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Regional and social disparities in
cessation behavior and
motivation to quit among U.S.
adult current smokers, Tobacco
Use Supplement to the U.S.
Census Bureau’s Current
Population Survey 2014–15 and
2018–19
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2Center for Tobacco Products, Food and Drug Administration, Silver Spring, MD, United States

Introduction: Variation in smoking cessation behaviors and motivators across

the United States may contribute to health disparities. This study investigates

regional di�erences over time in two key cessation motivators (quit interest and

doctor’s advice to quit) and two cessation behaviors (past-year quit attempts and

recent successful cessation) across diverse demographic factors.

Methods: Datawere analyzed from two releases of the TobaccoUse Supplement

to the U.S. Census Bureau’s Current Population Survey (TUS-CPS) for the years

2014–15 and 2018–19. The analysis included sex, age, race and ethnicity,

education, marital status, employment status, and household income.

Results: Findings from 2018 to 2019 TUS-CPS revealed that quit interest was

highest in the Northeast and lowest in the Midwest, while doctor’s advice to quit

wasmost prevalent in theNortheast and least in theWest. Past-year quit attempts

were most common in the Northeast and least in the South. Recent successful

cessation (defined as quitting for 6 to 12 months) was highest in the Northeast

and Midwest, with the South showing the lowest rates. Compared to the 2014–

15 survey, 14 demographic groups (7 in the Midwest, 6 in the South, and 1 in the

West) showed decreases in both quit interest and actions to quit. Notably, the

Asian non-Hispanic group in the Northeast experienced a significant decrease in

quit interest (–17.9%) but an increase in recent successful cessation (+369.2%).

Discussion: Overall, the study indicates that while quit interest was

highest in the West, the South exhibited the lowest rates of quit

attempts and successful cessation. Significant di�erences were also

noted between age groups. These findings highlight the need for

further research into cessation behaviors at more granular levels to
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inform policies aimed at reducing smoking-related health disparities among

populations facing the greatest challenges in cessation.

KEYWORDS

cigarettes, smoking, smoking cessation, health disparities, regional, adult, demographic,

Tobacco Use Supplement

1 Introduction

Smoking is the leading preventable cause of death and disease

in the United States, with over 480,000 premature deaths due to

smoking-related illness estimated to occur each year (1). Cigarette

use, including exposure to cigarette smoke, has been shown to

increase the risk of cancer and imposes a substantial burden on

the United States, both as an economic cost and with respect to

public health (1, 2). Hence, encouraging cessation among smokers

is a key method for reducing the public health burden produced by

smoking. For example, quitting cigarette use can directly improve

smokers’ overall health and reduce their risk of premature death.

In addition, cessation can add as much as a decade to life-

expectancy and yields health benefits at any age (1, 3). However,

despite significant decreases in the overall prevalence of cigarette

smoking over time and the well-established benefits of cessation,

an estimated 28.3 million (11.5%) U.S. adults ages 18 years or older

reported smoking cigarettes during 2021, and cigarette smoking

prevalence continues to differ by demographic and location (3,

4). While overall declines in cigarette smoking are encouraging,

decreases in smoking prevalence have not been experienced equally

across the United States, with some populations experiencing

slower declines or increases in smoking prevalence (5, 6).

Since elevated smoking prevalence among certain populations

contributes to higher overall smoking prevalence, population-based

methods aimed at eliminating smoking disparities also reduce the

size of the overall smoking population (6). Thus, policies that seek

to reduce disparities in cigarette smoking, such as targeted smoking

cessation programs, also serve to hasten declines in cigarette

smoking and the health burdens associated with cigarette use (7).

As national estimates indicate, most smokers have a stated

desire to quit and attempt to quit cigarette use. In fact, a vast

majority of smokers express some form of regret for having become

a smoker, with over 71% of smokers reporting that they regretted

having started smoking (8, 9). Many smokers also report a desire

to quit smoking due to various reasons, such as health concerns

or the financial cost of smoking (8–11). Nonetheless, only a small

percentage of smokers report successfully quitting cigarette use

(3, 12). This lack of efficacy among smokers is likely due to the

difficulties created by cigarette dependence or other barriers to

successful cessation, including nicotine withdrawal or cravings,

perceived stress relief, or risk of relapse (10, 11). Higher exposure

to smoking behavior within an individual’s social network, such as

inside a household or among friends, presents an additional barrier

to those seeking to successfully quit cigarette use and increases the

likelihood of relapse (13). Additional studies have indicated that

over 80% of smokers report high or very high discontent due to

being unable to quit, perceived addiction, and regret having started

smoking (14).

In addition to these individual barriers, socioeconomic and

sociodemographic disparities in quitting have been shown to

contribute to existing differences in prevalence of smoking

experienced among various subgroups, particularly among those

with lower household incomes, those with lower education, racial

and ethnic minorities, older adults, and by geography (3, 7, 15–

17). Access to cessation services (e.g., counseling or cessation

pharmacotherapies) and receipt of cessation advice from a medical

doctor, both of which are factors associated with higher quit

rates, also differ by subgroup and geographical location (3, 18–21).

Furthermore, as smoking cessation is a health improving behavior,

health disparities may also exist by geographical locations due

to socioeconomic and sociodemographic differences in rates of

quit success. Thus, cessation-related estimates at subnational levels

are helpful for identifying potential health disparities across the

United States and developing targeted population interventions

that may provide additional increases in cessation.

This study examines changes in cessation-related prevalence

(i.e., prevalence of quit interest, receipt of a doctor’s advice to

quit smoking, quit attempts, and successful cessation) over time

among U.S. adults (18 years or older) by regional demographics.

Specifically, we use the 2014–15 data release of the Tobacco

Use Supplement to the Current population Survey (TUS-CPS), a

supplemental survey that is administered as part of the Census

Bureau’s Current Population Survey, and the 2018–19 data release

of the TUS-CPS to examine how cessation motivators (quit interest

and receipt of a doctor’s advice to quit smoking) and cessation

behaviors (past-year quit attempts and recent successful smoking

cessation) by sex, age, race and ethnicity, education, marital status,

employment status, and annual household have progressed over

time. Notably, literature on smoking cessation typically focuses

on findings at a national level and the availability of subnational

estimates continue to be limited (12, 15, 16, 22–24).

For example, Leventhal et al. (22), Babb et al. (12), and

Trinidad et al. (24) demonstrate significant differences in cessation-

related prevalence by sociodemographic at the national level, with

underserved populations facing some of the highest barriers to

success (12, 22, 24). Similarly, studies like those by Wang et al. (15)

and Walton et al. (16) demonstrate cessation-related prevalence

varies considerably according to geographic location (e.g., state

and territory), while other studies such as Méndez et al. (23)

have demonstrated improvements in smoking cessation over time

(16, 23). While studies such as these provide helpful evidence

of differences in cessation-related prevalence and progression

over time, findings are rarely disaggregated further according to

demographics, with estimates either being presented solely as a

national level average or distinctly from geographic location. Thus,

this study assists with closing a current research gap by providing

information on the extent cessation-related health disparities exist
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among demographics at more granular levels, which is typically

obscured by national and regional level averages. Additionally,

given the length of time that has elapsed since the 2014–15 TUS-

CPS data release (updated every 4 years) and the importance

of tracking smoking cessation as a health improving behavior,

this study highlights the need for further research on cessation-

related prevalence among populations within each region and how

disparities in smokers’ cessation-related behavior have progressed

over time.

2 Materials and methods

2.1 Data sources

Data was obtained from two releases of the TUS-CPS, 2014–

15 and 2018–19, collected by the U.S. Census Bureau and co-

sponsored by the National Cancer Institute and the Food and Drug

Administration (25). The TUS-CPS provides a cross-sectional,

household-based survey of noninstitutionalized U.S. civilian adults

ages 18 or older across 50 states and the District of Columbia

(DC). Additionally, the TUS-CPS offers a large amount of publicly

available data for studying smoking cessation behaviors among

U.S. adults, as well as smoking behaviors overall, at a national

and regional levels (26). The TUS-CPS is conducted every 3–

4 years as part of the larger Current Population Survey (CPS).

Interviews were conducted by phone or in-person, with about two-

thirds of respondents completing the survey by phone. During the

Tobacco Use Supplement (TUS) portion of the CPS, respondents

are randomly selected from each household to participate within

1 year and over three non-consecutive survey months, or waves

(26). In this study, we employ the following waves of data: July

2014, January 2015, and May 2015 for the 2014–15 TUS-CPS; and

July 2018, January 2019, May 2019 for the 2018–19 TUS-CPS.

The number of adult self-respondents interviewed was 163,920

(average self-response rate of 54.2%) over all waves of the 2014–

15 TUS-CPS and 137,471 (average self-response rate of 57.6%)

over all waves of the 2018–19 TUS-CPS (25). While self-response

rates varied slightly for most groups, self-response rates between

those aged 18–24 and older populations represented one of the

widest differences (2014–15: 33.4–65.2%; 2018–19: 35.2–64.0%).

However, as noted in documentation available for the 2014–15

and 2018–19 TUS-CPS, weighting adjustments help minimize

the impact of these differences on estimation. For additional

information regarding self-response rates, please see the “Non-

Response Bias Report” accompanying each survey available at:

https://cancercontrol.cancer.gov/brp/tcrb/tus-cps. Since this study

examines cessation behaviors and motivations among current and

former smokers, a total of 1,512 respondents (847 during 2014–

15 and 665 during 2018–19) were excluded from analysis due to

indeterminate smoking status.

2.2 Cessation variables and statistical
analysis

We follow an approach outlined by a 2019 Centers for Disease

Control and Prevention (50) research brief for defining cigarette

smoking cessation behaviors and cessation motivators among U.S.

adults (15). Current cigarette smokers are identified as adults (ages

18 and older) who have smoked at least 100 cigarettes in their

lifetimes and currently smoke every day or some days. Meanwhile,

former cigarette smokers are identified as adults (ages 18 and

older) who have smoked 100 cigarettes in their lifetime, but do

not currently smoke at all. The first cessation motivator considered

was stated interest in quitting smoking (unweighted n = 22,163

for the 2014–15 TUS-CPS and n = 15,740 for the 2018–19 TUS-

CPS); it was evaluated on a scale ranging from 1 to 10 among

current smokers, with 1 being not interested at all and 10 being

extremely interested. Any response between 2 and 10 was used

to indicate an interest in quitting. The second smoking cessation

motivator considered was whether respondents received advice to

quit smoking from a medical doctor. The group utilized to assess

receiving advice to quit smoking from a medical doctor includes

current smokers who visited a medical doctor in the past year and

former smokers who indicated they visited a medical doctor within

the year before they quit smoking (total unweighted n= 17,247 for

the 2014–15 TUS-CPS and n= 12,224 for the 2018–19 TUS-CPS).

In addition to these cessation motivators, we examined

smoking cessation behaviors, such as quit attempts and the amount

of time that elapsed since an individual stopped smoking. Past-year

quit attempts were defined as former smokers who quit within the

past year and current smokers who either reported they stopped

smoking for at least 1 day or reported that they made a serious

attempt to stop smoking in the past year, regardless of the amount

of time they stopped smoking (total unweighted n = 25,850 for

the 2014–15 TUS-CPS and n = 18,290 for the 2018–19 TUS-

CPS). The study also examines recent successful smoking cessation,

which is defined as former smokers who quit within the past

year and remained quit for at least 6 months. The group assessed

for successful smoking cessation includes current smokers who

initiated smoking 2 ormore years ago and former smokers who quit

smoking within the past year (total unweighted n = 25,507 for the

2014–15 TUS-CPS and n= 18,123 for the 2018–19 TUS-CPS) (27).

Missing or indeterminate responses with respect to smoking status

were removed from the analytical sample: 1,899 for quit interest;

1,336 for advice to quit smoking from a medical doctor; 1,067 for

past-year quit attempts cessation; and 1,325 for recent successful

smoking cessation.

We analyzed the effectiveness of these cessation motivators,

particularly the importance of doctor advice and the smoker’s

desire to quit, on cessation behavior. Randomized controlled trials

show that receiving doctor advice leads to a significant increase in

the rate of quitting, and the effect increases as the doctor advice

becomes more intensive (28). Thus, we present results beginning

with cessation motivators followed by cessation behaviors.

Results are illustrated using a map of the United States and

region-specific prevalence of smoking cessation motivators and

behaviors using the 2014–15 and 2018–19 TUS-CPS, and the

differences in prevalence between the 2014–15 and 2018–19 TUS-

CPS. Demographic subgroups are categorized by the direction

of change in prevalence for cessation-related behaviors and

region. Demographic subgroups observing statistically significant

differences in prevalence (p < 0.05) for each cessation-related

behavior and region are separately displayed. Proxy responses (n

= 106,435) were excluded from the analysis to reduce potential
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misclassifications (e.g., incorrectly answering on the behalf of

another individual’s smoking status)1. In order to account for

complex survey design and yield representative estimates, data were

weighted using survey provided self-response weights provided by

the 2014–15 and 2018–19 TUS-CPS2. Rao-Scott chi-square tests

were performed to determine whether differences between survey

releases were statistically significant, with relative percentage

changes between survey year estimates calculated manually.

Statistical analysis was performed using Stata/SE, version 17.0. The

appendix displays numerical results for each category at a regional

and national level (Tables A4–A7). Furthermore, since differences

in current cigarette use likely contribute to the variations found

within this study, appendix results also include current smoking

prevalence at the regional and national level (Table A3).

2.3 Sample demographics

Of the 299,879 adult self-respondents that indicated their

smoking status during the 2014–15 and 2018–19 TUS-CPS: women

represented 54.9% of the total sample; approximately 35.6% of

the sample fell between the age of 45–64; and 24.9% reported

a household income between $25,000 and 49,999 per year. The

sample varied by race and ethnicity (Asian, non-Hispanic = 4.2%;

Black, non-Hispanic = 9.8%; Hispanic = 10.6%; White, non-

Hispanic= 73.0%; Other, non-Hispanic= 2.4%) and by education

[12th Grade or below (No Diploma) = 9.4%; Graduation from

high school = 24.5%; General Educational Diploma (GED) or

equivalent = 2.9%; Some college or above = 63.2%]. Additional

sample demographics, including observation counts, are presented

in Table 1 and are reported by region in Table A2.

3 Results

3.1 Cessation behavior and motivator
prevalence from the 2014–15 TUS-CPS

We present results beginning with national estimates followed

by region, and lastly demographics within regions. National

estimates provide a baseline for the prevalence of smoking

cessation behaviors and cessation motivators in the United States

prior to presenting more granular results by region and

demographics within regions. At the national level from the

2014–15 TUS-CPS, 77.5% (95% CI: 76.9–78.2%) of current

1 Proxy responseswere collectedwhenever a survey-eligible individual was

unable to be reached for self-interview. Proxy respondents represent a single

individual (included as a member of the household and over the age of 15)

that answers on the behalf of all eligible members of a household.

2 Self-response weights adjust for both non-response and self-response.

The non-response adjustment accounts for occupied households that

completed and responded to the CPS but did not complete the TUS

questionnaire. The self-response adjustment accounts for the exclusion of

interviews completed by proxy. Further explanation of survey weights are

available in the technical documentation for the 2014-15 and 2018-19

TUS-CPS. Please see: https://cancercontrol.cancer.gov/brp/tcrb/tus-cps.

smokers were interested in quitting, 71.4% (95% CI: 70.5–

72.2%) received quit advice from a medical doctor in the

past year, 53.5% (95% CI: 52.7–54.2%) of smokers attempted

to quit, and 7.6% (95% CI: 7.2–8%) of smokers successfully

quit recently.

This study displays the prevalence of smoking cessation

behaviors and cessation motivators from the 2014–15 TUS-CPS

by region (Figure 1). Over 2014–15, the Northeast region of the

United States exhibited the highest rates of interest in quitting

at 80.0% (95% CI: 78.3–81.6%) and receipt of quit advice from a

medical doctor in the past year at 75.4% (95% CI: 73.3–77.4%). The

West had the highest rates of quit attempts in the past year at 54.7%

(95% CI: 52.9–56.4%) and recent successful smoking cessation at

8.9% (95% CI: 7.9–10.0%). In contrast, the South witnessed the

lowest rates of interest in quitting at 76.3% (95% CI: 75.3–77.4%),

making a quit attempt in the past year at 52.3% (95% CI: 51.1–

53.5%), and recent successful smoking cessation at 7.0% (95%

CI: 6.4–7.7%). The lowest rate of receiving advice to quit from

a medical doctor was seen in the West at 68.3% (95% CI: 66.2–

70.2%). For comparison, national level estimates over the same

period indicate that 77.5% (95% CI: 76.9–78.2%) of respondents

expressed an interest to quit, 71.4% (95% CI: 70.5–72.2%) received

advice to quit from a medical doctor, 53.5% (95% CI: 52.7–54.2%)

had attempted to quit, and 7.6% (95%CI: 7.2–8.0%) reported recent

successful smoking cessation. Of note, although nearly one in eight

smokers reported an interest in quitting during the 2014–15 TUS-

CPS, less than one-tenth reported abstaining from cigarette use for

a period longer than 6months. The discrepancies between smokers’

desire to quit, quit attempts, and recent successful quitting are

representative of the addictive nature of smoking and the associated

difficulties of quitting cigarette use. States included within each

region are displayed within Table A1.

Table 2 reports the highest and lowest prevalence of smoking

cessation behaviors and Table 3 reports the highest and lowest

prevalence for cessation motivators within each demographic by

region from the 2014–15 TUS-CPS. Among all demographics,

prevalence of quit interest was found to be generally highest in

the Northeast and lowest in the West and South, with reported

interest to quit falling between 62.0 and 91.6%. With respect to race

and ethnicity, people from the Asian, non-Hispanic group in the

Northeast had the highest interest in quitting, whereas people who

identify as Other, non-Hispanic in the West expressed the lowest

quit interest. By household income, Northeastern households

within the topmost income bracket ($150,000 or above) reported

the highest interest to quit. In contrast, Western households within

the lowest income (below $25,000) expressed the least interest in

quitting. Similarly, those within the youngest age demographic

(18–24 years old) in the Northeast were the most interested in

quitting, with the oldest age demographic (65 years or older) in

the West having the least interest in quitting. Individuals with the

highest educational attainment (at least some college education or

more) in the Northeast were the most interested in quitting and

those with the lowest educational attainment [12th grade or below

(no diploma)] in the South were the least interested. Lastly, quit

interest was found to be highest among the working, married, and

female populations in the Northeast and lowest among working,

unmarried, and male populations located in the South.
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TABLE 1 Demographic characteristics of study sample, 2014–15 and 2018–19 TUS-CPS.

Variable 2014–15 2018–19 Pooled

Number of
observations
(unweighted

n)

Percentage of
sample

(unweighted
%)

Number of
observations
(unweighted

n)

Percentage of
sample

(unweighted
%)

Number of
observations
(unweighted

n)

Percentage
of sample

(unweighted
%)

Total∗ 163,073 100.00% 136,806 100.00% 299,879 100.0%

Sex

Male 72,946 44.7% 62,162 45.4% 135,108 45.1%

Female 90,127 55.3% 74,644 54.6% 164,771 54.9%

Age category, years

18–24 10,748 6.6% 7,616 5.6% 18,364 6.1%

25–34 26,484 16.2% 21,547 15.8% 48,031 16.0%

35–44 26,909 16.5% 22,340 16.3% 49,249 16.4%

45–64 60,056 36.8% 46,757 34.2% 106,813 35.6%

65+ 38,876 23.8% 38,546 28.2% 77,422 25.8%

Race/ethnicity

White, non-hispanic 119,193 73.1% 99,777 72.9% 218,970 73.0%

Black, non-hispanic 16,292 10.0% 13,024 9.5% 29,316 9.8%

Hispanic 17,043 10.5% 14,729 10.8% 31,772 10.6%

Asian, non-hispanic 6,523 4.0% 5,953 4.4% 12,476 4.2%

Other, non-hispanic 4,022 2.5% 3,323 2.4% 7,345 2.4%

Education

12th grade or below

(no diploma)

16,536 10.1% 11,540 8.4% 28,076 9.4%

Graduation from high

school

40,984 25.1% 32,598 23.8% 73,582 24.5%

GED or other

equivalent

5,003 3.1% 3,810 2.8% 8,813 2.9%

Some college or above 100,550 61.7% 88,858 65.0% 189,408 63.2%

Annual household income, $USD

<$25,000 38,221 23.4% 26,593 19.4% 64,814 21.6%

$25,000–49,999 41,916 25.7% 32,821 24.0% 74,737 24.9%

$50,000–74,999 30,537 18.7% 25,714 18.8% 56,251 18.8%

$75,000–99,999 19,090 11.7% 17,194 12.6% 36,284 12.1%

$100,000–149,999 18,830 11.5% 18,382 13.4% 37,212 12.4%

≥$150,000 14,479 8.9% 16,102 11.8% 30,581 10.2%

Marital status∗∗

Not married 75,638 46.4% 64,763 47.3% 140,401 46.8%

Married 87,435 53.6% 72,043 52.7% 159,478 53.2%

Employment status∗∗∗

Not working 66,275 40.6% 56,134 41.0% 122,409 40.8%

Working 96,798 59.4% 80,672 59.0% 177,470 59.2%

∗A total of 1,512 respondents (847 during the 2014–15 TUS-CPS and 665 during the 2018–19 TUS-CPS) were excluded from analysis due to indeterminate smoking status.
∗∗Marital status was defined by the variable “pemaritl” and individuals were classified as “Married” if they indicated they were married at the time of the survey, with all other respondents (e.g.,

divorced or widowed) being classified as “Unmarried.”
∗∗∗Similarly, employment status was defined by the variable “prempnot,” with individuals classified as “Working” if they reported that they were employed at the time of the survey; all other

respondents (e.g., unemployed or not in the labor force) were classified as “Not Working.”
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FIGURE 1

Prevalence of smoking cessation behaviors and cessation motivators among U.S. adults (18+), 2014–15 TUS-CPS. (A) Interested in quitting

2014/2015. (B) Receipt of medical doctor’s advice to quilt 2014/2015. (C) Past-year quit attempts 2014/2015. (D) Recent smoking cessation

2014/2015.

Prevalence of advice to quit from a medical doctor was

generally highest in the Northeast among individuals with the

lowest educational attainment, those in the oldest age group,

females, married respondents, and households with an income

of $50,000–74,999. Quit advice prevalence was also found to be

higher in theMidwest among Black, non-Hispanic respondents and

those not working. The lowest quit advice prevalence was observed

mostly among demographic subgroups in the West and included

individuals with the lowest educational attainment, despite being

among one of the subgroups with the highest quit advice prevalence

in the Northeast. Other demographic subgroups with lower quit

advice prevalence included those within the youngest age group,

working respondents, those not married, and females in the

West, with the remaining subgroup being Hispanic individuals in

the South.

Similar to quit interest, quit attempts were generally highest

in the Northeast among the youngest age group, those within

the highest income bracket, females, and married individuals.

Prevalence was also highest among GED recipients, those not

working, and people from the Other, non-Hispanic group in

the Northeast and Midwest. Interestingly, although the highest

earning demographic in the Northeast reported the highest quit

interest, Southern households in the same household income

bracket exhibited the lowest rate of quit attempts. Quit attempts

were generally found to be lowest in the South and among the

oldest age demographic, those with the least education, males,

those not working, those not married, and those who identify as

Asian, non-Hispanic.

With respect to recent quit success, prevalence was highest in

theWest andMidwest among the highest income households, those

with the most education, the youngest age group, those working,

married individuals, females, and people from the Hispanic group.

On the other hand, recent successful quitting was generally lowest

in the South among those with a GED or equivalent, the oldest

age group, individuals reporting that they were not working, those

reporting they were unmarried, and males. Lower recent successful

quitting prevalence was also observed in the Northeast among

households in the lowest income bracket and people from the

Asian, non-Hispanic group.

3.2 Cessation behavior and motivator
prevalence from the 2018–19 TUS-CPS

At the national level from the 2018–2019 TUS-CPS, 76.6% (95%

CI: 75.8–77.4%) of current smokers were interested in quitting,

71.8% (95% CI: 70.8–72.8%) received quit advice from a medical
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TABLE 2 Highest and lowest cessation motivator prevalence within each demographic, TUS-CPS 2014–15.

Quit interest Doctor’s advice to quit

Demographic
subgroup

Region % (95% CI) Demographic
subgroup

Region % (95% CI)

Highest

Asian, non-hispanic Northeast 91.6 (80.9, 96.6) 12th grade or below (no

diploma)

Northeast 81.7 (76.2, 86.1)

$150,000+ Northeast 88.6 (81.6, 93.1) 65+ Northeast 81.6 (76.9, 85.5)

18–24 years old Northeast 84.6 (76.9, 90.1) Black, non-hispanic Midwest 78.4 (73.1, 82.9)

Some college or above Northeast 82.9 (80.4, 85.2) Not working Midwest 78.0 (75.7, 80.2)

Working Northeast 81.6 (79.3, 83.6) $50,000–74,999 Northeast 77.6 (72.9, 81.7)

Female Northeast 81.2 (78.8, 83.3) Female Northeast 76.1 (73.3, 78.7)

Married Northeast 80.6 (77.9, 83.1) Married Northeast 75.8 (72.6, 78.7)

Lowest

65+ West 62.0 (56.8, 66.8) 18–24 years old West 46.4 (37.9, 55.1)

Other/non-hispanic West 70.0 (62.8, 76.3) Hispanic South 57.2 (50.9, 63.2)

12th grade or below (no

diploma)

South 70.7 (68.1, 73.2) $100,000–149,999 West 63.6 (55.5, 71.1)

Not working South 73.1 (71.5, 74.7) Working West 65.7 (62.8, 68.5)

Below $25,000 West 74.4 (71.6, 77.1) 12th grade or below (no

diploma)

West 66.1 (59.8, 71.8)

Male South 75.3 (73.8, 76.8) Not married West 66.5 (63.9, 69.1)

Not married South 76.3 (74.9, 77.6) Female West 67.9 (65.1, 70.6)

For reference, the national averages for Quit Interest and Doctor’s Advice to Quit are 77.5% (95% CI: 76.9–78.2%) and 71.4% (95% CI: 70.5–72.2%), respectively; regional averages for Quit

Interest are 80.0% (95% CI: 78.3–81.6%) in the Northeast, 77.9% (95% CI: 76.6–79.2%) in the Midwest, 76.3% (95% CI: 75.3–77.4%) in the South, and 77.3% (95% CI: 75.8–78.9%) in the West;

and regional averages for Doctor’s Advice to Quit are 75.4% (95% CI: 73.3–77.4%) in the Northeast, 73.6% (95% CI: 72.0%, 75.1%) in the Midwest, 69.2% (95% CI: 67.9%, 70.6%) in the South,

and 68.3% (95% CI: 66.2%, 70.3%) in the West.

doctor in the past year, 51.9% (95% CI: 51–52.8%) of smokers

attempted to quit, and 7.4% (95% CI: 6.9–7.9%) of smokers

successfully quit recently.

Figure 2 displays the prevalence of smoking cessation behaviors

and cessation motivators using data from the 2018–19 TUS-

CPS. The Northeast region of the United States exhibited the

highest rates of interest in quitting at 79.9% (95% CI: 77.8–81.8%),

receiving quit advice from amedical doctor in the past year at 74.4%

(95% CI: 71.9–76.9%), and quit attempts in the past year at 55.8%

(95% CI: 53.5–58.1%). The West saw the highest rates of recently

quitting smoking at 8.2% (95% CI: 7.2–9.5%). The South saw the

lowest rates of making a quit attempt in the past year at 49.5%

(95% CI: 48.1–50.9%), and recently quitting smoking at 6.9% (95%

CI: 6.2–7.7%). The lowest rate of receiving advice to quit from a

medical doctor was seen in theWest at 68.3% (95%CI: 65.7–70.7%),

while the Midwest had the lowest rate of interest in quitting at

74.8% (95% CI: 73.1–76.2%). At the national level, reported quit

interest was 76.6% (95% CI: 75.8–77.4%), receipt of advice to quit

from amedical doctor was 71.8% (95%CI: 70.8–72.8%), attempts to

quit was 51.9% (95%CI: 51.0–52.8%), and recent successful quitting

was 7.4% (95% CI: 6.9–7.9%). As was noted with the 2014–15 TUS-

CPS, the discrepancy between an expressed interest in quitting

smoking by current smokers and successful quitting by former

smokers has persisted.

Table 4 reports the highest and lowest prevalence of smoking

cessation behaviors and Table 5 reports the highest and lowest

prevalence for cessation motivators by demographic and region

from the 2018–19 TUS-CPS. Among all demographics, prevalence

of quit interest was found to be generally highest in the West

and lowest in the Midwest and South, with reported interest

to quit falling between 65.1 and 89%. With respect to race

and ethnicity, those who identify as Black, non-Hispanic in the

Northeast had the highest interest in quitting, whereas those

who identify as Hispanic in the Midwest expressed the lowest

quit interest. By household income, Southern households within

the uppermost income bracket ($150,000 or above) reported the

highest interest to quit, while households expressing the least

interest in quitting fell within the lowest income bracket (below

$25,000) and were also located in the South. Representing a

similar contrast, the youngest age demographic (18–24 years

old) in the West was the most interested in quitting, while

the oldest age demographic (65 years or older) in the South

was the least interested in quitting. With respect to education,

individuals with at least some college education in the West

were the most interested in quitting, while 12th grade or below

(no diploma) in the Midwest were the least interested. Lastly,

quit interest was found to be highest among the working,

unmarried, and female populations located in the West and lowest
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TABLE 3 Highest and lowest cessation behavior prevalence within each demographic, TUS-CPS 2014–15.

Quit attempts Recent successful quitting

Demographic
subgroup

Region % (95% CI) Demographic
subgroup

Region % (95% CI)

Highest

18–24 years old West 65.5 (59.8, 70.9) $150,000+ Midwest 16.3 (10.5, 24.4)

Other/non-hispanic Midwest 63.8 (55.4, 71.4) 18–24 years old West 13.1 (9.4, 18)

$150,000+ Northeast 62.5 (54.4, 69.9) Hispanic Midwest 12.9 (8.4, 19.4)

Not working Northeast 58.8 (55.8, 61.7) Some college or above West 10.5 (9.1, 12.2)

GED or other equivalent Midwest 57.9 (52.1, 63.4) Married West 9.7 (8.1, 11.6)

Female Northeast 57.6 (55, 60.3) Working West 9.6 (8.3, 11.1)

Married West 55.0 (52.2, 57.7) Female West 9.3 (7.9, 11)

Lowest

65+ West 45.1 (40.5, 49.7) GED or other equivalent South 3.1 (2, 4.8)

Asian, non-hispanic Northeast 46.4 (34.8, 58.5) Asian, non-hispanic Northeast 3.7 (1.1, 11.4) ∗RSE

12th grade or below (no

diploma)

South 47.5 (44.8, 50.2) Below $25,000 Northeast 3.9 (2.9, 5.3)

$150,000+ South 50.1 (43.1, 57.2) 45–64 years old South 5.6 (4.8, 6.5)

Male South 50.4 (48.7, 52) Not working South 5.8 (5, 6.7)

Not working South 50.9 (49.1, 52.6) Not married South 6.3 (5.6, 7.2)

Not married South 51.4 (49.9, 52.9) Male South 6.6 (5.8, 7.5)

Due to low precision, estimates with a relative standard error (RSE) > 30% have been indicated by “∗RSE” and should be interpreted with caution. For reference, the national averages for Quit

Attempts and Recent Successful Quitting are 53.5% (95% CI: 52.7–54.2%) and 7.6% (95% CI: 7.2–8.0%), respectively; regional averages for Quit Attempts are 54.2% (95% CI: 52.3–56.1%) in

the Northeast, 54.1% (95% CI: 52.7–55.5%) in the Midwest, 52.3% (95% CI: 51.1–53.5%) in the South, and 54.7% (95% CI: 52.9–56.4%) in the West; and regional averages for Recent Successful

Quitting are 7.1% (95% CI: 6.2–8.1%) in the Northeast, 7.8% (95% CI: 7.0%, 8.6%) in the Midwest, 7.0% (95% CI: 6.4%, 7.7%) in the South, and 8.9% (95% CI: 7.9%, 10.0%) in the West.

among non-working, unmarried, and male individuals in the

South.

Prevalence of advice to quit from amedical doctor was generally

highest in the Northeast among individuals with the lowest

educational attainment (12th grade or below, without a high school

diploma), those in the oldest age group, females, those not working,

married respondents, and households reporting an income of

$150,000 or more. Quit advice prevalence was also found to be

higher in the West among the Asian, non-Hispanic respondents.

Demographic subgroups having the lowest quit advice prevalence

were primarily located in the West among individuals with the

lowest educational attainment (12th grade or below, without a

high school diploma), working respondents, those reporting they

were unmarried, males, and those who identify as Hispanic. Lower

quit advice prevalence was also observed among the youngest age

demographic in the Northeast and Southern households having an

income of $150,000 or more.

Quit attempt prevalence was predominantly highest in the

Northeast among Black, non-Hispanic respondents, females,

unmarried individuals, and those not working. Respondents also

reporting relatively high prevalence of quit attempts in the

Northeast were those having the lowest educational attainment

and those with a household income of $75,000–99,999. Prevalence

was also highest in the Midwest among the youngest respondents

(18–24 years old). On the other hand, lower attempts to quit

was observed largely among participants located in the South and

Midwest. In the Southern region, quit attempt prevalence was

found to be lower among males, those not working, unmarried

individuals, andWhite, non-Hispanic respondents. In theMidwest,

the highest earning and least educated demographics were among

those with the lowest quit attempt prevalence. In the West, those

falling within the oldest age demographic reported the overall

lowest prevalence of quit attempts.

While recent quit success prevalence continues to be

substantially lower than other cessation metrics, respondents

located in the West and Midwest generally reported the highest

rates of success, with those who identify as Hispanic in the Midwest

having the overall highest reported quit success (nearly one in five).

Among other demographics reporting relatively higher quit success

prevalence were those with the highest educational attainment,

falling within the youngest age demographic (18–24 years old),

working, and males in the West; and married individuals and

households falling within the highest income bracket ($150,000

or more) in the Midwest. In contrast, demographics located in

the Southern region of the United States reported the lowest quit

success when compared to other regions. In particular, recent

successful quitting prevalence was lowest among recipients of a

GED or equivalent degree, the 45–64-year-old age demographic,

males, those not working, and unmarried individuals. Prevalence

was also lowest for Black, non-Hispanic individuals in theMidwest,
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FIGURE 2

Prevalence of smoking cessation behaviors and cessation motivators among U.S. adults (18+), 2018–19 TUS-CPS. (A) Interested in quitting

2018/2019. (B) Receipt of medical doctor’s advice to quilt 2018/2019. (C) Past-year quit attempts 2018/2019. (D) Recent smoking cessation

2018/2019.

and individuals with a household income of $25,000–49,999 in the

Northeast. Those with a GED or equivalent degree in the South

had the lowest rate of quit success when compared to all other

regional demographics, with <1 in every 25 respondents reporting

successful cessation in the past year.

3.3 Changes in cessation behavior and
motivator prevalence between the
2014–15 TUS-CPS and 2018–19 TUS-CPS

This study examines the percentage change in cessation-related

prevalence between the 2014–15 TUS-CPS and 2018–19 TUS-

CPS. At the national level, we find quit attempts decreased by

2.9% between these two surveys. National changes for interest in

quitting, the receipt of advice to quit from a medical doctor, and

recent successful cessation did not fall within a level of statistical

significance (p < 0.05).

Figure 3 displays the regional-level percentage change in

prevalence for cessation motivators and cessation behaviors since

the 2014–15 survey release. Compared to 2014–15, the Northeast

and West 2018–19 results did not show significant changes in

cessation motivation or behavior. No regions saw statistically

significant increases in interest in quitting. The South witnessed

the only significant movement in receiving advice to quit from a

medical doctor, with an increase of 3.85% (p = 0.0130). However,

this region also observed the largest decrease in quit attempts at

5.42% (p = 0.0020). The Midwest experienced the largest decrease

in interest in quitting at 4.02% (p = 0.0030) and a corresponding,

though not statistically significant, decrease in quit attempts at

3.84% (p = 0.0740). No significant changes in recent successful

quitting prevalence were observed at the regional level when

compared to the 2014–15 survey release. At the national level, quit

interest declined by 1.24% (p= 0.0694), doctor’s advice to quit was

nearly unchanged with a 0.62% increase (p = 0.5110), past-year

quit attempts decreased by 2.9% (p= 0.0086), and recently quitting

smoking declined by 2.06% (p = 0.6280). However, we note that

the national difference in prevalence for past-year quit attempts was

the only cessation-related metric that fell within a level of statistical

significance.

Regional demographics that were found to have statistically

significant differences in cessation-related prevalence between

the 2014–15 and 2018–19 surveys, along with their estimated

changes in prevalence, are presented in Figure 4 (prevalence

of smoking cessation motivators) and Figure 5 (prevalence of
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TABLE 4 Highest and lowest cessation motivator prevalence within each demographic, TUS-CPS 2018–19.

Quit interest Doctor’s advice to quit

Demographic
subgroup

Region % (95% CI) Demographic
subgroup

Region % (95% CI)

Highest rates

18–24 years old West 89.0 (82.7, 93.2) 65+ Northeast 81.9 (77, 86)

$150,000+ South 88.3 (82.6, 92.2) $150,000+ Northeast 81.1 (71.8, 87.9)

Black, non-hispanic Northeast 87.0 (80.1, 91.8) Asian, non-hispanic West 79.7 (69.6, 87.1)

Some college or above West 82.7 (80.5, 84.8) 12th grade or below (no

diploma)

Northeast 77.7 (69.8, 83.9)

Working West 82.0 (79.8, 84.1) Not working Northeast 77.4 (73.6, 80.7)

Not married West 80.8 (78.5, 82.8) Married Northeast 75.6 (71.3, 79.5)

Female West 80.7 (78.2, 83) Female Northeast 74.5 (71.1, 77.5)

Lowest rates

12th grade or below (no

diploma)

Midwest 65.1 (59.6, 70.2) 18–24 years old Northeast 52.2 (35.9, 68)

65+ South 65.5 (62.2, 68.7) Hispanic West 59.2 (52.1, 65.9)

Hispanic Midwest 67.2 (56, 76.8) $150,000+ South 62.4 (53.3, 70.7)

Not working Midwest 71.7 (68.9, 74.4) Not married West 66.5 (63.1, 69.7)

Below $25,000 South 73.2 (71, 75.3) Male West 66.9 (63.2, 70.4)

Male Midwest 73.5 (71, 75.8) Working West 66.9 (63.4, 70.3)

Not married South 74.5 (72.9, 76.1) 12th grade or below (no

diploma)

West 67.2 (58.5, 75)

For reference, the national averages for Quit Interest and Doctor’s Advice to Quit are 76.6% (95% CI: 75.8–77.4%) and 71.8% (95% CI: 70.8–72.8%), respectively; regional averages for Quit

Interest are 79.9% (95% CI: 77.8–81.8%) in the Northeast, 74.8% (95% CI: 73.1–76.4%) in the Midwest, 75.0% (95% CI: 73.7–76.2%) in the South, and 79.6% (95% CI: 77.8–81.3%) in the West;

and regional averages for Doctor’s Advice to Quit are 74.4% (95% CI: 71.9–76.9%) in the Northeast, 72.3% (95% CI: 70.3%, 74.3%) in the Midwest, 71.9% (95% CI: 70.3%, 73.5%) in the South,

and 68.3% (95% CI: 65.8%, 70.7%) in the West.

smoking cessation behaviors). With respect to quit interest, the

largest significant decrease was experienced among people from

the Asian, non-Hispanic group in the Northeast (−17.9%; p =

0.0392) and the largest significant increase in quit interest was

experienced among individuals ages 65 or older (+13.3%; p =

0.0178) in the West. Significant declines in quit interest were

experienced mostly by demographic subgroups in the Midwest,

particularly by sex, marital status, and among every educational

subgroup except those with a high school diploma. The West

had the largest number of significant increases in quit interest,

with no observable declines among demographic subgroups in

this region. Movements among some demographic subgroups also

differed by region. When compared to the Midwest, females and

unmarried individuals located in the West observed slightly larger

improvements in quit interest. Similarly, while individuals with

the highest household income ($150,000 or more) in the Midwest

observed a 12.4% decline (p = 0.0445) in quit interest, a nearly

equal increase (+12.6%; p = 0.0191) was experienced by this same

subgroup in the South.

As for doctor’s advice to quit, significant differences were

mostly positive and occurred largely among individuals in the

South, with no significant changes between the two survey periods

being observed in the Northeast or West. The largest increase in

quit advice was experienced among households having an income

level between $50,000 and 74,999 in the South (+9.1%; p= 0.0109).

On the other hand, households in the South falling under the

lowest income bracket (below $25,000) witnessed a moderate boost

(+5.2%; p = 0.0318) in quit interest. The largest decrease occurred

among those with a GED or equivalent in the Midwest (−13.6%;

p = 0.0262), with an increase among those having an educational

background of some college or above in the South (+6.4%; p

= 0.0073).

With respect to quit attempts, the Northeast was the only region

to experience increases in prevalence between the 2014–15 and

2018–19 surveys, and there were no observable decreases in quit

attempt prevalence. Significant changes in the South and Midwest

were found to be negative, representing fewer quit attempts in

these regions. No significant changes were observed in the West.

The largest increase in quit attempts was among people from

the Black, non-Hispanic group in the Northeast (+20.2%; p =

0.0228), whereas the largest decrease was found among Southern

households having an income of $100,000–149,999 (−16.4%, p =

0.0062). Among married individuals, declines were seen within

every region except the Northeast, with the largest decrease

observed in the South (−11.6%, p < 0.0001). Two demographic

subgroups were found to have opposite movements by region.

Individuals ages 35–44 in the South experienced a 13.1% decline

in reported quit attempts (p= 0.0011), whereas those located in the
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TABLE 5 Highest and lowest cessation behavior prevalence within each demographic, TUS-CPS 2018–19.

Quit Attempts Recent successful quitting

Demographic
subgroup

Region % (95% CI) Demographic
subgroup

Region % (95% CI)

Highest rates

Black, non-hispanic Northeast 67.3 (59.5, 74.3) Hispanic Midwest 17.5 (11.1, 26.5)

18–24 years old Midwest 65.9 (57.4, 73.6) 18–24 years old West 14.7 (9.8, 21.5)

$75,000–99,999 Northeast 60.5 (53.5, 67.2) $150,000+ Northeast 12.3 (7.3, 20)

12th grade or below (no

diploma)

Northeast 58.0 (51.4, 64.2) Some college or above West 9.7 (8.2, 11.5)

Female Northeast 57.8 (54.6, 61) Working West 9.0 (7.5, 10.7)

Not married Northeast 56.7 (53.8, 59.5) Married Midwest 8.4 (7, 10.1)

Working Northeast 56.1 (53, 59.1) Male West 8.2 (6.8, 9.9)

Lowest rates

65+ West 45.0 (40.4, 49.7) GED or other equivalent South 3.5 (2, 5.9)

12th grade or below (no

diploma)

Midwest 45.4 (40, 50.8) Black, non-hispanic Midwest 3.7 (1.9, 7)∗RSE

$150,000+ Midwest 45.6 (37.1, 54.3) $25,000–49,999 Northeast 4.0 (2.6, 6.1)

Male South 46.2 (44.2, 48.2) 45–64 years old South 4.6 (3.8, 5.6)

Married South 47.5 (45.3, 49.8) Not working South 5.5 (4.7, 6.5)

White, non-hispanic South 47.9 (46.3, 49.5) Male South 6.6 (5.6, 7.6)

Not working South 49.4 (47.3, 51.4) Not married South 6.7 (5.8, 7.7)

Due to low precision, estimates with a relative standard error > 30% have been indicated by “∗RSE” and should be interpreted with caution. For reference, the national averages for Quit

Attempts and Recent Successful Quitting are 51.9% (95% CI: 51–52.8%) and 7.4% (95% CI: 6.9–7.9%), respectively; regional averages for Quit Attempts are 55.8% (95% CI: 53.5–58.1%) in the

Northeast, 52.0% (95% CI: 50.2–53.8%) in the Midwest, 49.5% (95% CI: 48.1–50.9%) in the South, and 53.8% (95% CI: 51.7–55.8%) in the West; and regional averages for Recent Successful

Quitting are 7.5% (95% CI: 6.3–8.9%) in the Northeast, 7.5% (95% CI: 6.6%, 8.5%) in the Midwest, 6.9% (95% CI: 6.2%, 7.7%) in the South, and 8.2% (95% CI: 7.2%, 10.0%) in the West.

Northeast saw a 9.6% increase (p = 0.0309). Among the working

population, those in the Northeast witnessed a 9.7% (p = 0.0138)

increase in quit attempts, while individuals located in the Midwest

and South underwent a decline of 5.4% (p= 0.0450) and 7.3% (p=

0.0020), respectively.

Recent successful quitting had the least number of significant

changes when comparing the 2014–15 and 2018–19 surveys, with

changes occurring mostly in the Northeast and South according

to household income. However, the magnitude of changes falling

within statistical significance was larger relative to the other

examined cessation-related variables of this study. The largest

increase in recent successful cessation was observed among the

Asian, non-Hispanic population in the Northeast, having an

increase of 369.2% (p = 0.0484) or nearly 4 times that of 2014–

15, and the largest decrease (−55.5%, p = 0.0115) was found

among Midwestern households with an income of $150,000 or

greater (the highest income bracket). On the other hand, those

in the lowest income group, reporting a household income of

$25,000 or less, experienced an increase of 84.9% (p = 0.0212)

in successful quitting. While statistically significant, changes in

prevalence for the Asian, non-Hispanic population and households

with an income of $150,000 or greater incorporated estimates with

low precision (i.e., a high RSE) and had relatively small sample

sizes in both the 2014–15 and 2018–19 TUS-CPS. Themagnitude of

changes for these demographic groups should be interpreted with

caution; however, we present estimates with relatively low sample

size to provide additional information and highlight the need to

examine under sampled subgroups of interest for future research.

Finally, to separate a stated desire to quit smoking from

actions taken to quit smoking, demographic subgroups within

each region were categorized by the direction of change in

prevalence for quit interest and the direction of change for

quit attempts and recent successful cessation when comparing

the 2014–15 and 2018–19 survey results. Black, non-Hispanic

individuals in the Northeast were the only demographic to

experience an increase in quitting interest and an increase in

taking actions to quit, while White, non-Hispanic individuals in

the West were the only demographic to experience an increase

in quitting interest but a decrease in taking actions to quit.

A total of 14 demographic subgroups (seven in the Midwest;

six in the South; and one in the West) observed decreases in

both quitting interest and taking actions to quit. Demographics

experiencing declines in both quit interest and actions taken to

quit varied by age, education, employment, and income across the

Midwest and South. The most common demographic subgroups

witnessing declines in both quit interest and actions taken to quit

were males in the Midwest and South and married individuals

in the Midwest, South, and West. No demographic subgroups

experienced a decrease in quitting interest and an increase in

actions to quit.
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FIGURE 3

Di�erences in prevalence of smoking cessation behaviors and cessation motivators among US adults (18+) between the 2014–15 and 2018–19

TUS-CPS. Statistically significant changes include an increase in advice to quit from a medical doctor in the South at the 0.05 level, and a decrease in

interest in quitting in the Midwest at the 0.01 level.

4 Discussion

Data analyzed from TUS-CPS show slight decreases in overall

quit interest, quit attempts, and recent smoking cessation between

2014–15 and 2018–19 and a small increase in the receipt of

a medical doctor’s advice to quit smoking. Cessation-related

prevalence declined in the time period between the two survey

collections for most demographic subgroups, with the largest

number of declines observed in theMidwest and the largest number

of increases occurring in the South. The Midwest was the only

region to experience no statistically significant improvements in

cessation-related behavior. Additionally, demographic subgroups

in the Northeast had the largest number of increases and the lowest

number of declines with respect to cessation-related prevalence.

Using the 2018–19 TUS-CPS, we find that the prevalence

of cessation motivators and behaviors vary considerably by

demographic subgroup at the regional level, a result that is

consistent with other studies observing similar variation among

demographics at the national level and by geographic location

(12, 15, 16, 22–24). Additionally, as compared to the 2014–15 TUS-

CPS, a wide range of outcomes were observed when examining

differences in regional-level prevalence of cessation motivators and

behaviors by demographic subgroup. While statistically significant

improvements in cessation-related prevalence were observed

among demographic subgroups in the Northeast, South and West,

the Midwest witnessed no significant improvements. In fact, when

examined at the demographic level, the Midwest region had the

largest number of demographic subgroups observing a decline

in cessation prevalence, especially with respect to quit interest.

While not specifically assessed, regional-level differences found

in this study may be due to factors such as changes in tobacco

control programs, cigarette taxes, availability of cessation services

or treatments, access to healthcare, indicators of addiction, or type

of cigarette used (menthol or non-menthol) (3, 22, 29–38). For

example, while interest to quit increased among ages 18–24 in the

West when compared to the 2014–15 survey release, this same

age group experienced a significant increase in recent successful

cessation in the South but no statistically significant difference in

the prevalence for past-year quit attempts in all regions.

Although a measure of addiction was not directly explored

by this study, the large discrepancy between the desire to quit

expressed by survey participants and actions taken to quit across all

regions and demographics is especially suggestive of the addictive

nature of cigarette use. National estimates during 2014–15 show

nearly eight in 10 smokers have an expressed interest to quit

smoking, whereas fewer than one in 10 former smokers reported
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FIGURE 4

Statistically significant di�erences in regional smoking cessation motivators by demographic subgroup and region between the 2014–15 and

2018–19 TUS-CPS. The level of significance for di�erences between survey years is indicated as follows: **p < 0.01, and *p < 0.05.

successfully quitting for at least 6 months (15). Our findings

demonstrate these large discrepancies between an expressed desire

to quit and actualized cessation behavior persist at granular levels,

vary by region and demographic, and likely contribute to the high

levels of regret experienced by smokers who are unable to achieve

successful cessation (8, 9, 14). For example, over 2014–15 the Asian,

non-Hispanic population in the Northeast had the highest quit

interest prevalence among all demographic subgroups; however,

this same population also had one of the lowest prevalence for

quit attempts and recent successful quitting. Additionally, while

reported quit interest over 2018–19 was generally highest among

demographic subgroups in the Western region, those with the

lowest prevalence of quit attempts and successful quitting were

typically located within the South.

These results also demonstrate how the intensity of addiction

may increase as smoking persists over the lifetime, with older
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FIGURE 5

Statistically significant di�erences in regional smoking cessation behaviors by demographic subgroup and region between the 2014–15 and

2018–19 TUS-CPS. The level of significance for di�erences between survey years is indicated as follows: ***p < 0.001, **p < 0.01, and *p < 0.05.

populations finding quitting especially challenging. As shown in

Tables 2, 3, stark differences in quit interest and recent successful

cessation were found to exist between the oldest and youngest

age groups of our sample. Quit interest prevalence among those

aged 18–24 in the Northeast was found to be 22.6 percentage

points higher than among those aged 65 or older in the West.

Similarly, quit attempt prevalence among those aged 18–24 in

the West was 20.5 percentage points higher than among those

aged 65 or older in the West. With respect to recent successful

cessation prevalence, the prevalence among ages 18–24 in the
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West was found to be nearly double than of those aged 45–64

in the South. While individuals aged 18–24 generally have higher

successful cessation, quit attempts, and a desire to quit, this age

group had the lowest receipt of advice to quit from amedical doctor

in the West, representing an area for improvement. Thus, while

national estimates are informative, findings such as these highlight

the importance of examining cessation behaviors and motivators at

levels typically obscured by national averages.

Furthermore, observed differences in cessation behaviors and

motivation may contribute to health disparities experienced by

various demographic subgroups within each region, particularly

among populations having the lowest rates of cessation or

motivators that encourage cessation (1).While cessation at younger

ages is associated with lower risk of premature death due to

smoking-related disease (e.g., quitting before age 40 reduces the

risk of premature death associated with continued smoking by

around 90%), we find that doctor’s advice to quit smoking was

lowest among those of age 18–24 when compared to other age

groups, regardless of region (39, 40). In particular, the 2018–19

survey found that the disparity in prevalence of advice to quit

was widest between individuals aged 65 or older (81.9%) and

aged 18–24 (52.2%) in the Northeast, representing a nearly 30

percentage point difference between these groups. Since cessation

at younger ages would provide the largest mortality benefits,

this discrepancy in quit advice highlights an area for potential

improvement. Additionally, although the highest prevalence of

quit attempts was among the non-Hispanic Black population in

the Northeast, the non-Hispanic Black population was found

to have some of the lowest rates of recent successful cessation,

particularly within the Midwest and South. Further demonstrating

the influence of geography, while higher prevalence for quit advice

was observed among those within lowest educational attainment

in the Northeast during the 2018–19 TUS-CPS, individuals having

similar educational attainment in the West reported one of the

lowest prevalence for quit advice. This contrast was also observed

among households falling within the highest income bracket, with

those in the Northeast reporting higher quit advice and those in

the South having lower reported quit advice. By examining changes

in smoking cessation behaviors since the 2014–15 release of the

TUS-CPS, these findings provide examples of where additional

targeted efforts may further reduce health disparities among certain

populations and thereby gain reductions in the overall health

burden associated with smoking.

4.1 Limitations

Our findings are subject to several limitations. First, data are

self-reported and thus results may be subject to response bias (e.g.,

social desirability bias or recall bias) and/or other measurement

error. Additionally, self-response rates varied by demographic

group, with those aged 18–24 and older populations having the

widest difference. However, we note that the CPS employs data

collection methods and complex survey design in order to mitigate

potential measurement errors and ensure data quality (51, 52).

Survey weights are also supplied to help minimize the impact

of self-response rates on estimation. Second, due to the cross-

sectional design of the survey, causation or temporality cannot be

established between cessation motivators and cessation behaviors.

Third, while remaining quit over 6–12months significantly reduces

the odds of relapse, the definition of recent successful cessationmay

include some individuals who may return to smoking over a longer

period of time (41, 42). Additionally, multiple quit attempts made

by individuals are not considered within this analysis and may

potentially translate into higher levels of sustained cessation over

time (43). Fourth, sample size was limited for several demographic

subgroups and may impact the precision of some estimates by

region. Thus, while the interpretation of these estimates should be

taken with caution, we choose to present estimates with relatively

low sample size to provide additional information and highlight

the need to examine under sampled subgroups of interest for

future research. Fifth, this study only examines cessation with

respect to cigarettes rather than complete tobacco cessation. For

example, we did not account for co-use of other tobacco products

or the possibility of switching from cigarettes to other tobacco

products, such as electronic cigarettes, vaping products, or other

electronic nicotine delivery system products, when ceasing cigarette

use. Therefore, our findings should be considered within the

context of cigarette cessation. Changes in tobacco policies (e.g., the

introduction of smoke-free laws, increased spending on cessation

interventions, or changes in tobacco taxation) were not assessed

between the 2014–15 and 2018–19 TUS-CPS data releases and may

have contributed to observed differences in prevalence for smoking

cessation and motivation to quit at regional levels (33–36, 38, 44).

Lastly, data were examined through May 2019 and findings do not

include impacts from the COVID-19 pandemic.

5 Conclusion

National level findings do not reveal the wide range of cessation

behaviors among regional demographics. Wide discrepancies

between reported interest in quitting, past-year quit attempts,

and past-year successful smoking cessation were found to exist

among each demographic subgroup at the national and regional

levels, and likely influence unequal declines in cigarette smoking

prevalence experienced across the United States. Compared to

the 2014–15 survey information, the 2018–19 data shows that

demographic subgroups in the Midwest and South witnessed the

largest number of declines in quitting behavior, particularly in

quit interest and quit attempts. While differences between current

smokers’ desire to quit and recent successful quitting could be due

to several reasons, such as changes in tobacco policies, levels of

addiction, cessation methods used to quit, type of cigarette smoked

(menthol vs. non-menthol), or number of quit attempts needed

before reaching sustained cessation, exploring the contribution

of these factors at more granular levels represents an area for

future investigation.

Our results fill a gap in the literature by providing estimates

of cessation-related behaviors among demographics within regions

and how these behaviors have changed across time. In addition,

these results may provide a resource to inform targeted efforts,

such as improving discrepancies in quit advice and coverage of

cessation programs, that could help improve smoking cessation
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rates, and thereby mitigate health disparities among populations

that face the highest barriers for progress (3, 24, 44–49). These

findings could also be used to inform distributional analyses

conducted as part of rulemaking. Distributional analyses determine

how regulatory impacts are experienced by various population

groups across the United States and whether some groups are

impacted differently than others. Increasing cessation-related

efforts in areas of the United States facing particularly low

rates of successful cessation, may lead to further reductions

in the death and disease related to tobacco use and health

disparities experienced by populations facing the highest barriers

to cessation.

Data availability statement

Publicly available datasets were analyzed in this study. This data

can be found here: https://cancercontrol.cancer.gov/brp/tcrb/tus-

cps.

Author contributions

CJ: Conceptualization, Data curation, Formal analysis,

Investigation, Methodology, Writing – original draft, Writing –

review & editing. JM: Conceptualization, Data curation, Formal

analysis, Investigation, Methodology, Writing – original draft,

Writing – review & editing.

Funding

The author(s) declare that no financial support was received for

the research, authorship, and/or publication of this article.

Conflict of interest

The authors declare that the research was conducted in the

absence of any commercial or financial relationships that could be

construed as a potential conflict of interest.

Publisher’s note

All claims expressed in this article are solely those of the

authors and do not necessarily represent those of their affiliated

organizations, or those of the publisher, the editors and the

reviewers. Any product that may be evaluated in this article, or

claim that may be made by its manufacturer, is not guaranteed or

endorsed by the publisher.

Supplementary material

The Supplementary Material for this article can be found

online at: https://www.frontiersin.org/articles/10.3389/fpubh.2024.

1416096/full#supplementary-material

References

1. U.S. Department of Health and Human Services. The Health Consequences
of Smoking: 50 Years of Progress. A Report of the Surgeon General. Atlanta, GA:
U.S. Department of Health and Human Services, Centers for Disease Control and
Prevention, National Center for Chronic Disease Prevention and Health Promotion,
Office on Smoking and Health (2014). Available at: https://www.ncbi.nlm.nih.gov/
books/NBK179276/pdf/Bookshelf_NBK179276.pdf (accessed April 17, 2022).

2. Xu X, Shrestha SS, Trivers KF, Neff L, Armour BS, King BA. U.S.
healthcare spending attributable to cigarette smoking in 2014. Prev Med. (2021)
150:106529. doi: 10.1016/j.ypmed.2021.106529

3. U.S. Department of Health and Human Services. Smoking Cessation. A Report
of the Surgeon General. Atlanta, GA: U.S. Department of Health and Human
Services, Centers for Disease Control and Prevention, National Center for Chronic
Disease Prevention and Health Promotion, Office on Smoking and Health (2020).
Available at:https://www.hhs.gov/sites/default/files/2020-cessation-sgr-full-report.pdf
(accessed April 17, 2022).

4. Cornelius ME, Loretan CG, Jamal A, et al. Tobacco product use among
adults — United States, 2021. MMWR Morb Mortal Wkly Rep. (2023) 72:475–
83. doi: 10.15585/mmwr.mm7218a1

5. Arrazola RA, Griffin T, Lunsford NB, Kittner D, Bammeke P, Courtney-Long EA,
et al. US cigarette smoking disparities by race and ethnicity — keep going and going!
Prev Chronic Dis. (2023) 20:220375. doi: 10.5888/pcd20.220375

6. Agaku IT, Odani S, Okuyemi KS, Armour B. Disparities in current
cigarette smoking among US adults, 2002–2016. Tob Control. (2020)
29:269–76. doi: 10.1136/tobaccocontrol-2019-054948

7. Drope J, Liber AC, Cahn Z, Stoklosa M, Kennedy R, Douglas CE, et al. Who’s still
smoking? Disparities in adult cigarette smoking prevalence in the United States.Cancer
J Clin. (2018) 68:106–15. doi: 10.3322/caac.21444

8. Nayak P, Pechacek TF, Slovic P, Eriksen MP. Regretting ever starting to smoke:
results from a 2014 National Survey. Int J Environ Res Public Health. (2017)
14:390. doi: 10.3390/ijerph14040390

9. Fong GT, HammondD, Laux FL, ZannaMP, Cummings KM, Borland R, et al. The
near-universal experience of regret among smokers in four countries: findings from the

International Tobacco Control Policy Evaluation Survey. Nicot Tobacco Res. (2004) 6
(Suppl. 3:S341–51. doi: 10.1080/14622200412331320743

10. Villanti AC, Manderski MT, Gundersen A, Steinberg MB, Delnevo CD. Reasons
to quit and barriers to quitting smoking in US young adults. Fam Pract. (2016)
33:133–9. doi: 10.1093/fampra/cmv103

11. Pisinger C, Aadahl M, Toft U, Jørgensen T. Motives to quit smoking
and reasons to relapse differ by socioeconomic status. Prev Med. (2011) 52:48–
52. doi: 10.1016/j.ypmed.2010.10.007

12. Babb S, Malarcher A, Schauer G, Asman K, Jamal A. Quitting smoking
among adults — United States, 2000–2015. Morb Mortal Wkly Rep. (2017) 65:1457–
64. doi: 10.15585/mmwr.mm6552a1

13. Blok DJ, de Vlas SJ, van Empelen P, van Lenthe FJ. The role of smoking in social
networks on smoking cessation and relapse among adults: a longitudinal study. Prev
Med. (2017) 99:105–10. doi: 10.1016/j.ypmed.2017.02.012

14. Pechacek TF, Nayak P, Slovic P, Weaver SR, Huang J, Eriksen MP.
Reassessing the importance of ‘lost pleasure’ associated with smoking cessation:
implications for social welfare and policy. Tobacco Control. (2018) 27:e143–
e151. doi: 10.1136/tobaccocontrol-2017-053734

15. Wang TW, Walton K, Jamal A, Babb SD, Schecter A, Prutzman YM,
et al. State-specific cessation behaviors among adult cigarette smokers —
United States, 2014–2015. Prev Chronic Dis. (2019) 16:180349. doi: 10.5888/pcd16.
180349

16. Walton K, Wang TW, Schauer GL, Hu S, McGruder HF, Jamal A, et al. State-
Specific Prevalence of Quit Attempts AmongAdult Cigarette Smokers—United States,
2011–2017.Morb Mortal Wkly Rep. (2019) 68:621–6. doi: 10.15585/mmwr.mm6828a1

17. Messer K, Trinidad DR, Al-Delaimy WK, Pierce JP. Smoking cessation rates in
the United States: a comparison of young adult and older smokers. Am J Public Health.
(2008) 98:317–22. doi: 10.2105/AJPH.2007.112060

18. Valencia CV, Dove M, Tong EK. Factors associated with receipt of smoking
cessation advice and assistance by health professionals among latino and non-latino
white smokers with Medicaid insurance in California. JAMA Netw Open. (2022)
5:e2144207. doi: 10.1001/jamanetworkopen.2021.44207

Frontiers in PublicHealth 16 frontiersin.org

https://doi.org/10.3389/fpubh.2024.1416096
https://cancercontrol.cancer.gov/brp/tcrb/tus-cps
https://cancercontrol.cancer.gov/brp/tcrb/tus-cps
https://www.frontiersin.org/articles/10.3389/fpubh.2024.1416096/full#supplementary-material
https://www.ncbi.nlm.nih.gov/books/NBK179276/pdf/Bookshelf_NBK179276.pdf
https://www.ncbi.nlm.nih.gov/books/NBK179276/pdf/Bookshelf_NBK179276.pdf
https://doi.org/10.1016/j.ypmed.2021.106529
https://www.hhs.gov/sites/default/files/2020-cessation-sgr-full-report.pdf
https://doi.org/10.15585/mmwr.mm7218a1
https://doi.org/10.5888/pcd20.220375
https://doi.org/10.1136/tobaccocontrol-2019-054948
https://doi.org/10.3322/caac.21444
https://doi.org/10.3390/ijerph14040390
https://doi.org/10.1080/14622200412331320743
https://doi.org/10.1093/fampra/cmv103
https://doi.org/10.1016/j.ypmed.2010.10.007
https://doi.org/10.15585/mmwr.mm6552a1
https://doi.org/10.1016/j.ypmed.2017.02.012
https://doi.org/10.1136/tobaccocontrol-2017-053734
https://doi.org/10.5888/pcd16.180349
https://doi.org/10.15585/mmwr.mm6828a1
https://doi.org/10.2105/AJPH.2007.112060
https://doi.org/10.1001/jamanetworkopen.2021.44207
https://www.frontiersin.org/journals/public-health
https://www.frontiersin.org


Johnson and Martinez 10.3389/fpubh.2024.1416096

19. DiGiulio A, Jump Z, Babb S, Schecter A, Williams KS, Yembra D, et al.
State Medicaid coverage for tobacco cessation treatments and barriers to accessing
treatments - United States, 2008-2018. Morb Mortal Wkly Rep. (2020) 69:155–
60. doi: 10.15585/mmwr.mm6906a2

20. Landrine H, Corral I, Campbell KM. Racial disparities in
healthcare provider advice to quit smoking. Prev Med Rep. (2018)
10:172–5. doi: 10.1016/j.pmedr.2018.03.003

21. Twyman L, Bonevski B, Paul C, Bryant J. Perceived barriers to smoking cessation
in selected vulnerable groups: a systematic review of the qualitative and quantitative
literature. BMJ Open. (2014) 4:e006414. doi: 10.1136/bmjopen-2014-006414

22. Leventhal AM, Dai H, Higgins ST. Smoking cessation prevalence and
inequalities in the United States: 2014-2019. J Natl Cancer Inst. (2022) 114:381–
90. doi: 10.1093/jnci/djab208

23. Méndez D, Tam J, Giovino GA, Tsodikov A, Warner KE. Has smoking cessation
increased? An examination of the US adult smoking cessation rate 1990–2014. Nicot
Tobacco Res. (2017) 19:1418–24. doi: 10.1093/ntr/ntw239

24. Trinidad DR, Pérez-Stable EJ, White MM, Emery SL, Messer K. A
nationwide analysis of US racial/ethnic disparities in smoking behaviors, smoking
cessation, and cessation-related factors. Am J Public Health. (2011) 101:699–
706. doi: 10.2105/AJPH.2010.191668

25. US Department of Commerce, Census Bureau. National Cancer Institute and
Food and Drug Administration co-sponsored Tobacco Use Supplement to the Current
Population Survey 2018–2019. (2020). Available at: https://cancercontrol.cancer.gov/
brp/tcrb/tus-cps/ (accessed March 25, 2022).

26. Willis G, Hartman A, Reyes-Guzman C, Seaman E, Gibson J, Goettsche E, et
al. The 2014-2015 Tobacco Use Supplement to the Current Population Survey (TUS-
CPS).NIH, National Cancer Institute, Tobacco Control Research Branch,Washington,
DC (2017). Available at: https://cancercontrol.cancer.gov/brp/tcrb/tus-cps/TUS-CPS_
2014-15_SummaryDocument.pdf (accessed June 16, 2022).

27. Healthy People. Tobacco Use Objectives (2020). Available at: https://www.
healthypeople.gov/node/5362/data_details (accessed May 26, 2022).

28. Stead LF, Buitrago D, Preciado N, Sanchez G, Hartmann-Boyce J, Lancaster
T. Physician advice for smoking cessation. Cochr Database Syst Rev. (2013)
5. doi: 10.1002/14651858.CD000165.pub4

29. Smit ES, Hoving C, Schelleman-Offermans K, West R, de Vries H. Predictors
of successful and unsuccessful quit attempts among smokers motivated to quit. Addict
Behav. (2014) 39:1318–24. doi: 10.1016/j.addbeh.2014.04.017

30. Rafful C, García-Rodríguez O, Wang S, Secades-Villa R, Martínez-Ortega
JM, Blanco C. Predictors of quit attempts and successful quit attempts in
a nationally representative sample of smokers. Addict Behav. (2013) 38:1920–
3. doi: 10.1016/j.addbeh.2012.12.019

31. Fagan P, Augustson E, Backinger CL, O’Connell ME, Vollinger Jr RE,
Kaufman A, et al. Quit attempts and intention to quit cigarette smoking
among young adults in the United States. Am J Public Health. (2007) 97:1412–
20. doi: 10.2105/AJPH.2006.103697

32. Lee CW, Kahende J. Factors associated with successful smoking
cessation in the United States, 2000. Am J Public Health. (2007)
97:1503–9. doi: 10.2105/AJPH.2005.083527

33. Dahne J, Nahhas GJ, Wahlquist AE, Cummings KM, Carpenter MJ. State
tobacco excise taxation, comprehensive smoke-free air laws, and tobacco control
appropriations as predictors of smoking cessation success in the United States. J Public
Health Manag Pract. (2020) 26:E1–4. doi: 10.1097/PHH.0000000000000865

34. Koma JW, Donohue JM, Barry CL, Huskamp HA, Jarlenski M. Medicaid
coverage expansions and cigarette smoking cessation among low-income adults. Med
Care. (2017) 55:1023–9. doi: 10.1097/MLR.0000000000000821

35. Dahne J, Wahlquist AE, Garrett-Mayer E, Heckman BW, Cummings KM,
Carpenter MJ. The differential impact of state tobacco control policies on cessation

treatment utilization across established tobacco disparities groups. Prev Med. (2017)
105:319–25. doi: 10.1016/j.ypmed.2017.10.001

36. Ku L, Brantley E, Bysshe T, Steinmetz E, Bruen BK. Peer reviewed: howmedicaid
and other public policies affect use of tobacco cessation therapy, United States,
2010–2014. Prev Chron Dis. (2016) 13. doi: 10.5888/pcd13.160234

37. Delnevo CD, Gundersen DA, Hrywna M, Echeverria SE, Steinberg MB.
Smoking-cessation prevalence among US smokers of menthol versus non-
menthol cigarettes. Am J Prev Med. (2011) 41:357–65. doi: 10.1016/j.amepre.2011.
06.039

38. Hopkins DP, Razi S, Leeks KD, Kalra GP, Chattopadhyay SK, Soler RE, et al.
Smokefree policies to reduce tobacco use: a systematic review. Am J Prev Med. (2010)
38:S275–89. doi: 10.1016/j.amepre.2009.10.029

39. Thomson B, Emberson J, Lacey B, Lewington S, Peto R, Islami F.
Association of smoking initiation and cessation across the life course and cancer
mortality: prospective study of 410 000 US adults. JAMA Oncol. (2021) 7:1901–
3. doi: 10.1001/jamaoncol.2021.4949

40. Jha P, Ramasundarahettige C, Landsman V, Rostron B, Thun M, Anderson RN,
et al. 21st-century hazards of smoking and benefits of cessation in the United States. N
Engl J Med. (2013) 368:341–50. doi: 10.1056/NEJMsa1211128

41. Alboksmaty A, Agaku IT, Odani S, Filippidis FT. Prevalence and determinants
of cigarette smoking relapse among US adult smokers: a longitudinal study. BMJ Open.
(2019) 9:e031676. doi: 10.1136/bmjopen-2019-031676

42. Caraballo RS, Kruger J, Asman K, Pederson L, Widome R, Kiefe CI, et al. Relapse
among cigarette smokers: the CARDIA longitudinal study-1985–2011. Addict Behav.
(2014) 39:101–6. doi: 10.1016/j.addbeh.2013.08.030

43. ChaitonM,Diemert L, Cohen JE, Bondy SJ, Selby P, Philipneri A, et al. Estimating
the number of quit attempts it takes to quit smoking successfully in a longitudinal
cohort of smokers. BMJ Open. (2016) 6:e011045. doi: 10.1136/bmjopen-2016-011045

44. McGoldrick DE, Boonn AV. Public policy to maximize tobacco cessation. Am J
Prev Med. (2010) 38:S327–32. doi: 10.1016/j.amepre.2009.11.017

45. Kostova D, Xu X, Babb S, McMenamin SB, King BA. Does state Medicaid
coverage of smoking cessation treatments affect quitting? Health Serv Res. (2018)
53:4725–46. doi: 10.1111/1475-6773.12979

46. Tibuakuu M, Okunrintemi V, Jirru E, Tcheugui JBE, Orimoloye OA, Mehta
PK, et al. National trends in cessation counseling, prescription medication use,
and associated costs among US adult cigarette smokers. JAMA Netw Open. (2019)
2:e194585. doi: 10.1001/jamanetworkopen.2019.4585

47. DiGiulio A, Jump Z, Yu A, Babb S, Schecter A, Williams KAS, et al.
State Medicaid coverage for tobacco cessation treatments and barriers to
accessing treatments—United States, 2015–2017. Morbid Mortal Wkly Rep. (2018)
67:390. doi: 10.15585/mmwr.mm6713a3

48. Gollust SE, Schroeder SA, Warner KE. Helping smokers quit: understanding
the barriers to utilization of smoking cessation services. Milbank Q. (2008) 86:601–
27. doi: 10.1111/j.1468-0009.2008.00536.x

49. Lopez-Quintero C, Crum RM, Neumark YD. Racial/ethnic disparities
in report of physician-provided smoking cessation advice: analysis of
the 2000 National Health Interview Survey. Am J Public Health. (2006)
96:2235–9. doi: 10.2105/AJPH.2005.071035

50. Centers for Disease Control and Prevention (CDC). Quitting smoking among
adults–United States, 2001-2010. MMWR.MorbidMortalWkly Rep. (2011) 60:1513–9.

51. U.S. Bureau of Labor Statistics. Current Population Survey (CPS) Technical
Documentation (2018). Available at: https://www.bls.gov/cps/calculating-standard-
errors-and-confidence-intervals.pdf (accessed May 9, 2022).

52. U.S. Census Bureau. Current Population Survey Design and Methodology
Technical Paper 77 (2019). Available at: https://www2.census.gov/programs-surveys/
cps/methodology/CPS-Tech-Paper-77.pdf (accessed May 9, 2022).

Frontiers in PublicHealth 17 frontiersin.org

https://doi.org/10.3389/fpubh.2024.1416096
https://doi.org/10.15585/mmwr.mm6906a2
https://doi.org/10.1016/j.pmedr.2018.03.003
https://doi.org/10.1136/bmjopen-2014-006414
https://doi.org/10.1093/jnci/djab208
https://doi.org/10.1093/ntr/ntw239
https://doi.org/10.2105/AJPH.2010.191668
https://cancercontrol.cancer.gov/brp/tcrb/tus-cps/
https://cancercontrol.cancer.gov/brp/tcrb/tus-cps/
https://cancercontrol.cancer.gov/brp/tcrb/tus-cps/TUS-CPS_2014-15_SummaryDocument.pdf
https://cancercontrol.cancer.gov/brp/tcrb/tus-cps/TUS-CPS_2014-15_SummaryDocument.pdf
https://www.healthypeople.gov/node/5362/data_details
https://www.healthypeople.gov/node/5362/data_details
https://doi.org/10.1002/14651858.CD000165.pub4
https://doi.org/10.1016/j.addbeh.2014.04.017
https://doi.org/10.1016/j.addbeh.2012.12.019
https://doi.org/10.2105/AJPH.2006.103697
https://doi.org/10.2105/AJPH.2005.083527
https://doi.org/10.1097/PHH.0000000000000865
https://doi.org/10.1097/MLR.0000000000000821
https://doi.org/10.1016/j.ypmed.2017.10.001
https://doi.org/10.5888/pcd13.160234
https://doi.org/10.1016/j.amepre.2011.06.039
https://doi.org/10.1016/j.amepre.2009.10.029
https://doi.org/10.1001/jamaoncol.2021.4949
https://doi.org/10.1056/NEJMsa1211128
https://doi.org/10.1136/bmjopen-2019-031676
https://doi.org/10.1016/j.addbeh.2013.08.030
https://doi.org/10.1136/bmjopen-2016-011045
https://doi.org/10.1016/j.amepre.2009.11.017
https://doi.org/10.1111/1475-6773.12979
https://doi.org/10.1001/jamanetworkopen.2019.4585
https://doi.org/10.15585/mmwr.mm6713a3
https://doi.org/10.1111/j.1468-0009.2008.00536.x
https://doi.org/10.2105/AJPH.2005.071035
https://www.bls.gov/cps/calculating-standard-errors-and-confidence-intervals.pdf
https://www.bls.gov/cps/calculating-standard-errors-and-confidence-intervals.pdf
https://www2.census.gov/programs-surveys/cps/methodology/CPS-Tech-Paper-77.pdf
https://www2.census.gov/programs-surveys/cps/methodology/CPS-Tech-Paper-77.pdf
https://www.frontiersin.org/journals/public-health
https://www.frontiersin.org

	Regional and social disparities in cessation behavior and motivation to quit among U.S. adult current smokers, Tobacco Use Supplement to the U.S. Census Bureau's Current Population Survey 2014–15 and 2018–19
	1 Introduction
	2 Materials and methods
	2.1 Data sources
	2.2 Cessation variables and statistical analysis
	2.3 Sample demographics

	3 Results
	3.1 Cessation behavior and motivator prevalence from the 2014–15 TUS-CPS
	3.2 Cessation behavior and motivator prevalence from the 2018–19 TUS-CPS
	3.3 Changes in cessation behavior and motivator prevalence between the 2014–15 TUS-CPS and 2018–19 TUS-CPS

	4 Discussion
	4.1 Limitations

	5 Conclusion
	Data availability statement
	Author contributions
	Funding
	Conflict of interest
	Publisher's note
	Supplementary material
	References


