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INTRODUCTION
In France, 28.8% of the population smoke tobacco daily (Andler et al., 2016). Within
OECD, France has the 8th highest prevalence of daily smokers among people aged 15 and
over (OECD, 2017). Furthermore, while other OECD countries have seen their prevalence
reducing consequently over the last decades, as for instance Sweden (13.6 points decrease
between 1990 and 2014), United Kingdom (11 points decrease between 1990 and 2013) or
United States of America (15.2 points decrease between 1990 and 2014), the French
prevalence is reducing slowly (5.6 points decrease between 1989 and 2014) (OECD, 2017).
Tobacco is associated with numerous negative consequences on health, among females and
males on almost every organ, and across all age of life (‘Health Consequences’, 2015). In
2010, an estimated 78 000 deaths were attributable to tobacco smoking in France,
representing 14% of the total mortality (Ribassin-Majed & Hill, 2015). This sets tobacco as the
first cause of avoidable deaths in France.
The French government has started to regulate tobacco smoking in 1976 and is adding
new regulations regularly. These laws and policies are a combination of tobacco advertisement
and sales restrictions, smoke-free laws and price increases. Since the years 2000, the French
agency responsible for public health (INPES, then Santé Publique France) has promoted
tobacco cessation through yearly information campaign (INPES, 2012). Each time, they have
targeted different type of people (smokers, non-smokers, pregnant women, children, etc.) and
had different objectives: information about the risks attached to tobacco smoking and secondhand smoking, the reasons and the tools to quit, the influence of tobacco industries, etc. In
2014, realising the severity of the tobacco epidemic in France, the first national tobacco control
plan (PNRT) was created with the goal to decrease the tobacco prevalence by 10% by 2019
and to lower this prevalence under 20% by 2024. To reach this goal, three specific objectives
have been set: to protect young people from tobacco and prevent them to start smoking; to
help current smokers to quit; and to act upon the tobacco economy to reduce the tobacco
smoking prevalence. It is in this context that all 2016 policy evolutions took place. In January,
the authorisation to prescribe nicotine replacement therapy has been extended to nurses and
physiotherapists. Moreover, the national insurance system is now reimbursing 150 euros per
year per person for nicotine replacement therapy against 50 euros before. In May 2016, the
plain packaging has been introduced. Finally, in October and November 2016, a national massmedia campaign called “Moi(s) sans tabac” (MST) was launched by Santé Publique France to
encourage French smokers to quit tobacco during the month of November.
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“Moi(s) sans tabac” concept and strategies
“Moi(s) sans tabac” is inspired from the English campaign Stoptober (Brown et al., 2014).
Like Stoptober, “Moi(s) sans tabac” is based on the PRIME theory of motivation and is
designed to counter five ideas about tobacco cessation. “Moi(s) sans tabac” proposes smokers
to quit for at least a month, increasing their chance to stop for good by five times (West &
Stapleton, 2008). This challenge is an important element of the communication strategy. It is
designed as a SMART (Specific, Measurable, Achievable, Realistic and Time-bound) goal to
circumvent the fear to fail to quit. All previous tobacco campaigns in France were based on
information about risks, aiming at creating fear or disgust for tobacco, to motivate people to
stop smoking or not to start smoking. This type of campaign is called a “push” campaign.
“Moi(s) sans tabac” is a “pull” campaign. Rather than focusing on the risks of smoking, “pull”
campaigns put the emphasis on the benefits of quitting tobacco; the communication strategy
is based on a positive and engaging tone. To counter the argument “I am waiting for the right
time to stop”, “Moi(s) sans tabac” gives smokers a date to start quitting. Based on the theory
of social contagion, the challenge of quitting together is designed to modify the environment to
create spaces supportive of quitters. This decreases the fear of being lonely, or unsupported
in an environment where the social norm is permissive to smoking. In addition, the creation of
communities of quitters and supporters was encouraged on a wide range of communication
channels, for instance with dedicated Facebook and Twitter pages. One objective of the
campaign was to remind people of existing cessation tools (quit call line “39 89”, website “tabac
info service”) and of new tools created for “Moi(s) sans tabac” (quit kits, e-coaching mobile
application). The variety of tools (call line, paper-based documentation, website, and mobile
application) is an asset to reach all people.
A mass media campaign (TV, radio, posters, Web, Facebook) was implemented at the
national level. To incentivise smokers to quit tobacco, a network of regional ambassadors were
missioned to encourage associations, hospitals, industries, etc. to organise local “Moi(s) sans
tabac” events. Ambassadors had five missions: to identify local actors who may be interested
in organising an event; to encourage local actors to get involved and introduce to them the
“Moi(s) sans tabac” concept and its tools; to support them in the creation, implementation and
evaluation of their action; to set up a steering committee with the regional health agency; to
give feedback to Santé Publique France about all local “Moi(s) sans tabac” events. In order to
assure this reporting, ambassadors had to fill in a database called OSCARS. The result of the
reporting in OSCARS is analysed in addition of several other source of information (number of
registration to “Moi(s) sans tabac”, number of e-coaching mobile application download, number
of calls to the quit line during the campaigns, etc.) to create one “Moi(s) sans tabac” fact sheet
per region. They will give an overview of what happened at the regional and local level and will
be a tool to convince organisations to engage in “Moi(s) sans tabac” 2017.
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In 2016, “Moi(s) sans tabac” objective was to generate quitting attempts without
increasing social health inequalities, or even better, while reducing these inequalities. Based
on the tobacco epidemiology in France for different subgroups of the population and on
sociological theories, the team defined a polymorphic target population to reach those with
socioeconomic difficulties. Unemployed people, manual workers, people with no diploma,
people in detention, etc. were part of this target group. National strategic partnerships were
developed, for instance with Arcelor Mittal and Pôle Emploi to reach respectively manual
workers and unemployed people. Furthermore, the smoking cessation tools (free, paperbased, online, mobile app, etc.) were designed to enhance accessibility for this population. In
addition, Santé Publique France designed the media campaign to reach specifically people
from these subgroups. They strategically bought media spaces with an overrepresentation of
low socioeconomic groups in the audience. Ambassadors were encouraged to write and report
to the national team a list of possible local actors working with these target groups. An impact
evaluation of the campaign on the different socioeconomic groups is currently ongoing. For the
next “Moi(s) sans tabac”, the national team aims at generating quitting attempts and reducing
social health inequalities in terms of tobacco prevalence in France.

Social and territorial health inequalities in terms of tobacco smoking
prevalence
In France and in many countries, reducing social health inequalities seems to be a
priority. However, the gap between political will and the implementation of actions is important.
If life expectancy at age 35 has continuously increased for all socioeconomic groups in France
since WW2, people live longer when at the top of the social scale than at the bottom (Blanpain,
2011). Moreover, regardless of their sex, people from higher social class live without disability
longer than people from the lower end of the social gradient (Blanpain, 2011).These
inequalities have been quite stable for the last 25 years (Blanpain, 2011). While other
European countries have seen these inequalities reduced, France seems to lag behind and
this raises the question of French policy effectiveness (HCSP, 2009). At the same time, the
gap between European countries is encouraging and shows that reducing social health
inequalities is feasible.
Social health inequalities are defined as differences in the health status of individuals
which are “systematic, socially produced (and therefore modifiable) and unfair” (Whitehead &
Dahlgren, 2006, p.2). In other words, they are “not distributed randomly, but show a consistent
pattern across the population”, they are not fully determined by biological rules, and they are
deemed unfair by the population according to the common understanding of justice (Whitehead
& Dahlgren, 2006). The HCSP raised several points about the definition of fairness. On the
one hand, systematic differences are not automatically unfair. For instance the difference in
3

strength on average between men and women is not deemed unfair because it is socially
accepted as a biological difference. On the other hand, some biological differences are
deemed unfair. For instance, people born with a handicap or a genetic disease may receive
governmental aids over the course of their life because their situation is deemed unfair by the
society. Last but not least, the definition of what is fair may change over the course of history
and change from country to country.
The WHO considers unfair any social health inequalities that could be avoided by political
measures. This definition is based on the idea that health is the right for any human to fulfil
his/her potential in life (HCSP, 2009; Whitehead & Dahlgren, 2006). This is echoing the Ottawa
Charter definition of health as a resource enabling humans “to identify and to realize
aspirations, to satisfy needs, and to change or cope with the environment” (WHO, 1946). In
France, human health protection is part of the 1946 and 1958 Constitutions and the principle
of social health inequalities reduction is written in the public health law of 2004 (HCSP, 2009).
This leads to the notion of responsibility and requires a discussion about the individual and
collective (governmental, societal, etc.) parts of responsibility for one’s health. According to
Rawls and Dworkin, it is fair that a smoker who choose not to have a complementary insurance
covering for lung cancer treatment assumes the financial consequences of a lung cancer
caused by smoking, assuming that this person’s behaviour results from his/her free choice
(HCSP, 2009)1. However, individual behaviours are influenced by a multitude of social, political
and cultural determinants.
Determinants of health were modelled by Dahlgren and Whitehead in 1991. The model
shows five layers of determinants from proximal to distal: age, sex and hereditary factors;
individual lifestyle factors; social and community networks; environment, living and working
conditions; and structural socioeconomic, cultural and environmental conditions. Each layer of
determinants influences the other layers. Smoking, for instance, is influenced by education, by
age, by public policies, etc. Not only social determinants play a role during the lifespan of a
person, it is also a key determinant in the life of this person’s offspring. The life-course
perspective is defined as the single and combined impact of factors on someone’s health at all
stages of life (before conception to death). The life-course perspective brings two new
dimensions to the notion of social determinants of health. First of all, a person’s level of
vulnerability to an exposition is function of the life cycle; this is called the window of
vulnerability. Early expositions in life generally have a greater impact on health than late
expositions, but other specific stages of life making humans vulnerable exist. Secondly,

1

« Pour Rawls et Dworkin, la responsabilité individuelle peut justifier des désavantages en santé, lorsque
l’individu subit les conséquences de ses choix, même s’il les regrette. Par exemple, l’égalité des chances serait
tout à fait compatible avec un système qui ne prendrait pas en charge le cancer des poumons d’un fumeur non
assuré, si fumer et ne pas s’assurer dans le passé étaient l’expression de son libre choix. » (p.25)
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determinants’ effect cannot be added independently from one another. Often determinants
combine and the effect of each is modified by the set of others. Revenue is a very good
illustration of the notion of life-course. As shown in the NCDS cohort study, parents’ revenue
influences living conditions of the pregnant women, impacting the baby’s biological system.
Later, parents’ revenue influences the child’s education. This will define his/her occupation and
thus his/her revenue. Revenue will impact his/her socioeconomic position in society. Hence,
studying and evaluating the impact of determinants and interventions on social health
inequalities is very important, especially if the population studied includes young parents or
pregnant women from a disadvantaged background.
Another important dimension of social health inequalities is the geographic distribution
of socioeconomic determinants on a territory. Chaix and Chauvin (2003) found that social
determinants are not randomly distributed on the territory. For instance, people at the bottom
of the social scale tends to live in more polluted areas than people at the top. Three lessons
from these authors should be highlighted. First of all, people from a low socioeconomic
backgrounds tend to smoke more than people from a high socioeconomic background; and
people tend to move to areas where people with the same socioeconomic characteristics lives.
Thus, a high tobacco prevalence on a territory is a good proxy to define the socioeconomic
level of a territory. Secondly, in disadvantaged neighbourhoods, the quality of the environment
(access to sports facility, or healthy food) and the incidence of stress factors tends to be worse
than elsewhere. This creates a favourable environment for tobacco smoking, as stress is often
expressed as the main reason for smoking. Finally, this creates a favourable social norm for
smoking that has the potential to impact any people living in this area regardless of their
socioeconomic background. Inhabitants from low and high socioeconomic backgrounds will be
more likely to start smoking and it will be more difficult for them to quit smoking than people
from the same socioeconomic background living in a more favoured territory. Social
determinants are not randomly distributed on the territory and their distribution influences
people living in this territories. Hence, it is important to analyse the distribution of social
determinants within territories and by territories.
Smoking is at the same time a determinant of health and a behaviour determined by
many other factors. Education, income, working status, occupational status, main sector of
activity and sex are six determinants presented below playing a role in the smoking prevalence
among many. Since 2000, social health inequalities in terms of tobacco prevalence have been
increasing (Pasquereau et al., 2017). People with no diploma smoked more in 2016 than in
2010 (34.0% vs. 38.9%, p<0.05), and people with a secondary diploma or higher smoked less
in 2016 than in 2010 (23.0% vs. 21.1%, p<0.05). This is also true with the income variable (for
the lowest tercile 35.2% vs. 37.5%, p<0.05; for the highest tercile 23.5% vs. 20.9%, p<0.01).
The trend of tobacco prevalence and working status has been stable between 2010 and 2016,
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with a gap of almost 10 points between unemployed and employed people (49.7% vs. 30.6%).
As shown in these figures, prevalence is systematically the highest among people with the
lowest socioeconomic status. Moreover, tobacco prevalence follows the social gradient for
each of these three variables. The prevalence of daily tobacco smoking also follows the
gradient of occupational categories. The prevalence is the highest among manual workers
(47.0%), followed by small employers and own account workers (40.1%), employees (36.3%),
intermediate occupations (30.1%), managerial and professional occupations (24.6%), and
finally farmers (19.6%) (Guignard et al., 2013). Some social health inequalities can also be
highlighted according to the type of occupation (Beck, 2012). People working in the
construction sector (43.8%, p<0.001), in the wholesale and retail trade sector (38.4%,
p<0.001), and in the accommodation and food services activities (44.7%, p<0.001) have a
higher prevalence than other type of occupation. Conversely, people in the information and
communication sector (26.8%, p<0.01), in the public administration and defence sector
(28.4%, p<0.001), in the education sector (23.4%, p<0.001), and in the human health and
social activities sector (30.0%, p<0.001) have a lower tobacco smoking prevalence than other
type of occupations. It is important to notice the role of the variable sex. For instance, 90% of
people working in the construction sector are men and women working in this sector do not
smoke more than women working elsewhere. Moreover, the proportion of deaths attributable
to tobacco varies according to the social status, the level of education or the neighbourhood
income (David, Esson, Perucic, & Fitzpatrick, 2010). Several studies across the globe have
shown similar trends (David, Esson, Perucic, & Fitzpatrick, 2010; Palle, 2015). Therefore, there
are proofs that smoking is not distributed randomly but shows a consistent pattern across the
population (Whitehead & Dahlgren, 2006).
The question of the individual responsibility in this behaviour remains. Are disadvantaged
people smoking more because of their free choice or is their behaviour determined by their
position in society? Kotz and West (2009) found that disadvantaged people have on average
a higher consumption of tobacco, which leads to a stronger dependence. Furthermore, the
prevalence of tobacco smoking is higher in their environment, reinforcing a favourable social
norm for tobacco smoking. In addition, their working and living conditions are more likely to
generate stress. Stress being often expressed by smokers as the main reason for their
smoking behaviour. Kotz and West (2009) also found that disadvantaged people are as likely
to be willing to quit, but they are more likely to fail to quit. The above factors explain partly this
difference, but other authors brought new perspective to understand the higher prevalence of
tobacco smoking among disadvantaged people. According to Bricard et al (2015) a low level
of literacy may prevent people from understanding prevention messages or having access to
this information. Peretti-Watel and Constance (2009) demonstrated that messages coming
from national organisations were less likely to be heard and accepted by these smokers.
6

People with a low socioeconomic status may encounter financial difficulties to quit smoking
(the 150 euros reimbursement may not be sufficient for a strong dependence) (David et al.,
2010). Cessation attempts and successes are also connected to the geographic distribution of
services. Hence, if smoking is a choice, it cannot be considered only as the result of a free
choice, especially when talking about disadvantaged smokers.
To reduce these inequalities, several approaches have been developed which can be
divided into three main categories: the targeted approach, the universal approach and the
proportionate approach. They are all three described in Guichard and Dupéré (2017). A
prevention programme within the frame of the first approach would propose specific services
or more information to a “high-risk” or “most-at-risk” population. While this approach allows
being very cost-effective with specifically designed programmes, it also contributes to the
stigmatisation of these groups and their behaviours, and may lead to focus on the individual
responsibility rather than on the causes of the situations. Several prevention programmes have
shown encouraging results for the reduction of tobacco smoking among disadvantaged
population, such as the project CLIQ (Community Link to Quit), OPT-IN (Offering Proactive
Treatment Intervention), etc. (Guignard, Nguyen-Thanh, Delmer, & Arwidson, 2016). On the
other hand, universal prevention programmes are designed for the general population, making
everybody equal regardless of their socioeconomic status. While this approach contributes to
improve the global population health with no stigmatisation, allowing the work on the social
determinants for all, it tends to benefit more to people in a favourable social position, thus
increasing social health inequalities. This trend has been confirmed with the implementation
of tobacco control policies in 2009. The price increase combined with prevention campaign, in
addition to the reimbursement of nicotine-replacement therapy, increased social health
inequalities in terms of tobacco prevalence (Guichard & Dupéré, 2017). The last approach is
a combination of the first two. It aims at proposing an intervention for all but adapted in intensity
or in nature to sub-groups of the population based on the barriers they encounter. While this
approach is theoretically sound, it is in practice very difficult to implement. Indeed, it
necessitates to define the population most in need, their barriers, the appropriate interventions,
etc. The target population may be the population for which the health indicators are the worse,
it may be the population for which the benefits will be the greatest (such as children) or the
population with the most economic difficulties to access services, etc. All of these approaches
tend to focus on a single cause, often a proximal cause, and forget to integrate the
interdependence of all causes in their programme. Few programmes have shown positive
results regarding the reduction of social health inequalities in terms of tobacco prevalence.
Thus, the evaluation of existing tobacco prevention programmes is important to improve
knowledge about evidence-based programmes which reduce social health inequalities.

7

OBJECTIVES
To contribute to the aim of generating quitting attempts while reducing social health
inequalities, this paper presents the result of an exploratory investigation to assess the
distribution of local Moi(s) sans tabac actions according to the different groups of the
population. It will review what happened at a regional level during the campaign “Moi(s) sans
tabac” in 2016, and analyse the data available through the lens of social and territorial
inequalities. This work could bring new information to national and regional decision-makers
involved in “Moi(s) sans tabac” and will help them to adjust their strategies for 2017. Moreover,
testing a model for the analysis of social and territorial health inequalities on the data collected
in 2016 will orientate the evolutions brought to the data collection for 2017. Finally, this analysis
model is a first step towards the impact evaluation of the regional implementation of “Moi(s)
sans tabac” on social and territorial health inequalities.

METHODS
A case study of the French region Provence-Alpes-Côte d’Azur
The choice of the regional level to analyse local actions steamed from two principles.
First of all, since 1990s, regions have the responsibility to decide and implement public policies
in regards to health in order to adapt the national programmes to the specificities of each region
and within them. The regional agencies for health (“ARS”) were created in 2009 for this
purpose. ARS worked with local ambassadors for the implementation of “Moi(s) sans tabac”
campaign in each region. Secondly, the regional level matches the scope of action of ARS,
ambassadors and local actors. The region Provence-Alpes-Côte d’Azur was chosen for this
analysis because of the good quality and quantity of data. The PACA ambassador added 230
actions to the database OSCARS respecting the filling instructions; the level of details is good
enough to be able to understand each action.
PACA is the third most populous region in France. Most inhabitants live in dense urban
areas on the seashores (80% vs. 60% at the national level) but the territory also has mountains
and plains. The population is older than the national average, more than 30% of the population
is aged 60 or above. The average income level per household is quite high compared with the
national average but the regional proportion of people living below the poverty line (17% vs.
14.5% in France) ranks third among French regions (Joseph & Rivière, 2016; Trugeon,
Thomas, Michelot, & Lémery, 2010). This is explained by the intensity of poverty in PACA: The
rate of unemployment is higher than at the national level (14.6% vs. 13.6%) (INSEE, 2016b).
Within PACA territorial inequalities exist, the department of Hautes-Alpes is often advantaged
while the department of Vaucluse is often disadvantaged (INSEE, 2016). One of the six ARS
priorities in PACA is to reduce social health inequalities in terms of access to care. They aim
8

at improving access to care for people with a handicap, people socially or economically
disadvantaged (ARS PACA, 2016). Finally, it is important to notice that the daily tobacco
prevalence in PACA region is 1.1 points higher than the national average (29.9% vs 28.8%)
and that smokers in PACA are more likely to be willing to quit than in the rest of France (OR
1.35, p<0.05) (Berthier et al., 2016).

The territorial approach, a quantitative approach
The territorial approach is based on the analysis of four maps created with the R
software. In the table below is the list of indicators and variables used to create the maps. The
communal and the intercommunal levels were chosen for these maps to be able to compare
the different indicators. The French deprivation index (FDep) used to take into account social
determinants in this analysis has only been validated and published for the communal level
(Rey, Rican, & Jougla, 2011). Furthermore, the quality of life indicator (Durieux, Joutard, &
Terseur, 2017) is calculated at the intercommunal level, called “EPCI”2. The communal level
for the population density was chosen to capture the differences within an EPCI. However, the
intercommunal level (“EPCI”) was preferred to represent the number of MST actions per
inhabitants. It represents better than the communal level the possibility for an inhabitant to
have been impacted during his/her daily life.
Table 1: Territorial approach: variables names and sources by indicators for each map

Maps title
Intensity of “Moi(s)
sans tabac actions
per EPCI in the
PACA region

Population density
per commune in the
PACA region

French deprivation
index per commune
in the PACA region

Variables name
EPCI shape file and
number of inhabitants
per EPCI
ID
Commune where the
intervention took place
Communes shape file
and commune surface
Number of inhabitants
per commune
Median income per
household
Proportion of people
with at least a
secondary diploma
among inhabitants
Proportion of manual
worker among
inhabitants

Data sources
and dates
IGN-GEOFLA,
2015; INSEE,
2012
Database
OSCARS,
extracted the
20th of May 2017
IGN-GEOFLA,
2015
INSEE, 2014

FDep13,
INSERMCépiDC, (Rey et
al., 2011)

Indicators

Number of MST
actions per inhabitants
per EPCI

Population density per
commune

Quintiles of the French
deprivation index
adjusted on the
population per
commune

2

« Etablissement public de coopération intercommunale », an EPCI is a group of communes developing projects
together, establishing uniform policies and sharing resources within their communes.
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Six different level of
quality of life in the
EPCI of the region
PACA

Proportion of
unemployed people
among inhabitants
Combination of 49
indicators
representative of 14
dimensions

INSEE, (Durieux
et al., 2017)

Quality of life per
EPCI

The population-based approach, a qualitative approach
The population approach is based on the analysis of the data extracted from OSCARS.
The data set was extracted on May the 20th 2017. This database includes only what
ambassadors filled in. Thus, this database is not representative of all local actions, which may
or may not have been included by the ambassador. The number of actions has been calculated
according to the following rule (which was given to ambassadors): one action is defined by one
objective and one targeted population. If two actions with the same local actor have similar
objectives and targeted populations they were considered as one observation (even if the
location of the intervention was different). However, one observation was divided in several
observations if it included several targeted populations and objectives. A total of 170 actions
were thus included in this analysis. All actions were checked for coding mistakes and recoded
to obtain a coherent set of data, comparable with other regions. For instance, “hospital” in the
variable “Name of the local actor” was systematically coded in the variable “Type of local actor”
as “Healthcare facility”.
OSCARS includes 35 variables, of which only six will be used for this analysis. A list of
the variables used can be found below.
Table 2: Population-based approach: variables names, types and definition by indicators.

Variables
name
ID

Population

Variables type and definition

Indicators

[Quantitative discrete] Single identifying number
attributed to each action

Intensity of action per

[Categorical nominal] Category of people

categories of

impacted by the intervention (Example:

population

“Adolescent (aged 13 to18)”)
Objectives
Description

[Free field] General and specific objectives of the
intervention
[Free field] Description of the intervention
[Categorical nominal] Category of intervention

Action type

(Example: “Communication, information,

Nature of action per
categories of
population

sensitisation”)
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Sub-categories within the existing categories of population in OSCARS were created
to better be able to capture the social differences. Actions targeting employed people were
distributed into sub-groups according to the French industry classification NAF 2008 v2 – 38
(see box 1 below). The NAF codes were attributed to each action targeting employed people
according to the main activity of their employer. NAF codes are freely available online and can
be found with the name and location of the industry. Four targeted population could not be
classified according to the NAF because of a lack of precision on the sector of activity. INSEE
produces a table of conversion for the different version of the NAF. The second version of NAF
2008 with 38 categories was used to be able to use the work of Vinck (2014) which gives the
proportions of employed people in each occupational category and a description of risk
exposure for each of the 38 NAF 2008 v2 categories. In addition to the analysis of tobacco
prevalence by sector of activity (Beck, 2012), the category “employed people” was divided in
6 sub-groups representatives of the main sector of activity that “Employed people” worked in:
human health activity (QA); Public administration and defence; compulsory social security
(OZ); Residential care and social work activities (QB); Industries with less than 50% of manual
workers (GZ, IZ, HZ, JC and SZ); Education (PZ); and Industries with more than 50% of manual
workers (NZ, CG, CL and FZ). The limit of 50% of manual worker has been set arbitrarily to
have at least a minimum of actions within the category.
Box 1: NAF 2008 v2 – 38 categories (codes and names) (INSEE, 2016)

CG: Manufacture of rubber and plastics products, and other non-metallic mineral products
CL: Manufacture of transport equipment
FZ: Construction
GZ: Wholesale and retail trade; repair of motor vehicles and motorcycles
HZ: Transportation and storage
IZ: Accommodation and food services
JC: IT and other information services
NZ: Administrative and support service activities
OZ: public administration and defense, compulsory social security
PZ: Education
QA: Human health activity
QB: Residential care and social work activities
SZ: Other service activities
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RESULTS
Based on the report of local “Moi(s) sans tabac” actions in the region Provence-AlpesCôte d’Azur in 2016 and data about socioeconomic determinants of health, this thesis first
presents the result of the analysis by localisation. Then, it will focus on the analysis of data for
different type of population sub-groups.

Territorial approach
All departments of the region Provence-Alpes-Côte d’Azur were impacted by “Moi(s)
sans tabac” actions. However looking at a smaller scale, no MST actions were organised in a
majority of EPCI (51 versus 31).
Figure 1: Intensity of « Moi(s)
sans tabac actions per EPCI in
Provence-Alpes-Côte d’Azur

Actions were mainly organised where the population density is high, on the seashores
where are the most populated cities such as Marseille, Aix-en-Provence, Nice and Toulon, and
along the major roads3. EPCI with 10 actions or more per 100 000 inhabitants happened on
the less populated parts of the PACA region. The intensity of “Moi(s) sans tabac” actions
(number of action per inhabitant) seems to be inversely associated with the population density.

3

An additional map of PACA can be found in the Annex section (p.31), with the main cities, highways, etc.
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Figure 3: Population density
per commune in ProvenceAlpes-Côte d’Azur

Figure 2: French deprivation
index (FDep13) distributed
per quintile adjusted on the
population, per commune of
Provence-Alpes-Côte d’Azur

No clear pattern emerges from the observation of the distribution of “Moi(s) sans tabac”
actions and the French deprivation index map. “Moi(s) sans tabac” seemed to have happened
on all territories regardless of their inhabitant’s socioeconomic status. However, the two pie
charts below show that MST actions happened more often on advantaged territories than
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disadvantaged ones. Figure 4 shows the distribution of actions by quintiles of deprivation.
Figure 5 shows the distribution of PACA inhabitants by quintiles of deprivation.

9%

French
deprivation
index (FDep13)
per quintiles

13%

7%
14%

12%

Q1 The most
favoured
Q2

French
deprivation
index (FDep13)
per quintiles
19%

Q1 The most
favoured
Q2

10%

Q3

Q3

22%

Q4
57%

Q4

37%
Q5 The most
deprived

Q5 The most
deprived

Figure 5: Population distribution per deprivation
index quintile in Provence-Alpes-Côte d’Azur

Figure 5: Distribution of « Moi(s) sans tabac »
actions per deprivation quintile in ProvenceAlpes-Côte d’Azur

While respectively 12% and 10% of inhabitants live in a commune which belongs to the
most deprived quintiles (Q5 and Q4), only 9% and 7% of “Moi(s) sans tabac” actions happened
in these territories. Equally, while respectively 19% and 22% of inhabitants live in a commune
which belongs to the most favoured quintiles (Q1 and Q2), only 13% and 14% of MST actions
took place on these territories. Most actions occurred in communes belonging to the middle
quintile (Q3, 57%) whilst they only represents 37% of the population.
Based on 49 indicators of quality of life, six groups of EPCI have been identified by
Durieux, Joutard and Terseur (2017) in the PACA region to create the map shown below.
These 49 indicators are representatives of 14 dimensions, such as access to equipment and
services, education, work, environment, health, etc. These groups of territories show similar
trends but they are not fully homogeneous. Only the main trends will be presented here, report
to Durieux et al., (2017) for details about these categories. Table 3 resumes the distribution of
MST action according to the groups of EPCI by quality of life.
Table 3: « Moi(s) sans tabac » actions per category of EPCI, according to the quality of life groups

Quality of life groups

Total number
of EPCI

Number of MST action per 100 000 inhabitants
≤0

[0-3]

]3-10[

≥10

Red

10

0

4

6

0

Blue

8

2

3

3

0

Light green

19

13

0

0

3

Yellow

10

6

0

0

4

Dark green

23

12

4

4

3

Brown

16

15

0

0

1

14

Urban territories with striking inequalities in quality of life
Seashores territories with a high cost of housing
Attractive outer suburbs
Inland territories with a difficult access to employment
Mountain territories with skiing industry as the main activity
Landlocked mountain territories with a disadvantaged population
Motorways
Train stations
Sources: RP, INSEE, 2013; Base permanente des équipements 2015, etc.; Meem; Dreal Paca;
DGFiP et Région Provence-Alpes-Côte d'Azur, DVF 2012-2014 (traitement Cerema)

Figure 6: Six groups of EPCI according to the quality of life on their territory, INSEE
(2017)

The category in red on figure 6 is composed of the two metropole Aix-Marseille-Provence
(AMP) and Nice Côte d’Azur (NCA), and two EPCI of the French Riviera. As shown on figure
2, their population density is very high. More than half of the regional population is living in
these urban areas. Figure 3 highlights the contrast within these territories with at the same
time the most favoured population (Q1) and the most disadvantaged population (Q5). On the
one hand, the proportions of household living below the poverty line, of unemployed people
and of youth with no diploma are all higher than in the rest of the region. On the other hand,
the hour-salary rate and the average revenue are above the regional average. Besides, access
to facilities, services (such as public transportation) is better than in other areas. There was at
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least one “Moi(s) sans tabac” action per 100 000 inhabitants in all of these 10 EPCI, distributed
as follow: less than 3 actions (4 EPCI); between 3 and 10 actions (6 EPCI).
The blue category on Figure 6 is composed of 8 EPCI of the seashores. These EPCI are
densely populated (figure 2), with 20% of the regional population for 10% of the region surface.
People are on average older, 30% of the population is aged 60 or above. People living in the
blue EPCI belongs to the most advantaged quantile of the FDep13 (Q1 and Q2 on figure 3).
The rate of employment and salaries are on average higher, when the proportion of people
below the poverty line is lower. The only negative point is the high cost of accommodation. No
action took place in two of the blue EPCI. All others EPCI had at least 1 action per 100 000
inhabitants: less than 3 actions (3 EPCI), between 3 and 10 actions (3 EPCI).
There are 19 EPCI in light green on figure 6. Less populated than the two first categories
(figure2), 6% of the regional population lives in these EPCI for 13% of the total surface. These
territories are attractive for several reasons. They are positioned around the main cities (the
red group of EPCI). Their employment rate and salary is higher than in the rest of the region
and the access to house ownership is easier than in the two first categories. However,
inhabitants tend to travel long distances to work or access services and facilities. No MST
actions took place in 16 of the 19 EPCI in this category. The three other EPCI saw more than
10 action per 100 000 inhabitants.
The yellow category is made of 10 EPCI. The population density within this group is very
low (figure 2) and they belong to the most advantaged territories (figure 3). Their main activity
is the skiing industry, which creates a favourable situation for employment, but salaries are low
compared with the regional average and positions are often short-term contracts. No action
happened in 6 of these EPCI. More than 10 actions per 100 000 inhabitants took place in the
other 4 EPCI of the yellow group.
The dark green group on figure 6 is constituted of 23 EPCI representing 20% of the
population for 33% of the regional surface. This group of EPCI is densely populated (figure 2).
The territory is characterised by a young population more often with no diploma and
unemployed. Long-term unemployment rate are higher than elsewhere, and poverty is more
prevalent (3 points above the regional average). Salaries are below the regional average.
Access to housing is facilitated by the moderate price of housing. No MST action took place in
more than half of these EPCI (12). The other half is distributed as follow: less than 3 actions
per 100 000 inhabitants (4), between 3 and 10 actions (4), more than 10 actions (3).
Finally, the brown category is composed of 16 EPCI sparsely populated (figure 2).
Inhabitants of these territories are the most disadvantaged (figure 3) and face strong difficulties
to access services. This can be partly explained by their geographical isolation from main
cities. People are older and earn less than in the rest of the region. The prevalence of poverty
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and the proportion of young people unemployed are high. None of these territories but one
organised a MST action. More than 10 actions per million of inhabitant took place in this EPCI.
Hence, actions more often took place in socially and economically advantaged territories
than disadvantaged ones. Furthermore, they also more often happened within cities than rural
or less accessible areas (except for the skiing areas).

Population-based approach
Working population
The majority of “Moi(s) sans tabac” actions in 2016 in PACA targeted the working
population (90/170 actions). Thanks to the French classification of activities (NAF 2008 v2 –
38) they were classified according to their employer’s main domain of activity. For each main
group of activity, the study Sumer (Vinck, 2014) gives the proportions of each occupational
categories. Table 4 presents the number of MST action within each NAF category according
to the proportion of manual workers and table 5 presents the result of the qualitative analysis
of “Moi(s) sans tabac” actions. Each action was coded according to the sector(s) of activity
targeted and according to seven big objectives that encompasses all types of actions. An
action may have targeted several sector of activity at the same time and may have had several
goals. Therefore, one action may be accounted for several times. The second column in the
table represents the number of times that employees in a sector have been targeted. The other
six columns show the number of times that actions have been identified with the objective by
NAF industrial classification.
Table 4: Number of actions per activity sector in function of the proportions of manual worker

QA

OZ4

QB

PZ5

JC

GZ

IZ

SZ

HZ

NZ

CL

CG

FZ

TOTAL

≤10%

46

21

10

6

1

0

0

0

0

0

0

0

0

84

10-40%

0

0

0

0

2

1

2

1

0

0

0

0

6

≥50%

0

0

0

0

0

0

0

0

2

1

2

1

6

0

.

4

The study SUMER 2010 from which these proportions are extracted included only partially people from
this sector. These proportions should be used with caution.
5
The study SUMER 2010 from which these proportions are extracted did not included professionals of
the national education system. These proportions should be used with caution.
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Table 5: Number of times a “Moi(s) sans tabac” action has targeted employees by sector of activity and type of objectives

Type of
employed people
(name and code
NAF 2008 v2 –
38)

Communicate about
the campaign
« Moi(s) sans
tabac »

Inform smokers and their
relative about tobacco
risks, quitting benefits,
tools and service available
to quit

Support –
individual
consultation

Inform
and/or train
professional
s

Support –
collective
intervention

Support –
quit kits
distributed

(16 actions also targeted
patients and/or other
type of professionals)

65% (30)

48% (22)

24% (11)

20% (9)

15% (7)

13% (6)

21

90% (19)

52% (11)

33% (7)

0%(0)

14% (3)

19% (4)

70% (7)

40% (4)

10% (1)

30% (3)

20% (2)

0% (0)

86% (6)

29% (2)

14% (1)

0% (0)

14% (1)

14% (1)

100% (6)

67% (4)

17% (1)

0% (0)

0% (0)

33% (2)

100% (6)

17% (1)

33% (2)

0% (0)

17% (1)

50% (3)

Number of times this
population was
impacted
46

Human health
activities (QA)
Public
administration
and defence;
compulsory
social security
(OZ)
Residential care
and social work
activities (QB)
Industry with less
than 50% of
manual workers
(GZ, IZ, HZ, JC
and SZ)

10
(7 actions also targeted
beneficiaries and/or
other type of
professionals)

7

6
Education (PZ)
Industry with
more than 50%
of manual
workers (NZ, CG,
CL and FZ)

(5 actions also targeted
students)

6
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Local actors targeted mainly employees of the human services sectors such as the
human health activity sector (QA: 46 actions), the residential care and social work activities
sector (QB: 10 actions) and the education sector (PZ: 6 actions). It is important to notice that
28 of these actions targeted other type of population (patients or beneficiaries, other type of
professionals, students) for the same action. The public administration, defence and
compulsory social security sector has also been an important target for local actors (OZ: 21
actions), it includes people working for the national insurance and welfare system, as well as
people working for the national defence and justice system, and people working for local
authorities. These sectors of activity show very similar profiles in terms of proportions of
employees by occupational status. The proportions of manual worker in these sectors (QA,
QB, PZ and OZ) are all below 10%. On the other hand, private companies were targeted 13
times. The socioeconomic profile of employees within this group varies largely. Companies
with more than 50% of manual workers were targeted 6 times versus 7 times for companies
with less than 50% of manual workers. Overall, employees from the higher part of the social
gradient were impacted more times than employees on the lower end of the social gradient.
Regardless of the sector of activity, almost all actions targeting the working population
aimed at raising awareness about the campaign “Moi(s) sans tabac” (65% to 100%). Also, it
was often (17% to 67%) the occasion for local actors to inform employees about the risks of
tobacco consumption and the benefits of quitting, as well as the tools and services available
to quit. In all sectors of activity, individual consultations were proposed (for 10 to 33% of
actions). Collective interventions, such as sport challenges or support groups, and distribution
of quit kits were more dependent on the sector of activity. Around 15% of actions in the QA
and OZ sectors and industries with less than 50% of manual workers had for objective to
support employees in their withdrawal thanks to a collective intervention and the distribution of
quit kits. No quit kits were distributed to employees working in the residential and social work
activities sector but 20% of actions organised were collective action to support employees. In
opposition, no collective intervention was organised for employees of the education sector but
33% of actions aimed at supporting these employees with kit quits. Finally, 50% of actions in
the industries with more than 50% of manual workers mentioned the distribution of quit kits but
only 17% of collective interventions were mentioned for this sector. Hence, when looking at
the nature of actions by sector of activity no major differences appear.
The prevalence of tobacco smoking follows the same gradient than the one presented
above (Beck, 2012). Employees working in the construction sector (within the category
industries with more than 50% of manual workers) smoke significantly more than all other
employees. Employees working in the human services sectors (PZ, QA, and QB) smoke
significantly less than all other employees. However, the first were targeted only once while
the later where targeted more than 60 times. It is fair to conclude that more favoured
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employees were targeted more often than more disadvantaged employees. Besides, the
actions nature was not different between these two groups. Neither the intensity nor the nature
of actions changed to specifically target disadvantaged people among the working population.
Last but not least, no action aimed to impact unemployed people in this region in 2016.
However, approximately 10% of the population is currently unemployed. This population
cumulates several factors of social and economic disadvantage such as a loss of earning, a
potential for higher level of stress, etc. Moreover, their smoking prevalence is almost 17.6
points above the smoking prevalence of employed people (51.1% vs. 33.5%, p<0.001)
(Guignard, Nguyen-Thanh, Andler, et al., 2016)

Other population
Six other types of population were impacted by local “Moi(s) sans tabac” actions in the
region PACA. Only two of them can be analysed through the lens of social health inequalities.
1) Young people (and their parents)
Even if they were not the main target for this campaign, 31 actions impacted people aged
13 to 25 and students or apprentices. Within this group 20 actions were aimed at adolescents
from 13 to 18 years old, 11 actions were aimed at young people aged 18 to 25, 8 actions were
aimed at students and apprentices. The groups aged 13 to 18 and the students and
apprentices are interesting from the point of view of social health inequalities. Indeed, the
ESCAPAD study identified in 2014 several health risks factors for young people aged 17 which
are distributed along a social gradient. The smoking prevalence of people aged 17 decrease
with the education status: studying (ref.), in professional training (OR 2.5, p<0.001) or working
(OR 3.5, p<0.001) Considering the smoking prevalence as a good proxy for the socioeconomic
status of young people, students in general tracks seems to be more advantaged than students
in professional tracks, which are more advantaged than young people working. Of the 26
actions aiming adolescents, students and apprentices, 12 happened in a high school with
general tracks, 7 at a tertiary school or at university, 6 in a high school with professional tracks,
and 1 in a professional school (all other actions cannot be describe through the lens of social
inequalities). Actions were exactly the same (communication about the national campaign
“Moi(s) sans tabac”, information about tobacco, incentive to quit smoking) regardless of the
type of tracks they propose and the level of education, except for the professional track of
agriculture. Supported by a national plan (“Déclic Stop Tabac”) to decrease the prevalence of
tobacco smoking among farmers, two specific actions were developed for this type of
professional high school.
2) People with socioeconomic difficulties
Twelve actions targeted people with socioeconomic difficulties. In this category are found
users of different services such as emergency housing, outreach grocery stores, insertion
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structures via economic activity, etc. Population targeted by these actions accumulates several
vulnerabilities (low income, lack or difficulty to find accommodation, low level of education,
unemployment, mental health diseases, etc.). Specific studies in the region PACA about users
of emergency shelters and people sleeping in the streets found that an important proportion of
them had mental health and addictions issues (ARS PACA, 2012). Contrary to widespread
views, this study found that health and access to health services was not the latest priority
within this group. They have therefore been set as a priority group for the access to health
services by the ARS (2012). The “Moi(s) sans tabac” actions targeting this population involved
more often individual consultations and collective workshops to sustain people’s motivation
than in the general population. They were often not only aimed at this population. Interventions
were on average more likely to have been sustained over several weeks. They also insisted
on information about tobacco risks and benefits of quitting. However the two actions targeting
users of emergency shelters aimed at communicating about “Moi(s) sans tabac” with the help
of posters and flyers, and at supporting people by distributing quit kits. This is similar to other
type of action aimed at the general population.
3) People in detention
The region Provence-Alpes-Côte d’Azur is the host of an important proportion of people
under the justice criminal control (ARS PACA, 2012). This subgroup of the population is more
likely to have mental health issues, to have addictions, to have perpetrated act of violence or
having being victim of such acts, etc. than the general population (ARS PACA, 2012; Godin
Blandeau, Verdot, & Develay, 2013). Their health status is therefore often worse than the
general population prior to their problem with justice. Moreover, their access to prevention
services is difficult while under the justice criminal control. People in detention have been
identified as a vulnerable group for the PRAPS (regional programme for the access to
prevention and care services) (ARS PACA, 2012). Only a single “Moi(s) sans tabac” action
targeted this population in 2016 in the region PACA. Smokers in detention were systematically
informed during medical consultations about tobacco smoking cessation and were given the
quit kit. This model of action was used in the PACA region for all categories of the population.

The other actions cannot be described through the lens of social inequalities because the
level of details on the location of the intervention or the type of population impacted is not
sufficient.
Hence, MST actions in PACA were more often targeting advantaged population than
disadvantaged ones. No difference in the nature of action was observed according to the
socioeconomic status of the target population.
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DISCUSSION
“Moi(s) sans tabac” actions in PACA in 2016 seem to have focused on advantaged
territories and populations. While disadvantaged populations are more likely to smoke and as
likely to be willing to quit, they were less targeted by “Moi(s) sans tabac” actions. Besides, it
seems that a universal approach has constituted the frame of this regional intervention. Actions
were designed according to the same models of intervention for all categories of the
population. None of these actions mentioned having adapted the intervention to disadvantaged
people (language simplification, evidence-based programme, etc.). This work highlights the
social inequalities in terms of tobacco prevention.
This is a first step towards the evaluation of the regional implementation of “Moi(s) sans
tabac”. To be able to move forward, several limits should be pointed out in this work. Aiming
at impacting people at least once during October or November 2016, the “Moi(s) sans tabac”
local actions would be best analysed at the level of the employment region (“basin d’emploi”).
However, the communal and intercommunal levels were the only appropriate to be able to use
the French deprivation index (Rey et al., 2011) calculated at the communal level and the quality
of life analysis (Durieux et al., 2017). It is important to add that choosing the intercommunal
level is not meaningless. Trugeon and al. found that it was also a good proxy of where people
live and work and was appropriate for local analysis in health (Trugeon et al., 2010). On the
other hand, the postal codes were not systematically collected. This restricts the analysis to
levels above the communal level. However, this does not allow the analysis within important
cities with striking social inequalities such as Marseille. Finally, the intensity of “Moi(s) sans
tabac” actions were calculated with the general population data from INSEE but should have
been calculated with the adult population.
The reader should also be aware of the limits of the population-based approach. First of
all, this analysis was not planned before the conception of the campaign. Thus, the regional
data collection system was not designed to collect pertinent information for the analysis of
social and territorial health inequalities. The categories of targeted population were not
appropriate to be able to capture what really happened regarding social inequalities. Numerous
actions targeted the same population according to the OSCARS categories but a category
such as “employed people” encompasses a wide range of realities. Tools such as the NAF
were used to compensate for this. Still, approximately a third of all actions in Provence-AlpesCôte d’Azur could not be characterised according to a social gradient.
In addition, the quality and quantity of data available in OSCARS is very ambassadordependent. Indeed, ambassadors had to collect and interpret information from local actors and
transfer it in OSCARS. Ambassadors were dependent on the level of details that local actors
were willing to give. Interpretation of OSCARS categories varied from ambassador to
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ambassador, which created differences within the national data set. The PACA ambassador
was contacted at the beginning of this work to have more information about actions and to limit
the impact of the interpretation of OSCARS’ categories. Unfortunately, the further details from
local actors arrived too late to be included in this work. Some of these descriptions only
included a couple of lines, very vague as for instance “Implementation of interventions for high
schooler during the Citizenship and Health week. Speakers: the youth service”6. This sets two
limitations. First of all, the results are limited by the lack of details about the interventions. The
similarity observed in the nature of actions across the different subgroups of the population
may be explained by the low level of details in the description of actions. Secondly, the
reproducibility of this analysis model to other regions will have to be tested.
These limitations should be put in perspective with the strategic 2016 plan for “Moi(s)
sans tabac” at the national and regional level. In 2016, it was the first time a campaign such
as “Moi(s) sans tabac” was implemented in France. Social health inequalities was then already
a matter of importance but it was chosen to put the investment emphasise on the mass media
campaign. Santé Publique France did not put social health inequalities at the heart of the
ambassadors’ mission in 2016. However, enriched from this first experience, the campaign is
being optimised for 2017. First of all, targeting disadvantaged people and people on the entire
region are clearly stated as priorities in the mission of ambassadors. Secondly, the data
collection system is undergoing several improvements inspired from this thesis work. The
categories in OSCARS were adapted to be able to capture social and territorial inequalities.
Moreover, to limit the unequal quality and quantity of data within and across regions, a single
data collection sheet has been designed for all local actors. This data collections sheet will be
distributed to ambassadors accompanied by a coding guide currently being written.
In addition to a stronger leadership from Santé Publique France on social health
inequalities for the “Moi(s) sans tabac” campaign, new tools are being developed. A “Moi(s)
sans tabac” flyer is being designed with adapted language for people in situation of handicap
and for people with a low level of literacy. National partnerships with actors working with
disadvantaged people will be reinforced. Finally, the strategic media plan will be optimised,
especially on the Internet to target intensively this population. These new tools will help ARS,
ambassadors and local actors to make the reduction of social health inequalities in terms of
tobacco prevention a priority.

6

« Mise en place d'interventions auprès des lycéens dans le cadre de la semaine Passerelle citoyenne
santé. Intervenants : le service jeunesse »
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RECOMMENDATIONS
This document should be shared and discussed with ARS, ambassadors and all Moi(s)
sans tabac” local actors who are determined to reduce social health inequalities through their
intervention. Opening the discussion will empower actors and encourage them to reflect about
their practice and to adapt their intervention. Furthermore, it will hopefully trigger the actors’
will to pursue this work within each region. To be fully empowered, ambassadors should be
provided with tools and training about social and territorial inequalities. Workshops could be
proposed to ambassadors about tools such as the “Lentille ISS” (social health inequalities lens)
and the tool developed by Guichard and Ridde (2010), which are designed to accompany
actors to take social health inequalities into account at all stages of a project and to assess the
degree of adaptation of their intervention. Available knowledge about tobacco prevention
interventions effectiveness regarding social health inequalities should also be shared during
these training sessions. In addition, the sensitisation and methodological support to local
actors should be clearly stated in the ambassadors’ mission.
On a larger scale, evaluations of prevention intervention should be systematically
encouraged and supported. This will contribute to reducing the gap of knowledge within the
field of effective intervention in regards to social and territorial inequalities, and specifically
about tobacco prevention. This will contribute to the use of evidence-based practices. Finally,
if local actors are key actors in this challenge, they are not the only ones to have a great
potential for changing the current trend. Acting at the national level upon the health system as
well as the socioeconomic determinants have a great leverage to achieve the reduction of
social and territorial inequalities. This requires stronger political will and engagement.
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ENGLISH ABSTRACT
“Moi(s) sans tabac” 2016 in the region Provence-Alpes-Côte d’Azur:
focus on social and territorial inequalities
Background
In 2016, Santé Publique France (the French agency for public health) launched the
campaign “Moi(s) sans tabac” (MST). Designed to generate quitting attempts among smokers
without increasing social health inequalities, or even better, while reducing these inequalities,
it combined two strategies. At the national level, a mass media campaign encouraged and
supported smokers to quit, and at the regional level, MST ambassadors were recruited to
encourage and support local actors to reach smokers in their daily life by organising MST
events. This work presents the result of an exploratory investigation, testing a model for the
analysis of MST regional actions taking social and territorial health inequalities into account.

Methods
The analysis is based on data collected from local actors engaged in « Moi(s) sans
tabac » in the region Provence-Alpes-Côte d’Azur (PACA) available online in the database
OSCARS. In addition, socioeconomic indicators produced by INSEE and Inserm-CépiDC were
used and mapped thanks to IGN-GEOFLA data sets. Two approaches were used. The
territorial approach is based on the comparison of the distributions of social determinants and
local MST actions within the region. The population-based approach describes the nature of
local actions according to the categories of targeted population.

Results
The majority of MST actions in PACA in 2016 took place in advantaged territories and
targeted advantaged smokers. None of the actions targeting less advantaged people
mentioned an adaptation of the intervention (language simplification, evidence-based
programme, etc.). It highlights social inequalities in terms of tobacco prevention.

Conclusions
This should be interpreted with care because the 2016 data set was not designed to
capture social and territorial inequalities and a third of all PACA actions could not be analysed.
It is crucial to pursue this work for 2017 and thus, to improve the data collection system taking
the social and territorial inequalities into account.
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FRENCH ABSTRACT
« Moi(s) sans tabac » 2016 dans la région Provence-Alpes-Côte d’Azur :
un regard sur les inégalités sociales et territoriales de santé
Contexte
En 2016, la campagne « Moi(s) sans tabac » (MST) était lancée par Santé Publique
France. Cette campagne de prévention avait pour objectif de susciter des tentatives d’arrêt du
tabac, sans augmenter les inégalités sociales de santé, voire en les réduisant. Elle combine
une stratégie médiatique au niveau national et un dispositif d’ambassadeurs recrutés pour
appuyer au niveau local une diversité d’acteurs, organisant des évènements MST à destination
des personnes fumeuses. Ce travail présente les résultats d’une étude exploratoire, qui teste
un modèle d’analyse des actions régionales MST en prenant en compte les inégalités sociales
et territoriales de santé (ISTS).

Méthodologie
Cette analyse se base sur les informations disponibles en ligne sur la base de données
OSCARS à propos des actions MST dans la région PACA. À ces données s’ajoutent des
indicateurs sociaux-économiques produits par l’INSEE et l’INSERM-CépiDC, cartographiés à
partir des données IGN-GEOFLA. Deux approches ont été utilisées. L’approche territoriale
compare la distribution des indicateurs sociaux-économiques et les évènements MST.
L’approche populationnelle décrit la nature des évènements locaux au regard des catégories
de personnes visées.

Résultats
La majorité des évènements MST organisés en 2016 en région PACA se situent dans
des territoires avantagés et ciblent des fumeurs de catégories sociales avantagées. Aucune
des actions ciblant les populations moins avantagées ne mentionne l’adaptation de
l’intervention pour ce public. Cela démontre des inégalités sociales en termes de prévention
contre le tabac.

Conclusions
La mesure des ISTS n’ayant pas fait l’objet d’une attention spécifique lors de la
conception du système de recueil de données, ces résultats doivent être interprétés avec
prudence. En effet, près d’un tiers des actions organisées en PACA n’ont pu être analysées.
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Il est donc primordial de prendre en compte les ISTS dans la conception du recueil de données
des actions MST en 2017 pour pouvoir améliorer ce travail d’évaluation.
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