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De Vogli et al. (2005) suggest that cigarette smoking, binge
drinking and fruit and vegetable consumption are not
associated with social class regardless of gender. However,
physical inactivity was significantly associated with social
class in both males and females. Although, physical inactiv-
ity increases as social class decreases, this association was
not linear. Social class was not associated with stress. The
article also shows that stress was significantly associated
with smoking, low consumption of fruits and vegetables
and physical inactivity in both males and females. Lack of
emotional support was associated with smoking and low
fruit and vegetable intake in men, and with physical inactiv-
ity in both men and women. The authors suggest that the
failure to detect an association between social class and
health behaviors, although surprising, could be attributed to
the socio-economic climate of the study site; an incomplete
epidemiological transition with regard to health behaviors
and social class; and the lack of successful interventions to
increase the adoption of healthy behaviors in Veneto. In the
United States (US), health behaviors are associated with
race/ethnicity, and further, with socio-economic status (SES),
two strong predictors of social inequality in the US. In addi-
tion, health behaviors also are linked to stress. For example,
smoking is associated with education: People with less than
a high school diploma tend to smoke more than those with a
high school diploma or more regardless of gender (National
Center for Health Statistics 2004). This linear pattern is con-
sistent regardless of race/ethnicity. However, minority groups
(i. e. African Americans and Hispanics) bear higher pre-
valence at lower levels of education when compared to their

counterparts and to whites. For example, African American
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men (38.1 %) and women (28.5 %) with less than a high
school diploma are more likely to smoke than their counter-
parts with more than a high school diploma (19.4 % and
16.0 %, respectively). It is possible that in Italy, and most
specifically in the Veneto region, although social class dif-
ferences exist, they are not as striking as in the US, and,
therefore, their impact on health behaviors, stress and social
support is lessened.

Several studies have found an association between stress and
smoking in the US (Beech et al. 2003; Kassel 2000; Liu 2003;
Siqueira et al. 2001; Todd 2004; Wills et al. 2002), with
smoking acting as a buffer to cope with daily stressful situa-
tions. This association has been observed in several minority
groups and appears to depend on SES. For example,
African Americans, and more specifically those with low
SES, are more likely to smoke but they also are more likely
to be exposed to stressful situations (i. e. neighborhood
environment, working conditions and racial discrimination)
(Massey 2001; Williams & Collins 1995; Williams 1998,
1999). Thus, the US experience suggests that stress could
mediate the association between social class and health
behaviors. It is possible that the association between health
behaviors and stress reported by De Vogli et al. could have
persisted after adjusting for lack of social support and social
class or that an association between health behaviors and
social class could have emerged after adjusting for stress and
lack of social support. De Vogli and colleagues need to be
commended for taking on this important area of research

in an area with low income inequality. Their findings could
help elucidate some of the unanswered questions and mo-
tivate new questions in this research area.
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