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Abstract

NYC RxStat, the United States’ first public health and public safety partnership aiming to reduce 

overdose deaths, began in 2012 and established a national model for cross-sector partnerships. 

The partnership aimed to integrate data-driven policing with actionable public health interventions 

and surveillance to develop and implement cross-sector overdose responses. With federal support, 

jurisdictions nationally have implemented public health and public safety partnerships modeled 

on RxStat. To inform partnership replication efforts, we conducted a stakeholder evaluation of 

RxStat. We conducted in-depth, semi-structured interviews with 25 current and former RxStat 

stakeholders. Interviews probed stakeholder perceptions of RxStat’s successes, challenges, and 

opportunities for growth. Interview data were iteratively coded and thematically analyzed. 

Stakeholders reported certainty about the need for cross-sector collaboration and described 

cross-disciplinary tensions, challenges to collaboration and implementation, and opportunities 

for partnership optimization and growth. Findings informed 12 strategies to improve RxStat and 

partnerships in its model, organized into three opportunity areas: (1) ensure stakeholder and 

agency accountability; (2) build secure and mutually beneficial data systems; and (3) structure 

partnerships to facilitate equitable collaboration. Cross-sector partnerships offer a promising 

strategy to integrate the public health and safety sectors, but disciplinary tensions in approach 

may hamper implementation. Findings can inform efforts to implement and scale cross-sector 

partnerships.
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1. Introduction

Overdose deaths in New York City (NYC) more than tripled between 2000 and 2021, 

(Askari et al., 2023) mirroring the epidemic across the United States (US) (Spencer et 

al., 2022). Since 2014–2015, fentanyl, a highly potent synthetic opioid, has driven the 

increases in overdose death nationally and in NYC, (Colon-Berezin et al., 2019) with 

precipitous increases among Black and Latinx populations (Allen et al., 2019; Wilson et 

al., 2020). Likewise, the COVID-19 pandemic compounded the harms of the overdose 

epidemic and accelerated mortality (Cartus et al., 2022). Recent increases in stimulant- and 

fentanyl-involved overdose deaths in the time during and since the COVID-19 pandemic 

have led some researchers to identify a “fourth wave” of the overdose epidemic centered 

on polysubstance overdose (Ciccarone & Shoptaw, 2022). In 2021, 2668 New Yorkers died 

from overdose, the highest number since records began in 2000, and a 27% increase from 

2020 (Askari et al., 2023).

Since 2012, overdose prevention has been a cornerstone of NYC’s health and safety 

policy (Office of the Mayor of the City of New York, 2017). Local-level initiatives have 

included: expanded naloxone distribution in community, pharmacy, harm reduction, law 

enforcement, and social service settings (Dolatshahi et al., 2019); access to low-threshold 

buprenorphine treatment for opioid use disorder (Kaplan-Dobbs et al., 2021); targeted public 

awareness regarding the risks of fentanyl (Allen et al., 2020); and enhanced investigation 

and enforcement of overdose scenes (Goodman, 2018). In addition to programmatic 

interventions, in 2012 NYC established the NYC RxStat initiative (referred to hereafter 

as RxStat), the US’s first public health and public safety partnership (PHPSP) implemented 

as a key strategy to reduce overdose deaths (Heller et al., 2014).

1.1. NYC RxStat: a national model public health and public safety partnership

While primarily a local-level strategy, RxStat engages and leverages the capacities of 

state and federal authorities in addition to local government agencies. As a partnership, 

RxStat aims to integrate data-driven policing with actionable public health interventions 

and data (Heller et al., 2014). With respect to the analysis of disparate data sources and 

implementation of collaborative programming, RxStat aimed to adhere to a public health 

framework, with interventions focused at the population level and analyses conducted using 

epidemiologic methods (Heller et al., 2014). RxStat was formed and convenes voluntarily; 

the group is not guided by a policy or legislative mandate, nor is membership and attendance 

mandated within agencies. As an intervention, RxStat has not remained static, but has 

evolved alongside the overdose epidemic (Table 1).

The partnership was founded as an intergovernmental data-sharing vehicle and part of the 

Bloomberg Administration’s Mayoral Task Force on Prescription Painkiller Abuse. After the 

2013 mayoral transition to the de Blasio Administration, Task Force members voluntarily 
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formalized into the NYC RxStat Workgroup and continued to meet monthly under the joint 

leadership of the NYC Department of Health and Mental Hygiene (DOHMH) and New 

York/New Jersey High Intensity Drug Trafficking Area (NY/NJ HIDTA). To focus cross-

sector response and coordination, the partnership expanded in 2016 to include the NYC 

RxStat Operations Group, which convened quarterly overdose fatality reviews to identify 

cross-agency touchpoints and service gaps. As of December 2021, RxStat comprised 38 

local, state, and federal member agencies (Table A1).

Since RxStat’s inception, it has received support from the Office of National Drug Control 

Policy (ONDCP) and Bureau of Justice Assistance (BJA) (High Intensity Drug Trafficking 

Area Program, 2020). The Centers for Disease Control and Prevention (CDC) has elevated 

RxStat as the template for jurisdictions seeking to integrate overdose response across the 

health and safety sectors (Centers for Disease Control and Prevention, 2022). To scale 

the RxStat model, the CDC Foundation developed a public health and safety toolkit to 

guide state and local PHPSP implementation (Rubel & Roe, 2022). Likewise, through 

its Overdose Data to Action (OD2A) program, the CDC has made substantial national 

investments in PHPSPs, recognizing their potential to address the overdose epidemic by 

bridging knowledge, data, and service gaps (Centers for Disease Control and Prevention, 

2022).

1.2. Defining public health and public safety

Given the differences in approach between public health and public safety, a shared 

understanding of the sectors is necessary to structure responses. Public health, as 

conventionally defined, is the practice of protecting and improving the health of a given 

population (El-Sayed, 2016). An expansive definition may include public functions that 

touch social determinants of health—e.g., housing and homeless services, public space and 

recreation, and social benefits and food access services—in addition to the healthcare sector. 

Interventions often are guided by epidemiology, the science of population patterns of disease 

(Windle et al., 2019). The size of the population notwithstanding, a public health approach 

prioritizes population-level prevention, education, and service delivery over individually 

focused approaches.

Public safety, as conventionally defined, is the practice of protecting against threats to the 

wellbeing of individuals and communities (Friedman, 2022). Public safety includes law 

enforcement and criminal justice authorities, as well as non-enforcement first responders 

such as emergency medical services and fire response. Public safety actors inform 

interventions using both case-level intelligence and population-level trends in crime and 

enforcement. Public safety interventions generally are executed at the individual level and 

prioritize enforcement, service linkage, and emergency response over preventive approaches.

Given the operational differences between public health and safety, US drug policy 

traditionally has occurred in parallel with little integration or collaboration (Saloner et al., 

2018). Some researchers have identified areas of overlap and collaboration, (Shepherd & 

Sumner, 2017) which share the goals to promote public wellbeing and reduce overdose 

deaths. Others have suggested that such partnerships may have unintended consequences 

with respect to increased criminalization of overdose and residual negative impacts on health 
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(Allen et al., 2021). As such, the integration of health and safety for overdose response 

remains a policy experiment.

Despite the innovation of RxStat and national proliferation of PHPSPs, however, no prior 

research has assessed PHPSP implementation in any jurisdiction. To fill this gap and inform 

national replication efforts, we conducted a qualitative stakeholder evaluation of RxStat to 

identify successes, challenges, and opportunities for growth. Ours is the first empirical study 

of a PHPSP in the US and reports on RxStat, the US’s first and national model PHPSP.

2. Methods

2.1. Design and sample

This study probed the experiences and perspectives of RxStat members across agencies, 

disciplines, and levels of government. Between April and November 2021, in-depth 

interviews were conducted with 25 current and former RxStat members. At the time the 

study was conducted, 38 agencies participated in RxStat. Stakeholders were purposively 

sampled based on their involvement in RxStat (i.e., leadership roles and attendance 

frequency), the level of government with which they were affiliated as part of RxStat (i.e., 

local, state, or federal), and the discipline of the agency with which they were affiliated 

(i.e., public health, public safety, social and human services, or clinical medicine) (Patton, 

2002). Potential stakeholders were solicited by email and provided a short description of the 

evaluation’s aims and purpose. We contacted 31 stakeholders, and 25 agreed to participate, 

yielding an 81% response rate. Stakeholders received no compensation for their time and 

are identified only by professional discipline. All study procedures were approved by the 

[BLINDED] Institutional Review Board.

2.2. Data collection and analysis

Interviews were semi-structured and captured the following domains: perceptions of 

RxStat, including its purpose and goals; policy and programmatic successes of RxStat, 

including agency-level, policy, and interpersonal outcomes; challenges to cross-disciplinary 

engagement, including strategies to overcome areas of tension; and the use of data 

across sectors, including issues of data sharing, data access, and data interpretation and 

communication. The interview guide was developed as part of a review of the literature on 

public health and public safety partnerships, as well as gray literature specific to RxStat and 

PHPSPs.

Interviews ranged from 23 to 91 min in duration (mean=57 min) and were conducted 

via telephone or Zoom by the second author. Verbal informed consent was obtained prior 

to every interview, and interviews were audio recorded and professionally transcribed for 

analysis. Transcripts were analyzed using a thematic approach, with a codebook developed 

a priori by the first and second authors, organized around the interview guide, and 

iteratively modified throughout the data analysis (Guest et al., 2011). All transcripts were 

coded independently by the authors, with discrepancies resolved through consensus. Major 

emergent themes were identified, with sub-themes extrapolated and organized to generate a 

coherent thematic landscape.
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2.3. Author positionality

Both authors are current academic professionals with prior experience in the applied public 

health sector related to substance use and overdose prevention. The second author also 

is a clinical mental health professional with expertise in the treatment of substance use 

disorders. The first author is an epidemiologist by training, with expertise in population-level 

interventions to prevent overdose deaths; the second author is a clinical psychologist by 

training, with expertise in individual-level interventions to treat substance use disorders. At 

the time this evaluation was conducted, neither author was employed by nor maintained 

affiliation with any RxStat member agency.

3. Results

3.1. Stakeholder characteristics

A total of 25 stakeholders participated in this evaluation (Table 2). Ten (40.0%) individuals 

identified their professional discipline as public health; 9 (36.0%) as public safety; 3 

(12.0%) as social and human services; and 2 (8.0%) as clinical medicine. One (4.0%) self-

identified as a drug policy analyst. Most respondents (n = 16; 64.0%) were current RxStat 

members, with a median involvement of 5.5 years (range=2–10 years). All respondents had 

attended the NYC RxStat Workgroup (n = 25; 100.0%), and nearly all had attended the NYC 

RxStat Operations Group (n = 20; 80.0%). Most (n = 22; 88.0%) held leadership positions at 

their respective agencies at the time of their involvement in RxStat.

3.2. Partnership purpose, goals, and outcomes

Stakeholders expressed near unanimous consensus about the overarching goal of RxStat, 

referred to by many as its “North Star”: to reduce overdose deaths in NYC. Likewise, 

there was broad consensus that engagement of multiple sectors was necessary to reach this 

common goal. Several respondents discussed the political benefit of maintaining focus on a 

broad and high-level goal, strategically selected to bring stakeholders from divergent, even 

oppositional, sectors together into the same room.

“Number one, it was to reduce deaths. That’s it. Full stop, reduce deaths. 

There might have been some sub-goals like increase awareness, the dangers of 

prescription drugs, get people to stop abusing prescription drugs generally. But the 

overarching goal was to reduce deaths.”Stakeholder E (public health)

“The goal was to reduce deaths. So, any way that we could impact that was our 

mission, and it didn’t make a difference what our philosophy was.”Stakeholder H 

(public safety)

Stakeholders described this ideological agnosticism as a tool to overcome cross-disciplinary 

tensions in NYC’s intergovernmental ecosystem, within which agencies were generally 

unaccustomed to collaboration. Despite a shared overarching goal, however, some 

respondents expressed reservations about the ability of RxStat to meaningfully impact 

population-level overdose mortality. Several stakeholders noted that overdose deaths in NYC 

had increased substantially since RxStat’s inception, with widening disparities by race and 
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socioeconomic status. As such, stakeholders remained divided on the overall success of 

RxStat.

“If you look at the purpose, then we’re not succeeding, right? If you look at our 

background purpose of, you know, reducing overdose fatalities in the city, we’re 

looking at 2020 being the worst year ever on record. And so, you know, by that 

measure, somebody might say we’re failing miserably.”Stakeholder M (clinical 

medicine)

Other respondents framed RxStat’s goal as a moving target, with overdose mortality 

reduction as the primary, but not exclusive, goal. Secondary goals were described in three 

terms: agency-level policy and practice changes; relationship building across agencies; and 

individual and institutional attitudinal and cultural changes (Table 3). Several respondents 

spoke of the success of RxStat as an education and anti-stigma vehicle, identifying value in 

changing the culture of drug policymaking. These benefits were characterized as intangible 

but highly valuable. Culture change, such as the use of person-centered language (e.g., 

“person who uses drugs,” rather than “drug user” or “drug addict”) in conversation and 

agency communications, as well as an increased acceptance of evidence-based treatment 

modalities like opioid agonist therapy, were attributed primarily to information transferred 

from public health professionals to public safety professionals.

“We’ve all opened up our minds more. I’ve come to understand [medications for 

addiction treatment (MAT) from public health’s] perspective, whereas a public 

health strategy when you have people dying in record numbers, abstinence is not 

something that you can really implement on. Like you can’t scale up abstinence, 

you know what I mean?”Stakeholder V (public safety)

Several individuals also found RxStat a beneficial networking opportunity with respect to 

their own careers. Networking across agencies at a relatively high level helped several 

respondents more efficiently navigate the complexity of NYC government, both personally 

and for their staff and/or colleagues within their home agency.

“We have more mutual resources in the sense of when there are problems, we can 

figure out a way of finding someone who might be able to answer some of these 

questions. So maybe it’s sort of opening up doors. But that’s also networking isn’t 

it? That’s what RxStat gives you, an opportunity to network.”Stakeholder B (public 

health)

For several stakeholders, these secondary successes were insufficient without measurable 

reductions to overdose mortality. Some viewed the ability for interpersonal or attitudinal 

changes to meaningfully translate to drug policy reform with skepticism. Such skepticism 

notably was expressed more consistently among public health, social and human services, 

and clinical medicine professionals, with public safety stakeholders more optimistic about 

the transformative potential of the partnership.

“There were some small changes in the language that people used. Maybe 

more openness to, you know, buprenorphine or methadone, a little bit better 

understanding of harm reduction. But in the end, I’m not sure. Nothing changed. 
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And so [public safety has] a different rhetoric now, but their behavior is quite the 

same.”Stakeholder Q (public health)

Disciplinary tension and trust building across sectors—Stakeholder perspectives 

diverged with respect to the ability of all participating disciplines to meaningfully reduce 

overdose deaths. Several respondents, however, had no reservations about the compatibility 

of public health and public safety. These individuals generally asserted that the two sectors 

each held pieces of the strategy to reduce overdose deaths from which the other party could 

benefit.

“Not only are [public health and public safety] compatible, they’re necessary for 

that type of work to happen. If you stay in your corner and you try to solve a 

problem like this, you’re never going to be able to solve it alone.”Stakeholder F 

(public health)

In contrast, other stakeholders expressed reservations about the capacity of the two 

disciplines to collaborate. Several of these individuals framed RxStat as an opportunity 

for representatives from divergent disciplines to educate one another on the perspectives 

they held toward drug policy, including from places of respectful disagreement. These 

individuals believed that such education in and of itself was worthwhile, regardless of 

RxStat’s adherence to the overarching outcome of reducing overdose deaths.

“I think educating each other has been a cornerstone. Even when we’re not 

working towards a common goal, one of the key components, I think, of RxStat, 

is educating each other, just in even the discussions at the break or discussions 

beforehand.”Stakeholder U (public safety)

Further, several stakeholders from public safety expressed a perceived need to justify public 

safety approaches and methods to colleagues in public health. These individuals perceived 

their colleagues to believe that the public health approach to overdose prevention was the 

preferred or correct approach, while the public safety approach was, at best, anachronistic 

or, at worst, harmful. These public safety stakeholders were adamant that public safety’s 

contributions to drug policy were inherently valuable and need not conform wholly to a 

public health model.

“I think [public health], it’s in their DNA to not like coercion at all. And that’s how 

they see law enforcement. It’s all about coercion. It’s a fundamental way of seeing 

the world. Is there any role at all for law enforcement in public health issues? I 

think that many of the people from [public health] would just like law enforcement 

to go away and let them take care of educating the world.”Stakeholder O (public 

safety)

Similar perceptions of public safety approaches, although not unanimous among 

stakeholders, were voiced by several public health representatives. These individuals 

expressed uncertainty regarding the value that public safety—specifically, law enforcement

—had to offer contemporary drug policy. Moreover, they identified this tension as a 

barrier to productive policymaking, despite the ideologically agnostic nature of RxStat’s 

overarching goal.
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“The difference was existential. You know, there was this sort of sense that you 

could feel among the public safety people that there was an awareness, ‘The public 

health people think we shouldn’t exist at all. The public health people feel like we 

have no role in this conversation at all.’. I’d say it’s really true, among some of us 

on the public health side, there was really the sense that these people shouldn’t be 

in this conversation at all.”Stakeholder W (public health)

Other stakeholders identified that RxStat’s ideological agnosticism was at odds with its 

public health approach to drug policy. That is, these individuals expressed that, should 

RxStat take a population health approach, strategies aligned with that approach necessarily 

should be prioritized. Some stakeholders, however, reported an inability to directly critique 

the approaches of other sectors, as mutual respect and collegiality were critical to convening 

and sustaining RxStat.

“My experiences with law enforcement are that it’s a very emotional topic. It’s like, 

‘How do you feel? What do you think or feel works, Officer Smith?’ Instead of 

being like, ‘We have evidence that that doesn’t work. I don’t care how you feel 

about it. It doesn’t work.’ And I think that that was really hard—no one in that 

room would ever say that.”Stakeholder C (clinical medicine)

Finally, several stakeholders noted that tensions between disciplines arose as part of 

perceived power differentials within NYC government. These were expressed in terms 

both material (e.g., financial support for agencies and sectors) and political (e.g., agency 

influence within the NYC government hierarchy). While public health’s expertise in both 

data and subject matter were seen to be respected, that respect may not have necessarily 

translated to power in policymaking.

“I think the fundamental view of the public health folks is law enforcement should 

just lay back and let us do our job. But you know, what do you have to show for 

your approach? And then [public health] says, ‘Well we don’t have any resources. 

Give us half your budget and we’ll be able to do whatever.’ And I just don’t know if 

that’s true. I don’t know if that’s what it’s about.”Stakeholder O (public safety)

Some stakeholders identified that these power differentials influenced the feasibility of 

potential outcomes for RxStat. In the context of the tangible outcomes attributed to 

RxStat, these observations highlight that the policy choices that stakeholders made were 

not ideologically agnostic, but rather reflective of the political and budgetary context of the 

partnership and its agency composition. These stakeholders framed this as tension between 

rhetoric and practice inherent to public health policymaking.

“With such a difficult and important public health problem, [public health was] 

really insufficiently resourced. When you’re working across agencies, that becomes 

much more obvious. Even if we were sort of calling overdose a ‘public health 

problem,’ which is kind of the rhetoric, public health doesn’t have the resources to 

solve it. What ends up happening, in my opinion, is that other more well-resourced 

agencies end up using public health tactics either instead of or with much less of a 

contribution from public health.”Stakeholder K (public health)
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Finally, many stakeholders described regulatory and cultural barriers to data sharing between 

agencies. Stakeholders from public health and clinical medicine, disciplines subject to 

federal privacy regulations (e.g., HIPAA and 42 CFR Part 2), generally supported stronger 

data protections. Stakeholders from public safety, disciplines largely exempt from federal 

privacy regulations, generally viewed data protections as obstructive. A unifying theme, 

however, was that the decentralized nature of data across government, with agencies 

collecting and storing data independently from one another, was itself a barrier to timely 

data access.

“I’ve worked in a jurisdiction where their government-owned data belonged to the 

government and it was across all government agencies. And so the ‘government’ 

could pull up de-identified information across all the agencies. And so you have 

compatible definitions of different things. Everybody in New York City owns 

their own data. We don’t have an entity that’s over all of them that requires data 

sharing.”Stakeholder S (public safety)

Partnership structure and opportunities for reform—Stakeholders consistently 

identified a lack of accountability with respect to execution of RxStat cross-agency 

initiatives and described this gap as an impediment to the partnership’s transformative 

potential. Agencies operated independently from one another, and members reported to 

their own agency heads or other elected or appointed officials. As such, RxStat lacked 

a centralized accountability mechanism to track progress and move policy and program 

proposals across government. Without a central authority to which all parties report, some 

stakeholders described an adversarial culture of competition between agencies.

“It needs to be taken out of the agencies’ hands and needs to be run by the Mayor. 

If they were to come to City Hall, then it would look a lot different. Including the 

potential for camaraderie—at least cooperation from everybody around the table 

together—rather than this kind of agency against agency dynamic there now, which 

is harmful and problematic.”Stakeholder P (public health)

Additionally, several stakeholders suggested that restricting the partnership to government 

officials limited the horizon of what was discussed by excluding perspectives of the 

individuals closest to the overdose epidemic, including substance use service providers, 

policy advocates, and people who use drugs. Stakeholders detailed their recognition 

of and respect for the value of the perspectives of individuals working directly in 

communities. While the sensitive nature of information shared was raised as potential 

concern, stakeholders were generally enthusiastic and inclusive in their discussion of the 

need for additional voices.

“We need to go outside of government. I think what we need to get is hospitals, 

universities, harm reduction providers. They’re part of this community. In the 

constellation of people, they’re really vitally important. I think that particularly 

harm reduction providers would be really important. They’re the front-line people 

obviously doing the work.”Stakeholder A (public safety)

Stakeholders who had attended both the NYC RxStat Workgroup and Operations Group, 

which met in parallel, described the groups as serving different but complementary 
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functions. The Workgroup was organized as a policy laboratory—focused on data sharing, 

education, and strategy development—and the Operations Group focused on action and 

accountability—rooted in case review and service gap identification. Several stakeholders 

described the Operations Group as an informal overdose fatality review (OFR) panel—i.e., 

a cross-disciplinary case-review panel convened to review decedent contact with public 

systems and services—with data shared voluntarily by agencies through RxStat rather than 

through legislation, as is typical of OFRs. Some stakeholders found the case-based nature of 

the Operations Group an effective tool to generate agency-level change through “calling out” 

system failures for individual overdose decedents. Other stakeholders, however, described 

case reviews as a provocative thought experiment with little impact, given that the convening 

co-chairs lacked authority to compel agencies to change policies.

“There was no accountability. Everyone should go away when they see a problem 

or a problem as being put out there, go away and address it. But no one had to. 

There was no report back. As far as I know, it’s not in any minutes. In some ways, 

it’s an interesting exercise, but unless it actually changed things for people who use 

drugs, it ends up being kind of pointless.”Stakeholder B (public health)

Despite the challenges to effective partnership described by all stakeholders, very few 

individuals expressed reservations about the continuation of RxStat, its sustainability in 

NYC, or its portability to other jurisdictions. Nearly all stakeholders were supportive of 

the continued convening of RxStat and expansion to new practice domains. For many 

individuals, convening across disciplines was viewed as a success in and of itself, regardless 

of the outcomes around policy or practice.

“I would say [RxStat is] a necessary model for all cities or counties to have—on 

some level, some sort of collaboration. I think that the education that people get 

when they are all in the same room is phenomenal.”Stakeholder U (public safety)

4. Discussion

This qualitative evaluation of NYC RxStat, the US’s first public health and public safety 

partnership and a national model for local overdose strategy and response, identified cross-

disciplinary tensions, challenges to collaboration and implementation, and opportunities for 

partnership optimization and growth. As the first evaluation of any PHPSP in the US, these 

findings can inform future efforts to implement and scale PHPSPs nationally (Centers for 

Disease Control and Prevention, 2022). Stakeholders described a series of concrete strategies 

to improve the RxStat partnership, which we have organized into three opportunity areas: (1) 

ensure stakeholder and agency accountability; (2) build secure and mutually beneficial data 

systems; and (3) structure partnerships to facilitate equitable collaboration (Table 4).

4.1. Opportunity 1: Ensure stakeholder and agency accountability

Respondents noted a desire for responses across sectors to connect concretely to overdose 

mortality reduction, RxStat’s “North Star.” However, stakeholders from public health and 

public safety reported the perception that other disciplines were not tailoring strategies 

toward direct overdose reduction. To ensure that RxStat remains an evidence-based 

vehicle for overdose policy innovation, RxStat leadership and staff could inventory and 
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characterize RxStat initiatives across agencies to ensure that partnership-involved or 

-sponsored responses are evidence-based, a practice of systematic organizational assessment 

that has been executed successfully in other domains (e.g., child welfare, (US Department of 

Health and Human Services, 2017) clinical medicine, (Miake-Lye et al., 2020) and homeless 

services (Guarino et al., 2009)).

Likewise, several stakeholders suggested that the inclusion of non-governmental 

stakeholders—e.g., harm reduction service providers, drug policy advocates, and substance 

use disorder treatment providers—in RxStat could increase accountability, provide a balance 

between the potentially competing interests of public health and public safety, and maintain 

RxStat’s focus on overdose prevention (Petchel et al., 2020). Non-governmental membership 

in RxStat could mirror the successful composition of child, (Quinton, 2017) elder abuse, 

(Burnett et al., 2021) and domestic violence (Storer et al., 2013) fatality review panels in 

jurisdictions nationally.

Relatedly, no iteration of RxStat maintained or distributed meeting minutes or attendance 

logs. As such, we were unable to assess the specific topics and quality of meetings or 

track changes in engagement and follow-up as part of this study. By centralizing record 

keeping within the offices of the public health and public safety co-chairs, RxStat leadership 

would be better equipped to become a vehicle for policy change. Recording and distributing 

meeting minutes publicly also could serve as a public engagement and accountability tool, 

consistent with other interagency groups in NYC (e.g., the NYC Board of Correction (New 

York City Board of Correction, 2022)).

4.2. Opportunity 2: Build secure and mutually beneficial data systems

Data sharing was the foundational task of RxStat and remains central to the partnership. 

However, several public health stakeholders expressed reservations about the utility and 

reciprocity of interagency data sharing. Given the different data security and privacy 

standards of participating disciplines, all RxStat member agencies could adhere to a 

mutually compliant standard of data protection and de-identification to facilitate sharing 

across disciplinary norms (Schmit et al., 2019).

Furthermore, several members, particularly those without analytic expertise, desired a roster 

of available data sources and indicators to inform interventions. One strategy is to convene 

an analytic subgroup comprised of agency analysts with direct access to necessary data 

sources to procure data in advance of meetings and coordinate interagency sharing. For 

initiatives identified as RxStat programs and policies, the group could engage expert, non-

partisan analytic support from academia or the research sector to ensure that initiatives 

are rigorously evaluated, consistent with prior research identifying a desire from public 

health professionals for enhanced practitioner-evaluator engagement (van der Graaf et al., 

2017). Where available, RxStat could leverage external federal support—e.g., CDC, BJA, or 

ONDCP—for such evaluation research.

Lastly, RxStat was founded on the assumption that public health and public safety are 

natural collaborators. Stakeholders from multiple sectors, however, described divergent 

disciplinary approaches as potential roadblocks to effective collaboration. Prior researchers 
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have detailed the challenges to cross-sector collaboration, consistent with the organizational, 

material, and ideological challenges described by RxStat stakeholders (Zhu et al., 2019). 

To maximize RxStat’s collaborative potential, a thorough and forthright review of member 

agency strategic drug policy goals, tools, and capacities could be conducted as part of any 

RxStat restructuring to allow members to identify clear points of collaboration, as well as 

points of impasse, to ground meetings strategy and planning meetings in realistic areas of 

overlap and compromise (Bryson et al., 2015).

4.3. Opportunity 3: Structure NYC RxStat to facilitate equitable collaboration

Stakeholders across sectors emphasized the need for external accountability to ensure that 

policy changes were realized within and across agencies. Given that most RxStat member 

agencies are local compared to state or federal, the NYC Office of the Mayor was suggested 

as a potential central body to oversee policy implementation across NYC agencies. In the 

absence of a legislative charge, similar to most OFR panels, (Haas et al., 2019) the strategic 

use of a central authority agency could ensure that necessary changes are implemented 

uniformly across RxStat member agencies (Conroy et al., 2021).

Likewise, while some stakeholders described RxStat’s breadth as a strength, the diversity 

of expertise was perceived by others as unwieldy with respect to the execution of concrete 

tasks. To maximally leverage this diversity, some stakeholders suggested the formation of 

targeted subcommittees to move policies and programs from ideas to actions. Subcommittee 

topics could cover, for example, primary prevention strategies, work with youth and 

families, criminal justice diversion, and cross-sector data analytics, among other topics.

Stakeholders concurred that RxStat is grounded in a “public health approach,” measuring 

population-level patterns and trends and implementing population-level responses. Some 

stakeholders suggested, however, that as RxStat evolved, its implementation may have 

shifted toward a case-based model more consistent with a “public safety approach.” (Goff et 

al., 2019) An emphasis on data and commitment to evidence-based strategies under RxStat 

could help reorient the partnership as a vehicle utilizing public health methods.

Relatedly, as RxStat is fundamentally a partnership of equals, co-chairs from public 

health and public safety jointly lead the group. Some stakeholders, however, described 

intergovernmental politics as a primary factor in determining which strategies, interventions, 

and approaches were elevated over others. To defuse these politics, the inclusion of a third, 

non-governmental co-chair to represent the community-based nature of overdose prevention 

and response could ensure that RxStat remains collaborative and maximizes the strengths of 

all parties (Towe et al., 2016).

4.4. Limitations

This study has three primary limitations. First, interviews were restricted to members of 

RxStat, a single initiative in NYC. Given NYC’s unique intergovernmental architecture 

and drug policy history, findings may not generalize to PHPSPs in other jurisdictions and 

contexts. However, as PHPSPs modeled on RxStat have proliferated nationally, findings 

about RxStat are likely to provide insight for practitioners and policymakers in other 

settings.
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Second, since its inception, RxStat has taken three forms over 10 years. Given this length 

of time, it is possible that responses may be subject to recall bias for participants no longer 

involved in RxStat. However, as most stakeholders (64%) were current RxStat members 

and participation in RxStat constitutes an “elite” source of insight, (Scally et al., 2021) we 

believe the risk of recall bias to be minimal.

Third, RxStat was founded during the first wave of the overdose epidemic in 2012, a 

time during which public health prevention efforts focused on opioid analgesic-involved 

overdose deaths (Paone et al., 2015). Thus, it is possible that interviews with former 

RxStat members may not reflect the current “fourth wave” of the overdose epidemic, 

which is driven by fentanyl, stimulants, and polysubstance use (Ciccarone, 2021). However, 

given that all respondents were drug policy professionals with content expertise and that 

interviews focused the operational and intergroup dynamics of RxStat, not specific overdose 

knowledge, we believe that our findings are applicable to the current post-pandemic period 

and may inform cross-disciplinary workgroups tasked with jointly responding to other 

public health problems across injury prevention, infectious disease, and chronic disease.

4.5. Conclusions

This study, the first evaluation of any PHPSP to reduce overdose deaths, found that 

RxStat, the nation’s first and model PHPSP, faced distinct challenges to implementation, 

despite numerous successes. We detailed a series of opportunities and strategies for RxStat 

and other PHPSPs modeled on its approach to optimize collaboration across sectors and 

ensure population-level impact. Despite a lack of success along its primary goal, overdose 

mortality reduction, RxStat and other PHPSPs may serve several secondary and less tangible 

functions, such as delivering anti-stigma education and facilitating professional relationship 

development.
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Table 1

Timeline of NYC RxStat, 2012–2021.

Partnership Name Years Chairing Agencies Purpose Meeting 
Frequency

New York City Task 
Force on Prescription 
Painkiller Abuse

2012–2013 • Office of the Mayor

• DOHMH

• Cross-sector/interagency data sharing and 
dissemination

• Monthly

NYC RxStat Workgroup 2013–2021 • DOHMH

• NY/NJ HIDTA

• Cross-sector/interagency data sharing and 
dissemination

• Cross-sector/interagency thought leadership, 
education, and strategic planning

• Monthly

NYC RxStat Operations 
Group

2016–2021 • NYPD

• DOHMH

• NY/NJ HIDTA

• Cross-sector/interagency response development

• Overdose decedent case review to identify 
agency touchpoints

• Quarterly

Source: NYC RxStat internal communications provided to authors

Abbreviations: DOHMH, New York City Department of Health and Mental Hygiene; NY/NJ HIDTA, New York/New Jersey High Intensity Drug 
Trafficking Area Program; NYPD, New York City Police Department
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Table 2

NYC RxStat stakeholder characteristics.

Characteristic N (%)

Total 25 (100)

Discipline

Public health 10 (40.0)

Public safety 9 (36.0)

Social and human services 3 (12.0)

Clinical medicine 2 (8.0)

Drug policy analyst 1 (4.0)

Member status

Current 16 (64.0)

Former 9 (36.0)

Groups attended

Mayor’s Taskforce on Prescription Painkiller Abuse 8 (32.0)

NYC RxStat Workgroup 25 (100.0)

NYC RxStat Operations Group 20 (80.0)

Held position of leadership or influence in home agency

Yes 22 (88.0)

No 3 (12.0)

Years involved in NYC RxStat

Median 5.5 years

Range 2–10 years

Source: Authors’ analysis of data from interviews with NYC RxStat stakeholders.

Notes: Groups attended, not mutually exclusive; percent will not equal 100.
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Table 3

Goals and outcomes of NYC RxStat.

Priority Goal Observed Outcomes

Primary Citywide overdose 
mortality reduction

• Increase in overdose deaths in NYC since partnership formation

Secondary Agency policy change • NYPD officer equipment with naloxone

• Use of naloxone in NYC DHS homeless shelters

• Post-overdose follow-up program launched in collaboration between NYPD and NYS DOH

• Post-release referrals to MOUD treatment from NYC DOC jails, including Rikers Island

• Integration of harm reduction service referrals in NYC HRA public benefits system

Interagency 
relationship building

• Cross-agency collegiality and collaboration

• Professional networking for government professionals

Education, attitude, 
and culture change

• Use of person-centered language by stakeholders and agencies

• Increased acceptance of MOUD treatment and harm reduction strategies by public safety and social 
and human services stakeholders

Source: Authors’ analysis of data from interviews with NYC RxStat stakeholders.

Abbreviations: MOUD, medication for opioid use disorder; NYC, New York City; NYC DHS, New York City Department of Homeless Services; 
NYC DOC, New York City Department of Corrections; NYC HRA, New York City Human Resources Administration; NYPD, New York City 
Police Department; NYS DOH, New York State Department of Health.
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Table 4

Opportunities and strategies to optimize public health and public safety partnerships.

Opportunity Strategy Implementation within NYC RxStat

Ensure stakeholder and 
agency accountability

Orient programmatic responses 
across sectors alongside trends in 
overdose deaths

• Inventory current RxStat initiatives across agencies to assess to which 
participating agency collaborations are grounded in evidence for overdose 
prevention and authentically tied to the partnership’s North Star goal to 
reduce population-level overdose deaths.

Invite non-governmental 
stakeholders and advocates to join 
PHPSPs

• Include non-governmental stakeholders (e.g., harm reduction service 
providers, drug policy advocates, SUD treatment providers, and academic 
experts) to increase member agency accountability, provide balance 
between potentially competing interests across disciplines, and maintain 
focus on overdose prevention policy innovation.

Prioritize record keeping and 
written accountability mechanisms 
for members

• Centralize note taking and written follow up within the chairing 
agencies to utilize record keeping as a tool to encourage action, generate 
accountability, and build interagency and public trust.

Raise public awareness of PHPSPs 
and associated outcomes

• Produce public-facing materials (e.g., an annual report) to generate 
public good will and encourage public engagement for RxStat leadership.

Build secure and mutually 
beneficial data systems

Utilize data sharing to foster 
interagency and public trust

• Ensure that data shared across between member agencies maintains 
rigorous standards for data security and patient/individual privacy.

Inventory data sources across 
member agencies and centralize 
data sharing in an analytic 
subgroup

• Generate clear roster of data sources and indicators across RxStat 
member agencies to cultivate data as a resource for stakeholders regardless 
of individual or agency technical capacities.

Engage expert analytic support 
for rigorous program and policy 
evaluation

• Where funds available—including through leveraged external federal 
support—secure evaluation of sponsored collaborative RxStat initiatives 
from expert, nonpartisan partners in academia or the research sector.

Assess where disciplinary goals 
and strategies are shared and 
divergent

• Overcome ideological tensions across agencies by identifying areas of 
realistic overlap and compromise to build shared initiatives.

Structure partnerships 
to facilitate equitable 
collaboration

Centralize PHPSPs within an 
executive leadership body

• Utilize an external leadership body (e.g., an executive office or 
interagency and indisciplinary leadership council) to centralize authority 
and build in oversight across RxStat member agencies.

Leverage diversity of expertise 
to develop cross-sector initiatives 
through subcommittees

• Promote collaborative initiative development through small groups 
with narrow and targeted implementation goals

Commit PHPSPs to a population 
health approach to policymaking

• Prioritize population-level interventions that are scalable across 
agencies—and, consequently, across the populations served by different 
agencies—to maximize the reach of collaborative RxStat initiatives

Ground PHPSPs in strong 
leadership across sectors

• Strategically include key individuals in leadership roles to rally and 
sustain support across sectors

Source: Authors’ analysis of data from interviews with NYC RxStat stakeholders. Abbreviations: PHPSP, public health and public safety 
partnership; SUD, substance use disorder.
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Table A1

NYC RxStat member agencies.

Level of Government Agency

Local Bronx County District Attorney’s Office
Fire Department of the City of New York
Kings County District Attorney’s Office
Lyndhurst Police Department
New York City Department of Correction
New York City Department of Health and Mental Hygiene
New York City Department of Homeless Services
New York City Department of Probation
New York City Health + Hospitals, Correctional Health Services
New York City Health + Hospitals, Office of Behavioral Health
New York City Human Resources Administration
New York City Mayor’s Office of Criminal Justice
New York City Office of the Chief Medical Examiner
New York City Poison Control Center
New York City Police Department
New York County District Attorney’s Office
Office of the Mayor of the City of New York
Office of the Special Narcotics Prosecutor for the City of New York
Queens County District Attorney’s Office
Regional Medical Services Council of New York City
Richmond County District Attorney’s Office

State Nassau County Office of the Medical Examiner
New Jersey Attorney General’s Office
New Jersey Department of Health
New Jersey State Police
New York State Attorney General’s Office
New York State Department of Corrections and Community Supervision
New York State Department of Health, AIDS Institute
New York State Department of Health, Bureau of Narcotic Enforcement
New York State Executive Chamber
New York State Governor’s Office
New York State Office of Alcoholism and Substance Abuse Services
New York State Police

Federal Drug Enforcement Administration
New York/New Jersey High Intensity Drug Trafficking Area
Substance Abuse and Mental Health Services Administration
United States Attorney’s Office, Eastern District of New York
United States Attorney’s Office, Southern District of New York

Source: NYC RxStat membership list provided to authors.

Note: Membership composition current as of December 2021.

Eval Program Plann. Author manuscript; available in PMC 2023 June 01.


	Abstract
	Introduction
	NYC RxStat: a national model public health and public safety partnership
	Defining public health and public safety

	Methods
	Design and sample
	Data collection and analysis
	Author positionality

	Results
	Stakeholder characteristics
	Partnership purpose, goals, and outcomes
	Disciplinary tension and trust building across sectors
	Partnership structure and opportunities for reform


	Discussion
	Opportunity 1: Ensure stakeholder and agency accountability
	Opportunity 2: Build secure and mutually beneficial data systems
	Opportunity 3: Structure NYC RxStat to facilitate equitable collaboration
	Limitations
	Conclusions

	References
	Table 1
	Table 2
	Table 3
	Table 4
	Table A1

