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T obacco use is the leading cause of preventable death
globally, contributing to more than 5 million esti-
mated deaths every year.1 Nicotine is a highly addic-

tive substance, and tobacco remains the only legal product
that, when used as intended, kills. Most smokers first use
tobacco between the ages of 11 and 13, with 10%–15% start-
ing after age 19.2 Adolescence and young adulthood are a
time of experimentation and transition in many behaviours,
including smoking, which leads to opportunities for more
effective prevention and cessation programs for youth.

In this issue, Gervais and colleagues3 report on the natural
history and course of onset of cigarette use among grade 7
students. They describe addiction patterns and behavioural
transitions in tobacco use using data from self-reported sur-
veys conducted every 3 months over a 5-year study period.
Contrary to older, common assumptions that experimenta-
tion leads to regular use and then to addiction, the authors
found that symptoms of nicotine dependence develop early in
the course of an adolescent’s exposure to cigarettes. In fact,
for some of the participants, signs of addiction developed
quickly, even after a single first puff, and most youth reported
symptoms of addiction and cravings long before becoming a
daily smoker.

In the past decade, some public health advocates have de-
veloped a false sense of security toward tobacco. The move to
implement legislation for clean indoor and outdoor air has
progressed successfully in many locations in North America
and elsewhere in the world. This trend reflects the general so-
cial consensus that tobacco smoke is irritating, growing
awareness that secondhand tobacco smoke is harmful and
expectations that these exposures can and should be pre-
vented. However, college-aged young adults (aged 18–24)
continue to be targeted by tobacco companies in North Amer-
ica, children continue to be influenced by pro-smoking im-
agery in television and film media, and tobacco promotion in-
fluences children to initiate tobacco use.4 The most recently
released data from the US Centers for Disease Control and
Prevention show that, in 2005, 23% of high school students
reported smoking in the past month. That year marked the
first year without a decline in the rate of smoking among
youth since the rate peaked at 36% in 1997.2 Clearly, we can-
not afford to remain lax about this health hazard.

The study by Gervais and colleagues provides important
independent confirmation that youth are at special risk of

nicotine addiction. Their findings confirm those from earlier
work5 and should heighten our awareness of the dangerous
addictive potential of this substance. Early onset of addiction
is not really a surprise; however, the fact that the old “it’s okay
to experiment” message is not based on evidence and that ex-
perimentation has a high potential for harm need to be em-
phasized in public health, education and clinical settings for
children and their families.

There is strong evidence that adult smokers can success-
fully quit and that counselling and pharmacotherapy help
them succeed. Counselling, nicotine replacement and
buproprion increase the chances for success, especially
when used together. Meta-analyses of randomized con-
trolled trials involving adult smokers have shown increasing
rates of cessation in response to increasing counselling in-
tensity and time.6 Counselling and behavioural therapies as-
sociated with higher rates of cessation include problem solv-
ing and skills training, provision of social support as part of
treatment, and help obtaining social support outside of
treatment. Self-help interventions, telephone counselling,
tailored materials, and combining nicotine replacement with
other interventions have also been shown to be effective.6 Al-
though the evidence base for cessation counselling for ado-
lescents remains relatively weak, the data reported by Gervais
and colleagues provide fresh, important evidence that the
best course of action is for youth never to start smoking. In
addition, youth are known to be sensitive to interventions
that affect access to cigarettes, such as price increases (in-
cluding deliberate increases in taxation) and enforcement of
age bans on sales to youth.7

Nearly 75% of youth smokers have seriously thought
about quitting, 56% of high school and 50% of college smok-
ers have tried to quit in the past year, and most of those who
have tried to quit have failed.7 Most adolescent smokers know
they are addicted and want to quit. However, young people do
not think there are resources to help them quit, many clini-
cians do not feel well prepared to counsel adolescents about
quitting smoking, and resources for adolescent cessation
have are not widely available.7

This new evidence should strengthen the resolve of public
health authorities and local governments to prevent children
and youth from starting to smoke in the first place and to pro-
tect them against exposure to smoking, either in the form of
secondhand smoke or pro-smoking imagery in the media.D
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Personal protective equipment for preventing
respiratory infections: What have we really learned?

The use of personal protective equipment (PPE) for
health care workers (HCWs) has evolved from the iso-
lation precautions first implemented years ago for pa-

tients with communicable diseases such as smallpox, tuber-
culosis and diphtheria.1 The use of PPE (gloves, gowns,
masks and eye protection) in combination with single rooms
with airflow control represents the usual barrier precautions
employed to prevent transmission of pathogenic mircoorgan-
isms to HCWs. The mechanisms of transmission (airborne,
droplet, contact, vector or common vehicle) for the microbe
in question often mandate the specific combination of barrier
precautions chosen.2

Reports of SARS among HCWs in hospital outbreaks re-
ported from Canada, China, Hong Kong, Taiwan and Viet-
nam focused attention on the critical importance of infection-
control practices, including the use of PPE, and the role of
training and knowledge among HCWs in using PPE and
barrier precautions appropriately.3 Microbes transmitted by
the airborne or droplet routes create the greatest anxiety
among HCWs. Additional risks for transmission are posed by
the emergence of new pathogens with a severe illness profile
(e.g., SARS and avian influenza) and immuno- and other
highly compromised patients, who may carry greater microb-
ial burdens for prolonged periods. The advent of new tech-
nological diagnostic and therapeutic modalities may also
lengthen HCWs’ exposure to patients carrying highly infec-
tive pathogens.

A thorough understanding of the usual routes of trans-
mission of microbes and the conditions under which these
routes may change is paramount to prevent the spread of an
infection.2 Contact transmission, the most common route,
occurs when microbes are transferred either directly by phys-
ical contact between an infected or colonized individual and
a new host or indirectly via an intermediate object (a fo-
mite).2 Droplet transmission involves drops of fluid 5 µm

in diameter and larger, produced from the respiratory tract
during coughing or sneezing or by medical procedures, pro-
pelled within 1 m of the source patient. Airborne trans-
mission refers to dissemination of microbes within droplet
nuclei (particles < 5 µm in diameter), which result from the
evaporation of larger droplets or exist within dust particles
and remain suspended in the air for long periods. Although
most respiratory viruses are transmitted by droplet and con-
tact methods, microbes that can spread via airborne trans-
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