Thank you for giving me a chance to speak today

My name is Benjamin Nguyen, | am the co-owner of Cloud 49 Vapor Lounge in Eagle
River, Alaska. i have been an avid smoker of traditional cigarettes for a long time. | am now
31 and have been smoke free for a little over two years. | have tried to quit several times due
to bleeding gums, and well that basically gave me a wake up call. Knowing how | don't have
medical insurance, gave me quite a scare. Even a worst case scenario might be jurking
around the comer concerning to my health. My cousin from Texas introduce me to Ecigs, and
thanks to him | am feeling better with no more bleeding gums.

From my experience | truly believe that traditional cigarettes is not the true addiction,
but more so the habit that goes along with cigarettes. Something | would like to call “muscle
memories” of hand to mouth motion. From my insight and experiences, traditional cigarette
gave me a chance to break away from my busy schedule for a moment of relaxation to
rejuvenate my mind. During that break even though it might be only for 5-15mins would feel
like time has frozen.

For people that works a long 9 to 5 or even those that works longer hours. Those breaks are
what keeps them going. That is why | used to smoke, but { am pretty sure most smokers will
say the same thing. With that scenario, people that switch to vaping will still take it outside on

their own; M&Y Q4 ~—\4\va Cant lhgyz apnivake  posak

You see most of my customer switch to electronic vaporizer, majority because it is
cheaper, and a&%’eﬁe health benefits. Studies | have included with this letter. Most of the
Alaska workforces belongs to the low income bracket. i.et me play some numbers for you.
31% of Alaskan smoke traditional cigarettes. Lets say that all of them are low incomes
families. Did you know an average married couple spends anywhere from $100 to $300 a
week on traditional cigarettes. Switching electronic vaporizers will save them a little over $200
a week. In one month they could be saving anywhere from $500-$800 a month. Now imagine
31% of Alaskan has all switched to electronic vaporizers. Not onfy will it strengthen our low
incomes familtes, but also cut the cost medical expenditures associated with traditional
cigarettes. | will submit a research article done by the State Budget Solutions on how this
Vaping Industries will save millions of dollars on medicaid. Even the Ex-Surgeon General, Dr.
Richard Carmona has jumped on board to back the electronic vaporizers industries.

See the why reason | mention all this is because this industries has the potential to do
many things for our community, that outweigh the cause for scare. Potential so great that it
should be given more time and more effort to learn and to understand. If | came along and
told you that | found the cure for cancer, wouldn't you take the time to study and hear what |
have to offer? Well I'm here now, telling you we have something that could stop possibly
stop it at its source. Please take the time and consideration to all this.



In closing ! understand that this bill is simply a bill that request people to take smoking
outside. But incorparating electronic vaparizer into this bill will cause a domino effect that
wolld demeanor the effort into helping people quit traditional cigarettes. .Dg S -\J’n» 3(' '
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reducers and 33.8% as failures. Switching from standard retillables (initial choice) to more
advanced devices (MODs) was observed in this study (from 8.5% at baseline to 18.4% at
12 month) as well as a trend in decreasing the e-liquid nicotine sirength, with more
participants adopting low nicotine strength (from 49.3% at baseline to 57.1% at 12 month).
Conclusions: We have found that smokers purchasing e-cigareties from vape shops with
professional advice and support can achieve high success rates

Keywords: smoking cessation; smoking reduction, electronic cigarette; vape shop,
tobacco harm reduction

1. Introduction

Most smokers want to quit and make attempts to do so, but the majority of these attempts fail
largely because the powerful addictive qualities of nicotine and non-nicotine sensory and behavioural
cues [1,2]. For those willing to quit, combination of pharmacotherapy and intensive behavioural
intervention for smoking cessation can support their quit attempts and can double or triple quit rates [3,4].
However, outside the context of rigorous randomized controlled trials, reported efficacy rates are
somewhat lower [5-7]. Consequently, the need for novel and more efficient approaches to smoking
cessation interventions is unquestionable.

Electronic cigarettes {e-cigs) are an attractive long-term alternative nicotine source to conventional
cigarettes because of their many similarities with smoking [8,9] and randomized controlled trials with
early generation products have shown that they may assist smokers to remain abstinent during their
quit attemnpt [10,11]. E-cigs come in all sorts of shapes and sizes. Some, commonly referred to as first
generation devices, resemble tobacco cigarettes (cigalikes) with a mouthpiece resembling a cigarette
filter, a battery and a LED which glows when the user inhales on the device. These devices comprise
low-capacity disposable or re-chargeable batteries and combined cartridges and atomisers
(cartomisers). Second generation devices often resemble a pen (personal vaporizer) are equipped with
high-capacity lithium batteries, a more efficient vaporizing system compared to cigalikes and can be
refilled with a wide combination of flavours and nicotine levels, These devices assent to a more
fulfilling vaping experience compared to first generation e-cigs with the choice of an extensive number
of e-liquid aromas, and thicker vapour [12,13].

Third generation devices (more advanced devices-MODs) bear little visual resemblance to
cigarettes, use larger-capacity batteries, replacement heating coils and wicks for atomizers, and
adjustable and programmable power delivery.

These products can be purchased in tobacco retail environments, convenience stores, liquor stores,
pharmacies, and on the Internet. Shops devoted exclusively to trial and sales of e-vapour products
(e.g., refillable and disposable c-cigs, several types of solution strengths and flavours, customizable
atomnizers and tank systems, and other accessories) are known as “‘vape shops™ and their popularity has
been growing in parallel to that of e-cigs [14].

Two randomised controlled trials investigating success rates in smokers asked to try cigalikes have
reported disappointingly low quit rates; 4%—8.7% for the ECLAT study in Italy [10] and 4%-7.3% for
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the ASCEND study in New Zealand [11]. Not surprisingly, much higher success rates have been
reported in clinical trials with refillable penlike e-cigs, with an overall quit rate of 36% at
6 months [15,16]. Nonetheless, it is likely that their performance and appeal as cigarette substitutes can
be further improved outside the rigid context of an experimental setting by describing success rates
with refillables purchased by smokers at vape shops where professicnal advice and regular technical
support it is also available. Therefore, we hypothesized that vape shops environment together with best
matched e-vapour products tnay promote high success rates in smokers interested in trying this
alternative to {obacco smoking. Here, we present results from a prospective pilot study that was aimed
at surveying cbanges in daily cigarette consumption in smokers making their first purchase at vape
shops. Modifications in products purchase over time were also noted.

2. Methods
2.1. Participants and Study Design

Adult smokers (>18 years old) making their first purchase at local participating vape shops were
asked by professional retail staff to complete a form with their basic demographic and smoking history
details together with scoring of their level of nicotine dependence by means of Fagerstrom Test of
Nicotine Dependence (FIND) guestionnaire [17]. Participants were instructed how to charge, fill,
activate and use their e-cigs. Key troubleshooting was addressed and phone numbers were supplied for
technical assistance. Participants were encouraged to use these products in the anticipation of reducing
the number of cig/day smoked. Their cigarette consumption was followed-up prospectively at 6 and 12
months. Details of products purchase (i.e., e-cig hardware, e-liquid nicotine strengths and flavours)
were also noted. University of Catania Ethics Review Board approved the study protocol and subjects
gave consent prior to participation.

2.2. Vape Shops

Staff from Lega Ttaliana Anti Fumo (LIAF) contacted 10 vape shops in the province of the city of
Catania (Sicily) that acted as sponsors to the 2013 No Tobacco Day. Vape shop owners were asked to
help with a survey of smokers inaking their first purchase at their vape shops. Three declined, but
seven accepted to be involved. Participating shops were bar or lounge types and displayed a wide
range of nicotine in juices, large selection of flavours and hardware (including cigalikes, refillables and
MODs).

2.3. Study Qutcome Measures

Sustained 50% reduction in the number of cig/day from baseline (reducers) was defined as
sustained self-reported 50% reduction in the number of cig/day compared to baseline for the 30-day
period prior to follow-up visit.

Sustained 80% reduction in the number of cig/day (heavy reducers) and sustained smoking
abstinence from baseline (quitters) were defined as sustained self-reported 80% reduction in the
number of cig/day compared to baseline and complete self-reported abstinence from tobacco smoking
(not even a puff) for the 30-day period prior to follow-up visit respectively. Smokers who failed to
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meet the above criteria and those who were lost to follow-up were categorized as reduction/cessation
failures (failures).

2.4. Statistical Analyses

Primary and secondary outcome measures were computed by including all enrolled
participants and assuming that all those individuals who were lost to follow-up are classified as
failures (intention-to-treat analysis). Data were expressed as mean (+SD). One-way Analysis of
Variance (ANOVA) was used for detecting differences between ineans, and ¥* test for testing
differences in variable frequency distributions. Repeated Measures ANOVA was used for detecting
differences at different time points.

3. Results
3.1. Pgrticipant Characteristics

A total of 71 (M 44; F 27) regular smokers (mean [+SD] pack/years of 32.4 [+13.7]) with a mean
(+SD) age of 41,7 (+8.8) years, and mean (+SD) FTND score of 5.6 (£2.2) were enrolled by seven
participating vape shops (Table 1). Retention rate was high, with 49 (69%) participants completing all
study visits and attending their final foillow-up visit at 12 month. Baseline characteristics {sex, age,
pack/year, and FTND) of those who were lost to follow-up were not significantly different from those
of participants who completed the study.

Table 1. Characteristics of the study sample at enrollment.

M F p Value
Sex n (%) 44 (62) 27(38)
Age (years, mean £ SD) 42686 404+933 0.31
FTND (mean + SD) 56+23 5019 0.12
Packs/year {meanSD)  36.0%+ 143 26.5+10.5 0.004
CPD (mean + SD) 265+79 223146 0.016

CPD: cigarettes per day, FTND:; Fagerstrom Test for Nicotine Dependence.
3.2. Changes in Smoking Behaviour

Participants’ smoking status at baseline and at 6 and 12 month follow-up visits is presented in Figure
1. Taking the whole cohort of participants (n = 71), the cig/day use changed (mean and range) from
24.9 (15-50) at baseline to 4.0 (0-30) at 6 month and 2.6 (0-15) at 12 month (p < 0.0001). At 12
month, 29/71 subjeets (40.8%) could be classified as quitters, 18/71 (25.4%) as reducers, of which |1
(15.5%) reduced their cig/day consumption by at least 80% from baseline, and 24/71 (33.8%) were
classified as failures, of which 22 (31%) were lost to follow-ups.
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Overall, combined smoking reduction and smoking abstinence was shown in 47/71 (66.2%)
participants, with a mean (range) of 24.7 cig/day (15-50) at baseline, decreasing significantly to 2.2 cig/day
{0~10) at 12 month (p < 0.0001}, which is equivalent to an overall 89.1% reduction from baseiine.

None of the individual characteristics (age, gender, pack/years, FTND) recorded at baseline were a
significant predictor the smoking status at the final follow-up visit.
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Figure 1. Distrbution of smoking phenotype classification (intention-to-treat analysis) at
6 and 12 month follow-up visits.

3.3. Changes in Products Choice

Participants’ products choice at baseline and at 6 and 12 month follow-up visits is illustrated
in Figure 2.

An increasing percentage of participants switched from standard refillable e-cigs {initial choice) to
more advanced devices (MODs) during the study (from 8.5% at baseline to 18.4% at 12 month).
Participants also tended to decrease the nicotine strength of their e-liquid with time. More users used a
low (49 mg/mL) nicotine strength at 12 months, and, less users used a medium (12-18 mg/mlL)
nicotine strength at 12 month, compared to baseline. Some change did occur too for the preferred
flavour used by the participants over time, but most of the participants in our study consistently
preferred tobacco flavours over other flavours.
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4. Discussion

E-cigs’ success rates have been reported in several clinical trials [10,11,15,16] and Internet
surveys [18--20], but never in prospective studies under natural conditions. Here, we present results
from the first prospective survey of changes in daily cigarette consumption in smokers making their
first purchase at vape shops. The higher success rates observed in this study could reflect both a
progress in the type of e-cigs used currently, and a better support and advice from the vape shop staff,

Success raies were not only high, but also stable thorough the whole observation period with quit
rates of 42.2% in the intent-to-treat analysis at 6 month barely decreasing to 40.8% at 12 month.
The reported quit rates are not only higher than those obtained with pharmaceutical products for the
treaiment of nicotine addiction [21,22], but also greater than those of first generation cigalikes j10,11]
In contrast, similar quit rates were observed in a recent prospective 6-month study with refillable
e-cigs [15].

In addition to those quitting completely, 25.4% substantially reduced cigarette consumption.
The prevalence of dual use (that is, use of both e-cigs and conventional cigarettes) in our survey is
much lower than that reported for cigalikes [18-20]. Although dual use by leading to gradual reduction
in cigarette consumption may aid future quit attemnpts [23,24], it is not known to what extent this
behaviour may confer significant reduction in risk and reversal of harm in long-standing dual users.

The large number of consumers still using the product at 12 months (combined single and dual
usage was 66.2%) and the high retention rate (69%) in this study may suggest that the products
purchased were providing adequate satisfaction. This may be due to several factors including quality
hardware, large selection of flavours and nicotine. Nicotine absorption using high quality e-vapour
products has been shown to be consistently superior compared to cigalikes [25,26], which is
compatible with a better suppression of the withdrawal symptoms. Last but not least, the high success
rate in this study may be also attributable to participants self-selection {i.e., smokers well motivated in
trying e-cigs and making their first purchase at vape shops).

Nonetheless, about one third of smokers in this study failed to quit or to suhstantially reduce
cigarette smoking with e-cigs. That reasons for failure were not collected in this study, but this could
be due to the fact that probably not all smokers could find the adequate hardware-liquidware
combination to allow a fulfilling vaping experience or that some unknown factor hindered their use
under realistic conditions. It is not excluded also, that some of them may have persisted to use e-cigs,
but went to buy their products in other vape shops than the one chosen for this study.

It is interesting that 69% of vape shop consumers went regularly back to their local vape shop for
more personalized e-cig support and advice. This loyalty factor is perhaps a key informative finding
and suggests that vape shop staff can promote healthier life-style changes in smokers.

As noted in other (internet) surveys, e-cig users tend to adapt their vaping experience over time [13,27].
This is reflected somewhat in the increased percentage of participants who switched from standard
refillables (initial choice) to more advanced devices (MODs) in this study (from 8.5% at haseline to
18.4% at 12 month). Similarly, we observed a trend in decreasing the nicotine strength of their e-liquid,
with more participants using low nicotine strength at 12 months compared to baseline, and inversely, with
less participants using medium nicotine strength at 12 month compared to baseline. This could confirm that
nicotine dependence decreases over time with e-cig use, as noted by other investigators [13,28], but cannot
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be validated in our study as we did not measure nicotine dependence at 12 month. The change in vaping
experience was also the case for the preferred flavour used by the participants over time, although less
significant in our study than in others [12,13,20], with the participants in our study consistently
preferring tobacco flavours over any other flavour. This may reflect differences in study populations,
vape shop consumers representing a niore natural condition comipared to those responding to online
questionnaires.

There are some limitations in our study:

Firstly, this is a small prospective study (already stated in the text}, hence the results observed may
be due to bias and not due to a true effect; and consequently be interpreted with caution. However,
despite being a small study we were able to detect positive significant changes for success outcomes.

Secondly, patients in this study may represent a self-selected sample, which is not representative of
all smokers who switch to e-cigs.

Lastly, smoking abstinence was self-reported. However, self-reporied number of cigarettes smoked
per day in studies of this type is not subjected to the kind of biases observed in clinical trials where
there is the tendency to claim abstinence [29].

This small uncontrolied study shows that combination of high quality e-vapour products together
with personalized e-cig support and advice at vape shops promotes high success rates in smokers
interested in trying this alternative to tobacco smoking. Complete tobacco cessation is the best
outcome for smokers, but the powerful addictive qualities of smoked nicotine and of the ritualistic
behavior of smoking create a huge hurdle, even for those with a strong desire to quit. Tobacco harm
reduction (THR), the substitution of low-risk nicotine products for cigarette smoking, is a realistic
strategy for smokers who have difficulty in quitting. E-cigs are the newest and most promising
products for THR [30]. This approach has been recently exploited to reduce or reverse the burden of
harm in smokers with mental health disorders and chronic airway diseases [31,32}). It is ironic, but the
extent of displacement from tobacco smoking to regular vaping will also depend on how efficient e-
cigs will become in replicating smokers’ smoking experience and how prevalent and helpful will be
vape shops. As a matter of fact, substantial public health benefits (i.e., increase in smoking cessation
rates and a continued decline in smoking prevalence) are now reported in countries with high
prevalence of vaping [33].

Improved products reliability and attractiveness inight have contributed to the very low number of
lost to follow-up and high success rates thus confirming the notion that these products are attractive
substitutes for conventional cigarettes. Although larger Jongitudinal studies in vape shops are
warranted to confirm these encouraging results, the notion that high quality e-vapour products together
with personalized e-cig support and advice at vape shops can substantially decrease cigarette
consumption, and allow a large nunber of smokers to quit should be taken into consideration by
regulatory authorities seeking to adopt proportional measures for the vapour category [34].

5. Conclusions

Here we have shown for the first time that combining availability of appealing e-vapour products
for smoking substitution with professional advice from vape shops staff it is possible to achieve high
and stable success rates. By promoting healthier life-style changes in smokers, vape shops may
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become valuable allies in the fight against smoking. Larger studies are now needed to confirm these
preliminary findings and to establish the importance of integrating these antismoking services into
future tobacco control strategies.
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Larry J. “Hack” Hackenmiller
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April 9, 2015

SB1

Public Testimony

I speak against passage of SB1. The intent of this bill to protect the public has got to be the
biggest hazard con this state has ever witnessed. And I don’t understand why big government
wants to protect public’s rights because the people choose not to or don’t have the government
powers to do it themselves in their respective communities.

The con is representing secondhand smoke as a hazard when every chemical associated with
secondhand smoke falls way under permissible exposure limits, PELs, established by OSHA
using the chemical list provided by the EPA. This science backed standard has been in place
since the beginning and is the standard used by the EPA in determining risk factors for toxic air.
This standard has never been challenged, questioned or discredited and is accepted as the
uniform standard used by all parties involved in air quality.

An example of this would be the chemical substance CARBON MONOXIDE, CO. The OSHA

PEL is 50 ppm for an 8-hour period. OSHA standards prohibit worker exposure to more than 50
parts of gas per million parts of air averaged during an 8-hour exposure time. If the PEL for this
chemical is not exceeded it is considered SAFE to inhale.

Not one of these chemicals in secondhand smoke gets close to their PELs for any secondhand
smoke concentrations in any room in any building to be considered, implied or perceived to be a
hazard to anyone inhaling it. Yes, that means employees are not working under a hazardous
workplace condition if secondhand smoke is present.

It follows that if secondhand smoke in a building is safe to inhale under real scientific standards
applied today how can it kill 60 Alaskans or 41,000 other people a year? Or another major
health issue aftributed to secondhand smoke exposure? Seems highly improbable that one report
from OSHA could set aside everything we were told about secondhand smoke. This is why I
refer to SB1 as the biggest con Alaska has experienced to date.

When an HSS committee member ask the sponsor of SB1 if smoking exceeds air quality
standards in the workplace and why can’t OSHA enforce this law the sponsor replied, “he has
not measured air quality as it related to smoking.” And, “He pointed out that at the federal
level there is opposition to this bill. It has been difficult to classify tobacco smoke so that state
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or federal OSHA would regulate it. He opined that tobacco smoke far exceeds many other
dangerous materials.”

Did I miss something here? Doesn’t SB1 expound on the hazards of secondhand smoke in the
air which would directly relate to the air quality being inhaled by the public who has a right to
smoke-free air? But, according to the sponsor, the air quality in tobacco smoke was not
researched or looked into yet it is this air that is the root for screaming all the hazards of air filled
with secondhand smoke. If you didn’t research the air quality in tobacco smoke how do you
know that 1gbacco smoke far exceeds many other dangerous materials?

This state affairs committee should be looking at a state affair on the serious misrepresentation
on educating the public about the lethal effects of exposure to secondhand smoke. Lethal in my
pocket dictionary means deadly, fatal. This appears in AS Sec 44.29.020 for the Dept. of Health
and Social Services to administer programs of public health to include a comprehensive smoking
education, tobacco use prevention, and tobacco control program. It states the program must
include ( ¢ ) anti-tobacco counter-marketing targeting both youth and adult populations designed
to communicate messages to help prevent youth initiation of tobacco use, promote cessation
among tobacco users, and educate the public about the lethal effects of exposure to
secondband smoke.

Really! One whiff of secondhand smoke will be fatal!

[ don’t believe the EPA or any recognized health institution has ever used the word lethal even
in their misguided conceptions on risks associated with secondhand smoke. The word lethal in
this application is not only a gross misrepresentation of the facts but it is gross negligence on the
backs of those who wish to rule, This wording is used in the HSS mandated smoking education
program that is handed out to the general public. I believe the creation of this unwarranted fear
in the minds of the public state propaganda was more intentional than a simple oversight. It is no
wonder the surveys indicate a major percentage of the population is in favor of smoking
prohibition and SB1 seems to exploit this. Selling fear to the public is faster than selling facts.

Reality is that SB1 is protecting the public from the SAFE exposure to secondhand smoke which
calls to question why we need more laws that protect the public from something that they don’t
need protection for.

If you must address the fear that you, the state, has, with malice, instilled in the minds of the
public T suggest you come up with a law to post signs at all places where the public goes that
would indicate if that facility is a smoking facility. This would allow the public to exercise their
right to smoke-free air and protect themselves from the perceived risks on inhaling secondhand
smoke. Proper signage would be a less restrictive means of advancing the state public health
interests.
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OSHA Request 39519602: Environmental Tobacco Smoke

Sent: Fri 3/20/15 11:41 AM
To:  icharrfbks@hotmail.com (icharrfbks@hotmail.com)
Cc:  Markiewicz, Krystyna A (DOL) (krystyna.markiewicz@alaska.gov)

Hello Mr. Hackenmiller,

My name is Dave Guinn, I'm a Health Consultant with Alaska Occupational Safety and Health, Consultation and Training, and
I've been asked to respond to your gquestion: “What are the OSHA standards for environmental tobacco smoke, ETS, or
commonly referred to as secondhand smake, in a workplace?”

The short answer to your question is: OSHA and AKOSH {Alaska Occupational Safety and Health) currently have no
occupational safety and health regulations that directly address environmental tobacco smoke (ETS) in the workplace. (See
Attachment 1 below for OSHA’s position on ETS in the workplace).

However, Alaska Statute AS 18.35.300, Places Where smoking Is Regulated, prohibits smoking in “a place of employmentin
which the owner, manager, proprietor, or other person wha has control of the premises posts a sign stating that smoking is
prohibited by law.” The text of the Alaska statute addressing smoking can be found at:
hitp://www.legis.state.ak.us/basis/folioproxy.asp?url=http://wwwinuQl legis.state.ak.us/cgi-
bin/folioisa.dll/stattx12/query="/doc/%7bt8695%7d. The state agency with jurisdiction for enforcing this statute is the
Alaska Department of Environmental Conservation {ADEC). In addition to state regulations, the following communities have
smoke-free workplace laws:

Anchograge

Bethel
Haines
Juneau
Klawock
Nome

Palmer

https://blu185.mail live.com/ol/mail. mvc/PrintMessages ?mkt=en-us 4/9/2015
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Petersburg

Skagway

Unalaska
Valdez

Reference: hitp://dec.alaska.gov/eh/fss/Smoking Home.html

Tobacco smoke contains many (4,700+) chemical compounds, and some of these are addressed in the OSHA Air
Contaminant Standard (29 CFR 1910.1000). Examples of these and their federal and Alaska-specific occupational permissible
exposure limits can be found in the table below. For additional information on the hazards of the chemicals listed below, you
can use the NIOSH Pocket Guide to Chemical Hazards, which can be found at this link: http://www.cdc.gpov/niosh/npg/.
While ETS is unlikely to produce hazardous chemicals in concentrations high enough to violate enforceable occupational
exposure standards, they remain hazardous, and tobacco smake in combination with exposure to other hazardous
substances (e.g. crystalline silica, asbestos, radon gas) increases the health hazards synergistically.

In summary:
There are no OSHA or AKOSH occupational safety and health standards that directly address ETS:

While not regulated specifically, ETS contains hazardous chemicals that may be individually regulated by OSHA and AKQOSH
standards;

AKOSH PELs may be lower {more protective)} than federal OSHA PELs;

While present, levels of these contaminants in air resulting from ETS are unlikely to reach levels that approach or exceed
OSHA/AKOSH PELs;

Alaska statutes address smoking in public places, and smoking is prohibited in places of employment that management has
designated as non-smoking;

Some Alaska municipalities have smoke-free workplace laws.

Contaminant Federal PEL ¢, .3 Alaska PEL 4,3 3 5
Carbon Monoxide (CO) 50 ppm 35 ppm
Nicotine 0.5 mg/m® 0.S mg/m’
Benzene 1 ppmor 10 ppms 1ppm or 10 ppm s

https://blu185.mail.live.com/ol/mail.mvec/PrintMessages?mkt=en-us 4/9/2015
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Formaldehyde , 0.75 ppm 0.75 ppm

Methanol (wood alcohol) 200 ppm 200 ppm

Ammonia 50 ppm 35 ppm
Notes:

PEL = Permissible Exposure Limit

PPM = Parts per million {Used for contaminants in the gas phase)

Mg/m?® = milligrams per cubic meter (Used for contaminants in the solid (particulate) phase.)
See 29 CFR 1510.1048

Benzene is covered by a specific standard (29 CFR 1910.1028), which lists a PEL of 1 ppm as an 8-hour time-weighted
average. 29 CFR 1910.1028(a)(2) lists exclusions, for which the 10 ppm PEL applies.

Alaska PELs are found in Alaska Administrative Code, 8 AAC 61.1100, Table Z-1-A. Link:
http://www.legis state.ak.us/aacpdf/ak861100.pdf

This table includes only 8-hour time-weighted averages; there may be additional exposure limits such as ceilings and short-
term exposure limits {STELS), as well as action levels (e.g. 0.5 ppm for benzene), which trigger other requirements for
employers. As with other occupational exposure limits, these are unlikely to be triggered by ETS exposure.

if you have any additional questions, please feel free to contact AKOSH at 907-269-4940, or you can contact me directly at
907-269-4949. Thank you for your interest in occupational safety and health.

ATTACHMENT 1: OSHA Pelicy on Indoor Air Quality: Office Temperature/Humidity and Environmental Tobacco
Smoke

February 24, 2003

MEMORANDUM FOR: REGIONAL ADMINISTRATORS STATE PLAN DESIGNEES
THROUGH: R. DAVIS LAYNE

DEPUTY ASSISTANT SECRETARY
FROM: RICHARD E. FAIRFAX, DIRECTOR

DIRECTORATE OF ENFORCEMENT PROGRAMS

https://blul 85.mail.live.com/ol/mail.mvc/PrintMessages?mkt=en-us 4/9/2015
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SUBJECT: OSHA Policy on Indoor Air Quality: Office Temperature/Humidity and Environmental
Tobacco Smoke

On December 17, 2001 OSHA withdrew its Indoor Air Quality (IAQ) proposal and terminated the rulemaking proceeding (66
FR 64946). However, the Agency still receives public inquiries about IAQ, primarily office temperature/humidity and smoking
in the workplace. For that reason, we have summarized the Agency's position and guidance on these topics, We are including
language in the form of letters you can utilize when responding to complainants on these topics.

Office Temperature/Humidity

As a general rule, office temperature and humidity are matters of human comfort. OSHA has no regulations specifically
addressing temperature and humidity in an office setting. However, Section III, Chapter 2, Subsection V of the OSHA
Technical Manual, "Recommendations for the Employer," provides engineering and administrative guidance to prevent or
alleviate indoor air quality problems. Air treatment is defined under the engineering recommendations as, "the removal of air
contaminants and/or the control of room temperature and humidity." OSHA recommends temperature control in the range of
68-76° F and humidity control in the range of 20%-60%.

As a second source of guidance, American Society of Heating, Refrigerating, and Air-Conditioning Engineers {ASHRAE)
Standard 55, Thermal Environmental Conditions for Human Occupancy, addresses "thermal comfort” in an office environment,
which means that an employee wearing a normal amount of clothing feels neither too cold nor too warm. This standard
discusses thermal comfort within the context of air temperature, humidity, and air movement and provides recommended
ranges for temperature and humidity that are intended to satisfy the majority of building occupants. These ranges vary for
cold and hot weather. ASHRAE addresses ventilation and the removal of air contaminants in a separate standard, ASHRAE
Standard 62, Ventilation for Accepiable indoor Air Quality.

As you know, hazards for which OSHA does not have a specific standard are governed by Section 5(a)(1} of the Occupational
Safety and Health Act (the Act; General Duty Clause) which requires that employers provide employment and a place of
employment that are free from recognized hazards that are causing or are likely to cause death or serious physical harm.
Citations for violations of the General Duty Clause are issued when the four components of this provision are present, and
when no specific OSHA standard has been promulgated to address the recognized hazard. These four components are: 1} the
employer failed to keep his/her workplace free of a "hazard"; 2) the hazard was "recognized" either by the cited employer
individually or by the employer's industry generally; 3) the recognized hazard was causing or was likely to cause death or
serious physical harm; and 4} there was a feasibie means available that would eliminate or materially reduce the hazard.

Office temperature and humidity conditions are generally a matter of human comfort, rather than hazards that could cause
death or serious physical harm. OSHA cannot cite the General Duty Clause for perscnal discomfort.

Environmental Tobacco Smoke (ETS)

Because the organic material in tobacco doesn’t burn completely, cigarette smoke contains more than 4,700 chemical
compounds. Although OSHA has no regulation that addresses tobacco smoke as a whole, 29 CFR 1910.1000 Air
contaminants, limits employee expaosure to several of the main chemical components found in tobacco smoke. In normal
situations, exposures would not exceed these permissible exposure limits (PELS), and, as a matter of prosecutorial discretion,
OSHA will not apply the General Duty Clause to ETS.

For further information to offer to employers/employees as guidance, you may wish to review a document published by the

U.S. Environmental Protection Agency (EPA) about the health effects from environmental fobacco smoke, A Fact Sheet:
Respiratory Health Effects of Passive Smoking. Additional information on indoor air quality in general can be found on the

https://blul 85.mail.live.com/ol/mail.mvc/PrintMessages?mkt=en-us 4/9/2015
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Indoor Air Quality Technical Links page on the OSHA website.

We hope you find this information helpful. If you have any questions, please feel free to contact the Office of Health
Enforcement at (202) 693-2190

End of Attachment 1

Dave Guinn

Industrial Hygienist

Alaska OSH Consultation & Training Program
Department of Labor and Workforce Development
Phone: 907-269-4949

FAX: 907-269-4950

http://labor.alaska.gov/lss/oshhome.htm

I work for the Alaska Department of Labor and Workforce Development, Labor Standards and Safety
Division and was recently assigned your request. I must preface this response by stating that I am not
an attorney; and I cannot provide legal advice. I can provide you with the current clarification of the
Occupational Safety and Health Regulations that are applicable in Alaska based upon the facts
provided. All requests must be in the form of letter, fax, or electronic transmission to ensure accuracy,
and will be retained for future reference. Statements and conclusions expressed herein may change
depending upon the inclusion or exclusion of additional facts or background information. Due to
periodic changes in OSHA Standards and their interpretations, it is important for you to review them

reqularly.

https://blul185.mail.live.com/ol/mail.mvc/PrintMessages?mkt=en-us 4/9/2015
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Aprl 1, 2015

SB1

REAL SCIENCE EXISTS
for the

HAZARDS OF SECONDHAND SMOKE

Honorable Legislators,

The U.S. Environmental Protection Agency, EPA, has done the real science on the hazards of
toxic chemicals. This includes those chemicals found in secondhand smoke. In the EPA risk
assessments for chemicals found in toxic air pollutants the size of the increased health risks
depends on 1) the exposure level or concentration level of the pollutant and; 2) duration or length
of time a person is exposed to that specified concentration level.

OSHA, the U.S. Department of Labor Qccupational Safety and Health Administration
establishes permissible exposure limits, PELs, on all EPA chemical substances known to be in
contact with workers or employees in the workplace. The PEL is based on a parts per million,
ppm, concentration level and an 8 hour exposure time.

A clear example of this would be the chemical substance carbon monoxide, CO. The OSHA
PEL is 50 ppm for an 8-hour time period. OSHA standards prohibit worker exposure to more
than 50 parts of gas per million parts of air averaged during an 8-hour time period.

The OSHA PEL standard as a health benchmark level has never been challenged as to its
scientific research reliability and is a standard used by the EPA in air toxin risk assessments.

The EPA classifies smoke coming from the butt of a cigarette, cigar or pipe or exhaled by a
smoker as “Environmental Tobacco Smoke”, ETS, and is sometimes called involuntary or
passive smoking. Hereafter ETS will be called secondhand smoke to eliminate confusion.

OSHA has established PELs for all the measurable chemicals in secondhand smoke, including
the 40 alleged carcinogens in secondhand smoke. According to OSHA no harm will result
from an 8-hour workday exposure to secondhand smoke.

As for secondhand smoke in the air at a workplace, OSHA has stated outright that “Field studies
of environmental tobacco smoke indicate that under normal conditions the components in
tobacco smoke are diluted below existing Permissible Exposure Limits as referenced in the Air
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Contaminant Standard (29 CFR 1910.1000)....it would be very rare to find a

workplace with so much smoking that any PEL would be exceeded.”

(Bold letters added for emphasis)
(Letter from Greg Watchman, Acting Sec'y. OSHA, to Leroy J. Pletten, PHD, July 8, 1997}

The data source. Taking the figures for chemicals found in secondhand smoke from the EPA an
independent Public Health Policy Research group, Littlewood & Fennel calculated the number of
cigarettes that would be required to reach the lowest publisbed “danger” threshold for each of
the measurable chemical emissions found in secondhand smoke,

The researchers posit a sealed, unventilated enclosure that is 20 feet square with a 9 foot ceiling
clearance for all chemical measurements.

Based on the standard 8 hour workday exposure to toxic chemtcals in a 20 square foot enclosed
room some notable examples of their results are shown.

Chemical BENZO(a)PYRENE
222,000 cigarettes would be required to reach the EPA “lowest” published
danger threshold.

Chemical ACETONE
118,000 cigarettes would be required to reach the EPA “lowest” published
danger threshold.

Chemical TOLUENE
50,000 PACKS of simultaneously smoldering cigarettes.

Chemical ACETALDEHYDE or HYDRAZINE
More than 14,000 smokers would have to light up simultaneously in the
little room to reach the EPA threshold at which they might begin to pose
a danger.

OSHA and the Alaska authority on workplace safety, AKOSH, Alaska Occupational Safety and
Health, have no occupational safety and health regulations that directly address secondhand
smoke. They both use the standard PELs for chemical substances. In the absence of any
occupational and health standards for secondhand smoke both authorities are governed by the
Occupational Safety and Health Act, {the act: General Duty Clause) which requires that
employers provide employment and a place of employment that are free from recognized
hazards that are causing or are likely to cause death or serious physical harm.

Note the mandate for the General Duty Clause to be used where no other method exists the word
HAZARD finds definition in itself - “causing or likely to cause death or serious physical harm.”
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Based on real science, common sense and reality prove secondhand smoke in the workplace is

NOT A HAZARDOUS WORK CONDITION under the Occupational Safety and
Health Act which requires that employers provide employment at a place of employment that are
free from recognized hazards that are free from recogmzed hazards that are causing or likely to
cause death or serious physical harm.

SCIENCE vs. PROPAGANDA

LUNG CANCER
In 1989 the EPA was charged with further evaluating the evidence of health effects of
secondhand smoke.

In 1992 EPA published its report, “Respiratory Health Effects of Passive Smoking.” Claiming
secondhand smoke is a serious public health problem, that it kills approximately 3,000
nonsmoking Americans each year from lung cancer and that it is a Group A carcinogen (like
Benzene, asbestos, and radon).

For this 1992 report EPA arbitrarily chose to equate secondhand smoke with mainstream (or
firsthand) smoke. One of the agency’s stated assumptions was that because there is an
association between active smoking and lung cancer there also must be a similar association
between secondhand smoke and lung cancer.

Thrown out. In November 1995 after a 20-month study, the Congressional Research Service
released a detailed analysis of the EPA report that was highly critical of EPA’s methods and
conclusions. In 1998, in a devastating 92-page opinion Federal Judge William Osteen vacated
the EPA study, declaring it null and void. He found a culture of arrogance, deception and
cover-up at the agency.

Damage done. This thrown out null and void 1992 study was still cited by Surgeon General
Richard Carmona 2006 report on secondhand smoke which made an absurd claim that there is no
risk-free level of exposure to secondhand smoke. A false manifestation held as fact by the
tobacco-control movement and government agencies, including our Alaska Health and Social
Services Division, to justify the imposition of thousands of indoor smoking bans in public places.

More real science. In 2003 a definitive paper on secondhand smoke and lung cancer mortality
was published in the British Medical Journal. It is the largest and most detailed study ever
reported (up to 2010). The authors studied more than 35,000 never-smokers over a 39 year
period and found no statistically sigmficant association between exposure to secondhand smoke
and lung cancer mortality.
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CONCLUSION.

You would be scientifically correct to assume secondhand smoke and lung cancer have
little if nothing to do with each other. You would he politically correct to assume
otherwise.

Statistics on secondhand smoke deaths, heart problems, SIDS, etc. all become discredited based
on real science concerning permissible exposure limits for inhaling toxic chemical substances in
a building. No science knows what causes Sudden Infant Death Syndrome, SIDS, or Asthma yet
EPA pages state secondhand smoke as a cause, These children health issues are associated with
home air toxins and not the incidental exposure of air toxins outside the home. An eighth month
old child is not going to die from exposure to secondhand smoke from a restaurant or other
public place. Any reference to protecting children by enacting secondhand smoke laws for
public places is a stretch of reality if not a joke! And a home is not a public place.

[f the state of Alaska wanted to restrict fact or fiction secondhand smoking restrictions in their
buildings or holdings no legislation is required. The governor may restrict smoking in all state
properties by executive authority as the admimstrator of the state’s holdings.

The same is true for any property owner. The owner has a right to control or restrict smoking on
their properties and has remedy such as trespassing laws to enforce their right. Hospitals and
most restaurants are good examples of exercising these constitutional rights.

But the same constitutional right holds true for property owners to allow tobacco smoking in
their facilities when no public health issue from hazardous working condition exists with the
presence of secondhand smoke. A frequently used theory that the public has a right to smoke-
free air ends on entering a private business that is open to the public and now becoines a choice
under the rights and control of the owner. The right to smoke-free air does not lessen or
eliminate the right to smoke-filled air. The smoke filled air coming from a forest fire violates
what constitution right affixed to the right of secondhand smoke free air?

The city of Fairbanks does have health powers but voted not to pass a no-smoking ordinance in
2009. The city council determined from testimony given by anti-sinokers that 85% of the
restaurants in Fairbanks were non-smoking and there was no need to restrict smokers in 15% of
the restaurants that still allowed smoking. (2015 less than 5% of the restaurants are non-smoking
by choice) The credibility of the testimony that 50,000 people a year die from secondhand
smoke was also a factor in the outcome of the city council vote citing no data in Fairbanks of any
secondhand smoke deaths, or at least a death certificate listing secondhand smoke as the cause of
death. My thoughts on this was that the city council was concerned about the Fairbanks air and
not the air in California or anywhere else in the U.S.A. Just my observations from attending the
meeting,
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LOCAL OPTION

SB1 does not allow for local option for cities, boroughs or unorganized villages to regulate
smoking in their respective communities. Local option exists for alcohol and pending legislation
on marijuana but nothing in SB1. One thought is that a small business in a small local
community might find remedy in a legal action to discard state no-smoking restrictions arguing
no real or proven health risk or hazard to the public health exists.

SOLUTION

We have grown so accustomed to testimonials from smoking prohibitionists and misguided
health officials, to include the EPA and our own Alaska Health & Social Services Division, on
the perceived dangers of secondhand tobacco smoke that we accept these manifestations as an
article of faith even though scientific standards in place today prove otherwise.

Recopgmzing that a majority of voting Alaskans fear secondhand smoke more than they fear God
their misguided beliefs do need some recognition and response from government to address their
concerns. (Testimony — 82% of Alaskans survey want secondhand smoke laws — church altendance not that high!)

For those who believe that being exposed to secondhand smoke is a health issue they should be
given proper notice of a possible health issue where secondhand smoke may exist. The choice to
put themselves in harm’s way by exposing themselves to secondhand smoke would belong to
them. We already do this by using public broadcasts to inform the public of health risks
associated with forest fire smoke and particulate matter,

SB1 should be amended by deleting every section and add a new section that mandates all
buildings in the state of Alaska that are open to the public post a sign at or near the
entrance to that building that reads this building or identified portions of this building is a
smoking facility or this building is a tobacco free facility — or wording to that effect.

This signage is applicable to taxi cabs or other vehicles involved in public transport and
does not restrict those communities who already have no-smoking laws in place but will be
required to post signs with appropriate language if their no-smoking laws do not have such
notification signage.

You don’t need a complicated fine system for those who don’¢ have signs posted but you do
need someone from Health & Social Services to provide and put up a sign when needed to
protect the public from seeing or coming in contact with bad health practices. Because that
is what Health & Social Services is supposed to do - keep the public informed of all health
issues, pcrceiveg or real, hazardous or not? Fiscal note — pay for the signs.

Larry J. “lack™ Hackenmiller
Registered Voter Extraordinaire
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From: chase griffith <lastat81@gmail.com>

Sent: Tuesday, April 14, 2015 2:15 PM

To: Sen. Bill Sto tze

Subject: Please Oppose SB 1 and HB 40 and any other effort to treat e-cigarettes ike smoking.
chase griffith

54200 Leonard dr
kenai, AK 99611

April 14, 2015

Dear Bill Stoltze,

| am writing to express my deep concern and opposition regarding HB 40 and SB 1 which would include the use of smoke-
free vapor products (e-cigarettes) in Alaska’s smoking law.

Smoking laws are ostensibly enacted to protect the public from the harm of secondhand smoke, but smoke-free e-
cigarettes have not been shown to cause harm to bystanders. In fact, all evidence to date shows that the low health risks
associated with e-cigarettes are comparable to other smokeless nicotine products. A comprehensive review conducted by
Dr. Igor Burstyn of Drexel University School of Public Health (and published in a peer-reviewed journal earlier this year -
http://www.biomedcentral.com/1471-2458/14/18/abstract ) examined over 9,000 observations of e-cigarette liquid and
vapor and found "no apparent concern" for bystanders exposed to e-cigarette vapor, even under "worst case" assumptions
about exposure.

Lawmakers must beware of unintended consequences from well-intentioned laws. There is clear evidence of a
phenomenon called “accidental quitting,” wherein many of the smokers who initially choose e-cigarettes to use just where
smoking is prohibited go on to quit smoking conventional cigarettes completely. Prohibiting the use of e-cigarettes in public
spaces completely eliminates that incentive to even try e-cigarettes. Unfortunately, the health risks of every one smoker
who doesn’t quit because e-cigarette use is prohibited (and the risks to the children and others who live with them)
cummulatively outweigh any good done by eliminating the miniscule exposures to even hundreds of bystanders in public
spaces.

Clearly, the benefits of allowing smokers to use e-cigarettes in public--and thereby increasing the likelihood of “accidental
quitting” and reducing the known, extremely high health risks of smoking--outweigh the very low risks of insignificant
exposures to bystanders. So, not only is there no genuine public health reason to prohibit e-cigarette use in public spaces,
but, in fact, allowing e-cigarettes to be used in public spaces will actually improve public health by inspiring other smokers
to switch and reduce their health risks by an estimated 99%. Moreover, private businesses in Alaska are already setting
their own policies, and they should retain the right to allow or disallow usage since there is no proven health threat to
bystanders.

While | understand some have expressed a fear about these products acting as a “gateway” to traditional cigarettes for
youth, there is no evidence to suggest this is really happening, and research actually shows it is unlikely to happen to any
substantial extent. Teen smoking rates are at their lowest point since smoking became popular and continue to drop, but
there are adults who will continue to smoke until they die unless we provide attractive alternatives.

| urge you to oppose these bills and any legislation that would limit where smoke-free products like e-cigarettes can be
used. It is imperative that existing adult smokers become aware of all the alternatives currently available and that access to
these products remains unimpeded.



| look forward to your response on this issue. I, along with my fellow members of CASAA (Consumer Advocates for Smoke-
free Alternatives Association), thank you for considering my comments and hope you will oppose misguided attempts to
limit adult use of smoke-free e-cigarettes.

Sincerely,
chase griffith
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From: Jane Schneider <jschneider@aktriallaw.com>

Sent: Tuesday, April 14, 2015 1:05 PM

To: Sen. Bill Sto tze

Subject: Please Oppose SB 1 and HB 40 and any other effort to treat e-cigarettes ike smoking.

Jane Schneider
18040 Spain Drive
Anchorage, AK 99516

April 14, 2015

Dear Bill Stoltze,

| quit smoking using e-cigs. | had smoked for over 35 years. E-cigs are helping smokers across the Nation kick the tobacco
habit. | use my e-cigarette in the car with the windows closed and my husband cannot smell the vapor. E-cigs are benign
and should not be banned as a dangerous substance. Treating e-cigs like cigarettes is knee-jerk, uninformed reaction.

| am writing to express my deep concern and opposition regarding HB 40 and SB 1 which would include the use of smoke-
free vapor products (e-cigarettes) in Alaska’s smoking law.

Smoking laws are ostensibly enacted to protect the public from the harm of secondhand smoke, but smoke-free e-
cigarettes have not been shown to cause harm to bystanders. In fact, all evidence to date shows that the low health risks
associated with e-cigarettes are comparable to other smokeless nicotine products. A comprehensive review conducted by
Dr. Igor Burstyn of Drexel University School of Public Health (and published in a peer-reviewed journal earlier this year -
http://www.biomedcentral.com/1471-2458/14/18/abstract ) examined over 9,000 observations of e-cigarette liquid and
vapor and found "no apparent concern" for bystanders exposed to e-cigarette vapor, even under "worst case" assumptions
about exposure.

Lawmakers must beware of unintended consequences from well-intentioned laws. There is clear evidence of a
phenomenon called “accidental quitting,” wherein many of the smokers who initially choose e-cigarettes to use just where
smoking is prohibited go on to quit smoking conventional cigarettes completely. Prohibiting the use of e-cigarettes in public
spaces completely eliminates that incentive to even try e-cigarettes. Unfortunately, the health risks of every one smoker
who doesn’t quit because e-cigarette use is prohibited (and the risks to the children and others who live with them)
cummulatively outweigh any good done by eliminating the miniscule exposures to even hundreds of bystanders in public
spaces.

Clearly, the benefits of allowing smokers to use e-cigarettes in public--and thereby increasing the likelihood of “accidental
quitting” and reducing the known, extremely high health risks of smoking--outweigh the very low risks of insignificant
exposures to bystanders. So, not only is there no genuine public health reason to prohibit e-cigarette use in public spaces,
but, in fact, allowing e-cigarettes to be used in public spaces will actually improve public health by inspiring other smokers
to switch and reduce their health risks by an estimated 99%. Moreover, private businesses in Alaska are already setting
their own policies, and they should retain the right to allow or disallow usage since there is no proven health threat to
bystanders.

While | understand some have expressed a fear about these products acting as a “gateway” to traditional cigarettes for
youth, there is no evidence to suggest this is really happening, and research actually shows it is unlikely to happen to any
substantial extent. Teen smoking rates are at their lowest point since smoking became popular and continue to drop, but
there are adults who will continue to smoke until they die unless we provide attractive alternatives.



| urge you to oppose these bills and any legislation that would limit where smoke-free products like e-cigarettes can be
used. Itis imperative that existing adult smokers become aware of all the alternatives currently available and that access to
these products remains unimpeded.

| look forward to your response on this issue. I, along with my fellow members of CASAA (Consumer Advocates for Smoke-
free Alternatives Association), thank you for considering my comments and hope you will oppose misguided attempts to
limit adult use of smoke-free e-cigarettes.

Sincerely,
Jane Schneider



Daniel Georg_;e

From: Pamela Bush <perrennial@gci.net>

Sent: Tuesday, April 14, 2015 2:55 PM

To: Sen. Bill Sto tze

Subject: Please Oppose SB 1 and HB 40 and any other effort to treat e-cigarettes ike smoking.

Pamela Bush
919 1/2 E 9th Ave
Anchorage, AK 99501

April 14, 2015

Dear Bill Stoltze,

| am writing to express my deep concern and opposition regarding HB 40 and SB 1 which would include the use of smoke-
free vapor products (e-cigarettes) in Alaska’s smoking law.

Smoking laws are ostensibly enacted to protect the public from the harm of secondhand smoke, but smoke-free e-
cigarettes have not been shown to cause harm to bystanders. In fact, all evidence to date shows that the low health risks
associated with e-cigarettes are comparable to other smokeless nicotine products. A comprehensive review conducted by
Dr. Igor Burstyn of Drexel University School of Public Health (and published in a peer-reviewed journal earlier this year -
http://www.biomedcentral.com/1471-2458/14/18/abstract ) examined over 9,000 observations of e-cigarette liquid and
vapor and found "no apparent concern" for bystanders exposed to e-cigarette vapor, even under "worst case" assumptions
about exposure.

Lawmakers must beware of unintended consequences from well-intentioned laws. There is clear evidence of a
phenomenon called “accidental quitting,” wherein many of the smokers who initially choose e-cigarettes to use just where
smoking is prohibited go on to quit smoking conventional cigarettes completely. Prohibiting the use of e-cigarettes in public
spaces completely eliminates that incentive to even try e-cigarettes. Unfortunately, the health risks of every one smoker
who doesn’t quit because e-cigarette use is prohibited (and the risks to the children and others who live with them)
cummulatively outweigh any good done by eliminating the miniscule exposures to even hundreds of bystanders in public
spaces.

Clearly, the benefits of allowing smokers to use e-cigarettes in public--and thereby increasing the likelihood of “accidental
quitting” and reducing the known, extremely high health risks of smoking--outweigh the very low risks of insignificant
exposures to bystanders. So, not only is there no genuine public health reason to prohibit e-cigarette use in public spaces,
but, in fact, allowing e-cigarettes to be used in public spaces will actually improve public health by inspiring other smokers
to switch and reduce their health risks by an estimated 99%. Moreover, private businesses in Alaska are already setting
their own policies, and they should retain the right to allow or disallow usage since there is no proven health threat to
bystanders.

While | understand some have expressed a fear about these products acting as a “gateway” to traditional cigarettes for
youth, there is no evidence to suggest this is really happening, and research actually shows it is unlikely to happen to any
substantial extent. Teen smoking rates are at their lowest point since smoking became popular and continue to drop, but
there are adults who will continue to smoke until they die unless we provide attractive alternatives.

| urge you to oppose these bills and any legislation that would limit where smoke-free products like e-cigarettes can be
used. It is imperative that existing adult smokers become aware of all the alternatives currently available and that access to
these products remains unimpeded.



| look forward to your response on this issue. |, along with my fellow members of CASAA (Consumer Advocates for Smoke-
free Alternatives Association), thank you for considering my comments and hope you will oppose misguided attempts to
limit adult use of smoke-free e-cigarettes.

Sincerely,
Pamela Bush



SB1 testimony

My name is Sheb Garfield, | am a ex smoker, now an avid vaper, and manager at Cafe De
Vapor.

SB1 includes personal vaporizers because of the fear of second hand vapor being as
dangerous as second hand smoke, and its supporters tout that there isn’'t very much research
on this subject so we should preemptively ban their use in public places and businesses . A
short time on Google will show you the opposite, once you weed through the Blogs and articles
hyping the evils of vaping that state opinion instead of facts, by cherry-picking certain results
out of context, or using correlation as proof instead of causation. The biggest offenders being
Americans for nonsmokers rights ie. Stanton Glantz’s pseudoscience front, and most recently
the california debacle called SmokeFree CA

here are some recent studies showing that second hand vapor is risk free,

a peer reviewed study in toxicology and pharmacology published dec of 2014 compared the
makeup of second hand smoke, and secondhand vapor to ambient air, ive included a copy of
the study and the peer review with my testimony because there isn't enough time

today to go over it all but here are some highlights.

e The ecigarettes contained and delivered mostly glycerin and/or PG and water.
¢ Aerosol picotine content was 85% lower than the cigarette smoke nicotine.

o The lewels of harmful or potentially harmiul chemicals in aeresol were consisient with the air blanks
(<2 micrograms/puff).

¢ Mainetream cigarette smoke HPHCs ( 3000 micrograms/puff) were 1500 times higher than
e-cigarette HPHCs.

» No significant contribution of tested HPHC classes was found for the e-cigarettes.
the only difference this study found between ambient air and the vapor in a ecig was more VG, PG, and
higher weter content, ewerything else was consistent with the air we are already breathing in, let me say that

again in case someone missed it, everything else was consistent with the air we are already breathing in.

Now lets take a look at some health experts that support vaping:

Dr Murrey Laughesen New Zeafands most respected tobacco policy and health researcher


















708 R Tayyaroh, GA Long/Reguiarory Toxicology and Phermacology 70 (2014) 704-710

Table 3
Nicotine content and yield comparison berween e-cigarertes and conventional cigaretres {mean + standard deviation}.
Nicotine content {pgfunit) Nicotine yield {pg/pall}

blu Classic Tobacco Disposable 20,600 + 1500 33112
tlu Magnificent hentho! Disposable 20,000 + 300 2514
blu Cherry Crush High Premium 13,700 + 300 813
SKYTIC Classic Toharco Bold 12,750 £ 295 25+ 4
SKYCIC Crown Menthol Bold 13.027 £ 280D EERY:
Mariboto Cold Box 11,431£380 226+2
L&B Original 12941 £ 26 232+5
L&B Menthoi 12131224 19400

Muinber of replicates « 3-5

Table 4
Analytical characterization of commercial e-tigarettes and conventicnal cigarettes collected using CAN parameters — select cigarette HPHC methodalogy { mgftotal pufTs callected}
summary by analyte classes

co Carbonyis Phenolics Volatiles Melals TSNAS PAA PAH Sum
Mariboro Gold Box {mgfcig) 27 1.92 0204 1430 <0.00020  0.000550 0.000024 0.00222 <30.6 mg
L&B Original {mg/cig) 22 189 0.26 1.02 «0.0002 0.000238 0.000015 0.00219 «25.2
L&B Menthol (mg/cig) 20 1581 037 0.94 <0.0003 0.000185 0.000077 0.00153 =229
blu CTD (mg/99 puils) =<0.i <007 «0.001 <0,001 <0.C0004 «<{1,00002 «<0.00004 {00016 <017
blu MMD (g9 puffs} <1 «0.08 <0,0M <0001 <0 00004 «0.00002 <0.00000 <0.000146 «<0.18
blu CCHP {mgfa9 puffs) =01 «0.05 «<0.003 <0.0004 <0,00004 «(0.00002 «<0.000004 «(0.00014 «0.15
SKYCIG CTB {mg/90 puffs) <01 <0.06 <0.,0010 <0.008 <0.00006 <0.000013 <0.000014 <0,00004 <017
SEYUCIG CMB [mig{95 pufs) 0.1 <0.09 <0.0014 0,008 <0.00006 <0.000030 <0.000014 «<0.00004 «0.20
Adr Blank (bku Set) [ mgf99 puffs) «0.1 <0.06 <000t <0.0004 «{0).00004 <0,00002 «<0.000004 <000015 <0.16
Air Blank (SKYQIG Set) {mg/99 puffs) <0.1 <005 «<0.0009 <0008 <0.00005 «<0.000013 <0.000014 «<0.00006 <016

< Indicates some ar alt values were below method limits of quantitation or detection, number of replicates - 3-5.
* Formaldehyde, acetatdehyde, acrolein propionaldehyde, crotonaldehyde, MEK, butyraldehyde.

b Hydroquinone, resorcinol, catechol, phenol, m-+p-creso), o-cresal.

¢ 13-Butadlene, isoprene, actylonitrile, benzene, toluene, stytene.

4 Beryllium. cadmium, chromium, cobalt, lead, manganese, mercury, nickel, selenium, rn,
* NMNN, NAT, NAB, NNK,

! 1-Amingnaphthalene, 2-amincnaphthalene, 3-aminobiphenyi, 4-aminabiphenyl

yl.
® Naphthalene, acenaphthylene, acenaphthene, fluorine, phenanthrene, anthracene, flucranthene, pyrene, benzanthracene, chrysene, benzol{h}fluoranthene, benzo{k)flu-
oranthene, B{a)P, indeno[1,23-cdjpyrene, benza{g.h.i)perylene,

Tabke 5
Analytical characterization of commercial e-cigarettes and conventional cigarettes collected wsing CAN paramelers ~ select cigarette HPHC methodology {pg/puil) summary by
analyte classes,

o Carbonyls Phenolics volatiles Metals' T5MAs FPAA PAH Sum
Marlbemo Gold Box 20567 211 22 157 <0.026 D.0604 0.00264 0.2494 <3357 ug
L&R Criginal 2583 230 32 124 <0024 0.0250 0.00232 0.267 <ID69
LE&B Menthol 2778 251 249 130 <0.042 0.0257 0.00236 a213 <3183
blu Classic Tobacoo Disposable <1.D Q.7 <0,01 <001 <0004 «0.0002 <0.00004 <0.002 <1.7
biu Magnificent Menthol Disposable <10 (.8 <0.01 <0.01 <0000 <0.8002 <0.00004 <0.002 <18
blu Cherry Crush High Premium =10 0.5 =003 <1004 <0.0004 «0.0002 <0.00004 <0001 =15
SKYCiG Classic Tobacco Bold <1.0 =0.6 <0.01 «G.08 <0.0006 <0.0001 «0.00014 <0.0004 <1.7
SKYTIG Crown Menthol Bold <10 =0.9 <0 <0.08 <0.0006 <0.0003 <0.00J014 <0,0004 <20
Air Blank (bl Set) <1.0 <0.6 <001 <0.004 <(.0004 <0.0002 <0 00004 <0002 <1.6
Air Blank (SKYCIG Set) <1.0 <05 0.0} <008 <0.0006 <0,0001 «0.00014 <001 <16

< [ndicates some or all values were below method limits of quantication or detection, pumber of replicates = 3-5.

? Formaldehyde, acetaldehyie, acrolein propionaldehyde, crotonaldehyde, MEK, butyraldehyde,

" Hydroguinone, resorcino), catechol, phenol, m-+p~cresol, o-cresel,

€ 1,3-Butadiene, isopreqe, acrylonitrile, benzene, oiuene, styrene.

¢ Beryllium, cadmiurm, chromium, cobait, lead, manganese, mercury, nickel, selenium, tin.

© MNN, NAT, NAB, NNK.

' 1-Aminonaphthalene, 2-aminonaphthalene, 3-aminobiphenyl, 4-aminobiphenyl.

® Naphthalene, acenaphthylene, acenaphthene, fluorine, phenanthrene, anthracene, fluaranthene, pyrene, benzanthracene, chrysene, benzofbMluoranthiene, benzo{k)fu-
oranthene, B(a)P, indeno(1,2,3-ad|pyrene, benza(g h,i)peryiene.
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" his contribution to the concept of tobacco-free societies.

Dr Laugesen currently acts as the director of Heaith New

Zealand Ltd, where he works to advance New Zealand’s health

goal of becoming a smoke-free nation by 2025. Having
conducted extensive laboratory tests on the safety and

efficacy cf electronic cigarettes as smoking cessation aids, he

is optimistic about the role they could play in achieving this
goal.

Quotes on Electronic Cigarettes:

“Inhaling mist from the e-cigarette is rated
several orders of magnitude (100 to 1000

times) less dangerous than smoking tobacco

cigarettes.”

“.. nicotine is one of the safest of drugs, and
is being sold as the alternative to the most
dangerous consumer product — the tobacco

cigarette. Low risk compared to cigarettes is

the real world risk that smokers face.”

“E-cigarettes are caught in a two-box

regulatory trap. Nicotine products are in law
usually either tobacco products or medicines.

From a smoker’s viewpoint, however, it

belongs in a third box, as a lifestyle choice or

cigarette alternative. Big Tobacco controls
Box no. 1, Big Pharma and the white coat
health professional prescribers and
dispensers control Box no. 2, while many
smokers addicted to nicotine, the ones most
likely to be sitting on death row, are
powerless. They would like to buy from Box
no. 3, but it is empty.”

http./Aapers.org.uk10-health-experts-who-endarse-e-cig arettes/

On Twitter

Tweets Follow

f“s vapers.orguk  &m
&": @vapersorguk

In the News 8th April

R vapersorguk 6m
&\' @vapersorguk
In the News 8th April

wp.me/psplHA-r3
tb.ine/7eCzimrhv

Stoopid Vapin  gj
Vermin

@vapemestoopid

VapeMeStoopid
Newsletter is here! Please
subscribe;

Tweet to @vapersorguk

Recent Posts

« Inthe News 8th

April

» In the News 3rd
April

+ Inthe News 2nd
April

= Inthe News 1st
April

+ In the News 31st
March

Categories

218






482015

10 Health Experts who endorse E-Cigaretles | vapers.org.uk
“The anti-smoking movement’s ideology —
which is guided by an abstinence-only type of
philosophy — just doesn’t have room for a
product [the e-cigarette] that looks and acts
like a cigarette but happens to be orders of
magnitude safer. In this case, the science —
the health effects — just don’t matter. The
ideology is too deeply ingrained to allow the
product to be given a chance of saving lives.”

“The electronic cigarette] is substantially
safer than the conventional cigarette.
Inhaling nicotine cannot be nearly as
dangerous as inhaling nicotine plus
thousands of other chemicals, including more
than 40 carcinogens, It doesn’t take long-
term studies to make that determination ...
determining that a tobacco-free nicotine
delivering product is safer than a product that
delivers nicotine with thousands of tobacco
smoke constituents is a fact of basic science,
and anyone who challenges such a notion
would probably benefit from a remediul
course in basic sciences.”

Dr. Riccardo Polosa (MD,
PhD), Professor at Italy’s
University of Catania

One of Europe’s foremost experts on tobacco addiction, Or
Riccardo Polosa lead the world’s first randomised controlled
trials on electronic cigarettes as smoking cessation devices.
The results of the trials deeply impressed Or Polosa, as they
proved both safe and highly effective as quit aids — even on
trial subjects who were unwilling to quit smoking!

hitp/Avapers.org .uk10-heal th-experis-who-endor se-e-cig arettes/
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The same year, he presented alongside other public health
professionals at The E-Cigarette Summit in London, which was
the world’s first large-scale gathering for the discussion and
debate of electronic cigarette science, safety and reguiation.

Ouotes o Electronie Dlgaretiess

“This is one of the very first studies of vapers
with 12 months follow-up. We found that
very few ex-smokers relapsed to sinoking,
and that many smokers (i.e. dual users)
either reduced or quit smoking after 12
months.”

“Even if there are long-term vapers, this is
not a problem, as long as they quit smoking.
The problem is combusted tobacco, not
nicotine. At the dosage used by vapers or
users of nicotine gums or patches, nicotine is
not toxic. Long term vaping is not a public
health problem; not any more than long term
use of nicotine gums.”

“Our data (and other studies) suggest that e-
cigs are not very addictive, much less
addictive than tobacco cigs. The conventional
definition of addiction has twwo components
(compulsive use in spite of harm). Because e-
cigs do not cause harm, it is more appropriate
to talk about compulsive use rather than of
addiction in the case of e-cigs.”

Dr. Joel L. Nitzkin (MD,
MPH, DPA)

hitp:/Aaper s.org .uki10-health-experts-who-enderse-e-cig arettes/
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- Quotes on Electronic Cigarettes:

“E-cigarettes are not just a huge public health
breakthrough. They are one of the most
impressive examples of People Power of
recent times, and should be mentioned
alongside the Arab Spring and Occupy ... e-
cigarettes seem to have mobilized an
unstoppable push-back against the fuiled
“quit or die” approach that those in power are
trying to impose on an unwilling
population.”

“Nicotine has about the same implication for
health as coffee and fries.”

“Three months of additional smoking poses a
greater risk to someone’s health, on average,
than a lifetime of using a low-risk
alternative.”

Dr. Brad Rodu (DDS)

Alongside his colleague Car! Phillips, Dr Brad Rodu is the

world’s foremost authority on tobacco harm reduction. He has

devoted over 20 years to the study and analysis of THR,
during which time he has acted as the lead researcher on

multiple THR clinical trials, and published over 150 scholarly

articles on the subject.

hitp/Aapers.org .uki10-heal ih-experts-who-endor se-e-cig arettes/
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" articles.

In 2007, Dr Payne drew on his two decades of experience as a
pharmacologist specializing in tobacco harm reduction to found
Tobacco Horizons, THR consuitancy agency. In his capacity as
managing director, he presented ai Harm Reduction
International on the urgent need for electronic cigareites and
other smokeless non-pharmaceutical nicotine products to be
globally recognized as iow-risk alternatives to conventional
tobacco cigarettes.

Guoles on Hlectronie Ciga reties:

({9

ertainly large pharmaceutical companies
with interests in stop-smoking medicines
provide very substantial financial support to
some of the ‘public health’ groups that are
calling for e-cigarettes to be banned.”

“Some detractors claim that making E-
cigarettes available encourages dual-use in
combination with cigarettes and thus delays
quitting smoking. But the same criticism
could equally well be directed towards
medicinal nicotine products marketed to
relieve cravings during temporary abstinence
Jrom smoking.”

“.. itreally would be a cruel irony if smokers
who had switched to E-cigarettes were forced
to revert to smoking regular cigarettes.”

hitp/Aapers.org .Uk 10-healih-experts-who-endorse-e-cig arettes/
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appeal and the huge health gains associated
with stopping smoking.”

“We have such a mussive opporturity here. It
would be a shame to let it slip away by being
pverly cautious. E-cigarettes are about as
safe as you can get.”

“If those young people are people who would
have smoked but instead they’re using e-
cigarettes, then that’s a huge public health
gain. If they’re people who would never have
smoked but they’ve taken up e-cigarettes,
Jrankly in public health terms it’s not really
an issue — it’s like drinking coffee or
something, there’s no real risk associated
withit.”

Quotes Sources:

http./Amww healthnz.co.nz/Dublin.htm

http./iwww ecigaretiedirect.co.uk/interviews/murray-
interview.htmi
http:/fobaccoanalysis.blogspot.com.au/2009/04/electronic-
cigarettes-feature-of-los.html
hitp:/Mmww.ecigarettedirect. co. uk/interviews/michael-siegel.html
http://saveecigs.wordpress.com/2013/12/29/ets-face-the-truth-
decisions-in-the-area-of-tobacco-products-are-always-and-
exciusively-made-for-financial-and-not-health-reasons/
hitp:/iwww ecigarettedirect.co.uk/ashtray-
blog/2011/10/electronic-cigarette-interview-professor-riccardo-
poiosa.htmi
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