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SUMMARY

What is already known on this topic?

The prevalence of cigarette smoking is higher among US adults with men-
tal health conditions than adults without mental health conditions.

What is added by this report?

During 2019–2020, more than 1 in 5 adults with any past-year mental ill-
ness said they smoked. Disparities in the prevalence of cigarette smoking
among adults with mental illness exist at the state level.

What are the implications for public health practice?

Our study helps identify populations who could benefit from improved in-
tegration of smoking cessation interventions into mental health treatment
and equitable implementation of comprehensive commercial tobacco con-
trol policies to prevent smoking initiation and increase smoking cessation
among adults with mental health conditions.

Abstract

Introduction
Prevalence of cigarette smoking is disproportionally high among
US adults with mental health conditions. Adults with mental
health conditions who smoke cigarettes are at increased risk for
smoking-related illness and death compared with adults without
mental health conditions.

Methods
We analyzed pooled data from the 2019 and 2020 National Sur-
vey on Drug Use and Health to provide national estimates of cur-
rent cigarette smoking prevalence among US adults aged 18 years
or older who reported having in the past year any mental illness,
serious mental illness, mild or moderate mental illness, serious

psychological distress, and/or major depressive episode (N =
19,398) and state-level estimates for any mental illness.

Results
Prevalence of cigarette smoking for serious mental illness was
27.2%; serious psychological distress and major depressive dis-
order, 25.0%; serious psychological distress, 24.5%; any mental
illness, 22.8%; mild or moderate mental illness, 21.2%; and major
depressive disorder, 17.6%. State-level cigarette smoking preval-
ence among adults with any mental illness ranged from 11.7% in
Utah to 42.1% in Louisiana, with a median of 24.7%.

Conclusion
The prevalence of current cigarette smoking is higher among
adults with any mental illness, psychological distress, and major
depressive disorder than among those without any mental illness,
especially among adults who are non-Hispanic American Indian or
Alaska Native, Hispanic, lesbian, gay, or bisexual and among
those who are experiencing poverty, are uninsured, or have been
arrested and booked in the past year. Continued improvement in
integration of smoking cessation interventions into mental health
treatment, equitable implementation of comprehensive commer-
cial tobacco control policies, and population-specific approaches
could reduce cigarette smoking among adults with mental health
conditions.

Introduction
Approximately 1 in 5 adults in the US lives with or experiences a
mental health condition each year. These same people are more
likely to smoke cigarettes than the population overall (1,2). Adults
with mental health conditions who smoke cigarettes are at in-
creased risk for smoking-related illness and death compared with
adults without mental health conditions (3). Of the approximately
480,000 annual deaths attributable to tobacco products, about
200,000 are among adults who smoke and have a mental health
condition (4). Higher rates of cigarette smoking among adults with
mental health conditions is a result of many factors, including tar-
geting by the tobacco industry (5).
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Previously reported estimates of cigarette smoking prevalence
among adults with mental health conditions were 40.8% for seri-
ous psychological distress (2016) (6), 33.3% for any mental ill-
ness (AMI) in the past year (2012–2014) (7), 30.5% for major de-
pressive disorder (2022) (8), and 26.9% for regular feelings of de-
pression (2020) (9). The national smoking prevalence among all
US adults, regardless of mental health condition, was 12.5% in
2020 (9). Prior research has found disparities in cigarette smoking
among adults with AMI. Higher smoking prevalence was identi-
fied among males, people aged 18 to 49 years, non-Hispanic
American Indian and Alaska Native people, people with less than
a high school education, people living in poverty, unemployed
people, and residents of the Midwest (2,7).

Recently, declines in cigarette smoking among adults with mental
health conditions have been reported (8,10); however, prevalence
remains high relative to those without mental health conditions
(6–8). Ongoing surveillance and reporting of recent cigarette
smoking estimates among adults with mental health conditions is
needed to continue to monitor trends and help identify sociodemo-
graphic groups that could benefit from improved tobacco screen-
ing, smoking cessation interventions, and mental health treatment
(10). Limited information exists in the literature regarding state-
level estimates of cigarette smoking among adults with mental
health conditions, although evidence indicates that prevalence var-
ies by region (2). The most recent comprehensive estimates were
reported from 2009 through 2011 (2). By using data from the
2019–2020 National Survey on Drug Use and Health (NSDUH),
we examined the prevalence of past 30-day cigarette smoking
(current smoking) among adults with past-year mental health con-
ditions and the prevalence by state of current smoking among
adults aged 18 years or older with and without AMI.

Methods
Study sample

NSDUH is an annual, national household survey of the civilian,
noninstitutionalized US population aged 12 years or older. Data
are collected through a combination of interviewer-administered
questions and computer-assisted self-administered questions (11).
Our analysis was restricted to adults aged 18 years or older. Data
were pooled across the 2019 and 2020 survey years to account for
small sample sizes in stratified analysis. Participants who did not
respond to the mental health questions or provide smoking status
(n = 4), mental health condition questions alone (n = 301), or
smoking status alone (n = 18) were excluded from analysis. We
conducted our analysis from 2021 through 2022.

 

Mental health conditions

We based definitions of all mental health conditions on recoded
variables in the NSDUH data set. Only those variables found in
NSDUH were included in our analysis; therefore, we could not
calculate current smoking prevalence for categories in the anxiety
domain alone. Detailed NSDUH definitions of mental health dis-
orders are available (11). Because our focus was on mental health,
substance use was not explored separately from mental health (8).

Mental illness

Past-year AMI was defined as having a diagnosable mental, beha-
vioral, or emotional disorder other than developmental or sub-
stance use disorder, based on the Diagnostic and Statistical
Manual of Mental Disorders–IV (11). Serious mental illness,
defined as a subset of estimates of AMI, was limited to parti-
cipants with mental, behavioral, or emotional disorders that in-
terfered substantially or limited one or more major life activities
(eg, basic daily living skills; instrumental living skills; function-
ing in social, familial, and vocational context) with a Global As-
sessment of Functioning (GAF) score of ≤50 (11). Mild or moder-
ate mental illness was defined as having AMI in the past year and
reporting mild to moderate impairment and a GAF score of ≥51
(12). Serious mental illness and mild or moderate mental illness
were included in AMI; however, serious mental illness and mild or
moderate mental illness were mutually exclusive categories.

Psychological distress

Past-year serious psychological distress was defined as a having a
score of 13 or more of 24 on the Kessler Psychological Distress
scale (eg, feeling nervous, feeling hopeless, feeling restless, feel-
ing sad or depressed, feeling that everything was an effort, feeling
down on yourself) during the month in the past year when they
were at their worst emotionally (11).

Major depressive disorder

Past-year major depressive episode — major depressive disorder
— was based on having been classified as having had a major de-
pressive episode in one’s lifetime and having experienced a peri-
od of depression or loss of interest or pleasure in daily activities
lasting 2 weeks or longer in the past 12 months (11).

A person with serious psychological distress or major depressive
disorder could be classified in any mental illness category (ie, seri-
ous mental illness or mild or moderate mental illness plus AMI).
No mental illness reported in the past year included anyone who
did not report AMI, serious psychological distress, or major de-
pressive disorder in the past year.
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Measures

Current smoking was defined as having smoked 100 or more ci-
garettes in one’s lifetime and smoking at least part or all of a ci-
garette in the 30 days preceding the interview. We calculated pre-
valence estimates overall for the past year for current smoking
among adults with no AMI, serious psychological distress, or ma-
jor depressive disorder in the past year; AMI; serious mental ill-
ness; mild or moderate mental illness; serious psychological dis-
tress alone; major depressive disorder alone; and both serious psy-
chological distress and major depressive disorder. Estimates were
further stratified by measures that included survey year, age, sex,
sexual orientation, race or ethnicity, education, disability, annual
household income, marital status, health insurance, employment
status, metropolitan statistical area, and having been arrested and
booked in the past year. State-level prevalence of current smoking
by AMI status was reported by using 2-year (2019–2020) data
from NSDUH’s restricted-use data analysis system (https://
rdas.samhsa.gov/#/).

Statistical analysis

Data were weighted to adjust for survey nonresponse and to
provide national and state-level representative estimates. We cal-
culated prevalence estimates and corresponding symmetrical 95%
CIs. Extent of disparity (absolute disparity) was calculated by us-
ing the absolute difference in the prevalence of smoking by AMI.
Estimates with relative standard error greater than 30% were sup-
pressed. SAS-callable SUDAAN software 11.0.3 (RTI Internation-
al) was used to conduct all analyses.

Results
The NSDUH adult survey response rate was 64.2% in 2019 and
62.8% in 2020 (11). An unweighted sample of 68,427 adults aged
18 years or older completed interviews in the combined 2019 and
2020 survey years. Our primary study population consisted of
19,398 (28.3%) surveyed adults aged 18 years or older who repor-
ted AMI, serious psychological distress, or major depressive dis-
order in the past year. Of those, 4,251 (21.9%) currently smoked.
A total of 6,896 (10.1%) reported no AMI, serious psychological
distress, or major depressive disorder and currently smoked. The
populations for the state-level analysis were taken directly from
NSDUH’s restricted-use data analysis system; therefore, un-
weighted sample sizes are unknown.

The national prevalence of current smoking during 2019–2020
was 27.2% among adults with serious mental illness, 25.0%
among adults with serious psychological distress and major de-
pressive disorder, 24.5% among adults with serious psychological
distress alone, 22.8% among adults with AMI, 21.2% among

adults with mild or moderate mental illness, and 17.6% among
adults with major depressive disorder alone (Table 1). The preval-
ence of current cigarette smoking among almost all mental health
conditions was relatively higher than among adults without a men-
tal health condition, except among a few demographic subgroups
reporting serious psychological distress, major depressive dis-
order, or both. The absolute disparity in current smoking by men-
tal health condition was highest among non-Hispanic American
Indian and Alaska Native (non-Hispanic AI/AN) adults with seri-
ous psychological distress (45.0%), serious mental illness (33.2%),
mild or moderate mental illness (24.8%), or AMI (27.3%); adults
with less than a high school diploma and serious mental illness
(25.2%) or serious psychological distress and major depressive
disorder (20.5%); uninsured adults with serious mental illness
(20.7%); and adults arrested and booked in the past 12 months
with major depressive disorder (26.1%), serious mental illness
(25.8%), or serious psychological distress (22.1%).

State-specific current smoking prevalence among adults with AMI
was consistently higher than among adults without AMI (Table 2).
By state, cigarette smoking prevalence among adults with AMI
ranged from 11.7% in Utah to 42.1% in Louisiana, with a median
of 24.7% in South Carolina. State-level absolute disparity in cur-
rent smoking by AMI ranged from 1.6% in the District  of
Columbia to 21.9% in Louisiana (Table 2).

Discussion
During 2019–2020, the prevalence of current cigarette smoking re-
mained high among adults with mental health conditions. Overall,
the proportion of current smoking among adults with AMI was ap-
proximately 67% higher than among those without AMI. Disparit-
ies in current smoking among subpopulations with mental health
conditions were similar to disparities in current smoking among
adults without mental health conditions, albeit with generally
higher current smoking prevalence (9). Previously reported higher
prevalence of current smoking among subpopulations of adults
with mental health conditions are still apparent, including among
adults aged 26 to 64 years; those who are lesbian, gay, or bisexual
(LGB), or non-Hispanic AI/AN; have less than a high school dip-
loma; have an annual income below the federal poverty threshold;
are uninsured; live in a rural area; or have been arrested and
booked in the past 12 months. Between-state variations also exist.
These findings suggest it is possible that adults with mental health
conditions may continue to experience greater smoking initiation
or barriers to successful smoking cessation.

Several possible factors related to smoking cessation could be as-
sociated with high smoking prevalence among adults with mental
health conditions. Barriers to providing smoking cessation ser-
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vices exist in mental health care settings and among mental health
clinicians, including misconceptions about the effect of smoking
on behavioral health conditions and their treatment (4). More than
half of psychiatric providers believe their patients are not inter-
ested in quitting; in contrast, among a sample of adults who
smoked and were hospitalized with mental illness (4), almost 2 of
3 participants were interested in quitting, suggesting that adults
who smoke and have mental illness are motivated to quit (12).
Smoking cessation is associated with reduced depression, anxiety,
and posttraumatic stress disorder (PTSD) symptoms, whereas con-
tinued smoking is associated with elevated levels of anxiety and
depressive symptoms (4,13). An additional barrier to reducing ci-
garette smoking among adults with mental health conditions who
are treated in mental health facilities is a lack of tobacco-free
grounds. As of January 1, 2022, 14 states required tobacco-free
grounds for most mental health facilities (14). These results are
based on legal requirements made in each state. Additional behavi-
oral health facilities can and do take voluntary action on creating
tobacco-free grounds (14). Adults with mental health conditions
may have more severe dependence on commercial tobacco and
nicotine than those who do not have a mental health condition, so
intensive interventions that use a range of evidence-based cessa-
tion services, including pharmacotherapy and counseling, are im-
portant to improve cessation success (5). Recent studies have
found declines in cigarette smoking among adults with mental
health conditions, although not to the same extent as among adults
without mental health conditions (8,10).

Current smoking was high among adults of all racial and ethnic
groups with AMI relative to no AMI. However, the greatest differ-
ence among adults with and without AMI was seen among His-
panic and non-Hispanic AI/AN adults. Cigarette smoking among
Hispanic adults tends to be lower than among other racial and eth-
nic groups (9). We found a larger disparity in current smoking
among Hispanic adults with and without AMI than previously re-
ported (2). It is unclear why smoking is more prevalent among
Hispanic adults with AMI, although this finding is partially sup-
ported by findings that indicated use of mental health services —
as a general proxy for psychiatric comorbidity — was signific-
antly associated with smoking among a small group of Hispanic
adults (15).

Historically, non-Hispanic AI/AN adults have had among the
highest rates of cigarette smoking (not including traditional cere-
monial tobacco use) of all racial and ethnic groups in the US (16).
We found current smoking estimates were twice as high among
non-Hispanic AI/AN adults with AMI than among those without
(53% vs 26%), with almost 1 of 2 non-Hispanic AI/AN adults
with a mental health condition reporting current smoking (16). Al-
though the sample size for non-Hispanic AI/AN adults was small,

we found that those with serious psychological distress had one of
the highest rates of cigarette smoking of all demographic groups.
non-Hispanic AI/AN adults may have experiences of current and
historic trauma, including PTSD, high rates of violent victimiza-
tion, and overall higher rates of mental health conditions com-
pared with other racial and ethnic groups (17). These factors, in
addition to past policies that have led to mistrust of government
services and care, such as removal from their land, high rates of
poverty, barriers to appropriate health care and mental health ser-
vices, and an already high prevalence of current smoking may be
related to the high prevalence of current smoking among non-
Hispanic AI/AN adults who have mental health conditions
(17,18). Trauma-informed care and culturally appropriate smoking
cessation resources for non-Hispanic AI/AN adults may be im-
portant considerations when developing or providing cessation in-
terventions for this population.

Smoking prevalence is high in the US among adults who identify
as LGB. In 2020, current smoking prevalence was 16.1% among
LGB adults, compared with 12.3% among those who identified as
heterosexual (9). Our results are consistent with these findings.
The tobacco industry has historically advertised heavily and pro-
moted commercial tobacco products to the LGB community, espe-
cially in bars and clubs (19). High prevalence of commercial to-
bacco use among LGB adults suggests that these strategies were
successful (19). Adults in the LGB and other sexual orientation
and gender identity minority communities may experience stress
caused by concealment of sexual orientation and expectation of re-
jection and may be more likely to be subjected to bullying, all of
which have the potential to cause or exacerbate mental illness
(20,21). Through these internal and external stressors, a person
may turn to coping mechanisms, which could include smoking
(20). To help reduce cigarette smoking among LGB adults with
mental health conditions, access to mental health care providers
with appropriate knowledge of LGB health and with the use of
evidence-based cessation interventions could help reduce this dis-
parity (21).

Adults who were arrested and booked in the last 12 months and re-
ported AMI, serious mental illness, mild or moderate mental ill-
ness, serious psychological distress alone, major depressive dis-
order alone, or both were among those with the highest preval-
ence of current smoking in our study. Almost 3 out of 4 people
who had been arrested and had serious mental illness or major de-
pressive disorder reported current smoking. The act of being arres-
ted can adversely affect a person, regardless of whether they are
convicted or sentenced (22). An arrest could result in a label of
“criminal,” which can limit a person’s opportunities and increase
or exacerbate stress (22). In turn, this may lead to stress-coping
behaviors such as smoking (22). People in prisons and jails are
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disproportionately affected by mental illness, with more than 50%
experiencing mental illness in any given year (23). Collaboration
between criminal justice, public health, and mental health re-
searchers could provide opportunities for further research into
managing mental illness and reducing cigarette smoking among
those who are incarcerated, adoption of smoke-free jails and pris-
ons, and resources such as providing mental health care and ac-
cess to smoking cessation services to people immediately upon in-
carceration (23).

Our study generally found lower levels of cigarette smoking
among adults with the assessed mental health conditions com-
pared with previously reported estimates (6–9). However, our
study was not designed to examine significant changes in cigar-
ette smoking among these populations over time. The use of dif-
ferent sources of data (9) and use of different methodologies to
calculate estimates may also contribute to variations in reported
estimates (8). Future examination of estimates among this popula-
tion over time using the same sources of data are warranted to ac-
curately detect trends and point out increases or decreases in cigar-
ette smoking prevalence.

State-level estimates of current smoking were consistent with, but
generally lower than, previous findings (2). Commercial tobacco
and smoke-free laws and policies vary by state and locality, and
approximately 40% of the US population are not covered by com-
prehensive smoke-free laws for workplaces, restaurants, and bars
(24). Smoke-free policies have been shown to reduce cigarette
consumption, increase cessation attempts, and increase rates of
successful cessation (25). Additionally, states have variable men-
tal health care systems — for example, 55% of US counties do not
have a practicing psychiatrist — as well as inconsistent commer-
cial tobacco-related regulations, including varying reimbursement
rates for providing smoking cessation services (26,27). The res-
ults of our study suggest that, although smoking prevalence by
state among adults with AMI is lower than previously reported,
there is still room for improvement.

Very limited information exists on smoking prevalence by state
among people with AMI or other mental health conditions. The
results of a study conducted in New York State indicated that to-
bacco retailer density was independently and positively associated
with smoking among adults with comorbid diabetes and serious
mental illness (28). The authors’ reported that smoking cessation
support was readily available in the state mental health system, yet
many patients continued to smoke (28). Some populations may be-
nefit from further commercial tobacco–related protections and
public health interventions, such as equitable implementation of
comprehensive commercial tobacco control policies, improved in-
tegration of smoking cessation interventions into mental health
treatment facilities, and other population-specific approaches.

Limitations

The findings of our study are subject to limitations. First, mental
health conditions in the past year and current smoking are self-
reported and may be affected by self-report and social desirability
bias. Race and ethnicity may be related to underestimates of men-
tal health conditions. Lower prevalence of depression among non-
Hispanic Black and Hispanic adults than among non-Hispanic
White adults may reflect self-report differences rather than true
differences (29). However, estimates for AMI, serious mental ill-
ness, and mild or moderate mental illness were based on a previ-
ously developed statistical model that was itself based on re-
sponses to the Kessler Psychological Distress questions (11) and
depression-related questions — not just a yes/no indicator ques-
tion — which may have helped limit self-report bias. Second, NS-
DUH does not include adults in its sampling frame who were, at
the time of survey, institutionalized, incarcerated, or on active mil-
itary duty; therefore, results cannot be generalized to these popula-
tions. However, a weighted count of 1,570,874 adults in the
2019–2020 NSDUH reported on AMI in the past year and repor-
ted an overnight stay in a hospital for mental health treatment by a
positive response to the question, “During the past 12 months,
have you stayed overnight or longer in a hospital or other facility
to receive treatment or counseling for any problem you were hav-
ing with your emotions, nerves, or mental health? Please do not in-
clude treatment for alcohol or drug use.” Therefore, NSDUH may
capture results from some people with a prior history of brief insti-
tutionalization. Lastly, we were unable to make statistical compar-
isons in state-level current smoking prevalence among adults with
and without AMI because of restrictions on unweighted state data.
Strengths of this study include providing updated national estim-
ates of current smoking among noninstitutionalized adults with
mental health conditions in the past year and state-level estimates
of current smoking among adults with AMI.

Conclusion

Current cigarette smoking remains higher among adults with AMI,
serious psychological distress, and major depressive disorder than
among those without AMI, especially among adults who are His-
panic, non-Hispanic AI/AN, or LGB and populations experien-
cing poverty, lack of health insurance, or were arrested and
booked in the past year. Our study adds further evidence that
adults with mental health conditions may be disproportionately af-
fected by multiple external factors that lead to ongoing high pre-
valence of current smoking. The findings from this article contrib-
ute to our knowledge of cigarette smoking disparities, especially
among adults with mental health conditions and cigarette smoking
by US state. Addressing cigarette smoking among adults with
mental health conditions may require interventions that can re-
duce barriers particular to this population, in addition to the equit-
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able implementation of well-established comprehensive commer-
cial tobacco prevention and control strategies. Population-specific
approaches could include education on evidence-based practices
for treating people who smoke and have a mental health condition,
increasing the number of smoke-free mental health treatment facil-
ities, and improving access to cessation services, particularly with-
in the criminal justice system.
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Tables

Table 1. Percentage of Adults Who Currently Smoke Cigarettes, by Mental Health Condition, National Survey on Drug Use and Health, 2019–2020

Characteristic

Current cigarette smokinga

No past-year
mental health
condition
(n = 6,896)

Past-year any
mental illnessb

(n = 3,983)

Past-year
serious mental
illness
(n = 1,336)

Past-year mild or
moderate
mental illness
(n = 2,647)

Past-year
serious
psychological
distress alone
(n = 1,498)

Past-year major
depressive
disorder alone
(n = 303)

Past-year
serious
psychological
distress and
major
depressive
disorder
(n = 1,337)

Overall 13.6 (13.0–14.3) 22.8 (21.7–23.8) 27.2 (25.3–29.0) 21.2 (19.8–22.6) 24.5 (22.3–26.7) 17.6 (13.8–21.5) 25.0 (23.3–26.8)

Survey year

2019 14.6 (14.0–15.2) 25.2 (24.3–26.2) 30.1 (27.7–32.6) 23.6 (22.4–24.8) 27.7 (25.7–29.6) 18.5 (15.6–21.4) 27.2 (25.3–29.2)

2020 12.7 (11.7–13.7) 20.3 (18.4–22.1) 24.3 (20.9–27.7) 18.9 (16.3–21.4) 21.3 (17.3–25.3) 16.7 (9.4–24.0) 22.9 (20.0–25.9)

Age, y

18–25 9.7 (8.9–10.5) 14.9 (13.8–16.0) 18.9 (16.6–21.2) 13.1 (11.8–14.5) 14.3 (12.4–16.3) 10.6 (7.6–13.6) 16.2 (14.1–18.3)

26–34 16.5 (15.6–17.4) 26.1 (24.4–27.9) 31.6 (27.9–35.4) 24.1 (22.3–26.0) 26.7 (23.3–30.1) 25.1 (15.7–34.6) 30.2 (26.2–34.1)

35–49 17.4 (16.4–18.3) 27.8 (26.0–29.6) 34.4 (30.5–38.3) 25.3 (23.3–27.4) 31.6 (28.0–35.2) 21.5 (15.9–27.2) 32.1 (27.9–36.3)

50–64 15.7 (14.4–17.1) 27.0 (23.4–30.6) 27.0 (21.6–32.3) 27.0 (22.3–31.7) 32.1 (22.3–41.9) 15.9 (10.1–21.7) 28.7 (22.2–35.1)

≥65 7.7 (6.7–8.8) 11.6 (8.4–14.7) — c 11.8 (8.3–15.4) 18.1 (8.8–27.4) — c 11.8 (4.9–18.6)

Sex

Male 15.8 (15.0–16.6) 25.5 (23.8–27.1) 29.1 (26.0–32.1) 24.3 (22.2–26.3) 30.1 (26.2–34.0) 16.4 (12.2–20.6) 28.0 (25.0–31.0)

Female 11.4 (10.6–12.2) 21.2 (19.8–22.5) 26.1 (23.6–28.6) 19.4 (17.6–21.2) 20.7 (18.7–22.7) 18.4 (13.0–23.7) 23.3 (20.8–25.9)

Sexual orientation

Heterosexual 13.4 (12.7–14.0) 22.1 (21.0–23.3) 27.1 (24.9–29.3) 20.6 (19.1–22.2) 24.1 (21.8–26.3) 18.1 (13.9–22.2) 24.7 (22.8–26.6)

Gay/lesbian 20.7 (16.1–25.2) 29.2 (23.8–34.6) 29.3 (19.1–39.5) 29.2 (21.6–36.7) 29.4 (20.6–38.2) — c 31.3 (21.0–41.7)

Bisexual 22.3 (19.5–25.0) 25.9 (22.9–28.9) 28.5 (24.9–32.2) 23.9 (20.0–27.8) 26.8 (22.4–31.2) 17.1 (9.6–24.5) 25.4 (21.6–29.1)

Race/ethnicity

Hispanic 8.5 (7.6–9.4) 19.0 (16.0–22.1) 23.2 (17.8–28.5) 17.7 (14.1–21.3) 21.7 (14.7–28.8) 12.8 (6.1–19.5) 18.6 (14.2–22.9)

Non-Hispanic American
Indian, Alaska Native

26.0 (18.8–33.2) 53.3 (40.5–66.2) 59.2 (34.5–83.8) 50.8 (33.8–67.8) 71.0 (50.1–92.0) — c 40.8 (19.2–62.4)

Non-Hispanic Asian 7.2 (5.1–9.2) 7.9 (4.5–11.3) — c 8.1 (4.2–11.9) 6.0 (2.8–9.2) — c — c

Non-Hispanic Black 16.2 (14.2–18.2) 21.0 (16.9–25.0) 17.4 (11.0–23.9) 22.1 (17.6–26.6) 24.8 (18.7–30.9) — c 15.9 (10.5–21.4)

Abbreviations: GED, General Educational Development.
a Current cigarette smoking was defined as respondents who smoked ≥100 cigarettes in their lifetime and reported smoking part or all of a cigarette in the 30 days
preceding interview. Values are weighted percentage (95% CI).
b Past year any mental illness was defined as respondents who reported serious, moderate, or mild mental illness, serious psychological distress, or a major de-
pressive disorder in the past year.
c Estimates suppressed because relative standard error was >30%.
d Disability was defined as respondents reporting any of the following: deaf or difficulty hearing; blind or serious difficulty seeing, even when wearing glasses; seri-
ous difficulty concentrating, remembering, or making decisions because of a physical, mental, or emotional condition; serious difficulty walking or climbing stairs;
difficulty dressing or bathing; difficulty doing errands alone such as visiting a doctor’s office or shopping because of a physical, mental, or emotional condition.
e Public and private health insurances are not mutually exclusive; public insurance includes Medicaid, Child Health Improvement Plan, Medicare, Tricare, Champus,
Veterans Administration, or some other military insurance.
f Metropolitan statistical areas are based on the 2013 Rural–Urban Continuum Codes (www.ers.usda.gov/data-products/rural-urban-continuum-codes.aspx).
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(continued)

Table 1. Percentage of Adults Who Currently Smoke Cigarettes, by Mental Health Condition, National Survey on Drug Use and Health, 2019–2020

Characteristic

Current cigarette smokinga

No past-year
mental health
condition
(n = 6,896)

Past-year any
mental illnessb

(n = 3,983)

Past-year
serious mental
illness
(n = 1,336)

Past-year mild or
moderate
mental illness
(n = 2,647)

Past-year
serious
psychological
distress alone
(n = 1,498)

Past-year major
depressive
disorder alone
(n = 303)

Past-year
serious
psychological
distress and
major
depressive
disorder
(n = 1,337)

Non-Hispanic multiple
races

23.4 (18.1–28.6) 29.1 (22.6–35.5) 32.5 (22.8–42.3) 27.9 (19.3–36.4) 22.8 (11.9–33.7) 23.0 (10.1–35.9) 26.4 (18.5–34.4)

Non-Hispanic Native
Hawaiian, Pacific Islander

13.5 (8.3–18.7) — c — c — c — c — c — c

Non-Hispanic White 14.8 (13.9–15.7) 24.1 (22.8–25.3) 29.6 (27.4–31.9) 22.1 (20.4–23.8) 26.0 (23.4–28.6) 18.6 (13.8–23.5) 28.0 (26.2–29.9)

Education

Less than high school
diploma

21.1 (19.2–23.1) 36.3 (31.2–41.4) 46.3 (37.0–55.5) 33.8 (28.2–39.3) 33.2 (24.8–41.7) — c 41.6 (33.6–49.7)

High school diploma/GED 19.0 (17.5–20.4) 32.3 (29.5–35.2) 33.0 (28.4–37.7) 32.0 (28.7–35.4) 37.7 (33.2–42.3) 29.8 (20.4–39.3) 31.5 (26.9–36.1)

Some college/associates
degree

14.8 (13.8–15.8) 23.1 (21.6–24.6) 26.3 (23.5–29.1) 21.7 (19.6–23.9) 22.2 (19.1–25.4) 16.8 (12.5–21.0) 24.2 (21.5–27.0)

College graduate 5.6 (5.1–6.2) 10.5 (9.3–11.7) 16.9 (14.2–19.5) 8.7 (7.6–9.9) 9.6 (7.5–11.8) 10.1 (6.5–13.8) 14.7 (12.1–17.4)

Disabilityd

Yes 15.4 (13.5–17.3) 26.7 (24.9–28.5) 29.8 (26.8–32.7) 24.9 (22.5–27.4) 27.8 (24.5–31.0) 23.1 (15.6–30.6) 29.6 (26.5–32.8)

No 13.3 (12.7–13.9) 19.8 (18.5–21.2) 23.9 (21.0–26.7) 18.9 (17.2–20.6) 22.7 (20.1–25.4) 13.9 (10.5–17.3) 19.8 (17.6–21.9)

Annual household income

Income at or below federal
poverty threshold

22.5 (20.4–24.7) 36.7 (33.6–39.7) 37.6 (32.0–43.2) 36.2 (32.5–40.0) 36.8 (31.3–42.3) 24.8 (14.5–35.1) 35.9 (31.0–40.9)

Income up to 2x federal
poverty threshold

18.5 (16.9–20.1) 28.1 (25.9–30.4) 32.4 (28.1–36.7) 26.6 (23.7–29.4) 26.9 (22.9–30.8) 27.8 (15.8–39.9) 29.6 (26.2–33.1)

Income more than 2x
federal poverty threshold

10.9 (10.3–11.5) 17.0 (15.9–18.1) 21.4 (19.0–23.8) 15.6 (14.3–16.9) 19.4 (16.5–22.3) 12.9 (9.9–15.9) 19.5 (17.2–21.9)

Marriage status

Married/living with partner 10.0 (9.2–10.8) 17.7 (15.9–19.5) 22.1 (18.6–25.6) 16.4 (14.5–18.4) 21.2 (17.1–25.4) 15.7 (9.9–21.5) 20.3 (16.9–23.8)

Divorced/separated/
widowed

19.6 (17.7–21.6) 30.2 (27.9–32.6) 36.7 (32.1–41.3) 27.8 (24.9–30.7) 35.8 (29.3–42.3) 21.1 (14.8–27.4) 37.9 (32.6–43.3)

Never married 17.1 (16.1–18.1) 23.4 (22.2–24.6) 25.9 (23.3–28.4) 22.4 (20.9–23.9) 22.4 (20.4–24.4) 17.5 (12.4–22.6) 22.5 (20.4–24.7)

Health insurancee

Abbreviations: GED, General Educational Development.
a Current cigarette smoking was defined as respondents who smoked ≥100 cigarettes in their lifetime and reported smoking part or all of a cigarette in the 30 days
preceding interview. Values are weighted percentage (95% CI).
b Past year any mental illness was defined as respondents who reported serious, moderate, or mild mental illness, serious psychological distress, or a major de-
pressive disorder in the past year.
c Estimates suppressed because relative standard error was >30%.
d Disability was defined as respondents reporting any of the following: deaf or difficulty hearing; blind or serious difficulty seeing, even when wearing glasses; seri-
ous difficulty concentrating, remembering, or making decisions because of a physical, mental, or emotional condition; serious difficulty walking or climbing stairs;
difficulty dressing or bathing; difficulty doing errands alone such as visiting a doctor’s office or shopping because of a physical, mental, or emotional condition.
e Public and private health insurances are not mutually exclusive; public insurance includes Medicaid, Child Health Improvement Plan, Medicare, Tricare, Champus,
Veterans Administration, or some other military insurance.
f Metropolitan statistical areas are based on the 2013 Rural–Urban Continuum Codes (www.ers.usda.gov/data-products/rural-urban-continuum-codes.aspx).

(continued on next page)

PREVENTING CHRONIC DISEASE VOLUME 19, E87

PUBLIC HEALTH RESEARCH, PRACTICE, AND POLICY   DECEMBER 2022

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.

www.cdc.gov/pcd/issues/2022/22_0184.htm • Centers for Disease Control and Prevention       9

http://www.ers.usda.gov/data-products/rural-urban-continuum-codes.aspx


(continued)

Table 1. Percentage of Adults Who Currently Smoke Cigarettes, by Mental Health Condition, National Survey on Drug Use and Health, 2019–2020

Characteristic

Current cigarette smokinga

No past-year
mental health
condition
(n = 6,896)

Past-year any
mental illnessb

(n = 3,983)

Past-year
serious mental
illness
(n = 1,336)

Past-year mild or
moderate
mental illness
(n = 2,647)

Past-year
serious
psychological
distress alone
(n = 1,498)

Past-year major
depressive
disorder alone
(n = 303)

Past-year
serious
psychological
distress and
major
depressive
disorder
(n = 1,337)

Public 18.5 (16.9–20.1) 31.6 (29.2–33.9) 32.7 (28.8–36.6) 31.1 (27.9–34.2) 32.7 (28.9–36.4) 26.5 (15.8–37.1) 31.7 (27.9–35.5)

Private 10.5 (9.9–11.1) 15.7 (14.6–16.8) 19.8 (17.1–22.4) 14.5 (13.2–15.8) 17.3 (14.4–20.2) 13.1 (10.3–15.9) 17.3 (15.0–19.6)

Uninsured 23.1 (21.2–25.0) 37.7 (34.4–40.9) 43.8 (37.3–50.3) 35.2 (31.5–38.9) 37.7 (32.9–42.5) 24.8 (12.7–36.9) 40.0 (34.6–45.4)

Employment status

Full time 14.4 (13.7–15.2) 20.5 (19.1–22.0) 25.6 (23.3–27.9) 19.0 (17.3–20.6) 22.0 (19.4–24.7) 16.0 (11.2–20.9) 23.7 (21.1–26.2)

Part time 11.6 (10.3–12.9) 16.4 (14.4–18.4) 20.0 (15.7–24.3) 15.1 (12.9–17.2) 14.6 (10.9–18.3) 13.8 (8.4–19.3) 17.9 (14.0–21.8)

Unemployed 23.3 (20.3–26.2) 35.7 (31.3–40.1) 36.8 (27.6–46.1) 35.2 (29.6–40.8) 35.4 (29.3–41.4) 29.2 (13.7–44.6) 32.2 (25.9–38.4)

Other/not in labor force 12.1 (11.1–13.2) 26.3 (23.6–28.9) 30.3 (26.6–34.1) 24.8 (21.4–28.1) 30.2 (25.2–35.3) 19.1 (11.1–27.1) 28.8 (24.9–32.7)

Metropolitan statistical areaf

Large metro 11.6 (10.8–12.4) 19.3 (18.0–20.7) 22.9 (20.1–25.8) 18.2 (16.4–20.0) 20.7 (17.3–24.0) 16.7 (10.4–23.1) 20.4 (17.8–23.1)

Small metro 15.5 (14.5–16.5) 24.6 (22.7–26.4) 30.1 (26.9–33.3) 22.4 (19.8–25.0) 26.6 (22.8–30.3) 16.3 (12.3–20.3) 28.3 (25.3–31.3)

Nonmetro/rural 17.6 (16.2–18.9) 31.3 (28.3–34.3) 34.0 (28.4–39.5) 30.3 (26.7–34.0) 33.9 (29.2–38.7) 24.4 (15.6–33.3) 33.2 (27.8–38.7)

Arrested and booked in past 12 months

Yes 44.1 (38.9–49.2) 63.0 (56.8–69.2) 69.9 (60.8–78.9) 59.3 (51.4–67.2) 66.2 (53.2–79.2) 70.2 (43.4–96.9) 62.1 (52.1–72.1)

No 30.3 (28.8–31.8) 40.5 (38.2–42.7) 41.5 (36.1–46.8) 40.0 (37.2–42.8) 47.4 (42.0–52.7) 21.2 (15.7–26.6) 44.7 (38.5–51.0)

Abbreviations: GED, General Educational Development.
a Current cigarette smoking was defined as respondents who smoked ≥100 cigarettes in their lifetime and reported smoking part or all of a cigarette in the 30 days
preceding interview. Values are weighted percentage (95% CI).
b Past year any mental illness was defined as respondents who reported serious, moderate, or mild mental illness, serious psychological distress, or a major de-
pressive disorder in the past year.
c Estimates suppressed because relative standard error was >30%.
d Disability was defined as respondents reporting any of the following: deaf or difficulty hearing; blind or serious difficulty seeing, even when wearing glasses; seri-
ous difficulty concentrating, remembering, or making decisions because of a physical, mental, or emotional condition; serious difficulty walking or climbing stairs;
difficulty dressing or bathing; difficulty doing errands alone such as visiting a doctor’s office or shopping because of a physical, mental, or emotional condition.
e Public and private health insurances are not mutually exclusive; public insurance includes Medicaid, Child Health Improvement Plan, Medicare, Tricare, Champus,
Veterans Administration, or some other military insurance.
f Metropolitan statistical areas are based on the 2013 Rural–Urban Continuum Codes (www.ers.usda.gov/data-products/rural-urban-continuum-codes.aspx).
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Table 2. Percentage of Adults Who Currently Smoke Cigarettes, by State and Mental Illness Status, National Survey on Drug Use and Health, 2019–2020a

State AMIb AMI and smoke cigarettesb,c No AMI and smoke cigarettesc,d

State median, % 21.4 24.7 16.0

Alabama 20.5 (16.7–25.0) 35.0 (25.8–45.6) 19.9 (15.4–25.4)

Alaska 21.1 (17.5–25.3) 22.5 (15.5–31.6) 16.4 (13.0–20.4)

Arizona 24.1 (20.7–27.8) 16.4 (11.2–23.4) 12.6 (9.2–17.1)

Arkansas 22.3 (18.3–26.9) 35.3 (26.8–44.8) 18.3 (14.1–23.3)

California 20.1 (18.6–21.7) 19.1 (16.0–22.6) 11.2 (9.6–13.0)

Colorado 23.3 (19.9–27.0) 20.7 (14.7–28.3) 12.2 (9.3–15.9)

Connecticut 15.9 (13.1–19.2) 18.6 (12.7–26.3) 11.3 (8.0–15.8)

Delaware 20.8 (17.3–24.7) 24.2 (18.4–31.1) 17.0 (12.6–22.4)

District of Columbia 23.7 (20.2–27.7) 19.8 (13.6–27.8) 18.2 (13.5–24.2)

Florida 16.9 (15.2–18.7) 23.1 (18.8–28.0) 15.9 (13.9–18.2)

Georgia 15.7 (13.2–18.5) 20.0 (14.1–27.6) 15.3 (12.4–18.8)

Hawaii 17.9 (14.6–21.8) 22.6 (15.5–31.8) 15.6 (12.0–20.1)

Idaho 24.9 (21.5–28.6) 21.1 (15.3–28.3) 11.8 (8.2–16.7)

Illinois 20.1 (18.0–22.4) 23.9 (19.1–29.3) 15.3 (13.2–17.8)

Indiana 20.6 (17.2–24.5) 35.0 (28.6–42.0) 20.1 (16.1–24.9)

Iowa 19.7 (16.0–24.0) 26.4 (19.4–34.9) 17.7 (13.5–22.8)

Kansas 28.5 (24.3–33.1) 25.4 (17.9–34.6) 16.3 (12.3–21.5)

Kentucky 21.6 (18.1–25.6) 34.2 (26.5–42.9) 22.3 (18.2–26.9)

Louisiana 21.1 (17.8–24.9) 42.1 (32.2–52.7) 20.2 (16.4–24.5)

Maine 22.0 (17.6–27.1) 23.8 (15.7–34.4) 15.0 (10.9–20.4)

Maryland 16.6 (14.1–19.5) 23.4 (17.6–30.3) 11.5 (8.8–14.8)

Massachusetts 21.4 (17.2–26.3) 18.6 (10.8–30.2) 11.7 (9.6–14.2)

Michigan 22.7 (20.3–25.4) 27.9 (23.7–32.6) 18.1 (15.5–21.2)

Minnesota 23.6 (20.8–26.7) 28.4 (21.3–36.8) 10.5 (8.4–13.2)

Mississippi 22.1 (18.4–26.3) 32.4 (22.8–43.7) 22.6 (18.5–27.4)

Missouri 19.8 (17.0–22.9) 29.6 (23.2–36.9) 16.4 (13.2–20.1)

Montana 23.0 (18.8–27.9) 28.6 (21.3–37.1) 19.1 (16.4–22.1)

Nebraska 23.0 (20.1–26.2) 30.5 (21.4–41.3) 12.3 (9.5–15.9)

Nevada 21.2 (17.2–25.9) 26.7 (19.7–35.1) 11.9 (8.9–15.9)

New Hampshire 26.3 (22.1–31.0) 22.0 (15.7–29.9) 13.8 (10.7–17.6)

New Jersey 17.8 (15.1–20.8) 17.9 (12.8–24.5) 12.1 (9.7–15.1)

New Mexico 21.6 (17.6–26.1) 25.2 (18.6–33.1) 15.5 (10.8–21.8)

New York 18.7 (17.0–20.6) 25.6 (21.6–30.0) 14.0 (12.2–15.9)

Abbreviation: AMI, any mental illness.
a Values are weighted percentage (95% CI) unless otherwise indicated.
b Any mental illness was defined as a participant who reported serious, moderate, or mild mental illness, serious psychological distress, and/or major depressive
disorder in the past year.
c Current cigarette smoking was defined as those reporting smoking part or all of a cigarette in the past 30 days before interview.
d No serious, moderate, or mild mental illness, serious psychological distress, or major depressive episode reported over the past year.

(continued on next page)
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(continued)

Table 2. Percentage of Adults Who Currently Smoke Cigarettes, by State and Mental Illness Status, National Survey on Drug Use and Health, 2019–2020a

State AMIb AMI and smoke cigarettesb,c No AMI and smoke cigarettesc,d

North Carolina 18.6 (16.8–20.6) 27.0 (20.7–34.3) 17.9 (15.3–20.8)

North Dakota 18.8 (16.2–21.8) 29.0 (21.2–38.2) 18.6 (14.6–23.4)

Ohio 24.8 (22.1–27.7) 34.2 (29.2–39.5) 19.1 (16.5–22.1)

Oklahoma 29.1 (25.2–33.3) 28.7 (22.0–36.5) 21.4 (17.0–26.5)

Oregon 27.5 (23.7–31.7) 21.5 (15.3–29.3) 13.8 (10.8–17.4)

Pennsylvania 19.5 (16.9–22.3) 29.5 (23.1–36.8) 18.9 (15.5–22.8)

Rhode Island 23.9 (20.2–28.1) 20.8 (13.3–31.0) 16.2 (12.1–21.4)

South Carolina 23.3 (19.5–27.5) 24.7 (18.7–31.9) 19.9 (16.8–23.5)

South Dakota 18.4 (15.7–21.5) 28.6 (19.5–39.8) 19.4 (14.5–25.5)

Tennessee 19.6 (16.2–23.6) 32.2 (25.3–40.0) 18.0 (14.1–22.7)

Texas 17.5 (15.7–19.4) 23.0 (18.9–27.7) 14.7 (12.9–16.6)

Utah 31.5 (27.8–35.5) 11.7 (7.9–17.1) 7.8 (6.1–10.0)

Vermont 22.8 (19.1–26.9) 27.4 (20.2–36.0) 10.4 (8.0–13.5)

Virginia 20.4 (17.8–23.4) 18.9 (13.7–25.5) 15.2 (12.4–18.4)

Washington 26.1 (22.4–30.1) 20.1 (15.1–26.3) 15.4 (12.3–19.0)

West Virginia 28.3 (24.1–32.9) 31.6 (23.2–41.4) 20.7 (16.2–26.2)

Wisconsin 21.1 (18.2–24.2) 22.1 (16.9–28.3) 16.0 (12.0–20.9)

Wyoming 24.1 (20.3–28.3) 25.1 (17.7–34.1) 19.7 (14.7–25.9)

Abbreviation: AMI, any mental illness.
a Values are weighted percentage (95% CI) unless otherwise indicated.
b Any mental illness was defined as a participant who reported serious, moderate, or mild mental illness, serious psychological distress, and/or major depressive
disorder in the past year.
c Current cigarette smoking was defined as those reporting smoking part or all of a cigarette in the past 30 days before interview.
d No serious, moderate, or mild mental illness, serious psychological distress, or major depressive episode reported over the past year.
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