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INTRODUCTION

• And reduce the cost and burden of tobacco-related
disease on both the low SES population and the health
care system.

In 1988, California became the first state in the nation to
implement a comprehensive tobacco control program
aimed at reducing both the smoking prevalence and the
number of deaths associated with tobacco use. Over
the last 23 years, the smoking prevalence for the general
population in California has decreased dramatically,
dropping from 26.7% in 1988 to 13.1% by 2009.1 There has
also been a significant decrease in the number of high
intensity smokers, which has been linked to lower rates of
smoking initiation and higher rates of smoking cessation.2
Recent studies indicate that due to the effectiveness
of the California Tobacco Control Program, the state
will experience faster declines in lung cancer rates than
the rest of the U.S. for the next two decades.3 While the
program has been successful in reducing the smoking
prevalence among the general population, smoking
among more vulnerable populations, including low
socioeconomic status (SES) populations*, continues to
remain disproportionately high.

Women of low SES are given prominence in this report as
they experience more severe health consequences from
smoking.* In addition to this report, we have also created a
series of fact sheets on smoking, cancer and other health
consequences of smoking among low SES women. This fact
sheet is available to disseminate among your clients.

*Defining Low SES
For the purposes of this report, the following definition
is used to describe low SES populations: individuals
with low income (at or below the federal poverty line),
individuals with low education (less than 12 years of
education or GED), the working poor, the unemployed
or underemployed, and the uninsured and underinsured.
Specific populations included in this report are the
homeless, the incarcerated, blue collar workers, individuals
living in affordable housing and multi-unit housing, food
insecure and food stamp eligible individuals, individuals
from rural communities and veterans. Co-morbidities
such as substance abuse, mental illness, HIV/AIDS, and
disability are also included in this report due to high rates of
tobacco use among people suffering from these diseases/
impairments.

California is not the only state experiencing higher rates
of smoking among low SES populations. While smoking
among the general U.S. population has decreased
dramatically since 1964, smoking rates among individuals
of low SES backgrounds continues to be high, contributing
to increasingly high rates of smoking-related diseases,
including cancer, heart disease and upper respiratory
disease. Of special concern is smoking among low SES
women. While men tend to smoke at higher rates than
women in general, the number of female smokers has
been steadily rising over the last several decades and has
not shown any signs of slowing down.
This report outlines the smoking behaviors and health
impacts among low SES populations throughout California.
Included are challenges and recommendations for social
service providers, other people who work with individuals
from low SES communities, and policymakers. The overall
goals of this report are to:
• Further illuminate the disproportionate burden of
tobacco on low SES communities
• Increase public awareness of smoking and health
consequences of smoking among low SES individuals;
• Increase smoking cessation services and prevention
programs to low SES individuals;
• Improve the health of both clients and staff;

*Specifically, included are data on smoking rates among low SES women;
health consequences of smoking among women, including general health,
cancer, and reproductive health; and how the tobacco industry directly
markets tobacco products to low SES women.
2

Smoking in Low Socioeconomic Status Populations

BACKGROUND

Tobacco Industry Marketing to Low SES Populations
Low SES populations are also victims of the tobacco
industry’s unscrupulous marketing practices. The tobacco
industry targets low SES individuals and communities by
using deceptive marketing practices and by providing
generous funding to organizations that provide services to
vulnerable populations.13 The most famous example comes
from a mid-1990s campaign created by R.J. Reynolds
called Project SCUM (Subculture Urban Marketing). Project
SCUM was directly aimed at gay men in the Castro district
and homeless individuals in the Tenderloin district of San
Francisco. Tobacco companies have also been known to
give cigarette-branded logo products to the homeless.
Approximately 7,000 “Merit” blankets were given to New
York homeless shelters and to homeless individuals in 1994
by Philip Morris.12

Despite increased efforts in tobacco control over the last
several decades, smoking continues to be the number
one cause of preventable disease and death in the United
States, killing more than 393,000 people every year.4 More
deaths are caused annually by smoking than by HIV,
alcohol and other drug use, motor vehicle injuries, suicides,
and murders combined.5 There is also significant morbidity
linked with smoking, including at least eleven different kinds
of cancers, cardiovascular and heart disease, chronic lung
diseases, tooth decay, reproductive problems in women
and a variety of illnesses in children including allergies,
asthma and sudden infant death syndrome (SIDS).6
Since the first U.S. Surgeon General’s report on smoking was
released in 1964, the general smoking prevalence in the
United States has consistently decreased from more than
50% to 19.3%. However, individuals of low SES experience
much higher rates of smoking and smoking-related diseases
than the general population. In California, the smoking
prevalence for low SES individuals is 18.6%, over three times
higher than the smoking prevalence for more affluent
populations.7 Recent evidence suggests that smoking rates
among low SES individuals are expected to increase, thus
further widening the gap.8

In addition to targeting social service organizations, the
tobacco industry also directly targets low SES communities
through excessive advertising and by increasing the
availability of cigarettes and other tobacco products in
these communities. Several studies have shown that both
youth and adults from low-income neighborhoods are
directly targeted by tobacco advertisements and are also
more likely to live in neighborhoods with higher densities
of tobacco retailers than those of higher socioeconomic
strata. In their study of store front tobacco advertising,
Seidenberg, et. al. (2010), found that low-income and
minority communities had a greater number of tobacco
retailers than higher-income communities, as well as larger
tobacco advertisements, lower advertised prices and
tobacco advertisements occurring within 1,000 feet of a
school.14 In a similar study, researchers found that billboards
containing tobacco advertising were found predominately
in low-income and African American communities.15

While the consequences of smoking and secondhand
smoke affect people from all socioeconomic backgrounds,
low SES individuals suffer a disproportionate burden of
tobacco-related morbidity and mortality due to disparities
in health care, lack of access to medical services, lack of
access to smoking cessation programs and lack of support
from the medical and social service communities when
seeking to quit smoking.9 Low SES women in particular are
at greater risk for health complications as well as certain
social consequences due to smoking compared to more
affluent women, especially at childbearing age.10

Military, blue collar, rural and female sub-populations
are also not immune to the tobacco industry’s reach.
Tobacco companies have made allies with military and
other government officials in an effort to continue offering
military service men and women tobacco products at a
discounted price. These companies also appeal to military
personnel by packaging their products in order to appear
“patriotic.” Philip Morris specifically developed the 1776
brand for military personnel and has designed the package
complete with the American flag and the colors gold,
red, white and blue. The tobacco industry also markets
their products in very specific ways towards individuals
within the working class (blue collar) and rural populations.
Companies such as R.J. Reynolds and Copenhagen
routinely create ads showing rugged, “manly,” and

Furthermore, tobacco is directly related to and contributes
to poverty. According to the World Health Organization,
tobacco use contributes to huge economic losses for
individuals, families, communities, and entire countries.11
Tobacco users have higher medical expenses due to
tobacco-related illnesses and tend to die at younger ages,
leaving their families loss of income, medical bills and other
expenses related to their illnesses and deaths.9 Families also
suffer because lower income individuals tend to spend their
money on cigarettes rather than food, shelter and other
basic necessities.12 On a national level, tobacco-related
diseases and deaths contribute to higher health care costs
and increased loss of productivity.10
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cowboy figures to entice rural and working class individuals
to buy their products. In addition, tobacco companies will
also sponsor sporting events such as car racing and rodeos
in an effort to promote their products towards fans.16

times greater risk for developing squamous cell or small cell
lung cancer and are at 78% increased risk of dying from the
disease, and low SES men are at 89% increased risk of dying
from lung cancer.21

Perhaps one of the most exploited and sought after
populations by the tobacco industry is low-income, under
educated women. Tobacco companies play on women’s
emotions and needs through their advertisements, using
body image, sexuality, desirability, and independence as
main themes to convince women to buy their products.17
The tobacco industry is also well aware of the fact that
women have a harder time quitting than men and tend to
put more of their efforts into marketing to women, low SES
women in particular.18 R.J. Reynolds specifically outlined
their marketing strategy to aim their products directly at
women with no more than a high school education and
from low-income households. These same companies are
also aware that women often feel guilty about smoking,
especially when exposing their family to second hand
smoke, and began marketing “low tar” and “light”
cigarettes directly to women, creating the illusion that these
products are a healthier and safer alternative. Finally, many
of these companies, in keeping the theme of enticing
low SES women to buy their products will often give away
free household items or food products such as milk, sodas,
turkeys, and cleaning products with the purchase of a pack
of cigarettes.15

Smokers who continue to smoke after cancer diagnosis will
have a much harder time with their treatment, as cigarette
smoke interferes with chemotherapy and other cancer
drug therapies. Tseng, et. al. (2010) also indicate that low
SES individuals are more likely to return to smoking after
cancer treatment is completed and cancer is in remission.22
Louwman et. al. (2010) also found that low SES smokers with
smoking-related cancer had a 50% increased risk of having
a serious concomitant disease such as chronic obstructive
pulmonary disease (COPD).23
Additionally, research indicates that low SES groups tend to
receive less intensive care in the treatment of cancer and
that low SES women in particular have poor cancer survival
rates.24 25This may be partially due to lack of preventive
services available for individuals of low SES. According to
Gornick, et. al. (2004), low SES individuals are less likely to
receive routine cancer screening services, thus resulting in
an increased number of both undiagnosed cancer cases
and more late stage cancer cases.26
Research on cancer, both smoking related and in general,
is sorely needed among low SES populations. While there
are general statistics and information regarding smoking
related cancers among low SES individuals as indicated
above, information on specific cancers and their impacts
on low SES populations is lacking. If more research were
available on cancer among low SES populations, perhaps
more lives could be saved through prevention and
intervention.

SMOKING, HEALTH AND LOW SES POPULATIONS
The health consequences associated with smoking are lifethreatening and far-reaching, affecting both smokers and
non-smokers. Individuals of low SES are greatly impacted
by the health effects of smoking due to disparities in health
and access to health care services. Individuals of low SES
tend to have poorer health outcomes than individuals
with higher education and incomes, have higher mortality
rates and are more likely to have co-occurring health
complications.

Other Health Impacts
In addition to cancer, low SES individuals also experience a
wide array of other health complications including COPD,
cardiovascular disease, stroke and dental diseases. Female
smokers also experience decreased fertility and there is
some evidence that tobacco smoke damages sperm DNA,
causing infertility in men.5

Cancer

As previously mentioned, COPD is often a co-occurring
condition in low SES patients with lung cancer. COPD, a
disease characterized by blockage of the airways and
difficulty breathing, is strongly linked to smoking.27 Cases
of COPD have declined since 1999 among men, but
are remaining steady among women. In fact, between
1980 and 2000, the mortality rate for COPD in women
increased by 291%.28 In comparison, this same rate for men
increased by 60% during the same 20-year time period.
The hospitalization rate for COPD among women is 42%,
while the rate for men with COPD is 12%.27 Although this

Low SES individuals are at greater risk for lung, oropharynx,
larynx, bladder, and kidney cancers as well as cancers
of the head, neck, upper gastrointestinal tract, cervix
and uterus.19 Of all these cancers, smoking can explain
approximately 39% of all incidences and when specifically
looking at lung cancer, can explain about 40-50% of all
lung cancer cases.20 Low SES female smokers are at seven
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California

information may seem dismal, women who stop smoking
see two and a half times greater improvement in lung
function than men, so it is imperative that female smokers –
especially of low SES - receive tailored cessation services.27

• Individuals making less than $15,000 a year have a
smoking prevalence of 17.7%, which is more than twice
the prevalence of those making more than $50,000 per
year (7.9%).36

Pregnancy and Smoking

• The current smoking prevalence among pregnant
women in California is 13.3%.37 Low-income women
are three times more likely to smoke when they are
pregnant compared to women of higher income levels.
They are also more likely to restart smoking (if they quit
during pregnancy) after they give birth, even when
breastfeeding.38

In California, the smoking rate among pregnant women is
13.3%, compared to 10.7% nationally.29 Women are more
likely to smoke during pregnancy if they are low-income,
under educated and/or unmarried.30 Pregnant women
who smoke or are exposed to secondhand smoke at risk
for serious medical complications, including placental
damage and deformities; placental abruption; placenta
previa; ectopic pregnancy and miscarriage; hemorrhaging
during and after delivery; and preterm birth.31 32 In addition,
tobacco smoke decreases blood and oxygen supplies
from mother to fetus and also decreases maternal immune
functions during pregnancy.33 34 Babies born to smokers are
more likely to experience lung and brain damage; have
low birth weight and other growth restrictions; experience
allergies and asthma; be stillborn; and/or die from sudden
infant death syndrome (SIDS).6

• Low-income women in California who smoke are more
likely to live and/or work in areas where smoking is
prohibited indoors or right in front of the building, making
it necessary for them to go outside and away from
the building to smoke. Given that many live in unsafe
neighborhoods, this also puts them at higher risk for
being targets of violent crime and harassment.39

California Adult Smoking Prevalence by Income, 201036

INCOME

Nicotine Addiction and Women
Research indicates that women may have a harder time
quitting smoking than men do.28 Women also feel less
confident in their ability to stop smoking than men, and
fear gaining weight if they do quit smoking. When quitting,
women experience increased anxiety, depression and
irritability due to nicotine withdrawal. Women have a higher
behavioral dependence on smoking and as such benefit
from tailored cessation programs that include behavioral
therapy aimed at reducing weight concerns. Nicotine
replacement therapy (NRT) may not be as effective in
assisting women who are trying to stop smoking unless
combined with counseling to address the behavioral
components of tobacco use (such as seeing and smelling
cigarettes and the act of smoking).28

LOW INCOME POPULATIONS
Low income is defined as living at or below the federal
poverty line and receiving less than livable income to meet
basic needs.9 In 2009, 14.2% of individuals in California
were found to be living below the federal poverty line.35
Women and children make up a disproportionate part of
the low SES population in California, and as such they are
more likely to be exposed to secondhand smoke, more
susceptible to tobacco carcinogens, and subsequently
experience more tobacco-related illnesses.35
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Less than $15,000

17.7%

$15,999-24,999

16.2%

$25,000-34,999

15.6%

$35,000-49,999

11.5%

$50,000

7.9%
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California Adult Smoking Prevalence by Educational Level,
201036

United States*
• People participating in food stamp programs are
significantly more likely to smoke (44%) than those
who are income eligible for the program but are
not participating (35%); both have higher smoking
prevalence than higher income people not participating
in the food stamp program (25%).40

EDUCATION

• Food insecure families usually have at least one smoker
in the household and spend up to 20% of total family
income per month on tobacco products.12

SMOKING PREVALENCE

Less than High School

14.3%

High School or G.E.D.

17%

• Individuals from lower income communities are 1.5 times
as likely to die from lung cancer and chronic obstructive
pulmonary disorder (COPD).7

Some post High School

14.6%

• Children from low-income families are 91% more likely to
be exposed to second hand smoke, and they are twice
as likely to live with a smoker: 56% live in homes where
their mother smokes; 39% live in homes where their father
smokes; and 5% live in homes where another relative or
household member smokes.41

College Graduate

5.9%

United States*
• The smoking prevalence for non-college bound high
school seniors is 32.4%, compared to 19.2% for college
bound high school seniors.46

• According to research on low-income women and
chronic disease, 28.4% of low-income women smoke
during pregnancy.42 Two-thirds of pregnant smokers in
the U.S. are Medicaid recipients.43 Additionally, early
onset of daily smoking is related to smoking during
pregnancy.44

• Individuals with some post high school education or less
are exposed to secondhand smoke at two times the rate
of those with college or higher level degrees.41
• Individuals with lower levels of education are twice as
likely to die from lung cancer and COPD.41

POPULATIONS WITH LOWER LEVELS OF
EDUCATIONAL ATTAINMENT

• When the price of cigarettes rises, low education
smokers are more worried about how they will be able
to afford their cigarettes.48 In particular, the smoking
prevalence among low education women decreases as
the price of cigarettes rises.47

California
• California smoking rates among those with a high school
GED or less are much higher than among those with
some college or more. Individuals who have a high
school GED or less education have a combined smoking
prevalence of 31.3% compared to those with a college
degree (5.9%).36

• Mass media campaigns that encourage smoking
cessation can be extremely successful among individuals
with lower education levels if the materials are very easy
to read/understand, the target audience can relate to
the characters in the advertisements and the messages
are culturally appropriate.48 In addition, low education
women seem to be more responsive to media tobacco
control efforts than men of low education and women of
higher education.45

• Lower levels of educational attainment are directly
related to lower quit rates.45

• Individuals from low education backgrounds are more
likely to use quitline assistance to stop smoking than any
other type of smoking cessation intervention.49

* The data in the sections titled United States may represent different regions/
states in the US and are not necessarily national studies.
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CO-MORBIDITIES

MENTAL ILLNESS
United States

Individuals suffering from substance use disorders, mental
illness, HIV/AIDS and/or disabilities have disproportionately
high smoking rates when compared with the general
population50 51 52 53 and are often of low SES as well.9 The high
co-morbidity of smoking with these conditions translates
to even worse health outcomes than would normally be
experienced.

• Smoking prevalence varies among individuals with
mental illness. Forty to 85% of persons with a mental illness
smoke compared to 19.3% of the general population.57
• The more mental illnesses diagnosed for one person, the
more likely they are to be a heavy smoker.58
• The smoking prevalence of soldiers with post-traumatic
stress disorder (PTSD) is two to three times greater than
the general population.55

SUBSTANCE ABUSE

• Individuals with mental illness live about 25 years less due
to smoking-related causes, than non smokers.58 They also
suffer from tobacco-related diseases at twice the rate as
peers who are not mentally ill.58

California
• In California, Alcohol and Other Drugs (AOD) Counselors
must be certified. However, tobacco, nicotine, and
smoking are not part of the AOD Counselor certification
education.54

• Tobacco use/smoking often is not seen as an addiction
or disorder among those who treat mentally ill patients.55

• A California study found that pregnant women who
smoked also had 21 times the rate of amphetamine and
methamphetamine use than pregnant nonsmokers.44

• Cigarettes and smoking breaks are often used as
rewards in psychiatric treatment facilities. Sometimes,
smoking cessation is discouraged by providers because
there is a fear it will interfere with treatment.58

United States

• Individuals with mental illness attempt to quit at the same
rate as smokers without mental illness, but are far less
successful.58

• The smoking prevalence among the substance abuse
population is just under 50%. Alcoholics make up 26% of
the smokers within the substance abuse population.55

• Smoking cessation does not interfere the mental
health treatment and recovery of clinically depressed
patients.59 Depressive symptoms in patients being
treated concurrently for smoking and mental illness
decreased significantly compared to smokers only being
treated for depression.59

• The prevalence of smoking is even higher for those
enrolled in substance abuse treatment programs.51
• Most AOD programs do not offer smoking cessation
services as part of treatment. Some counselors and/or
treatment facilities even discourage smoking cessation
during the AOD treatment process.55

HIV/AIDS

• Smokers who are enrolled in or completed a substance
abuse program are more likely to die of smoking-related
disease/causes than die of causes related to other
substances.55

United States
• The smoking prevalence for the HIV/AIDS population in
the U.S. is between 46-76%, compared to 19.3% of the
general population.53

• Pregnant smokers with substance abuse disorders are
not only at risk from their substance abuse and smoking
behaviors for a variety of health complications, but
they are also substantially more at risk for low maternal
weight gain, preterm labor, spontaneous abortion,
stillbirth, placenta previa and abruption, and ectopic
pregnancy.44

• Smoking is an immunosuppressant, and coupled with HIV
(also an immunosuppressant), increases patients’ risks of
infection, disease and death significantly compared to
those who smoke who are not HIV positive.60
• HIV-associated cancers such as anal and cervical
cancers are seen more often in HIV patients who
smoke.61

• Smokers with co-occurring substance abuse are
generally more heavily addicted to nicotine than
smokers who are not co-occurring substance abusers.55
• When substance abuse treatment includes a smoking
cessation component, it is associated with a 25%
increase in long term abstinence from other drugs.56
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money to buy their own pack of cigarettes. These
behaviors include: smoking discarded cigarette butts
or used filters; borrowing or sharing cigarettes; selling
cigarettes to make money; buying single cigarettes;
“sniping” cigarettes off the ground or out of ashtrays;
and making their own cigarettes out of organic
products. Not only does this increase the risk for smokingrelated diseases, but these behaviors also put homeless
smokers at greater risk for infectious diseases.64

• Cancers associated with smoking, such as lung cancer,
are seen more often in HIV patients who smoke
compared to HIV patients who do not smoke.61
• Bacterial pneumonia and other pulmonary diseases
occur more often in HIV-patients who smoke.61
• The benefits of HIV antiretroviral treatments are
decreased by smoking, which results in higher rates of
both AIDS and non-AIDS related diseases.61

• Reasons for smoking among the homeless population
include boredom, stress relief, camaraderie and social
interaction with others, preserves dignity and gives
sense of hope, and service providers off little support for
quitting.64

INDIVIDUALS WITH DISABILITIES
California
• The smoking prevalence among individuals with
disabilities in California is 20.9%, compared to the general
smoking prevalence in California (13.1%).1

• Many homeless smokers would prefer to quit, if given
the opportunity and resources. Reasons they would like
to quit include improving their appearance; concerns
over short-term and long-term health consequences;
concerns for their children and other non-smokers
exposed to second hand smoke; rising prices; and
smoking as a gateway back to alcohol and other drug
use.64

United States
• Individuals who are disabled often have greater
respiratory and cardiovascular problems, which smoking
exacerbates by further damaging the heart and lungs.62
• Disabled individuals are more likely to have issues with
mental illness and substance abuse, putting them at risk
for severe nicotine addiction.62

RURAL POPULATIONS
California

• Individuals with severe mobility issues are less likely to be
asked by their doctors about their smoking habits.62

• The smoking prevalence among rural communities in
California is substantially higher (between 16% and 21%)
than non-rural California communities, and much higher
than the general population in California (13.1%).1

• In one study by Armour, et. al. (2007), more than 40%
of smokers with disabilities who were told by their
healthcare providers to quit smoking were not given
information about smoking cessation programs and
treatments.52

• The top five California counties with the highest smoking
prevalence are all rural counties1:
> Tuolumne: 21.9%

• There is a limited number of studies conducted on
individuals with disabilities and smoking.62

> Butte: 21.0%
> Calaveras: 18.1%

SPECIFIC POPULATIONS

> Humboldt and Merced: 17.7%

HOMELESS POPULATIONS
United States

United States

• The homeless population has a 73% smoking prevalence,
compared to 19.3% of the general population, although
this number is most likely underreported given the
challenges in surveying this population.63 64

• Individuals from rural communities have several risk
factors for increased tobacco use including poverty,
substandard housing and low education levels.
Furthermore, a substantial number of women living in
these communities are raising children on their own,
working between one and three jobs, and suffer from a
great deal of stress and depression.65

• Homeless people tend to engage in alternative smoking
behaviors, particularly when they do not have the

• Often times, individuals from rural communities are
unaware of the serious nature of smoking and smoke to
relieve stress and depression.65
8
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INCARCERATED INDIVIDUALS

• Individuals from rural communities also have a harder
time quitting due to lack of services in their area and
lack of knowledge of resources available to them for
quitting.65

California
• There is a total smoking ban in place in California Prisons
as well as no smoking cessation programs or tools in
place for prisoners to utilize.71

• Smokers from rural communities often have lower
self-efficacy, especially among female smokers. These
female smokers often have less confidence to quit than
rural smokers with higher levels of self-efficacy.66

United States

• Smoking is a strong predictor for breastfeeding failure in
female smokers from rural communities.67

The smoking prevalence for incarcerated men is between
70 – 80%; three to four times higher than the general
population.72

BLUE COLLAR WORKERS

• The smoking prevalence for incarcerated women is
between 44 – 91%; two to four times higher than the
general population.72

California
• While California’s smoke free law (see Appendix A) has
had an important impact on the general population,
one in seven California workers still do not have a
smoke-free workplace due to loopholes in the current
legislation. Many of the workplaces that still allow
smoking can be described as blue collar employment
(hotel lobbies and banquet rooms, warehouses, owneroperated businesses, long-term health facilities and
licensed family day care homes except during hours of
operation).68

• Prisoners who smoke have greater number of heart,
circulatory, respiratory, kidney and liver problems.72
• Prisoners have greater number of co-morbidities,
including mental illness and substance abuse issues. Both
of these are associated with a higher number of heavy
smokers and a more severe nicotine dependence.72
• Medical costs for prisoners make up 11% of most state
correctional budgets and most of these costs are
expected to double in the next 10 years. Smokingrelated diseases make up a large portion of the medical
costs for prisoners.73

• In a study of female bartenders in San Francisco,
researchers found that stand-alone bars generally do
not follow California’s workplace smoking law and as a
result, low SES women who work in such places are often
exposed to secondhand smoke.69

• Female prisoners spend all of their limited income on
cigarettes, and when they run out of money, their family
members supply them with additional cigarettes. Female
prisoners will also barter, smuggle, cadged, and steal to
get cigarettes.73

United States
Blue collar workers who smoke are at increased risk for
lung cancer, heart disease, and respiratory diseases, and
even more so when their job exposes them to hazardous
chemicals.70

• Ninety-seven percent of individuals who are
incarcerated in a smoke-free prison usually return to
smoking within six months of their release.72
• Recent studies have shown that without smoking
cessation programs in place at prisons with total
smoking bans, male prisoners are more likely to smuggle
cigarettes, and only reduce the amount of cigarettes
smoked.75

• Many blue collar workers who smoke find it difficult to
quit due to a variety of challenges. These challenges
include: work environment that supports and
encourages smoking; smoking relieves stress and breaks
up monotony of job related tasks, belief that smoking
will increase alertness on the job; and lack of access to
smoking cessation services through job site or employer.70

U.S. MILITARY VETERANS
California
• California men who currently serve in the military have a
smoking prevalence of 22.1%, compared to the general
smoking prevalence in California (13.1%).76
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Organizational Recommendations for Social Service
Providers and Others Serving Low SES Populations

• California women who currently serve in the military
have a smoking prevalence of 18.4%, compared to the
general smoking prevalence in California (13.1%). 76

Tobacco control policy can have a significant impact
on reducing smoking rates and health consequences
of smoking among low SES individuals. Below is a list of
organizational policies that can help reduce smoking
among clients:

United States
• The smoking prevalence for rural veterans is 21.5% while
the smoking prevalence for urban veterans is 19.4%.
Veterans from suburban areas smoke at a rate of 17.2%.77

• Regulate and/or prohibit tobacco use within your facility.
(Please see Appendix A for an explanation of the current
law regarding smoking in the workplace.)

• The current smoking prevalence among active military
personnel is 31%.Of these smokers, 79% are male smokers
and 21% are female smokers.78

• Integrate tobacco cessation programs/counseling into
the existing services (if not already available).

• The lowest paid military personnel have a much higher
smoking prevalence than officers from higher pay
grades.78

• Train staff to provide positive reinforcement and support
to those making a quit attempt or contemplating a quit
attempt.

• The Department of Defense (DoD) spends more than
$1.6 billion each year on tobacco-related medical costs,
hospitalizations, and loss of productivity.79

• Establish support groups within your agency for those
making a quit attempt.
• Enhance programming that targets pregnant low
income women with education on how secondhand
smoke affects children and babies.

• The VA spent $5 billion in 2008 to treat COPD in
veterans.79
• Military personnel who smoke are less productive and do
not perform as well on physical fitness tests compared to
nonsmoking personnel.79

• Provide different types of smoking cessation classes (if
possible). Women would benefit from more specifically
tailored cessation programs, particularly those that
include counseling and behavior modification.

CONCLUSIONS AND RECOMMENDATIONS

• Hire non-smoking staff.
• Make tobacco cessation a priority within your agency
and increase the number of case managers and/or
appropriate staff who are trained in treating nicotine
addiction.

The immediate and long-term benefits of smoking
cessation extend to men and women of all income and
education levels but are more pronounced among low SES
adults. The risk of lung and other cancers, cardiovascular
diseases, chronic lung diseases, and acute heart attack
all significantly decrease when individuals quit smoking.
While cessation may seem near impossible for many
low SES individuals, there are several effective tools that
can help make quitting more likely. Below is a list of
recommendations for social service providers and policy
recommendations to help provide smoking cessation
assistance to low SES individuals, raise funding for additional
research on smoking among vulnerable populations,
and further prevent the smoking initiation among these
populations.

• Provide basic tobacco and health education classes
for clients that include tobacco education information
and information regarding the dangers of secondhand
smoke.
• Seek out local tobacco control coalitions and partner
with them to identify collaborative opportunities and
resources.
• Contact the California Smokers’ Helpline for resources
and to learn more about services for individuals looking
to stop smoking. The California Smokers’ Helpline has
a variety of free educational materials for specific
populations.
• Encourage clients to contact the California Smokers’
Helpline for cessation services and support: 1-800-NO-BUTTS
• Disseminate helpful information on tobacco prevention
and cessation that is specifically tailored for low SES
populations.
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Excise Taxes on Tobacco

• Support initiatives for increasing cancer research in
California. Increasing cancer research will save lives.

Increasing tobacco excise taxes can be an effective policy
intervention for: 1) reducing tobacco initiation; 2) reducing
tobacco product consumption; and 3) increasing tobacco
cessation attempts. Fully addressing these three aspects
of tobacco use can also produce significant health care
savings for states. In California, reducing the persistently
high smoking prevalence among low SES populations
would decrease the approximately $9.14 billion spent
annually on tobacco-related healthcare expenditures,
as well as the roughly $2.90 billion spent by the state’s
Medicaid program treating smoking-related causes.80

• Ensure implementation and adherence to existing
policies and laws pertaining to smoking.

Directing additional funds from a tobacco tax increase
toward tobacco prevention programming and research
could also have a considerable positive impact on low
SES populations in California. Programming strategies
at the state level to reduce smoking among vulnerable
populations include targeting health centers that serve
low SES populations; promoting smoking cessation in
mental health and substance abuse facilities; encouraging
smoking cessation programs among social service
organizations serving low SES populations; encouraging
employers and labor groups to implement smoking
cessation programs and support for their employees;
and using place-based campaigns (going directly to the
affected populations) to reach low SES populations.81 As
indicated in this report, data on tobacco-related cancer
among low SES populations is very limited; a boost in
funding could help close this gap and ultimately save lives.

Policy Recommendations for Social Service Providers and
Others Serving Low SES Populations:
• Support tobacco tax increases, and advocate that
a portion of the tax should be dedicated to tobacco
prevention programming for low SES populations.
> The tobacco industry successfully defeated 14
consecutive attempts on increasing the cigarette tax
in California, and consequently it has not been raised
since 1999.
• Encourage state and local governments to fund
tobacco cessation and prevention programs specifically
directed at low SES populations.
• Support initiatives to mandate that cigarettes, nicotine,
smoking and tobacco are addressed in the California
AOD Counselor Certification process.
• Support local initiatives to further create smoke-free
environments such as smoke-free multi-unit housing,
smoke-free workplaces, and smoke-free parks.
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Appendix A

• Private residences, except for homes licensed as family
day care homes, during the hours of operation and in
those areas where children are present;

California Assembly Bill 13 (AB 13)
Labor Code 6404.5
California Workplace Smoking Restrictions

• Patient smoking areas in long-term health care facilities.

General Provisions: “No employer shall knowingly or
intentionally permit, and no person shall engage in, the
smoking of tobacco products in an enclosed space at a
place of employment.”82

• Breakrooms designated by employers for smoking, under
specified conditions; and

On January 1, 1995, California AB 13 went into effect in an
effort to reduce smoking and exposure to secondhand
smoke in the workplace. Local law enforcement agencies
and public health departments are responsible for
overseeing this law and Cal/OSHA is responsible for
investigating complaints only when the employer has been
found guilty of violating the law three times in one year.60
Under this law, smoking is prohibited indoors at a place
of employment and requires the employer to post “No
Smoking” signs and also regulate smoking of nonemployees
who are inside the business. However, there are exceptions
to this law, thus increasing the likelihood of exposure to
secondhand in specific types of jobs. The following is a list of
exceptions60:

Businesses that fall under these exceptions can choose to
make their establishments smoke free and are encouraged
to do so.

• Employers with five or fewer full or part-time employees,
under specified conditions

• 65% of the guest rooms of hotels, motels, and similar
transient lodging;
• Lobby areas of hotels, motels, and similar transient
lodging designated for smoking (not to exceed 25% of
the total lobby floor area or, if the lobby area is 2,000
square feet or less, not to exceed 50% of the total lobby
floor area);
• Meeting and banquet rooms except while food or
beverage functions are taking place (including set-up,
service, and clean-up activities or when the room is
being used for exhibit activities);
• Retail or wholesale tobacco shops and private smokers
lounges;
• Truck cabs or truck tractors, if no nonsmoking employees
are present;
• Warehouse facilities with more than 100,00 square feet
of total floor space and 20 or fewer full-time employees
working at the facility, but does not include any area
within such a facility that is utilized as office space;
• Theatrical production sites, if smoking is an integral part
of the story;
• Medical research or treatment sites, if smoking is integral
to the research or treatment being conducted;
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Smoking in Low Socioeconomic Status Populations:
Prevalence, Health Impact, Challenges and Recommendations
Report Highlights
Despite increased efforts in tobacco control over the last several decades, smoking
continues to be the number one cause of preventable disease and death in the United States,
killing more than 393,000 people every year.i While smoking rates have steadily decreased
since the release of the first Surgeon General’s Report in 1964, individuals of low
socioeconomic status (SES) experience much higher rates of smoking and smoking‐related
diseases than the general population. In California, the smoking prevalence for low SES
individuals is 18.6%, over three times higher than the smoking prevalence for more affluent
populations.ii Recent evidence suggests that smoking rates among low SES individuals are
expected to increase, thus further widening the gap.iii
Smoking in Low Socioeconomic Status Populations outlines the smoking behaviors and
health impacts among the following low SES populations throughout California: low income,
lower levels of educational attainment, substance abuse, mental illness, HIV/AIDS, individuals
with disabilities, homeless, rural, blue collar, incarcerated, and military. Women of low SES are
given prominence in this report as they experience more severe health consequences from
smoking. Specifically, included are smoking rates among low SES women; health consequences
of smoking among women, including general health, cancer, and reproductive health; and how
the tobacco industry directly markets tobacco products to low SES women. Challenges and
recommendations for social service providers, other people who work with individuals from low
SES communities, and policymakers are also outlined in this report.
Highlights:





Low SES female smokers are at seven times greater risk for developing squamous cell or
small cell lung cancer and are at 78% increased risk of dying from the disease, and low
SES men are at 89% increased risk of dying from lung cancer.iv
Low SES smokers with smoking‐related cancer had a 50% increased risk of having a
serious concomitant disease such as chronic obstructive pulmonary disease (COPD).v
Nationally, 10.7% of pregnant women smoke during pregnancy.vi In California, the
smoking rate among pregnant women is 13.3%.vii







Low‐income women in California who smoke are more likely to live and/or work in areas
where smoking is prohibited indoors or right in front of the building, making it necessary
for them to go outside and away from the building to smoke. Given that many live in
unsafe neighborhoods, this also puts them at higher risk for being targets of violent
crime and harassment.viii
Individuals with mental illness live about 25 years less due to smoking‐related causes,
than non smokers.ix They also suffer from tobacco‐related diseases at twice the rate as
peers who are not mentally ill.ix
Research indicates that women may have a harder time quitting smoking than men do.x
The tobacco industry is also well aware of the fact that women have a harder time
quitting than men and tend to put more of their efforts into marketing to women, low
SES women in particular.xi R.J. Reynolds specifically outlined their marketing strategy to
aim their products directly at women with no more than a high school education and
from low‐income households.

The immediate and long‐term benefits of smoking cessation extend to men and women of
all income and education levels but are more pronounced among low SES adults. The risk of
lung and other cancers, cardiovascular diseases, chronic lung diseases, and acute heart attack
all significantly decrease when individuals quit smoking. While cessation may seem near
impossible for many low SES individuals, there are several effective tools that can help make
quitting more likely. This report concludes by outlining recommendations and providing
information about such tools so that organizations serving low SES smokers can assist both
their clients and staff in becoming smoke free.
i
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