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I. INTRODUCTION
On June 8, 2023, the Committee on Health, chaired by Council Member Lynn Schulman, will hold a vote on Proposed Introduction Number 96-A (Proposed Int. No. 96-A), sponsored by Council Member Justin Brannan, in relation to providing vision testing and eyeglasses to low-income individuals; Proposed Introduction Number 325-A (Proposed Int. No. 325-A), sponsored by Council Member Justin Brannan, in relation to the provision of information about emergency rooms and pediatric trauma centers; Proposed Introduction Number 814-A (Proposed Int. No. 814-A), sponsored by Council Member Shekar Krishnan, in relation to requiring a report indicating the quantities and locations of automated external defibrillators placed in public places; Proposed Introduction Number 975-A (Proposed Int. No. 975-A), sponsored by Council Member Lynn Schulman, in relation to information on free cardiopulmonary resuscitation courses available to the public; and Proposed Introduction Number 996-A (Proposed Int. No. 996-A), sponsored by Council Member Mercedes Narcisse, in relation to access to blood pressure machines. On March 30, 2023, the Committee on Health heard Introductions Numbers 96, 325, 814, 975, and 996 and received testimony from the New York City Department of Health and Mental Hygiene (DOHMH), advocates, and other interested stakeholders and members of the public.
II. BACKGROUND
a. Benefits of In-Community and Community-Based Care
Community health can be defined as the collective well-being of members within a community, neighborhood, or region. In addition to living in the same area, community members often share health characteristics, ethnicities, and socioeconomic conditions.[footnoteRef:2] For example, some low-income communities might experience high rates of obesity or diabetes due to limited availability of nutritious foods in local grocery stores, while other neighborhoods might experience higher rates of asthma or respiratory illnesses due to environmental conditions.[footnoteRef:3] Public health professionals work to identify how socioeconomic status factors, such as income level, nutrition, education, crime, and transportation resources, impact people.[footnoteRef:4] Public health experts may also determine how the community’s medical and educational resources contribute to residents’ lifestyles, and they may develop community-specific recommendations for improvements to that community’s health care infrastructure.[footnoteRef:5] [2: Tulane University, School of Public Health and Tropical Medicine, Why Community Health Is Important for Public Health, (May 21, 2020). https://publichealth.tulane.edu/blog/why-community-health-is-important-for-public-health/#:~:text=Community%20health%20programs%20improve%20access,seek%20out%20lower%20medical%20costs ]  [3:  Id.]  [4:  Id.]  [5:  Id.] 

The World Health Organization defines community health care “as environmental, social, and economic resources to sustain emotional and physical wellbeing among people in ways that advance their aspirations and satisfy their needs in their unique environment.”[footnoteRef:6] Successful community health care practices are exemplified through the availability of social supports, and health promoting services and amenities.[footnoteRef:7] These practices allow people to retain, change, and maintain their health.[footnoteRef:8] With greater access to community health care, the responsibility of health self-management can become less of a burden for the patient and the health care system.[footnoteRef:9] [6:  Self-Management Blog by COMPAR-EU, How Can Community Health Care Contribute to Self-Managing Health? (Jul. 21, 2020), https://self-management.eu/community-health-and-sm/. ]  [7:  Id.]  [8:  Id.]  [9:  Id.] 

About half of Americans suffer from chronic health conditions, such as heart disease, cancer, diabetes, stroke, and arthritis.[footnoteRef:10] In New York State, more than 40% of adults have a chronic disease.[footnoteRef:11] In 2015, 1.1 million people in New York State had at least one chronic disease, while 4.3 million people had two or more chronic diseases.[footnoteRef:12] These diseases could cost the State $107 billion in medical costs over a 15-year time period.[footnoteRef:13] Many individuals do not get proper care due to socioeconomic factors beyond their control, including the lack of in-community resources and health care providers.[footnoteRef:14] [10:  Id.]  [11:  BRFSS Brief, Participation in Chronic Disease Self-Management Education New York State Adults, 2016-2018, https://www.health.ny.gov/statistics/brfss/reports/docs/2021-13_brfss_participation_chronic_disease_self-management_education.pdf. ]  [12:  Id.]  [13:  Cost estimate for 2016-2030. Partnership to Fight Chronic Disease, What Is The Impact of Chronic Disease on New York?, https://www.fightchronicdisease.org/sites/default/files/download/PFCD_NY_FactSheet_FINAL1.pdf. ]  [14:  Supra note 1.] 

[bookmark: _Hlk130841492]More than 80% of counties across the U.S. lack proper access to the services needed to maintain health.[footnoteRef:15] Most of New York State has also been identified as community health care-deficient, and can be categorized as a health care desert.[footnoteRef:16] At least 40 community-based hospitals have closed statewide since 2003.[footnoteRef:17] Large health care systems now control more than 70% of acute hospital beds in New York State.[footnoteRef:18] Within New York City, there is deep inequity in the distribution of health care facilities. While Manhattan has 1,200 general practitioners per 100,000 residents, Queens only has 365 practitioners per 100,000 residents, and the Bronx has only 225 per 100,000.[footnoteRef:19] These average numbers in the outer boroughs are skewed upwards by higher concentrations of general practitioners in a few neighborhoods in each such borough, meaning that the distribution is uneven within boroughs. [15:  Amanda Nguyen, PhD and Sara Kim, MS, Mapping Healthcare Deserts: 80% of the Country Lacks Adequate Access to Healthcare (goodrx.com, Sep. 9, 2021), https://www.goodrx.com/healthcare-access/research/healthcare-deserts-80-percent-of-country-lacks-adequate-healthcare-access. ]  [16:  Id.]  [17:  Nick Reisman, Bill Would Address “Deserts” in Health Care Coverage, Spectrum NY1 (Mar. 4, 2021, 12:49 PM), https://www.ny1.com/nyc/all-boroughs/ny-state-of-politics/2021/03/04/bill-would-address--deserts--in-health-care-coverage. ]  [18:  Id.]  [19:  Bertrand Teirlinck, Access to Health Care in NYC: Borough Inequality + the Pandemic Effect, NYC EDC, https://edc.nyc/insights/access-to-health-care-in-nyc-borough-inequality-pandemic-effect. ] 

[image: Primary/Family Care Facilities in New York City]According to New York State Department of Health data, there are over 1,300 health care facilities in NYC.[footnoteRef:20] However, many of these are specialized centers, and only about 450 facilities offer some form of primary care, with 52% of these primary care providers in Manhattan and Brooklyn.[footnoteRef:21] Meanwhile, many parts of Queens and the Bronx are underserved by primary care facilities.[footnoteRef:22] While certain disparities are expected given population differences among areas, the absence of facilities in neighborhoods lacking proper access to affordable transit is a persistent[footnoteRef:23]issue in NYC.[footnoteRef:24] This map shows the distribution of primary care providers in NYC: [20:  Id.]  [21:  Id.]  [22:  Id.]  [23:  2020, 438 Primary/Family Care Facilities in New York City. Source: NYS State Healthcare Data, NYCEDC, MGIS 02/2020.]  [24:  Id.] 


With the swaths of NYC that do not have a primary care provider, programs exist that bring health care access to communities to reach people who might otherwise not have regular contact with the health care system. Federally qualified health centers (FQHCs) are a critical resource for low-income and uninsured New Yorkers. FQHCs are community-based organizations that provide comprehensive primary care and preventive care, including health, oral, and mental health/substance abuse services to persons of all ages, regardless of their ability to pay or health insurance status.[footnoteRef:25] Over 300 of these centers operate in the New York City area,[footnoteRef:26] with many offering linguistically- and culturally-competent care.[footnoteRef:27] [25:  CAP4Kids, Federally Qualified Health Centers, https://cap4kids.org/newyorkcity/federally-qualified-health-centers/ (updated Sep. 1, 2020).]  [26:  CareListings.com, Federally Qualified Health Centers: New York, NY, https://carelistings.com/federally-qualified-health-centers/new-york-ny. ]  [27:  See, e.g. Community Healthcare Network, About Us, https://www.chnnyc.org/about-us/. ] 

Urgent care centers can also be found in many neighborhoods, with over 100 located throughout the city.[footnoteRef:28] Urgent care centers are among the fastest growing health care options in the United States and are intended as a convenient alternative to a primary care provider to treat non-life threatening illnesses and injuries.[footnoteRef:29] Urgent care centers are not a substitute for emergency, life-threatening care.[footnoteRef:30] These centers are usually either part of a hospital facility, free-standing and owned by a physician or group of medical professionals, or chain-owned.[footnoteRef:31] Most urgent care centers are staffed by licensed physicians, registered nurses, and physician’s assistants, and most, but not all, have a physician onsite during all hours of operation.[footnoteRef:32] These centers participate in or accept many forms of insurance, but usually charge all patients for a basic visit, with additional fees for lab testing, bloodwork, X-rays, or other services.[footnoteRef:33] Depending on a person’s insurance plan and whether the center is in-network, insurance may cover a portion of these costs.[footnoteRef:34] [28:  United Hospital Fund, Convenient Care: Retail Clinics and Urgent Care Centers in New York State (Feb. 2015), https://nyhealthfoundation.org/wp-content/uploads/2017/11/united-hospital-fund-convenient-care-report.pdf. ]  [29:  New York State Office of the Attorney General Letitia James, Urgent Care Centers: How to Access Non-Emergency Health Care, https://ag.ny.gov/sites/default/files/urgent_care_centers.pdf. ]  [30:  Id.]  [31:  Id.]  [32:  Id.]  [33:  Id.]  [34:  Id.] 

Mobile care units also bring care to underserviced neighborhoods, such as those operated by NYC Health + Hospitals and Project Renewal.[footnoteRef:35] Project Renewal mobile units visit sites across NYC to provide material necessities, deliver free primary care and vaccinations, conduct HIV testing, and treat for common chronic diseases like diabetes and asthma.[footnoteRef:36] The Community Healthcare Network also operates a fleet of mobile health vans that travel throughout Manhattan and Queens and make weekly visits to schools and community organizations throughout Manhattan, Queens, the Bronx, and Brooklyn.[footnoteRef:37] [35:  NYC Health + Hospitals, Street Health Outreach & Wellness Mobile Units, https://www.nychealthandhospitals.org/street-health-outreach-wellness-mobile-units/; Project Renewal, Mobile Medical Vans, https://www.projectrenewal.org/health-mobile-medical-vans. ]  [36:  Id.]  [37:  Community Healthcare Network, Medical Mobile Van, https://www.chnnyc.org/medical-mobile-van/. ] 

With surveys finding that the healthiest neighborhoods in NYC are also some of the most expensive neighborhoods[footnoteRef:38] and that the city’s lowest-income neighborhoods are also among the least healthy areas of the city[footnoteRef:39], efforts to increase in-community access to health care in lower-income neighborhoods play a critical role in reducing health disparities along socioeconomic and racial and ethnic lines, whether by increasing the prevalence of culturally- and linguistically-competent primary care providers or community health centers, or through mobile healthcare units bringing care into historically neglected communities.[footnoteRef:40] [38:  Michael Kolomatsky, New York’s Healthiest Neighborhoods, N.Y. Times (Jan. 24, 2019), https://www.nytimes.com/2019/01/24/realestate/new-yorks-healthiest-neighborhoods.html. ]  [39:  Adam Warner, Bronx Least Healthy County in New York State, NBC News (Mar. 16, 2016, 5:17 AM), https://www.nbcnewyork.com/news/local/ny-bronx-unhealthiest-county-in-new-york-state-study-overall-health/1113817/. ]  [40:  N.Y.C. Dep’t of Health and Mental Hygiene, Health Disparities in New York City, https://www.commonwealthfund.org/sites/default/files/documents/___media_files_publications_other_2004_jul_health_disparities_in_new_york_city_karpati_disparities_pdf.pdf. ] 

b. Access to CPR Training and Medical Devices in Public Places
As discussed above, the benefits of moving healthcare closer to home and within communities in healthcare deserts are indisputable. Besides community health centers, outpatient clinics, and urgent care centers, access to self-monitoring medical devices in public places – such as blood pressure monitors – can help provide individuals with at least a general idea of their health status without having to travel or make an appointment. Similarly, access to automated external defibrillators (AEDs) and quality cardiopulmonary resuscitation (CPR) training can be lifesaving, particularly in these healthcare deserts where access to hospitals or emergency room departments may be limited.
i. AEDs
A change in the heart’s electrical activity, or “cardiac arrest,” substantially contributes to avoidable death and disability across the country.[footnoteRef:41] “Sudden cardiac arrest” refers to the sudden loss of all heart activity due to an irregular heart rhythm that causes an individual to stop breathing, become unconscious, and without immediate treatment, it can lead to death.[footnoteRef:42] Although estimates vary, an estimated 70-90% of people experiencing “out-of-hospital cardiac arrest” die before they reach a hospital, as the probability of survival decreases by 7% to 10% for every minute that a victim experiences a life-threatening, abnormal heart rhythm.[footnoteRef:43] The use of AEDs within minutes of cardiac arrest can “dramatically raise survival rates.”[footnoteRef:44] An AED is a type of computerized defibrillator that automatically analyzes the hearth rhythm in people who are experiencing cardiac arrest, and when appropriate, delivers an electrical shock to the heart to restore its normal rhythm.[footnoteRef:45] This conversion of an abnormal heart rhythm to its normal rhythm by an electrical shock is called defibrillation, which is time sensitive.[footnoteRef:46]  [41:  CENTERS FOR DISEASE CONTROL, What Evidence Supports State Laws to Enhance Public Access Defibrillation? A Policy Evidence Assessment Report. https://www.cdc.gov/dhdsp/pubs/docs/PAD_PEAR_508.pdf]  [42:  Sudden cardiac arrest - Symptoms and causes - Mayo Clinic; MAYO CLINIC, Sudden Cardiac Arrest, Symptoms and Causes, (Accessed March 23, 2023). https://www.mayoclinic.org/diseases-conditions/sudden-cardiac-arrest/symptoms-causes/syc-20350634]  [43:  UNITED STATES FOOD & DRUG ADMINISTRATION, How AEDs in Public Places Can Restart Hearts, (Updated November 17, 2022). https://www.fda.gov/consumers/consumer-updates/how-aeds-public-places-can-restart-hearts]  [44:  Supra note 1.]  [45:  Supra note 4.]  [46:  Id.] 

According to the U.S. Centers for Disease Control and Prevention’s Division for Heart Disease and Stroke Prevention, placing AEDs at public locations where cardiac arrest is likely to occur (i.e. schools, casinos, federal buildings, airports, fitness centers, churches, and workplaces) have been found to increase out-of-hospital cardiac arrests survival, improve neurological outcomes for patients, and increase rates of return of spontaneous circulation (or the resumption of a sustained heart rhythm).[footnoteRef:47] The National Academy of Medicine’s Committee on the Treatment of Cardiac Arrest recommends that states and localities develop and implement strategies to better educate the public about what cardiac arrest is, how to identify it, and how to respond to it in order to improve health outcomes.[footnoteRef:48] It cites the lack of a single AED registry as problematic, as members of the public and emergency care providers who know how to use AEDs are often unaware of the location, number, and operational status of AEDs in their area.[footnoteRef:49] [47:  CENTERS FOR DISEASE CONTROL, Public Access Defibrillation (PAD) State Law, (June 30th, 2017). https://www.cdc.gov/dhdsp/policy_resources/pad_slfs.htm#background]  [48:  NATIONAL ACADEMIES, Strategies to Improve Cardiac Arrest Survival: A Time to Act. (2015). https://nap.nationalacademies.org/catalog/21723/strategies-to-improve-cardiac-arrest-survival-a-time-to-act; ]  [49:  Id.] 

In New York State (NYS), the following facilities are required to have AEDs on site:[footnoteRef:50]  [50:  AMG, AED Requirements in New York, AED Leader, (December 27, 2020). https://www.aedleader.com/aed-requirements-in-new-york; AED Leader, New York - AED Statutes & Regulations, (Accessed March 23, 2023).  https://www.aed.com/new-york-aed-statutes-regulations. ] 

· Public schools – NYS law requires AEDs in schools, and high school health classes must offer instruction on the proper use of AEDs.
· Public institutions and buildings – NYS law requires all public buildings must have “sufficient AEDs” according to the building’s size and occupancy.
· Places of public assembly – defined as “any place where 75 or more members of the public gather indoors or 200 or more gather outdoors – must have an AED and at least one employee trained in its use.
· Health clubs – NYS law requires AEDs in gyms, and every gym and fitness center must have at least one CPR/AED-certified employee on site at all times.
· Swimming facilities – NYS law requires all public pools must have at least one AED at the ready.
· Dental offices – NYS requires all dental offices to have AEDs available and all dentists must maintain a current CPR certification.
NYS also has specific rules and regulations pertaining to AED placement.[footnoteRef:51] First, the location of the AED must be clearly noted at the entrance of the facility and signage must identify where the device can be found within the premises.[footnoteRef:52] The AED must be kept in a centralized location, and the general rule is that a trained operator should be able to access an AED within 3 minutes from wherever they are in the building.[footnoteRef:53] In 2005, the Council enacted Local Law 020, which requires the placement of AEDs in certain public places.[footnoteRef:54] And in 2018, the Council enacted Local Law 119, which requires AEDs at youth baseball and youth softball games and practices on city land leased to youth leagues.[footnoteRef:55]  [51:  AMG, AED Requirements in New York, AED Leader, (December 27, 2020). https://www.aedleader.com/aed-requirements-in-new-york]  [52:  Id.]  [53:  Id.]  [54:  LL 2005/020. Available at: https://legistar.council.nyc.gov/LegislationDetail.aspx?ID=441621&GUID=ADBB1FE0-83E7-43D6-ABC1-898048DE20ED. “Public place” means the publically accessible areas of the following places to which the public is invited or permitted: (i) public buildings maintained by the division of facilities management and construction of the department of citywide administrative services or any successor; (ii) parks under the jurisdiction of the department of parks and recreation identified pursuant to subdivision e of this section; (iii) ferry terminals owned and operated by the city of New York served by ferry boats with a passenger capacity of one thousand or more persons; (iv) nursing homes, as defined in section 2801 of the New York state public health law; (v) senior centers, which include facilities operated by the city of New York or operated by an entity that has contracted with the city to provide services to senior citizens on a regular basis, such as meals and other on-site activities; (vi) golf courses, stadia and arenas; and (vii) health clubs that are commercial establishments offering instruction, training or assistance and/or facilities for the preservation, maintenance, encouragement or development of physical fitness or well-being that have a membership of at least two hundred and fifty people, and which shall include, but not be limited to, health spas, health studios, gymnasiums, weight control studios, martial arts and self-defense schools or any other commercial establishment offering a similar course of physical training. Id.]  [55:  LL 2018/119. Available at: https://legistar.council.nyc.gov/LegislationDetail.aspx?ID=3331916&GUID=2852F7FC-7B16-4851-B513-0C9F64C1FF9F&Options=ID|Text|&Search=automated+external. ] 

When deciding on AED placement and the number of “sufficient AEDs” under NYS law, the following must be considered: (1) locations of stairways and elevators; (2) number of floors in the building; (3) any security features that may restrict access or movement within the building; (4) conspicuousness and visibility of the location; and (5) potential for accidental theft or damage.[footnoteRef:56] There are specific compliance requirements for AED maintenance.[footnoteRef:57] Lastly, NYS Public Health Law Section 3000-a makes it clear that in the event that defibrillation is administered by an “untrained bystander” (which is often the case with out-of-hospital cardiac arrests), the person administering treatment is protected from liability.[footnoteRef:58] [56:  Id.]  [57:  Id.]  [58:  Id. NY Pub Health Law § 3000-a. As long as the bystander’s intention was to save the patient’s life, the bystander will not be held responsible if the attempt is unsuccessful. However, this protection pertains only to untrained users and users who recently completed basic AED and CPR training, and does not protect trained professionals who are responding in a professional capacity as part of their job or profession. Id.] 

ii. Free CPR Courses
After Buffalo Bills player Damar Hamlin experienced sudden cardiac arrest on January 2, 2023, during a “Monday Night Football” game, the American Heart Association has seen a 620% increase nationwide in visits to its Hands-Only CPR education resources.[footnoteRef:59] Following Hamlin’s collapse, he was immediately provided with lifesaving emergency care – including 9 minutes of CPR – and due to this response by medical staff, Hamlin regained a pulse and survived.[footnoteRef:60] Cardiopulmonary resuscitation, or CPR, is an emergency procedure that can help save a person’s life if their breathing or heart stops.[footnoteRef:61] During cardiac arrest, the heart stops pumping blood to the rest of the body, including the brain and lungs. CPR uses chest compressions to mimic how the heart pumps and to help keep blood flowing throughout the body.[footnoteRef:62]  [59:  Scott Scanlon, 'What happened to Damar was a reminder': CPR training in demand since Hamlin collapse, The Buffalo News, (March 21, 2023). https://buffalonews.com/news/local/what-happened-to-damar-was-a-reminder-cpr-training-in-demand-since-hamlin-collapse/article_a4193d98-c4ea-11ed-851d-7b0105b3daab.html]  [60:  Meredith Cash, A complete timeline of Damar Hamlin’s collapse and the latest on the Buffalo Bills safety’s health, Insider (Jan. 6, 2023). https://www.insider.com/buffalo-bills-safety-damar-hamlin-a-complete-timeline-of-the-nfl-incident-and-health-updates-2023-1. ]  [61:  CENTERS FOR DISEASE CONTROL, Three Things You May Not Know About CPR, (Updated October 22, 2021). https://www.cdc.gov/heartdisease/cpr.htm. ]  [62:  Id. It should be noted that “cardiac arrest” is different from a heart attack. A heart attack occurs when blood flow to the heart is blocked. A person having a heart attack is still talking and breathing, and does not need CPR. However, heart attacks increase the risk of cardiac arrest.] 

If CPR is performed in the first few minutes of cardiac arrest, it can double or triple a persons’ chance of survival.[footnoteRef:63] However, according to the American Heart Association, individuals in low-income, Black, and Hispanic neighborhoods are less likely to receive CPR from bystanders than those in high-income white neighborhoods.[footnoteRef:64] And women may also be less likely to receive CPR if they experience cardiac arrest in a public place.[footnoteRef:65] To perform CPR, a person does not need special certification or formal training, but does need education.[footnoteRef:66] Typically, there are 3 steps to follow if you see someone in cardiac arrest: (1) call 9-1-1 or instruct a bystander to, (2) give CPR by pushing down hard and fast in the center of the chest at a rate of 100 to 120 pushes a minute, making sure to let the chest rise up to its normal position after each push, and (3) continue giving CPR until medical professionals arrive or until a person with formal CPR training can take over.[footnoteRef:67]  [63:  Id.]  [64:  AMERICAN HEART ASSOCIATION, Who gets CPR from bystanders? Depends if it’s a man or woman, (November 12th, 2017). https://news.heart.org/gets-cpr-bystanders-depends-man-woman/ ; Connie W. Tsao  et al. Heart Disease and Stroke Statistics—2023 Update: A Report From the American Heart Association, AHA Journal, ( January 25, 2023). https://www.ahajournals.org/doi/10.1161/CIR.0000000000001123. ]  [65:  Connie W. Tsao  et al. Heart Disease and Stroke Statistics—2023 Update: A Report From the American Heart Association, AHA Journal, ( January 25, 2023). https://www.ahajournals.org/doi/10.1161/CIR.0000000000001123. ]  [66:  Supra note 19.]  [67:  Id.] 

In New York City, the NYC Fire Department (FDNY) provides free, hands-only CPR classes due to funding received from the FDNY Foundation.[footnoteRef:68] FDNY currently offers two programs that provide hands-only PR training: FDNY Free CPR Program and FDNY Teens Take Heart CPR Program.[footnoteRef:69] The goal of these classes is to equip New Yorkers with the basic skills needed to take action in the event of a cardiac arrest emergency.[footnoteRef:70] FDNY CPR classes are taught by certified and highly trained FDNY EMS members. The FDNY Mobile CPR Unit was created in 2006 by Chief John McFarland as a response to the change in the American Heart Association’s CPR guidelines for the lay rescuer. Since then, the Unit has successfully trained thousands of New Yorkers in hands-only CPR.[footnoteRef:71]  [68:  NYC DEPARTMENT OF FIRE, CPR, (Accessed March 23, 2023). https://www.nyc.gov/site/fdny/education/cpr/cpr.page ]  [69:  Id.]  [70:  Id.]  [71:  Id.] 

iii. Blood Pressure Monitors 
Hypertension, or high blood pressure, is a leading cause of death in New York City (NYC) and nationally.[footnoteRef:72] The condition is a major risk factor for cardiovascular disease, and despite decades of research supporting how a reduction in blood pressure can lower the risk of stroke, heart attack, and heart failure, less than half (48%) of adults in the United States with hypertension have controlled blood pressure.[footnoteRef:73] Further, Black adults continue to be disproportionately affected by earlier onset and higher prevalence of hypertension, as well as the health conditions that hypertension can cause. Structural racism is a driver of health inequities as it has unfairly distributed factors that promote health or cause disease. For example, some communities have lower access to high quality health care, fewer opportunities for physical activity, less access to heart healthy foods, and more fast-food establishments, along with other challenges to good health.[footnoteRef:74] Among all adults with hypertension in NYC, 34% (or 480,000 New Yorkers) were unaware that they had it.[footnoteRef:75] [72:  NYC DEPARTMENT OF HEALTH, Epi Data Brief, Prevalence of Hypertension, Awareness, Treatment, and Control in New York City, (January 2023). databrief135.pdf (nyc.gov)]  [73:  Id.]  [74:  Id.]  [75:  Id.] 

According to DOHMH’s Epi Data Brief No. 135, released in January 2023, hypertension awareness, treatment, and control has improved among Latino/a New Yorkers since 2010, whereas control may have worsened for other racial and ethnic groups.[footnoteRef:76] These groups comprise diverse ethnicities, cultures, and histories, which all may influence health outcomes within these groups, but are masked when the groups are aggregated.[footnoteRef:77] DOHMH states in the Epi Data Brief that “work is still needed” to reach New Yorkers who are not aware that they have hypertension, ensure appropriate prevention and treatment, and address the persistent health inequities caused by social determinants of health.[footnoteRef:78] DOHMH efforts to achieve health equity around hypertension include “improving access to healthy food, making neighborhoods more conducive to exercise, and working with health system partners and community organizations in areas with a high prevalence of chronic disease and poverty.”[footnoteRef:79] This also includes technical assistance and support to improve meaningful patient engagement and health outcomes, and placing blood pressure monitoring kiosks at pharmacies and other sites so that members of the public can more easily manage their blood pressure.[footnoteRef:80] [76:  Id.]  [77:  Id.]  [78:  Id.]  [79:  Id.]  [80:  Id.] 

It should be noted that according to some studies, public blood pressure measurement devices may be deemed “poor screening tools” for hypertension due to their questionable accuracy.[footnoteRef:81] These studies primarily focused on evaluating Vita-State devices, the most common blood pressure monitoring devices available in public places.[footnoteRef:82] In sum, although it is “logical to think that public blood pressure measurement devices would improve the detection and treatment of hypertension,” the accuracy of the measurements has not been conclusively established.[footnoteRef:83] However, studies have shown that public blood pressure monitoring devices do increase self-measurement rates.[footnoteRef:84] [81:  JOHN W. GRAVES, M.D., Mayo Clinic School of Medicine Rochester, Minnesota, Blood Pressure Measurement in Public Places, American Family Physician, (March 1st, 2005). https://www.aafp.org/pubs/afp/issues/2005/0301/p851.html#:~:text=Although%20it%20is%20logical%20to%20think%20that%20public,public%20blood%20pressure%20monitoring%20devices%20increase%20self-measurement%20rates.]  [82:  Id.]  [83:  Id.]  [84:  Id.; Hamilton W, Round A, Goodchild R, Baker C. Do community based self-reading sphygmomanometers improve detection of hypertension? A feasibility study. J Public Health Med. 2003;25:125-30.
] 

III. LEGISLATIVE ANALYSIS
a. Proposed Int. No. 96-A
This bill would require DOHMH to establish a program to provide vision testing and eyeglasses to residents of the City whose annual gross household income is within 250 percent of the federal poverty level. The bill seeks to make vision testing and eyeglasses, which may otherwise be prohibitively expensive or inaccessible to persons without vision insurance, accessible to low-income populations.
Since its initial hearing, the bill was amended to allow for the Mayor to designate an agency with appropriate subject matter expertise to establish a program to make vision testing and eyeglasses available to income-eligible individuals. The bill was also amended to provide for a maximum allowable expenditure for vision testing and eyeglasses made available through the program.
b. Proposed Int. No. 325-A
Amid concerns that children in NYC are being transported to emergency rooms that are not properly equipped to treat them, this bill would require DOHMH to maintain a list of New York City hospitals with emergency rooms and pediatric trauma centers which includes information about their locations and available medical services. The list would be posted on DOHMH’s website and made available to the 311 customer service center. DOHMH would be required to provide the list to pediatricians practicing in the City. DOHMH would also be required to mail the list to each address designated for receipt of a child’s birth certificate, and provide the list to the Department of Education and child care programs for distribution at least annually to parents and guardians of children enrolled in child care programs and grade 3-K through grade 8.
Since its initial hearing, the bill was amended to specify that the required list include emergency rooms and pediatric trauma centers. The bill was amended to remove a requirement that DOHMH coordinate with hospitals to provide the list of facilities to parents of infants born in the city. Finally, the bill now no longer requires that pediatricians distribute the required list to patients, and instead requires that materials which emphasize the importance of educating parents and guardians regarding available options for pediatric emergency care be distributed to pediatricians.
Proposed Int. No. 814-A
This bill would require DOHMH to issue a report on the quantities and locations of AEDs placed in public places.
Since its initial hearing, the bill was amended to require that the report be submitted twice annually, and that the report include information specifying whether an AED is equipped with child-appropriate functionality.
c. Proposed Int. No. 975-A
This bill would require DOHMH to make available on its website information on free CPR courses available to the public in New York City, and to update such information at least once annually.
Since its initial hearing, the bill was amended to require that DOHMH post information on child and infant CPR courses, in addition to adult courses.

d. Proposed Int. No. 996-A
This bill would require DOHMH to post on its website the public places in New York City where blood pressure machines are located, and provide recommendations on locations for such machines in high-need areas. DOHMH would also be required to support making at-home blood pressure machines available at no cost to the public at federally qualified health centers in 5 high-need areas, and post the locations of such centers on its website.
Since its initial hearing, the bill was amended to limit the provision of at-home blood pressure machines in areas throughout the city to 5 high-need areas as determined by DOHMH, subject to appropriation.

Proposed Int. No. 96-A
 
By Council Members Brannan, Hanif, Ung, Riley, Yeger, Stevens, Won, Restler, Bottcher, Sanchez, Velázquez, Barron, Brewer, Lee, Farías, Narcisse, Schulman, Hanks and Avilés
 
A Local Law to amend the administrative code of the city of New York, in relation to providing vision testing and eyeglasses to low-income individuals
 
Be it enacted by the Council as follows:
 
Section 1. Title 17 of the administrative code of the city of New York is amended by adding a new section 17-199.21 to read as follows:
§ 17.199.21 Vision testing and eyeglasses. a. Definitions. For the purposes of this section, the following terms have the following meanings:
Income-eligible individual. The term “income-eligible individual” means a resident of the city of New York aged 18 or older whose annual gross household income is not in excess of 250 percent of the federal poverty guidelines as updated periodically in the federal register by the United States department of health and human services pursuant to subsection (2) of section 9902 of title 42 of the United States code.
Vision testing. The term “vision testing” means an eye examination to determine any need for vision correction or for such other procedures as determined by the department.
b. Subject to appropriation, the department or another agency designated by the mayor that has appropriate subject matter expertise shall establish a program to make available to all income-eligible individuals:
1. Vision testing; and
2. If such vision testing indicates a need, eyeglasses, including lenses and frames.
c. The department or designated agency:
1. Shall determine the frequency with which such vision testing and eyeglasses are made available to income-eligible individuals, provided such vision testing and eyeglasses are made available to such individuals at least once every four years;
2. Shall determine the manner by which such testing and eyeglasses are made available, including, without limitation, provision by third parties paid by a voucher issued by the department or otherwise reimbursed by the department; and
3. May establish a maximum allowable expenditure for the vision testing and eyeglasses made available to each income-eligible individual pursuant to this section, provided that the determination of such maximum allowable expenditure shall be made in consideration of the costs of such vision testing or eyeglasses to individuals outside of the program established pursuant to this section.
d. The department or designated agency may enter into contracts or agreements with third parties to implement the provisions of this section.
§ 2. This local law takes effect 180 days after it becomes law.
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Proposed Int. No. 325-A
 
By Council Members Brannan, Brewer, Louis, Holden, Yeger, Avilés, Restler, Abreu, Narcisse, Sanchez, Velázquez, Barron, Lee and Borelli
 
A Local Law to amend the administrative code of the city of New York, in relation to the provision of information about emergency rooms and pediatric trauma centers
 
Be it enacted by the Council as follows:
Section 1. Chapter 1 of title 17 of the administrative code of the city of New York is amended by adding a new section 17-199.22 to read as follows:
§ 17-199.22 Information regarding emergency rooms and pediatric trauma centers. a. Definitions. For purposes of this section, the following terms have the following meanings:
Child care program. The term “child care program” means a child care program as defined in section 47.01 of the New York city health code.
Student. The term “student” means any child who is enrolled in pre-kindergarten through grade 8 in a school of the city school district, any child who is enrolled in an early education center with which the department of education contracts to provide pre-kindergarten, and any child who is enrolled in a full-day early education program for 3-year-old children offered by the department of education.
b. The department shall make available on its website and to the 311 customer service center a list of hospitals located in the city that have emergency departments and pediatric trauma centers as designated by the state department of health. Such list shall be organized by location, as reported by the state department of health, and shall include information about medical services offered at each such location. In addition, the department shall:
1. Provide such list to pediatricians practicing in the city with materials indicating the importance of educating parents and guardians regarding available options for pediatric emergency care;
2. Within 3 months after the receipt of the report of any birth, provide such list to the address designated for receipt of the child’s certificate of registration of birth pursuant to section 17-168;
3. Provide such list to the department of education and each child care program to be distributed at least once a year to the parents and guardians of every student and every child enrolled in a child care program; and
4. Provide a link to such list on the Child Care Connect website maintained by the department.
§ 2. This local law takes effect 90 days after it becomes law.
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Proposed Int. No. 814-A
 
By Council Members Krishnan, Schulman, Restler, Lee, Louis, Hanif, Joseph, Abreu, Velázquez, Barron, Hudson, Brewer and Avilés
 
A Local Law to amend the administrative code of the city of New York in relation to requiring a report indicating the quantities and locations of automated external defibrillators placed in public places
 
Be it enacted by the Council as follows:
 
Section 1. Subdivision d of section 17-188 of the administrative code of the city of New York, as added by local law number 20 for the year 2005, is amended to read as follows:
d. Reports.  [The department shall conduct a comprehensive study and submit a report to the mayor and the council twelve months after the effective date of the local law that added this section.  Such report shall include, but not be limited to, the quantities and locations of automated external defibrillators placed in public places pursuant to subdivision b of this section and the identification of any additional locations throughout the city of New York that warrant the placement of automated external defibrillators. Twenty-four months after the effective date of the local law that added this section, and annually thereafter for the next succeeding three years] No later than January 1, 2024, and every 6 months thereafter, the department shall submit to the mayor and the speaker of the council and post on the department’s website a report indicating the quantities and locations of automated external defibrillators placed in public places pursuant to subdivision b of this section. Such report shall include:
1. Location data for each such device;
2. Location names;
3. Location addresses; and
4. Where practicable, specific information describing the placement of each such device at a location, such as the floor, room, or stairwell.
Such report shall additionally specify whether each such automated external defibrillator is equipped with pediatric-attenuated pads or otherwise equipped with child-appropriate functionality. The department shall submit to the speaker of the council in a machine-readable format all raw data upon which the report required by this subdivision is based.
§ 2. This local law takes effect immediately.
 
 
 
 
IB/CP
LS #8934
5/31/23 4:58 PM


Proposed Int. No. 975-A
 
By Council Members Schulman, Louis, Velázquez, Yeger, Menin, Ung, Ayala, Abreu, Barron, Lee and Avilés
 
A Local Law to amend the administrative code of the city of New York, in relation to information on free cardiopulmonary resuscitation courses available to the public
 
Be it enacted by the Council as follows:
 
Section 1. Chapter 1 of title 17 of the administrative code of the city of New York is amended by adding a new section 17-188.1 to read as follows:
§ 17-188.1 Information on cardiopulmonary resuscitation courses available to the public. The department shall post in a conspicuous location on the department’s website in English and in each of the designated citywide languages, as defined in section 23-1101, information on free adult, child, and infant cardiopulmonary resuscitation courses open to the public. Such information shall include the location, date, and time of such courses. The department shall perform outreach as necessary to identify courses that are open to the public and the location, date, and time of such courses. Such information shall be updated at least annually.
§ 2. This local law takes effect immediately.
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Proposed Int. No. 996-A
 
By Council Members Narcisse, Barron, Hudson and Avilés
 
A Local Law to amend the administrative code of the city of New York, in relation to access to blood pressure machines
 
Be it enacted by the Council as follows:
 
Section 1. Chapter 1 of title 17 of the administrative code of the city of New York is amended by adding a new section 17-188.2 to read as follows:
§ 17-188.2 Blood pressure machines in public places. a. Definitions. For purposes of this section, the following terms have the following meanings: 
Blood pressure machine. The term “blood pressure machine” means an automated machine that provides for self-administered testing and measurement of an individual’s blood pressure and expresses that measurement as 2 numbers indicating a systolic pressure over a diastolic pressure. 
Public place. The term “public place” means a location accessible to the public, and includes, but is not limited to, a place of worship, a local business that requests a blood pressure machine, a pharmacy, a healthcare organization, a community center, a community-based organization, or a nonprofit organization.
High-need area. The term “high-need area” means an area of the city determined by the department to warrant the placement of a blood pressure machine based on relevant social determinants of health such as high rates of hypertension.
b. No later than January 1, 2024, the department shall post on the department’s website in plain language public places in the city where blood pressure machines are known or reported to be located, and instructions on the use and operations of such blood pressure machines. Such information shall be provided in the designated citywide languages, as defined in section 23-1101, and shall be updated at least annually. The department shall post a form on the department’s website for a public place to report the placement of a blood pressure machine.
c. No later than January 1, 2024, the department shall provide a report to the speaker of the council on the location of all blood pressure machines in public places and provide recommendations on locations in high-need areas in which blood pressure machines should be placed.
d. No later than January 1, 2024, and subject to appropriation, the department shall support making at-home blood pressure machines available at no cost to the public at federally qualified health centers in 5 high-need areas. The department shall post the locations of such federally qualified health centers on its website in plain language and in the designated citywide languages as defined in section 23-1101.
§ 2. This local law takes effect 180 days after it becomes law.  
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