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The following are the key tobacco prevention-related 
messages developed for Alaska. To make your case 
for tobacco prevention and cessation successful, it is 
important to stay on message and be consistent.

You do not need to deliver these messages verbatim; 
however, it is most effective when they are conveyed 
in every interaction, whether in face-to-face 
interviews, public speaking opportunities or written 
communication.

Unless footnoted, all data are from Alaska Tobacco Facts 
2015: http://dhss.alaska.gov/dph/ chronic/documents/
tobacco/PDF/2015_aktobacco facts.pdf.

Updated 10/11/2016
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Tips for Successful Message Delivery

Add information, statistics and stories specific to your community 

or region. Regional fact sheets are available. Contact your grant 

program manager for more information.

Please write and speak with your audience in mind, address how 

your issue aligns with their values and interests, the information they 

need, the barriers that exist and the action you’d like them to take.

Always look for a human-interest angle to help personalize the 

story: “How does this new policy affect (Name)? How has she/he 

benefitted?”

Never miss the opportunity to add this big-picture message:

“While Alaska has made 
great strides in tobacco 
prevention, and thousands of 
lives have been saved, there 
is still much work to do.”
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Protecting Alaskans From Exposure to 
Secondhand Smoke 

Impact on Alaskans

The evidence on the health risks associated with exposure to 
secondhand smoke is clear. Yet many Alaskans continue to be 
exposed, which leads to heart disease, other illnesses and death.

There is no risk-free level of secondhand smoke exposure. Even 

brief exposure can be dangerous.1

Tobacco smoke contains more than 7,000 chemicals and 

compounds, including hundreds that are toxic and at least 69 that 

cause cancer.2

Since 1964, approximately 2.5 million U.S. nonsmokers have died 

from health problems caused by exposure to secondhand smoke.3

Exposure to secondhand smoke has an immediate adverse impact 

on the cardiovascular system, damaging blood vessels, making 

blood more likely to clot and increasing the risks for heart attack 

and stroke.1

Nonsmokers who are exposed to secondhand smoke at home or 

work increase their heart disease and lung cancer risk by up to 

30 percent.1

Approximately 14,400 Alaska children are exposed to secondhand 

smoke in their homes each year. 

In 2014, approximately 21,000 Alaska adults who worked primarily 

indoors were exposed to secondhand smoke in the workplace.
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Policies to Protect Alaskans

One-hundred percent smokefree environments are the only way 
to completely protect nonsmokers from the harm of secondhand 
smoke. Alaskans support smokefree air, and every Alaskan deserves 
the right to breathe smokefree air.

Nearly all Alaska adults (92 percent) say secondhand smoke is 

harmful to one’s health, and 88 percent agree people should be 

protected from secondhand smoke.

Less than 50 percent of Alaskans live in a community protected by a 

comprehensive clean indoor air policy.4, 5

Eliminating smoking in indoor spaces is the only way to fully protect 

Alaskans from secondhand smoke exposure. Separating smokers 

from nonsmokers, cleaning the air and ventilating buildings do not 

eliminate secondhand smoke exposure.1

Alaska municipalities have varying levels of governance, with some 

areas overlapping others. Not all communities have the authority 

to eliminate smoking indoors. Smokefree policies do not harm 

business.6, 7

In Anchorage, where a smokefree workplace policy protects all 

workplaces including restaurants and bars, 95 percent of all adults 

and 85 percent of smokers reported visiting hospitality venues as 

often or more often since smoking is not allowed.

One in five adults in Anchorage (19 percent) reported 

going more often to these establishments, since becoming  

smokefree.8
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Tobacco Use / Impact
Tobacco in Alaska

Reducing the use of tobacco in Alaska will dramatically improve the 
health and well-being of Alaskans and will help the state’s economy.

Tobacco use remains the leading cause of preventable death in 

Alaska, causing nearly 600 deaths each year.

In 2012, 15% of all deaths in Alaska were caused by 

tobacco use.9 

Tobacco use causes more deaths each year in Alaska than 

suicide, motor vehicle crashes, chronic liver disease and 

cirrhosis, homicide and HIV/AIDS combined.

In 2012, tobacco use cost Alaskans an estimated $769 million in:

       Direct medical costs ($538 million) and  

       Lost productivity ($231 million).

In 2014, 20 percent of Alaska adults were smokers and 5 percent 

used smokeless tobacco.

In 2015, 11 percent of Alaska high school students smoked and 

12 percent used smokeless tobacco.10
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Youth Initiation

Although tobacco use among Alaska’s high school youth has declined 
since 1995, we have seen no progress in youth smoking rates since 
2013 and far too many youth still use smokeless tobacco and other 
tobacco products. Prevention and education efforts are necessary as 
long as Big Tobacco continues marketing to kids.

Eleven percent of high school students in Alaska smoke, and 12 

percent use smokeless tobacco.10

Eighteen percent of high school students currently use e-cigarettes.

The younger someone starts smoking, the harder it is to quit.11-15 

Over half (54 percent) of adult smokers in Alaska were smoking 

regularly by the time they were 17 years old.8

Among current high school smokers in Alaska, 35 percent started 

smoking before age 13.10

Youth are more susceptible to cigarette advertising and marketing 

than adults.16 Tobacco companies spend $10.5 billion on product 

promotion annually—that is more than $1 million per hour to 

market cigarettes, and much of that marketing directly reaches and 

influences kids.17

Smokefree and tobacco-free policies, along with increasing tobacco 

prices through taxes and other measures, are two strategies proven 

to help prevent youth from smoking and shows kids that tobacco 

use is not the norm.18-21
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Cessation

Tobacco is highly addictive and is the leading cause of preventable 
death. Alaska is making progress in motivating tobacco users to quit—
and helping them stay quit. 

The number one thing tobacco users can do to improve their health 

and extend their lives is to quit.22, 23

Seventy-one percent of Alaska’s adult smokers want to quit, and 

61 percent have tried to quit within the past year. Counseling and 

medication are proven to work.24

Alaska’s Tobacco Quit Line is available to all Alaskans, regardless 

of income or insurance coverage. Call 1-800-QUIT-NOW, or visit 

Alaskaquitline.com. It’s free. It’s confidential. And it works.

Disparities in Tobacco Use and Impact

Minority and economically disadvantaged populations suffer from 
tobacco-related diseases and die from them at higher rates than the 
general population.

About two in five Alaska Native adults currently smoke, compared to 

one in five non-Natives (42 percent vs. 17 percent).

Alaska Native youth are almost three times as likely to be current 

smokers than non-Native youth (20 percent vs. 7 percent).10

Alaska Native adults and non-Native adults with lower income and/or 

fewer years of formal education are more likely to be smokers.

The tobacco industry disproportionately targets lower income and 

ethnic groups.25, 26

Alaska adults with behavioral health conditions are more likely 

to smoke.27

People with low incomes smoke more, suffer more, spend more and 

die more from tobacco use.28 
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Smokeless Tobacco Use in Alaska

Tobacco use in all forms is harmful to health and to the economy. 
Tobacco prevention and control efforts in Alaska should address all 
forms of tobacco.  

One in twenty (5 percent) Alaska adults are smokeless 

tobacco users.8

Alaska Native adults are more likely to use smokeless tobacco 

than non-Native adults (15 percent vs. 5 percent).

In Alaska, men use smokeless tobacco more than women (8 

percent vs. 2 percent), and Alaska Native women are at least as 

likely to use smokeless tobacco as non-Native men (10 percent vs. 

7 percent).

Men who smoke are increasingly likely to use smokeless 

tobacco but do not appear to be switching to smokeless tobacco 

exclusively.29

Seventeen percent of adults who use smokeless tobacco and 

43 percent of Alaska Native smokeless tobacco users are using 

tobacco in the form of iqmik or Blackbull, an Alaska-specific 

smokeless tobacco variant. Iqmik is prepared by mixing tobacco 

leaf with the ash of burned birch fungus.

The use of iqmik is disproportionately high in the Southwest region 

of Alaska, especially among women.30

Thirteen percent of Alaska high school students use 

smokeless tobacco.8

Alaska Native girls have a higher prevalence of smokeless tobacco 

use than non-Native girls (28 percent vs. 2 percent). Alaska Native 

boys have a higher prevalence of smokeless tobacco use than 

non-Native boys (32 percent vs. 9 percent).10
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Tobacco Prevention

Tobacco Prevention in Alaska

While Alaska has made great strides in tobacco prevention, and 
thousands of lives have been saved, there is still much work to do.

Alaska has made progress in reducing tobacco use among both 

youth and adults.

Among Alaska youth:

Smoking among high school students has decreased more 

than 70 percent, from 37 percent in 1995 to 11 percent 

in 2015.

The percentage of Alaska Native high students who smoke 

has also decreased by nearly 68 percent, from 62 percent 

in 1995 to 20 percent in 2015.

Among Alaska adults:

Cigarette consumption has declined 67 percent between 

State Fiscal Years 1996 and 2014 —503 million fewer 

cigarettes were sold in 2014 compared to 1996.

Adult smoking prevalence has declined from 28 percent in 

1996 to 20 percent in 2014.

The decline in adult smoking between 1996 and 2014 has 

resulted in an estimated 38,700 fewer adult smokers and 

over $517 million in healthcare cost savings in Alaska. 31

Two out of three smokers want to quit but struggle to break 

the addiction.8

continued on page 8
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Tobacco Prevention in Alaska, continued

Due to high smoking prevalence, Alaska Native adults and youth, 

adults of low socioeconomic status, and adults with behavioral health 

needs are priority populations for tobacco control.

Smokeless tobacco use is also a concern, especially in Southwest 

Alaska and among Alaska Native adults and youth.

Tobacco Prevention Works

We have good evidence regarding what works to reduce tobacco use. 

Comprehensive tobacco prevention and control programs use a 

combination of strategies that work together to change social norms 

and support the non-use of tobacco. Strategies include  

counter-marketing, tobacco price increases, smokefree places, 

restricting youth access to tobacco products, and cessation support 

for tobacco users.32

Implementation of comprehensive tobacco control programs 

substantially reduces tobacco use.33

Program resources are primarily focused on community interventions 

in an effort to effect policy change.

To be effective, tobacco prevention and control programs should be 

comprehensive, funded at recommended levels and maintained  

over time.33
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Overarching Statement

E-cigarettes are neither 
harmless nor healthy. 

E-cigarettes are not 
approved by the FDA 
for smoking cessation, 
they are not regulated for 
safety, numerous studies 
raise concern for their 
negative impact on health, 
and the long-term health 
implications of e-cigarette 
use are unknown.

e-cigarette
core messages

State of Alaska Tobacco Prevention and Control Program



Background on E-Cigarettes

E-cigarettes—also known as electronic nicotine delivery systems 
(ENDS), e-hookahs, hookah pens, vape pens, vaporizers, e-cigars 
and e-pipes—allow users to inhale a heated aerosol containing 
nicotine and other substances34, an activity commonly referred 
to as “vaping.”

•    There are more than 450 different brands of e-cigarettes on the 

market today, and e-cigarettes come in over 7,500 

    different flavors.35  

•   Several brands are owned by major tobacco companies, such as 

Mark Ten (Altria), “blu” (Imperial Tobacco) and “Vuse”  

(Reynolds American).

Alaska E-Cigarette Use

E-cigarette use in Alaska is higher among youth (18 percent) than 
smoking (11 percent) 36 and has grown significantly among adults. 37, 38 

•  Among Alaska adults, the prevalence of e-cigarette use has grown 

significantly from less than 1 percent in 2010 to 7 percent 

   in 2014.37, 38 

•  In Alaska, the prevalence of e-cigarette use is higher among 

high school students, with 18 percent reporting current use of 

e-cigarettes in 2015.36
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Federal Regulation

E-cigarettes are not approved by the FDA for smoking cessation, 
although they have issued a proposed rule to regulate them.

•   There are no federal regulations or quality control measures for 

e-cigarettes and their contents, which may vary widely.39, 40 

•   Some research indicates that e-cigarette nicotine levels differ from 

those claimed on the packaging.34 

•   E-cigarettes meet the FDA’s legal definition of a tobacco product, 

and the FDA has issued a proposed rule to regulate them.41    

Health Impacts and Safety

E-cigarettes have not been proven safe to use—research to date on 
their health effects show possible health harms and the need for 
further study.

•   Nicotine is a highly addictive drug42 and most e-cigarettes contain 

nicotine. Some research indicates that e-cigarette nicotine levels 

differ from those claimed on the packaging.34

•   Nicotine is toxic to developing fetuses and impairs fetal brain and 

lung development.42, 43 

•   Poisonings have resulted among users and non-users due to 

swallowing of nicotine liquid, absorption through the skin, and 

inhalation. Nationally, e-cigarette exposure calls to poison centers 

increased from one per month in September 2010 to 215 per 

month in February 2014, and over half of those calls were regarding 

children ages 5 and under.44

•   Because the adolescent brain is still developing, nicotine use during 

adolescence can disrupt the formation of brain circuits that control 

attention, learning and susceptibility to addiction.43

•   Short term use of e-cigarettes has been shown to impair lung 

function, resulting in difficulty breathing.45
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Secondhand Aerosol

E-cigarette aerosol is not harmless “water vapor” and is not as safe as 
clean air. 46

•   E-cigarettes generally emit lower levels of dangerous toxins 

than combusted cigarettes.47 However, in addition to nicotine, 

e-cigarette aerosols can contain propylene glycol, glycerin, 
flavorings, heavy metals, ultrafine particulate, and cancer-
causing agents like acrolein.48 The long-term effects of exposure 

to these substances, even at low concentrations, are unknown.49

• Some e-cigarette manufacturers claim that the use of propylene 

glycol, glycerin, and food flavorings is safe because they meet the FDA 

definition of “Generally Recognized as Safe” (GRAS). However, GRAS 

status applies to additives for use in foods, NOT for inhalation. The 

health effects of inhaling these substances are currently unknown. 

Clean Indoor Air Policies

It is imperative that comprehensive smokefree workplace policies, 
as well as smokefree homes and vehicles, include protection against 
secondhand e-cigarette aerosol. 

• E-cigarette emissions are not toxin-free and a case can be made that 

the public should be protected from secondhand aerosol.48, 50

• Prohibitions on e-cigarette use in indoor areas where conventional 

smoking is not allowed could:46

  1.  Preserve clean indoor air standards and protect bystanders 

from exposure to secondhand e-cigarette aerosol.46

  2. Support tobacco-free norms.46

• Communities have come to expect clean indoor air. E-cigarette 

use threatens this standard and makes enforcement confusing.

• Instead of comparing aerosol from e-cigarettes to secondhand 

smoke, we should be comparing it to clean air.
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Cessation

E-cigarettes are not approved by the FDA for smoking cessation and 
currently the evidence is insufficient to conclude that e-cigarettes are 
effective for smoking cessation.34, 51

•    Seven medicines are approved by the FDA for smoking 

cessation, and are proven safe and effective when used as 

directed. The effectiveness of such FDA-approved medications 

are enhanced when used in combination with counseling 

support programs, such as those held in local health services or 

through a quitline.51, 52

•   Tobacco and e-cigarette users can access FREE quitting help 

and FDA-approved nicotine replacement therapy (NRT) by calling 

Alaska’s Tobacco Quit Line at 1-800-QUIT NOW (1-800-784-

8669) or logging on to alaskaquitline.com.  

Impact on Youth/Youth Initiation

The prevalence of e-cigarette use is higher among Alaska high 
school youth than adults. Youth e-cigarette use may increase 
nicotine addiction among young people and may lead kids to try 
other tobacco products. 

•   The high rate of e-cigarette use is a cause for concern since 

nicotine is a highly addictive substance and may have harmful 

effects on developing adolescent brains.42, 53, 54 

•   New data are showing that e-cigarettes have the potential to addict 

youth to nicotine and increase their uptake of tobacco products.55

•   In 2015, 18 percent of Alaska high school students use 

e-cigs compared to 11 percent of Alaska teens who currently 

smoke cigarettes.36

•   In 2015, 34 percent of Alaska Hispanic high school students 

currently use e-cigarettes, compared to 18 percent in non-Hispanic 

white students.36

•   Nationally, the use of e-cigarettes among youth more than tripled 
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from 4.5 percent in 2013 to 13.4 percent in 2014.54

•   Nationally, more youth reported using e-cigarettes than 

conventional tobacco products.54

Unrestricted Marketing

E-cigarette advertising is unrestricted. Marketing tactics mirror 
strategies used in the past by tobacco companies, which are no 
longer allowed because of its appeal to youth.

•    Although the advertisement of cigarettes has been banned from 

television in the United States since 1971, e-cigarettes are now 

marketed on television and other mainstream media channels.56

•    E-cigarettes are aggressively marketed using similar tactics as 

those proven to lead to youth cigarette smoking. Tactics include: 

candy-flavored products; youth-resonant themes such as 

rebellion, glamour, and sex; celebrity endorsements; and sports 

and music sponsorships.57, 58

•    In a randomized controlled trial, adolescents who viewed 

e-cigarette TV advertisements reported a significantly greater 

likelihood of future e-cigarette use compared with the control 

group. They were also more likely to agree that e-cigarettes can 

be used in places where smoking is not allowed.59

•    Spending on advertising of e-cigarettes tripled each year from 

2011 ($6 million) to 2013 ($82 million). Sales of e-cigarettes also 

increased dramatically over a similar period.57, 60, 61

•    E-cigarette marketing has included unproven claims of safety and 

use for smoking cessation, and statements that they are exempt 

from clean air policies that restrict smoking.42

•    These messages could undermine clean indoor air standards, 

smokefree policy enforcement, and tobacco-free social norms.46

•    Visual depictions of e-cigarette use in advertisements may 

serve as smoking cues to smokers and former smokers, 

increasing the urge to smoke and undermining efforts to quit 

or abstain from smoking.62
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