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ABSTRACT
Background Smoking contributes to socioeconomic
inequalities in mortality, but the extent to which this
contribution has changed over time and driven widening
or narrowing inequalities in total mortality remains
unknown. We studied socioeconomic inequalities in
smoking-attributable mortality and their contribution to
inequalities in total mortality in 1990–1994 and 2000–
2004 in 14 European countries.
Methods We collected, harmonised and standardised
population-wide data on all-cause and lung-cancer
mortality by age, gender, educational and occupational
level in 14 European populations in 1990–1994 and
2000–2004. Smoking-attributable mortality was indirectly
estimated using the Preston-Glei-Wilmoth method.
Results In 2000–2004, smoking-attributable mortality
was higher in lower socioeconomic groups in all countries
among men, and in all countries except Spain, Italy and
Slovenia, among women, and the contribution of
smoking to socioeconomic inequalities in mortality varied
between 19% and 55% among men, and between −1%
and 56% among women. Since 1990–1994, absolute
inequalities in smoking-attributable mortality and the
contribution of smoking to inequalities in total mortality
have decreased in most countries among men, but
increased among women.
Conclusions In many European countries, smoking has
become less important as a determinant of socioeconomic
inequalities in mortality among men, but not among
women. Inequalities in smoking remain one of the most
important entry points for reducing inequalities in mortality.
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Reducing socioeconomic inequalities in mortality is
an important challenge for public health and is one
of the main priorities of the European Region of
the WHO.1 Many different entry points for tackling health inequalities have been suggested, and
among these smoking is an obvious candidate. In
Europe, smoking is not only the largest avoidable
health risk in the general population,2 but it also
constitutes the single most important contributor to
socioeconomic inequalities in mortality, at least
among men.3–9 Unfortunately, although tobacco
control efforts may have gradually contributed to
reducing the prevalence of smoking among men in
many countries, socioeconomic inequalities in
smoking have increased in many European countries, due to faster declines of smoking among

those with higher levels of education, occupation
and income.10 11
It is not well known to what extent these
smoking trends have contributed to narrowing or
widening inequalities in mortality. Over the past
decades, socioeconomic inequalities in mortality
have been widening in many European countries,
at least on a relative scale.12 13 Modelling studies
have suggested that declines in smoking contributed
to a narrowing of absolute inequalities (AIs) in cardiovascular mortality in England,14 but studies in
other countries and/or on total mortality are scarce.
Recently, Preston et al2 developed a method that
allows an indirect estimation of smoking-attributable
mortality and relies on using lung cancer death rates
as an indicator of population exposure to smoking,
building on the earlier work of Peto et al.15 This new
method partially overcomes the generalisability limitations of the Peto-Lopez method, which uses lung
cancer death rates for smokers and non-smokers, and
relative risks of cause-speciﬁc mortality for smokers
versus non-smokers from the US Cancer Prevention
Study II (CPS-II). The CPS-II, however, is based on a
sample of volunteers who are more likely to be
white, middle class and college educated, and the
Peto-Lopez method depends heavily on the assumption that the CPS-II estimates of lung cancer death
rates for smokers and non-smokers, and relative risks,
apply to other countries and across time.15 Preston
et al developed an alternative approach for the indirect estimation of smoking-attributable mortality.
Although this new method also uses lung cancer mortality as an indicator of smoking damage, it exploits
the macrolevel statistical association between lung
cancer mortality and mortality from all other causes
of death, across countries and over time.2
Applying the new method, Martikainen et al16
showed an increase over time of the contribution of
smoking to educational inequalities in mortality
among Finnish women, and a decrease of this contribution among men. We have now applied this
method to 1990–1994 and 2000–2004 data from 14
European countries, to examine the contribution of
smoking to inequalities in mortality and the extent to
which this contribution has changed over time and
driven widening or narrowing inequalities in total
mortality.

DATA AND METHODS
Data sources
We collected data on total and cause-speciﬁc mortality by age (35–79 years, except for Norway (40–
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79 years), Lithuania (35–69 years) and Poland (35–64 years)),
gender, education and occupation, from population censuses
and vital registries of 14 European countries (table 1) for the
1990–1994 and 2000–2004 periods. A more detailed description of data sources is provided in online supplementary ﬁle
1. Data relate to complete national populations, except for Italy,
where we obtained data from Turin only and for Spain, with
data from Barcelona only. Owing to the high percentage of
older persons for which the occupational status was unknown,
analyses by occupation were limited to ages 35–64 years.
Socioeconomic status was ascertained on the basis of education
and occupation. Education was measured as the highest level of
education attained by a person and coded according to the
International Standard Classiﬁcation of Education (ISCED-97)
into three groups: up to lower secondary education (ISCED 0, 1
and 2; ‘low’), completed secondary education (ISCED 3 and 4;
‘mid’) and tertiary education (ISCED 5 and 6; ‘high’). In England
and Wales, only two groups were available in the 1990–1994
period, those being ISCED 0–3 (classiﬁed as ‘low’ in the tables
and graphs of this paper) and ISCED 4–6 (‘high’).
Data on mortality by occupational class among men were
available for ﬁve countries. Persons’ own occupations were classiﬁed according to the Erikson-Goldthorpe scheme as ‘manual’
or ‘non-manual’; farmers and self-employed were excluded
from the analysis. Since results are generally similar to those
obtained for education, they will be presented in an online supplementary ﬁle.

Methods
We applied a method developed by Preston et al,17 which
results in an indirect estimate of the smoking-attributable fraction (SAF) of total deaths in a population. In this so-called
Preston-Glei-Wilmoth (PGW) method, age-speciﬁc and sexspeciﬁc lung cancer death rates are used as indicators of the
damage from smoking. In brief, based on a regression analysis
of data from 21 high-income countries for the period 1950 to
2007, Preston et al used the observed lung cancer deaths to
predict mortality from other causes of death, and to estimate
the impact of smoking on these other causes of death.
The method consists of four steps. The ﬁrst step, which was
conducted by Preston et al and does not need to be repeated in
every application, uses a negative binomial regression to model
annual mortality from causes other than lung cancer as a function of lung cancer mortality, taking into account age, calendar
year, country of observation and several interactions, thus estimating the parameters to be used in step three. In the second
step, the observed lung cancer death rates in the population of
interest are compared to the CPS-II lung cancer death rates
among
non-smokers,
thereby
providing
the
population-attributable fraction of lung cancer due to smoking.
In the third step, the proportion of deaths from causes other
than lung cancer attributable to smoking is estimated by multiplying the excess mortality rate of lung cancer (as compared to
the CPS-II lung cancer death rates among non-smokers) by a
time-speciﬁc, age-speciﬁc and sex-speciﬁc parameter (estimated
in step one). The fourth and ﬁnal step combines the
population-attributable fractions of lung cancer and of other
causes mortality in a weighted average to produce the overall
smoking-attributable fraction of deaths.
In the study reported here, we have taken the parameter estimates from the PGW-model (ie, from step 2 mentioned above),
as published in Preston et al’s2 table 1, and the lung cancer
death rates in non-smokers, as observed in the CPS-II,18
together with the observed lung cancer death rates by country,

period, sex, age and socioeconomic group, to estimate the fraction of all deaths attributable to smoking in each group.
Preston et al have demonstrated that their method produces
results very similar to those obtained with the older and widely
used method developed by Peto et al.15 The original PGW
method was developed for persons aged 50 years and older. We
included persons aged 35–79 years, and for those below the age
of 50 years we used the extended version of the model recently
described by Martikainen et al.19 The method is described in
more detail in online supplementary ﬁle 2.
We multiplied country-speciﬁc, period-speciﬁc, sex-speciﬁc, agespeciﬁc and socioeconomic group-speciﬁc smoking-attributable
fractions (SAF) by their corresponding total mortality rates (TMR)
to arrive at smoking-attributable mortality rates per 100 000
person-years,
and
then
computed
age-standardised
smoking-attributable mortality rates (SAMRs) for each country,
period, sex and socioeconomic group, using the European
Standard Population.20 TMR were likewise age-standardised. We
then used the SAMRs and TMRs of the lowest and highest socioeconomic group to calculate both, rate differences (as a measure of
AI) and rate ratios (as a measure of relative inequalities (RI)). The
proportion of the rate difference for SAMR out of the rate difference for TMR was taken as a measure of the contribution of
inequalities in smoking-related mortality to inequalities in total
mortality. CIs around estimates were calculated using parametric
bootstrapping,19 assuming Poisson-distributed death counts and
setting the number of repetitions to 1000. The signiﬁcance of
changes over time in inequalities was calculated using pooled t
tests, based on the rate differences and RR, and their CIs, assuming normal distributions of the errors. Analyses were performed
using Stata V.13.1 SE.

RESULTS
Among men, the SAF were always larger for those with a low
level of education than for those with a high level of education
(ﬁgure 1). Among women, the variation between socioeconomic
groups was less pronounced. Over time, the SAFs generally fell
among low educated men and rose among low educated
women. Similar results were observed by occupational class (see
online supplementary ﬁgure 1).
Table 2 shows age-standardised SAMRs by education. Among
men, and without exception, SAMRs were highest among the
low educated and lowest among the high educated. Over time,
SAMRs decreased in almost all countries among men at each
educational level, except in Hungary. Among women, SAMRs
were generally much lower than among men, and only in some
countries was an educational gradient clearly visible, especially
in the North and West and in Poland. SAMRs tended to generally increase over time among women of all educational levels.
Those for whom education was not known suffered the highest
mortality rates (see online supplementary table S1). Essentially,
similar results were observed for mortality by occupation among
men: manual workers experienced higher SAMRs than nonmanual workers, and SAMRs declined over time in both groups
in almost all countries with available data (see online
supplementary table S2).
AIs in SAMRs were much larger among men than among
women in all countries (ﬁgure 2A). Among women, particularly
in the earlier period, some countries exhibited no or ‘reverse’
inequalities (favouring the lower educated) in SAMRs. Over
time, AIs in SAMRs generally declined among men, while in
Hungary, a large increase in AIs occurred. By contrast, among
women, AIs in SAMRs increased in most countries, with the
sole exception of England and Wales. RIs in SAMRs (ﬁgure 2B)

Gregoraci G, et al. Tob Control 2017;26:260–268. doi:10.1136/tobaccocontrol-2015-052766

261

Tob Control: first published as 10.1136/tobaccocontrol-2015-052766 on 27 April 2016. Downloaded from http://tobaccocontrol.bmj.com/ on January 7, 2023 by guest. Protected by copyright.

Research paper

262

Gregoraci G, et al. Tob Control 2017;26:260–268. doi:10.1136/tobaccocontrol-2015-052766

Longitudinal

Denmark

Longitudinal

Cross-sectional, unlinked

Cross-sectional, unlinked

Slovenia

Hungary

Poland

Longitudinal

Italy (Turin)

Longitudinal

France

Cross-sectional, repeated

Longitudinal

Austria

Spain (Barcelona)

Longitudinal

Switzerland

National

National

National

Urban

Urban

National

National

National

National

National

National

National

National

National

Geographic
coverage
1990–1994
2001–2004
1990–1994
2000–2004
1990–1994
2000–2004
1991–1995
2001–2005
1991–1995
2001–2005
1991–1995
2004–2005
1990–1995
2000–2005
1991–1992
2001–2002
1990–1995
1999–2004
1992–1996
2002–2006
1991–1995
2001–2005
1991–1995
2002–2006
1988–1991
1999–2002
1991–1993
2001–2003

Period
8 115 989
9 073 446
17 342 252
22 910 312
12 729 938
13 999 108
12 194 455
13 247 779
1 304 761
1 406 533
22 631 614
10 811 556
13 775 701
15 083 895
3 696 925
4 248 219
1 176 076
1 330 975
4 290 318
4 347 257
2 518 551
2 460 250
4 302 256
5 099 115
20 576 688
21 031 348
41 618 841
43 903 884

Person-years
of follow-up

In England and Wales, the categories ‘low’ and ‘middle’ educated could not be separated, and were classified as ‘low’.
NA, not applicable.

East

South

Longitudinal

Belgium

Longitudinal

Longitudinal

Finland

England and Wales

Longitudinal

Sweden

West

Longitudinal

Norway

North

Type of data set

Population

Characteristics of the mortality data and educational distribution of the populations

European
Region

Table 1

111 487
86 075
182 726
190 506
139 617
127 040
193 801
166 645
16 472
13 394
273 993
107 810
13 085
112 853
43 175
37 812
10 586
10 987
45 507
37 412
24 266
20 352
60 129
58 553
385 974
369 773
343 851
284 974

Number of
deaths
1.2
1.4
4.9
4.1
NA
NA
NA
NA
7.2
12.1
6.0
2.6
0.3
5.5
NA
NA
0.1
5.9
0.0
NA
NA
NA
0.9
NA
NA
NA
0.1
2.3

men
0.9
1.2
6.0
5.1
NA
NA
NA
NA
6.9
6.8
6.1
1.9
0.4
7.4
NA
NA
0.1
6.9
0.0
NA
NA
NA
0.8
NA
NA
NA
0.1
2.0

women

Percentage of
persons with
unknown education

35.3
26.3
39.8
30.1
50.5
38.0
48.9
36.5
75.8
69.3
60.5
53.2
22.1
15.7
30.9
22.0
55.4
39.5
64.1
52.4
70.5
59.3
70.4
30.5
72.5
65.1
66.7
58.1

men
44.1
32.4
40.7
27.9
54.3
38.3
62.3
45.4
81.6
76.2
67.0
57.9
44.4
32.4
55.7
43.4
69.0
50.3
77.0
61.7
80.1
67.4
74.8
45.7
75.4
63.6
58.2
45.8

women

Percentage of
persons with low
education

45.3
48.2
36.1
41.8
28.0
35.8
34.6
41.8
NA
NA
18.9
21.7
54.6
49.8
61.6
68.5
33.0
39.8
17.9
24.8
19.5
27.0
16.7
54.4
15.5
20.5
23.1
28.5

men

42.2
44.8
34.6
41.2
27.3
33.4
23.5
32.0
NA
NA
15.7
20.4
48.9
49.8
40.6
49.4
23.0
29.7
11.3
19.1
14.3
22.2
16.8
40.8
17.1
25.6
32.8
40.0

women

Percentage of
persons with
middle education

18.2
24.1
19.0
24.0
21.4
26.3
16.5
21.7
17.0
18.7
14.7
22.4
23.1
29.0
7.5
9.5
11.5
14.8
18.0
22.8
10.0
13.6
12.0
15.1
12.0
14.3
10.1
11.1

men

12.7
21.6
18.7
25.7
18.5
28.3
14.2
22.6
11.4
17.0
11.3
19.7
6.3
10.4
3.7
7.2
7.9
13.1
11.7
19.2
5.6
10.5
7.6
13.5
7.5
10.8
8.9
12.3

women

Percentage of
persons with high
education
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Figure 1 Age-standardised
smoking-attributable fractions with
95% CIs in 14 European populations,
1990–1994 and 2000–2004, by sex
and by (A) low, (B) middle and (C)
high level of education.

tended to increase in most countries, especially among men.
The contribution of smoking-attributable mortality to AIs in
total mortality decreased in many countries among men, but
increased in several countries among women (ﬁgure 2C).
Similar results were observed by occupational class (see online
supplementary ﬁgure 2).
Figure 3 shows how changes over time in AIs in SAMRs
relate to changes in inequalities in TMRs. Among men, AIs in
TMRs have fallen in many countries, and more so when AIs in
smoking-attributable mortality further decreased (R2=0.80).
Among women, the trends are less favourable, but here again
there is a correlation (R2=0.20).

DISCUSSION
Strengths and limitations
Our study is the ﬁrst to apply the new PGW method to inequalities in mortality in such a wide range of countries. This unique
coverage, however, comes with a few caveats. Our data came
from countries with different practices of data collection, which
may affect comparability, for example, as a result of using both

longitudinal census-linked and cross-sectional unlinked
data.21 22 Differences between countries in geographic and
demographic coverage may also play a role. Swiss data, for
example, did not include foreign nationals and, due to a healthy
migrant effect, inequalities in that country may have been
slightly overestimated.23 Italy and Spain did not provide
national but provided only urban data, therefore small inequalities in those countries have also been observed when using
national data.24 25
No single socioeconomic indicator fully captures the complexity of a person’s socioeconomic position.26 However, results
by occupational class generally showed a picture similar to that
by educational level, suggesting that we are generally observing
a pattern of mortality by socioeconomic position. Persons for
whom
education
was
unknown
had
the
highest
smoking-attributable mortality rates (see online supplementary
table S1), and if those persons in reality had mostly had a lower
education, our comparisons between low and high educated will
have underestimated the real magnitude of inequalities in
smoking-attributable mortality. As the proportion with
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56.3
52.5
16.0
143.7
NA
67.8
37.7
53.2
30.5
22.3
30.9
60.0
249.3
51.5

198.7
110.3
225.7
293.6
NA
431.3
221.7
269.4
245.4
269.5
211.1
299.2
579.4
239.6

209.5)
117.6)
245.3)
326.3)
450.4)
229.1)
286.6)
287.1)
294.8)
241.8)
334.0)
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248.0)

to
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to
to
to
to
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to

(50.1 to 63.2)
(47.9 to 57.3)
(11.0 to 21.8)
(128.5 to 163.6)
NA
(58.8 to 77.4)
(34.4 to 41.3)
(43.8 to 62.7)
(16.0 to 47.3)
(12.4 to 34.7)
(18.5 to 46.1)
(45.0 to 75.8)
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NA
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(232.4
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16.9
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40.4
53.4
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NA
NA
20.4
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52.1
140.1
24.1

89.1
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113.0
122.2
256.7
111.2
54.6
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209.8
144.8
152.1
296.6
100.8
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(14.7 to 32.1)
(20.8 to 32.6)
(10.9 to 24.0)
(66.8 to 98.3)
(23.2 to 60.5)
(43.4 to 64.2)
(17.7 to 37.2)
NA
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(11.3 to 30.8)
(27.3 to 81.4)
(29.6 to 82.3)
(121.4 to 160.6)
(19.7 to 28.8)

(78.0 to 101.6)
(53.7 to 70.4)
(102.8 to 127.6)
(91.8 to 141.1)
(100.2 to 148.4)
(243.1 to 271.3)
(103.1 to 119.4)
(34.5 to 79.8)
(73.6 to 155.3)
(187.3 to 232.2)
(115.9 to 178.0)
(126.0 to 183.9)
(278.6 to 314.8)
(94.1 to 107.8)

95% CI

209.0
113.0
57.1
266.8
123.8
89.2
71.7
65.2
24.0
31.8
40.5
56.7
233.3
100.3
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126.2
249.1
293.1
248.3
401.1
266.3
285.7
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327.2
275.6
429.9
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494.9

SAMR

to
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to
to
to
to
to
to
to
to
to
to
to

336.3)
131.4)
257.2)
303.2)
261.8)
411.2)
278.7)
308.5)
323.3)
341.8)
289.7)
452.6)
1023.1)
501.3)
(199.1 to 220.7)
(107.6 to 118.6)
(51.8 to 63.3)
(258.8 to 276.0)
(113.6 to 134.6)
(83.2 to 94.9)
(66.6 to 76.9)
(56.2 to 75.3)
(14.5 to 34.5)
(26.2 to 37.8)
(34.1 to 47.4)
(49.3 to 65.1)
(227.0 to 240.3)
(96.9 to 104.1)

(309.5
(121.2
(241.2
(283.7
(236.0
(392.1
(254.2
(264.9
(266.1
(313.8
(261.9
(408.8
(998.2
(489.0

95% CI

84.0
73.5
24.3
151.0
NA
61.3
42.6
58.0
30.4
44.2
55.9
62.9
141.8
62.0

159.2
94.7
144.5
230.3
NA
232.3
148.2
194.3
193.3
239.9
143.1
243.0
374.9
156.6

SAMR

Middle

(78.6 to 89.9)
(69.8 to 77.5)
(20.2 to 28.5)
(142.8 to 160.0)
NA
(53.1 to 70.4)
(39.7 to 45.9)
(50.2 to 66.2)
(18.8 to 44.4)
(33.4 to 55.5)
(42.2 to 70.9)
(55.0 to 71.2)
(133.9 to 150.3)
(59.2 to 65.3)

(152.7 to 167.0)
(90.3 to 99.5)
(134.4 to 155.5)
(221.0 to 240.7)
NA
(219.7 to 246.4)
(143.1 to 153.9)
(182.7 to 206.6)
(166.3 to 224.3)
(220.1 to 259.7)
(125.4 to 161.4)
(229.7 to 258.4)
(361.5 to 389.8)
(151.3 to 162.1)

95% CI

32.6
31.2
10.6
74.6
59.6
40.3
29.8
NA
NA
33.0
37.9
50.6
141.9
27.6

64.9
47.3
62.7
117.1
51.2
137.7
66.2
73.3
88.8
147.1
91.8
103.1
202.7
62.1

SAMR

High

(25.7 to 39.9)
(27.4 to 35.5)
(7.1 to 14.8)
(65.6 to 84.1)
(45.6 to 75.9)
(32.9 to 48.2)
(22.8 to 36.8)
NA
NA
(23.9 to 42.9)
(22.5 to 56.1)
(36.1 to 67.2)
(127.4 to 156.9)
(23.9 to 31.5)

(57.7 to 73.4)
(42.8 to 52.4)
(56.0 to 70.0)
(107.0 to 127.0)
(38.9 to 65.7)
(128.0 to 148.1)
(61.6 to 71.6)
(54.8 to 94.5)
(61.8 to 118.8)
(132.6 to 162.4)
(73.1 to 112.0)
(88.2 to 118.5)
(193.1 to 214.1)
(57.5 to 66.6)

95% CI

NA, Not applicable; SAMR, smoking-attributable mortality rate, calculated with the Preston-Glei-Wilmoth method (for details, see text).
In England and Wales, the categories ‘low’ and ‘middle’ educated could not be separated, and were classified as ‘low’. In Austria and France, data for high educated women were excluded, because the number of lung cancer deaths in the period 1990–
1994 was smaller than 10, which resulted in unreliable estimates. Rates are expressed in deaths per 100 000 person-years.
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405.6)
606.0)
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45.3
42.4
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(394.6
(385.9
(292.0
(415.7
(340.5
(470.8
(878.3
(588.1

320.8
149.3
367.9
385.2
387.7
598.2
408.5
408.2
319.0
430.8
356.2
489.2
889.2
595.0

95% CI

SAMR

SAMR

95% CI

Low

Middle

Low

High

2000–2004

1990–1994

Age-standardised smoking-attributable mortality rates with 95% CIs by sex and by educational level in 14 European countries, 1990–1994 and 2000–2004

Men
Norway
Sweden
Finland
Denmark
England and Wales
Belgium
Switzerland
Austria
France
Spain (Barcelona)
Italy (Turin)
Slovenia
Hungary
Poland
Women
Norway
Sweden
Finland
Denmark
England and Wales
Belgium
Switzerland
Austria
France
Spain (Barcelona)
Italy (Turin)
Slovenia
Hungary
Poland

Table 2
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Figure 2 Absolute (A) and relative
(B) inequalities in smoking-attributable
mortality by sex and by educational
level, and (C) contribution of smoking
to absolute inequalities in total
mortality in 14 European countries in
1990–1994 and 2000–2004, by sex.
SAMRs, smoking-attributable mortality
rates; TMR, total mortality rates.

education unknown also changed over time (table 1), this exclusion may also have biased our estimates of changes in inequalities. In England and Wales, no distinction could be made
between the ‘low’ and ‘mid’ educated. However, when data for
all countries were categorised as ‘low’/‘mid’ versus ‘high’ educated, similar patterns and changes over time were observed
(results not shown).
The PGW method relies on several assumptions. The ﬁrst
assumption is that smoking is the main source of variability in
lung cancer death rates—an assumption that would be violated
if, for example, certiﬁcation and coding of lung cancer as a
cause of death differ between countries, but as lung cancer is a
relatively straightforward cause of death, this is likely to only be
a minor problem.27 28 The second assumption is that lung
cancer among never smokers is stable over time and across
countries—an assumption that would be violated if, for
example, decreasing levels of air pollution would lead to a
decline of lung cancer incidence29 or risks of lung cancer
among non-smokers would be higher in some countries.30 Also,

non-smoking behaviour in the CPS-II cohort was assessed only
at enrolment, therefore CPS-II rates are affected by misclassiﬁcation of non-smokers,31 and as they also do not account for
passive smoking they probably overestimate the real lung cancer
rates in absence of smoking. This suggests that the PGW
method may underestimate the true impact of smoking. The
third assumption is that lung cancer death rates in a calendar
year are a valid proxy for the total damage of smoking as it
occurs in that calendar year, including both the short-term and
long-term effects.18 32 This implies that the PGW method may
overestimate smoking-attributable mortality when smoking
prevalence has in previous years substantially declined, as it has
in many countries among men, because risks of cardiovascular
disease decline faster than those of lung cancer.33
A new assumption in our work is that the lung cancer mortality
rate among never smokers and the effect of smoking on mortality
from other causes of death are similar across socioeconomic
groups. Low socioeconomic status non-smokers may have a
higher risk of developing lung cancer than high socioeconomic
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Despite these limitations, the PGW method provided robust
results. Sensitivity analyses assuming 50% higher lung cancer
mortality rates in low educated non-smokers conﬁrmed the ﬁndings reported above, and when compared to our main results
they showed a reduction in AIs in SAMRs of about 15 deaths/
100 000 person-years in all countries and both genders, or a
reduction of only 1–3% in terms of smoking-attributable fractions (results not shown). We also compared the ‘indirect’ estimates based on the PGW method with ‘directly’ estimated
SMARs. The latter were calculated as the sum of three causes of
death that are largely caused by smoking (lung cancer, upper
113, COPD/asthma). The correlation between the two was high
(R2=0.94). The direct estimates, however, were always much
lower than the indirect estimates, reﬂecting the fact that the
PGW estimates include deaths from, for example, smokingrelated cardiovascular disease (see online supplementary
ﬁgure 3).

Interpretation

Figure 3 Changes in absolute educational inequalities in
smoking-attributable and total mortality in 14 European countries
between 1990–1994 and 2000–2004, for (A) men and (B) women.
SAMRs, smoking-attributable mortality rates; TMR, total mortality rates.
status non-smokers because of higher environmental or occupational exposure to carcinogens and pollutants.29 34–37 If this is
indeed the case, it will lead to overestimation of the impact of
smoking on mortality in lower socioeconomic groups, and thus
on socioeconomic inequalities in mortality. However, another
mechanism may lead to underestimation of the impact of
smoking on socioeconomic inequalities in mortality: the PGW
method does not take into account that the effect of smoking on
mortality from causes other than lung cancer may be larger in
lower socioeconomic groups because survival of chronic
obstructive pulmonary disease (COPD), myocardial infarction
and other smoking-related diseases may be affected by lower
access or quality of medical care.38 39
More generally, the PGW parameters as calculated in the ﬁrst
step are applicable under the assumption that the distribution of
deaths over speciﬁc non-lung cancer causes, some of which are
more sensitive to smoking than others, is similar across countries, over time and, in our case, across socioeconomic groups.
This potential problem was already highlighted in Preston et al2
in relation to Japan, a country with extremely low mortality
from ischaemic heart disease, for which the PGW method may
therefore somewhat overestimate the contribution of smoking.
In our data set, variations in proportional mortality from cardiovascular disease are well within the range of the majority of
Preston et al’s observations, and there are only minor variations
in proportional mortality between socioeconomic groups.
However, France stands out as a country with very low proportional mortality owing to cardiovascular disease, particularly
among women, and even more strongly so among high educated
women (results not shown). This suggests that we may have
overestimated the contribution of smoking to mortality in
France.
266

In the early 2000s, the contribution of smoking to socioeconomic inequalities in mortality in these European populations varied between 19% and 55% among men, and between
−1 and 56% among women. Our current ﬁndings are broadly
in line with our two previous studies based on different methodologies. In the ﬁrst study, we found that the contribution of
three smoking-related causes (lung cancer, aerodigestive cancers,
COPD) to inequalities in all-cause mortality varied between
13% and 32% among men, and −5% and 30% among
women.4 In the second study, we used current smoking prevalence rates by socioeconomic group and RR of mortality among
smokers and non-smokers, and estimated that the contribution
of smoking to inequalities in total mortality varied between 4%
and 26% among men, and 1% and 20% among women.7
Patterns of variation between countries are generally similar
between the three methods. That our new estimates are generally higher than those obtained with the direct method based on
three smoking-related causes of death is unsurprising (see
above). That our estimates are also higher than those obtained
with current smoking rates suggests that either our new estimates are too high (because the PGW method overestimates the
impact of smoking when smoking prevalence decreases over
time) or that estimates based on current smoking rates are too
low (because they do not take into account all the damage of
smoking in current and previous years).33 In-depth analyses of
more detailed country-speciﬁc data on trends in mortality and
smoking prevalence by socioeconomic position will be necessary
to elucidate the causes of these discrepancies.
Among men, the reduction in the contribution of smoking to
mortality inequalities between 1990–1994 and 2000–2004 is
due to an overall reduction in smoking-attributable mortality
over time. Over the past half century, men across Europe started
to quit smoking and as a result are dying less and less from
direct and indirect smoking-related causes. Since this happened
earlier, and at a faster rate among men in higher socioeconomic
groups,4 40 a well-known gap in smoking prevalence has opened
up, particularly in the North and West of Europe.41 42 How this
plays out in inequalities in mortality has, however, not been systematically studied. Our study shows that, although RIs in
smoking-attributable mortality among men have increased over
time, AIs have actually fallen in many countries.
To the extent that these reductions in smoking-attributable
mortality were due to the antismoking campaigns conducted
from the 1960s onwards, our ﬁndings seemingly contradict suggestions that tobacco control efforts tend to contribute to
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widening inequalities in mortality.11 Systematic reviews have
shown that the effectiveness of policies and interventions to
reduce inequalities in smoking is limited, and that only some
policies have a larger impact on lower than among higher socioeconomic groups, such as a consistent increase in the price of
tobacco products.43 44 Previous studies have, however, not
always made a clear distinction between relative and absolute
inequalities, and our results show that widening RIs can go
together with narrowing absolute inequalities. We believe that
AIs are more important than RIs—because the lives of people in
lower socioeconomic groups are damaged more by a large absolute than by a large relative excess of health problems45—and
therefore argue that our ﬁndings should encourage countries to
continue and further tighten their tobacco control policies.
The good news mainly concerns men in the North, West and
South of Europe. Among women, we observe increasing SAMRs
in lower socioeconomic groups, as well as increasing AIs in
SAMRs. Hidden below these widening inequalities is the fact that
rates of smoking-attributable mortality are still rising among high
educated women in many countries (table 2). While these differences between genders, countries and socioeconomic groups can
be seen as following from differences in progression of the
‘smoking epidemic’,4 perhaps also reﬂecting different rates of
women’s emancipation46 they also represent a spectacular failure
of tobacco control policies to prevent women from taking up
smoking, and to prevent a repetition of what happened to
inequalities in smoking among men. Our results suggest that, if
the widening of inequalities in smoking-attributable mortality
among women continues, this may become an important driver
for widening inequalities in total mortality (ﬁgure 3).
Together with the fact that smoking accounts for up to half of
inequalities in total mortality in some countries, our results
imply that smoking remains one of the most important entry
points for policies to tackle health inequalities.
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