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The disease, suffering and premature
death caused by tobacco products are
unevenly distributed. This is at least partly
because smoking prevalence in many
countries, particularly those at later stages
of the tobacco epidemic, is much higher
among marginalised groups: minority
groups who experience various forms of
discrimination; people who are financially
deprived; those who are mentally ill; and
those in prisons and jails, among others.
However, these same groups, compared
with those who are relatively more advan-
taged and powerful in society, may also
experience other forms of health injustice
—more targeted marketing of deadly pro-
ducts, reduced access to preventive health
services, communities with more environ-
mental toxins, crime, stress, and fewer
economic opportunities. Tobacco is a
social justice issue, and the papers in this
special collection help draw attention to
that fact and call on each of us to acknow-
ledge the ways in which our power (or
lack thereof) shapes our health status.

Curry et al1 document the phenomenon
of e-cigarettes made especially for inmates
of prisons and jails, a population with
extraordinarily high tobacco use rates who
too often are forgotten in public health
initiatives. While many institutions now
have smokefree policies to protect the
health of nonsmoking inmates, e-cigarettes
could alter the landscape in unknown
ways. Some claim their availability
increases morale and decreases contraband
issues. However, it is still unknown if there
are any long-term effects from e-cigarette
use on nonusers in enclosed institutional
settings. The fact that this population is
challenging to study should not be an
excuse to allow them to be exposed as cap-
tives to potential new risks without asses-
sing possible effects on health.

In an important review, Hill et al2

analyse the socioeconomic impact of six
tobacco control interventions: price
increases, smokefree policies, ad bans,
mass media campaigns, warning labels,
and smoking cessation support, plus multi-
faceted community based programmes

combining approaches. Their review
shows that increases in tobacco price have
a pro-equity effect on socioeconomic dis-
parities in tobacco use; other approaches,
while effective overall, may worsen dispar-
ities as people in higher income groups are
more responsive to these measures. The
review highlights the tension between
reducing tobacco use on a population level
and reducing tobacco-related health dis-
parities among groups. A second review in
this issue analyses the ‘equity impact’ of
interventions to reduce smoking in youth,
examining multiple measures.3 Again,
price increases were found to have the
most effect, suggesting that among the
armamentarium of public health measures
known to reduce tobacco use, increasing
tobacco taxes and prices should perhaps
be first priority from a social justice
perspective.
Blakely et al’s4 work suggests, however,

that the story may be more nuanced than
that. It would be a mistake to assume that
in all cases worsening deprivation is asso-
ciated with higher rates of tobacco use. In
an innovative repeated measures panel
study, they explored changes in smoking
behaviour associated with changes in social
position determinants and found that
decreasing income seems to have little
effect on number of cigarettes smoked, but
increasing income increases the odds of
smoking among young people, likely due
to the initiation effect. Understanding
better how short-term versus long-term
changes in social circumstances affect
tobacco use will be important in sorting
out how to evaluate the impact of various
equity-focused programmes.
Continuing the exploration of equity as

a tobacco control issue, Dutra et al5 exam-
ined experiences of racial and nonracial
discrimination among South African
adults, adding to an extensive literature
suggestive that discrimination increases
risk of smoking. While the study is
limited by its cross-sectional design, it
raises interesting questions in trying to
tease out distinctions between racial and
nonracial and acute versus chronic experi-
ences of discrimination.
Stoklosa and Ross6 call attention to

another aspect of equity in global tobacco
control: funding streams. They updated a
database compiling information on

development assistance funding for
tobacco control and demonstrated that
funding has declined significantly from
the 2000 to 2009 trend. Further, they
note that the funding sources are fewer,
and call for attention to the fact that as
developed countries have begun envision-
ing an endgame for the tobacco epidemic,
low and middle income countries are left
with erratic, inadequate sources of
funding that are vulnerable to shifts in the
priorities of a few wealthy individuals and
foundations. They discuss innovative
funding mechanisms that might help
address this gap. To do otherwise, this
work suggests, is to leave the epidemic
to the countries least-resourced to cope
with it.

After decades of exclusion from national
surveys, many countries now collect health
data on lesbian, gay, and other sexual
minority populations, and such data show
that these groups tend to have higher
tobacco use rates than the general popula-
tion. Hatzenbuehler et al7 take up the
important topic of how state-level tobacco
environment affects tobacco use rates.
Sexual orientation disparities were lower,
and likelihood of ever smoking lower, in
states with stronger tobacco control envir-
onments. While other factors besides
tobacco control policy may contribute to
these findings, there is still much to learn
about how to reduce smoking among
lesbian gay bisexual and transgender
(LGBT) communities. A study by Lee
et al8 is perhaps the first to examine
tobacco imagery in movies with LGBT
themes and characters. Lee found that
viewers of such films were exposed to 1
depiction of smoking for every 15 min of
run time, consistent with previous studies
suggesting that tobacco images are norma-
tive in LGBT-targeted media. In turn, this
suggests that efforts to reduce tobacco
use in these communities may require
targeted denormalisation efforts such as
some of those featured here: http://www.
lgbttobacco.org/resources.php?ID=24#35

While there remains contention over
the idea that as the tobacco epidemic
winds down, the remaining smokers are
‘hardcore’ and resistant to quitting, Clare
et al,9 using four waves of Australian
national survey data, found that overall,
so-called ‘hardcore’ smoking remained
stable. However, they also found that
‘hardcore’ smoking declined among high-
socioeconomic status (SES) smokers, but
not among low-SES individuals. They
conclude that ‘hardcore’ smokers can
indeed quit successfully, but that not
enough is known about what factors asso-
ciated with higher SES help them do so in
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greater numbers than individuals with
lower SES.

It is, as other studies have shown, no
accident that smoking rates are higher
among low SES populations. Ling and her
colleagues describe the multiple ways in
which tobacco companies focused intense
cigarette marketing efforts on low SES
women, including psychographic profiling
aimed at exploiting social-psychological
vulnerabilities among subgroups.10 While
this study was focused on the USA,
similar approaches to targeting women
have been documented in other countries.

Previous research has suggested that
smoking rates are also higher among indi-
viduals with mental illness. McKee and
colleagues11 analysed a two-wave cohort
survey of a nationally (US) representative
sample of non-institutionalised adults and
demonstrated that those with any current
psychiatric diagnosis had three times the
odds of current smoking than those
without such a diagnosis; cessation rates
were also lower among those with psychi-
atric illness.

Finally, there is evidence that menthol
in cigarettes increases experimentation
and progression to regular smoking, and
that especially among African Americans,
this may make it harder to quit smoking.
The paper by Delnevo et al12 demon-
strates that in the US, the decline in cigar-
ette consumption has been greatest among
non-menthol cigarettes. In the context
of impending US Food and Drug
Administration regulation of menthol in
cigarettes, this important work shows that
menthol cigarettes are indeed different
than non-menthol cigarettes. Since the
vast majority of African American
smokers use menthol, this work adds to a

substantial body of evidence suggesting
that effective regulation of cigarettes at
the population level, using a public health
standard, will require addressing menthol.
Taken as a whole, this collection of

work reminds us that health is directly
related to power, and thus this research
ought to prompt each of us to ask our-
selves in what ways we are seeking to
address the power gaps that face margina-
lised groups and communities. How have
we engaged these groups and communi-
ties in our efforts? When have we invited
speakers from these communities to
address our strategic planning meetings,
and paid for them to attend? How have
we sought to learn from them what might
work better than what we are doing
across the board? Have we considered
involving them as research partners,
allowing them to develop the research
questions that are most relevant to their
communities?
As we move toward planning an end to

the tobacco epidemic, we must find new
ways to be ‘better together’ by partnering
with those communities that are
hardest-hit by the suffering tobacco pro-
ducts cause. It’s hard to do, and many
tobacco control leaders simply don’t
know how to do it. The very first step is
cultivating the humility to reach out and
admit we don’t have all the answers.
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