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Rural Outreach Center (Current)



WHERE I WORK NOW
Rural Outreach Center: “The ROC”

TRANSFORMING LIVES
• RURAL HEALTH EQUITY

• OMH-ACCREDITED SERVICES

• SDH AND CARE COORDINATION

https://theroc.co



Describe Public Health 
Detailing and its use in 
encouraging clinical evidence-
based referrals; and the 
process for establishing census 
tract-level need and disparities 
in context of health goals and 
objectives. 

Understand and walk away 
with a template for public 
health detailing and links to 
learning resources for use of 
this technique.

1
Define processes for 
identifying specific barriers to 
wellness in a given population. 
Outline a process to develop 
and use partnerships to share 
information and action plans 
to address identified barriers 
to health and wellness in a 
given population. 

Describe and conduct 
effective communication 
feedback loops.

2





TRUSTED 
RESEARCH

ONLINE 
RESOURCES to 

find:

CALL AND VISIT 
SCRIPT 
TEMPLATES

TARGET 
CONDITION

PUBLIC HEALTH 
INTERVENTIONS

MEDICAL OFFICE 
WORKFLOW 
MAPPING

Swag!



PUBLIC HEALTH 
DETAILING 
ESSENTIALS
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PUBLIC HEALTH 
DETAILING

• 1 CLINICAL CHANGE

• ONLY ONE!!

• FOSTERS POSITIVE HEALTH 

DEPARTMENT 

RELATIONSHIPS WITH 

MEDICAL PROVIDERS
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PUBLIC HEALTH 
DETAILING

ROOTS IN 
PHARMA  & 

DEVICE SALES

Follow Up
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What Public Health 
Detailing is NOT

3



What Detailing 
CAN BE

Accredited and Informational:
• Posters
• Brochures
• Customizable Workflow 

Templates
• Required Referral Forms
• Course Schedules
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TOOLS: KNOW YOUR HEALTH
NUMBERS, RISK TEST & MORE

References: Office of Health Equity, Erie County Department of Health; U.S. Centers 
for Disease Control (CDC)



PUBLIC HEALTH DETAILING: 
An effective template for adoption of public health initiatives

Existing uses: 

• Partner Therapy for Sexually Acquired Conditions
• Maternal-Child Health Initiatives
• Pediatric Dental Care, Dental Opioid Education
• Pediatric HPV Vaccinations

REFERENCES AND RESOURCES: NYS Department of Health 
Learning Management System course (NYSPHA)
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RESULTS by the numbers

5 months
104 medical 

practices identified 
for project

70 medical 
practice visits

38 presentations 
given: 25 virtual & 

13 in-person

23 presentations 
to clinical decision-

makers

Average: 4 phone 

calls, 3 office visits

before

1 formal presentation 

91% (21 of 23) 

success rate of 
presentation to 
decision maker

6,425 patient-

supportive and program 
promotional materials 

given away to:

106 individual 

medical providers 

working in the 70
medical practice offices 

visited

3



ACTIVITY!
COMMUNICATION 

PROCESS



DRAWING with WORDS
Objective: Teaching your team members about the 
importance of feedback in communication
Time: 15 minutes
Materials and resources: Simple pictograms and blank 
sheets of paper

Instructions:
•Team members split into pairs with one partner holding a 
simple picture. This person instructs their partner on how to 
draw the picture without letting them see the picture.
•The person making the picture is encouraged to ask 
clarifying questions and request feedback on their progress.



WHY?





FOCUS ON EQUITY:
HEALTH AND WELLNESS

1



RACIAL/ETHNIC DISPARITIES

Sources: Health Equity in
Erie County Report,
January 2023

Erie County Health 
Indicators by 
Race/Ethnicity, 2017-2019,
https://www.health.ny.gov/
statistics/community/minor
ity/county/erie.htm

1

“Health Equity in Erie County: An Initial Disparities Report”, 
https://www3.erie.gov/health/sites/www3.erie.gov.health/files/2023-02/healthequityreport.pdf
NYS County Indicators by Race/Ethnicity, 2017-2019, for Health Outcomes in Erie County by Race 

and Ethnicity,
https://www.health.ny.gov/statistics/community/minority/county/erie.htm

https://www3.erie.gov/health/sites/www3.erie.gov.health/files/2023-02/healthequityreport.pdf
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TYPE 2 DIABETES:

• In 2020, 10.3% of adults 

in Erie County aged 18 

and older were 

diagnosed with Type 2 

diabetes, or                    

1 in 10 adults
• Age-adjusted prevalence 

was 8.8%*
 

In some Erie County 

census tracts, the rate of 

individuals 18 and older 

with Type 2 diabetes is as 

high as 

1 in 5 to 1 in 4 

adults*

*Sources: Centers for Disease Control and Prevention, National Center for Chronic Disease 

and Health Promotion, Atlanta, GA. Model-based estimates generated using BRFSS 2020 or 

2019, Census 2010 population counts or census county population estimates of 2020 or 2019, 

and ACS 2015-2019.

1



CARDIOVASCULAR DISEASE:

• CVD accounted for 32% 

of all deaths statewide in 

2020 (BRFSS 2022)

• #1 cause of death in Erie 

County and across NYS

In some Erie County 

census tracts, the rate of 

individuals 18 and older 

with the CVD risk factor of 

High Blood Pressure is as 

high as 

1 in 3 to more than 

1 in 2 adults*

*Sources: Centers for Disease Control and Prevention, National Center for Chronic Disease 

and Health Promotion, Atlanta, GA. Model-based estimates generated using BRFSS 2020 or 

2019, Census 2010 population counts or census county population estimates of 2020 or 2019, 

and ACS 2015-2019.

1





1

Sources: The model-based estimates were generated using BRFSS 2020 or 

2019, Census 2010 population counts or census county population estimates of 
2020 or 2019, and ACS 2015-2019.
Note: Estimates are not available for areas shaded in gray. For more information visit 

https://www.cdc.gov/places. 

https://www.cdc.gov/places


1

Sources: The model-based estimates were generated using BRFSS 2020 or 

2019, Census 2010 population counts or census county population estimates of 
2020 or 2019, and ACS 2015-2019.
Note: Estimates are not available for areas shaded in gray. For more information visit 

https://www.cdc.gov/places. 

https://www.cdc.gov/places


CDSMP and National DPP lifestyle change programs

• Program oversight, recognition and quality assurance occurs through the Centers 

for Disease Control and Prevention (CDC)

Trained lifestyle coaches facilitate 
group sessions of up to 20 participants

Emphasize participant empowerment 
through a personal action plan

Follows specific curriculum and 
national standards

DPP Program providers required to submit 
data on participant outcomes

2



Core curriculum
Participants attend 16 weekly 

sessions during the first six months.

Core curriculum

Participants attend one 2 ½-hour 

session weekly, for six weeks.

Helping patients with any 

chronic health condition: 

evidence-based Chronic 

Disease Self-Management 

lifestyle change program

2



Offered in
Partnership
with Erie 
County 
Department of
Senior Services
and ECDOH
Department of
Community
Wellness

2



Preventing type 2 diabetes



Good news! We can take steps to 

help prevent type 2 prediabetes.



Core curriculum
Participants attend 16 weekly 

sessions during the first six months.

2

Follow-up phase
Participants attend one session a month 

(minimum of 6 sessions).

Follow-up phase
Participants attend one session a month 

(minimum of 6 sessions).

Follow-up phase
Participants attend one session a month 

(minimum of 6 sessions).

Follow-up phase
Participants attend one session a month 

(minimum of 6 sessions).

Core curriculum

Participants attend 16 weekly 

sessions during the first six months.

Follow-up phase

Participants attend one session a month 
(minimum of 6 sessions).

2

Helping patients with 

prediabetes: the National 

Diabetes Prevention Program 

(National DPP)

lifestyle change program



2



Source: Kaplan, et al.; Socioenvironmental Model

• Macro-level 
socioenvironmental 
factors 

• Includes social 
institutions and 
processes

2



PATH TO HEALTH LITERACY

Source: Maddocks, S., Camp, P. & Tang, C. Engaging Ethnically Diverse Populations in Self-
Management Interventions for Chronic Respiratory Diseases: A Narrative Review. Pulm Ther (2023). 
https://doi.org/10.1007/s41030-023-00218-y

2



Describe Public Health 
Detailing and its use in 
encouraging clinical evidence-
based referrals; and the 
process for establishing census 
tract-level need and disparities 
in context of health goals and 
objectives. 

Understand and walk away 
with a template for public 
health detailing and links to 
learning resources for use of 
this technique.

1
Define processes for 
identifying specific barriers to 
wellness in a given population. 
Outline a process to develop 
and use partnerships to share 
information and action plans 
to address identified barriers 
to health and wellness in a 
given population. 

Describe and conduct 
effective communication 
feedback loops.

2
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3
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PUBLIC HEALTH DETAILING PROJECTS: 

PLAN, DO, STUDY, ACT: COMMUNICATE & BUILD A COALITION!

PROJECT WORKFLOW

7

1 32

65

4

TAKE DETAILING TRAINING 
COURSE

RESEARCH: CLINICAL PROCESS, 
TARGET GROUP/S

STAKEHOLDER MEETINGS IN 
& OUTSIDE AGENCY

PLAN AND CREATE 
PRESENTATIONS

IMPLEMENT DETAILING 
PROCESS

REVISE AS NEEDED DOCUMENT RESULTS

3



PREPARE TO BEGIN THE PROCESS



RESEARCH

HEALTH 
DISPARITIES 

AND 
OUTCOMES

MEDICAL 
JOURNALS, 
PUBLISHED 
RESEARCH

EVIDENCE-
BASED 

INTERVEN-
TIONS

IDENTIFY

HANDOUTS

POSTERS/

ONE-PAGERS

CONSIDER

PH 
PARTNERS

GOODIES 
AND 

GIVEAWAYS

CREATE

WRITE AND 
PRACTICE A 
STANDARD 

PITCH

IDENTIFY 
POTENTIAL 

CHALLENGES 
AND 

BARRIERS

PREPARE

TEMPLATES 
IN EXCEL, 
LISTS OF 
TARGET 

PRACTICES

TRACKING 
WORKSHEET 

FOR 
MATERIALS 

AND 
GIVEAWAYS



Key resource

1

https://www.nylearnsph.com 

TAKE DETAILING TRAINING 
COURSE

TO ENROLL: 
https://nylearnsph.com/Personal/Catalog/Description.aspx?u=

kM6WW0gCRpnAbAzs%2bZm51WZQQvwbRbdLk486UvBVN0fx
tEdZYs1f7rXK7rG6VjDaeyTIo%2fUSHNQ%3d

https://www.nylearnsph.com/
https://nylearnsph.com/Personal/Catalog/Description.aspx?u=kM6WW0gCRpnAbAzs%2bZm51WZQQvwbRbdLk486UvBVN0fxtEdZYs1f7rXK7rG6VjDaeyTIo%2fUSHNQ%3d
https://nylearnsph.com/Personal/Catalog/Description.aspx?u=kM6WW0gCRpnAbAzs%2bZm51WZQQvwbRbdLk486UvBVN0fxtEdZYs1f7rXK7rG6VjDaeyTIo%2fUSHNQ%3d
https://nylearnsph.com/Personal/Catalog/Description.aspx?u=kM6WW0gCRpnAbAzs%2bZm51WZQQvwbRbdLk486UvBVN0fxtEdZYs1f7rXK7rG6VjDaeyTIo%2fUSHNQ%3d


THE REAL DEAL



IT’S ALL ABOUT…

RELATIONSHIPS



Agency and Community Partners



Who’s WHO and THANK YOUs



Thank you!
Michele Wysocki Erie County Cancer Services Program

Katie Herzog Community Wellness, ECDOH

Janice Nowak Erie County Senior Services

Caitlyn Critharis Office of Health Equity, ECDOH

Kelly Wofford Office of Health Equity, ECDOH

Lisa Neff American Heart Association

Betsy Vazquez-Aradio Office of Health Equity, ECDOH

Danielle Rovillo Office of Health Equity, ECDOH

Mel LeMay Office of Health Equity, ECDOH

Tania Islam Erie County Department of Health

El Tyner SSO/PCG, ECDOH

Devin Hurley WNY Integrated Care Collaborative

Nikki Kmicinski WNY Integrated Care Collaborative

And all my program partners!



STEP BY STEP!

7

1 32

65

4

TAKE  DETAILING TRAINING 
COURSE

RESEARCH: CLINICAL PROCESS, 
TARGET GROUP/S

STAKEHOLDER MEETINGS IN 
& OUTSIDE AGENCY

PLAN AND CREATE 
PRESENTATIONS

IMPLEMENT DETAILING 
PROCESS

REVISE AS NEEDED DOCUMENT RESULTS

3



• Check in with agency colleagues: 
Who else is doing this? 

• Gather ‘lessons learned’
• Barriers 
• Suggestions
• Help and resources

C O L L A B O R A T E !

2

STAKEHOLDER 
MEETINGS IN & 

OUTSIDE AGENCY



PUBLIC HEALTH 
DETAILING 
ESSENTIALS
• ‘Swag’

• Branded Water 
Bottles, Pens, 
Frisbees, Veggie 
Peelers, Clipboards

• Beg, Borrow, Steal!

2

STAKEHOLDER 
MEETINGS



Aligned incentives 
and handouts: 
• OHE newsletter, trusted 

references and tools for 
patients



FIND YOUR TARGET
3

RESEARCH



TARGET MEDICAL PRACTICES
3

RESEARCH

https://www.cdc.gov/arthritis/marketing-support/1-2-3-
approach/docs/pdf/Arthritis-Marketing-Guide_Introduction.pdf

I.E., “SELLING” CHRONIC DISEASE SELF-MANAGEMENT PROGRAM



• RESEARCH trusted sources for Target 
Audience
• WHO does your target 

population trust?
• Get comfortable with the data--

backward and forward

T R U S T
3

RESEARCH CLINICAL 
PROCESS



TIMELY ARTICLES FROM JOURNALS RESPECTED BY TARGET AUDIENCE

RESEARCH 3

RESEARCH 
CLINICAL 

PROCESS/CHANGE 
YOU ARE ‘SELLING’



INCENTIVES

To meet your goal….
Find your target’s WHY

3

RESEARCH



INCENTIVES 3

RESEARCH
ARE CRITICAL

WHY will your target audience WANT 

or NEED to make a change?

FEEL-GOOD incentive: PATIENTS’ CONDITIONS 
ARE WELL-CONTROLLED

WHAT TYPES OF MONETARY INCENTIVES EXIST?

WHO WILL BENEFIT MOST/WHAT TYPE OF 
MEDICAL PROVIDER (i.e., primary care)



Chronic Disease Prevention Program Savings

CDC Meta Analysis Research, CDSMP 
2013 article re: potential ER visit reduction due 
to patient use of CDSMP, studied:
• 1,170 community-dwelling participants at 

baseline, 6 mo. & 12 mo.
• 22 different organizations, across 17 states

The impact of chronic disease self-management programs: healthcare savings through a 
community-based intervention: Ahn, SangNam;Basu, Rashmita;Smith, Matthew Lee;Jiang, 
Luohua;Lorig, Kate;Whitelaw, Nancy;Ory, Marcia G; Published Date : Dec 06 2013, Source : BMC 
Public Health. 2013; 13:1141. URL : https://stacks.cdc.gov/view/cdc/22476

2



•

UPDATED SAVINGS: 
Multiplying x 30% for 
2023, potential 
savings 
per participant = 
$473.20 or more in 
1st year after CDSMP 
program completion

*Statistics: Centers for Disease Control and Prevention, National Center for Chronic Disease and Health 
Promotion, Atlanta, GA. Model-based estimates generated using BRFSS 2020 or 2019, Census 

2010 population counts or census county population estimates of 2020 or 2019, and ACS 2015-

2019.

Citation: The impact of chronic disease self-management programs: healthcare savings through a 
community-based intervention: Ahn, SangNam;Basu, Rashmita;Smith, Matthew Lee;Jiang, 
Luohua;Lorig, Kate;Whitelaw, Nancy;Ory, Marcia G; Published Date : Dec 06 2013, Source : BMC Public 

• ER Visits down by 5% at 6 
months and 12 months

• Hospitalization down by 3% 
at 6 months, and 12 months

• Medical Care cost reduction 
of $364/patient, per year 

*Using 2010 Medical Expenditure Panel 
Survey reference after deducting CDSMP 
program cost

2



INCENTIVES
3

RESEARCH
What applies to your target 
group?

Quality Ratings: CMS 
Star Ratings

Value-Based Purchasing
 Goals
Where to find them?

STATE DOH
CDC, CMS, American 
Medical Association



VALUE-BASED 
PURCHASING: Monetary 

rewards for medical 
practices reducing costly 

treatments, medical 
conditions, 

hospitalizations and 
prescriptions

ACCREDITATION: 
May require 

achievement of 
goals your 

program/s help 
to reach

QUALITY 
MEASURES: How 

could they be 
improved by 
using your 
program?

INCENTIVES 4

CREATE PRESENTATIONS



Randomized controlled trial that compared placebo, medication (metformin) and 

intensive lifestyle intervention in over 3,000 adults at high risk for diabetes

At average three years follow-up, the lifestyle 

intervention reduced the incidence of diabetes by 58% 

compared to placebo.

During the same time period, metformin reduced 

the incidence of diabetes by 31% compared to 

placebo.

Knowler WC, Barrett-Connor E, Fowler SE, et al.; Diabetes Prevention Program Research 
Group.  Reduction in the incidence of type 2 diabetes with lifestyle intervention or metformin. 
N Engl J Med. 2002;346:393–403.



Potential medical expenditure reduction 

associated with diabetes and other 

chronic diseases.1

• Potential savings of nearly $500 per 

patient in the first year1 + 
approximately $8,000 in medical 

spending for EACH participant who 

does not progress to type 2 diabetes.2,3 

PRACTICE BENEFITS 
ROI=Reduced medical expenditures

PROJECTED MEDICAL COST 

SAVINGS LINK

CDC Calculator (State, Employer, 

Insurer): Diabetes Prevention Impact 
Toolkit - Diabetes Toolkit (cdc.gov) 

Individual results vary depending on the 
cost of program participation, the 

prevalence of prediabetes, course 
enrollment rate and completion rate. 

1. The impact of chronic disease self-management programs: healthcare savings through a community-based 
intervention: Ahn, SangNam;Basu, Rashmita;Smith, Matthew Lee;Jiang, Luohua;Lorig, Kate;Whitelaw, Nancy;Ory, Marcia 
G; Published Date : Dec 06 2013, Source : BMC Public Health. 2013; 13:1141. URL : 
https://stacks.cdc.gov/view/cdc/22476
2. American Diabetes Association. Economic Costs of Diabetes in the US in 2017. Diabetes Care. 2018; 41(5): 917-928.
3. Khan, Tamkeen, Stavros Tsipas, and Gregory Wozniak. "Medical care expenditures for individuals with prediabetes: the 
potential cost savings in reducing the risk of developing diabetes." Population health management 20.5 (2017): 389-396.

https://nccd.cdc.gov/Toolkit/DiabetesImpact
https://nccd.cdc.gov/Toolkit/DiabetesImpact


Calculate Potential Cost Savings with Diabetes Prevention Program (DPP), Employer (CDC): 
https://nccd.cdc.gov/Toolkit/DiabetesImpact/Employer

Calculate Potential Cost Savings with DPP, Insurer (CDC): 
https://nccd.cdc.gov/Toolkit/DiabetesImpact/Insurer

Diabetes Prevention Program Savings Calculators:

https://nccd.cdc.gov/Toolkit/DiabetesImpact/Employer


Benefits to Your Practice 

Lifestyle change program course referrals:

• Reinforce important medical advice from you;
• Provide your patients with evidence-based information 

about weight loss, diet, exercise, & important lifestyle 
changes; and 

• Increase patient knowledge, which saves staff time 
during office visits. 



Benefits to Your Practice 

Referring patients to Chronic Disease Self-Management and Diabetes Prevention 
Courses also supports:

• Patient Centered Medical Home (PCMH) recognition, 
• Meaningful use of your electronic medical record; and
• Supports PCMH recognition via Standard 4: 

• A. Self-Care Support, and
• B. Provide Referrals to Community Resources. Last Reviewed: December 30, 

2022



PERSISTENT Relative Risk Reduction
  VS. Metformin
• VERIFIED at 10, 15 and 22 years in 
      multi-year retrospective study review

(Hostalek, U., & Campbell, I. (2021). Metformin for diabetes prevention: update of the 
evidence base. 
Current medical research and opinion, 37(10), 1705–1717. 
https://doi.org/10.1080/03007995.2021.1955667)



DETAILING TOOLKITS

2



YOUR DETAILING TOOLKIT
✓ Provider Outreach Tracking Spreadsheet

✓ Provider outreach packets containing the following:

• Overview fact sheet for providers, one copy for each provider or staff member

• Intervention-specific fact sheet on each program you’re promoting, one copy 
for each provider or staff member

• Evidence table (if needed) on each program you’re promoting, one copy for 
each provider or staff member

• Patient brochure and class schedules, 50–100 copies each

✓ Posters (1–3)

✓ Your business cards

✓ Power Point slides (as needed)



TOOLKIT FOR MEDICAL PROVIDERS: 

Folders, Electronic and Print
• Articles, slides, research summary, 

posters/pamphlets
• Basic and customizable
• Suggested Work Flow Chart for target audience: 

customizable template/s



Toolkit for Medical Providers: 
Your turn!

Suggested Work Flow Chart for target audience
• Customizable template

https://www.cdc.gov/diabetes/prevention/pdf/map-to-diabetes-prevention-for-your-
practice_tag508.pdf





https://www.cdc.gov/arthritis/interventions/marketing-support/1-2-3-
approach/docs/pdf/chronic_toolkit_scripts.pdf

4

CREATE PRESENTATIONS
1. 1. Initial phone call to schedule an 

1. outreach visit

2. 2. Confirmation phone call

3. 3. Outreach visit

VISITS: HOW-TO



In-person 
visits



VISIT PLANNING

START 
WITH A 
SMILE

END WITH 
AN ASK 
(ACTION)

PARTNER 
WITH 
PRACTICE





VISIT PLANNING
FIRST 
VISIT

• ASSESS Relevant practices

• IDENTIFY GATEKEEPER, DECISION-MAKER; GET  
PHONE # (DIRECT) AND EMAIL/S

• PROVIDE OVERVIEW & KEY MESSAGES

• ACTION KIT/FOLDER HANDOUT

SECOND 
VISIT

• REVIEW SLIDES, FLOW SHEEET

• SELF-ADMINISTERED 
QUESTIONNAIRES

• GIVEAWAY ITEMS, PATIENT 
SUPPORTS

FINAL 
VISIT

•REINFORCE KEY 
MESSAGES

•DELIVER GIVEAWAY 
ITEMS

•REPLENISH PATIENT 
HANDOUTS



OPTION 03

OPTION 05

OPTION 04

Element Title

This is a sample text. You simply add your 

own text and description here. This text is 

fully editable.

Element Title

This is a sample text. You simply add your 

own text and description here. This text is 

fully editable.

Element Title

This is a sample text. You simply add your 

own text and description here. This text is 

fully editable.

CALL AND VISIT SCRIPT AND PROCESS FLOW: 
       “Be ready to be ready”

CREATE 
PRESENTATIONS



Briefly describe the intervention 

Key elements:
• Overall goals
• Types of patients likely to benefit
• Proven benefits

• Costs
• Availability and locations of intervention/s

✪ Refer to the key points for specific 
interventions 
✪ Use fact sheets and evidence tables to 
supplement your discussion as necessary.



For Responses & Follow-Up
• Even if you don’t follow exactly!

4

CREATE PRESENTATIONS

https://www.cdc.gov/arthritis/interventions/marketing-support/1-2-
3-approach/docs/pdf/chronic_toolkit_scripts.pdf

YOUR TURN: SCRIPT AND FLOW



https://www.cdc.gov/arthritis/interventions/marketing-support/1-2-3-
approach/docs/pdf/chronic_toolkit_scripts.pdf

4

CREATE PRESENTATIONS



CALLS AND 
MEETINGS: 
KEEP IT SIMPLE

CHALLENGES:

 NOT ENOUGH TIME
 LIMITED ADMIN PERSONNEL
 LIMITED FINANCIAL RESOURCES

ALL EXACERBATED BY COVID-19 PANDEMIC

5

IMPLEMENT DETAILING 
PROCESS



AT THE HEART 
OF THE PROCESS….

5

IMPLEMENT DETAILING 
PROCESS



5

IMPLEMENT 
DETAILING PROCESS



Above chart is compiled from data presented in references14,62,65–68.: (Hostalek, U., & 
Campbell, I. (2021). Metformin for diabetes prevention: update of the evidence base. 
Current medical research and opinion, 37(10), 1705–1717. 
https://doi.org/10.1080/03007995.2021.1955667)

Figure 2. Summary of relative risk 
reductions for type 2 diabetes in 
the Diabetes Prevention Program 
(DPP) and its epidemiological 
follow-up study, the Diabetes 
Prevention Program Outcomes 
Study (DPPOS). A) Relative to 
placebo (DPP) or subjects formerly 
randomised to placebo (DPPOS). 
B) Randomized phase. C) 
Epidemiologic follow-up. Bars are 
95%CI. Points and bars have been 
displaced laterally where they 
overlap to improve clarity (all pairs 
of measurements were from the 
same time points).



TRACKING!

Excel, Access, Contact 
Relationship 
Management

Tracking Materials 

Tracking Results

5

IMPLEMENT DETAILING 
PROCESS



5

IMPLEMENT 
DETAILING PROCESS



MAP YOUR VISITS

PLAN BY ZONE/REGION/ZIP CODE

USE MAPPING TOOLS TO MAXIMIZE 
VISITS

5

IMPLEMENT 
DETAILING PROCESS



5

IMPLEMENT 
DETAILING PROCESS



5

IMPLEMENT 
DETAILING PROCESS



5

IMPLEMENT 
DETAILING 
PROCESS



PERSISTENCE
AVERAGE OF four 

(4) PHONE CALLS, 

(3) in-person public 

health detailing visits 

and two (2) emails per 

practice before a 

presentation could be 

given to a decision-

maker in a medical 

practice. 

5

IMPLEMENT DETAILING 
PROCESS



PAYOFF

When individualized PowerPoint 

presentations were made in front of 

clinical practice decision-makers, 

91% --21 of 23-- practice locations 

decided to implement the target 

behavior (refer patients to lifestyle 
programs)

5

IMPLEMENT DETAILING 
PROCESS



• Printing: Establish ability to print only what’s 
needed-use resources

5

IMPLEMENT 
DETAILING 
PROCESS



Surveys: Before and After 

5

IMPLEMENT 
DETAILING 
PROCESS

• If doing a formal survey study, 
this is human-subject research 
and must have Internal 
Review/Board of Review 
approval



Informal for your information only: 
Check with supervisors at your agency

5

IMPLEMENT 
DETAILING 
PROCESS

• Can help with continuous process 
improvement in detailing

• There may be an accessible agency 
survey tool

Free Survey Monkey account limited to one survey, 
nine responses

• Be aware of bias in electronic surveys



YOUR TURN!
NAME YOUR INITIATIVE

• LIST OF POTENTIAL TARGET PRACTICES OR INDIVIDUALS
 FOR CLINICAL CHANGE EFFORTS: 

• WHERE CAN TARGET SERVICE RECIPIENT BE FOUND--WHAT TYPE OF 
PROVIDER HAS THE MOST INCENTIVE TO PARTICIPATE?

• INFLUENTIAL JOURNALS TO REVIEW FOR RESEARCH
• COLLABORATORS! 

• NAMES AND NUMBERS OF AGENCY RESOURCES: INDIVIDUALS AND 
DIVISIONS WHO CAN HELP

• NAMES AND NUMBERS OF OUTSIDE AGENCY RESOURCES

• RESOURCE LIST WITH HYPERLINKS: 
• CDC, RWJF, KAISER FAMILY FOUNDATION AND NYS DOH 
• MEDICAL PROVIDER INCENTIVES

• SAMPLE SCRIPT: TEMPLATE
• SAMPLE PROCESS WORKFLOW FOR MEDICAL OFFICE
• POTENTIAL OR LIKELY BARRIERS AND HOW TO OVERCOME THEM





Liz Urbanski-Farrell, MBA, MS
Senior Graduate Public Health Fellow
NYS Public Health Corps/ECDOH/Rural Outreach Center

eufarrell@theroc.co
urbanskifarrellliz@gmail.com
716-228-2884

THANK YOU !

mailto:elizabeth.urbanski-Farrell@erie.gov
mailto:urbanskifarrellliz@gmail.com


Erie County, NY
• Diabetes Crude Prevalence 

Rate, Adults 18+ =10.3% 
(2020)

Sources: The model-based estimates were generated using BRFSS 2020 or 2019, Census 

2010 population counts or census county population estimates of 2020 or 2019, and ACS 
2015-2019.

Note: Estimates are not available for areas shaded in gray. For more information visit 
https://www.cdc.gov/places. 

1

https://www.cdc.gov/
https://www.cdc.gov/places


16.8%

18.9%
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11.7%

22.1%
17.6%

21.3%

20.6%
21.9%

18.2%

18.6%

12.8%

20.0%

10.4%

13.0%
23.0%

19.7%

17.5%

19.7% 19.7%

19.7%

19.7%
19.7%

19.7%

10.3%

24.0% Diabetes

Data sources: The model-based estimates were generated using BRFSS 2021 or 2020, Census 2010 

population counts or census county population estimates of 2021 or 2020, and ACS 2015-2019 or 
ACS 2016-2020, ACS 2017-2021.

The Note: Estimates are not available for areas shaded in gray. For more information visit 

https://www.cdc.gov/places.  Credit: Centers for Disease Control and Prevention, National Center for 
Chronic Disease and Health Promotion, Division of Population Health, Atlanta, GA. 
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https://www.cdc.gov/places


Erie County, NY 
• High Blood Pressure Crude 

Prevalence Rate, Adults 18+ 
• = 32.4% (2019)

Sources: The model-based estimates were generated using BRFSS 2020 or 2019, Census 

2010 population counts or census county population estimates of 2020 or 2019, and ACS 
2015-2019.

Note: Estimates are not available for areas shaded in gray. For more information visit 
https://www.cdc.gov/places. 

1

https://www.cdc.gov/
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High Blood
Pressure

Sources: The model-based estimates were generated using BRFSS 2020 or 2019, Census 

2010 population counts or census county population estimates of 2020 or 2019, and ACS 
2015-2019.

Note: Estimates are not available for areas shaded in gray. For more information visit 
https://www.cdc.gov/places. 
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22.9%

27.7%33.8%

34.5%

37.4%

35.9%

19.9%

30.2%
36.1%

31.8%27.1%

24.3%

48.1%

46.3%

54.1%
49.9%
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Obesity
Erie County 
Crude Prevalence
Rate (18+) = 28.9%

40%-44.7%

Data sources: The model-based estimates were generated using BRFSS 2021 or 2020, Census 2010 

population counts or census county population estimates of 2021 or 2020, and ACS 2015-2019 or 
ACS 2016-2020, ACS 2017-2021.

The Note: Estimates are not available for areas shaded in gray. For more information visit 

https://www.cdc.gov/places.  Credit: Centers for Disease Control and Prevention, National Center for 
Chronic Disease and Health Promotion, Division of Population Health, Atlanta, GA. 

1

https://www.cdc.gov/places


38.1%

39.2%

40%-44.7%

30.0%

33%

46.7%

34.6%

34.2%

31.9%

Obesity
Erie County 
Crude Prevalence
Rate (18+) = 28.9%

Data sources: The model-based estimates were generated using BRFSS 2021 or 2020, Census 2010 

population counts or census county population estimates of 2021 or 2020, and ACS 2015-2019 or 
ACS 2016-2020, ACS 2017-2021.

The Note: Estimates are not available for areas shaded in gray. For more information visit 

https://www.cdc.gov/places.  Credit: Centers for Disease Control and Prevention, National Center for 
Chronic Disease and Health Promotion, Division of Population Health, Atlanta, GA. 

1

https://www.cdc.gov/places


High 
Cholesterol
Erie County 
Crude 
Prevalence
Rate = 32.8% 
(18+, screened in 
past 5 years)

Data sources: The model-based estimates were generated using BRFSS 2021 or 2020, Census 2010 

population counts or census county population estimates of 2021 or 2020, and ACS 2015-2019 or 
ACS 2016-2020, ACS 2017-2021.

The Note: Estimates are not available for areas shaded in gray. For more information visit 

https://www.cdc.gov/places.  Credit: Centers for Disease Control and Prevention, National Center for 
Chronic Disease and Health Promotion, Division of Population Health, Atlanta, GA. 

1

https://www.cdc.gov/places


High 
Cholesterol
Erie County 
Crude 
Prevalence
Rate = 32.8% 
(18+, screened in 
past 5 years)

35.4%

33.9%

34.6%

32.8%

34.2%

34.6%

34.0%

34.2%32.3%

34.6%

34.2%

32.9%

32.6%

33.0%

Data sources: The model-based estimates were generated using BRFSS 2021 or 2020, Census 2010 

population counts or census county population estimates of 2021 or 2020, and ACS 2015-2019 or 
ACS 2016-2020, ACS 2017-2021.

The Note: Estimates are not available for areas shaded in gray. For more information visit 

https://www.cdc.gov/places.  Credit: Centers for Disease Control and Prevention, National Center for 
Chronic Disease and Health Promotion, Division of Population Health, Atlanta, GA. 

https://www.cdc.gov/places


CORONARY 
HEART DISEASE

Erie County 
Crude Prevalence
Rate (18+) = 6.6% (2020)

Data sources: The model-based estimates were generated using BRFSS 2021 or 2020, Census 2010 

population counts or census county population estimates of 2021 or 2020, and ACS 2015-2019 or 
ACS 2016-2020, ACS 2017-2021.

The Note: Estimates are not available for areas shaded in gray. For more information visit 

https://www.cdc.gov/places.  Credit: Centers for Disease Control and Prevention, National Center for 
Chronic Disease and Health Promotion, Division of Population Health, Atlanta, GA. 

1

https://www.cdc.gov/places


CORONARY 
HEART DISEASE

11%

9.8%

7.8-9% 7.1

11% Erie County 
Crude Prevalence
Rate (18+) = 6.6% (2020)

Data sources: The model-based estimates were generated using BRFSS 2021 or 2020, Census 2010 

population counts or census county population estimates of 2021 or 2020, and ACS 2015-2019 or 
ACS 2016-2020, ACS 2017-2021.

The Note: Estimates are not available for areas shaded in gray. For more information visit 

https://www.cdc.gov/places.  Credit: Centers for Disease Control and Prevention, National Center for 
Chronic Disease and Health Promotion, Division of Population Health, Atlanta, GA. 

1

https://www.cdc.gov/places


STROKE
Erie County 
Crude Prevalence
Rate (18+) = AS HIGH AS 7.8% 
(2020) in some census tract 
areas, more than 2x the 
national average

6.0%7.8%

Data sources: The model-based estimates were generated using BRFSS 2021 or 2020, Census 2010 

population counts or census county population estimates of 2021 or 2020, and ACS 2015-2019 or 
ACS 2016-2020, ACS 2017-2021.

The Note: Estimates are not available for areas shaded in gray. For more information visit 

https://www.cdc.gov/places.  Credit: Centers for Disease Control and Prevention, National Center for 
Chronic Disease and Health Promotion, Division of Population Health, Atlanta, GA. 

1

https://www.cdc.gov/places
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