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Summary

What is already known on this topic?

Increasing quitting among people who use tobacco products is the quick-
est approach to reducing commercial tobacco-related disease and death.

What is added by this report?

In 2018–2019, past-year quit attempts ranged from 44.1% to 62.8%
across states. Recent (past-year) successful smoking cessation ranged
from 4.6% to 10.8%. Among adults who smoked and tried to quit, only
25.5% to 50.1% used evidence-based methods.

What are the implications for public health practice?

Adults who struggle with smoking cessation could benefit from additional
intervention. Prevention opportunities exist at both individual (eg,
community-cessation intervention programs) and population (eg, insurers
covering cessation treatments; health systems integrating evidence-based
cessation interventions into routine clinical care) levels.

Abstract

Introduction
Increasing quitting among people who smoke cigarettes is the
quickest approach to reducing tobacco-related disease and death.

Methods
We analyzed data from the 2018–2019 Tobacco Use Supplement
to the Current  Population Survey for  137,471 adult  self-

respondents from all 50 US states and the District of Columbia to
estimate state-specific prevalence of current tobacco product use,
interest in quitting smoking, past-year quit attempts, recent suc-
cessful cessation (past-year quit lasting ≥6 months), receipt of ad-
vice to quit smoking from a medical doctor, and use of cessation
medications and/or counseling to quit.

Results
Prevalence of current any-tobacco use (use every day or some
days) ranged from 10.2% in California to 29.0% in West Virginia.
The percentage of adults who currently smoked cigarettes and
were interested in quitting ranged from 68.2% in Alabama to
87.5% in Connecticut; made a past-year quit attempt ranged from
44.1% in Tennessee to 62.8% in Rhode Island; reported recent
successful cessation ranged from 4.6% in West Virginia and Wis-
consin to 10.8% in South Dakota; received advice to quit from a
medical doctor ranged from 63.3% in Colorado to 86.9% in Rhode
Island; and used medications and/or counseling to quit ranged
from 25.5% in Nevada to 50.1% in Massachusetts. Several states
with the highest cigarette smoking prevalence reported the lowest
prevalence of interest in quitting, quit attempts, receipt of advice
to quit, and use of counseling and/or medication, and the highest
prevalence of e-cigarette, smokeless tobacco, and cigar use.

Conclusion
Adults who smoke struggle with smoking cessation and could be-
nefit from additional intervention.

Introduction
Although commercial tobacco use has declined over the past few
decades, it remains a significant cause of preventable disease and
death in the US (1–4). Increasing the number of people who quit
smoking cigarettes is the quickest approach to reducing tobacco-
related disease, death, and health care costs (3,5). Smoking cessa-
tion represents a critical component of a comprehensive tobacco
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control program (3,5). State programs can increase smoking cessa-
tion through implementation of educational interventions and de-
livery of cessation services (3,6,7).

Variation in state tobacco prevention and control programs, demo-
graphic characteristics of adults who smoke cigarettes, and the
changing landscape of available tobacco products may all affect
cessation. A higher prevalence of current cigarette smoking has
been reported among certain racial and ethnic groups (eg, non-
Hispanic American Indian and Alaska Native populations),
sexual-minority groups (eg, those who identify as LGBTQ),
people with lower income, and people aged 25 to 54 years (1,2,8),
all of which may differ by geographic area. Geographic differ-
ences in population groups with greater cessation needs, along
with jurisdictional differences related to economics, health, and to-
bacco control laws, may all play a role in cessation success.

Indicators for smoking cessation can be used to gauge the extent to
which individuals are quitting, how the extent to which individu-
als are quitting relates to state tobacco prevention and control
measures, and how each differs between states.

To inform national and state efforts to increase smoking cessation
and reduce commercial tobacco use, this study builds on work by
Wang et al (9) and provides 2018–2019 national and state-specific
prevalence estimates of current adult tobacco product use, in addi-
tion to providing updated prevalence estimates for the following
cessation indicators: 1) interest in quitting smoking; 2) quit at-
tempts within the past year; 3) recent successful smoking cessa-
tion (quitting for ≥6 months in the past year); 4) receipt of advice
to quit from a medical doctor; and 5) use of cessation medication
and/or counseling during the most recent past-year quit attempt.

Methods
Data source

Data came from the 2018–2019 Tobacco Use Supplement to the
Current Population Survey (TUS-CPS). The CPS uses a multistage
probability sample based on results of the US Census to interview
a nationally representative sample of noninstitutionalized US civil-
ians aged 18 years or older in all 50 states and the District of
Columbia (DC) (10). The TUS is a cross-sectional household-
based survey which is attached to the CPS every 3 to 4 years (11).
The TUS-CPS is a key source of national and state-level data on
tobacco-related use behaviors, attitudes, and policies (11). The
2018–2019 TUS-CPS was conducted by telephone or in person in
3 waves: July 2018, January 2019, and May 2019. Combined,
137,471 adults completed the interview as self-respondents, with
an average self-response rate of 56%. Institutional review board

approval was not required because TUS-CPS data are deidentified
and publicly available. In this report, “tobacco” refers to commer-
cial tobacco products and not to tobacco used for medicinal and
spiritual purposes by some American Indian communities.

Measures

Adults who currently smoke were defined as those aged 18 years
or older who had smoked 100 or more cigarettes during their life-
time and reported smoking “every day” or “some days” at the time
of interview. Adults who formerly smoked were defined as those
who had smoked 100 or more cigarettes during their lifetime and
reported smoking “not at all” at the time of interview.

Current use of cigars (cigars, cigarillos, little filtered cigars), regu-
lar pipes, water pipes or hookah, e-cigarettes, and smokeless to-
bacco products (chewing tobacco, snuff, dip, snus, or dissolvable
products) was defined as use of each of these products “every day”
or “some days” at the time of interview. Any combustible tobacco
use was defined as current use of at least 1 combustible tobacco
product (cigarettes; cigars, cigarillos, filtered little cigars; pipes,
water pipes or hookah). Current use of any tobacco product was
defined as current use of at least 1 tobacco product.

Interest in quitting was assessed among adults who currently
smoke cigarettes and indicated their interest in quitting smoking
by selecting a response on a 10-point scale, which ranged from 1
(not at all interested) to 10 (extremely interested). Those selecting
a response from 2 to 10 were considered as being interested in
quitting smoking (9).

Past-year quit attempts was assessed among adults who currently
smoke cigarettes. Those who reported having stopped smoking for
1 or more days or reported having made a serious attempt to stop
smoking (even <1 day) within the past year were classified as hav-
ing made a quit attempt (12). Additionally, adults who formerly
smoked and who quit within the past year were classified as hav-
ing made a quit attempt (12).

Recent successful quitting was assessed among adults who cur-
rently smoke cigarettes and initiated smoking at least 2 years ago
and adults who formerly smoked who reported quitting within the
past year. Recent successful cessation was defined as remaining
abstinent from smoking for 6 months or longer within the past
year (12).

Past-year receipt of medical advice to quit was assessed among
adults who currently smoke cigarettes who visited a medical doc-
tor within the past year and adults who formerly smoked who vis-
ited a medical doctor within the year before they quit smoking.
Those who reported receiving advice to quit smoking were con-
sidered as having received past-year advice to quit.
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Adults who currently or formerly smoked cigarettes who answered
yes to having used evidence-based medications (nicotine patch,
gum, lozenge, nasal spray, inhaler, Chantix/varenicline, Zyban/
bupropion/Wellbutrin) and/or counseling (telephone help line or
quit line; one-on-one in-person counseling by a health profession-
al; stop-smoking clinic; internet or web-based program or tool in-
cluding smartphone apps and text messaging programs) during
their last past-year quit attempt were considered as having used
medications and/or counseling.

Statistical analysis

Data were weighted to yield national and state-representative point
prevalence estimates and 95% CIs for all 50 states and DC. Quart-
iles were mapped for each tobacco product use definition and each
cessation indicator. Statistical analyses were performed using
SAS-callable SUDAAN, version 11.0.1 (Research Triangle Insti-
tute). Unstable estimates, defined as a relative standard error
(RSE) of more than 30% or an unweighted denominator of less
than 50, were suppressed. The number of states and their US
Census region designation falling within the lower and upper
quartiles were identified (13).

Results
Tobacco product use

During 2018–2019, prevalence of current use of any tobacco
product ranged from 10.2% (95% CI, 9.5%–10.8%) in California
to 29.0% (95% CI, 25.0%–32.9%) in West Virginia, with a medi-
an of 16.5% (Table 1). Among the 13 states and federal district in
the lowest quartile (≤14.0%), 5 were from the South (DC,
Delaware, Florida, Texas, Virginia) and 5 were from the North-
east (Connecticut, Massachusetts, New Jersey, New York, Rhode
Island). Among the 12 states in the highest quartile (≥20.1%), 6
states were from the South (Alabama, Arkansas, Kentucky, Mis-
sissippi, Oklahoma, West Virginia). The prevalence of any com-
bustible tobacco product  use ranged from 7.9% (95% CI,
6.0%–9.8%) in Utah to 22.9% (95% CI, 19.8%–26.0%) in West
Virginia (Table 1).

Prevalence of current cigarette smoking ranged from 6.7% (95%
CI, 5.0%–8.3%) in Utah to 21.3% (95% CI, 18.5%–24.1%) in
West Virginia, with a median of 12.4% (Table 1). Among the 14
states in the lowest quartile (≤9.9%), 5 were in the West (Califor-
nia, Colorado, Hawaii, Utah, Washington) and 5 were from the
Northeast (Connecticut, Massachusetts, New Jersey, New York,
Rhode Island). Among the 13 states in the highest quartile
(≥14.9%), 8 were from the South (Alabama, Arkansas, Kentucky,
Louisiana, Mississippi, Oklahoma, Tennessee, West Virginia).

The prevalence of e-cigarette use ranged from 1.3% (95% CI,
0.8%–1.8%) in DC to 4.9% (95% CI, 3.8%–6.1%) in Oklahoma,
with a median of 2.4% (Table 1). Among the 14 states and federal
district in the lowest quartile (≤2.0%), 7 were from the South (DC,
Delaware, Florida, Louisiana, Mississippi, South Carolina, Ten-
nessee). Among the 12 states in the highest quartile (≥3.2%), 4
were from the South (Alabama, Kentucky, Oklahoma, West Vir-
ginia) and 4 were from the West (Arizona, Colorado, Oregon,
Wyoming).

The prevalence of cigar smoking (including cigarillos and filtered
little cigars) ranged from 0.7% (95% CI, 0.3%–1.1%) in Hawaii to
3.3% (95% CI, 2.3%–4.4%) in Kansas, with a median of 2.2%
(Table 1). The prevalence of smokeless tobacco product use
ranged from 0.4% (95% CI, 0.3%–0.5%) in California and 0.4%
(95% CI, 0.2%–0.6%) in DC to 6.3% (95% CI, 4.8%–7.8%) in
West Virginia, with a median of 1.9% (Table 1). The prevalence
of  pipe use  ranged from 0% in Hawaii  to  0.6% (95% CI,
0.3%–0.9%) in West Virginia, with a median of 0.2% (Table 1).
The prevalence of water pipe or hookah use ranged from 0.3%
(95% CI, 0.2%–0.4%) in Florida to 2.0% (95% CI, 1.4%–2.7%) in
DC, with a median of 0.6% (Table 1).

Cessation indicators

The prevalence of adults who currently smoke cigarettes reporting
they were interested in quitting ranged from 68.2% (95% CI,
63.5%–72.9%) in Alabama to 87.5% (95% CI, 81.0%–94.0%) in
Connecticut, with a median of 76.5% (Table 2). Among the 13
states in the lowest quartile (≤73.7%), 7 were in the South
(Alabama, Arkansas, Florida, Kentucky, Mississippi, Oklahoma,
West Virginia); among the 12 states in the highest quartile
(≥79.3%), 5 were in the Northeast (Connecticut, New Hampshire,
New Jersey, Pennsylvania, Rhode Island) (Figure, Map A).
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Figure. State-level prevalence of smoking cessation and cessation treatment
indicators among adults aged ≥18 years who reported currently or formerly
smoking cigarettes, by quartile, Tobacco Use Supplement to the Current
Population Survey, United States, 2018–2019. All categories are defined in
the Methods section.

The prevalence of adults who currently smoke or formerly smoked
and reported past-year quit attempts ranged from 44.1% (95% CI,
39.7%–48.5%) in Tennessee to 62.8% (95% CI, 53.2%–72.4%) in
Rhode Island, with a median of 53.1% (Table 2). Among the 13
states in the lowest quartile (≤49.8%), 10 were in the South
(Alabama, Arkansas, Florida, Georgia, Kentucky, Maryland, Mis-
sissippi, South Carolina, Tennessee, West Virginia); among the 12
states in the highest quartile (≥55.2%), 5 were in the Northeast
(Massachusetts, New Jersey, New York, Pennsylvania, Rhode Is-
land) (Figure, Map B).

The prevalence of adults who smoked and recently successfully
quit ranged from 4.6% (95% CI, 2.9%–6.3%) in West Virginia
and 4.6% (95% CI, 2.2%–7.0%) in Wisconsin to 10.8% (95% CI,
6.9%–14.7%) in South Dakota, with a median value of 7.7% (Ta-
ble 2). Of the 12 states in the lowest quartile (≤6.6%), 5 were in
the South (Alabama, Georgia, Kentucky, South Carolina, West

Virginia); of the 9 states in the highest quartile (≥8.5%), 3 were in
the West (California, Idaho, Wyoming) and 3 were in the Midw-
est (Indiana, Kansas, South Dakota) (Figure, Map C).

The prevalence of adults who smoked and received advice to quit
f rom  a  med ica l  doc to r  r anged  f rom  63 .3%  (95%  CI ,
51.9%–74.7%) in Colorado to 86.9% (95% CI, 79.6%–94.2%) in
Rhode Island, with a median of 71.5% (Table 2). Among the 14
states in the lowest quartile (≤68.3%), 6 were in the West (Ari-
zona, Colorado, Nevada, New Mexico, Utah, Wyoming); among
the 11 states and federal district in the highest quartile (≥75.8%), 5
were in the South (DC, Delaware, Georgia, North Carolina, Ten-
nessee) and 5 were in the Northeast (Connecticut, Massachusetts,
New Hampshire, New Jersey, Rhode Island) (Figure, Map D).

The prevalence of adults who smoke who reported using cessa-
tion counseling during their last quit attempt ranged from 5.8%
(95% CI,  2.8%–8.8%)  in  Tennessee  to  24.0% (95% CI,
12.8%–35.2%) in Alaska, with a median of 11.2% (Table 2).
Among the 10 states in the lowest quartile (≤8.9%), 6 were in the
South (Alabama, Arkansas, Kentucky, Mississippi, North Caro-
lina, Tennessee) and among the 9 states in the highest quartile
(≥13.1%), 4 were in the South (Florida, Oklahoma, South Caro-
lina, West Virginia) (Figure, Map E).

The prevalence of adults who smoke who reported using cessa-
tion medications during their last quit attempt ranged from 23.2%
(95% CI,  17.0%–29.4%) in  Nebraska to  47.5% (95% CI,
38.1%–56.9%) in Vermont and 47.5% (95% CI, 38.7%–56.3%) in
Massachusetts, with a median of 30.1% (Table 2). Of the 13 states
in the lowest quartile (≤27.6%), 5 were in the South (Alabama,
Georgia, Kentucky, Mississippi, Tennessee), and of 13 states in
the highest quartile (≥35.6%), 5 were in the Northeast (Connectic-
ut, Maine, Massachusetts, New Hampshire, Vermont) (Figure,
Map F).

The prevalence of adults who smoke and reported using counsel-
ing and/or medications during their last quit attempt ranged from
25.5% (95% CI, 17.3%–33.7%) in Nevada to 50.1% (95% CI,
41.0%–59.2%) in Massachusetts, with a median of 34.3% (Table
2). Of 13 states in the lowest quartile (≤29.6%), 5 were in the
South (Alabama, Georgia, Kentucky, Mississippi, Tennessee), and
of 13 states in the highest quartile (≥39.0%), 6 were in the North-
east (Connecticut, Maine, Massachusetts, New Hampshire,
Pennsylvania, Vermont) (Figure, Map G).

Among the 13 states in the highest quartile for cigarette smoking,
7 were also in the highest quartile for e-cigarette use (Alabama,
Kentucky, Maine, North Dakota, Oklahoma, South Dakota, West
Virginia); 7 were in the highest quartile for smokeless use
(Alabama, Arkansas, Kentucky, Mississippi, North Dakota, Ok-
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lahoma, West Virginia), and 4 were in the highest quartile for ci-
gar use (Iowa, Louisiana, Maine, Ohio). Six states (Alabama, Ken-
tucky, Maine, North Dakota, Oklahoma, West Virginia) were in
the highest quartile for 3 or more tobacco products.

Among the 13 states in the highest quartile for cigarette smoking,
9 were in the lowest quartile for interest in quitting (Alabama,
Arkansas, Iowa, Kentucky, Mississippi, North Dakota, Ohio, Ok-
lahoma, West Virginia); 6 were in the lowest quartile for quit at-
tempts (Alabama, Arkansas, Kentucky, Mississippi, Tennessee,
West Virginia); 4 were in the lowest quartile for recent quit suc-
cess (Alabama, Kentucky, Ohio, West Virginia); 4 were among
the lowest quartile for receipt of advice to quit (Arkansas, Louisi-
ana, North Dakota, Ohio); and 6 were among the lowest quartile
for reporting use of counseling and/or medications to quit
(Alabama, Kentucky, Mississippi, North Dakota, South Dakota,
Tennessee).

Discussion
During 2018–2019, variation existed in the prevalence of current
commercial tobacco product use and cigarette smoking cessation
behaviors among adults across US states. In every state, at least
10% of the adult population used at least 1 tobacco product, and
combustible products (primarily cigarettes) were the most preval-
ent product used. More than two-thirds of adults who currently
smoke cigarettes in all states and DC expressed at least some in-
terest in quitting smoking. Similar to results from analysis of
2014–2015 TUS-CPS data (9), 3 in 10 people who smoked made
no past-year quit attempts, 9 in 10 people who smoked did not
successfully quit, and at least 1 in 10 people who smoked did not
receive advice to quit from a medical doctor during a health care
visit within the past year (9). Use of medications and/or counsel-
ing during the most recent past-year quit attempt was reported by
one-quarter to one-half of all people who smoke. Except for re-
ceipt of advice to quit from a medical doctor, one-third to one-half
of states in the lowest quartiles for all other cessation indicators
assessed in this study were in the South. Several states with the
highest prevalence of cigarette smoking also had a high preval-
ence of e-cigarette, smokeless tobacco, and cigar use and the low-
est prevalence for interest in quitting, quit attempts, receiving ad-
vice to quit, and receipt of counseling and/or medications to quit.

Results suggest that adults who live in states with a higher preval-
ence of commercial tobacco use report less quit interest, cessation-
focused behaviors, and more missed opportunities for cessation in-
tervention from medical doctors. This variation between states
may reflect jurisdictional differences in tobacco product use,
demographic composition, tobacco prevention and control
strategies, and access to cessation supports (5). For example, 9 of

the 13 states with the highest prevalence of cigarette smoking have
been noted as having weaker tobacco control policies and pro-
grams and disproportionately higher numbers of populations with
more significant health care and financial needs (14). Social norms
that influence perceptions toward tobacco use may also differ both
between and within US Census regions (15). Taken together, these
factors suggest that the variation in the prevalence of cessation in-
dicators across states may be related to differences in implementa-
tion of strategies or access to cessation support and resources
across states.

Estimates for interest in quitting smoking, quit attempts, recent
successful cessation, receipt of advice to quit from a medical doc-
tor, and use of evidence-based methods for quitting were consist-
ent with previous estimates from national and state surveys, fur-
ther highlighting difficulties in quitting smoking as a public health
concern (3,8,16–18). Although most people who smoke cigarettes
have made recent quit attempts, few have successfully quit. Only
one-quarter to one-half of those who attempted to quit smoking
within the past year used evidence-based cessation methods on
their last quit attempt, with a higher prevalence reporting medica-
tion use than counseling.

The discrepancy between trying to quit and subsequently succeed-
ing indicates opportunities for intervention. Use of evidence-based
cessation methods represents an important area for improving quit
rates, given that use of both counseling and medication together
further increases cessation success (3,19). Use of quitlines also
provides an affordable option for obtaining both behavioral coun-
seling for nicotine addiction and access to cessation medications
(3,5).

Behavioral interventions and cessation medications are key
strategies for helping people who smoke to quit. However,
population-level strategies can serve as an important complement
to individual-level strategies (3). The 2020 US Surgeon General’s
Report on smoking cessation states that increasing smoking cessa-
tion will require several strategies including 1) increasing the ap-
peal, reach, and use of existing evidence-based cessation interven-
tions; 2) further increasing the effectiveness of those interventions;
and 3) developing additional cessation interventions that have
greater reach and effectiveness than existing interventions or that
appeal to and are used by different populations of people who
smoke (3).

The path to successful smoking cessation is dynamic, challenging,
and influenced by multiple behavioral, social, and biological
factors (3). Tailoring evidence-based comprehensive tobacco con-
trol strategies to the needs of populations within jurisdictions can
help with increasing cessation success and minimize geographical
disparities (20). For example, states with higher proportions of
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populations with high tobacco use prevalence could tailor
strategies to these groups (20). Using population-level interven-
tions that affect social norms related to tobacco use could help
states increase cessation by creating a social environment that de-
normalizes tobacco product use (eg, mass-reach intensive media
campaigns to directly influence social norms; enactment of smoke-
free laws; price increases) and provide greater opportunities for
cessation (eg, offering free nicotine replacement therapy) (5).

Limitations and strengths

The findings in this study are subject to at least 3 limitations. First,
data were self-reported and are subject to recall and social desirab-
ility bias. Related to this, smoking and smoking cessation were not
biochemically validated by serum cotinine measures. However,
studies have shown that serum cotinine correlates well with self-
reported smoking status (21). Second, this study does not fully ad-
dress how other demographic, environmental, policy, and social
factors may have influenced the geographic variation observed. Fi-
nally, this study focuses on state-specific prevalence and cannot
account for within-state differences.

This study also has strengths. First, it provides state-level estim-
ates of several key cessation indicators and use of evidence-based
cessation methods. Although previous reports have provided only
national-level estimates, reported only on some of the indicators at
the state level, or used older information, this study provides
2018–2019 data using a broad set of cessation indicators (9,16,22).
Additionally, this study provides an overall summary of results of
combined state-specific tobacco product use and cessation indicat-
or prevalence and compares this information by region. We have
not found similar combined information in the published literature
at the time of this writing. Second, this study provides state-
specific estimates on 4 cessation behavioral indicators that align
with Healthy People 2030 Tobacco Use Objectives 11 through 14,
which specify national objectives related to quit attempts, receipt
of advice to quit smoking from a medical doctor, use of smoking
cessation counseling and/or medications, and recent cessation suc-
cess, respectively (12). Finally, results of this report can be used to
assist in monitoring state progress toward smoking cessation
goals.

Conclusion

Smoking cessation is a core component of comprehensive com-
mercial tobacco control programs. Up-to-date state-level informa-
tion on the prevalence of adult smoking cessation behaviors and
on variations in these indicators across states are important for in-
forming national and state efforts to increase delivery and use of
proven cessation interventions. Prevention opportunities exist at
both individual (eg, community cessation intervention programs)

and population (eg, insurers covering cessation treatments; health
systems integrating evidence-based cessation interventions into
routine clinical care) levels (3–5). Use of state-level information
on smoking prevalence and cessation behaviors can assist in
identifying jurisdictions with the greatest need for cessation sup-
port. Identifying jurisdictions with the greatest cessation needs is a
necessary step toward improving implementation of evidence-
based strategies to increase cessation success and reduce overall
commercial tobacco use.
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Tables

Table 1. Prevalence of Current Use of Tobacco Products Among Adults Aged ≥18 Years, by State, Tobacco Use Supplement to the Current Population Survey, United
States, 2018–2019a

State

Any tobaccob

Combustible
tobacco
productsc Cigarettesd

Cigars
/cigarillos/
filtered little
cigarse

Regular
pipesf

Water pipes/
hookahg E-cigarettesh

Smokeless
tobaccoi

% (95% CI)

National 15.4 (15.1–15.6) 13.0 (12.8–13.3) 11.4 (11.2–11.6) 2.1 (2.0–2.2) 0.3 (0.2–0.3) 0.4 (0.4–0.5) 2.3 (2.2–2.4) 1.4 (1.4–1.5)

Alabama 21.6 (19.6–23.6) 16.7 (15.1–18.4) 15.2 (13.6–16.8) 2.0 (1.3–2.7)
j j

3.4 (2.6–4.3) 3.9 (3.2–4.7)

Alaska 18.4 (15.7–21.1) 16.5 (13.8–19.1) 14.3 (11.8–16.8) 2.4 (1.5–3.4)
j j

2.2 (1.1–3.3) 2.2 (1.3–3.1)

Arizona 14.4 (12.7–16.2) 12.3 (10.8–13.8) 10.5 (9.1–11.9) 2.1 (1.5–2.8)
j j

3.4 (2.3–4.5) 0.9 (0.5–1.2)

Arkansas 21.1 (17.7–24.6) 17.3 (14.4–20.2) 15.5 (12.7–18.4) 2.5 (1.7–3.3)
j j

2.5 (1.6–3.4) 3.5 (2.5–4.5)

California 10.2 (9.5–10.8) 9.0 (8.4–9.7) 7.5 (7.0–8.1) 1.5 (1.2–1.7) 0.2 (0.1–0.3) 0.5 (0.3–0.7) 1.6 (1.3–2.0) 0.4 (0.3–0.5)

Colorado 14.8 (12.1–17.6) 11.5 (9.6–13.5) 9.9 (8.0–11.9) 1.7 (0.8–2.5)
j j

3.2 (2.1–4.4)
j

Connecticut 12.9 (10.6–15.3) 11.5 (9.3–13.7) 9.4 (7.4–11.3) 2.7 (1.6–3.8)
j j

2.0 (1.0–3.1)
j

Delaware 13.4 (11.1–15.8) 12.6 (10.2–14.9) 10.7 (8.6–12.8) 2.2 (1.1–3.2)
j j

1.4 (0.8–2.1)
j

District of Columbia 14.0 (12.4–15.6) 13.2 (11.6–14.8) 9.9 (8.5–11.3) 2.6 (1.8–3.3)
j

2.0 (1.4–2.7) 1.3 (0.8–1.8) 0.4 (0.2–0.6)

Florida 13.9 (12.9–14.9) 12.4 (11.5–13.3) 10.6 (9.7–11.5) 2.1 (1.7–2.5) 0.4 (0.2–0.6) 0.3 (0.2–0.4) 1.7 (1.2–2.1) 0.8 (0.5–1.1)

Georgia 16.2 (14.6–17.9) 14.1 (12.5–15.6) 12.0 (10.5–13.5) 2.3 (1.7–2.9)
j

0.7 (0.4–1.1) 2.2 (1.5–3.0) 1.2 (0.6–1.7)

Hawaii 10.8 (8.9–12.7) 9.1 (7.4–10.8) 8.7 (7.0–10.3) 0.7 (0.3–1.1) 0 (0.0–0.0)
j

2.7 (1.6–3.9)
j

Idaho 16.3 (14.3–18.2) 12.4 (10.7–14.1) 10.8 (9.3–12.3) 1.7 (1.1–2.2)
j j

2.8 (2.1–3.6) 3.2 (2.1–4.3)

Illinois 15.7 (14.1–17.3) 14.0 (12.5–15.6) 12.2 (10.7–13.7) 2.2 (1.6–2.8)
j j

2.3 (1.8–2.8) 1.1 (0.6–1.5)

Indiana 20.0 (17.3–22.6) 16.8 (14.4–19.3) 14.7 (12.3–17.2) 2.9 (2.0–3.7)
j j

3.0 (2.2–3.8) 2.1 (1.4–2.7)

Iowa 20.3 (17.3–23.4) 17.6 (14.6–20.7) 15.9 (13.2–18.6) 2.7 (1.7–3.6)
j j

3.1 (2.1–4.1) 2.2 (1.5–2.9)

Kansas 18.6 (15.4–21.7) 14.9 (12.5–17.3) 12.3 (10.1–14.5) 3.3 (2.3–4.4)
j j

2.7 (1.4–4.1) 2.3 (1.6–2.9)

Kentucky 24.8 (22.1–27.5) 20.4 (18.0–22.8) 18.3 (15.7–20.9) 2.4 (1.1–3.6)
j j

3.5 (2.1–4.9) 4.3 (2.3–6.2)

Louisiana 18.9 (16.5–21.2) 17.0 (14.9–19.1) 14.9 (12.9–16.9) 2.8 (2.1–3.5)
j j

1.7 (1.0–2.3) 1.5 (1.0–2.1)

Maine 20.2 (17.7–22.6) 17.9 (15.7–20.2) 15.9 (13.7–18.0) 2.6 (1.4–3.7)
j j

3.3 (1.9–4.7) 0.9 (0.4–1.5)

a In this article, “tobacco” refers to commercial tobacco products and not to tobacco used for medicinal and spiritual purposes by some American Indian communit-
ies.
b Any tobacco use was defined as use either “every day” or “some days” of at least 1 tobacco product. For cigarettes, users were defined as adults who reported
use either “every day” or “some days” and had smoked ≥100 cigarettes during their lifetime.
c Any combustible tobacco use was defined as use either “every day” or “some days” of at least 1 combustible tobacco product: cigarettes; cigars, cigarillos, or
filtered little cigars; and pipes, water pipes, or hookah. For cigarettes, users were defined as adults who reported use either “every day” or “some days” and had
smoked ≥100 times during their lifetime.
d Adults who currently smoke cigarettes were defined as adults who reported smoking ≥100 cigarettes during their lifetime and now smoked cigarettes “every day”
or “some days.”
e Adults who currently smoke cigars were defined as adults who currently reported smoking cigars, cigarillos, or little filtered cigars “every day” or “some days.”
f Adults who currently smoke pipes were defined as adults who reported currently smoking tobacco in a regular pipe “every day” or “some days.”
g Adults who currently smoke waterpipes or hookahs were defined as adults who reported currently smoking tobacco in a waterpipe or hookah “every day” or
“some days.”
h Adults who currently use e-cigarettes were defined as adults who reported using e-cigarettes at least once during their lifetime and now use e-cigarettes “every
day” or “some days.”
i Current smokeless tobacco product users were defined as adults who reported using chewing tobacco, snuff, dip, snus, or dissolvable tobacco at least once dur-
ing their lifetime and now use at least 1 of these products “every day” or “some days.”
j Unweighted denominator <50 or relative standard error >30%.
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(continued)

Table 1. Prevalence of Current Use of Tobacco Products Among Adults Aged ≥18 Years, by State, Tobacco Use Supplement to the Current Population Survey, United
States, 2018–2019a

State

Any tobaccob

Combustible
tobacco
productsc Cigarettesd

Cigars
/cigarillos/
filtered little
cigarse

Regular
pipesf

Water pipes/
hookahg E-cigarettesh

Smokeless
tobaccoi

% (95% CI)

Maryland 14.4 (12.4–16.5) 12.4 (10.4–14.3) 9.9 (8.2–11.5) 2.5 (1.6–3.3)
j j

2.2 (1.5–3.0)
j

Massachusetts 11.2 (9.7–12.8) 10.0 (8.5–11.4) 8.4 (7.0–9.7) 1.7 (1.2–2.2)
j j

1.8 (1.2–2.4)
j

Michigan 18.0 (16.1–20.0) 16.3 (14.4–18.2) 14.4 (12.6–16.2) 2.3 (1.7–2.9)
j j

1.9 (1.4–2.5) 1.4 (0.9–1.9)

Minnesota 16.2 (13.5–19.0) 13.9 (11.1–16.8) 11.9 (9.6–14.1) 2.0 (1.1–2.9)
j j

1.5 (0.9–2.1) 2.1 (1.4–2.8)

Mississippi 20.6 (19.0–22.2) 17.4 (15.9–18.9) 16.2 (15.0–17.5) 2.5 (1.7–3.2)
j j

1.4 (0.9–2.0) 3.2 (2.4–3.9)

Missouri 19.1 (17.0–21.3) 16.0 (13.7–18.4) 13.5 (11.4–15.7) 2.5 (1.7–3.4)
j j

2.7 (1.8–3.5) 2.2 (1.3–3.1)

Montana 19.9 (18.2–21.7) 15.8 (14.3–17.3) 14.5 (12.9–16.1) 2.0 (1.3–2.6) 0.2 (0.1–0.3)
j

2.4 (1.6–3.1) 3.8 (3.0–4.6)

Nebraska 18.8 (16.9–20.7) 15.7 (13.8–17.6) 13.8 (12.0–15.6) 2.6 (1.7–3.4)
j j

3.2 (2.0–4.3) 1.7 (0.9–2.5)

Nevada 15.4 (13.5–17.3) 14.2 (12.4–16.1) 12.4 (10.6–14.1) 1.9 (1.1–2.7)
j j

2.0 (1.1–2.9)
j

New Hampshire 17.4 (15.2–19.6) 15.5 (13.5–17.5) 12.4 (10.6–14.1) 3.0 (2.1–4.0)
j j

2.0 (1.0–3.1) 0.7 (0.3–1.2)

New Jersey 11.7 (10.4–13.1) 10.4 (9.1–11.7) 7.8 (6.6–8.9) 2.5 (1.7–3.2)
j

0.8 (0.4–1.3) 2.1 (1.4–2.9)
j

New Mexico 15.5 (13.3–17.7) 12.6 (10.6–14.6) 11.2 (9.5–12.9) 1.6 (0.8–2.4)
j j

2.5 (1.6–3.4) 1.7 (1.3–2.0)

New York 12.9 (12.0–13.9) 11.2 (10.3–12.2) 9.5 (8.7–10.2) 1.3 (1.0–1.6) 0.2 (0.1–0.2) 0.8 (0.5–1.2) 2.1 (1.7–2.5) 0.5 (0.3–0.8)

North Carolina 18.8 (16.8–20.7) 15.9 (14.3–17.6) 13.6 (12.0–15.1) 2.5 (1.8–3.3)
j

0.6 (0.3–0.9) 2.7 (2.1–3.3) 2.1 (1.6–2.7)

North Dakota 22.0 (19.4–24.6) 17.3 (15.1–19.5) 15.8 (13.7–17.9) 2.2 (1.5–2.9)
j j

3.2 (2.2–4.1) 4.3 (2.8–5.7)

Ohio 21.6 (20.1–23.0) 18.7 (17.3–20.1) 16.4 (15.1–17.8) 3.1 (2.5–3.8)
j j

2.8 (2.1–3.5) 2.1 (1.6–2.6)

Oklahoma 23.6 (21.6–25.6) 17.8 (15.8–19.7) 16.1 (14.2–18.1) 2.4 (1.7–3.2)
j j

4.9 (3.8–6.1) 3.4 (2.4–4.4)

Oregon 16.0 (14.0–18.1) 13.2 (11.3–15.0) 11.2 (9.3–13.1) 1.9 (1.1–2.7)
j j

3.2 (2.2–4.1) 1.9 (1.2–2.6)

Pennsylvania 18.5 (17.0–20.0) 16.2 (14.8–17.6) 13.7 (12.4–14.9) 2.8 (2.2–3.5) 0.4 (0.2–0.6)
j

2.4 (1.8–3.0) 1.8 (1.4–2.3)

Rhode Island 12.9 (10.6–15.3) 11.0 (9.1–12.9) 8.4 (6.8–10.0) 1.9 (1.0–2.8)
j j j j

South Carolina 16.5 (14.5–18.5) 14.2 (12.2–16.2) 12.8 (10.9–14.8) 1.8 (1.2–2.4)
j j

1.9 (1.3–2.6) 1.6 (1.1–2.2)

South Dakota 20.7 (18.6–22.9) 17.8 (15.5–20.0) 15.5 (13.2–17.7) 2.2 (1.3–3.1)
j j

3.5 (2.3–4.7) 2.4 (1.6–3.1)

a In this article, “tobacco” refers to commercial tobacco products and not to tobacco used for medicinal and spiritual purposes by some American Indian communit-
ies.
b Any tobacco use was defined as use either “every day” or “some days” of at least 1 tobacco product. For cigarettes, users were defined as adults who reported
use either “every day” or “some days” and had smoked ≥100 cigarettes during their lifetime.
c Any combustible tobacco use was defined as use either “every day” or “some days” of at least 1 combustible tobacco product: cigarettes; cigars, cigarillos, or
filtered little cigars; and pipes, water pipes, or hookah. For cigarettes, users were defined as adults who reported use either “every day” or “some days” and had
smoked ≥100 times during their lifetime.
d Adults who currently smoke cigarettes were defined as adults who reported smoking ≥100 cigarettes during their lifetime and now smoked cigarettes “every day”
or “some days.”
e Adults who currently smoke cigars were defined as adults who currently reported smoking cigars, cigarillos, or little filtered cigars “every day” or “some days.”
f Adults who currently smoke pipes were defined as adults who reported currently smoking tobacco in a regular pipe “every day” or “some days.”
g Adults who currently smoke waterpipes or hookahs were defined as adults who reported currently smoking tobacco in a waterpipe or hookah “every day” or
“some days.”
h Adults who currently use e-cigarettes were defined as adults who reported using e-cigarettes at least once during their lifetime and now use e-cigarettes “every
day” or “some days.”
i Current smokeless tobacco product users were defined as adults who reported using chewing tobacco, snuff, dip, snus, or dissolvable tobacco at least once dur-
ing their lifetime and now use at least 1 of these products “every day” or “some days.”
j Unweighted denominator <50 or relative standard error >30%.
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(continued)

Table 1. Prevalence of Current Use of Tobacco Products Among Adults Aged ≥18 Years, by State, Tobacco Use Supplement to the Current Population Survey, United
States, 2018–2019a

State

Any tobaccob

Combustible
tobacco
productsc Cigarettesd

Cigars
/cigarillos/
filtered little
cigarse

Regular
pipesf

Water pipes/
hookahg E-cigarettesh

Smokeless
tobaccoi

% (95% CI)

Tennessee 19.7 (18.2–21.2) 17.3 (15.9–18.7) 15.8 (14.4–17.1) 2.0 (1.4–2.6)
j j

2.0 (1.2–2.8) 2.1 (1.6–2.6)

Texas 13.4 (12.6–14.2) 10.8 (10.1–11.6) 9.0 (8.3–9.8) 1.7 (1.3–2.1) 0.1 (0.1–0.2) 0.4 (0.2–0.6) 2.3 (1.9–2.7) 1.5 (1.2–1.8)

Utah 10.7 (8.6–12.8) 7.9 (6.0–9.8) 6.7 (5.0–8.3) 1.0 (0.4–1.5)
j j

3.0 (2.1–3.8) 1.4 (0.8–2.0)

Vermont 14.2 (12.3–16.2) 12.5 (10.8–14.2) 10.8 (9.2–12.4) 1.8 (1.1–2.5)
j j

1.9 (1.1–2.7) 1.0 (0.4–1.6)

Virginia 14.0 (12.0–16.0) 11.8 (9.9–13.6) 9.6 (7.8–11.4) 2.3 (1.7–3.0)
j

0.6 (0.3–0.9) 2.4 (1.7–3.0) 1.3 (0.8–1.7)

Washington 13.7 (11.8–15.7) 10.9 (9.5–12.2) 9.9 (8.7–11.2) 1.4 (0.8–1.9)
j j

2.3 (1.5–3.1) 1.7 (0.9–2.5)

West Virginia 29.0 (25.0–32.9) 22.9 (19.8–26.0) 21.3 (18.5–24.1) 2.4 (1.5–3.3) 0.6 (0.3–0.9)
j

3.8 (2.9–4.7) 6.3 (4.8–7.8)

Wisconsin 17.8 (15.9–19.7) 14.9 (13.3–16.5) 13.2 (11.7–14.7) 1.9 (1.4–2.3)
j j

2.6 (1.6–3.6) 1.8 (1.1–2.6)

Wyoming 22.6 (19.6–25.5) 16.2 (14.2–18.3) 14.2 (12.2–16.2) 2.2 (1.5–2.9)
j j

3.7 (2.6–4.7) 5.2 (3.0–7.3)
a In this article, “tobacco” refers to commercial tobacco products and not to tobacco used for medicinal and spiritual purposes by some American Indian communit-
ies.
b Any tobacco use was defined as use either “every day” or “some days” of at least 1 tobacco product. For cigarettes, users were defined as adults who reported
use either “every day” or “some days” and had smoked ≥100 cigarettes during their lifetime.
c Any combustible tobacco use was defined as use either “every day” or “some days” of at least 1 combustible tobacco product: cigarettes; cigars, cigarillos, or
filtered little cigars; and pipes, water pipes, or hookah. For cigarettes, users were defined as adults who reported use either “every day” or “some days” and had
smoked ≥100 times during their lifetime.
d Adults who currently smoke cigarettes were defined as adults who reported smoking ≥100 cigarettes during their lifetime and now smoked cigarettes “every day”
or “some days.”
e Adults who currently smoke cigars were defined as adults who currently reported smoking cigars, cigarillos, or little filtered cigars “every day” or “some days.”
f Adults who currently smoke pipes were defined as adults who reported currently smoking tobacco in a regular pipe “every day” or “some days.”
g Adults who currently smoke waterpipes or hookahs were defined as adults who reported currently smoking tobacco in a waterpipe or hookah “every day” or
“some days.”
h Adults who currently use e-cigarettes were defined as adults who reported using e-cigarettes at least once during their lifetime and now use e-cigarettes “every
day” or “some days.”
i Current smokeless tobacco product users were defined as adults who reported using chewing tobacco, snuff, dip, snus, or dissolvable tobacco at least once dur-
ing their lifetime and now use at least 1 of these products “every day” or “some days.”
j Unweighted denominator <50 or relative standard error >30%.
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Table 2. State-Specific Prevalence of Smoking Cessation and Cessation Treatment Indicators, Tobacco Use Supplement to the Current Population Survey, United
States, 2018–2019a,b

State

Interested in
quittingc

Past-year quit
attemptsd

Recent
smoking
cessatione

Receipt of advice
to quitf

Use of cessation
counseling and/
or medications to
quitg

Use of counseling
to quith

Use of cessation
medications to
quiti

% (95% CI)

National 76.6 (75.8–77.4) 51.9 (51.1–52.8) 7.4 (7.0–7.9) 71.8 (70.8–72.9) 34.3 (33.1–35.6) 10.2 (9.5–10.9) 31.0 (29.8–32.2)

Alabama 68.2 (63.5–72.9) 46.1 (39.8–52.4) 5.0 (3.0–7.0) 71.1 (63.3–78.9) 27.7 (23.3–32.1) 6.9 (3.7–10.1) 25.7 (21.4–30.0)

Alaska 72.2 (64.1–80.3) 53.0 (44.8–61.2) 7.8 (3.6–12.0) 72.8 (64.7–80.9) 48.1 (38.1–58.1) 24.0 (12.8–35.2) 44.3 (35.1–53.5)

Arizona 78.4 (72.6–84.2) 53.8 (46.9–60.7) 7.7 (4.7–10.7) 63.5 (54.9–72.1) 31.3 (23.8–38.8) 12.6 (7.1–18.1) 27.7 (20.5–34.9)

Arkansas 72.7 (68.3–77.1) 45.1 (40.0–50.2) 6.8 (3.8–9.8) 65.2 (59.1–71.3) 44.6 (36.5–52.7) 8.8 (4.8–12.8) 41.5 (33.1–49.9)

California 80.0 (76.7–83.3) 54.4 (50.6–58.2) 9.0 (7.0–11.0) 69.0 (64.7–73.3) 30.1 (25.3–34.9) 13.0 (9.6–16.4) 26.7 (22.1–31.3)

Colorado 83.6 (75.7–91.5) 54.2 (45.0–63.4)
j

63.3 (51.9–74.7) 29.8 (18.2–41.4)
j

27.8 (16.1–39.5)

Connecticut 87.5 (81.0–94.0) 52.0 (41.9–62.1)
j

83.5 (75.4–91.6) 44.8 (32.0–57.6)
j

38.9 (26.1–51.7)

Delaware 78.4 (69.6–87.2) 57.2 (49.0–65.4) 7.9 (3.9–11.9) 84.4 (77.4–91.4) 30.8 (20.3–41.3)
j

27.7 (18.0–37.4)

District of Columbia 77.3 (70.1–84.5) 54.8 (47.8–61.8) 8.5 (4.9–12.1) 76.5 (69.8–83.2) 31.7 (24.0–39.4) 11.3 (6.4–16.2) 27.9 (20.4–35.4)

Florida 73.1 (68.8–77.4) 49.1 (44.9–53.3) 6.7 (4.6–8.8) 72.7 (67.3–78.1) 32.5 (27.0–38.0) 13.7 (9.7–17.7) 28.5 (23.4–33.6)

Georgia 79.2 (74.7–83.7) 44.9 (39.2–50.6) 5.9 (2.7–9.1) 76.3 (69.5–83.1) 27.4 (19.9–34.9) 11.1 (6.6–15.6) 24.8 (17.4–32.2)

Hawaii 78.1 (71.7–84.5) 55.7 (46.0–65.4)
j

70.4 (59.1–81.7) 29.1 (17.3–40.9)
j

24.9 (14.3–35.5)

Idaho 76.0 (71.1–80.9) 55.4 (49.3–61.5) 9.8 (6.2–13.4) 68.4 (60.8–76.0) 35.0 (25.8–44.2) 8.8 (4.1–13.5) 33.4 (24.4–42.4)

Illinois 77.2 (72.9–81.5) 52.5 (47.9–57.1) 8.3 (5.4–11.2) 73.3 (67.2–79.4) 37.1 (29.9–44.3) 12.0 (8.1–15.9) 31.9 (24.5–39.3)

Indiana 73.9 (69.8–78.0) 54.8 (49.1–60.5) 9.9 (6.8–13.0) 75.1 (67.7–82.5) 36.9 (28.8–45.0) 11.0 (5.5–16.5) 29.8 (22.7–36.9)

Iowa 69.5 (61.8–77.2) 49.9 (44.8–55.0)
j

75.0 (66.6–83.4) 38.1 (26.1–50.1)
j

35.1 (24.1–46.1)
a Adults who currently smoke cigarettes were defined as adults who reported smoking ≥100 cigarettes during their lifetime and now smoked cigarettes “every day”
or “some days.”
b Adults who formerly smoked cigarettes were defined as adults who had smoked ≥100 cigarettes during their lifetime and reported smoking “not at all” at the time
of interview.
c Adults who currently smoke cigarettes and who indicated their interest in quitting smoking by selecting a response from 2 to 10 on a 10-point scale, which ranged
from 1 (not at all interested) to 10 (extremely interested).
d Adults who currently smoke cigarettes and who made a quit attempt in the past year who reported having stopped smoking for ≥1 days or reported having made
a serious attempt to stop smoking (even <1 day) within the past year, and adults who formerly smoked who quit within the past year were classified as having
made a quit attempt.
e Recent successful cessation was defined as adults who currently smoke and adults who formerly smoked who remained quit for ≥6 months within the past year.
Recent successful cessation was assessed among adults who currently smoke and who initiated smoking at least 2 years ago, and adults who formerly smoked
who reported quitting within the past year.
f Among adults who currently smoke who visited a medical doctor within the past year and adults who formerly smoked who visited a medical doctor within the year
before they quit smoking, those who reported receiving advice to quit were considered as having received past-year advice to quit.
g Adults who currently smoke and adults who formerly smoked who answered yes to having used evidence-based medications (ie, nicotine patch, gum, lozenge,
nasal spray, inhaler, Chantix/varenicline, Zyban/bupropion/Wellbutrin) and/or counseling (telephone help line or quit line; one-on-one in-person counseling by a
health professional; stop-smoking clinic; internet or web-based program or tool, including smartphone apps and text messaging programs) during their last past-
year quit attempt were classified as having used medications and/or counseling. We are not able to distinguish those who selected each item among those who se-
lected “internet or web-based program or tool including smartphone apps and text messaging programs” and acknowledge the limitations in the definition for
evidence-based counseling since the evidence is currently inadequate to infer that smartphone apps for smoking cessation are independently effective in increas-
ing smoking cessation. See page 33 of the Surgeon General’s Report on Cessation (3).
h Adults who currently smoke and adults who formerly smoked who answered “yes” to having received counseling (telephone help line or quitline; one-on-one in-
person counseling by a health professional; stop-smoking clinic; internet or web-based program or tool including smartphone apps and text messaging programs)
during their last past-year quit attempt were considered as having used counseling to quit.
i Adults who currently smoke and adults who formerly smoked who answered yes to having used evidence-based medications (ie, nicotine patch, gum, lozenge,
nasal spray, inhaler, Chantix/varenicline, Zyban/bupropion/Wellbutrin) during their last past-year quit attempt were considered as having used medications.
j Unweighted denominator <50 or relative standard error >30%.

(continued on next page)

PREVENTING CHRONIC DISEASE VOLUME 20, E107

PUBLIC HEALTH RESEARCH, PRACTICE, AND POLICY   NOVEMBER 2023

The opinions expressed by authors contributing to this journal do not necessarily reflect the opinions of the U.S. Department of Health and Human Services,
the Public Health Service, the Centers for Disease Control and Prevention, or the authors’ affiliated institutions.



12       Centers for Disease Control and Prevention  •  www.cdc.gov/pcd/issues/2023/23_0132.htm

(continued)

Table 2. State-Specific Prevalence of Smoking Cessation and Cessation Treatment Indicators, Tobacco Use Supplement to the Current Population Survey, United
States, 2018–2019a,b

State

Interested in
quittingc

Past-year quit
attemptsd

Recent
smoking
cessatione

Receipt of advice
to quitf

Use of cessation
counseling and/
or medications to
quitg

Use of counseling
to quith

Use of cessation
medications to
quiti

% (95% CI)

Kansas 72.5 (65.4–79.6) 52.0 (42.5–61.5) 10.3 (6.2–14.4) 65.5 (55.9–75.1) 27.4 (17.6–37.2)
j

27.2 (17.5–36.9)

Kentucky 68.8 (62.0–75.6) 46.3 (41.7–50.9) 4.8 (2.5–7.1) 69.9 (64.8–75.0) 28.8 (20.4–37.2) 7.2 (3.8–10.6) 27.5 (19.3–35.7)

Louisiana 76.0 (71.7–80.3) 55.7 (50.3–61.1) 7.5 (5.6–9.4) 67.0 (61.1–72.9) 32.0 (26.6–37.4) 10.7 (7.2–14.2) 29.2 (23.6–34.8)

Maine 75.4 (69.3–81.5) 54.3 (48.1–60.5) 8.2 (4.5–11.9) 71.5 (62.2–80.8) 45.9 (36.7–55.1) 12.9 (6.8–19.0) 43.1 (34.0–52.2)

Maryland 84.7 (79.0–90.4) 47.8 (38.6–57.0)
j

74.3 (64.8–83.8) 38.6 (27.4–49.8)
j

35.8 (25.2–46.4)

Massachusetts 77.9 (72.3–83.5) 56.2 (49.5–62.9) 9.8 (5.5–14.1) 77.3 (70.5–84.1) 50.1 (41.0–59.2) 7.6 (3.4–11.8) 47.5 (38.7–56.3)

Michigan 74.0 (67.4–80.6) 52.6 (47.3–57.9) 6.9 (4.1–9.7) 76.3 (70.7–81.9) 36.4 (29.4–43.4) 13.0 (8.3–17.7) 30.1 (24.1–36.1)

Minnesota 77.5 (72.3–82.7) 51.2 (44.7–57.7) 7.2 (4.0–10.4) 74.1 (67.8–80.4) 39.1 (29.8–48.4)
j

38.1 (28.5–47.7)

Mississippi 72.1 (67.1–77.1) 48.8 (41.0–56.6) 6.8 (3.9–9.7) 68.4 (61.2–75.6) 27.8 (22.9–32.7) 6.3 (2.6–10.0) 25.7 (21.1–30.3)

Missouri 73.8 (68.2–79.4) 49.1 (42.9–55.3) 8.1 (3.9–12.3) 64.8 (58.4–71.2) 34.4 (26.0–42.8)
j

31.7 (23.6–39.8)

Montana 75.8 (70.9–80.7) 50.5 (44.1–56.9) 5.4 (3.0–7.8) 73.3 (67.8–78.8) 39.8 (33.1–46.5) 11.7 (7.7–15.7) 37.9 (31.6–44.2)

Nebraska 82.5 (77.5–87.5) 53.7 (45.2–62.2) 6.4 (3.3–9.5) 66.9 (60.3–73.5) 28.0 (21.1–34.9) 9.1 (4.6–13.6) 23.2 (17.0–29.4)

Nevada 85.2 (80.7–89.7) 46.7 (38.6–54.8) 7.4 (3.9–10.9) 66.1 (57.2–75.0) 25.5 (17.3–33.7)
j

23.9 (16.1–31.7)

New Hampshire 87.4 (82.4–92.4) 55.1 (47.5–62.7) 5.1 (2.6–7.6) 81.8 (75.4–88.2) 41.4 (33.3–49.5) 12.0 (6.5–17.5) 38.0 (29.8–46.2)

New Jersey 80.4 (74.6–86.2) 57.3 (51.0–63.6) 6.3 (3.0–9.6) 79.0 (72.0–86.0) 32.3 (23.4–41.2)
j

29.8 (20.9–38.7)

a Adults who currently smoke cigarettes were defined as adults who reported smoking ≥100 cigarettes during their lifetime and now smoked cigarettes “every day”
or “some days.”
b Adults who formerly smoked cigarettes were defined as adults who had smoked ≥100 cigarettes during their lifetime and reported smoking “not at all” at the time
of interview.
c Adults who currently smoke cigarettes and who indicated their interest in quitting smoking by selecting a response from 2 to 10 on a 10-point scale, which ranged
from 1 (not at all interested) to 10 (extremely interested).
d Adults who currently smoke cigarettes and who made a quit attempt in the past year who reported having stopped smoking for ≥1 days or reported having made
a serious attempt to stop smoking (even <1 day) within the past year, and adults who formerly smoked who quit within the past year were classified as having
made a quit attempt.
e Recent successful cessation was defined as adults who currently smoke and adults who formerly smoked who remained quit for ≥6 months within the past year.
Recent successful cessation was assessed among adults who currently smoke and who initiated smoking at least 2 years ago, and adults who formerly smoked
who reported quitting within the past year.
f Among adults who currently smoke who visited a medical doctor within the past year and adults who formerly smoked who visited a medical doctor within the year
before they quit smoking, those who reported receiving advice to quit were considered as having received past-year advice to quit.
g Adults who currently smoke and adults who formerly smoked who answered yes to having used evidence-based medications (ie, nicotine patch, gum, lozenge,
nasal spray, inhaler, Chantix/varenicline, Zyban/bupropion/Wellbutrin) and/or counseling (telephone help line or quit line; one-on-one in-person counseling by a
health professional; stop-smoking clinic; internet or web-based program or tool, including smartphone apps and text messaging programs) during their last past-
year quit attempt were classified as having used medications and/or counseling. We are not able to distinguish those who selected each item among those who se-
lected “internet or web-based program or tool including smartphone apps and text messaging programs” and acknowledge the limitations in the definition for
evidence-based counseling since the evidence is currently inadequate to infer that smartphone apps for smoking cessation are independently effective in increas-
ing smoking cessation. See page 33 of the Surgeon General’s Report on Cessation (3).
h Adults who currently smoke and adults who formerly smoked who answered “yes” to having received counseling (telephone help line or quitline; one-on-one in-
person counseling by a health professional; stop-smoking clinic; internet or web-based program or tool including smartphone apps and text messaging programs)
during their last past-year quit attempt were considered as having used counseling to quit.
i Adults who currently smoke and adults who formerly smoked who answered yes to having used evidence-based medications (ie, nicotine patch, gum, lozenge,
nasal spray, inhaler, Chantix/varenicline, Zyban/bupropion/Wellbutrin) during their last past-year quit attempt were considered as having used medications.
j Unweighted denominator <50 or relative standard error >30%.
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Table 2. State-Specific Prevalence of Smoking Cessation and Cessation Treatment Indicators, Tobacco Use Supplement to the Current Population Survey, United
States, 2018–2019a,b

State

Interested in
quittingc

Past-year quit
attemptsd

Recent
smoking
cessatione

Receipt of advice
to quitf

Use of cessation
counseling and/
or medications to
quitg

Use of counseling
to quith

Use of cessation
medications to
quiti

% (95% CI)

New Mexico 75.5 (70.6–80.4) 53.1 (45.3–60.9) 8.1 (5.4–10.8) 64.5 (56.4–72.6) 34.3 (29.0–39.6) 14.5 (9.8–19.2) 30.7 (24.7–36.7)

New York 78.0 (73.7–82.3) 55.5 (51.6–59.4) 8.4 (5.8–11.0) 75.6 (71.2–80.0) 35.0 (28.7–41.3) 10.1 (6.4–13.8) 32.4 (26.0–38.8)

North Carolina 79.2 (75.2–83.2) 53.7 (48.3–59.1) 7.1 (4.5–9.7) 75.9 (69.3–82.5) 31.2 (24.7–37.7) 6.2 (3.1–9.3) 29.1 (23.3–34.9)

North Dakota 73.2 (67.8–78.6) 53.8 (47.1–60.5) 8.0 (4.2–11.8) 68.3 (62.1–74.5) 28.2 (20.6–35.8) 12.4 (6.1–18.7) 25.5 (17.6–33.4)

Ohio 72.0 (68.0–76.0) 51.7 (47.7–55.7) 6.6 (4.7–8.5) 68.2 (62.5–73.9) 34.2 (28.4–40.0) 6.1 (3.5–8.7) 32.4 (26.8–38.0)

Oklahoma 73.6 (66.9–80.3) 54.9 (49.2–60.6) 7.7 (5.3–10.1) 68.5 (61.0–76.0) 35.7 (29.7–41.7) 13.3 (7.4–19.2) 29.8 (24.7–34.9)

Oregon 83.7 (78.9–88.5) 58.0 (51.6–64.4) 8.4 (5.1–11.7) 71.6 (62.2–81.0) 39.5 (30.5–48.5) 9.8 (4.6–15.0) 37.0 (28.6–45.4)

Pennsylvania 80.3 (76.2–84.4) 56.2 (51.7–60.7) 6.5 (4.2–8.8) 68.8 (64.1–73.5) 39.5 (33.6–45.4) 10.6 (6.6–14.6) 33.0 (27.1–38.9)

Rhode Island 87.3 (81.1–93.5) 62.8 (53.2–72.4)
j

86.9 (79.6–94.2) 26.0 (15.8–36.2)
j

25.0 (14.7–35.3)

South Carolina 74.7 (68.4–81.0) 47.5 (40.4–54.6) 5.5 (2.4–8.6) 73.5 (67.2–79.8) 46.1 (35.5–56.7) 13.5 (6.2–20.8) 42.8 (32.3–53.3)

South Dakota 78.9 (71.1–86.7) 58.0 (52.6–63.4) 10.8 (6.9–14.7) 71.1 (64.6–77.6) 29.3 (17.6–41.0) 14.9 (7.2–22.6) 27.2 (16.3–38.1)

Tennessee 74.0 (69.8–78.2) 44.1 (39.7–48.5) 7.1 (4.7–9.5) 77.7 (72.2–83.2) 28.0 (21.7–34.3) 5.8 (2.8–8.8) 25.5 (19.4–31.6)

Texas 76.1 (72.5–79.7) 50.8 (46.7–54.9) 9.0 (6.7–11.3) 66.0 (61.4–70.6) 31.2 (26.0–36.4) 9.0 (6.0–12.0) 28.1 (23.2–33.0)

Utah 77.5 (69.4–85.6) 62.7 (54.9–70.5)
j

68.3 (57.8–78.8) 28.4 (17.5–39.3)
j

28.4 (17.5–39.3)

Vermont 78.8 (72.6–85.0) 53.1 (45.3–60.9)
j

71.1 (64.4–77.8) 49.4 (39.7–59.1) 16.8 (8.6–25.0) 47.5 (38.1–56.9)

a Adults who currently smoke cigarettes were defined as adults who reported smoking ≥100 cigarettes during their lifetime and now smoked cigarettes “every day”
or “some days.”
b Adults who formerly smoked cigarettes were defined as adults who had smoked ≥100 cigarettes during their lifetime and reported smoking “not at all” at the time
of interview.
c Adults who currently smoke cigarettes and who indicated their interest in quitting smoking by selecting a response from 2 to 10 on a 10-point scale, which ranged
from 1 (not at all interested) to 10 (extremely interested).
d Adults who currently smoke cigarettes and who made a quit attempt in the past year who reported having stopped smoking for ≥1 days or reported having made
a serious attempt to stop smoking (even <1 day) within the past year, and adults who formerly smoked who quit within the past year were classified as having
made a quit attempt.
e Recent successful cessation was defined as adults who currently smoke and adults who formerly smoked who remained quit for ≥6 months within the past year.
Recent successful cessation was assessed among adults who currently smoke and who initiated smoking at least 2 years ago, and adults who formerly smoked
who reported quitting within the past year.
f Among adults who currently smoke who visited a medical doctor within the past year and adults who formerly smoked who visited a medical doctor within the year
before they quit smoking, those who reported receiving advice to quit were considered as having received past-year advice to quit.
g Adults who currently smoke and adults who formerly smoked who answered yes to having used evidence-based medications (ie, nicotine patch, gum, lozenge,
nasal spray, inhaler, Chantix/varenicline, Zyban/bupropion/Wellbutrin) and/or counseling (telephone help line or quit line; one-on-one in-person counseling by a
health professional; stop-smoking clinic; internet or web-based program or tool, including smartphone apps and text messaging programs) during their last past-
year quit attempt were classified as having used medications and/or counseling. We are not able to distinguish those who selected each item among those who se-
lected “internet or web-based program or tool including smartphone apps and text messaging programs” and acknowledge the limitations in the definition for
evidence-based counseling since the evidence is currently inadequate to infer that smartphone apps for smoking cessation are independently effective in increas-
ing smoking cessation. See page 33 of the Surgeon General’s Report on Cessation (3).
h Adults who currently smoke and adults who formerly smoked who answered “yes” to having received counseling (telephone help line or quitline; one-on-one in-
person counseling by a health professional; stop-smoking clinic; internet or web-based program or tool including smartphone apps and text messaging programs)
during their last past-year quit attempt were considered as having used counseling to quit.
i Adults who currently smoke and adults who formerly smoked who answered yes to having used evidence-based medications (ie, nicotine patch, gum, lozenge,
nasal spray, inhaler, Chantix/varenicline, Zyban/bupropion/Wellbutrin) during their last past-year quit attempt were considered as having used medications.
j Unweighted denominator <50 or relative standard error >30%.

(continued on next page)
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(continued)

Table 2. State-Specific Prevalence of Smoking Cessation and Cessation Treatment Indicators, Tobacco Use Supplement to the Current Population Survey, United
States, 2018–2019a,b

State

Interested in
quittingc

Past-year quit
attemptsd

Recent
smoking
cessatione

Receipt of advice
to quitf

Use of cessation
counseling and/
or medications to
quitg

Use of counseling
to quith

Use of cessation
medications to
quiti

% (95% CI)

Virginia 75.1 (68.3–81.9) 55.1 (49.1–61.1) 7.9 (3.9–11.9) 73.0 (64.7–81.3) 37.8 (28.6–47.0) 10.0 (5.6–14.4) 34.9 (25.0–44.8)

Washington 76.5 (71.1–81.9) 49.6 (43.4–55.8) 7.8 (4.4–11.2) 71.5 (65.2–77.8) 42.7 (34.5–50.9) 13.2 (7.3–19.1) 39.2 (31.1–47.3)

West Virginia 70.7 (65.8–75.6) 46.4 (39.9–52.9) 4.6 (2.9–6.3) 75.7 (70.4–81.0) 33.3 (27.6–39.0) 14.1 (10.7–17.5) 30.9 (25.3–36.5)

Wisconsin 79.4 (74.7–84.1) 50.3 (44.4–56.2) 4.6 (2.2–7.0) 79.5 (73.6–85.4) 35.7 (27.2–44.2) 8.5 (3.7–13.3) 35.0 (26.9–43.1)

Wyoming 73.6 (67.0–80.2) 53.1 (48.3–57.9) 10.0 (7.3–12.7) 64.5 (58.6–70.4) 37.2 (29.8–44.6) 12.0 (7.9–16.1) 33.1 (25.6–40.6)
a Adults who currently smoke cigarettes were defined as adults who reported smoking ≥100 cigarettes during their lifetime and now smoked cigarettes “every day”
or “some days.”
b Adults who formerly smoked cigarettes were defined as adults who had smoked ≥100 cigarettes during their lifetime and reported smoking “not at all” at the time
of interview.
c Adults who currently smoke cigarettes and who indicated their interest in quitting smoking by selecting a response from 2 to 10 on a 10-point scale, which ranged
from 1 (not at all interested) to 10 (extremely interested).
d Adults who currently smoke cigarettes and who made a quit attempt in the past year who reported having stopped smoking for ≥1 days or reported having made
a serious attempt to stop smoking (even <1 day) within the past year, and adults who formerly smoked who quit within the past year were classified as having
made a quit attempt.
e Recent successful cessation was defined as adults who currently smoke and adults who formerly smoked who remained quit for ≥6 months within the past year.
Recent successful cessation was assessed among adults who currently smoke and who initiated smoking at least 2 years ago, and adults who formerly smoked
who reported quitting within the past year.
f Among adults who currently smoke who visited a medical doctor within the past year and adults who formerly smoked who visited a medical doctor within the year
before they quit smoking, those who reported receiving advice to quit were considered as having received past-year advice to quit.
g Adults who currently smoke and adults who formerly smoked who answered yes to having used evidence-based medications (ie, nicotine patch, gum, lozenge,
nasal spray, inhaler, Chantix/varenicline, Zyban/bupropion/Wellbutrin) and/or counseling (telephone help line or quit line; one-on-one in-person counseling by a
health professional; stop-smoking clinic; internet or web-based program or tool, including smartphone apps and text messaging programs) during their last past-
year quit attempt were classified as having used medications and/or counseling. We are not able to distinguish those who selected each item among those who se-
lected “internet or web-based program or tool including smartphone apps and text messaging programs” and acknowledge the limitations in the definition for
evidence-based counseling since the evidence is currently inadequate to infer that smartphone apps for smoking cessation are independently effective in increas-
ing smoking cessation. See page 33 of the Surgeon General’s Report on Cessation (3).
h Adults who currently smoke and adults who formerly smoked who answered “yes” to having received counseling (telephone help line or quitline; one-on-one in-
person counseling by a health professional; stop-smoking clinic; internet or web-based program or tool including smartphone apps and text messaging programs)
during their last past-year quit attempt were considered as having used counseling to quit.
i Adults who currently smoke and adults who formerly smoked who answered yes to having used evidence-based medications (ie, nicotine patch, gum, lozenge,
nasal spray, inhaler, Chantix/varenicline, Zyban/bupropion/Wellbutrin) during their last past-year quit attempt were considered as having used medications.
j Unweighted denominator <50 or relative standard error >30%.
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