Persons	with	
Mental Illnesses: A Toolkit for Mental Health 
Providers.”  www.tcln.org/bea/docs/Quit_
MHToolkit.pdf

SAMPLE TOOLS
•	Brochures	for	renters

•	Materials	for	managers	contemplating,	
adopting, and implementing smoke-free 
policies

ARE YOU READY TO PROVIDE CESSATION 
RESOURCES TO RESIDENTS IN SMOKE-FREE 
BUILDINGS?

  Have	you	created	a	plan	for	how	you	can	refer	residents	to	cessation 
  options?

	 	 Have	you	created	materials	promoting	cessation	options	for	renters?

 
	 	 Have	you	identified	supportive	housing	providers	and	the	populations 
	 	 they	serve?

	 	 Are	you	able	to	explain	the	reasons	why	smokers	in	special	populations	 
	 	 can	and	want	to	quit	smoking?

	 	 Have	you	adapted	your	smoke-free	housing	talking	points	for	managers	of	 
  supportive housing?

PRACTITIONER’S	CHECKLIST:


