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Abstract 

The association between smoking and poverty is well established but the relationship 
between smoking and employment is less clear. Those in work are less likely to smoke, with 
recent data from Scotland suggesting the unemployed are nearly 2.5 times more likely to 
smoke than those in employment. This commentary looks at emerging evidence that work 
may have a positive role in reducing smoking prevalence. Occupational hygienists are 
uniquely placed to provide health-based information and risk communication that may help 
workers and those seeking employment to become smoke-free. The public health benefits 
of such intervention are likely to be substantial and are entirely in keeping with the health 
protection aims of the discipline of Occupational Hygiene. 

 

  



Commentary 

Occupational hygiene usually focuses on illness and injury caused by work. As a discipline it 
is involved in identifying chemical, physical and biological hazards, quantifying the risks they 
pose and finding ways to best protect the health of the workforce. Rarely do those of us 
involved in occupational health turn things around and consider the benefits and positive 
impacts of work. It is worth considering that those not in work are twice as likely to be 
exposed to a material that kills half of those who use it, is the cause of about 6 million global 
deaths a year (WHO, 2011) and, in addition to societal costs of tens of billions of pounds 
(estimates of £13 billion pa in the UK and $289 billion pa for the USA) (CDC,2014; ASH, 
2014), exposure makes those affected less likely to gain future employment (Brook et al., 
2014). 

The material in question is tobacco and the exposure is from smoking in particular. It has 
been known for over sixty years that smoking is bad for our health (Doll et al., 2004) and 
causes a whole range of ill-health effects (US Surgeon General, 2006) that, in countries such 
as the UK, dwarf the burden from workplace accidents and workplace related illness by a 
factor of 5-10 times [13,000 workplace related deaths per annum compared to 100,000 
smoking related deaths per annum]. There is increasing awareness that even second-hand 
smoke (SHS) is harmful to health (Howard, 2004) and legislation to prevent occupational 
exposure to SHS in workplaces has been introduced in many countries in the past decade. 
What is much less recognised is the very strong association between not being in work and 
being a smoker. 

The relationship is particularly clear in Scotland where just under a quarter of adults 
currently smoke. Figure 1 shows the latest data and looks at the percentage of smokers by 
employment group. What is striking is that those who are of working age and engaged in 
employment or in higher education are about half as likely to smoke as those who are 
unemployed and seeking a job, or out of work as a result of ill-health. 

 

 

 



Figure 1: Percentage of respondents who smoke, by economic status [Scottish 
Government, 2014] 

 

So what drives this association between smoking and employment? Like many things it is 
likely to be a complex picture. Certainly there is little argument that tobacco use is strongly 
associated with poverty and social deprivation. Analysis based on the Scottish Index of 
Multiple Deprivation – a measure that looks at 38 indicators across income, housing, 
education, employment and health - shows that those living in the 20% most socially 
deprived areas are about four times more likely to smoke as those in the 20% most affluent 
areas (figure 2).  

 

 

 

 

 



Figure 2: Percentage of respondents who smoke, by Scottish Index of Multiple Deprivation 
(SIMD) (Scottish Government, 2014) 

 

This relationship is clearly very similar to employment opportunity: those living in socially 
and economically deprived areas are more likely to suffer unemployment and so it can be 
difficult to disentangle these twin impacts of high smoking prevalence and low employment 
opportunity. However, there may be further relationships between health and smoking that 
are independent of deprivation. Smokers will suffer from poor health earlier in their life 
time and indeed the generational impact of being exposed to your parents’ second-hand 
smoke can have early life impacts on health (Silvestri et al., 2014), school absentee rates 
(Gilliland et al., 2003), poor educational attainment – perhaps rolling on to higher levels of 
sickness absence as we enter the world of work. A meta-analysis of 29 longitudinal or cohort 
studies concluded that smokers were 33% more likely to be absent from work with smokers 
taking an average of 2.74 additional days of sick leave compared to non-smokers (Weng et 
al., 2013). Having chronic health problems from smoking may impact on your employment 
record and make it more difficult to find a job when circumstances change. 

Smoking may also be a barrier to gaining and staying in employment and recent literature 
from France and the USA supports this theory. Even after controlling for demographic 



factors and other risk characteristics (obesity, binge drinking), current smoking among 
Californians was significantly associated with being unemployed and job-seeking (Prochaska 
et al., 2013). A longitudinal study of French workers found that heavy smoking was 
associated with becoming unemployed (Jusot et al., 2008) while a recent report (Schunck & 
Rogge, 2012) examining longitudinal data from 1998-2008 from the German Socio-Economic 
Panel (SOEP) also suggests that the unemployed are more likely to smoke (causation) and 
that smokers have a higher probability of becoming unemployed (selection). The German 
analysis proposes, however, that there is neither a causal effect of unemployment on 
smoking behaviour nor a direct effect of smoking on unemployment probability. Instead this 
analysis argues, smoking and unemployment may be related through a common cause, 
socio-economic deprivation. In contrast, a large, comprehensive study published in 2014 
looked at employment and smoking among a cohort in New York state over a 29 year period 
and found that, after adjusting for deprivation and other potential confounders, those who 
were continuous or occasional smokers were four times more likely to be unemployed at 
age 43 than those who were never smokers or had quit smoking (Brook et al., 2014). The 
study concluded that intervention programs designed to deal with unemployment should 
consider focussing on smoking as a potential barrier to employment.  

Is it also possible that work actually has a positive, preventive impact on the risk of 
becoming a smoker? Carol Black’s review of the health of Britain’s working population in 
2013 stressed the key role the workplace can play in promoting health and well-being, and 
highlighted the health advantages of work compared to unemployment (Black, 2008). So, it 
is not too great a leap of imagination to think that perhaps the positive effects of your daily 
toil having value to society and the confidence and self-belief that brings help people to quit 
smoking or prevent initiation. Perhaps it goes wider than this: peer pressure is a well-
recognised driver of behaviour and if the smoker finds themself in a minority within the 
workplace maybe it encourages them to follow the example of their non-smoking 
colleagues. And then there is the availability of time to smoke. For most of the past decade 
in the UK workplaces have been smoke-free with smokers required to leave the building to 
smoke. Could it be that cessation becomes easier when your time at work includes 
extended periods when smoking is not an option? Lastly, in larger workplaces there is an 
increasing emphasis on Total Worker Health where the workplace looks at all aspects of 



keeping the workforce healthy including encouraging a good diet, regular exercise, 
moderation of alcohol intake and stopping smoking. Schemes such as Scottish Healthy 
Working Lives (http://www.healthyworkinglives.com) can play an important role in health 
promotion and signposting workers towards support services. The positive effect of work on 
preventing or reducing smoking is also suggested by recent work in the USA that looked at 
the impact of the 2008 economic recession and found that those in work became less likely 
to smoke than before the recession while those not working became more likely to smoke 
(Gallus et al., 2013). More widely, it is likely that examining how universal health protection 
measures (such as smoke-free workplace restrictions) interact with more individualised 
targeted health promotion approaches will also provide useful insights on how to reduce 
smoking prevalence among those in work. 

Or perhaps it is much more about the effect of work on how we view ourselves? Work gives 
us a sense of the future. It empowers us with aims and ambition. It enables us to plan, seek 
promotion, advance our skills and knowledge. It gives us hope. For many, unemployment is 
the opposite of that. It is life stalled and in stasis. It diminishes our ability to see beyond the 
here and now, reduces our feelings of control, and discourages any belief that our future 
health is in our hands. The health effects of this ‘hopelessness’ has been studied in Finland 
and the USA where it has been shown to have a strong relationship with cardiovascular 
morbidity and mortality (Everson et al., 1997).  Do the crippling impacts of ‘hopelessness’ 
explain why 55% of those who are unemployed and seeking a job in Scotland smoke?  

Scotland has recently set out a series of bold, world-leading targets to tackle the harm 
caused by smoking. By 2020 the Scottish Government aims to halve the number of children 
who breathe in second-hand smoke at home, and by 2034 an aim to have a ‘smoke-free 
Scotland’ where fewer than 5% of adults smoke. These are ambitious and admirable aims 
that demonstrate the need to tackle head-on the inequalities that tobacco generates. These 
aims will not be simple to achieve but it seems that reducing unemployment and reducing 
smoking behaviour may go hand-in-hand.   

Occupational hygienists are involved daily in protecting the health of workers and have skills 
in hazard assessment, measurement and risk communication that can be particularly useful 
in encouraging behaviour change. It is important for hygienists to consider the opportunities 



for these skills to be used in helping both those in the workplace and those who are seeking 
employment to realise the benefits of being smoke-free. Policymakers and other health 
professionals involved in tobacco control activity can also benefit from the skills and 
knowledge of hygienists in terms of measurement of tobacco smoke aerosols, comparison 
of risk information and advice on behaviour change and other exposure control methods. 
The public health benefits of such intervention are likely to be substantial and are entirely in 
keeping with the health protection aims of the discipline of Occupational Hygiene. 

The wider positive role that employment can play in improving health is an area that is 
poorly understood but the discipline of Occupational Hygiene is well placed to work with 
other stakeholders in the public health community - from Health Psychologists through to 
Smoking Cessation Advisors - to look at what can be achieved when we work together.  
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