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Engaging Law Enforcement in Overdose Reversal Initiatives:
Authorization and Liability for Naloxone Administration
Corey S. Davis, JD, MSPH, Derek Carr, JD, Jessica K. Southwell, MPH, and Leo Beletsky, JD, MPH

Opioid overdose is revers-

ible through the timely admin-

istration of naloxone, which has

been used by emergency med-

ical services for decades. Law

enforcement officers (LEOs)

are often the first emergency

responders to arrive at an

overdose, but they are not

typically equipped with nal-

oxone.

This is rapidly changing;

more than 220 law enforce-

ment agencies in 24 states

now carry naloxone. However,

rollout in some departments

hasbeenhamperedby concerns

regarding officer and agency

liability.

We systematically examined

the legal risk associated with

LEO naloxone administration.

LEOs can be authorized to ad-

minister naloxone through a

variety of mechanisms, and li-

ability risks related to naloxone

administration are similar to or

lower than those of other activ-

ities in which LEOs commonly

engage. (Am J Public Health.

2015;105:1530–1537. doi:10.

2105/AJPH.2015.302638)

THE NUMBER OF US LIVES

lost to opioid overdose has been
increasing for nearly 2 decades, in
an epidemic that affects people of
all ages, races, and geographic
areas.1---4 This 6-fold rise has been
driven mainly by opioid analge-
sics,5,6 although heroin-involved
deaths have recently begun to in-
crease as well.7---12 The most recent
data have shown a continued in-
crease in fatal opioid overdoses,
with painkiller-linked deaths
remaining near their highs and
heroin-related fatalities doubling
from 2010 to 2012.12,13

Fatal opioid overdose is a
solvable public health problem.
Whether caused by heroin or pre-
scription painkillers, opioid over-
dose is reversible through the
timely administration of the pre-
scription medication naloxone and,
when necessary, the provision of
ancillary emergency care.14---17

Opioids kill by depressing respira-
tion to the point that insufficient
oxygen is available to brain and other
cells, a condition termed hypoxia.18---20

Naloxone displaces opioids from
the brain receptors to which they
attach, reversing their effects and
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restoring normal respiration.15,21 It
is not a controlled substance, has
no abuse potential, and has been
used for decades to reverse opioid
overdose.14,22,23 The public health
challenge is ensuring that it is
available when and where it is
needed.

Beginning in the 1990s, com-
munity programs in several states
began distributing naloxone and
overdose rescue training to people
who use drugs and the friends and
family members of people at high
risk for overdose.24---28 As of 2010,
nearly 200 such community-based
naloxone distribution programs
were in operation, and participants
reported reversing more than
10000 overdoses.29 Initial results
from these efforts have been posi-
tive. A community naloxone distri-
bution program in Massachusetts
was associated with lower opioid
overdose death rates,16 and a sim-
ulation model demonstrated that
distributing naloxone to heroin
users for use at witnessed over-
doses is cost-effective.30

Although most early efforts to
increase access to naloxone oper-
ated without clear legal authori-
zation, many states have recently
modified law and policy to en-
courage the wider prescription,
distribution, and administration of
naloxone.31,32 By mid-2014, 25
states and the District of Columbia
had authorized the prescription
of naloxone to friends and family
members of those at risk for opioid
overdose, and 21 had enacted
legal protections for overdose by-
standers who summon help in the
event of an overdose.33 The goal
of these laws is to increase the
likelihood that naloxone will be
available when and where it is

needed and to encourage overdose
bystanders to summon emergency
responders, who in many areas
remain the only source for over-
dose rescue with naloxone.33

Paramedics have been carrying
and administering naloxone for
decades, but the first emergency
personnel to arrive at the scene of
an overdose are often not para-
medics but rather emergency
medical technicians (EMTs),
emergency medical providers with
a lower level of training than
paramedics, or law enforcement
officers (LEOs).34 Nationwide,
EMTs outnumber paramedics
approximately 3 to 1, and LEOs
are approximately 10 times more
numerous.35,36 These disparities
are typically more pronounced
in rural areas and other under-
served locations such as tribal
lands.37

Equipping EMTs and LEOs
with naloxone may therefore
reduce the amount of time be-
tween the onset of respiratory de-
pression and the administration of
naloxone.34,38 Because damage to
the brain and other organs gener-
ally increases the longer the victim
remains hypoxic, the quicker nor-
mal respiration is restored, the
better outcomes are likely to
be.16,39,40 In conjunction with le-
gal changes expanding naloxone
access to laypeople, states have
also rapidly modified laws and
regulations to grant EMTs the
authority to administer naloxone.
In 2013, only 13 states included
naloxone administration in the
EMT scope of practice38; by
September 2014, this number
had risen to 24.41

Because in many jurisdictions
LEOs are also dispatched to

overdose calls and are often the first
on scene, there has been intense
interest in equipping them with
naloxone as well. The Office of
National Drug Control Policy has
urged law enforcement agencies to
take that step, and its director has
declared that naloxone “should be
in the patrol cars of every law
enforcement professional across the
nation.”42(p1) The attorney general
of the United States recently an-
nounced plans for federal LEOs to
explore carrying naloxone, joining
the many agencies that have already
initiated the intervention and setting
the tone for those that have not.43

As of September 2014, more
than 220 law enforcement agencies
in the United States were carrying
naloxone, after a period of rapid
scale-up. One of the intervention’s
early adopters, the Quincy, Massa-
chusetts, Police Department,
launched its law enforcement over-
dose reversal program in 2010 and
has reversed more than 300 over-
doses to date.34,44 More recently,
New York State allocated $5 million
in drug forfeiture funds to pur-
chasing naloxone and funding law
enforcement overdose training,45

which has resulted in adoption of
naloxone initiatives by more than
150 law enforcement agencies in
the state, including the New York
City Police Department, in which
more than 20000 street-level per-
sonnel will carry the medication.46

Despite this enthusiastic re-
sponse from many agencies, roll-
out in some departments has been
hampered by concerns regarding
officer and agency liability, with
officials in several jurisdictions
citing liability fears as a reason for
not equipping officers with the
medication.47---49 We provide here

an overview of the current land-
scape of law enforcement nalox-
one access and the legal risk
environment associated with LEO
overdose reversal activities.50 We
conclude that LEOs can be au-
thorized to administer naloxone
through a variety of mechanisms,
and liability risks related to nal-
oxone administration to reverse
suspected opioid overdose are
similar to or lower than those of
other activities in which LEOs
commonly engage.

AUTHORIZATION

Because naloxone is a prescrip-
tion medication, it can only be
administered by a person operat-
ing under a valid prescription
order.51 Both EMS and LEO re-
sponders who administer nalox-
one typically do so under what is
termed a protocol or standing
order, whereby a medical profes-
sional who is authorized to pre-
scribe the medication empowers
authorized individuals to administer
it to a person who meets specified
criteria.17

Although most law enforce-
ment agencies that carry naloxone
are located in states that have
directly or indirectly permitted
that practice via law or regulation,
as of September 2014 LEOs in 2
states (Pennsylvania and Michigan)
administer the medication under
the authority of medical orders
issued by the local emergency
medical services agency’s medical
director (Daniel Schwartz, MD,
personal communication, August
26, 2014; Sheriff Ted Schendel,
personal communication, August
13, 2014) without any additional
authorization.
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Through a systematic legal
analysis, we identified 11 states
that have added naloxone admin-
istration to the scope of practice of
law enforcement personnel, which
explicitly permits them to admin-
ister the medication under a
standing medication order. Of
those 11, this authority has been
granted via statute in 10 (Dela-
ware, Georgia, Indiana, Louisiana,
Maine, Minnesota, Missouri, Ohio,
Oklahoma, and Wisconsin) and by
regulation in 1 (Massachusetts).
An additional 10 states in which
officers carry naloxone (California,
Illinois, Maryland, New Jersey,
New Mexico, New York, North
Carolina, Utah, Tennessee, and
Vermont) have passed laws that
permit the medication to be pre-
scribed to and administered by
a variety of individuals but do not
specifically mention law enforce-
ment. In Rhode Island, officers

carry naloxone under the author-
ity of regulations promulgated by
the state Department of Health
(Figure 1).

IMMUNITY

Using standard legal research
methods, we systematically
searched the Westlaw legal data-
base to determine whether and to
what extent naloxone administration
in the out-of-hospital setting has
been the grounds for a lawsuit. We
discovered no cases brought as a re-
sult of naloxone administration by
LEOs, which is perhaps not surpris-
ing because that practice is relatively
new. However, we also did not find
any cases regarding the prescription,
distribution, or administration of
naloxone via community distribu-
tion programs, which have been
operating for more than a decade
and have been involved in more

than 10000 reversals.29 Although
a few cases in the emergency
medical services context have in-
volved naloxone administration,
they all center on otherwise tor-
tious acts by emergency medical
services personnel rather than the
administration of the medication
itself.

Some law enforcement officials
may find these results surprising.
Surveys demonstrate that LEOs,
like physicians, consistently over-
estimate their likelihood of being
found legally liable for their on-
the-job actions.52---54 In reality,
however, the legal risk to any
person who acts in good faith to
rescue another is very low.51 In
nearly all cases, it is reduced fur-
ther when the individual involved
is an LEO acting in the course of
his or her professional duties.

As a general matter, to succeed
in a suit claiming damages

attributable to the administration of
naloxone, the aggrieved party
would be required to show that he
or she suffered an injury that was
caused by the negligence of the
person administering the medica-
tion. Such negligence can generally
be shown by proving that the ad-
ministrator acted in a way other
than how a reasonable person in
the same circumstance would have
acted.

Although LEO naloxone
administration is a relatively
new practice, the use of the medi-
cation to reverse overdose in the
prehospital setting is well estab-
lished,17,22 and the number of law
enforcement agencies adopting it
is rapidly expanding. Whether
a particular LEO’s actions were
reasonable as a legal matter would
depend on the particular circum-
stances of each situation, but the
long-standing use of naloxone for

Medical order only  
Law enforcement agencies in 
Michigan and Pennsylvania carry 
and administer naloxone under 
EMS protocol orders. 

General naloxone statute 
In these 11 states, law enforcement 
agencies carry naloxone under the 
authority of a general naloxone access 
statute or regulation. 

Explicit authorizing statute
In these 11 states, law enforcement 
agencies are explicitly authorized by 
statute or regulation to carry and 
administer naloxone. 

Note. EMS = emergency medical services.

FIGURE 1—Law enforcement naloxone administration authority as of September 2014.
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emergency overdose reversal
combined with explicit support
from both federal and state gov-
ernments strongly weighs in favor
of a determination that the general
practice of LEO naloxone admin-
istration is reasonable. Once the
administrator shows that his or
her actions were reasonable, the
plaintiff cannot prevail.51

Even if a claimant is able to
successfully argue that the adminis-
tration was unreasonable and
therefore negligent, he or she must
still show that it was the cause of
harm that the claimant suffered.55

Although no medication is without
some risk, naloxone administration
has a low risk of serious side ef-
fects.56---61 In addition, most states
permit the LEO to argue that the
actions of the person who over-
dosed must be taken into account in
assigning legal responsibility.55,62

Several additional immunities
are also available to LEOs. In
general, officers cannot be held
legally accountable for any acts or
omissions undertaken in good
faith and within the scope of their
employment.63 This broad immu-
nity stems from several sources.
First, LEOs are generally immune
from liability for civil claims aris-
ing from what are termed discre-
tionary acts or omissions.64 Dis-
cretionary acts are any in which
the LEO must exercise his or her
professional judgment by consid-
ering the specific factual circum-
stances of a situation and making
a subjective determination based
on these circumstances, as in de-
ciding whether naloxone adminis-
tration is indicated in a particular
situation.65,66

Moreover, the law in most
states either permits or requires

governmental entities to indem-
nify an officer against lawsuits
arising out of an alleged act or
omission made in the performance
of the officer’s duties.67 In these
states, an individual officer will not
be personally liable for any mon-
etary damages that might be
assessed.68 In addition, in most
instances an LEO is entitled to be
defended by an attorney either
working for or paid for by the
government or the union repre-
senting the officer.69 A recent
survey of federal civil rights claims
found that even when LEOs are
not explicitly covered by such
a law they are almost never re-
quired to personally cover lawsuit
costs, even when their conduct
was so egregious that it led to them
being disciplined, terminated, or
criminally prosecuted.70

In the same vein, LEOs would
generally not be liable for failing
to provide overdose rescue, and
equipping them with naloxone
does not, in general, expose them
to liability for failure to deploy it in
an overdose emergency. In nearly
all states, LEOs have no legal duty
to assist others, even when they are
in a position to do so.67 An LEO, of
course, may face administrative
discipline for violating the standard
operating procedures of his or her
employing agency if such proce-
dures mandate particular actions.

Other immunity may also apply
in some states. For example, all
states have enacted at least 1 law
that provides civil immunity to
good Samaritans who provide aid
in the event of an emergency.32

These laws vary from state to state,
with little consistency in the classes
of people to whom protection is
extended, whether and to what

extent training is required for their
protections to apply, and the extent
of the protection.71Although these
laws are intended to encourage
laypeople and others who would
not otherwise provide emergency
care to do so, some also extend full
or partial immunity to professional
rescuers.72,73 In some states
off-duty LEOs may be covered by
these laws to the same extent as an
ordinary citizen, and off-duty offi-
cers acting under the auspices of
a nonprofit organization or gov-
ernmental agency would likely be
covered by the federal Volunteer
Protection Act.74

These protections, particularly
when layered atop the low base-
line liability risk associated with
good-faith naloxone administra-
tion, would make it extremely dif-
ficult for a lawsuit against an LEO,
employing agency, or overarching
governmental entity to succeed.

Governmental Immunity

In general, states may be sued
only with their consent, a doctrine
known as sovereign immunity.67

Although nearly every state has
partially waived this immunity,
these waivers generally retain im-
munity for the discretionary acts
of or omissions by officers made in
good faith and within the scope of
their employment. Also, state laws
often prohibit punitive damages or
otherwise cap the amount of
money the government can be
required to pay should it lose a
suit, often to the amount covered
by insurance.62,69,75

In at least 11 states, claims
against the state are heard by
special boards on which adminis-
trative judges, appointed and
employed by the government,

have exclusive jurisdiction to hear
and determine claims.69 In many
of these states, the administrative
board’s decision can be appealed
to a traditional court only with
permission of a state agency.

At the local level, municipalities
and other political subdivisions
such as counties and towns gen-
erally enjoy similar protections as
those available to state govern-
mental entities.67 In more than
three quarters of states, the same
or substantially similar provisions
apply to both state and local gov-
ernmental entities. Illinois and
Oregon permit local government
liability only if the employees
themselves are not immune, and
West Virginia excludes localities
from immunity only if the acts
result in injury, death, or loss to
persons or property.76 Of the
remaining states, at least 8 place
monetary limits on amounts a
plaintiff can recover.

Naloxone-Specific Immunity

Laws

As of September 2014, 25
states and the District of Columbia
had enacted laws to encourage the
prescription, dispensing, and ad-
ministration of naloxone.32 Al-
though these laws have some var-
iation, most permit prescribers
acting in good faith to prescribe
the medication to people who are
likely to have the opportunity to
use it to reverse overdose and
permit those people to administer
the medication. Most also provide
all parties with immunity from
civil liability and criminal charges,
and some provide protection from
administrative charges such as
practicing medicine without a
license.33
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LEOs in 11 such states carried
naloxone as of September 2014.
Nine of these states provide civil
immunity for people who admin-
ister naloxone as long as the
person does so in good faith.
Several states add additional re-
quirements, such as that the ad-
ministrator exercise reasonable
care or act without gross negli-
gence or willful misconduct. Two
require that the administrator
have received training or relevant
information (Table 1). Although
many of these laws were aimed
mainly at increasing access
among family members, friends,
and other laypeople likely to wit-
ness an overdose, their language
is typically broad enough that
they can reasonably be read to
include LEOs.

Of the 11 states that directly
authorize LEOs to administer nal-
oxone, 7 (Delaware, Georgia,
Indiana, Louisiana, Minnesota,
Oklahoma, and Wisconsin) pro-
vide officers with civil immunity
as long as the LEO meets certain
standards. Five require that the
officer act in good faith. Georgia

law requires that the LEO act in
good faith, without gross negli-
gence or intent to harm, or as
an ordinary reasonably prudent
person would act. Indiana and
Louisiana require the absence
of gross negligence or willful
misconduct. Although the Okla-
homa law does not contain an
explicit immunity provision, it
dictates that LEOs acting as au-
thorized are covered under the
state’s broad Good Samaritan act
(Table 1).

In Delaware, the immunity ap-
plies only if the LEO has com-
pleted a training course approved
by the Department of Health,
and Wisconsin officers are pro-
vided immunity only if they act
in accordance with an agreement
entered with an ambulance
provider or physician. By con-
trast, Georgia law explicitly notes
that civil immunity applies even
if the LEO administers nalox-
one without being trained in its
use. In all cases, the immunity
granted by these laws is in addi-
tion to the immunity described
earlier.

CONCLUSIONS AND
RECOMMENDATIONS

The opioid overdose epidemic
in the United States shows no signs
of abating. Naloxone has been
used for more than 40 years to
reverse opioid overdose, and
many states and the federal gov-
ernment are acting quickly to ex-
pand access to the medication. We
conclude that LEOs can be au-
thorized to administer naloxone
through a variety of means, that
adding the administration of
naloxone to an LEO’s duties is
unlikely to meaningfully affect li-
ability risk for either officers or
agencies, and that the passage of
laws explicitly permitting LEOs to
administer naloxone in the event
of an overdose emergency greatly
increases the chances that they
will do so.

Although the expansion of nal-
oxone administration authority to
LEOs shows promise as an over-
dose reduction measure, research
is needed to identify best practices
and to determine whether LEO
naloxone programs are a good use

of scarce public resources in all
jurisdictions. In areas in which
LEOs are typically the first emer-
gency responders to arrive at an
overdose, equipping them with
naloxone can reduce time to
overdose rescue, possibly lower-
ing morbidity and mortality by
decreasing the amount of time the
victim remains in respiratory de-
pression.34 This research demon-
strates that many of the states in
which this is most likely to be the
case (generally those with large
rural regions) have not modified
state law to encourage or explicitly
permit LEOs to administer nalox-
one (Figure 1). Adoption of such
measures by those states should
be a high priority.

Although cost-effectiveness
studies on law enforcement
overdose reversal initiatives are
not yet available, the price of the
medication is relatively low, at
approximately $60 to $80 per
2-dose rescue kit—a relatively
small price when weighed against
potential reductions in fatal over-
dose and nonfatal morbidity. In
addition, law enforcement

TABLE 1—Summary of Liability Protections for Law Enforcement Naloxone Administration: September 2014

States with Explicit Authorization (n = 11) States with General Authorization (n = 11)

Protection No. (%) States No. (%) States Total (n = 22), No. (%)

Immunity provided

Civil 7 (64) DE, GA, IN, LA, MN, OK, WI 9 (82) CA, NJ, NM, NY, NC, UT, RI, TN, VT 16 (73)

Administrative/other 3 (27) DE, LA, OH 7 (64) CA, NJ, NM, NY, NC, TN, VT 10 (45)

Conditions

Must act in good faith 5 (45) DE, GA, MN, OH, OK 9 (82) CA, NJ, NM, NY, NC, UT, RI, TN, VT 14 (64)

Must have been trained or received information 2 (18) DE, WI 2 (18) CA, NJ 4 (18)

Absent gross negligence or willful/wanton misconduct 3 (27) GA, IN, LA 2 (18) TN, VTa 5 (23)

Must act reasonably 1 (9) WI 4 (36) CA, NM, NY, NC 5 (23)

aVermont also requires lack of recklessness.

1534 | Government, Law, and Public Health Practice | Peer Reviewed | Davis et al. American Journal of Public Health | August 2015, Vol 105, No. 8

GOVERNMENT, LAW, AND PUBLIC HEALTH PRACTICE



naloxone initiatives may have
benefits beyond overdose rescue.
Initial evidence has suggested that
training officers in evidence-based
public health initiatives can im-
prove their receptiveness to those
initiatives,77,78 and officers report
that participating in naloxone
programs improves public per-
ception of law enforcement and
LEOs.34

The training that accompanies
LEO naloxone initiatives may
be an opportune time to educate
officers regarding addiction and
overdose risk, possibly increas-
ing their understanding of and
support for overdose-related
public health initiatives and
strengthening relations between
LEOs and the communities they
serve. Encouraging LEOs to view
individuals suffering from over-
dose as patients in need of care
instead of criminals in need of
arrest may, in time, discourage the
use of policing policies and prac-
tices that increase the risk of
overdose and other drug-related
harms.77---80

In closing, we note that in-
creased naloxone access is by no
means the only tool to address the
epidemic of opioid overdose. LEO
naloxone initiatives should not
come at the cost of scaling up or
initiating community-based nal-
oxone programs, which have
a demonstrated record of suc-
cess,16 and should be paired with
laws that encourage bystanders to
summon emergency responders
by providing meaningful immu-
nity for those that do.32 Although
the rapidly expanding efforts to
reduce time to overdose rescue
are long overdue, they are un-
likely to have much lasting

effect in the absence of a com-
prehensive strategy to scale

up evidence-based drug treat-
ment and counseling, modify pu-

nitive drug policies, and reduce

inappropriate opioid prescribing.
The question is not whether these

interventions work, but how to

most effectively bring them to
scale as part of a comprehensive,

cross-sectoral effort to reduce the

epidemic of drug overdose. j
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The Oregon Public Health

Policy Institute (PHPI) was

designed to enhance public

health policy competencies

among state and local health

department staff. The Oregon

Health Authority funded the

College of Public Health and

Human Sciences at Oregon

State University to develop

the PHPI curriculum in 2012

and offer it to participants

from 4 state public health pro-

grams and 5 local health de-

partments in 2013.

The curriculum interspersed

short instructional sessions

on policy development, imple-

mentation, and evaluation with

longer hands-on team exer-

cises in which participants

applied these skills to policy

topics their teams had selected.

Panel discussions provided

insights from legislators and

senior Oregon health experts.

Participants reported statis-

tically significant increases in

publichealthpolicycompetencies

and high satisfaction with PHPI

overall. (Am J Public Health.

2015;105:1537–1543. doi:10.

2105/AJPH.2015.302677)

INNOVATIVE POLICY SOLU-

tions to address public health
problems are becoming increas-
ingly important, particularly be-
cause chronic diseases constitute
a growing share of the disease
burden in the United States. Public
health policies increasingly aim
to shape an environment that
encourages healthy behaviors,
such as physical activity or healthy
eating.1,2

Although traditional public
health programs often target
smaller groups, such as those
infected with or at elevated risk of
particular infectious diseases,
public health policies can influ-
ence the behavior or environment
of large populations. Such policies,
which include laws, regulations,
rules, or operational decisions
intended to improve population
health, can help jurisdictions meet
population health goals because
they work “upstream” of heath
care services and even many
traditional health promotion
programs.

The Public Health Division
(PHD) of the Oregon Health Au-
thority (OHA) is working to en-
hance the competencies of the

state and local health agencies in
Oregon to develop, implement,
and evaluate public health poli-
cies; these competencies receive
limited attention in existing degree
programs or in-service training.
The PHD funded Oregon State
University (OSU) to develop
a Public Health Policy Institute
(PHPI) tailored to the state’s in-
stitutional and political environ-
ment, and designed to train public
health professionals to address
public health problems with up-
stream policy solutions. We de-
scribe the existing public health
policy background and training
resources nationwide and in Ore-
gon, and outline the structure and
content of the PHPI curriculum.
We present the results from the
evaluation of the first offering of
PHPI and reflections on lessons for
other states.

BACKGROUND

Many prominent authors and
organizations have recently high-
lighted the importance of policies
in meeting public health goals. The
director of the Centers for Disease
Control and Prevention (CDC),

Thomas Frieden,MD,MPH, a leader
in pursuing policy approaches and
the former director of public health
in New York City, identified policy
approaches as one of the founda-
tional layers of a pyramid of public
health interventions.3 Public pol-
icy is a key to changing the envi-
ronment to make the default
option the healthy option; historic
examples include placing iodine in
salt and fluoride in water. Some
modern policies pioneered in New
York City, such as restrictions on
sugar-sweetened beverage con-
sumption, have been debated in
medical journals4 and in the
courts.5 By contrast, policies to
control tobacco use have become
increasingly common at the state
and local level, with 49% of the
US population protected by a state
or local law prohibiting smoking in
workplaces, restaurants, and
bars.6

The Institute of Medicine issued
several reports in which public
health policy was a central theme,
by laying out the role of policy in
combatting chronic disease,7

highlighting the role of public
health law in improving popula-
tion health,8 and identifying the

August 2015, Vol 105, No. 8 | American Journal of Public Health Luck et al. | Peer Reviewed | Government, Law, and Public Health Practice | 1537

GOVERNMENT, LAW, AND PUBLIC HEALTH PRACTICE


