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but 21 states have no such restric-
tions. Many health care organi-
zations, such as the Cleveland 
Clinic and Baylor Health Care 
System, and some large non–
health care employers, including 
Scotts Miracle-Gro, Union Pacific 
Railroad, and Alaska Airlines, 
now have a policy of not hiring 
smokers — a practice opposed by 
65% of Americans, according to a 
2012 poll by Harris International. 
We agree with those polled, be-
lieving that categorically refusing 
to hire smokers is unethical: it 
results in a failure to care for peo-
ple, places an additional burden 
on already-disadvantaged popula-
tions, and preempts interventions 
that more effectively promote 
smoking cessation.

One justification for not em-
ploying smokers, used primarily 
by health care organizations, is 
symbolic. When the World Health 
Organization introduced a “non-
smoker-only” hiring policy in 
2008, it cited its commitment to 
tobacco control and the impor-
tance of “denormalizing” tobacco 
use. Health care organizations 
with similar policies have argued 
that their employees must serve 
as role models for patients and 
that only nonsmokers can do so.

A second, more general, argu-
ment is that employees must take 
personal responsibility for actions 
that impose financial or other 
burdens on employers or fellow 
employees. Accordingly, smokers 
should be responsible for the con-

sequences of their smoking, such 
as higher costs for health insur-
ance claims, higher rates of ab-
senteeism, and lower productivity. 
These costs amount to an esti-
mated additional $4,000 annually 
for each smoking employee.

Yet it seems paradoxical for 
health care organizations that ex-
ist to care for the sick to refuse to 
employ smokers. Many patients 
are treated for illnesses to which 
their behavior has contributed, in-
cluding chronic obstructive pul-
monary disease, heart failure, 
diabetes, and infections spread 
through unprotected sex or other 
voluntary activities. It is callous 
— and contradictory — for health 
care institutions devoted to car-
ing for patients regardless of the 
causes of their illness to refuse 
to employ smokers. Just as they 
should treat people regardless of 
their degree of responsibility for 
their own ill health, they should 
not discriminate against qualified 
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Finding employment is becoming increasingly 
difficult for smokers. Twenty-nine U.S. states 

have passed legislation prohibiting employers from 
refusing to hire job candidates because they smoke, 
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job candidates on the basis of 
health-related behavior.

The broader claim that it is 
fair to exclude smokers because 
they are responsible for raising 
health care costs is too simplis-
tic. It ignores the fact that smok-
ing is addictive and therefore not 
completely voluntary. Among adult 
daily smokers, 88% began smok-
ing by the time they were 18,1 
before society would consider 
them fully responsible for their 
actions. Much of this early smok-
ing is subtly and not so subtly 
encouraged by cigarette compa-
nies. As many as 69% of smokers 
want to quit,2 but the addictive 
properties of tobacco make that 
exceedingly difficult: only 3 to 5% 
of unaided cessation attempts suc-
ceed.3 It is therefore wrong to treat 
smoking as something fully un-
der an individual’s control.

In addition, all other diseases 
— and many healthful behaviors — 
also result in additional health 
care costs. People with cancer bur-
den their fellow workers through 
higher health care costs and ab-
senteeism. People who engage in 
risky sports may have accidents 
or experience trauma routinely 
and burden coworkers with addi-
tional costs. Having babies in-
creases premiums for fellow em-
ployees who have none. Many of 
these costs result from seem-
ingly innocent, everyday lifestyle 
choices; some choices, such as 
those regarding diet and exercise, 
may affect cancer incidence as 
well as rates of diabetes and heart 
disease.

We as a society have rejected 
the notion that individuals should 
be fully responsible for their own 
health care costs. In instituting 
health insurance, we acknowl-
edge the fragility of health and 
the costliness of restoring it, and 

we minimize catastrophic con-
sequences. The United States has 
chosen to pool risk predominant-
ly through employers rather than 
the government. Consequently, 
U.S. law requires firms with more 
than 50 employees to provide 
risk-pooled insurance.

Finally, although less than 
one fifth of Americans currently 
smoke, rates of tobacco use vary 
markedly among sociodemo-
graphic groups, with higher 
rates in poorer and less-educated 
populations. Some 42% of Amer-
ican Indian or Alaska Native 
adults smoke, but only 8% of 
Asian women do. Among adults 
with less than a high school edu-
cation, 32% are smokers; among 
college graduates, smoking rates 
are just over 13%. More than 
36% of Americans living below 
the federal poverty line are smok-
ers, as compared with 22.5% of 
those with incomes above that 
level. Crucially, policies against 
hiring smokers result in a “double 
whammy” for many unemployed 
people, among whom smoking 
rates are nearly 45% (as com-
pared with 28% among Ameri-
cans with full-time employment).4 
These policies therefore dispro-
portionately and unfairly affect 
groups that are already burdened 
by high unemployment rates, poor 
job prospects, and job insecurity.

So what should employers do? 
We believe that offering support 
for healthful behaviors is the best 
approach. Central in this regard 
is assisting employees by provid-
ing evidence-based smoking-cessa-
tion programs, removing cost 
barriers, facilitating access, and 
providing necessary psychological 
counseling and other support. 
For example, many employers, 
such as Walgreens, provide free 
nicotine-replacement therapy and 

smoking-cessation counseling to 
employees.

Recent research also indicates 
that financial incentives can ef-
fectively promote smoking cessa-
tion. For example, a randomized, 
controlled trial involving employ-
ees of General Electric showed 
that a combination of incentives 
amounting to $750 led to ces
sation rates three times those 
achieved through information-
only approaches (14.7% vs. 5.0%).5

But General Electric’s experi-
ence also reflects the political 
challenges of instituting policies 
regarding smokers. When the 
company decided to provide the 
program to all employees, non-
smokers objected to losing out on 
what would effectively be lower 
insurance premiums for their 
smoker colleagues. In response, 
the company replaced the $750 
reduction with a $625 surcharge 
for smokers.5

Just like policies of not hiring 
smokers, penalties imposed on 
smokers raise serious ethical and 
policy concerns. The Department 
of Labor is considering whether 
to permit employers to penalize 
smokers with a surcharge of up 
to 50% of the cost of their health 
insurance coverage (typically more 
than $2,000 per employee per 
year). Yet even rewards for quit-
ting are hard to sell to nonsmok-
ers, who might also object to free 
smoking-cessation programs that 
they subsidize indirectly through 
their insurance premiums. Under-
lying such opposition is a distort-
ed notion of personal responsi-
bility and deservedness, according 
to which refraining from smoking 
results from willpower and active 
choice alone. Although some 
employees may be nonsmokers 
through such efforts, most should 
have the humility to recognize 
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that “there but for the grace of 
God go they.”

Given nonsmokers’ resistance, 
it would be helpful if employers 
providing smoking-cessation sup-
port engaged in early outreach 
emphasizing that helping smok-
ers to quit adheres to the princi-
ple of risk pooling underlying 
health insurance. Successful ces-
sation programs could lead to 
higher productivity and lower 
insurance contributions for non-
smokers, thereby benefiting all 
employees.

The goal of reducing smoking 
rates is important. Although 
smoking rates among U.S. adults 
have decreased from 42% in 1965 
to 19% today,5 more remains to be 
done, particularly for low-income 
and unemployed populations. Pro-
moting public health is a shared 
responsibility, and employers have 
a social obligation to contribute 
to the public health mission out-
lined by the Institute of Medi-
cine: “fulfill[ing] society’s interest 
in assuring conditions in which 
people can be healthy.” By cherry-

picking “low-risk” employees and 
denying employment to smokers, 
employers neglect this obligation, 
risk hurting vulnerable groups, 
and behave unethically. The same 
goes for imposing high penalties 
on smokers under the guise of 
providing wellness incentives.

We believe that employers 
should consider more construc-
tive approaches than punishing 
smokers. In hiring decisions, they 
should focus on whether candi-
dates meet the job requirements; 
then they should provide genuine 
support to employees who wish 
to quit smoking. And health care 
organizations in particular should 
show compassion for their work-
ers. This approach may even be a 
win–win economic solution, since 
employees who feel supported 
will probably be more productive 
than will those who live in fear 
of penalties.
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are available with the full text of this article 
at NEJM.org.
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Tobacco use is responsible for 
approximately 440,000 deaths 

in the United States each year — 
about one death out of every 
five. This number is more than 
the annual number of deaths 
caused by HIV infection, illegal 
drug use, alcohol use, motor vehi-
cle injuries, suicides, and murders 
combined1 and more than the 
number of American servicemen 
who died during World War II.

A small but increasing num-
ber of employers — including 
health care systems such as the 

Cleveland Clinic, Geisinger, Bay-
lor, and the University of Penn-
sylvania Health System — have 
established policies of no longer 
hiring tobacco users. These em-
ployers might justify such hiring 
policies in many ways — arguing, 
for instance, that they’re taking a 
stand against a habit that causes 
death and disability, that they’re 
sending an important message 
to young people and others with-
in their communities about the 
harms of smoking, or that they’re 
reducing their future costs, given 

that smokers, on average, cost 
employers several thousand dol-
lars more each year than non-
smokers in health care expenses 
and lost productivity.

These policies engender con-
troversy, and we recognize that 
they risk creating or perpetuat-
ing injustices. One set of con-
cerns arises from the fact that 
tobacco use is more concentrated 
in groups with lower socioeco-
nomic status. Hospitals do better 
than most institutions at creating 
employment and advancement op-
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