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May 31 marks 'World No Tobacco Day,' a global initiative led by the World Health Organization and various authorities worldwide. The day is dedicated to raising awareness about the detrimental effects of tobacco use and to challenge the tobacco industry. The industry, which often targets children and young adolescents, is a significant factor in the high tobacco use among these age groups. This year's theme is 'Protecting children from tobacco industry interference.'
Tobacco use, recognized as the primary avoidable source of morbidity and mortality, presents a significant public health challenge. The key word here is 'preventable.' Research indicates that 80% to 90% of the adult group initiated their habits during adolescence, with two-thirds becoming customary regular smokers by age 19. This concerning trend effectively categorizes tobacco use as a pediatric disease. In the United States alone, approximately 1.4 million children under 18 begin smoking each year, leading to premature deaths from smoking-related illnesses. Notably, adolescents often exhibit signs of tobacco dependence early in their smoking journey, even before becoming daily smokers. The urgency of addressing this critical issue is underscored by the notably higher occurrence of tobacco use connecting teenagers and young adults compared to older adult populations.1
Abuse of tobacco
Tobacco products contain nicotine, an addictive drug, along with numerous toxic chemicals, many of which are known carcinogens. There is no safe method, level, frequency, or duration of using or being exposed to tobacco.2 The use of tobacco in any form can lead to addiction, significant health issues, and premature death. It is essential to recognize that smokeless tobacco, often seen as a safer alternative to cigarette smoking, is just as harmful. Tobacco can be consumed in various ways, including smokeless forms like chewing tobacco and snuff, as well as smoked products such as hookah, water pipes, cigars (including large cigars, cigarillos, and little cigars), bidis, kreteks, and cigarettes.3 Nicotine, found in tobacco, is a highly addictive substance that has various physiological and psychological effects. It stimulates the brain's reward system, which is activated during pleasurable activities like eating and sex.4 Quitting tobacco can be incredibly challenging due to the withdrawal symptoms that many people experience, which can be uncomfortable and unpredictable. Common withdrawal symptoms include anxiety, irritability, difficulty concentrating, restlessness, impatience, increased appetite, tremors, a racing heart, sweating, dizziness, cravings for nicotine, insomnia, drowsiness, headaches, digestive issues, and depression. This highlights the importance of support and understanding for those trying to quit.5 The combination of nicotine's addictive nature and withdrawal symptoms makes dependence a chronic, relapsing disease.
An inverse relationship existed between cigarette smoking rates and both socioeconomic status and education levels in young people and adults.1 There is a strong relationship between nicotine dependence and mental health illnesses, which is supported by extensive research in the field. Nicotine dependence is more prevalent among adults with mental health disorders such as schizophrenia, depression, and anxiety disorders.6 Studies have shown that implementing a smoking ban in inpatient psychiatric facilities led to increased staff satisfaction and a significant reduction in violence and behavioural issues associated with smoking habits.7
Understanding the initiation of tobacco use and the onset of addiction requires consideration of a variety of factors. Among these, biological factors, such as genetics, play a significant role. These factors can influence an individual's susceptibility to addiction. Socio-environmental factors, including advertising, media influences, peer pressure, parental guidance, and ethnic and gender considerations, also contribute. Psychological factors, such as child development and concerns about weight, are also part of the complex picture.8
Parents, particularly those who smoke, wield a significant influence on their children's behaviour. The likelihood of a teenager becoming a smoker doubles if at least one parent smokes, underscoring the pivotal role of parental influence in smoking initiation. This underscores the responsibility of parents to prevent their children from smoking.9
Environmental factors, too, cast a significant shadow on smoking behavior. The presence of tobacco products in the home, the observation of smoking by parents or peers, and the potential impact of nicotine exposure during pregnancy or through secondhand smoke after birth can heighten a teenager's susceptibility to smoking. This underscores the need for vigilance and awareness in the home and community.
Research involving twins has revealed that genetic factors play a substantial role in smoking behavior. These genetic influences are pivotal in understanding smoking initiation, persistence, and the ability to quit. The heritability of smoking initiation is estimated to be around 50%, while for smoking persistence, it is about 70%. This underscores the complexity of teenage smoking and the need for comprehensive prevention strategies.10
The influence of friends who smoke is a crucial factor in the initiation of tobacco use among teenagers. Those with a larger circle of smoking friends are more likely to start smoking themselves. However, this also highlights the potential impact of understanding and leveraging social dynamics in smoking prevention. By recognizing the influence of peer groups, we can design more effective prevention strategies. Additionally, teenagers who overestimate how many of their peers smoke and perceive it as a trend among successful or elite segments of society are at a higher risk of starting to smoke.11
Research has consistently shown a strong connection between body weight and smoking among adolescent girls. Girls with higher body weight or concerns about their weight are more likely to smoke, highlighting the complex relationship between body image and smoking habits. This underscores the importance of understanding this complex relationship, deepening the audience's understanding and keeping them engaged.12
Sources of tobacco used by youth
Non-commercial sources of tobacco for youth, including friends, siblings, parents, relatives, and even babysitters, are alarmingly prevalent.13 Young people often obtain their first cigarettes from friends or siblings, while stealing them from parents is relatively uncommon. After their first cigarette, those who continue to smoke typically rely on friends of the same age as their primary source.14 Sharing cigarettes among friends is not just ordinary; it's widespread, highlighting the social aspect of youth smoking. A study found that an astonishing 99% of young smokers reported having obtained tobacco from friends at some point, emphasizing the prevalence of this source.13
Preventing tobacco as an initiator of drug abuse
Tobacco, often seen as a gateway drug, significantly increases the likelihood of teenagers using other substances. Those who smoke are three times more likely to use alcohol, eight times more likely to use marijuana, and a staggering 22 times more likely to use cocaine.1,16
Smoking not only raises health concerns but also behavioural ones, as it's linked to other high-risk behaviours. This connection underscores the need for comprehensive prevention strategies. Healthcare professionals, policymakers, educators, and concerned community members are crucial in advocating for and implementing these strategies.17 Their collective efforts are vital in addressing the issue. Furthermore, the association of tobacco use with youth violence underscores the need for targeted interventions, which should be a focus of our efforts.
Impacts on tobacco abuse
Smoking, a preventable habit, inflicts serious harm on almost all organs in the body, leading to grave health issues and diseases for both smokers and those exposed to secondhand smoke.1 In the United States alone, the avoidable health effects of smoking claim approximately 438,000 lives each year. Despite the well-known risks associated with tobacco use, both adults and adolescents continue to suffer from its consequences. This underscores the importance of making healthier choices and avoiding the preventable diseases caused by smoking. Smoking impairs lung development, decreases lung function, and significantly reduces physical endurance. This results in a resting heart rate that is, on average, 2 to 3 beats per minute faster in smokers compared to non-smokers. Smokers are more likely to experience frequent coughing and severe respiratory illnesses over time. They also tend to have reduced physical endurance and may feel short of breath even with minimal exertion, significantly impacting their daily lives. Additionally, nicotine can stain teeth, which is a noticeable sign of tobacco use. The use of smokeless tobacco is linked to various oral health issues, including periodontal disease, gum recession, leukoplakia, and cancers of the oral cavity.18
Smoking is a leading cause of lung cancer, surpassing breast cancer as the primary cause of cancer-related deaths among women and girls. Women who smoke face an increased risk of several other cancers, including those of the oral cavity, pharynx, larynx, oesophagus, pancreas, kidney, bladder, and uterine cervix. Additionally, female smokers have double the risk of developing coronary heart disease and are ten times more likely to die from chronic obstructive pulmonary disease.1 Furthermore, cigarette smoking raises the risk of infertility, preterm delivery, stillbirth, low birth weight, and sudden infant death syndrome.1
Prevention approaches
Public health approaches, including the restriction of tobacco promotion in public spaces and the enforcement of laws against sales to minors, are crucial. As professionals, policymakers, and advocates for tobacco control, you play a key role in implementing these strategies and increasing tobacco prices through taxation.19
The social acceptability of tobacco must undergo significant change, and you, as policymakers, health advocates, and educators, play a crucial role in this. This can be achieved by implementing school smoking bans, providing health education, enforcing household smoking restrictions, and limiting smoking in public places.20
Preventive measures should also extend to banning the promotion, marketing, and advertising of tobacco products, particularly those aimed at children and adolescents.21 Additionally, sponsorship of events like motorsports and the depiction of smoking in films should be prohibited.
Pediatricians should utilize anticipatory guidance to implement and promote individual strategies that educate patients and their families about preventing tobacco use and exposure. Children should be screened for smoking risks starting at the age of five. Every clinical encounter must include questions about tobacco use and secondhand smoke exposure, along with accurate documentation of this information in the patient's medical record. It's crucial to inform children and adolescents about the harmful effects of tobacco and the alarming ease with which experimentation can lead to addiction and regular use. This should instil a sense of concern and vigilance in your practice.22,23 Since children with smoking parents are more likely to smoke and tend to start at an earlier age, screening for parental tobacco use is a critical preventive measure.24 As paediatricians, you encourage parents to maintain smoke-free home and vehicle environments. By making it clear that they expect their children to remain smoke-free, parents can significantly influence their children's smoking status, even if the parents themselves are smokers. This proactive approach can make a significant difference in the health of your young patients.25
Roles of clinician for decreased use of tobacco
Research indicates that a significant number of adolescents and young adult smokers express a strong desire to quit and make sincere attempts to do so. While the success rate is currently low, it's important to note that there is a potential for a higher success rate with the proper support and interventions. However, it's concerning that few of these young individuals seek medical assistance for help.26 Several reasons may explain this trend. These include a lack of smoking cessation methods that are proven effective for youth, highlighting the urgent need for more research and development in this area. The belief among young individuals that quitting does not require professional support, a privacy preference, and the inadequacy of available cessation programs in addressing the unique concerns and issues that are particularly relevant to young tobacco users.
When paediatricians provide medical care related to tobacco use, they must adhere to confidentiality standards established by professional organizations in pediatric and adolescent medicine, as well as those supported by state laws. This commitment to confidentiality is crucial in building trust and respect with young patients.27
Need for further studies
Significant gaps exist in the scientific knowledge needed to support guidelines for tobacco control. Urgent and vital areas that require further research include understanding the motivations behind tobacco cessation attempts, evaluating the safety and effectiveness of tobacco cessation medications for adolescents, assessing the use and efficacy of telephone quit lines, and exploring Web-based strategies for engaging youth in tobacco cessation efforts.
CONCLUSIONS
Medical practitioners are not just a part but the cornerstone of reducing tobacco addiction and passive exposure among the pediatric population. Their role is critical, encompassing educating patients and their families about tobacco use prevention, providing cessation support, offering advice, conducting screenings, and providing counselling and referrals as needed.
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