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Abstract
Background: The socioeconomic inequity attributable to smoking is a social untouchable cost. It has several forms to impact
over the economy and the society in general. At same time, each impact form determines a form of socioeconomic inequity
attributable to smoking. Each impact form has associated a particular social cost and particularly fiscal which relevancy will
depend from the impact magnitude.
Objective: To characterize the socioeconomic inequity attributable to smoking.
Material and Methods: Was maddening an analytic research about the socioeconomic inequity attributable to smoking. The
theatrical methods utilized were the comparative, the inductive-deductive and the analysis and synthesis. As empiric method
was utilized the bibliographic research.
Results: The socioeconomic inequity attributable to smoking is given by the social costs attributable to smoking. The main
costs are determined by the cost over the Public Health and the costs because of the labor productivity lose attributable to
smoking.
Conclusion: Smoking is a risk factor with several social and economic impacts. Each form to impact over the morbidity and the
mortality carries to a particular form of socioeconomic inequity. This condition determines the multi-dimensional research
from smoking for a better control over this risk factor.
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Introduction

Smoking carries to several disequilibrium as
socioeconomic inequity cause. These disequilibrium are
given mainly by the increasing spends attributable to
smoking [1].

As socioeconomic risk factor, smoking is close related
with poorness and human development. WHO has appointed
the close relation between human develop and tobacco
consumption showing that the higher consumptions are in
developing countries [2].
These arguments are showing the importance of the
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smoking economic control in developing countries. In fact,
one of the more significant socioeconomic inequity form
attributable to smoking is given by the labor productivity
loses attributable to this risk factor [3,4].
Smoking carries to redistributions to afford the
socioeconomic consequences from it. The real available
economic resources determine the capacity to afford the
whole smoking consequences. If economic resources are
insufficient may appear serious disturbs agreeing to the
magnitude of the difference [5,6].

Smoking carries to increase the morbidity and mortality
by several illnesses. These consequences may increase the
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demand of social security services and reduce effectively the
life expectancy and labor productivity too. Each one of these
social disturbs carries to a particular form of socioeconomic
inequity attributable to smoking. That’s why each inequity
attributable to smoking form´s may be explained by a related
smoking social cost [7-9].

As risk factor smoking is very complex. The socioeconomic
inequity attributable to smoking constitutes an untouchable
social cost attributable to this risk factor. It has several forms
to impact over the society and the economy at same time.
Each impact form has associated a social cost agreeing to the
impact magnitude. Then, the priority in the smoking control
should be measured by an instrument to measure the whole
socioeconomic inequity attributable to smoking [10].
These arguments are showing the need to characterize
the socioeconomic inequity attributable to smoking. Then,
the main objective of this research is to characterize the
socioeconomic inequity attributable to smoking.

Material and Methods

It made an analytic research about the socioeconomic
inequity attributable to smoking. The theoretical methods
utilized were the comparative, the inductive-deductive and
the analysis and synthesis. As empiric method was utilized
the bibliographic research.

Results

Tobacco Consumption as Addiction Cause
A growing in the tobacco consumption intensity carries
to higher tobacco addiction too. Consequently will increase
the health services demand´s attributable to smoking and
the reserve price from the smoker and the satiety point will
be in longer position too. By other side the labor productivity
lose attributable to smoking will increase agreeing to the
intensity tobacco consumption and the smokers workers
number [11]. Because of all problems from the smoking,
several countries had taken strong measures to reduce the
tobacco consumption. These actions had demonstrated the
useful from effective public policies in the smoking control
[11,12].

The good result from these policies was in the knowledge
from the smoking social cost. That’s why while more precise
are the estimating ways more trustable will be the adopted
policy for the smoking control [13].
Because of the general knowledge from tobacco as
ordinaries and necessaries goods it had checked the
effectiveness from the fiscal policy in the smoking control.

Usually the tobacco demand function is very inelastic
and more inelastic than the supply tobacco function. As
consequence, the useful of expansive tributaries policies
is reduced because of the lower reduction in tobacco
consumption agreeing to the tobacco consumption intensity
[14,15].

Smoking is close related with no-transmissible illness.
The treatment from these illnesses usually is very long at
time and expensive too. Also, the growing in the tobacco
consumption carries to increase the tobacco addiction and
the morbidity attributable to smoking and the economic
burden attributable to smoking too [16-19].
Because of the main characteristic smoking as risk
factor is classified as conductible, modifiable, accumulative
and socioeconomic too. Because of these characteristic the
detailed knowledge from smoking constitute a main base to
apply efficient policies for the smoking control [20,21].

The Socioeconomic
Smoking

Inequity

Because

of

The socioeconomic inequity because of smoking may
be absolute or relative agreeing to the reversibility from
smoking impact at less in short time. The absolute is related
to the irreversible consequences from smoking while the
relative is related with reversible consequences both at least
in short time.

The relative socioeconomic inequity by morbidity
attributable to smoking is given by the whole health costs
attributable to smoking. In this way the smoking economic
burden is main measurer of this inequity form.

The relative socioeconomic inequity attributable to
smoking by morbidity don´t means that clients be excluded
from the health services market. This inequity form is
referred to how much more expensive is the health service
because of smoking front of the no existence of this risk
factor.

The absolute socioeconomic inequity by morbidity
attributable to smoking is determined by the redistribution
effect in the health services market because of smoking.
The continue tobacco consumption carries to increase the
morbidity attributable to smoking and the smoking economic
burden too. The continuing increase from the health services
demand because of smoking carries to make more expensive
the health services. As consequence a significant clients
number most leave from the health services market agreeing
to the smoking impact over the health services market.
The absolute socioeconomic inequity attributable to
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smoking by mortality is referred to how much lose the
whole society because of the early death attributable to
smoking. Given that mortality is irreversible the relative
socioeconomic inequity attributable to smoking by mortality
don´t exists [22-24].

The absolute socioeconomic inequity attributable to
smoking occurs when health services clients must leave the
health market and then can´t access to these services. This
inequity form it show by mortality and morbidity too.

The
Absolute
Socioeconomic
Inequity
Attributable to Smoking by Mortality

The absolute socioeconomic inequity attributable to
smoking by mortality has peculiar characteristic. In this case
it is important to appointment that the over mortality because
of smoking is determinants cause of this inequity form. The
existence of this over mortality type is determining a social
inequity given by the differences in life expectation between
smokers and no-smokers people. Nevertheless, the absolute
socioeconomic inequity attributable to smoking by mortality
occurs if earlier death attributable to smoking represents a
socioeconomic cost. Then, absolute socioeconomic inequity
attributable to smoking by mortality is determined by the
absolute labor productivity lose attributable to smoking [25].

A peculiar form to measure this inequity form should be
by accounting all opportunities costs attributable to smoking
by earlier death attributable to smoking before retire age.
For example, in Cuba 2011 the over mortality attributable
to smoking in men was around 18.4 years. This determined
an over mortality of 3.22 years respect to the retire age. As
consequence, the Cuban economy didn´t obtained close to
295 million of pesos [26].

The
Absolute
Socioeconomic
Inequity
Attributable to Smoking by Morbidity

The absolute socioeconomic inequity attributable to
smoking by morbidity is given by forms covering the health
services. These services may be covered by fiscal resources
or privates resources. In this case only is considered as
private services which are covered by insurance rate [27].

The health services demand attributable to smoking
are determined by tobacco consumption intensity and the
smoker number. That’s why smoking induces to increase the
health services demand agreeing with tobacco consumption
intensity and the smoker number [28].

Increasing some of these variables health services
demand should increase too and clients from the Public
Health market should experiment an increasing from the

health insurance rate. Clients who can´t afford the new
price agree with the particular service demanded should
leave from the Public Health market. Thus is manifested the
absolute socioeconomic inequity attributable to smoking by
morbidity when the health services are covered by privates
resources [29].

When the health services demand is covered by fiscal
resources smokers and no-smokers people are demanding
these services agree with personal needs. Increasing tobacco
consumption intensity and/or the smoker number the health
services demand will increase too. The fiscal authorities
should decide if are agreeing in cover the increasing
demand attributable to smoking. Economic resources are
always limited and often will not possible cover the new
demand. Consequently not all demanded services should
able and a significant client number will haven´t access to
the demanded services. At same time smokers will increase
the frequency demanding the health services agree with
the tobacco consumption intensity. That´s why no-smoker
people should experiment least access to health services
because of smoking [30].

Public Resources Vs. Private Resources
Affording the Absolute Socioeconomic Inequity
Attributable to Smoking

All goods and services markets are imperfect. The Public
Health market too. Given the antagonist relation between
privates resources and fiscal resources covering the health
services demand because of smoking, to control, reduce and
eliminate the absolute socioeconomic inequity attributable
to smoking the most important thing isn´t how cover the
health services demand because of smoking. This discussion
doesn’t solve the main cause of this inequity form [31].
Smoking is the main cause of the existence of this
particular inequity form. That’s why to eliminate the
absolute socioeconomic inequity attributable to smoking
is necessary focus the attention in the reduction of the
tobacco consumption intensity as main explicative variable
for personal smoker demand of health services because of
smoking [32].

By other side smoking is affecting several economic and
social sectors at same time. Then, the whole society and not
only the Public Health must be protagonist for all strategic
controlling and reducing smoking. Independently from who is
covering the health services demand attributable to smoking
the most important think is have a whole knowledge about
smoking consequences and play an active role controlling,
reducing and eliminating the absolute socioeconomic
inequity attributable to smoking.
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Smoking may be explained by the tobacco consumption
intensity and the smoker number. The single variation of
some of these variables carries to a variation of smoking
impact in a same way. Consequently, the smoking inequity
forms will show a variation in the same way that these two
main variables [33,34].

Smoking overcharges to no smoker people. By this way
it creates a special socioeconomic inequity form attributable
to smoking given by the social cost transferred from smokers
to no smokers. The main examples are the passive smoker
case who are suffering the same morbidity consequences
that smokers agreeing to the whole tobacco exposition [35].
In the case of the tobacco consumption intensity this is
in dependence of the before tobacco consumption intensity
because of the accumulative effect from smoking. This
relation is determined by an accelerated growing relation
from the morbidity attributable to smoking front of the
tobacco consumption intensity.
The socioeconomic inequity attributable to smoking
must be analyzed moreover financial costs because of the
existence of social cost don´t measured by financial costs.
This is the case of lose in quality life and the life expectancy
reduction. That’s why the instrument to measure the
socioeconomic smoking inequity must take account this
elements for a better measurement from smoking inequity
forms [36].
The social costs attributable to smoking will provide a
base for an accounting from the touchable smoking social
costs. Since a general social perspective these costs may be
classified as following:

Direct health costs of smoking: these are the costs that all
health institutions must bear for reasons clearly attributed
to smoking. In this particular case, it is valid to clarify that
not all the health costs of active smokers are attributable
to smoking, nor are all the costs of non-smokers alien to
smoking. That is, in this context it is necessary to include the
institutional health costs clearly attributable to smoking in
active smokers and passive smokers, where the concept of
disease burden plays an important role in this quantification.
An example of this cost would be the part of the health budget
clearly attributable to smoking in active and passive smokers
[37].
Direct non-sanitary costs of smoking: these are the costs
that all non-sanitary institutions must assume for reasons
clearly attributed to smoking, which are very closely related
to social security, for example the payment of insurance
and subsidies for reasons of attributable disease clearly to
smoking in active and passive smokers [37].

Indirect Costs Due to Loss of Labor Productivity:
Absolute and Relative
Regarding the individual’s state of health, smoking as
a risk factor can play an important role due to the adverse
effects it has on the individual and collective performance of
the workforce as a special commodity that transforms raw
materials into a product [38]. That is, smoking is not only
a determinant of the health of the individual, but also of
their labor productivity demonstrated through their work.
These adverse effects are evident in the labor productivity
demonstrated by the individual through mortality or
morbidity.
The loss of labor productivity due to or attributable
to smoking can then be disaggregated, based on the final
result, in absolute or relative. The absolute is that which
is associated with mortality and, therefore, is irreversible,
since it implies the death of the individual at ages and
under appropriate faculties for work, according to their
characteristics and legislation in force in the study society.
The relative is that which is associated with morbidity, does
not imply the death of the individual and its fundamental
characteristic is the reversibility, that is, the possibility of the
individual returning to work.

The absolute loss of labor productivity is conditioned
by various factors, social, economic and legal. From the
social point of view, it influences the level of acceptance and
tolerance that society in general and in particular the labor
group demonstrates towards the consumption of cigarettes
or tobacco. Also the level of risk perception of smoking,
especially by all individuals related to the consumer of
cigarettes, whether in their work environment or not.
From an economic point of view, factors directly
associated with the market influence, such as the
particularities of the demand and supply of these products,
which ultimately determine the market equilibrium of these
products. Among the particularities of the demand, the
individual purchase capacity and the need for consumption
induced by the addictive action of cigarette and tobacco
consumption can be mentioned. In the case of the offer, the
diversity of manufactured tobacco products available in the
market and the price of these are important too.
From the legal point of view, there are the regulations of
the labor activity in the study society, such as the case of the
minimum age for someone to legally work and the minimum
age for a worker, according to their circumstances, to retire.
A refined quantification of the loss of labor productivity
would include the analysis with the amount of the labor force
that actually worked during the study period, and the total
amount of the production of goods and services generated in
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this period of time, the life expectancy of regular consumers
of cigarettes or tobacco and the minimum age required for
the individual’s retirement.
In this regard, it should be taken into account that using
the economically active population would not be an entirely
robust indicator, because it includes in its accounting the
population that is unemployed and who, without being
technically unemployed, does not work, either for reasons
beyond Your will or not.

At the same time, the relative loss of labor productivity
can be of two fundamental types: due to the worker’s
physical absence from work or the worker’s physical absence
from work. The first is given because the worker is absent
from work due to smoking (given this absence due to the
relationship of smoking and morbidity), although there
is no legal document that proves it, for example, a medical
certificate for a disease common where smoking is a relevant
risk factor.
The second is given because although the worker is
physically at work during the day, but part of that time is
spent smoking, thus neglecting his work. In the case of the
worker’s physical absence from work, these absences may
be attributable to smoking or not, regardless of whether
they are considered justified or not from the labor or legal
point of view. In any of the cases, the influence of smoking
as a risk factor increases the worker’s morbidity due to any
of the causes related to smoking as a risk factor and the
possibilities of physical absence to the work area would also
increase due to this same influence.
Therefore, if the total number of absences associated
with the morbidity of smoking was known, whether these are
justified or not and the relative weight of smoking in general
morbidity, then the part corresponding to the smoking in this
loss of labor productivity.

In this case, it should be specifically taken into account
that the expense generated by smoking on social security
in an individual is independent of the loss of relative labor
productivity due to the physical absence from work, although
this expense is an indirect social cost that society must
assume for the existence of smoking.
The relative loss of labor productivity due to the
worker’s physical absence from work is a bit more complex,
because apparently it does not exist, due to the fact that
the worker meets the time of his working day. However, it
should be remembered that the fundamental reason for the
existence of the loss of labor productivity is given by not
using the time to work, for any of the causes. Therefore, the
time of the workday that the worker dedicates to smoking,

although apparently he is working without leaving his job,
implies that he is not paying due attention to the task that he
must perform as a worker and that the time he is dedicated
to smoking, from the point of view of employment, it is a
wasted time, which implies a loss of labor productivity.

Inequity Attributable to Smoking in the
Allocation Of Resources

For the financing of Public Health, it is necessary to
allocate economic resources to this socioeconomic sector.
Part of these resources are used to address causes of
morbidity and/or mortality clearly attributable to smoking,
if this risk factor does not exist, this allocation would not be
necessary and these resources could be available in favor of
social and human development.

This inequality is given by the very existence of smoking
that manifests itself in active and passive smokers at the
same time, determined by the level of cigarette and tobacco
consumption, morbidity and or mortality directly related
to smoking as a factor of risk and the effective demand for
health services for reasons clearly attributable to smoking,
where the active consumption of cigarettes and tobacco
constitutes the fundamental explanatory variable of the
existence of smoking and the inequality induced by this risk
factor [39].
The full existence of smoke-free spaces is capable of
nullifying passive smoking in the environment circumscribed
to this space and nullifying in its jurisdiction the inequality of
smoking due to the non-existence of active consumption of
cigarettes and cigars, but it is not a definitive solution, since
It is not able to completely eliminate active consumption of
cigarettes and tobacco in the entire social environment to
which it belongs.
For the reasons previously argued, the global
economic burden of smoking is a first-rate measure of the
socioeconomic inequality attributable to smoking in the
allocation of economic resources for the financing of health
services [40].

The economic burden of smoking in Public Health
can have extensive or intensive growth. It is extensive if it
increases the effective number of smokers and is intensive if
it increases the per capita consumption of cigarettes and/or
tobacco. As a result of the interaction of both forms of increase,
the economic burden attributable to smoking in Public Health
may or may not increase depending on the simultaneous
behavior of smokers, which demonstrates the behavioral
nature of smoking as a risk factor. For these reasons, it may
be the case of societies with a marked demographic decline
with high levels of per capita consumption of cigarettes
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whose economic burden attributable to smoking in Public
Health is higher than other societies where the consumption
of these products is more extensive but with less intensity of
consumption [41].
However, although this economic burden is null because
there is no effective demand for health services clearly
attributable to smoking, there is still room for the existence
of a small level of consumption that is less than the minimum
amount of consumption that determines the existence
of demand Effective health services for reasons clearly
attributable to smoking as a risk factor. This non-zero level of
cigarette and tobacco consumption may be associated even
with another form of socioeconomic inequality attributable
to smoking, this being the one that occurs as a result of
the social redistribution of economic resources due to the
existence of the loss of labor productivity attributable to
smoking.

Inequity Attributable to Smoking in the
Redistribution of Resources

Indirect costs from a social perspective are given by the
general impact of smoking on society without seemingly
direct influence. These costs are especially associated
with those that society must assume for the loss of labor
productivity generated by this risk factor and are linked to
the social redistribution of the economic resource caused by
this loss of labor productivity. Therefore, smoking is a cause
of socioeconomic inequality from the point of view of the
redistribution of the economic resources of society.

The loss of labor productivity attributable to smoking,
whether relative or absolute, causes the social cost induced
by this loss, to be plunged by society in general and socially
redistributed between smokers and non-smokers, making
the population sector unaffected by this risk factor bears
part of the costs that this loss of labor productivity generates,
thus creating socioeconomic inequality in the redistribution
of economic resources in the study society.
In the case of the relative loss of labor productivity
attributable to smoking, labor absenteeism due to this
cause implies that socially workers who are not absent from
working hours must cover the absence of those affected by
the relative loss of labor productivity attributable to smoking
and / or stop producing material wealth as a support for
the economic development of society. In addition, this
same absenteeism can lead to a greater request for a health
benefit, which increases the cost levels for relative loss of
labor productivity attributable to smoking.
Social redistribution induced by the relative loss of labor
productivity attributable to smoking can have a particularly

negative impact on the same consumers of cigarettes and
tobacco, who, due to absenteeism attributable to smoking,
reduce the family income available for non-cigarette
consumption and Tobaccos This situation causes poverty
levels to increase and these same people get involved in a
vicious cycle of smoking, absenteeism and poverty. Otherwise,
the absence of cigarette and tobacco consumption would
definitely break this vicious circle, although not immediately,
but it would eliminate a major cause of socioeconomic
poverty and inequality.

On the other hand, the absolute loss of labor productivity
attributable to smoking implies an irreversible loss due to the
premature death of the smoker. In this case, as in the previous
case, the absence of workers who died prematurely due to
causes attributable to smoking should be covered and / or
cease to produce material wealth that could be reallocated
to strategic sectors of the social and human development
of the society of study. However, the irreversibility of this
cost means that the recovery of the working mass is based
on demographic dynamics, which, by its very nature, is not
as accelerated as the replacement of the labor force could
demand, which makes this Socially speaking, it becomes
more persistent over time, as well as the socioeconomic
inequality of smoking in the redistribution of economic
resources in society.
In both cases, the consumption of cigarettes and tobacco
constitutes the root of the existence of the socioeconomic
inequality attributable to smoking and it is this same recurrent
consumption that determines the persistence of this cause of
social inequality. Therefore, to eradicate this type of inequity
it is necessary to eliminate the cause that originates it: the
active consumption of cigarettes and tobacco. For this, the
political will of the government authorities plays a decisive
role. The political basis of tobacco control in Cuba is briefly
presented below.

Inequity Attributable to Smoking in the
Consumption of Health Services

From the health services, a significant part is to satisfy
the health service demand because of smoking. By this way
it establishes an inequity based on the morbidity increasing
because of smoking. This disparity is directly determined
by the tobacco consumption, the morbidity related to
smoking and the effective demand o health services because
of smoking. That’s why the economic burden attributable
to smoking is a main rate to measure the social inequity
attributable to smoking since the health consumption.
The epidemiologic burden is given by the social relevancy
from the morbidity attributable to smoking. It is equivalent
to the probability of the morbidity attributable to smoking.
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The smoking economic burden by morbidity is
determined by the social relevancy from the health spend
because of smoking. It is equivalent to the probability of the
health spend because of smoking.

The smoking economic burden is determined by the
smoking epidemiologic burden. That´s why the smoking
economic burden is a single expression from the smoking
epidemiologic burden. By them the socioeconomic inequity
attributable to smoking is a single form from the social
inequity attributable to smoking too [31-33].

Socio-Labor and Socioeconomic Inequity by
Labor Productivity Loss Attributable to Smoking

Labor productivity loss attributable to smoking may
be absolute or relative. The absolute is given by the over
mortality because of smoking in labor age. The relative
is given by the morbidity attributable to smoking and is
associated to the labor time loss because of smoking [38].

Relative labor productivity loss may be by touchable
or untouchable absence. The touchable absence occurs
when the worker smoker is physically absence at workplace
because of smoking. By other side the untouchable absence
occur when the worker smoker is physically at workplace
but use a part from the work time to smoke [38].
Each of these labor productivity losses carry to social
costs attributable to smoking. By the same the social inequity
attributable to smoking by labor productivity loss will depend
from the self-characteristic of each labor productivity loss
because of smoking [38].
By general way it may identify two main forms of social
inequity by labor productivity loss attributable to smoking:
the socio-labor and the socioeconomic. The socio-labor is
given by the labor time loss because of smoking. By other
side the socioeconomic inequity by labor productivity loss
attributable to smoking is given by the whole economic cost
attributable to this particular labor productivity loss [42].

Conclusion

Smoking is a risk factor of several socioeconomic impacts
at same time. Each impact form carries to a socioeconomic
inequity form. This condition carries to a multi-dimensional
research from smoking to explain the socioeconomic inequity
attributable to this risk factor.
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