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Abstract
The cigarette epidemic tends to develop in a similar pattern across diverse popula-
tions in different parts of the world. First, the prevalence of smoking increases, then 
it plateaus and finally it declines. The decline in smoking prevalence tends to be 
more pronounced in higher social strata. The later stages of the cigarette epidemic 
are characterized by emerging and persisting socioeconomic gradients in smoking. 
Due to its detrimental health consequences, smoking has been the subject of exten-
sive research in a broad range of academic disciplines. I draw on literature from both 
the social and medical sciences in order to develop a model in which physiological 
nicotine dependence, individual smoking behaviour and norms surrounding smok-
ing in the immediate social environment are related through reflexive processes. I 
argue that the emergence and persistence of social gradients in smoking at the later 
stages of the cigarette epidemic can be attributed to a combination of the pharma-
cological properties of nicotine, network homophily and the unequal distribution of 
material and non-material resources across social strata.

Keywords Smoking · Social determinants of health · Nicotine dependence · 
Structuration theory

Introduction

Owing to a potent combination of immense profitability and fundamental conse-
quences for population health, cigarette smoking has been subject to intense politi-
cal and scientific battles, involving a range of disciplines, as well as comprehen-
sive legislation (Joossens and Raw 2006; Lock et al. 1998; Mukherjee 2010; Slade 
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1989). The cigarette epidemic (Lopez et al. 1994; Thun et al. 2012) tends to progress 
similarly across populations. First, cigarette smoking increases, then it plateaus 
and finally declines. In populations where smoking has been practised for a longer 
period, it tends to be more common in lower social strata than in higher social strata. 
This pattern emerges with remarkable regularity across diverse populations with dif-
fering histories, cultures, political orientations, levels of economic development and 
tobacco control policies.

The social gradient in smoking during the later stages of the cigarette epidemic is 
then an empirical regularity (Goldthorpe 2000; Merton 1987). Macro-level empiri-
cal regularities are generated through the agency of a large number of individuals 
(Goldthorpe 2016). An appropriate explanation of why and how the social gradi-
ent emerges and persists therefore leads us to examine the processes surrounding 
individual smoking behaviour. The social processes through which individual habit-
ual behaviours, such as smoking, produce and reproduce empirical regularities are 
outlined in Anthony Giddens’ structuration theory (Giddens 1984). However, since 
nicotine is an addictive substance, individual smoking behaviour is also shaped by 
physiological processes, triggered by repeated nicotine exposure.

There are several established theoretical frameworks that address the social gradi-
ent of health behaviours in general, for example the health lifestyle theory (Cock-
erham 2005) and the social resistance framework (Factor et  al. 2011). However, 
individual agency is not only conditional on the external physical and social environ-
ment, but also the physiological properties and processes of the body and the spe-
cific physiological consequences of health behaviours depend on the health behav-
iour under consideration. For example, excessive alcohol consumption, smoking and 
obesity are socially patterned (Hiscock et al. 2012; Pampel et al. 2010; Petrovic et al. 
2018), but they affect the body, and by extension the conditions of agency, in sepa-
rate ways. It is therefore important to consider the specific physiological processes 
of each behaviour, in this case cigarette smoking. I aim to develop a framework for 
understanding why social gradients in smoking are a characteristic of later stages of 
the cigarette epidemic, integrating literature from both medical and social sciences.

The article is outlined as follows. First, I give an account of smoking and tobacco 
control policies in the later stages of the cigarette epidemic, focusing on the social 
gradient in smoking. Second, I present a conceptual framework in which I incor-
porate the pharmacological properties of nicotine and Giddens’ (1984) structura-
tion theory. I argue that nicotine dependence, smoking behaviour and social norms 
surrounding smoking are related through reflexive processes. Finally, I apply this 
model to the later stages of the cigarette epidemic and show how a combination of 
social and biological factors tends to promote social gradients in smoking, regard-
less of contextual factors.

The later stages of the cigarette epidemic

In a seminal article, Lopez et  al. (1994) use historical data to construct a gen-
eral description of the progression of population patterns of smoking and smok-
ing-related harm. This model is referred to as the cigarette epidemic. Patterns of 



278 O. Östergren 

smoking prevalence and smoking-attributable mortality are defined in several 
stages. In the first stage, smoking prevalence is low but rising, primarily among 
men. In the second stage, smoking continues to increase among men and starts to 
increase among women. In the third stage, damages from smoking start to appear to 
a substantial degree, and after plateauing, the smoking prevalence begins to decline. 
Individuals in higher social strata may act as early adopters, taking up smoking to a 
higher degree in the earlier stages of the cigarette epidemic but the overall decline in 
smoking prevalence in the later stages tends to be more pronounced in higher social 
strata. Consequently, the later stages of the cigarette epidemic are further character-
ized by an emerging and persisting social gradient in smoking (Lopez et al. 1994). 
The model was later revisited by Thun et al. (2012), who included data from both 
high- and middle-income countries and found that the overall patterns appear to be 
similar across countries, though there were more variation in the time lag between 
men and women than initially assumed by Lopez et  al. (1994). The cigarette epi-
demic is sometimes referred to as the smoking epidemic or the tobacco epidemic.

The smoking prevalence, i.e. the proportion of smokers in a population at a given 
point in time, is dependent on the rate of smoking initiation and the rate of smok-
ing cessation among smokers, both of which are socially patterned (Bosdriesz et al. 
2015; Gilman et al. 2003). The cigarette epidemic unfolds over several decades and 
different populations are in various stages of the cigarette epidemic. The emergence 
and persistence of social gradients in smoking are therefore rarely observed in one 
single study. A study by Legleye et al. (2011) constitutes an exception. The authors 
are able to capture the emergence and widening of the social gradient in smoking 
behaviour across birth cohorts in France. The results reveal widening social gradi-
ents in smoking initiation among men in successive birth cohorts. Among women, 
higher rates of smoking initiation are observed in higher social strata in earlier 
cohorts, while in later cohorts, the gradient is flattened and then reversed. Among 
both men and women, social gradients in smoking cessation emerge in later cohorts 
(Legleye et al. 2011).

In the U.S. and other countries where smoking took hold early, the peak and 
decline of smoking prevalence coincided with the emergence of convincing epide-
miological evidence on the link between smoking and lung cancer, e.g. Doll and 
Hill (1950). Even though the danger of smoking is well known today—smoking was 
estimated to be responsible for 7.1 million deaths worldwide in 2017 (GBD 2017 
Risk Facor Collaborators 2018)—the cigarette epidemic tends to unfold in a similar 
pattern in populations that initiated smoking at a later time.

Tobacco control policies: medicalization and stigma

The later stages of the cigarette epidemic are also characterized by tobacco con-
trol policies. These include a wide range of measures: limiting availability, warn-
ing labels, nicotine replacement therapy (NRT) and establishing non-smoking areas 
(Berridge 1998; Joossens and Raw 2006). These target smoking behaviour from dif-
ferent perspectives.
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Through the process of medicalization, smoking has been increasingly perceived 
as a medical problem (Rooke 2013). Nicotine dependence in itself is classified as a 
psychiatric disorder in both the DSM (American Psychiatric Association 2013) and 
the ICD (World Health Organization 1992). Medical treatments of smoking have 
focused on reducing the harm from cigarettes, for example through NRT or less 
harmful nicotine products, rather than targeting nicotine dependence (Rooke 2013). 
The public health model favours nicotine abstinence over harm reduction, focusing 
on health education and taxation (Berridge 1998). Within the public health model, 
smoking is framed as an unhygienic and dangerous habit. Smokers are perceived as 
individuals of weak moral character, who put others at serious risk through second-
hand smoke, but also as rational agents who will chose to quit smoking when edu-
cated about the downsides of smoking (Bell 2011; Bell and Dennis 2013; Berridge 
1998).

The notion of smoking as dangerous and undesirable is communicated to smok-
ers through warning labels and the physical separation of smokers and non-smok-
ers in public spaces. Smokers often report that they feel excluded and stigmatized 
(Evans-Polce et al. 2015; Stuber et al. 2008). The framing of smoking as unhygienic 
and immoral has intensified as smoking became more common in lower social strata 
(Graham 2012) and in the later stage of the cigarette epidemic, the stigmatization 
and exclusion of smokers is increasingly associated with social disadvantage (Den-
nis 2013; Graham 2012).

Tobacco control policies have been suggested to, at least in part, be a reflection 
of the habits and perceptions of smoking (Brandt 1998), especially in higher social 
strata (So et al. 2019; Studlar 2008). While stronger tobacco control policies tend to 
appear alongside a lower prevalence of smokers, they also appear alongside more 
pronounced social gradients in smoking (So et al. 2019). Several review studies have 
found that efforts to reduce smoking in the population tend to either exacerbate the 
social gradient in smoking (in particular non-targeted interventions) or have little 
effect (Brown et al. 2014; Hill et al. 2014). Increased prices are a notable exception 
and tend to reduce social differences in smoking (Main et al. 2008).

Besides tobacco control polices, individual smoking behaviour is shaped by 
other factors that may motivate the individual to smoke. In the following sections, I 
describe the physiological process of nicotine dependence, the social processes con-
necting individual smoking with the smoking behaviour of one’s peers, and finally 
how these are related to each other.

Behavioural and physiological aspects of nicotine dependence

As nicotine enters the body, nicotinic acetylcholine receptors (nAChRs) activate in 
the brain, releasing dopamine, which induces a pleasurable feeling. However, pro-
longed exposure to nicotine causes the body to develop a tolerance against nicotine 
and the pleasurable effect diminishes (Benowitz 2010; Dani and Heinemann 1996). 
Repeated exposure to nicotine desensitizes the nAChRs, while simultaneously caus-
ing the body to increase their quantity (Wang and Sun 2005). If the smoker does not 
maintain a certain level of nicotine, for example through a period of abstinence or 
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simply during the night, the receptors trigger nicotine withdrawal symptoms. This 
motivates the individual to smoke. Apart from craving nicotine, withdrawal symp-
toms include several behavioural, psychological and psychosomatic aspects, such as 
irritability, sleeping difficulties, weight gain, impatience and anxiety (Hughes and 
Hatsukami 1986).

However, nicotine dependence is not limited to physiological processes and can 
be described as an interplay between “… pharmacology, learned or conditioned fac-
tors, genetics, and social and environmental factors…” (Benowitz 2010, p. 2295). 
Nicotine dependence can be assessed by questionnaires, for example the Fagerström 
test for nicotine dependence (Heatherton et al. 1991), or by biomarkers such as coti-
nine levels (Benowitz et al. 2009). Cotinine is released when nicotine is metabolized 
and can be measured in the blood, saliva or urine (Benowitz et al. 2009). These dif-
ferent types of measure tend to be correlated, although findings on the strength of 
the correlation are mixed (Muhammad-Kah et  al. 2011). Although not everybody 
who smokes cigarettes develops a physical dependence, heavy smokers and long-
term smokers are more likely to develop dependence (Donny and Dierker 2007). 
Relative to short-term smokers, long-term smokers are both more likely to be nico-
tine dependent and report that they are smokers in a survey, since they are more 
likely to smoke at a given point in time. From a population perspective, a larger pro-
portion of smokers is then indicative of a higher prevalence of nicotine dependence.

Graphical representations of the relationship between smoking behaviour and 
nicotine dependence typically include a feedback loop. Figure 1 is a simplified rep-
resentation of how this relationship is depicted in the medical literature. It illustrates 
that smoking and nicotine dependence are mutually reinforcing processes; nicotine 
dependence increases the individual propensity to smoke. This, in turn, leads to 
repeated exposure to nicotine and increases the risk of developing nicotine depend-
ence. Processes like these, where cause and effect form feedback loops, are some-
times referred to as reflexive processes.

Habitual smoking and the reproduction of social norms surrounding 
smoking

Several scholars have argued that rational decision-making processes typically do not 
characterize habitual behaviours, such as smoking (Cockerham 2005) and Delorm-
ier et  al. (2009) instead suggest Giddens’ structuration theory as a framework for 
understanding health behaviour. Giddens (1984) characterizes agency as a flow of 
conduct and cognition and conduct as intertwined, continuous and simultaneous 

Fig. 1  The reflexive relationship 
between smoking and nicotine 
dependence
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processes that cannot easily be separated. From this perspective, smoking may be 
interpreted as a habitual pattern that is continuously performed. This view of agency 
challenges the notion that agency consists of discrete actions that are outcomes of 
an internal decision-making process. In everyday life, individuals monitor their own 
and others’ actions. This forms a common tacit understanding of a given social situ-
ation. This knowledge conditions further agency and an unintended consequence of 
intentional agency is that it modifies these conditions (Giddens 1984). Individuals 
are knowledgeable agents, who apply this understanding creatively and can transfer 
their knowledge to new situations. Individual behaviour is then the process through 
which social norms are reproduced and permeated over time and space, and the 
process through which they change (Giddens 1984; Sewell Jr 1992). Giddens calls 
this the duality of structure: “the structural properties of social systems do not exist 
outside of action but are chronically implicated in its production and reproduction.” 
(Giddens 1984, p. 374).

There is ample empirical evidence that individual smoking behaviour is condi-
tioned by the smoking behaviour of peers (Seo and Huang 2012; Wellman et  al. 
2016). For example, Miething et  al. (2016) show that the propensity to smoke is 
higher when the individual has social ties to smokers, and that the propensity to 
smoke is proportional to the frequency with which the individual interacts with 
smokers (Miething 2014). Practices surrounding cigarettes and smoking become 
part of shared and individual identities (Tombor et al. 2013, 2015) and may provide 
the individual with a sense of belonging. This sense of identity and belonging can 
act as an incentive to smoke, especially so when smoking is common in the indi-
vidual’s network. In DiMaggio and Garip’s (2011) terminology, smoking possesses 
network externalities since “…its value to an actor depends on the number of other 
actors who consume the product or service or engage in the practice.” (DiMaggio 
and Garip 2011, p. 1891). From this perspective, smoking behaviour may be inter-
preted as both a mechanism producing and reproducing the social norms surround-
ing smoking in the social network.

Figure 2 depicts the relationship between smoking and social norms surrounding 
smoking in the social environment. Social norms are part of the conditions for indi-
vidual smoking behaviour. Smoking is a habitual pattern that is simultaneously an 
act of purposive agency and the revision and reproduction of social norms. Smoking 
behaviour is then related to social norms through a reflexive process.

Fig. 2  The reflexive relationship 
between smoking and social 
norms
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Habitual smoking, nicotine dependence and social norms as reflexive 
processes

The social environment and the development of physiological nicotine dependence 
simultaneously shape individual smoking behaviour. Repeated exposure to nicotine 
increases the risk for developing nicotine dependence. Individuals who are addicted 
to nicotine are more likely to smoke. Nicotine dependence may then be interpreted 
as an unintended consequence of smoking that in turn alters the conditions of fur-
ther agency. However, through monitoring processes, smoking also modifies social 
norms which are part of the conditions of further agency. Nicotine dependence 
and social norms surrounding behaviour smoking, then, constitute both precondi-
tions and consequences of individual smoking behaviour. Both nicotine addiction 
and social norms regarding smoking are related to individual smoking behaviour 
through mutually reinforcing, reflexive processes.

This similarity is further emphasized when considering how these processes are 
depicted graphically. Similarly to how the mutually reinforcing processes of smok-
ing and nicotine dependence are illustrated with feedback loops in the medical lit-
erature, Giddens (1984) illustrates the mutually reinforcing processes of monitoring 
of agency and conditions for individual agency using a feedback loop (see Giddens 
1984, p. 5). Figure 3 depicts both these feedback loops using one model, centred 
on individual smoking behaviour. The grey box signifies the broader social, cultural 
and institutional context. Individuals are engaged in a range of structures that exist 
at different levels, operate through different mechanisms and, sometimes, contra-
dict each other (Sewell Jr 1992). For example, while the social norms surrounding 
smoking in the network are conditioned by the smoking behaviour of the members, 
all individuals, regardless of their networks, are subjected to the same tobacco con-
trol policies and the norms that these express. The figure illustrates that individual 
agency is embedded in a context and performed using a physical body. Both social 
and physiological processes simultaneously enable and restrict the scope of agency.

Note that these processes are depicted as simultaneous and across a horizontal, as 
opposed to a vertical, line. Krieger (2008) argues that graphical depictions within the 
field of health inequality research perpetuate a limited understanding of the complex 
relationships between social processes and health (Krieger 2008). In both epidemiol-
ogy and sociology, graphical representations of individual and structural phenomena 

Fig. 3  The reflexive processes connecting nicotine dependence, smoking behavior and social norms
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are often depicted along vertical lines, implying that these processes are ontologically 
and temporally ordered. In epidemiology, the upstream–downstream metaphor is used 
to describe the difference between prevention and treatment. The metaphor describes a 
river in which there are upstream, or preventive, factors that either cause or prevent an 
individual from developing a condition and downstream factors, treatments, that come 
into play once the condition is developed (Krieger 2011). In the case of smoking, both 
norms and smoking behaviour are the upstream factors that lead to the individual devel-
oping nicotine dependence. Likewise in sociology, graphical representations of indi-
vidual behaviour and social structures, in this case social norms, the social structure, 
are represented on a vertical axis, with social structures above individual behaviour, for 
example Coleman’s (1994) boat. Giddens’ (1984) argument that the structural prop-
erties of social systems are not ontologically or temporally separated from individual 
agency can be extended to include biological processes taking place at a cellular level 
within the physical bodies of participating individuals. Contextual factors, for example 
tobacco control policies and societal norms surrounding smoking, are directly impli-
cated in individual agency through pricing, warning labels and designated non-smok-
ing areas. The representation in Fig. 3 places biological, behavioural and contextual 
factors on the same axis in order to illustrate that biological, behavioural and structural 
processes are integrated and simultaneous.

Why are those in lower social strata more likely to smoke?

So far, I have argued that individual smoking behaviour is reflexively related to 
social norms surrounding smoking in the social network as well as to physiologi-
cal nicotine dependence. The combination of social norms and nicotine dependence 
contributes to the persistence of smoking patterns within social networks. Since 
individuals tend to form social ties with others in the same social strata more often 
than with individuals in different strata (DiMaggio and Garip 2011; McPherson 
et al. 2001), these processes contribute to the persistence of differences in smoking 
behaviour between social strata. For example, Lorant et al. (2017) found that both 
network homophily and peer smoking status contribute to social inequalities in ado-
lescent smoking in six European countries. The combination of network homophily 
and nicotine dependence may then contribute to the persistence of social gradients 
in smoking but this does not in itself explain why social gradients emerge. In the fol-
lowing sections, I will seek to provide an account of why it is individuals in lower 
social strata who are more likely to smoke compared to those in higher social strata, 
rather than the other way around, specifically during the later stages of the cigarette 
epidemic.

Nicotine as a form of self‑medication

The medical literature describes smoking as a form of self-medication used to 
avoid nicotine withdrawal symptoms (Benowitz 2010; Dani and Heinemann 1996). 
Some stress-related disorders and nicotine withdrawal symptoms partly overlap, for 
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example irritability and anxiety (Kassel et al. 2003; Rosenthal et al. 2011; Sapolsky 
2004), as does parts of the physiological process of nicotine dependence and some 
psychiatric disorders, for example depression (Quattrocki et al. 2000). Smoking may 
then be a method for coping with stress and common psychiatric disorders.

The relationship between smoking and stress is complex and difficult to disentan-
gle. Smoking initiation, maintenance and cessation, as well as exposure to stressors 
and coping with stress, are processes rather than discrete events. Notwithstanding, a 
review by Kassel et al. (2003) reports that empirical studies have consistently found 
a link between stress and all stages of smoking. The release of dopamine, which 
is stimulated by nicotine, alleviates stress making smoking a viable option to cope 
with stress regardless of social strata. Individuals in lower social strata are, however, 
more likely to experience stress (Brunner 1997; Thoits 2006), for example through 
exposure to negative life events such as unemployment (Whelan 1994), financial 
strain (Shaw et al. 2014) and divorce (De Graaf and Kalmijn 2006), and experience 
more severe consequences (Pearlin 1989; Thoits 2006). Coping with stress requires 
access to material and non-material resources and smoking may be a more viable 
coping strategy for individuals with fewer resources, as cigarettes are comparatively 
cheap and accessible.

Depression and nicotine dependence involve overlapping physiological pro-
cesses that influence, among other things, the release of dopamine and serotonin 
(Quattrocki et al. 2000), and it is possible that cigarettes are sometimes used as self-
medication against depression and other psychiatric disorders. This may be an effec-
tive strategy. Cotinine, a substance that is released into the body when nicotine is 
metabolized, is both a biomarker used to indicate exposure to nicotine and an anti-
depressant (Benowitz et  al. 2009; Echeverria Moran 2012; Grizzell and Echever-
ria 2015). Smoking is more common among individuals with a psychiatric disorder 
including comparatively common disorders, such as depression and anxiety (Covey 
et  al. 1998; Fluharty et  al. 2016). Several studies that use Mendelian randomiza-
tion have found that a genetic predisposition to smoking does not predict depression. 
This indicates that there is no causal effect of smoking on depression (Taylor et al. 
2014). A persistent link between low social position, depression and mental health 
problems has also been reported (Lorant et  al. 2003), although it remains unclear 
whether the relationship between depression and low social position is causal (Reiss 
2013). The use of smoking as a form of self-medication for both stress and com-
mon psychiatric disorders may contribute to the emergence of a social gradient in 
smoking.

The social gradient in smoking cessation

While a majority of smokers intend to quit smoking (Siahpush et  al. 2009), most 
singular quit attempts are unsuccessful (West et  al. 2001). Despite most success-
ful quit attempts being unaided, the probability of remaining smoke-free after an 
unaided quit attempt has been consistently found to be around 3–5% (Cohen et al. 
1989; Hughes et al. 2004). When quitting smoking, the individual experience nico-
tine withdrawal symptoms. The first symptom is a desire to smoke which intensifies 
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over time (DiFranza et al. 2011). Eventually, the individual experiences discomfort 
in terms of  elevated stress, anxiety, irritability and sleeping difficulties (Benowitz 
2010; Dani and Heinemann 1996). These symptoms motivate a relapse. Most of the 
withdrawal symptoms peak sometime between the first day and the first two weeks 
after cessation (Piasecki et  al. 2002; Ward et  al. 1997), which is also when the 
majority of relapses occur (Hughes et al. 2004). After the first few weeks, relapses 
are more likely to happen as the result social or situational cues that activate nicotine 
cravings (Rosenthal et al. 2011). When a former smoker is in a situation in which 
they would previously have smoked a cigarette, associative or affective processes 
activate physiological processes resulting in the craving of a cigarette (Piasecki et al. 
2002).

Studies on smoking cessation generally find that smokers in higher social strata 
are, on average, more likely to quit smoking (Hiscock et al. 2012; Kotz and West 
2009; Reid et al. 2010), and are more successful in abstaining for longer periods of 
time (Hiscock et al. 2010; Marti 2010). Nicotine dependence constitutes a substan-
tial barrier to smoking cessation (Ussher et al. 2016) and it is possible that smok-
ers in lower social strata have a greater difficulty in quitting because of stronger 
nicotine dependence. Evidence from surveys as well as studies measuring biologi-
cal indicators of nicotine dependence have suggested that smokers in lower social 
strata are more heavily dependent on nicotine (Hiscock et al. 2012; Siahpush et al. 
2006). This finding is perhaps unsurprising since a higher smoking prevalence may 
indicate more long-time smokers (these are less likely to have quit at the point of 
measurement) and long-term smokers are more likely to develop nicotine depend-
ence (Donny and Dierker 2007). A higher prevalence of smoking and stronger nico-
tine dependence is then, at least in part, closely related phenomena observed at the 
individual and population level, respectively.

Both social support and material resources help individuals to quit smoking. 
Social and situational cues are likely more prevalent for former smokers in lower 
social strata, since there are on average more current smokers in their networks. 
Financial strain has also been found to be associated with lower probability to suc-
cessful cessation (Layte and Whelan 2008; Siahpush et  al. 2009), as has major 
depression (Glassman et  al. 1990). If smoking is used as a method to cope with 
stress or a psychiatric disorder, these conditions remain during the cessation attempt 
and make it more difficult to quit smoking. This could further contribute to the 
social gradient in smoking cessation since both stress (Brunner 1997) and psychiat-
ric disorders (Lorant et al. 2003) are more common in lower social strata.

Concluding remarks

In this article, I have argued that individual smoking behaviour, physical nicotine 
dependence and social norms surrounding smoking are related through a set of 
reflexive processes. Repeated nicotine exposure leads to physical dependence that 
in turn motivates the individual to smoke and the social norms surrounding smoking 
in the social network are continuously reproduced and modified as individuals con-
verge or diverge from them. The reflexive relationships between individual smoking 
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behaviour, nicotine dependence and social norms highlight the importance of the 
physical body in any account of individual agency. Individual agency is not only 
conditional on the external physical and social environment, but also the physiologi-
cal properties and processes of the body. Social norms are produced and reproduced 
through individual agency. Similarly, the physiological make-up of the body is con-
tinuously shaped by individual agency. This can in turn both enable and restrict the 
scope of prospective agency. From this perspective, social structures and physiologi-
cal processes are simultaneous and integrated in an ongoing process of reproduction 
and change.

The aim of this article was to develop a framework for understanding why a 
social gradient in smoking tends to emerge and persist in later stages of the cigarette 
epidemic, integrating perspectives from both social sciences and medicine. I identi-
fied that the combination of an unequal distribution of material and non-material 
resources, social homophily and the addictive and antidepressant properties of nico-
tine may contribute to higher smoking rates in lower social strata relative to higher 
social strata. These factors are not context-specific and may promote the emergence 
and persistence of social gradients in smoking regardless of culture, level of eco-
nomic development and tobacco control policies.

Smoking is the subject of extensive research in several scientific disciplines but 
studies tend to focus on different factors depending on the disciplinary focus. Highly 
specialized studies provide detailed and crucial knowledge on the specifics of nico-
tine dependence, individual behaviour or social norms but if these aspects are not 
considered together, the complexity of smoking may be underestimated. Further-
more, if tobacco control policies are designed based on a simplified understand-
ing of smoking, for example considering smoking as either a medical problem or a 
moral one, policies may be less effective or have unintended consequences. Future 
studies should adapt a transdisciplinary approach and consider the combination of 
physiological and social processes surrounding smoking and other behavioural risk 
factors, for example excessive alcohol use and obesity. Doing so will promote a 
more comprehensive and nuanced understanding of the social patterning of health 
behaviours.
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