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Abstract

Background Ethiopia has made significant strides in adopting comprehensive smoke-free laws aligned with the 
World Health Organization’s Framework Convention on Tobacco Control, which mandates that all public places, 
including hospitality venues, public transportation, and workplaces, be 100% smoke-free. However, effective 
implementation across regions remains uneven. This study examines the barriers and facilitators influencing the 
enforcement of smoke-free legislation in Ethiopia.

Methods This qualitative study was conducted in 10 major cities in Ethiopia, involving 41 key informant interviews 
with individuals working on tobacco control. For this study, a framework comprising five key concepts, namely, 
institutions, agendas, networks, socioeconomic conditions, and ideas, was employed. Semi-structured interview 
guides were developed in English and then translated into local languages. All audio-recorded interviews were 
transcribed verbatim and translated into English. Deductive thematic analysis was conducted using ATLAS. Ti 
Scientific Software.

Results The study identified several key facilitators of compliance with smoke-free laws in Ethiopia, including a well-
established legal framework, clear institutional structures, especially in the capital city (Addis Ababa), strong political 
leadership, stakeholder collaboration, supportive cultural and religious norms, and growing public awareness of the 
harms associated with tobacco use. However, significant barriers remain, particularly in regional areas. These include 
the absence of dedicated tobacco control units, lack of region-specific implementation guidelines, competing policy 
priorities, limited budget and human resources, and insufficient law enforcement engagement. Cultural acceptance 
of smoking in some communities, economic reliance on tobacco farming, and misconceptions about products like 
shisha further undermine compliance with smoke-free laws. Additionally, weak coordination across sectors and 
limited ownership of tobacco control responsibilities among non-health actors hinder effective implementation.

Conclusion The study highlights the need for region-specific guidelines, accountable institutions, improved 
coordination, targeted education, and the addressing of socioeconomic barriers. Leveraging existing strengths and 
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Introduction
There is no safe level of second-hand tobacco smoke 

(SHS) exposure, and even brief exposure can cause harm 

[1]. Ethiopia has a relatively low smoking prevalence, but 

the absolute number of smokers remains high due to the 

country’s large population size [2]. According to the Ethi-

opia Global Adult Tobacco Surveys (GATS) conducted 

in 2016 and 2024, more than 20% of non-smokers who 

visited restaurants were exposed to second-hand smoke 

(SHS) [3, 4]. Smoke-free laws play a critical role in pro-

tecting the public from the harmful effects of SHS and in 

promoting a smoke-free culture [5, 6].

The World Health Organisation Framework Conven-

tion on Tobacco Control (WHO FCTC) mandates that all 

public places, including hospitality venues, public trans-

port, and workplaces, be 100% smoke-free [7]. In align-

ment with this, Ethiopia has enacted one of the strongest 

comprehensive tobacco control proclamations in Africa, 

mandating 100% smoke-free public places and work-

places [8]. However, the presence of strong laws does not 

automatically ensure compliance.

Observational studies in multiple cities in Ethiopia 

reveal that active smoking is still prevalent in indoor 

spaces, especially in bars, nightclubs, and certain regions 

like Afar and Gambella, where compliance was notably 

poor [9]. Only a small fraction of venues fully adhere to 

smoke-free requirements, and the presence of ‘no smok-

ing’ signage is limited, further undermining the effec-

tiveness of the law [9, 10]. Studies measuring indoor air 

quality in hospitality venues in Addis Ababa found that 

most establishments have particulate matter (PM2.5) 

concentrations far exceeding the WHO [11], indicat-

ing significant exposure to SHS [12]. SHS exposure is 

particularly high in venues where shisha and cigarette 

smoking are observed, underscoring the urgent need for 

stricter enforcement and public education on the risks of 

SHS. Several factors have been identified as contribut-

ing to poor compliance with smoke-free laws in Ethiopia. 

These include a lack of knowledge about existing laws, 

unfavourable attitudes toward legislation, weak enforce-

ment mechanisms, limited institutional capacity, politi-

cal instability, and poor coordination among stakeholders 

[10, 13, 14]. Studies conducted in Africa and Asia have 

also identified several barriers to the implementation of 

smoke-free laws, including fear of financial impact, inter-

ference from the tobacco industry, inadequate resources, 

negative customer attitudes, unclear institutional roles, 

and weak enforcement mechanisms [15–17].

Previous studies conducted in Ethiopia have predomi-

nantly used quantitative methods, identifying both suc-

cesses and gaps in compliance with smoke-free laws. 

However, there remains a critical gap in understanding 

why compliance with smoke-free laws was successful 

in some settings and unsuccessful in others. Qualita-

tive research, particularly through key informant inter-

views (KIIs), is needed to uncover the underlying reasons 

for these variations and to explore the context-specific 

factors that influence the effective implementation of 

smoke-free policies. To date, no qualitative study has 

examined the barriers and facilitators to implementing 

smoke-free laws in Ethiopia. This study aims to explore. 

barriers and facilitators influencing compliance with 

smoke-free laws in Ethiopia.

Methods
Study setting

This study was conducted across 10 purposively selected 

major regional and chartered cities in Ethiopia, includ-

ing Addis Ababa, Adama, Assosa, Bahir Dar, Dire Dawa, 

Gambella, Harar, Hawassa, Jigjiga, and Semera, repre-

senting diverse geographic regions, administrative struc-

tures, and population demographics. These cities were 

purposefully selected to capture a range of urban con-

texts and regional variations in the implementation and 

enforcement of smoke-free laws, as well as cultural prac-

tices related to tobacco use.

Theoretical framework for the study

We adapted the five main explanatory factors (institu-

tions, agendas, networks, socioeconomic factors, and 

ideas) proposed for tobacco control [18, 19] and was 

recently used to evaluate the implementation of the 

tobacco control policy in Indonesia [19]. Institutions are 

administrative organisations responsible for formulating 

and implementing tobacco control-related policies. In 

Ethiopia, this includes multi-level governmental institu-

tions, ranging from the central government, which is 

heavily involved in policy formulation, to implementers 

at the grassroots level of the administrative structure. 

Institutions also include non-governmental actors, such 

as international organisations, involved in tobacco con-

trol. Agendas refer to how tobacco is framed and whether 

it has received the necessary attention as a policy issue.

Networks identify coordination between groups, 

organisations, and people who have a vested interest in 

smoke-free laws policy and enforcement. Socioeconomic 

factors encompass the cultural and social norms within 

addressing identified challenges will be critical to achieving equitable and effective enforcement of smoke-free laws 
nationwide.

Keywords Smoke-Free laws, Tobacco control, Compliance, Hospitality venues, Qualitative study, Ethiopia
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communities that shape attitudes toward tobacco use and 

influence compliance with smoke-free laws. Economic 

factors also include financial constraints or interests, 

such as dependence on tobacco for livelihoods or busi-

ness-related concerns, that limit the public’s willingness 

to enforce laws. Ideas include the role of knowledge and 

beliefs in smoke-free compliance, as well as the public’s 

and stakeholders’ knowledge and beliefs about smoke-

free laws.

Sampling approach

A total of 41 key informants (KIs) were identified from 

organizations involved in tobacco control in Ethiopia. 

The initial plan was to interview 2 to 3 participants from 

each of the nine regional cities and approximately 10 par-

ticipants at the national level. The final number of KIIs 

was guided by insights from the daily debriefing sessions 

and reached when no new information emerged, indicat-

ing data saturation. Interviewees were selected at both 

national and regional levels in consultation with the Ethi-

opian Food and Drug Administration (EFDA), the lead 

organization for tobacco control and chair of the national 

tobacco control committee. Lists of regional tobacco con-

trol focal persons were obtained, who further assisted in 

identifying additional key informants working on tobacco 

control in their respective regions. For the nine regional 

cities, individuals were from the health bureau, the reg-

ulatory body, and the Ministry of Trade at the regional/

zonal/district level. In Addis Ababa, KIIs were conducted 

with individuals from the Ministry of Health (MoH), 

Ethiopian Food and Drug Authority ( EFDA) Ministry 

of Trade and Industry, WHO, National Tobacco Control 

Coordination (NTCC), the Campaign for Tobacco-Free 

Kids (CTFK), Addis Ababa University (AAU), Ethio-

pian Public Health Institute (EPHI), Ethiopian Thoracic 

Society, Addis Ababa Health Bureau, Addis Ababa Food, 

Medicine and Health Care Administration and Control 

Authority (FMHACA). and civil society organisations 

(CSOs) such as Mekuamia, and the Mathiwos Wondu 

Ethiopian Cancer Society.

Data collection

Semi-structured interview guides were developed in Eng-

lish (see Supplementary File 1), translated into Amharic, 

Afan Oromo, and Somali, and then back-translated 

into English to ensure consistency and accuracy. The 

guides were designed to explore participants’ perspec-

tives on the facilitators and barriers to compliance with 

smoke-free laws. One research assistant was deployed 

in each study city, except in Addis Ababa, where two 

were assigned due to the presence of key informants at 

both national and regional levels, including representa-

tives from international organisations. Interviews were 

conducted in local languages, lasted 40–90  min, and 

were audio-recorded. Transcriptions were produced in 

the original language and subsequently translated into 

English. Field notes summarizing key points were pre-

pared after each interview. Data were collected between 

December 9, 2022, and January 5, 2023.

Data verification and validation procedures

Credibility was strengthened by recruiting 11 experi-

enced qualitative research assistants, who were academic 

staff from universities, and by providing them with 2 days 

of training on the study guides and data collection pro-

cedures. After each interview, research assistants con-

firmed key points with participants. All interviews were 

audio-recorded and transcribed verbatim by trained 

assistants to ensure accuracy. A sample of audio record-

ings was compared with their transcripts to ensure tran-

scription accuracy. Independent transcribers and coders 

reviewed transcripts multiple times during codebook 

development. Sample transcripts were jointly coded, and 

iterative discussions with the research team were used to 

refine and validate the codebook. Two coders indepen-

dently coded each transcript, and regular discussions 

were held between the coders and the broader research 

team to resolve discrepancies and ensure analytical 

consistency. The research team maintained reflexivity 

throughout the study to ensure that prior experiences did 

not unduly influence interpretation and that interpreta-

tions were grounded in the data. The research team care-

fully reviewed the entire analytical process to maintain 

methodological rigor, chronological accuracy, and a bal-

anced understanding of the findings.

Data analysis

We used a deductive coding approach guided by the 

study’s theoretical frameworks. All transcribed and 

translated transcripts were read in full and uploaded 

to ATLAS.ti Scientific Software Development GmbH 

[ATLAS.ti v3.15.0] (https://atlasti.com) (2022). Text  s e g m 

e n t s were coded using a combination of deductive codes 

derived from the framework and inductive codes emerg-

ing from the data. While primarily deductive, the process 

remained flexible, allowing the addition of new subcodes 

when data did not fit the existing framework, thereby 

enabling systematic organization and alignment of find-

ings with the predefined thematic areas.

Results
The results are based on data from 41 key informants in 

the capital, Addis Ababa, and nine major regional cities. 

The facilitators and barriers to compliance, monitoring, 

and enforcement of smoke-free laws are presented below 

under the five main explanatory factors, i.e., institutions, 

agendas, networks, socioeconomic factors, and ideas.

https://atlasti.com
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Facilitators of compliance with smoke-free laws

As shown in Table  1, facilitators of compliance with 

smoke-free laws often include a combination of organ-

isational structure, the presence of tobacco control laws, 

prioritisation of smoke-free laws on the agenda due to 

strong leadership and commitment, stakeholder engage-

ment through networks, supportive cultural norms and 

religious views, and public awareness of the laws.

Institution

Well-established organisational structure

Key informant participants discussed the existence of a 

clear structure in place to monitor the implementation 

of smoke-free laws. This was viewed as especially true 

for Addis Ababa (the capital city), where the regulatory 

structure extends to the district level, giving the regula-

tory body full capacity to facilitate effective implementa-

tion, monitoring, and enforcement. Hospitality venues 

also rely on the regulatory body to renew their licences, 

thereby increasing the likelihood that they will comply 

with the regulations. Furthermore, the availability of toll-

free numbers in some cities to report breaches was con-

sidered to have contributed to the successful monitoring 

and enforcement of the law.

An interviewee mentioned that: Hospitality venue 

licenses are renewed under the EFDA structure at the 

district level, meaning that non-compliance with smoke-

free laws or other standards results in the license not 

being renewed. This proximity offers an opportunity for 

enhanced monitoring and law enforcement activity.

[Tobacco control expert at the national level]

Tobacco control laws and directives

Most study participants agreed that Ethiopia has 

strong tobacco control laws, specifically Proclama-

tion [1112/2019] and Directives [771/2021]. This legal 

framework provides a solid foundation for implementing 

tobacco control laws in Ethiopia. Moreover, it was repeat-

edly mentioned that the proclamation clearly defines the 

roles of law enforcement officers in enforcing smoke-free 

laws.

A participant stated that:

Previously, the laws did not prohibit smoking in 

public places, making it impossible to ask some-

one to refrain from smoking. However, with the new 

proclamation, we are now empowered to stop indi-

viduals from smoking in public, as the law provides 

the necessary support.

[Tobacco control expert from the Region]

Another interviewee stated that:

Table 1 Barriers and facilitators to compliance with Smoke-Free laws

Theoretical frame-

work for tobacco 

control

Facilitator definition (Illustrative examples) Barrier definition (Illustrative example)

Institution Organizational structure

-Well-established organisational structure in Addis Ababa to monitor 
compliance with smoke-free laws.
- Toll-free numbers to report the breach of smoke-free laws.

Organizational structure

-Lack of specific units responsible for managing 
tobacco control programs in most study areas
-All tobacco control focal persons have additional 
non-tobacco-related assignments

Tobacco control laws and directives

-Ethiopia has a comprehensive and strong tobacco control law, which is 
Proclamation [1112/2019]

Tobacco control laws and directives

-Regions lack specific tobacco control laws and 
directives.

Agenda -At the national level, there was a strong political leadership and commit-
ment for compliance and monitoring of smoke-free laws.
-Smoke-free law was a priority agenda for the government, civil societies, 
and NGOS

-Smoke-free laws were not prioritized as a key issue 
in some regions, and non-health departments
- Some regions had other priority agendas, like 
crime and security issues.

Networks -There was a strong stakeholders’ engagement to comply with and moni-
tor smoke-free laws, especially among those working in health areas
-The lead organisation (FDA) networks with NGOs, government bodies, 
and civil societies

-Lack of coordination at departments beyond 
health, for example, law enforcement agencies 
outside the health sector often do not view 
tobacco control as part of their mandate.

Socioeconomic 
factors

Culture, societal norms, and religion

-Smoking is not considered a positive behaviour in most cultures and 
religions.

Culture, societal norms, and economic factors

-Use of traditional tobacco products or smoking 
was considered part of the culture in some regions.
-Hospitality venue owners are afraid to lose cus-
tomers if they comply with smoke-free laws.
-Bribery of law enforcers by hospitality venue own-
ers to avoid smoke-free law compliance

Ideas -The public’s knowledge about the smoke-free laws had improved, espe-
cially in the Capital city, Addis Ababa
-Capacity building programs regarding smoke-free laws were organized 
for the hospitality venue owners and managers at the capital city

-Lack of knowledge and negative perception 
about the smoke-free laws. Moreover, not consider 
shisha as a tobacco product.
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The smoke-free laws stipulate that those who vio-

late the law will face penalties in Ethiopia, and law 

enforcers have a clearly defined role in ensuring 

compliance.

[A study participant from the region]

Agenda

Political leadership and commitment

Study participants described the implementation of 

smoke-free laws as a top priority for the federal govern-

ment and for some regional governments, as well as for 

NGOs and civil society organizations involved in tobacco 

control. This commitment was demonstrated through 

the creation of platforms for continuous monitoring of 

smoke-free laws, efforts to engage the tobacco industry 

to remove implementation barriers, and the allocation of 

necessary resources. Strong political leadership and com-

mitment were highlighted as pivotal factors in the effec-

tive monitoring and enforcement of laws, particularly in 

Addis Ababa, where high-level officials have established 

multiple platforms to support these efforts.

An interviewee stated that:

To monitor the implementation of the smoke-free 

law, the Addis Ababa FMHACA higher official 

created a Telegram group, and reports would be 

uploaded daily from the district to the sub-city. 

The sub-city would share the reports with the Addis 

Ababa FMHACA central office weekly. The manage-

ment committee would evaluate the implementation 

of the smoke-free law weekly.

[An interviewee from civil society, national level]

Another interviewee explained that:

Being a priority area also enabled the allocation of 

resources to the issue, as indicated by a statement from 

an interviewee below:

…. because it [smoke-free laws implementation] 

is a priority area, the government and civil society 

organisations have spent a lot of resources.

[A tobacco control expert from addis Ababa]

Networks

Stakeholder engagement

Participants discussed that the lead institutions for the 

tobacco control network collaborate with other local and 

international organisations to implement, monitor, and 

enforce smoke-free laws.

An interviewee stated that:

According to the 2016 survey, tobacco use was high-

est in our region. As a result, we received financial 

support from stakeholders, totalling $34,000 for a 

one-year smoke-free project we implemented. We 

created a 12.4% smoke-free environment.

[An interviewee from the Regional Health Bureau]

Another participant mentioned that:

There are more than twenty government offices rep-

resented in the current tobacco control committee, 

including the Road Transport, Sport Commission, 

Customs, Media, Culture, and Tourism, among oth-

ers, which are considered stakeholders, and we are 

working together. These are the organisations that 

support us by educating the public about smoke-free 

laws.

[Regulatory body from the region]

Socioeconomic factors

Culture, societal norms, and religion

Tobacco smoking is not considered a positive behav-

iour in most cultures and religions, with exceptions in 

some areas, which is very supportive of compliance with 

smoke-free laws.

A Study participant mentioned that:

In some cultures, it is considered shameful to have a 

cigarette……. And in most religions, smoking is for-

bidden. If he is a smoker, he will be advised not to 

do it, and if he can’t stop, he might be banned from 

coming to church”.

[Interviewee from the region]

Ideas

Knowledge and public awareness

Stakeholders invested effort in increasing public aware-

ness about smoke-free laws, which facilitated their effec-

tive implementation. Even though there are variations in 

the level of public and staff awareness between cities and 

institutions, respectively.

An interviewee mentioned that:

Capacity-building work has been conducted for hos-

pitality owners and managers, especially in Addis 

Ababa.

[A study participant from the national level]
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Barriers to smoke-free laws compliance at hospitality 

venues

Barriers to implementing smoke-free laws include the 

absence of a dedicated tobacco control department, the 

lack of implementation guidelines, not being prioritized 

on the agenda, cultural norms that encourage tobacco 

use, limited awareness of smoke-free laws, economic 

constraints, and weak coordination, as shown in Table 1.

Institution

Lack of a department solely focused on tobacco control

Most participants agreed that there is a lack of specific 

units responsible for managing tobacco control pro-

grams at both the federal and regional levels. Tobacco 

control staff often have other competing responsibilities. 

Any additional tasks could undermine their work, given 

the extensive efforts required to implement and moni-

tor smoke-free laws. Furthermore, in most regions, the 

tobacco control unit is housed under the regional health 

bureaus, which limits the implementation, monitoring, 

and enforcement of smoke-free laws.

An interviewee stated:

To my knowledge, regulatory bodies are tasked with 

monitoring compliance with smoke-free laws in hos-

pitality venues, even though they also have other 

non-tobacco-related responsibilities. The tobacco 

control program should operate as an independent 

institution because it requires significant resources 

and expertise.

[Tobacco control expert, National level]

Another interviewee stated:

In our region, the tobacco control program falls 

under the health office as a single directorate. We 

strongly believe that this directorate should be an 

independent institution.

[Tobacco control focal person, regional level]

Lack of implementation guidelines/directives

Another barrier to effective implementation and enforce-

ment of smoke-free laws was the absence of regional 

regulations and implementation guidelines. Participants 

mentioned that regions should adopt strong national 

tobacco control laws to enable the development of imple-

mentation guidelines and the allocation of budgetary 

resources.

An interviewee stated:

The regions should adopt their tobacco control laws. 

The regional implementation law should be passed 

by the regional parliament, which is essential. The 

national minimum standard has been set, but the 

regions develop their annual plans and shape their 

organisational structures based on regional laws.”

[Interviewee from civil society at the national level]

Another interviewee said:

…our weakness is that the tobacco control law 

[Proclamation 1112/2019] has not been adopted in 

our region.

[Interviewee from the Regional Health Bureau]

Agenda

Not being prioritised on the agenda

Smoke-free law implementation, monitoring, and 

enforcement are indeed priority agendas for the govern-

ment and the lead organisations in tobacco control pro-

grams. However, this is not always true at the regional 

level or in departments beyond the health sector. Par-

ticipants cited several reasons, including crime, security, 

and market inflation. Activities related to monitoring and 

enforcement of smoke-free laws are very demanding and 

broad. Due to overlapping responsibilities, some tobacco 

control tasks have been neglected. Moreover, the health 

effects of tobacco use are not immediately visible, which 

contributes to the lack of prioritisation by regulatory 

bodies.

An interviewee said:

Law enforcement officers have a demanding work-

load. Now we are not only dealing with tobacco, 

but we are also working on other things… Yes, there 

is pressure… In a year, we don’t accomplish 30% of 

what we planned.

[Interviewee from the Regional Trade and Industry 

Office]

Another interviewee stated:

… When we look at the security of the country and 

our city, there is a lot of crime and many problems, 

so now the security agency is paying attention to 

those issues. But when you talk about smoke-free 

laws implementation and monitoring, or general 

tobacco control implementation… they say, ‘Why 

are you talking about that?’ There is no reason the 

security structure can monitor this issue because 

there are other agendas that are bigger than this 

[smoke-free laws implementation]. They are not pay-

ing attention to this issue.

[Interviewee from the Regional Trade and Industry 

Bureau]
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Another interviewee mentioned:

It is challenging to monitor smoke-free law imple-

mentation at nightclubs… Second, most users typi-

cally go to nightclubs at night… Nightclubs are very 

difficult, and it is also unclear to me how they will 

be monitored. Honestly, we never inspected at night.”

[Tobacco control focal person from the region]

Socioeconomic factors

Culture and societal norms

In some regions, the use of tobacco products is inte-

grated into multiple cultural practices, and law enforce-

ment officials are also influenced by these cultural norms, 

which pose challenges for the implementation, moni-

toring, and enforcement of smoke-free laws. Moreover, 

in some areas, khat chewing, which is associated with 

smoking behaviour, has become normalised. Moreover, 

multiple participants reported that law enforcement offi-

cers themselves sometimes violate the very laws they are 

supposed to enforce. This is especially true in a society 

where tobacco smoking is the norm.

An interviewee stated:

…culture, which is something you have been 

immersed in for a long time, and it is difficult to stop 

[tobacco smoking].

[Tobacco control expert at the regional level]

Another participant explained:

Most of the police forces are smokers… Extensive 

work is still required. The reason is that if you tell 

the policeman to take the smoker to the security 

department, but the policeman himself smokes in a 

public place, it is not practical.

[Regulatory body, from region]

Economic reasons

Participants reported that in the southern part of Ethio-

pia, many farmers are currently growing tobacco. This 

has contributed to increased tobacco use, posing chal-

lenges for the implementation of smoke-free laws. In 

addition, hospitality venue owners do not want to lose 

customers due to smoking restrictions. If they prohibit 

smoking, customers might go to other venues.

An interviewee said:

Now, many people produce tobacco plants. For 

example, there is a factory in Blate [name of the 

place] that offers farmers financial incentives to 

grow tobacco. The farmers also grow tobacco to sup-

port their livelihoods. The second issue is that smok-

ing is addictive…”.

[Tobacco control expert from the region]

Another interviewee said:

Hospitality venue owners disagree about creating a 

smoke-free environment… The investor is more con-

cerned about their business than the damage caused 

by smoking.

[Interviewee from the Regional Health Bureau]

Ideas

Knowledge and perception

Study participants reported that, although the law is 

clear, a significant knowledge gap exists among both the 

general community and law enforcers outside the health 

sector, posing challenges for implementation. Further-

more, participants frequently raised that shisha is not 

considered a tobacco product and is becoming more pop-

ular in urban settings, creating obstacles for law enforce-

ment. Participants repeatedly mentioned that the public 

often asks why the government does not completely ban 

tobacco use and the tobacco industry, rather than just 

prohibiting smoking in hospitality venues. Some hospi-

tality venue owners and customers also lack a positive 

attitude toward implementing smoke-free laws.

An interviewee said:

…the issue of shisha has been neglected… Society 

does not perceive shisha as a tobacco product, and 

there is a knowledge gap. Even celebrities use it [shi-

sha] for beauty, and the same is true for the com-

munity… Shisha is becoming a fashion, especially in 

Addis Ababa.”

[Interviewee from Addis Ababa]

Networks

Lack of coordination

Law enforcement officers outside the health sector have 

not been actively involved in smoke-free law monitoring 

and enforcement due to limited awareness and a lack of 

perceived responsibility for this task.

A study participant discussed:

The police do not have a system to handle this… 

They don’t own it; they consider monitoring and 

enforcement of smoke-free laws the responsibility of 

others [health departments].

[Regulatory body from the region]
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Discussion
This study explored both facilitators and barriers to the 

implementation of smoke-free laws in hospitality ven-

ues across Ethiopia, analysing them through a tobacco 

control framework that focuses on institutional struc-

ture, agendas, socioeconomic factors, networks, and 

ideas and perceptions. This framework is particularly 

appropriate for Ethiopia because it captures both policy-

level and contextual factors that shape tobacco control 

implementation.

At the institutional level, Ethiopia benefits from a 

well-established legal and organisational framework for 

tobacco control, which clearly defines roles and penalties 

related to smoke-free environments. In cities like Addis 

Ababa, the regulatory structure extends down to the 

district level, facilitating effective licensing, monitoring, 

and enforcement. Studies conducted in other countries 

also showed that tying hospitality licenses to compliance 

with smoke-free laws empowers regulatory authorities 

to enforce standards effectively, consistent with interna-

tional best practices [20, 21]. Decentralised regulatory 

structures can significantly strengthen inspection and law 

enforcement, suggesting similar potential for Ethiopia.

However, this paper has shown that significant institu-

tional barriers persist. In many regions, tobacco control 

activities are integrated into broader health department 

structures rather than housed in independent units, lead-

ing to competing priorities and a lack of enforcement 

focus. This integration also strains human resources, as 

tobacco control roles are often added to staff members’ 

existing workloads. This finding is supported by studies 

conducted elsewhere [22, 23]. Furthermore, the absence 

of regional implementation guidelines and directives 

significantly hinders the operationalisation of national 

smoke-free laws. At the time of this study, only one 

region had developed this implementation guideline. This 

may reflect both limited technical capacity at the regional 

level and a lack of dedicated budgets for policy adapta-

tion. This gap partly explains why the implementation of 

smoke-free laws was less in many regional towns. These 

differences also illustrate broader challenges in moni-

toring decentralised tobacco control laws in Ethiopia, 

where regions vary widely in terms of technical capacity, 

resources, and political priorities.

Similarly, a lack of comprehensive and transparent 

legislation on smoke-free laws and legal frameworks for 

enforcing smoke-free policies was documented as a bar-

rier in a study conducted in Europe and LMICs [24, 25]. 

Political leadership and commitment to implementing 

smoke-free laws extend to some regions, where authori-

ties take decisive action against non-compliant busi-

nesses. Examples shared by participants included issuing 

warnings, imposing fines, and, in some cases, temporar-

ily closing venues operating in violation of the law. Such 

political commitment is widely recognised as a key deter-

minant of successful tobacco control and supported by 

studies conducted in Ethiopia and other countries [23, 

26, 27]. However, maintaining this level of commitment 

requires ongoing advocacy to ensure that tobacco control 

remains a long-term political priority.

Nevertheless, competing national and local priorities 

such as security concerns, crime, and economic insta-

bility often overshadow tobacco control efforts at the 

regional level. In hard-to-reach areas, particularly those 

affected by security challenges, the implementation 

of smoke-free laws has been delayed or deprioritised. 

By contrast, the relative stability of the capital city cre-

ated more favourable conditions for more vigorous law 

enforcement and better performance. The delayed health 

consequences of tobacco use further reduce its prioritisa-

tion compared to more immediate public health threats. 

These findings support other conclusions in sub-Saharan 

Africa and elsewhere [28–30]. Socioeconomic factors 

play a crucial role in the implementation of smoke-free 

laws. In many regions, cultural and religious norms act 

as facilitators by discouraging smoking and framing it as 

undesirable behaviour. Religious teachings were reported 

to discourage smoking, thereby contributing positively to 

compliance, consistent with evidence from various global 

contexts in which religious beliefs and culture have been 

leveraged for tobacco control [31, 32]. However, tobacco 

cultivation remains a viable economic livelihood in some 

regions, reducing the motivation for strict enforcement. 

In some areas, tobacco farming is viewed as an essential 

source of household income, making authorities reluc-

tant to enforce strict measures. These financial concerns 

mirror findings in other LMICs and Europe, where com-

mercial interests and local economies complicate tobacco 

control enforcement [33, 34]. As of this study, logistical 

issues compound challenges, as many hospitality venues 

operate primarily at night when enforcement resources 

are limited. Budget constraints for enforcement activi-

ties also persist as significant barriers, in line with global 

observations on underfunded tobacco control efforts 

[22, 35]. Strong networks among government institu-

tions, CSOs, and international organisations facilitate the 

implementation of smoke-free laws. This study reported 

collaborations among multiple sectors, including trans-

port, customs, media, tourism, and sports, that support 

educational activities and enforcement efforts. Notably, 

some regions have benefited from significant financial 

support from international stakeholders, resulting in 

measurable progress toward creating smoke-free envi-

ronments. Multisectoral collaboration has been identi-

fied as a crucial factor in the success of tobacco control 

initiatives worldwide [36–38]. However, some of these 

implementations rely heavily on donor-driven initiatives, 

raising questions about their long-term sustainability.
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Despite these positive networks, gaps remain in inter-

sectoral coordination. Law enforcement agencies out-

side the health sector often do not view tobacco control 

as part of their mandate, undermining comprehensive 

enforcement efforts. This is partly due to the absence of 

clear mandates or standard operating procedures that 

define the roles of non-health sectors in enforcement. 

Similar findings have been observed in other LMICs, 

emphasising the need for integrated, cross-sectoral 

approaches to enforcement [38–40]. Efforts to raise pub-

lic awareness and build knowledge about smoke-free laws 

have been essential facilitators, particularly in urban cen-

tres. Capacity-building initiatives targeting hospitality 

venue owners and managers have improved compliance, 

though coverage remains uneven across regions. Public 

education campaigns are widely recognised as crucial to 

changing social norms and enhancing compliance with 

smoke-free laws. This is also documented elsewhere [41].

Nevertheless, significant barriers persist. Many peo-

ple, including some law enforcement personnel, lack an 

understanding of the smoke-free laws. Misconceptions 

about products like shisha, which many do not perceive 

as tobacco, complicate enforcement. Studies globally 

have noted similar challenges, with alternative tobacco 

products often perceived as harmless or socially accept-

able, undermining tobacco control efforts [42–44]. Fur-

thermore, a study conducted in Poland showed that the 

prevalence of smoking was consistently higher among 

men compared to women throughout the years 2012–

2021, mirroring the role of social norms and ineffective 

public awareness interventions [45].

Strengths and limitations

This study covered diverse settings across Ethiopia, 

thereby maximising contextual variability and enriching 

the findings. The inclusion of perspectives from the fed-

eral, regional, and district levels further strengthened the 

analysis’s comprehensiveness. However, this same vari-

ability introduced some inconsistencies. For example, 

social norms were identified as both facilitators and bar-

riers, depending on the region. Additionally, the study 

relied solely on key informant interviews, in which most 

participants serve as focal persons for tobacco control; 

they may be either under- or over-reporting compli-

ance. Social desirability bias may also have influenced 

responses, particularly when discussing sensitive topics 

such as enforcement gaps. Moreover, including hospi-

tality venue owners could have provided deeper insights 

and enriched the data, particularly regarding practi-

cal challenges in implementing smoke-free laws on the 

ground.

Conclusions
In conclusion, compliance with smoke-free laws in Ethio-

pia is supported by a strong legal framework, established 

organizational structures, committed leadership, priori-

tization of tobacco control, multisectoral collaboration, 

and increasing public awareness. However, these facili-

tating factors are primarily concentrated in the capital, 

while many regional cities lack context-specific directives 

and dedicated tobacco control units. In addition, security 

challenges, competing priorities, and social norms that 

tolerate smoking in some areas continue to undermine 

compliance. Advancing tobacco control will require the 

development of region-specific implementation guide-

lines, the establishment of dedicated regional workforces 

and accountable institutional structures, and strength-

ened multisectoral coordination with clearly defined 

roles, including greater engagement of non-health 

enforcement bodies such as police and trade offices. 

Leveraging Ethiopia’s existing strengths, including strong 

legislation, committed leadership, active networks, and 

cultural norms that discourage smoking, will be critical 

to achieving equitable and comprehensive tobacco con-

trol nationwide.
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