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Introduction
People of low socioeconomic status are more likely to be 
less healthy than those of higher socioeconomic status, 
thus increasing their risk of noncommunicable diseas-
es (NCDs) (1). Smoking is the primary cause of prevent-
able NCDs and death, especially in developed countries 
(2). Smoking is the biggest health risk for heart diseases, 
various cancers, lung diseases and fertility problems, and 
it accelerates many other chronic illnesses (2). According 
to the World Health Organization (WHO), smoking prev-
alence in different regions of the world varies between 
10% and 32% (3). In Europe, 41% of men and 22% of women 
smoke cigarettes, the highest rate of smoking for wom-
en in the world (3). In 1997, surveys demonstrated that 
more than 42% of men over the age of 25 years and just 
under 10% of women over 25 years were smokers in Tur-
key (4). Another study showed that smoking prevalence 
decreased by 42% between 1995 and 2008 in Turkey (5). 
According to the Turkish Global Adult Tobacco Survey 
conducted in 2008 and 2012, smoking prevalence had de-
creased by 13% in adults (6).

In order to prevent smoking, various measures have 

been taken, such as raising the price of tobacco products, 
media campaigns intended for public education, 
and reducing the ways to get tobacco. However, the 
effectiveness of such measures depends on a variety 
of factors such as the financial, educational, social and 
demographic circumstances of the society (2).

According to WHO, “The social determinants of 
health are the conditions in which people are born, 
grow, work, live, and age, and the wider set of forces and 
systems shaping the conditions of daily life. These forces 
and systems include economic policies and systems, 
development agendas, social norms, social policies and 
political systems.” (7). Socioeconomic determinants of 
health include age, gender and socioeconomic status. 
The most common indicators of socioeconomic status in 
modern industrialized populations are income, education 
and occupation (8). Income is often used as an indicator 
of socioeconomic status, but income is closely related 
to education and occupation. In many studies they are 
highly correlated and they can all be used to understand 
how socioeconomic status affects health behaviour (8). In 
addition, social class is defined as the degree of control 
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over investments, decision-making, other people’s 
work, and one’s own work and is used to classify the 
socioeconomic status of people (8).

Reducing smoking prevalence to less than 12% was 
a goal of Healthy People 2020, but it has been achieved 
only for some population groups with higher education 
and income in the United States of America (USA) (9). 
Furthermore, success in decreasing smoking prevalence 
has been considerably slower in populations of low 
social status, as designated by low income, low levels 
of education, unemployment and blue-collar work (9). 
Smoking prevalence varies according to income level, 
educational status or occupational class (9–11), and 
lower socioeconomic status is a risk factor for increased 
smoking, especially in developed countries, and people 
of lower socioeconomic status are less concerned with 
smoking cessation (10,11). The smoking rate among 
individuals of a society has 4 phases. In the first phase, 
smoking is rare in a society and restricted to the higher 
socioeconomic groups. In the second phase, smoking 
spreads among men and into other social classes. 
Although women take up smoking 10–20 years later 
than men, smoking also spreads among women, again 
beginning with the higher socioeconomic groups. In the 
third phase, smoking among the higher socioeconomic 
groups abruptly declines in men, but reaches a peak in 
women. In the fourth phase, smoking declines in general, 
but is widespread among the lower socioeconomic 
groups (12,13).

Although in recent years smoking rates have been 
declining in Turkey (6), it may be important to protect 
disadvantaged groups more than before. It is crucial to 
evaluate all the factors influencing smoking habits in 
order to determine preventive public health policies. 
Thus, the prevalence of tobacco use needs to be evaluated 
according to various socioeconomic factors in different 
districts of Turkey.

The socioeconomic factors of smoking behaviour 
have been assessed in studies in Balcova, Turkey which 
were based on individuals in smoking cessation clinics 
(14,15). The aim of this community-based study was to 
determine the association between cigarette smoking 
and socioeconomic factors in Balcova, with specific focus 
on gender differences.

Methods
Study design, location and population
This cross-sectional, community-based study was a part 
of the BAK project which aims to reduce cardiovascular 
disease (CVD) incidence and prevalence through reduc-
ing the risk factors (16,17). The study population was 36 187 
people over 30 years of age living in Balcova District of 
İzmir, Turkey in 2007. The baseline study started in Oc-
tober 2007 and was completed in May 2009. All the study 
population (36 187 people) were invited to participate in 
the survey, and 16 080 (44%) consented to participate. In 
this analysis, people whose data were incomplete were 
excluded so 15 174 (42%) people were finally evaluated.

Data collection
Data were collected through questionnaires completed 
by the interviewers (16,17), and participants were inter-
viewed at home. The interviewers were given informa-
tion on the aims and background of the project and train-
ing on the questionnaires, communication skills, and risk 
factors of CVD diseases. A guideline was used during the 
interviews.

Data were collected on smoking status, defined as:

 · current smoker: those who reported cigarette smok-
ing every day or some days in the past month;

 · ex-smoker: those who reported cigarette smoking in 
their lifetime, but who had not smoked for at least 1 
month;

 · never smoker: those who reported never smoking in 
their lifetime.
Participants were asked about the type of smoking 

(cigarettes, cigars, pipes and waterpipes). In this study 
only cigarette smoking was evaluated because smoking 
cigars, pipes or waterpipes was always additional to 
smoking cigarette.

Data were also recorded on age, gender, marital 
status, educational level, occupational class, working 
status, health insurance and having a chronic disease. 
We stratified the sample by gender because smoking and 
working status were very different in men and women as 
reported in other studies in Turkey (6,18). Marital status 
was categorized as: married and other. Educational level 
was categorized as: completed primary school (or less); 
secondary school; high school; and university or higher. 
Low educational level was defined as completing primary 
school or less. Occupational class was categorized as: 
being an employer; self-employed; white collar worker; 
blue collar worker; and unemployed or having no 
regular income (19). Low occupational class was defined 
as being unemployed or having no regular income. We 
categorized the working status for women as: worker 
(having income-generating work) and non-worker. 
Having a chronic disease was defined as having a disease 
such as hypertension, diabetes mellitus, coronary heart 
disease, cerebrovascular disease, hypercholesterolaemia 
or cancer for at least 6 months.

Data analysis
Results are expressed as means and standard deviations 
(SD) or as percentages, and odds ratios and confidence in-
tervals in the logistic regression analysis.

We analysed the association between educational 
level, marital status, having health insurance, having a 
chronic disease, occupational class, working status and 
smoking status by using the chi-squared test and logistic 
regression analysis.

Logistic regression analysis was performed separately 
in men and women. A large number of women did not 
work, therefore occupational class was excluded from the 
logistic regression model for women. Smoking status was 
the dependent variable, and we included the independent 

01- Socioeconomic factors associated with tobacco smoking in Turkey.indd   706 10/10/2018   12:37:06 PM



Research article

707

EMHJ – Vol. 24 No. 8 – 2018

variables that were significantly associated with smoking 
status in the univariate analysis in the logistic regression 
analysis.

SPSS, version 15.0 was used for data analysis. P < 0.05 
was considered statistically significant.

Ethical considerations
Dokuz Eylul University Ethical Committee reviewed and 
approved the study protocol (337/2007). Verbal and writ-
ten consent was obtained from all the participants.

Results
Of the total population of people over 30 years of age liv-
ing in Balcova District of İzmir, 15 174 (42%) participated 
in the study. Descriptive characteristics of the partici-
pants are shown in Table 1. Most of the participants were 

women [10 042 (66.2%)] and 8 147 (53.7%) had completed 
primary school or less. The mean ages of the men and 
women were 53.1 (SD 13.1) years and 51.3 (SD 13.2) years 
respectively. The majority of the participants (80.4%) 
were married, 90.5% had a health insurance and 41.9% 
had a chronic disease. As regards smoking, 34.7% of the 
participants (41.7% of men, 31.2% of women) were cur-
rent smokers, 20.2% (33.1% of men, 13.5% of women) were 
ex-smokers and 45.1% (25.2% of men, 55.3% of women) had 
never smoked. Being a current smoker or an ex-smoker 
was more common in men than women. Smoking status, 
age group, educational level, marital status, occupational 
class, working status and having a chronic disease were 
significantly different in men and women (P < 0.001).

Tables 2 and 3 show the socioeconomic characteristics 
of the men and women according to smoking status. 

Table 1 Smoking status and background characteristics in the participants by sex
Variable Men (n = 5 132) Women (n = 10 042) Total (15 174) P-valuea

No. % No. % No. %
Smoking status < 0.001

Current smoker 21 39 41.7 3 129 31.2 5 268 34.7
Ex-smoker 1 699 33.1 1 360 13.5 3 059 20.2
Never smoker 1 294 25.2 5 553 55.3 6 847 45.1

Age groups (years) < 0.001

30–44 1 500 29.2 3 550 35.4 5 050 33.3

45–64 2 522 49.1 4 711 46.9 7 233 47.7

65+ 1 110 21.6 1 781 17.7 2 891 19.0

Educational level < 0.001

Primary school or less 2 018 39.3 6 129 61.0 8 147 53.7

Secondary school 644 12.5 1 022 10.2 1 666 11.0

High school 1 486 29.0 1 935 19.3 3 421 22.5

University or higher 984 19.2 956 9.5 1 940 12.8

Marital status < 0.001

Other 507 9.9 2 472 24.6 2 979 19.6

Married 4 625 90.1 7 570 75.4 12 195 80.4

Have health insurance 0.35

Yes 4 659 90.8 9 069 90.3 13 728 90.5

No 473 9.2 973 9.7 1 446 9.5

Have a chronic disease < 0.001

Yes 1 902 37.1 4 460 44.4 6 358 41.9

No 3 230 62.9 5 582 55.6 8 816 58.1

Occupational class < 0.001

Employer 326 6.4 66 0.7 392 2.6

Self-employed 584 11.4 180 1.8 764 5.0

White collar 1 989 38.8 1 286 12.8 3 275 21.6

Blue collar 1 789 34.9 758 7.5 2 547 16.8

Unempolyed/no regular income 444 8.7 7 752 77.2 8 196 54.0

Working status < 0.001

Working 4 688 91.3 2 290 22.8 6 978 46.0

Not working 444 8.7 7 752 77.2 8 196 54.0
aChi-squared test; significant at P < 0.05.
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In both men and women, being a current smoker was 
significantly more common in people who did not have 
any health insurance and who did not have a chronic 
disease (P < 0.001).

Table 4 shows the results of the multivariable analysis 
of the characteristics associated with smoking status in 
men. Men who had high school education or below, were 
unemployed or had no regular income, who were blue 
collar workers, who had no health insurance, and who did 
not have a chronic disease were significantly more likely 
to be a current smoker (P < 0.01). Men with a university or 
higher education, who had health insurance and who had 
a chronic disease had significantly higher odds of being 
an ex-smoker (P < 0.01). In addition, men who worked 
(employer, self-employed, white collar or blue collar) were 
more likely to be an ex-smoker than unemployed men (P 
< 0.01). Men who had a university or higher education 
were significantly more likely never to have smoked than 
men who had a primary school or lower education (P < 
0.001).

Table 5 shows the results of the multivariable analysis 
of the characteristics associated with smoking status 
in women. Women who had high school education or 
lower had higher risk of being a current smoker than 
women who had university or higher education (P < 
0.001). Working women were more likely to be a current 
smoker than non-working women (P < 0.001). Women 
who had completed a university or higher education had 

higher odds of being an ex-smoker than women who had 
completed primary school or lower (P < 0.01). Working 
status and having health insurance were not associated 
with being an ex-smoker. However, being married and 
having a chronic disease were (P = 0.02 and P = 0.001 
respectively). Women who had university or higher 
education were more likely to have never smoked than 
those with a high-school education or less. In addition, 
women who were not working, were more likely never to 
have smoked than working women (P = 0.001).

Discussion
In this study, while blue-collar workers or unemployed 
men and men with lower education were more likely 
to be a current smoker, in women, having a higher ed-
ucation level and working were associated with higher 
smoking rates.

Several studies have also reported that lower 
educational level, being a blue-collar worker and 
having a lower income were associated with increased 
smoking rates in men (13,20–22). In addition, similar to 
our findings, other studies have reported that higher 
educational and social status predisposed to smoking 
(13,21,22). Most studies report a lower smoking prevalence 
among women than men (23–25). This may be related to 
women’s attitudes to smoking (26). Smoking prevalence 
is differentiated by gender. In the beginning of the 20th 
century in Western countries, smoking was largely 

Table 2 Socioeconomic characteristics of the men (N = 5132), by smoking status
Variable Current smoker Ex-smoker Never smoker

No. % P-value a No. % P-value a No. % P-value a

Educational level

Primary school or less 862 42.7 < 0.001 692 34.3 > 0.05 464 23.0 < 0.001

Secondary school 275 42.7 219 34.0 150 23.3

High school 667 44.9 461 31.0 358 24.1

University or higher 335 34.0 327 33.2 322 32.7

Marital status

Other 251 49.5 < 0.001 122 24.1 < 0.001 134 26.4 > 0.05

Married 1888 40.8 1577 34.1 1160 25.1

Occupational class

Employer 122 37.4 < 0.001 100 30.7 < 0.001 104 31.9 0.001

Self-employed 253 43.3 180 30.8 151 25.9

White collar 697 35.0 761 38.3 531 26.7

Blue collar 812 48.1 582 34.5 295 17.5

Unempolyed/no regular 
ncome

255 57.4 76 17.1 113 25.5

Have health insurance

Yes 1848 39.7 < 0.001 1626 34.9 < 0.001 1185 25.4 > 0.05

No 291 61.5 73 15.4 109 23.0

Have a chronic disease

Yes 546 28.7 < 0.001 872 45.9 > 0.05 482 25.4 > 0.05

No 1593 49.3 827 25.6 812 25.1
aChi-squared test; significant at P < 0.05.
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Table 3 Socioeconomic characteristics of the women (N = 10 042), by smoking status
Variable Current smoker Ex-smoker Never smoker

No. % P-value a No. % P-value a No. % P-value a

Educational level

Primary school or less 1 516 24.7 < 0.001 773 12.6 < 0.001 3 840 62.7 < 0.001

Secondary school 430 42.1 155 15.2 437 42.8

High school 847 43.8 275 14.2 813 42.0

University or higher 336 35.1 157 16.4 463 48.4

Marital status

Other 702 28.4 < 0.001 367 14.8 < 0.001 1 403 56.8 > 0.05

Married 2 427 32.1 993 13.1 4 150 54.8

Working status

Worker b 828 36.2 < 0.001 380 16.6 > 0.05 1 082 47.2 < 0.001

Not a worker 2 301 29.7 980 12.6 4 471 57.7

Have health insurance

Yes 2 741 30.2 < 0.001 1 249 13.8 < 0.001 5 079 56.0 < 0.001

No 388 39.9 111 11.4 474 48.7

Have a chronic disease

Yes 1 036 23.2 < 0.001 690 15.5 < 0.001 2 732 61.3 < 0.001

No 2 093 37.5 670 12.0 2 821 50.5
aChi-squared test; significant at P < 0.05. 
bHaving income-generating work.

Table 4 Socioeconomic variables associated with smoking status in men (N = 5132): multivariable logistic regression analysis
Characteristic Current smoker Ex-smoker Never smoker

P-value OR (95% CI) P-value OR (95% CI) P-value OR (95% CI)
Educational level

Primary school or less 0.001 1.84 (1.51–2.26) – 1.00 – 1.00

Secondary school 0.001 1.62 (1.29–2.03) 0.38 1.11 (0.88–1.39) 0.77 1.03 (0.83–1.28)

High school 0.001 1.71 (1.43–2.04) 0.97 0.99 (0.82–1.21) 0.20 1.12 (0.94–1.34)

University or higher a – 1.00 0.001 1.49 (1.17–1.89) < 0.001 1.75 (1.41–2.15)

Marital status

Other 0.97 0.99 (0.81–1.22) – 1.00 – 1.00

Marrieda – 1.00 0.07 1.28 (0.98–1.67) 0.45 0.92 (0.74–1.14)

Occupational class

Employera – 1.00 0.01 1.76 (1.16–2.67) 0.18 1.26 (0.90–1.77)

Self-employed 0.25 1.19 (0.89–1.59) 0.01 1.66 (1.16–2.38) 0.95 0.99 (0.73–1.34)

White collar 0.18 1.20 (0.92–1.56) 0.001 1.82 (1.30–2.56) 0.17 0.82 (0.62–1.09)

Blue collar 0.03 1.33 (1.03–1.71) 0.01 1.55 (1.12–2.14) 0.12 0.81 (0.62–1.05)

Unempolyed/no regular 
income

0.01 1.60 (1.15–2.21) – 1.00 – 1.00

Have health insurance

Yes a – 1.00 0.01 1.54 (1.13–2.10) 0.28 1.15 (0.89–1.49)

No 0.01 1.40 (1.11–1.76) – 1.00 – 1.00

Have a chronic disease

Yes a – 1.00 0.001 1.91 (1.64–2.22) – 1.00

No 0.001 1.67 (1.47–1.91) – 1.00 0.85 1.01 (0.88–1.17)
aReference category. 
Variables were adjusted for all other variables and age. 
OR = odds ratio, CI = confidence interval.
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restricted to males and it was an inappropriate and 
shameful behaviour in women (26,27). This lower rate 
of smoking among women continued until smoking 
in women became more accepted by society. Indeed, 
the gender gap in cigarette consumption has narrowed 
because smoking among women has been spreading 
rapidly since the 1920s, especially in working women (27): 
employed women have had more access to money with 
which to buy cigarettes. Moreover, smoking was seen as a 
symbol of gender equality, independence and modernity 
(26). Recently, because of low rates of smoking among 
women, the tobacco industry has targeted women, 
especially in developing countries (28). Some tobacco 
companies target women through commercials with 
messages that smoking signifies freedom, independence 
and power (29). This concurs with our finding that single 
women had a higher risk of being a current smoker. 
However, a study in Serbia found that living alone or 
being divorced significantly increased the prevalence of 
smoking in both sexes (21). According to a Korean study, 
the age-adjusted smoking rate for the unmarried was 
higher than for the married in both sexes (30). However, 
in our study, there was no relationship between men’s 
smoking habits and their marital status.

As reported in other studies (31–33), our study shows 
that unemployment was associated with a higher 
smoking prevalence in men. However, no association 
was seen between unemployment and being a current 
smoker in women in our study. Although, Balcova is one 
of the most developed districts of Izmir, participation of 

women in the workforce is lower than men (18). Therefore, 
unemployment may not be an indicator of social status 
among women.

In our study, ex-smokers were defined as people who 
reported cigarette smoking during their lifetime but had 
not smoked for at least 1 month before being interviewed. 
Thus, we evaluated smoking cessation as being an ex-
smoker. Our study did not show an association between 
being an ex-smoker and educational level for either 
gender. A study conducted in Vietnam indicated that 
higher educational level increased the likelihood of the 
decision to stop smoking (34). Studies have found that 
more highly educated people are more successful in 
smoking cessation (21,34,35).

It has been reported that more employed men quit 
smoking than unemployed men (36–38), which is what we 
found in our study. However, there was no relationship 
between working status and being an ex-smoker among 
women in our study.

People who did not have a chronic disease were more 
likely to be current smokers, in both men and women in 
our study. Furthermore, having a chronic disease was 
significantly associated with being an ex-smoker in both 
sexes. A study in Turkey in 2009–2011 showed higher 
smoking cessation success among those with a chronic 
disease, especially among elderly people who had at least 
1 chronic disease (14). Another study demonstrated that 
one of the most common reasons for smoking cessation 
was doctors’ advice after the diagnosis of a chronic 
disease (39).

Table 5 Socioeconomic variables associated with smoking status in women (N = 10 042): multivariable logistic regression analysis
Characteristic Current smoker Ex-smoker Never smoker

P-value OR (95% CI) P-value OR (95% CI) P-value OR (95% CI)
Educational level

Primary school or less 0.04 1.19 (1.01–1.42) – 1.00 0.98 0.99 (0.85–1.17)

Secondary school 0.001 1.99 (1.63–2.43) 0.51 0.93 (0.75–1.15) 0.001 0.55 (0.46–0.67)

High school 0.001 1.66 (1.39–1.97) 0.82 0.98 (0.82–1.17) 0.001 0.65 (0.55–0.77)

University or higher a – 1.00 0.01 1.43 (1.11–1.84) – 1.00

Marital status

Other 0.001 1.35 (1.21–1.51) – 1.00 – 1.00

Married a – 1.00 0.02 1.22 (1.03–1.43) 0.001 1.34 (1.21–1.48)

Working status

Worker b 0.001 1.30 (1.15–1.46) 0.91 0.99 (0.84–1.17) – 1.00

Not a worker – 1.00 – 1.00 0.001 1.40 (1.25–1.56)

Have health insurance

Yes a – 1.00 0.39 1.11 (0.88–1.40) 0.05 1.15 (0.99–1.32)

No 0.04 1.16 (1.01–1.35) – 1.00 – 1.00

Have a chronic disease

Yes a – 1.00 0.001 1.30 (1.12–1.50) – 1.00

No 0.03 1.12 (1.01–1.23) – 1.00 0.83 1.01 (0.92–1.11)
aReference category. 
bHaving income-generating work. 
Variables were adjusted for all other variables and age. 
OR = odds ratio, CI = confidence interval.
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Our population-based study included a very large 
group from an urban district. This large number provided 
an opportunity to show the association between social 
characteristics and smoking habits in the community. 
However, our study has some limitations. The data on 
smoking habits were self-reported, and were recorded 
in face-to-face interviews with the participants. The low 
participation rate of men and employed women was 
the main limitation. Because of this, women’s smoking 
habits could not be evaluated according to occupational 
class. We did not evaluate the differences of social status 
between the participants and other people who live in 
Balcova who did not agree to participate to the study 
because data were not recorded on the non-participants. 
Although financial circumstances may indicate social 
status, we had no data on their economic status or income. 
Our study included people over the age of 30 years, so the 
social factors related to smoking in those under 30 years 
of age were not evaluated.

This study highlights that the socioeconomic 
circumstances of the population play an important role 
in determining their smoking habits. Tobacco control 
strategies should be devised with the characteristics of 
the target population in mind. Some strategies are more 
effective in preventing smoking among populations of 

low socioeconomic status, such as prohibiting smoking 
in all indoor spaces with comprehensive smoke-free air 
laws, increasing tobacco prices, and providing accessible, 
affordable and evidence-based smoking cessation 
services. Hard-hitting mass media campaigns targeting 
less advantaged populations can help improve awareness 
among this sector of society about the hazards of tobacco 
smoking (9).

Conclusions
Socially disadvantaged groups of men, especially those 
who had a low level of education or were unemployed, 
were more likely to be current smokers, and smoking 
cessation was lower in these groups. The relationship 
between socioeconomic factors and smoking habits 
showed differences between men and women. More 
population-based countrywide studies should be done to 
understand the trends in smoking as they relate to soci-
oeconomic factors. Socioeconomic factors should always 
be taken into consideration when planning and imple-
menting smoking cessation policies.
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Municipality and the DEU Research Fund (grant number: 
2007161).
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Facteurs socio-économiques associés au tabagisme en Turquie : étude populationnelle 
transversale
Résumé
Contexte : Le genre et un faible niveau socio-économique sont associés au tabagisme.
Objectifs : La présente étude avait pour objectif de déterminer l’association entre les facteurs socio-économiques et la 
consommation de cigarette à Balçova, dans le district d’Izmir en Turquie, en se concentrant sur les différences entre les 
sexes.
Méthodes : La population de l’étude était constituée de l’ensemble des hommes et des femmes (36 187) âgés de plus de 
30 ans et vivant à Balçova d’octobre 2007 à mai 2009. Les données ont été recueillies au cours d’entretiens et incluaient le 
statut tabagique (au moment de l’étude, antérieur, jamais), l’âge, le sexe, la situation matrimoniale, le niveau d’éducation, 
la classe professionnelle/le statut professionnel, le fait de posséder une assurance maladie et d’être atteint d’une maladie 
chronique. Une analyse de régression logistique a été utilisée pour évaluer l’association entre les caractéristiques socio-
économiques et le statut tabagique.
Résultats : Sur les 36 187 sujets de l’étude, 16 080 (44 %) ont accepté de participer et 15 174 (42 %), pour lesquels des 
données complètes avaient été fournies, ont fait l’objet d’une évaluation. Il s’agissait en majorité de femmes (66,2 %) ; l’âge 
moyen des hommes et des femmes étaient 53,1 (ET 13,1) et 51,3 (ET 13,2) respectivement. Les fumeurs au moment de l’étude 
étaient plus nombreux parmi les hommes (41,7 % contre 31,2 % de femmes) et davantage d’hommes étaient des anciens 
fumeurs (33,1 % contre 13,5 % de femmes), tandis que davantage de femmes n’avaient jamais fumé (55,3 % contre 25,2 % 
d’hommes). Pour les femmes, être mariées et avoir un faible niveau d’éducation étaient associés au fait de fumer  et d’avoir 
fumé (p < 0,05). Le tabagisme était aussi plus fréquent chez les femmes actives (p < 0,05). Pour les hommes, un faible 
niveau d’éducation et la classe professionnelle étaient associés au fait de fumer ou d’être un ancien fumeur (p < 0,05).
Conclusions : Les groupes socialement défavorisés, particulièrement ceux ayant un faible niveau d’éducation ou les 
hommes sans emploi, étaient plus susceptibles d’être fumeurs et le sevrage tabagique était moins fréquent dans ces 
groupes. Les habitudes liées au tabagisme variaient entre les hommes et les femmes. Les facteurs socio-économiques 
devraient toujours être pris en compte dans l’élaboration de politiques concernant le sevrage tabagique.
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العوامل االجتامعية واالقتصادية املرتبطة بتدخني التبغ يف تركيا: دراسة مقطعية سكانية 
سيدة صحن، توركان جوناي، هاتيس سيمسك، أمحت سويسال، جول إرجور

اخلالصة
اخللفية: يرتبط النوع وانخفاض الوضع االجتامعي واالقتصادي بالتدخني.

األهداف: هدفت هذه الدراسة إىل حتديد العالقة بني العوامل االجتامعية واالقتصادية وبني تدخني السجائر يف بالكوفا، أزمري، تركيا، مع الرتكيز 
عىل الفروق بني اجلنسني.

بالكوفا. وقد مجعنا  تزيد أعامرهم عىل 30 عامًا ويعيشون يف  املستهدفة رجااًل ونساًء )وعددهم 187 36(  الدراسة  البحث: شملت عينة  طرق 
الزواجية  واحلالة  واجلنس  والعمر  أبدًا(،  التدخني  هلم  يسبق  مل  سابق،  تدخني  حايل،  )تدخني  التدخني  حالة  وتضمنت  املقابالت،  أثناء  البيانات 
ف اللوجستي لتقييم االرتباط بني  واملستوى التعليمي والطبقة املهنية/حالة العمل والتأمني الصحي ووجود مرض مزمن. واستخدمنا حتليل التََّحوُّ

اخلصائص االجتامعية واالقتصادية وبني حالة التدخني.
م 174 15 منهم )42٪( بيانات كاملة  النتائج: من بني 187 36 شخصًا من السكان، وافق 080 16 منهم )44٪( عىل املشاركة يف الدراسة وقدَّ
 51.3 النساء  أعامر  متوسط  وكان   )13.1 = SD( عامًا   53.1 الرجال  أعامر  متوسط  وكان  )66.2٪(؛  النساء  من  الغالبية  وكانت  لتقييمها. 
)SD = 13.2(. كان التدخني احلايل أعىل عند الرجال )41.7٪ مقابل 31.2٪ عند النساء(، وكان عدد الرجال املدخنني سابقًا أكرب )٪33.1 
نَّ أبدًا أكرب )55.3٪ مقابل 25.2٪ من الرجال(. وقد ارتبط التدخني السابق والتدخني  مقابل 13.5٪ من النساء(، لكن عدد النساء اللوايت مل ُيَدخِّ
احلايل لدى النساء بالزواج واملستوى التعليمي املنخفض، فكانت )p < 0.05(، كام كان التدخني احلايل أكثر تواترًا بني النساء العامالت، فكانت 
فكانت  سابقني،  ومدخنني  حاليني  مدخنني  بكوهنم  املهنية  والطبقة  املنخفض  التعليمي  املستوى  ارتبط  فقد  للرجال،  بالنسبة  أما   ،)0.05 > p(

.)0.05 > p(
االستنتاجات: يغلب أن تكون احتامالت أن تكون الفئات املحرومة اجتامعيًا، وخاصة ذات التعليم املنخفض أو الرجال العاطلني عن العمل من 
املدخنني احلاليني أكرب، وأن يكون اإلقالع عن التدخني يف هذه املجموعات أقل. كانت عادات التدخني خمتلفة بني الرجال والنساء. وجيب مراعاة 

العوامل االجتامعية واالقتصادية دائاًم عند تطوير سياسات اإلقالع عن التدخني.
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