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Executive Summary
A series of interlocking realities point to the necessity of embracing a
prevention-focused philosophy in New York State:
1. Poor health, high health care costs, and related lost productivity in New
York State (and the rest of the US) are largely driven by unhealthy
behaviors - including tobacco use, poor diet, lack of exercise, and alcohol
and other drug use. These problems are, therefore, largely preventable.
• The majority of deaths and health care costs in the US are attributable to chronic
diseases. The “Big Four” risk factors for these diseases are tobacco use, excessive
alcohol consumption, poor diet, and sedentary lifestyle.
• Alcohol use is the biggest underlying risk factor for death, disease, and disability for
young adults aged 15-49 in the U.S. It is also a major driver of expensive-to-treat
health conditions and modes of health care utilization.
• Overdose deaths by opioid analgesics and heroin have increased dramatically in
NYS since 2009. Illicit drug use is the second biggest underlying risk factor for
death, disease, and disability for U.S. young adults aged 15-49.

2. While the expansion and improvement of medical care and treatment are
valuable, only advances in prevention can deliver health and cost
outcomes that can establish a truly sustainable health care system and
maximum population health.
• Unhealthy behaviors are not simply “bad choices,” but are driven by environments
and community conditions. This calls for policies and programs which transform
these environments, allowing healthy choices to be the default.
• Preventing these problems before they occur is more effective, efficient, and
humane than intervening in a clinical setting.
• Evidence-based prevention policies and programs can address the wide range of
population health risk factors which drive many of NYS’ most tragic and expensive
health and social problems.
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3. Since population health is a foundational value, a Health in All Policies
approach to shape all New York State policies - including economic
development policies – is needed to maximize the health, well-being, and
prosperity of all New Yorkers.
• Economic development policies should not work at cross-purposes with public health.
• Prevention in NYS should be fully funded, with at least 10% of all state expenditures
on the education, health, protection, and welfare of children allocated to effective
universal, selective, and indicated interventions (policies and programs) for preventing
alcohol and other drug problems as well as other unhealthy behaviors.
• NYS needs cross-cutting prevention Communities of Practice to maximize health
behavior change across all domains.
• A Health in All Policies (HiAP) approach in NYS would best be served by the formation
of an independent Health in All Policies Review Board which conducts Health Impact
Reviews.
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Public Health is Fiscal Health
Benjamin Disraeli famously stated, “The health
of the people is really the foundation upon
which all their happiness and all their powers
as a state depend.”1 While governments by
necessity have to find balance among many
competing values, population health is a core
condition of a functioning, robust democracy.
Sadly, the United States spends far more per
citizen for health care than other industrialized
democracies, yet achieves among the worse
health outcomes.2 Advocates across the
political spectrum - despite fundamental
differences regarding methods - agree that
health care costs must be better controlled to
ensure sustainable U.S. fiscal health. At the
national level, health spending growth
continues to outpace growth of the U.S.
economy, with 17.5% of U.S. GDP devoted to
health spending.3
In NYS, growth in Medicaid spending has
slowed due to comprehensive reform efforts.4
Yet it is still a disproportionately expensive
element of the budget– with costs amounting
to $55.3 billion for 2013-14, with the State
paying $18.0 billion (or 32.5 percent) and New
York City and county governments paying $8.8
billion (or 15.9 percent). In 2015, the county
share of Medicaid consumed about 47 percent
of all county property taxes levied statewide
(outside of New York City).5
Clearly, much more work needs to be done in
order to adequately contain health care costs
in NYS, and this will require our leaders to look
beyond structural health care reforms and
case management strategies to embrace
cross-cutting population health improvement.
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And it must be cross-cutting to be effective.
Two of the three aims of the Triple Aim of
health care reform 6 – improving the individual
experience of care and reducing the per capita
costs of care – fall largely within the domain of
traditional health care systems. But the third
aim – improved population health – requires a
broader, integrated effort among government
agencies, health care and public health
practitioners, and other stakeholders.7 As the
originators of the Triple Aim concept explain:
Famously, the “actual” causes of mortality in the
United States lie in behavior that the individual
health care system addresses unreliably or not at
all, such as smoking, violence, physical inactivity,
poor nutrition, and unsafe choices.8

McClellan and Rivlin elaborate further:
Non-medical factors, such as genetics, diet,
exercise, substance abuse, pollution, are far
more important determinants of health than
health care and thus, preventing or delaying
disease can potentially contribute far more to
population wellness than curing or managing
disease after it occurs. This suggests that
successful efforts to mitigate environmental
hazards and induce healthy behaviors may have
more potential than health care reform to
improve population health and affect the health
care cost trends resulting from changes in
population health over time.9

Prevention is the science and practice of
designing and implementing evidence-based
policies and programs in order to induce
healthy behaviors. More than ever, this work is
urgently needed in NYS.
This report explains why.

Unhealthy
Behaviors

•Tobacco use
•Poor diet
•Lack of exercise
•Harmful alcohol use
•Illicit drug use
•Other addictions
•Violence
•Risky sexual
behaviors

Chronic &
Acute
Diseases &
Conditions

•Chronic disease
•Poor mental health
•Infectious disease
•Injuries (intentional
and unintentional)
•Health care
complications

Social &
Economic
Harm

•Human misery
and lost potential
•Health care costs
•Other public
spending
•Lost workforce
productivity

The Challenge of Unhealthy Behaviors

Chronic Diseases & The Big Four

The infectious disease epidemics that
devastated previous generations of Americans
– cholera,10 Spanish influenza, 11 typhoid,12
and poliomyelitis13 – are no longer the
greatest threat to our health. While outbreaks
of novel infectious disease rightfully cause
great concern - and have the potential to
cause enormous harm - the public health
burden presented by all microbial agents
combined (viral, bacterial, and amoebic)
actually account for fewer deaths than either
tobacco, poor diet/sedentary lifestyle, or
alcohol consumption as individual underlying
risk factors. 14

The New York State Department of Health
(DOH) reports that chronic diseases (including
cancer, heart disease, stroke, diabetes, and
chronic respiratory disease) are responsible
for about sixty percent of all deaths and
seventy-five percent of all health care costs in
NYS.15 Indeed, some studies have reported
that up to 83% of Medicaid costs are
attributable to chronic conditions.16
Additionally, the World Health Organization has
reported that chronic diseases (also, known as
noncommunicable diseases, or NCDs) are
largely driven by what have been termed “The
Big Four” behavioral risk factors: tobacco use,
unhealthy diet, physical inactivity, and harmful
alcohol consumption.17

Indeed, the problems most plaguing the
American health care system today are
conditions stemming from unhealthy
behaviors, and the environments which foster
those behaviors. New York State’s health and
health care problem is essentially a health
behavior problem.
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Moreover, these conditions often
disproportionately impact underserved
communities. For examples, Spees and
colleagues - in their study of the utilization of
emergency department services of low income
adults - report that “sixty-eight percent of allcause mortality in low SES conditions can be
attributed to high-risk health behaviors
(smoking, drinking alcohol, and physical
inactivity)”18
In fact, only eight percent of Americans can be
said to be maintaining consistently healthy
behaviors among all of the “Big Four” risk
domains19 (see illustration, below). While there
have been some notable successes (e.g., adult
smoking rates) 20 – these risk behaviors
continue to erode American health. Consider:
 More than half of all calories consumed in
the U.S. come from "ultra-processed"
foods.21 The added sugars from these foods
contribute to excess obesity, type 2 diabetes,
dyslipidaemia, hypertension and coronary
heart disease. 22

 Rates of physical activity among U.S. adults
have not improved (or worsened slightly,
depending on the measure) in the last few
years.23
 Progress in reducing alcohol-impaired driving
fatalities in the United States has stagnated
in recent years, with little progress since the
late 1990s. 24
Many of the health care costs in NYS are
associated with these behaviors:


NYS spends an estimated $11.8 billion
each year on obesity-related medical
expenditures – the second highest among
all states.25



Diabetes costs New York about $12 billion
a year in direct medical costs and lost
productivity for all payers, including
Medicaid. 26



Excessive alcohol consumption cost NYS
over $16.3 billion in 2010, including about
$6.9 billion costs to government.27

Only 8% of Americans meet all five of these criteria

No use of tobacco
products

Maintain body
weight within 5
lbs. of ideal

Limit alcohol consumption
to 2 or fewer drinks per day

Eat a healthy diet with
5 fruits/vegetables
most days

Exercise 30 mins.
or more most
days of the week

Data source: Academy of Lifestyle Medicine
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The Other Chronic Disease

NYS’ Alcohol & Other Drug Problem

Global leaders in public health have urged that
mental illness be treated as a chronic
disease,28 rather than as a siloed, stigmatized
problem. Major depression, for example,
enacts an enormous toll of morbidity and is
the single greatest source of disability in
NYC.29 As with other chronic diseases, mental
health problems are inextricably linked to our
most problematic unhealthy behaviors:

A recent, highly reported study from the
Proceedings of the American Academy of
Science34 uncovered a troubling trend:
increased death rates among middle-aged,
white Americans, “largely accounted for by
increasing death rates from drug and alcohol
poisonings, suicide, and chronic liver diseases
and cirrhosis.”35

 Alcohol use is a causal risk factor for
unipolar major depression, according to the
World Health Organization, 30 and
exacerbates a number of other mental
health conditions – including schizophrenia
and bipolar disorder. 31
 Cigarette smoking and depression appear
to have a reciprocal, self-perpetuating
relationship.32
 Diet and exercise “play a significant
mediating role in the development,
progression and treatment” of major
depression. 33
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This research backs up the assertion of
actress and recovery advocate Kristen
Johnston when she describes the societal
impact of addiction: “This is our epidemic.” 36
In fact, the Global Burden of Diseases, Injuries,
and Risk Factors Study 37 (GBD) brings home
just how serious America’s drug problem is.
GBD risk factor analysis (examination of the
underlying, root causes of death, disease and
disability) determined that alcohol use is the
leading risk for death, disease, and disability
for Americans ages 15-49. 38 The second
largest risk factor for that age group – close
behind alcohol - is illicit drug use.39

Alcohol: NY’s Most Destructive Drug

Developmental Effects

Alcohol is unique among the factors that we
are addressing in that it is a risk factor both for
chronic disease and for acute injuries and
social harm. While many of the harms of
smoking, poor diet, and sedentary lifestyle
generally take their toll after years of
continued behavior, excessive alcohol use can
have immediate deadly effects (alcohol
poisoning, fall-related injuries, etc.) or effects
from chronic, long-term use (cirrhosis,
cardiomyopathy, etc).

Prenatal alcohol exposure is the leading
preventable cause of birth defects and
intellectual and neurodevelopmental
disabilities. 45 In fact, the Institute of Medicine
has declared that “of all the substances of
abuse (including cocaine, heroin, and
marijuana), alcohol produces by far the most
serious neurobehavioral effects in the fetus.”46
Prevalence rates of fetal alcohol spectrum
disorders (FASD) may be as high as 2%-5%,47
and place a great burden on our educational,
juvenile justice, and criminal justice systems. 48

Some of these consequences are both tragic
and largely misunderstood by many New
Yorkers:
Alcohol-related cancers
Although many Americans are unaware of the
connection,40 alcohol consumption is a causal
risk factor for several cancers – including
those of the female breast, colorectum, liver,
stomach, head and neck.41 That list includes
some of the biggest cancer killers of New
Yorkers, both in terms of numbers of deaths
(breast, colorectal) 42 and recalcitrance (liver,
esophageal, stomach).43 Furthermore, the risk
for some of these cancers (most notably
breast cancer) increases at even light to
moderate levels of alcohol consumption.44
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Second-Hand Effects
The conception of excessive drinking as a type
of self-contained, “victimless” behavior
doesn’t comport with reality. The families,
friends, and neighbors of the excessive drinker
are often unfairly harmed by that drinking.49
These second hand effects of drinking include
violence,50 child maltreatment, 51 and poor
mental health outcomes52 among many
others.
The Wrong Direction
While the rates for deaths due to firearm injury
and HIV disease have been falling in NYS in
recent years, the age-adjusted
death rate for alcohol-induced
deaths53 has been climbing in at
the same time.54 Efforts to
deregulate alcohol control
systems in NYS in order to boost
alcohol sales55 would be likely to
contribute to the continuance –
if not an exacerbation - of that
trend over the long term.

Drilling Down on Alcohol Costs
While statistics regarding the health care costs
associated with alcohol problems may seem
broad and abstract, the costs associated with
specific outcomes can be very real – and very
expensive for health care providers and
governments. Some of these outcomes bear
directly on health care systems. For example,
the Readmissions Reduction Program (HRRP) instituted by the Affordable Care Act –
penalizes hospitals for readmissions occurring
within 30 days.56

The workforce consequences of excessive
alcohol use include:

Tables 1 & 2 (below) detail the impact of
alcohol problems on the leading causes of
rehospitalization for both medical and surgical
conditions.

 Lower morale for employees who do not
drink on the job65

Additionally, sepsis is a major concern for
hospitals and other health care domains,
costing U.S. health systems over $20 billion
annually.57 Alcohol use disorder (AUD) “is
known to complicate and exacerbate
infections and sepsis in hospitalized
patients”58 and lead to “persistent fever,
delayed resolution of symptoms, increased
rates of bacteremia, increased use of intensive
care, prolonged duration of hospital stay, and
increased cost of hospitalization for infected
patients.”59
Lost Productivity
Another largely underaddressed cost of
excessive alcohol consumption is that of lost
workforce productivity. And this is not a trivial
problem, with Frone reporting that an
estimated 15.3% of the U.S. workforce (19.2
million workers) reported workplace alcohol
use/impairment during the previous year.60 To
wit:
an estimated 1.8% (2.3 million workers) drank
before work, 7.1% (8.9 million workers) drank
during the workday (i.e., during lunch breaks,
during other breaks, or while working), 1.7% (2.1
million workers) worked under the influence of
alcohol, and 9.2% (11.6 million workers) worked
with a hangover.
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 Increased morbidity and mortality61
 Decreased worker retention62
 Increased employer health insurance costs 63
 Compromised work performance due to poor
decision-making, sleeping on the job, etc.64

 On-the-job (unintentional) injuries –
especially in agricultural and casual labor
settings 66
 Workplace violence, with extensive research
especially identifying alcohol intoxication as
a risk factor for violence against nurses and
other health care workers. 67 Risk is
increased for both employee drinking and for
those in positions requiring “contact with
individuals under the influence of alcohol.”68
 Higher rates of absenteeism69
 Presenteeism, which is defined by the
Hazelden Foundation as the condition
whereby employees are present at work, but
less productive due to family problems.70
Hazelden’s nationwide survey of employed
individuals found that 36% of employees
reported that “at least one of their coworkers
had been distracted, less productive, or
missed work because of alcohol/drug abuse
or addiction within their family.”71

Primary diagnosis at
discharge
Medical Conditions
Heart failure

% readmitted Alcohol-related complications
within 30 days (chronic & acute excessive consumption)
26.9%

Cardiomyopathy72
Early coronary calcification73
Acute myocardial injury74
Unfavorable long‐term outcomes after CPVI75
Increased risk of atrial fibrillation recurrence76
Severe mental illness (more frequent psychiatric hospitalizations,77 more
severe psychiatric symptoms,78 less stable living situations,79 fewer regular
meals and activities80)

Psychoses

24.6%

Schizophrenia (increased risk for hospitalization81 and rehospitalization,82
undermined medication compliance,83 greater symptom severity,84 more
cognitive impairment,85 greater risk of depression,86 more physical illness,87
greater risk for violent behavior,88 increased risk of premature mortality89)
Bipolar disorder (increased cognitive impairment,90 more rapid cycling and
mood episode recurrence,91 increased risk of depressive relapse in bipolar I
patients,92 increased risk of suicide,93 temporal mismatch negativity
impairments94)

22.6%

AATD-associated COPD ER Visits95
Increased frequency of exacerbations in COPDs with hypertension96
Other COPD exacerbations97

Pneumonia

20.1%

Increased risk of acquiring a pneumococcal infection,98 more severe
pneumonia,99 admitted more often to the ICU,100 require MV more often,101
more prolonged treatment regimen of IV antibiotics,102 longer hospital
stays,103

Gastrointestinal problems

19.2%

Liver cancer,104 other liver problems, colorectal cancer, stomach cancer,105
gastritis and heartburn (GERD), peptic ulcers, non-variceal upper
gastrointestinal bleeding (NVUGIB),106 pancreatitis

Chronic obstructive
pulmonary disease (COPD)
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Primary diagnosis at
discharge
Surgical Conditions
Other vascular surgery

% readmitted Alcohol-related complications
within 30 days (chronic & acute excessive consumption)
Every fifth surgery patient drinks excessively and this often

23.9% leads to poorer perioperative outcomes, including higher rates
of pneumonia and other infections107

Other hip or femur surgery

Alcoholism independently associated with increased risk of

17.9% surgical site infection108

Probable alcohol abuse/dependence significantly more
intensive-care setting readmissions109

Major bowel surgery

16.6%

Cardiac stent placement

14.5% Alcohol misuse independent risk factor for poorer postoperative

Major hip or knee surgery
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Alcohol use an independent predictor of superficial surgical site
infection, wound disruption, and prolonged length of stay110
outcomes following primary total hip and total knee
arthroplasty111

9.9%

Adverse cerebral outcomes (type ii) after coronary bypass
surgery112

Heroin and Opioid Analgesics

Other Addictions

DOH has documented the dramatic and
disturbing growth of heroin and opioid
overdose deaths in NYS during the past
few years:113

Problem/pathological gambling (PPG) has
typically been viewed a social problem, not
a public health problem. Nevertheless, a
growing body of literature has identified its
serious health consequences:

 2,175 drug-related deaths were reported in
2013, increase of 40% since 2009
 Heroin was involved in 637 (29%) of drugrelated deaths in 2013 vs. 242 (16%) in
2009
 Opioid analgesic-related deaths increased
30% from 2009 to 2013 (from 735 to 952)
 Opioid-related emergency department visits
increased 73% from 2010 to 2014

Marijuana
While marijuana may be considerably less
harmful than legal drugs like alcohol and
“hard” drugs such as heroin, 114 it is not
harmless, especially when smoked
regularly. Some of the harms engendered
by marijuana use may include
unintentional injury,115 cognitive and
behavioral problems,116 neuropsychiatric
disease, 117 pulmonary problems,118 and
cardiovascular impacts. 119
Youth marijuana use has been on the rise
in NYS, associated with decreased
perception of the harm of regular
cannabis use.120
22.00
21.00
20.00
19.00
18.00
17.00

16.00
2003 2005 2007 2009 2011 2013
Pct. of high school youth who currently used marijuana, NYS
(1 or more times during the 30 days before the survey)
data source: CDC High School Youth Risk Behavior Survey
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 PPG is strongly associated with suicidal
ideation and suicide attempts, 121 with
frequent alcohol consumption
increasing those risks. 122


Problem gamblers and their partners
faced elevated rates of depression,
anxiety, insomnia, gastro-intestinal
disorders, migraine and other stressrelated disorders.123

 PPG has also found to be associated
with poor diet, sedentary lifestyle,
obesity, and smoking.124
Furthermore, greater population-level
exposure to legal gambling (including
more types of legal gambling) appears to
increase rates of problem gambling.125
There has been vigorous controversy over
whether other compulsive behaviors
(hypersexual behavior, compulsive
overeating, etc.) technically qualify as
addictions. 126 What is beyond doubt is: 1)
these behaviors take a considerable toll
on public health;127 2) community
resources are necessary for the
prevention and treatment of - and
recovery from – these
compulsions/addictions for individuals
and their families.

Look to the Evidence
Traditional approaches to preventing
unhealthy behaviors have relied on the
premise that simple education about the
health consequences of a behavior would
necessarily lead to positive behavior
change. These educational messages are
sometimes linked to moralistic calls for
“personal responsibility.”
Decades of public health research have
established that education – in isolation –
is ineffective in changing ingrained
behavior.128 A look at the CDC’s Ten
Great Public Health Achievements in the
20th Century reveals that none of these
successes featured simple education as a
primary strategy to achieve a public health
goal.129
The most vivid example is that of tobacco,
as recounted by Tom Farley and Deborah
Cohen.130 Governments and non-profit
organizations spent many millions of
dollars from the 1960s through the 1990s
on programs devoted to educating young
people about the health risks of smoking.
The outcomes of these programs were
very disappointing. It was not until the
implementation of healthy public policy
solutions (including smoke-free buildings,
increased tobacco taxes, restrictions on
marketing, etc.) - in conjunction with
evidence-based media campaigns - that
smoking rates began to drop
considerably.131
Evidence-based prevention programs
(which beyond raising awareness of harms
described above) have also been shown to
be highly effective, with many producing
positive effects across multiple behavioral
health outcomes.132
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Similarly, reversing long-standing patterns
of unhealthy behaviors in NYS will require
a layered approached to prevention, with
healthy public policies wedded to
evidence-based school- and communitybased prevention programming (including
tailored educational efforts).

Prioritizing Prevention
Too often, prevention is treated as an
afterthought in our health and human
services systems, with meager resources
compared to the massive amounts of
time, talent and treasure devoted to
downstream interventions.
This is what the National Center on
Addiction and Substance Abuse at
Columbia University (CASA) has
characterized as “shoveling up the
wreckage.”133 Their analysis of federal and
state spending on substance use and
addiction found that 95.6 cents of every
dollar went to dealing with the
consequences of alcohol and other drug
use (health, mental health, law
enforcement, justice system, social
services, etc.) with only 1.9 cents of every
dollar going to prevention and treatment.
By contrast, spending on science-based
prevention is remarkably effective and
efficient. As Hawkins, et al., document,
numerous cost-benefit analyses have
found that “preventive interventions offer
significant cost savings over alternatives
such as incarceration or long-term
treatment.”134
The long-term cost savings brought about
by evidence-based prevention policies and
programs are especially relevant given the
almost certain ballooning of chronic
disease costs over the next decade in NYS
due to an aging population and the
prevalence of high-risk behaviors.135

Health in All Policies, not
Health in Some Policies
The concept of Health in All Policies (HiAP)
acknowledges the centrality of health to
the thriving of NYS and its citizens.
Unfortunately, NYS’ economic policies are
typically developed with little or no thought
to their health impacts.
We can identify three key concepts which
illuminate the interrelationship of
economic development and unhealthy
behaviors in NYS.
1. Legal Doesn’t Always Mean Harmless
As noted above, illicit drugs are only a
small part of the population health
problem in NYS.
As Nicholas Freudenberg clarifies:
Today, the decisions made by executives
and managers in the food, tobacco, alcohol,
pharmaceutical, firearms, automobile and
other industries have a far greater impact
on public health than the decisions of health
officials, hospital directors, and doctors.136

Whether or not we’d like to admit it, many
legally available137 but harmful products
have profound impacts on the health of
New Yorkers. Our economic development
policies need to take that into account if
we ever hope to control health care costs
and maximize the health and productivity
of our work force.
2. The Addiction Surplus
Adams and Livingstone (2015) note the
higher profitability of products/services
with addictive potential.138 This
profitability may be best illustrated by a
quote attributed to Warren Buffett:
"I'll tell you why I like the cigarette business.
It costs a penny to make. Sell it for a dollar.
It's addictive. And there's fantastic brand
loyalty."139
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Adams and Livingstone describe the
challenge in limiting the harm posed by
addictogenic industries:
Addictive consumptions generate financial
surpluses over-and-above non-addictive
consumptions because of the excessive
consumption of addicted consumers. This
add-on margin or ‘addiction surplus’
provides a powerful incentive for
beneficiaries to protect their income by
ensuring addicted consumers keep
consuming. Not only that, addiction surplus
provides the financial base that enables
producers to sponsor activities which aim
to prevent public health initiatives from
reducing consumption.140

3. Promoting Thick Value
Economist Umair Haque has made the
distinction between thin value and thick
value.141 Thick value businesses not only
produce short-term profits, but also offer
lasting, societally-enriching value. Such
enterprises can be contrasted with those
that create thin value, i.e. generate
lucrative profits, but create negative
externalities for broader society.
Haque’s prototypical example of a thin
value business is a fast-food restaurant,
which may benefit its owners and
shareholders, but also increases rates of
obesity and chronic disease. In the same
way, economic development strategies
which depend on population-level
increases in alcohol consumption are
likely to lead to greater levels of alcoholrelated problems, such as alcohol-related
cancers and reduced workforce
productivity. Such thin value economic
development strategies may appear to be
lucrative in the short-term, but ultimately
extract from rather than add value for the
majority of citizens.
Haque instead calls for a renewed,
reformed capitalism which adds
meaningful, thick value to the lives of
consumers.142

CANYS Recommendations:
1. Prioritize Prevention in NYS
NYS should make significant investments
in evidence-based, community-centered
prevention.
Specifically, over the next 10 years, NYS
should ensure that at least 10% of all
state expenditures on the education,
health, protection, and welfare of children
will be allocated to effective universal,
selective, and indicated interventions for
preventing alcohol and other drug use and
other unhealthy behaviors – in line with
the recommendation of the American
Academy of Social Work and Social
Welfare.143

2. Establish Cross-Cutting
Prevention Community of
Practice
NYS should expand on its substance usefocused communities of practice (CoPs)
and establish expanded CoPs around the
promotion of healthy behaviors.
Similar to the CoPs recommended by the
CDC for violence prevention,144 these new
CoPs would foster collaboration and
exchange to maximize prevention efforts
among a range of harmful behaviors,
including alcohol and other drug use,
problem/pathological gambling, tobacco
use, unhealthy eating, lack of exercise,
violence, and risky sexual behaviors.
These CoPs should be structurally based
in population-level, evidence-based
prevention and intervention strategies and
be supported by relevant staff from NYS
agencies including DOH, OMH, OASAS,
OPWDD, CCF, and others.
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3. Create a Health in All Policies
Review Board
NYS should follow the example of
Washington State and institute an
independent Health in All Policies Review
Board (HiAPRB) to conduct Health Impact
Reviews (HIR).
In Washington, these reviews
provide objective information on proposals
to help inform policy making, deliver
information quickly – within 10 days of
received request during legislative session,
may directly impact health or the factors
that influence health, and can be requested
for any topic including, but not limited to:
transportation, housing, education,
environment, health care, and workforce
development. Only the Governor or a state
legislator can request a HIR.145

Similar to the structuring of New York
City’s Independent Budget Office,146 the
HiAPRB should be nonpartisan, fully and
sustainably funded, and independent of
the Executive and Legislative branches in
order to minimize purely political
interference. A strict conflict-of-interest
policy should also be in place to ensure
that parties with financial interests cannot
influence the results of the reviews.147
We stand at a critical moment for NYS to
embrace a prevention strategy to
maximize public health and fiscal
responsibility.
Whether or not we adopt such a strategy
may very well determine the degree to
which New York State will have a healthy
and sustainable future.
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