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Abstract: Despite intense campaigns to minimize cigarette smoking owing to the socio-economic risks associated with it, 

cigarette smoking worldwide has continued to rise. This is a major concern to both public health authorities and medical 

practioners. This paper examines the Kenyan status on cigarette smoking through measurement of various parameters 

including mass media campaigns, taxation, level of education, nature of employment, and government legislation. Descriptive 

research design was employed because of its robust capability to give an in depth analysis of state of affairs as it exists in 

relation to cigarette smoking patterns in three Kenyan counties (Nakuru, Kisii and Migori). The study involved respondents 

above 18 years of age and was carried out between March and April 2018. Chi-square statistics was used to assess the 

association between various variables. It is clear from this study that most cigarette smokers had acquired high school 

education and above; representing 70% of the respondents. At 95% confidence limit, the p-value = 0.39 and confidence 

interval, CI = －1.965－4.156. Therefore, cigarette smoking is dependent on the level of education. The odd ratio (OR) of 3.10 

indicates a strong association between smoking and the level of education. This study also revealed that majority of the 

respondents smoked between 6 and 10 cigarettes per day (36%). Besides, 50% of the target population admitted to being aware 

of the health hazards caused by cigarette smoking despite their continued smoking habits. This survey has demonstrated that 

most cigarette smokers are not only well educated but are aware of the dangers of cigarette smoking. Moreover, most 

respondents are addicted to cigarette smoking despite taxes imposed on tobacco products including cigarettes. This 

characteristic behaviour may be attributed to high unemployment rates in Kenya which this study has established as one of the 

major reasons for cigarette smoking. 
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1. Introduction 

Statistics have shown that approximately 1.25 billion 

people worldwide use tobacco regularly out of which half of 

this population would eventually die from it [1]. Tobacco use 

is associated with 5 million deaths annually in the world and 

is regarded as one of the leading causes of premature deaths 

accounting for 1 in every 5 male deaths and 1 in 20 female 

deaths of those over the age of 30 [2]. Nearly 70% of 

cigarette smokers desire to quit cigarette smoking but few are 

successful, and even those who manage to quit, a good 

proportion require significant period of time before quitting 

altogether [3-4]. Recent data show that tobacco is responsible 

for the death of 1 in 10 adults globally with 2.41 million 

deaths occurring in developing countries and approximately 

2.43 million deaths are reported in developed countries [5]. 

This study, nonetheless; will focus on tobacco cessation 

challenges in Kenya. 

Accordingly, tobacco use in Kenya has been on the rise 

[6]. This situation has been aggravated by weak legislative 

policies, lack of funds to help sensitize the general public on 

the health impacts of cigarette smoking and poor mass media 

campaigns against cigarette smoking and tobacco abuse. 

Despite tobacco companies being compelled to label tobacco 

as a dangerous substance, there is little effort to ensure 
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compliance [7]. Enforcement agencies tasked to campaign 

against cigarette smoking are reluctant to do so because 

tobacco companies are believed to be a source of significant 

income towards funding government programs in form of 

corporate tax [8]. The other very important factor that 

influences tobacco use is the poverty index occasioned 

mainly by youth unemployment [9]. Decisive measures to 

deter tobacco use in the country are largely lacking. Although 

the government has enacted some measures such as taxation 

of tobacco products through value added tax (VAT) and 

exercise duty, not much has changed on tobacco use. There is 

an urgent need by politicians to pass laws that would help 

minimize tobacco use and promote tobacco cessation.  

The political class which is tasked with formulation and 

passing legislative policies to curb tobacco abuse has in one 

way or another been compromised by tobacco companies. 

Kenya is no exception. During the passing of Tobacco 

Control Act (TCA) in 2007, big tobacco companies 

sponsored the political class to shoot down the bill [5], and 

although, the bill was finally passed after a lot of pressure 

from the public and NGOs, it turned out to be a weak bill. 

Fundamentally, the role of the political class in tobacco 

control is well documented in literature [10-11]. Moreover, 

the mass media should come in to educate the population on 

the health impacts of cigarette smoking through digital 

platforms, print media and road shows. This is consistent 

with anti-tobacco mass media campaigns strategies applied in 

other countries towards achieving smoking cessation [11-13]. 

Smoking cessation is important for population health and 

comes with considerable health benefits both for individual 

smokers and public health authorities [12, 14]. Demographic 

information on the use of tobacco in Kenya is alarming.  

A rigorous study on substance abuse including tobacco 

abuse was conducted in 2014 in western Kenya and exposed 

shocking revelations on drug abuse in Kenya [15]. Statistics 

conducted earlier in 2008 on tobacco abuse indicated that 

central province was then leading at 30.4%, Eastern 26%, 

Coast 22.6%, Nairobi 17.1%, North Eastern 15.6%, Rift 

valley 14.3%, Western 11.2% and Nyanza 7.9% [16]. The 

survey revealed that male smokers in Kenya have a higher 

use of menthol and sweet menthol cigarettes (about 2 in 10 

smokers of a usual brand), compared to male smokers in 

other international tobacco control (ITC) countries [17]. This 

is of critical concern for tobacco control efforts because 

flavourings such as menthol can activate cigarettes to deliver 

a smoother sensation in the respiratory system and the belief 

that these cigarettes are less harmful [17]. These figures are 

biased towards the male population since most females do 

not disclose their tobacco use status due to social cultural 

inhibitions and stigmatization [18]. Nonetheless, tobacco 

control in Kenya has realized significant gains in the recent 

past with the ratification of the WHO framework convention 

on tobacco control (FCTC) in 2004 and the passing of the 

Tobacco control act (TCA) in 2007 [19]. 

Significant steps have been made to insulate the non-

cigarette smoking population from the health problems 

caused by second hand smoking. As a result, the Kenyan 

government set up smoking zones for cigarette smokers 

although this does not assist cigarette smokers to quit 

cigarette smoking. Tobacco studies in Kenya are scarce in the 

literature primarily because of the reluctance by the state to 

invest in tobacco research despite the fact that cigarette 

smoking is one of the leading causes of cancer in the country. 

State agencies such as the Notational Authority for the 

Campaign against Drug Abuse (NACADA) mandated to 

check drug abuse including tobacco are underfunded; 

therefore their roles have been reduced only to administrative 

instead of conducting research and sensitizing the general 

public against the dangers of cigarette smoking. This study 

therefore takes a critical look at the major reasons for 

rampant abuse of tobacco products in Kenya, with special 

emphasis on cigarette smoking.  

2. Methodology and Research Design 

A cross section survey on the residents of Nakuru, Migori 

and Kisii counties was employed in this study. The sampling 

design involved purposive sampling where zones were 

randomly picked for questionnaires administration in the 

major towns and open air markets within the three counties. 

Moreover, data collection was done through key information 

interview and focused group discussion. Individual residents 

were targeted to provide information on the subject of study 

on voluntary basis. No inducements were provided to coerce 

or entice the respondents to fill the questionnaires. Survey 

tools were prepared in accordance with the parameters to be 

investigated. Accordingly, a set of 35 questions per 

questionnaire were drafted in English, translated to Swahili 

(Kenyan second official language), and issued to the 

respondents in the field. A field assistant interpreted the 

questions to the less educated in a language the respondents 

could understand. The questionnaires were structured to 

collect the data that helped the study to meet the research 

objectives. The study aimed at collecting information from 

respondents on their opinions regarding cigarette smoking. 

Descriptive survey research design was employed because of 

its in-depth investigative capabilities and the fact that it has a 

wide coverage as well as offering description of the state of 

affairs as it exists [20]. The primary data was cleaned and 

analysed using descriptive statistics, statistical package for 

social science (SPSS) version 25, Chi-square test and 

multivariate logistic regression.  

2.1. Sample Size Determination 

The study selected the entire sample of respondents using 

a stratified random sampling technique and the sample 

apportioned to the three counties equally. To determine the 

sample size, the standard formula developed by Kothari 

(2004) for a population < 10,000  was used [20]. The 

proportion of the target population with desired smoking 

characteristic considering the fact that prior data was 

unknown was taken to be 10% at an allowed standard error 

of 5%. A desired sample size of � = 138	was therefore 

determined and applied in this study [20]. This study 
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employed the questionnaire method in order to elicit 

responses on an array of question ranging from cigarette 

addiction, smoking behaviour, whether level of education and 

cost of cigarettes influenced their smoking patterns, and the 

economic benefits of cigarette smoking if any. Addiction to 

cigarette smoking (the habit to crave for a cigarette) was one 

of the most important parameters reported in this study. This 

habit is what triggers the urge towards tobacco abuse and is 

directly responsible for the cigarette smoking prevalence 

observed in this study.  

2.2. Study Area 

This study was conducted in three counties – Nakuru, 

Migori and Kisii. Migori County for instance is well known 

for tobacco growing. These three Counties represent 20% of 

Kenya’s total land mass and a representative, Kenyan 

population of approximately 10% according to 2009 census. 

The study was carried out between March and April 2018.  

3. Results and Discussion 

The study involved respondents above 18 years of age. 

The response rate was 72% out of which 44% were sampled 

in Nakuru County while 29% and 26% were sampled from 

Migori and Kisii counties respectively. The breakdown of the 

results is presented in Table 1. 

Table 1. Summary of the sociodemographic characteristics on cigarette smoking. 

Characteristics Smoking Status 

Age groups Proportion (n) % 

18-25 25 18 

26-35 57 41 

36-45 36 26 

> 45 30 15 

Sex   

Male 109 79 

Female 29 21 

Level of Education   

Primary 33 24 

High school 57 41 

Tertiary 40 29 

 No formal education 8 6 

Employment   

Formal 17 12 

Informal 109 79 

Student 12 9 

Number of cigarette sticks smoked/day   

1-5 43 31 

6-10 50 36 

11-15 12 9 

> 15 33 24 

Effect of cigarette cost on cigarette smoking    

Yes 69 50 

No 65 47 

May be Addiction to cigarette smoking 3 3 

Not at all 29 21 

Agree 44 32 

Strongly agree 57 41 

Not sure 8 6 

Cessation   

Not ready 33 24 

Yes 101 73 

May be 4 3 

Economic benefits of Tobacco   

None 52 38 

Yes 69 50 

May be 17 12 

Strategies to minimize cigarette smoking   

Campaign against smoking 61 44 

Tobacco control policies and legislation 50 36 

Personal choice to quit smoking 18 13 

Setting up rehabilitation centres 9 7 

 

The entire sample consisted of both male and female 

respondents; 79% were male while 21% were female. In 

other countries, this margin is small despite men being heavy 

cigarette smokers [21]. Accordingly, this study explored the 

respondents from different sectors of employment. The study 

categorized employment under formal, informal and student 

(Figure 1a). The result was strikingly similar to the 

relationship between cigarette smoking and the level of 
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education. This is true if we assume that most of the cigarette 

smokers with high school education and below work in the 

informal sector. This group constitute about 71% (Figure 1b). 

It is also valid to assume that not all cases who have 

University education work in the formal sector as some may 

be working in the informal sector.  

 

 

Figure 1. Nature of employment versus cigarette smoking (a) and (b) Level 

of education versus cigarette smoking. 

The cross tabulation between the age bracket and smoking 

cigarette indicated that 38% of smokers were aged between 

26 years and 35 years. This is an age width of 10 years and 

represents the age bracket with the most smokers. This 

represented the majority of the population addicted to 

tobacco use. From this study, it can be noted that the 

population above 45 years and those between 18-25 years of 

age formed the minority of the cigarette smoking community 

across the three counties. The age bracket of 26 and 45 

constituted the bulk of the cigarette smokers – a combined 

total of 68%, Figure 2a. Besides, only 15% of the smokers 

were aged above 45 years which is the least number of 

smokers in the study area (Table 1, vide supra). The age 

distribution and the level of education as a function cigarette 

smoking are presented in Figure 2a.  

 

 

Figure 2. Distribution of cigarette smoking (a) age groups and (b) smoking 

intensity. 

On the other hand, information on the smoking intensity is 

presented in Figure 2a. Clearly, 36% of the sample 

population smoked between 6 and 10 cigarettes per day while 

30% of the sampled population smoked between 1 and 5 

cigarettes. Besides, 24% of the target population smoked 

more than 15 cigarettes per day while 9% smoked between 

11 and 15 cigarettes per day. Evidently from this study, 

majority of cigarette smokers smoked between 6 and 10 

cigarettes per day. The effect of education on cigarette 

smoking was also considered in this work. The respondents 

involved were the population with no formal education, 

primary education, high school education, and University 

education. The result of this investigation is captured in Table 

1. 

Chi-Square test and logistic regression analysis 

Information on the smoking patterns, gender, employment, 

level of education attained were a mong the background 

characteristics that were compared using chi-square test and 

likelihood analysis (logistic regression). The outcome 
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information obtained from the questionnaires is reported in 

this study. These scores were standardized and compared 

with a reference population that has a mean age of 36 and a 

standard deviation (SD) 10.  

Table 2. Regression parameters from the respondents as a function of cigarette smoking. 

 Gender 
Addiction to cig. 

smoking 

Level of 

education 
Employment 

Smoking 

cessation 

Health impacts 

of cig. smoking 
Cost of cigarette Smoking zones 

Coeff. 1.30 1.06 0.98 0.43 1.09 0.72 0.92 1.60 

Odds ratio 

(OR) 
2.15 4.32 3.10 3.04 5.20 2.00 2.50 5.00 

Std. Err. 4.84 7.18 5.07 4.73 7.03 4.30 5.912 7.64 

z 1.20 1.22 0.65 0.54 0.44 0.58 0.50 1.04 

P>|z| 0.04 0.58 0.39 0.72 0.30 0.57 0.62 0.29 

[95% CI] [-2.031 - 3.854] [-1.209 - 4.640] [-1.965 - 4. 156] [-1.208- 3. 345] [-1.207 - 4.107] [-1.744 - 3.149] [-2.678 - 4.500] [-1.387 - 4.701] 

 

Multivariate logistic regression (based on odds ratio 

analysis) was carried out to determine the health impact of 

cigarette smoking on the cigarette smoking population. Odds 

ratio (OR) analysis was used to indicate the extent of 

exposure in terms of smoking zones to the health outcome of 

cigarette smoking. All variables were analyzed using p=0.09 

as limits for inclusion and p=0.52 for exclusion in the model 

(where p stands for probability). The need to set up smoking 

zones for cigarette smokers was also tested. The final model 

was arrived at by manually adding or deleting variables while 

examining the changes in the coefficients. Consequently, 

95% confidence level was chosen. The Number of 

observations from this study was 34 while the Log likelihood 

was calculated and found to be – 6.95. The result of this 

analysis is summarized in Table 2. 

The major tobacco component considered the driving force 

in tobacco addiction is nicotine [22]. Accordingly, if an 

individual stops smoking, the nicotine content in the brain 

will drop drastically thus causing the smoker to crave for a 

cigarette [23]. In order to change an addictive behaviour, an 

individual must go through a number of stages before finally 

quitting cigarette smoking altogether [24].  

To determine whether cigarette smoking varies with 

various variables such as gender, employment, age, and level 

of education; a chi-square test was conducted. The p −

value = 0.04  was greater than 0.05% suggesting that 

smoking does not vary with gender and therefore it can be 

noted that smoking rate is similar among all sexes. From this 

study, the male population was found to be more prone to 

cigarette smoking as compared to their female counterparts. 

This is consistent with most African cultures and partly some 

western cultures which postulate that a woman who smokes a 

cigarette is a candidate for wayward behaviour and therefore 

cigarette smoking is unacceptable for women [25]. In most 

cases, this narrative has been found to be true [26]. 

Consequently, there seems to be a strong correlation between 

indecent behaviour among women and drug abuse in general. 

On the other hand, the cross tabulation between employment 

and cigarette smoking indicated that 79% of cigarette 

smokers were male while 15% were female.  

Whereas the relationship between age groups and the 

intensity of cigarette smoking was not explored in the present 

study, it may be inferred that most of the respondents in the 

age bracket 26-35 probably smoked between 6-10 cigarette 

sticks per day. This assumption is based on the % level. For 

instance, those who indulge in cigarette smoking between the 

ages of 26-35 were the majority at 41% while those who 

smoked between 6-10 cigarettes per day stood at 36%. The 

average time interval between cigarette smoking periods 

according to the information supplied by the respondents was 

determined to be ~129 minutes which translates to 

approximately two hours before one resumed smoking. The 

shortest time interval reported by some smokers was 10 

minutes while the longest period was 360 minutes (the 

equivalent to 6 hours). This information is consistent with the 

cigarettes one smoked in a day. Evidently, the shorter the 

duration before craving for a cigarette, the more cigarette 

sticks one smoked per day.  

The p − value = 0.72, �� = 	−1.208 − 	3. 345,	 indicates 

that cigarette smoking varies with employment at 5% 

confidence limit. If we consider the level of education as a 

function of cigarette smoking, the majority of the smokers 

had high school level of education. The p-value = 0.39, 

�� = 	−1.965	 − 	4.156,	was found to be greater than the 

significance level of 0.05. Therefore, cigarette smoking is 

dependent on the level of education at 5% level of 

significance. On the other hand, the odds ratio (OR) was 3.10 

implying a strong association of cigarette smoking with the 

level of education. Clearly, the majority of the respondents 

indulging in cigarette smoking were those who had acquired 

high school education. This figure stood at 41% of the total 

respondents. This result is remarkable. It implies one possible 

cause – most high school leavers were either unemployed or 

worked in the informal sector with little income. There must 

therefore be a correlation between unemployment, 

frustration, and cigarette smoking. Besides, the quality of 

cigarette smoked, though beyond the scope of this work is 

more likely to be the inexpensive type cigarettes. Coming in 

second among heavy smokers are those who had only 

acquired primary school education (24%). Again, it can be 

inferred that this group are the less employed and probably 

the reason for their affinity towards smoking intentionally to 

deal with frustrating events. Nonetheless, it should be noted 

that most of the Kenyan population have acquired high 

school education. The literacy level in Kenya currently stands 

at approximately 78% [27]. Those who have acquired college 

education are more likely to be smoking for fun and in most 

cases to fit the old narrative that smoking is ‘cool’. There is a 

probability that this category smoke high end cigarettes. In 

summary, the most educated group (those with high school 

education and above) constituted 70% of cigarette smokers 
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monitored in this survey. This deduction is not statistically 

different from other studies elsewhere [28]. 

As to whether the cost of cigarette affected the intensity of 

cigarette smoking, 50% of the sample population believed 

that the cost of cigarettes affected their smoking pattern while 

47% indicated that the cost of cigarettes did not affect their 

smoking behaviour. The minority (3%) were not sure if the 

cost of cigarette smoking affected their smoking norms at all. 

This result was nearly split even among the respondents 

suggesting that the cost of a cigarette is a neutral parameter 

among the cigarette smoking community in the Kenya’s three 

counties (Nakuru, Kisii and Migori). It has been argued 

clearly in literature that the heavy taxation of tobacco may 

help reduce tobacco use although tobacco industries have 

developed covert methods of making cigarettes cheaper [29]. 

The Kenyan experience is unique because the change in the 

price of cigarettes does not seem to deter cigarette smokers 

despite the lack of economic power to sustain the smoking 

characteristics. 

Survey on the addiction characteristics of cigarette 

smokers showed that 41% of the sample strongly agreed that 

cigarette smoking was addictive whereas 32% of the sample 

population suggested they were not quite addicted. However, 

21% of the respondents observed they were not addicted 

whereas the rest of the respondents (6%) showed they were 

not sure if cigarette smoking was addictive. Addiction is one 

of the most important parameters measured in this survey 

with an odds ratio of 4.32 and p = 0.58 at a �� = −1.209	 −

	4.640,	 suggesting that cigarette smoking is dependent on 

addiction at 0.05 significance level. These findings are 

remarkably interesting considering that approximately	73% 

of the total population surveyed are in one way or the other 

addicted to cigarette smoking. Chemically speaking, nicotine 

is the addictive ingredient in tobacco that causes cigarette 

smokers to desire smoking regularly and is usually triggered 

by a pleasurable feeling in the brain [30]. Nicotine 

dependence has two aspects; the persistence of smoking 

behaviour and the emergence of withdrawal symptoms upon 

cessation [31]. Current smokers, often addicted to nicotine, 

may need help and support to overcome their tobacco 

dependence [32]. Surveys suggest that three of four smokers 

wish to quit while a third attempt to quit every year but only 

1–3% succeed in quitting the habit on their own [32]. In low 

middle income countries (LMICs), spontaneous quit rates are 

even lower [33]. This calls for concerted efforts in order to 

assist them to quit cigarette smoking. 

The dangers of cigarette smoking on the health of the 

cigarette smoker were also explored. Accordingly, 50% of 

the respondents noted that they were aware of the harmful 

effects of cigarette smoking on their health while 15% 

showed ignorance on the dangers of cigarette smoking. 

Nonetheless, 35% were not sure whether cigarette smoking 

precipitated negative health impacts. Additionally, these data 

is interesting and may point out to serious underlying causes 

as to why people choose to smoke. Evidently, the driving 

factors would be lack of proper sensitization on the grave 

effects of cigarette smoking, economic challenges which are 

serious precursors for frustration and ‘don’t care’ attitude 

behaviour.  

Smoking cessation refers to discontinuation of inhalation 

of tobacco products or the quitting of cigarette smoking for 

good [34]. Majority of the respondents in this survey were 

conversant with smoking cessation. The polled result showed 

that 73% of the sampled population indicated that they were 

aware of tobacco cessation while 24% were not aware. This 

is an important result because if such a large population is 

aware of smoking cessation, then why are they not quitting? 

There are many scenarios to examine why cessation is not 

working in the Kenyan context and probably other countries 

of similar experiences. A host of factors are to blame. Firstly, 

the poverty levels among the population which encourages 

smoking as an exit route to ‘avoid’ economic challenges. 

This is the ‘meeting’ point for socio-economic problems and 

tobacco initiated diseases such as cancer, cardiac arrest and 

cardiopulmonary diseases [35]. This survey noted that 41% 

of the respondents had the intention to quit smoking while 

25% did not have any intention to quit. However, 34% were 

unable to declare whether to quit or not. This survey has 

noted that tobacco cessation in Kenya is far from being 

achieved because of dilution of policies by high political 

backing of Tobacco Industries, poverty levels, and lack of 

proper coordinated efforts by government agencies such as 

NACADA and the ministry of health (MOH) to enforce 

tobacco control policies. Nonetheless, strategies aimed at 

controlling tobacco use should take into account heavy 

taxation on tobacco products despite proven behaviour by 

tobacco industry to undermine public health benefit realized 

from tobacco taxation through its pricing and covert 

advertisement strategies [29]. 

Although tobacco plant is harmful, it still has some 

economic benefits. Kenya collects approximately 5 billion 

shillings every year as tobacco revenue but on the contrary, 

the Kenya health sector uses 15 billion shillings to mop up 

tobacco related diseases in the country [36]. 50% of the 

respondents indicated that tobacco is beneficial from an 

economic stand point - the government is getting tax 

revenues from tobacco companies and tobacco products 

while the farmers get some income from growing of tobacco 

which they eventually sell to Tobacco processing companies 

(TPC). Additionally, tobacco companies provide direct 

employment to some of the population and pay them well to 

work in TPC processing plants, research laboratories, and 

tobacco marketing. Tobacco farmers are supplied with 

tobacco seeds and fertilizers by TPC as inducements to 

continue growing tobacco. Therefore, these factors make it 

difficult to abandon tobacco farming which is a critical 

backbone for the survival of tobacco companies. More 

importantly, according to World Bank economic 

memorandum, the economic importance on tobacco in Kenya 

has more than tripled since 2005 [37]. This has earned 

tobacco farming a place as one of the most promising income 

generating activity in Kenya after tea, coffee, and 

horticultural products. Remarkably, tobacco as an economic 

activity has extensively penetrated developing countries 
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because there has been a strong paradigm shift of tobacco 

companies from developed countries to developing countries 

lately – bringing with them the much needed revenues to 

poor countries [38]. This charm offensive appears to be 

working because one of the leading tobacco producers of 

tobacco leaf is Malawi [39]. The economic benefit of tobacco 

farming has been used by tobacco industries to veto tobacco 

control policies in most African countries including Kenya 

[38]. It is therefore incredible that most of the leading 

producers of tobacco, at least by 2012 were in the Sub-

Saharan Africa (Malawi, Tanzania, Zambia, and Mozambique 

among other countries such as Kenya) [38-40].  

Majority of the respondents strongly agreed that there was 

little sensitization on how to quit cigarette smoking and 

therefore suggested that the government authorities and mass 

media initiate public health policies towards the sensitization 

on the health hazards of cigarette smoking and general use of 

tobacco products. This would inform the general public on the 

options available towards quitting cigarette smoking for those 

already addicted to it. There is copious evidence that mass 

media campaigns backed by tobacco control programmes may 

promote quitting and reduce adult smoking [41]. The problem 

in the developing countries including Kenya is meeting the 

cost of such campaigns. This calls for the government and non-

governmental organizations to set aside funds for sensitizing 

the general public against the health hazards of tobacco 

products and promote cigarette smoking cessation. 

Considering the negative health impacts of tobacco use, 

the respondents suggested ways in which these negative 

effects could be minimized. The most popular way proposed 

by 45% of the participants was sensitization on the health 

hazards caused by tobacco abuse. Besides, 36% indicated 

that tobacco farming and tobacco processing should be 

regulated by the government while 13% believed that it was a 

personal initiative. The minority (6%) indicated that setting 

up rehabilitation centres would promote smoking cessation. 

Other factors advanced by the respondents that 

significantly contribute to cigarette smoking included 

curiosity and peer influence, smoking for pleasure, family 

background and upbringing, the type of job that an individual 

does, alcohol abuse, idleness due to lack of employment, lack 

of economic empowerment and frustrating events. 

Additionally, the subjects under study admitted that social 

media platform also plays a significant role towards 

recruiting people to indulge in cigarette smoking. Cigarette 

smoking in general, relates to heart disease, stroke, chronic 

obstructive pulmonary disease and several types of cancers 

some of which can be avoided by proper coordinated 

mechanisms towards controlling tobacco abuse [35].  

Nonetheless, various loopholes have been systematically 

identified in the fight against cigarette smoking and the use 

of tobacco products in general; weak legislative practices, 

poor sensitization mechanisms against the dangers of 

cigarette smoking, strong correlation between poverty and 

cigarette smoking, and tobacco farming as an income earner. 

Moreover, cultural norms have been noted as a major 

disparity in smoking behaviour between men and women. 

Kenyan culture and indeed that of most African countries put 

men at a higher pedestal when it comes to cigarette smoking 

thus male chauvinism designates men as the major victims of 

grave ailments caused by cigarette smoking.  

This study has advanced one of the most in-depth analyses 

of the parameters that impede cigarette smoking cessation in 

Kenya and provides a missing link among cigarette smoking 

research inventories aimed at articulating why tobacco 

cessation may not be easy to achieve. The major drawback of 

this investigation is that a small representative fraction of the 

Kenyan population was sampled. Nevertheless, from the 

manner in which most participants responded to 

questionnaires there was a significant trend that similar data 

was likely to be collected if the entire country were to be 

sampled. We subscribe that this study is biased towards the 

cigarette smoking community in the three counties under 

study and does not discriminate between new cigarette 

smokers and previous cigarette smokers 

4. Conclusion 

These findings highlight the need for approaches that 

ensure that smokers get support to quit smoking across the 

country. It is also clear from this survey that despite 

knowledge on the health consequences associated with 

cigarette smoking, majority of the respondents continued to 

smoke. Those who suggested smoking zones to be set up 

were ~ 5 times more likely to be smokers as compared to 

those who believed smoking zones were not necessary. The 

individuals who reported that cigarette smoking has serious 

consequences on human health were more likely to be 

candidates of cigarette smoking. Furthermore, the survey 

showed that a significant number of the respondents were not 

deterred by the cost of the cigarette. Besides, the proposal to 

set up cigarette smoking zones as well possible harm and the 

cost of the cigarette was not likely to influence the smoking 

behaviour of an individual. Cigarette smoking in general may 

be traced to employment inequalities, poverty levels, and 

poor rehabilitation strategies. Although this study was 

conducted on a fraction of the Kenyan population, it was 

clear that similar results were likely to be replicated in other 

counties considering the manner in which the participants 

responded to certain questions in the questionnaire. From the 

findings reported in this work, a research based policy 

framework can be developed to assist in crafting measures 

towards tobacco cessation. Accordingly, the Kenyan 

experience, though peculiar in its aspect share similar 

smoking patterns with most countries around the world hence 

this study contributes significantly to the existing body of 

knowledge in tobacco research. 
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