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It is becoming increasingly clear that the antenatal and pre-school years are critical in determining long term outcomes. This has been highlighted by a recent report [1] in which adults were recruited before age forty and then followed for more than 20 years. Of those who did not attain a normal first second forced expired volume (FEV1), 26% developed chronic obstructive pulmonary disease (COPD) (or premature airflow obstruction as many prefer to call it [2]). An equally large group with COPD at follow up had a normal FEV1 at recruitment, but an accelerated loss of lung function, which could not be related to any adult factors, and was presumably also determined by genetic factors or adverse exposures prior to recruitment. So if we are to turn back COPD from rising up the list of Death Stars, we need to intervene very early.  
The key and most pressing early childhood adverse events which need to be tackled across the world to improve long term lung health are tobacco exposure, outdoor pollution, indoor pollution (in particular in low and middle income countries (LMICs)), and poverty (which are to some extent interlinked). Obesity is obviously also of general and respiratory importance at least in the short term, but will not be discussed in this editorial. Given that randomised controlled trials of many measures are unlikely, perhaps it is appropriate to ask three questions before implementing public health measures:
· Is the exposure associated with the adverse event, and is causality biologically plausible?
· Is reduction of the exposure associated with better outcomes?
· Is there any conceivable, biologically plausible reason why reducing exposure would have adverse consequences?
The adverse effects of passive tobacco smoke exposure are well known and have been reviewed [3]. It is known that preterm birth is associated with long term adverse respiratory outcomes [4, 5]. Cox and colleagues [6] showed that the introduction of successive pieces of legislation reducing passive smoke exposure reduced the incidence of premature birth in Belgium, implying long term respiratory benefit as well as the short term gains from reduction of asthma attacks [7]. There are no equivalent data for e-cigarettes, but there is no plausible reason why letting children be exposed to the products of vaping, which include nicotine, could be anything other than a bad thing.
Outdoor pollution has been shown to adversely impact airway development both antenatally [8] and postnatally [9]. In Southern California, the introduction of stringent policies to improve air quality has been associated with improved lung function in successive cohorts of school age children [10]. The unifying factor of these two success stories is legislation; the policy of the present UK Government of cosying up to those who are causing problems such as obesity and alcohol abuse and expecting them to reform is as wise as asking King Henry the Eighth to be a marriage guidance counsellor. Legislation works, nothing else does, so legislation must be enacted.
In this edition of Thorax, indoor pollution, worldwide second only to tobacco as the single most detrimental factor impacting long term lung health, comes into the spotlight [11]. This is a follow up report of a randomised controlled trial of the use of a stove with a chimney vent versus continuing cooking over an indoor open fire in Guatemala. The study design was complex, with continued use of an open fire for differing time periods in different groups of subjects. The investigators measured personal pollution exposure of the children, and then performed spirometry at follow up. They were able to analyse nearly 1400 measurements in nearly 500 children over more than a year. The authors are to be congratulated on performing such an important study so far off the beaten track, far from the Maddening Laboratory. They found that more prolonged use of an open fire was associated with a statistically significant reduction in peak flow growth over time, with a trend to reduced FEV1 growth as well. The authors conclude that further studies are needed to gain greater insights, and it is here that this editorialist parts company with the excellent group, and strikes back. They have clearly answered by second question above, showing that reduced exposures leads to better outcomes, and there is no conceivable plausible biological advantage to regularly exposing young children to wood smoke. They wisely used a stove that is available locally – now is surely the time, on the basis of these data, to ensure that every home has an outside vented stove. 
It could be argued that putting in chimneys merely transfers the load of pollution from inside to outside the house. Of course this is what happens, and it would be much better to use non-polluting fuels, but is this going to happen any time soon? The argument that this is a reason to delay implementing the finding of this study does not appeal. We know from the current study that there is benefit here and now from venting stoves; and there is no evidence of harm, although no-one would defend pollution. So let’s get that benefit for children now, while together campaigning for cleaner air in the future, as well as for action on other adverse factors – tobacco and nicotine exposure, polluting vehicles, and child poverty. The fact we are a long way short of protecting our children is no argument for doing what we can, when we can, while striving for a higher goal. Surely the time is now to do something for these vulnerable children, who are unlikely ever to make up lost ground later on.
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