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Just over 10 years ago López et al1 published their
epidemiological model which outlined the stages a
population went through after the introduction of
smoking. The model attracted a lot of interest as it
revealed, among other things, how the smoking
epidemic spread through the population according to
gender, and indicated the health consequences for both
sexes. It is worth remembering, at this point, the
difference between the terms sex and gender. Gender is
a cultural concept2 influenced by social context, while
sex is determined biologically. You are born with your
sex; you become your gender. Well, there has been a
definite gender component to women’s smoking which
must be acknowledged in order to understand the recent
past and immediate future. 

Women started smoking later than men, the adoption
of the habit being conditioned by sociocultural factors
related to entering the workforce and the equal rights
movement, aspects widely and cleverly used by the
tobacco industry.3-5 One example is enough to
demonstrate this: in a carefully calculated move towards
the end of the 1960s, Philip Morris launched a brand of
cigarettes targeting women, the slogan of which was
“You’ve come a long way, baby,” relating smoking their
product with the whole women’s liberation movement of
that decade.6 In Spain, in the 1970s, the tobacco industry
not only used the message of equality in tobacco
advertising but also launched brands for women at a
lower price.7,8 This strategy, together with social
advancement and greater purchasing power, helped
spread the epidemic among Spanish women. 

Nowadays, 27% of women smoke in Spain—but that
statistic is deceptive because it includes all age-groups.
Precisely because of the influence that social context
has (and has had) on women taking up smoking, barely
2% of Spanish women over 65 years of age smoke,
while 43.5% of women between the ages of 25 and 44
do.9 Another indication of the influence of the social

context is the marked difference in smoking prevalence
among women from developing countries (8%) and
developed countries (15%-22%) where prevalence can
be greater than among men.5,6

The epidemiological model of López et al1 also
shows that health consequences of smoking occur later
in women, who have not been smoking for as long.10

These gender differences have meant that smoking-
caused diseases have been mainly a man’s problem
until recently. For some time it was even thought that
women could have some kind of immunity or protective
factor against smoking-related diseases, given the low
prevalence of such diseases among women.

Indeed, the fact that smoking-related diseases have
largely affected men and that women were suspected of
being immune has also been exploited by the tobacco
industry. Once the tobacco industry had managed to
make smoking popular among women, using freedom
and independence as advertising messages, they launched
light brands as a healthier option, also targeting
women.11,12 European legislation banning tobacco
products from being labeled light has standardized the
products offered to men and women again. In any case,
patterns of consumption are different between men and
women. Most studies report that women smoke fewer
cigarettes per day and have a lower degree of
dependence.13-15 All this has contributed to the idea that
women are low-risk smokers. Nothing could be farther
from the truth, according to research in countries where
women have been smoking for years. 

Most epidemiological studies performed in the 20th
century showed that diseases such as lung cancer or
chronic obstructive pulmonary disease (COPD) were
almost exclusively found in men. The situation has
changed, however. Smoking prevalence among women
has increased in developed countries and this has
brought about changes in disease patterns.16 Lung
cancer has changed from being a man’s disease in the
20th century to being what has been defined as a
contemporary epidemic among 21st century women. In
the United States of America, where women started
smoking before women in Spain, the mortality rate for
lung cancer has increased 600% in the last 50 years.17

As a result of this rapid increase, lung cancer has
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become the primary cause of death from cancer among
US women, and, since 1987, more women have been
dying of lung cancer than of breast cancer.18,19 As in
men, most lung cancer in women  is caused by smoking
(85%-90%).17

Agreement has not been reached over whether women
are more susceptible to developing lung cancer20,21

although a recent study concluded that the risk is the
same given the same level of exposure to tobacco
smoke.22 However, there are important differences
within the disease itself: adenocarcinoma is much more
frequent in women and women appear to have better
survival rates after surgical resection performed in initial
stages.18 Given that most studies on prevention and early
diagnosis of lung cancer have excluded women, this
question requires further investigation.18

Regarding COPD, most studies in the past have
shown greater prevalence and mortality rates among
men.23 Although many studies have demonstrated that
women are more susceptible to the effects of tobacco
smoke on lung function,24 the role of sex as a risk factor
for COPD is uncertain.25 The latest research from
developed countries indicates that COPD prevalence is
almost the same in men as in women, probably
reflecting changes in smoking habits.25 In countries like
Canada, COPD is already more common among women
aged 55 to 74 years old.26 All this leads to the
conclusion that COPD, like osteoporosis, will become
an older women’s disease.27

Nevertheless, for most doctors the term COPD still
evokes the image of an elderly, dyspneic man who
smokes. This has contributed to the evident gender bias
whenever obstruction is present in women patients. Bias
has manifested in clinical practice as a reluctance to
diagnose COPD, with the corresponding consequences.28

This gender bias in diagnosis is not limited to respiratory
diseases and has been cited by other authors in relation to
other smoking-related diseases such as myocardial
ischemia.29,30

In Spain, the prevalence of COPD is 14.3% in men
and 3.9% in women.31 In the epidemiological model of
Lopez et al,1 these figures are consistent with stage 3
where Spain is currently situated. At that stage
prevalence starts to decrease among men and peaks
among women, and health consequences of smoking-
related diseases are found mainly in men. In Spain, lung
cancer continues to be the main cause of smoking-
related death in men but it is already the second
smoking-related cause of death in women after COPD,
having overtaken cerebrovascular disease.32

Recent epidemiological studies have shown that while
smoking is progressively decreasing among men, it
continues to increase among women.33,34 For the first
time, Spain, like other industrialized countries such as
USA, Denmark, Germany, and Canada, has more female
smokers than male smokers in the 16 to 24 age group
(43% compared with 41%).6,9 The now classic mortality
studies carried out in Spain show, for the first time, a
sharp increase in smoking-related deaths in women at the

end of the 20th century.35 For years, interest in smoking
among women centered around the consequences for
fertility.36 Although pregnancy is important without
doubt, concern for the relation between smoking and
women’s own health is unfortunately coming to the
forefront.

Nowadays it is obvious that equal rights mistakenly
brought with it equal habits of consumption. If women
smoke like men they will become ill like men.
Prevention and control campaigns targeting women are
urgently needed to reduce the consequences of the fatal
attraction of nicotine. 
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