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National Program to Eliminate Diabetes-Related Disparities in Vulnerable Populations 

I.  AUTHORIZATION AND INTENT
Announcement Type: New – Type 1  
Funding Opportunity Number: CDC- RFA-DP10-1001  
Catalog of Federal Domestic Assistance Number: 93.283  
Key Dates:
Letter of Intent Deadline: March 26, 2010 (optional) 14 days after date of publication
Application Submission Date:  May 12, 2010,  3 days before application deadline date, 11:59pm Eastern Standard Time Applications submitted by this date can complete the electronic validation process and still comply with the application deadline if errors found are corrected in a timely manner.  See “Application Submission” for more details.
Application Deadline: May 12, 2010 on Grants.gov, 11:59pm Eastern Standard Time 
Authority:
Section 301(a) and Section 317 (k) (2) of the Public Health Service (PHS) Act, 42 U.S.C. 241(a) and 247b (k) (2) as amended.   Applicable program regulations are found in 45 CFR Part 74.   

Background: 

Diabetes affects nearly 24 million people in the United States.  In addition to the 24 million with diabetes, another 57 million people are estimated to have pre-diabetes, a condition that puts people at increased risk for diabetes. Diabetes is the sixth leading cause of death in the country (http://www.cdc.gov/nchs/FASTATS/lcod.htm) and can cause serious health complications including heart disease, blindness, kidney failure, and lower-extremity amputations1.
While the overall prevalence of diabetes in the U.S. is almost 8 percent, differences in diabetes-related burden exist across particular subgroups of the population.  For example, among adults, diabetes disproportionately affects older adults2.  In 2007, almost 25 percent of the population 60 years and older had diabetes. Racial and ethnic minority groups, particularly African Americans, Hispanic Latino Americans, American Indians,  Native Hawaiians and Other Pacific Islanders, and some Asian Americans are at higher risk for Type 2 diabetes and its complications 3,4.  Other population groups disproportionately affected by diabetes include those with low socioeconomic status (SES)5,6, rural populations7, 8, and women9,10.   Regional differences across the country in diagnosed diabetes have also been demonstrated (http://apps.nccd.cdc.gov/DDT_STRS2/NationalDiabetesPrevalenceEstimates.asp). The Southeast and Appalachian regions of the U.S., for example, recognized in recent years as being at higher risk for many chronic diseases, including heart disease, stroke, and obesity 11,12,13  also reflect higher rates of diabetes.
Recognizing such disparities, one of the four goals of the Division of Diabetes Translation’s (DDT) National Diabetes Prevention and Control Program is to eliminate diabetes-related disparities, concentrating efforts where the greatest impact can be achieved for populations with the greatest burden or risk.

CDC researchers and others have found that diabetes-related disparities have not improved and in some cases have even increased during the past three decades, during which the focus has largely been on a ‘high-risk’ approach targeting individual-level biologic and behavioral attributes (serum glucose, body mass index (BMI), physical activity, dietary habits) 14.  Furthermore, it has been during the period of most intense health promotion efforts that the magnitude of several of these inequities seems to have increased 14. 
Accumulating empirical evidence suggests that health promotion efforts need to take account of the social determinants of health, environmental or contextual exposures that “surround” vulnerable populations 15,16. http://www.cdc.gov/socialdeterminants/    
Vulnerable populations are groups of people who are commonly exposed to social and economic contexts or environments that may result in high levels of risk factors for adverse health outcomes (e.g., diabetes) together with low levels of individual and community resources to avoid the harmful effects. These harmful effects are cumulative across the life course. (See Glossary)  Family-level factors (e.g., structure, habits and attitudes) influence dietary and exercise practices; household food insecurity is associated with obesity and occurrence of diabetes; neighborhood or community factors such as inadequate housing, lack of availability of healthy foods in neighborhood stores, lack of recreational facilities and safe areas to walk influence options for engaging in healthy dietary and exercise practices. 
Healthy People 2010 further reinforces this link between health and social/environmental factors by stating that “inequalities in income and education underlie many health disparities in the United States,” and noting that community, state, and national organizations will need to take a multi-disciplinary approach “that involves improving health, education, housing, labor, justice, transportation, agriculture, and the environment” if these disparities are to be reduced or eliminated17.  Effective action to eliminate health disparities also demands a perspective and conceptual framework grounded in values of social justice. Social justice, a foundation of public health, has two central features: social and economic equality and political equality, both of which are strongly related to disparities in health status18.
While specific guidance is currently limited regarding ways public health practitioners can best influence the social determinants of health to reduce health disparities, there is agreement that there is a critical need to find ways to build on traditional public health practices to address these factors.  Epidemiologic data consistently demonstrate that populations in the following groups/communities continue to experience significant diabetes-related health disparities: Asian Americans; African Americans; American Indian/Alaska Natives; Hispanic/Latinos; Native Hawaiians/Pacific Islanders; low socioeconomic status (SES) populations and regions of the U.S.; older adults; rural populations; and women.  
Vulnerable populations to be addressed through this program announcement are adults who fall into one or more of the groups and/or communities mentioned above.
Purpose: 
The purpose of the program is to reduce morbidity, premature mortality, and eliminate health disparities associated with diabetes. This will be done by funding organizations to mobilize community partners and assist them to effectively plan, develop, implement, and evaluate community-based interventions to reduce the risk factors that influence the disproportionate burden of diabetes in vulnerable populations borne by many communities in regions across the country. 

This program is intended to fund organizations that can strengthen the reach and impact of CDC’s Division of Diabetes Translation (DDT)’s National Diabetes Prevention and Control Program to address diabetes-related health disparities by complementing other ongoing programs funded through the Division, including the state/territory Diabetes Prevention and Control Programs (DPCPs) (http://www.cdc.gov/diabetes/states/index.htm), the Native Diabetes Wellness Program-funded cooperative agreements with tribes—“Using Traditional Foods and Sustainable Ecological Approaches for Health Promotion and Diabetes Prevention in American Indian/Alaska Native Communities” (http://www.cdc.gov/diabetes/projects/diabetes-wellness.htm) and the National Diabetes Education Program (NDEP).  It is also intended to begin to build a regional presence that will lead to sustainable impacts on diabetes-related disparities.  This program will enhance and support the goals and objectives of the established CDC/NIH-sponsored National Diabetes Education Program (NDEP), through the grantees’ use of NDEP resources and integration of NDEP materials, messages, programs, and partners (www.YourDiabetesInfo.org) into programmatic efforts that are targeted to specific populations and/or communities. 
CDC intends to fund projects addressing diabetes-related health disparities in vulnerable populations that have sustainable measurable impact, and that may be suitable for replication in additional communities across the region or country. Applicants will be expected to identify three distinct communities within a region in which they propose to focus their efforts.  The vulnerable populations to be addressed in those communities should be identified in the application. Funded organizations must conduct interventions that have the potential to serve as promising practices in order to build the evidence base of effective approaches to mitigate diabetes-related health disparities through an approach that reduces the impact of the social determinants of health.  In collaboration with CDC, grantees will build a learning community to share evaluation results and lessons learned throughout the process, in order to enable other communities to benefit from their experiences (see Recipient Activity #5).  
Funded organizations will work with CDC, state DPCPs, and the NDEP to build a regional presence in underserved communities and mobilize existing resources and infrastructure to effectively address diabetes-related health disparities.  They will be expected to serve as a resource to CDC and its partners to eliminate diabetes-related health disparities in vulnerable populations using systems-based social, environmental and policy approaches.
This program addresses the “Healthy People 2010” focus area(s) of Diabetes (5). It also addresses one of the two overarching goals for “Healthy People 2010,” to eliminate health disparities.
Measurable outcomes of the program will be in alignment with the following performance goal for the National Center for Chronic Disease Prevention and Health Promotion: “Prevent diabetes and its complications,” and with the CDC Division of Diabetes Translation’s goal to eliminate diabetes-related health disparities.
This announcement is only for non-research activities supported by CDC.  If research is proposed, the application will not be reviewed.  For the definition of research, please see the CDC Web site at the following Internet address:  http://www.cdc.gov/od/science/regs/hrpp/researchDefinition.htm  
II.  PROGRAM IMPLEMENTATION

Recipient Activities:

All recipient activities funded under this program announcement should integrate, coordinate with and reinforce, but not duplicate related existing federal, state, and local activities.  
1.
Convene, coordinate, and mobilize existing local partnerships/coalitions to address multiple factors contributing to diabetes-related disparities in the region, within at least three distinctly defined communities which will be identified and described in the application (See Background and Need section). Funded organizations will strengthen existing broad-based multi-sectoral partnerships to focus on and commit to addressing the contributing factors at multiple levels of the social-ecological model (individual, interpersonal, organizational, community, society), that will impact diabetes-related health disparities in the regions identified.  Partners can include a broad array of groups/organizations that influence health and the social determinants of health, for example, academic institutions/universities, agriculture departments, Area Agencies on Aging, boards of health, businesses/ worksites, community-based organizations/community groups, community health centers, education/school systems, faith-based organizations, government agencies (local/state/tribal, including representatives of programs funded by CDC, such as DPCPs, or other federal agencies), health care providers, health care purchasers, health departments (local/state/tribal), health plans, hospitals, economic development organizations, housing departments, lay people representing the population to be served, parks and recreation departments, media, NDEP partners, policy makers, public health institutes, rural health organizations,  senior centers and other organizations serving older adults, transportation departments, urban planning/development organizations, women’s organizations etc. 
The applicant organization should already have an established presence and partnerships in the communities in which it proposes to work.  Though the organization must already have an existing community partnership/coalition, it  does not necessarily have to be focused on diabetes at the time the application is submitted. The partnership may have been established for another purpose, but it should be appropriate to addressing diabetes-related issues.  The applicant organization should assess current membership of the coalition/partnership that could be mobilized to address the requirements of this program.  If additional partners are needed, the applicant should engage new members and gain their commitment to participating actively in the planning, implementation and evaluation of this community-based effort. 

Once coalitions/partnerships have been expanded and solidified as needed to address the requirements of this FOA, and once they have clearly identified roles for coalition members/partners, documentation of membership should be submitted to CDC.
Note that the organizations to be funded through this program will serve as coordinating and mobilizing organizations for the partnerships/coalitions; they must already have proven experience and capacity in place as an organization that can convene, build and manage successful partnerships/coalitions, and mobilize them to accomplish the required recipient activities for this cooperative agreement.  Funds are not available for the purpose of building capacity in lead/coordinating organizations to establish these partnerships; funding will only be awarded to those organizations that already have such capacity. Successful awardees should coordinate with CDC-funded DPCPs, as the state-wide conveners of the diabetes public health system, as they enhance and maintain the partnership/coalition, to avoid duplication and help ensure that only areas with documented needs and gaps in resources (and need for coordination/mobilization of existing resources to address diabetes-related disparities) are addressed.
Performance Measures

· Evidence of established relationships with partners in multiple sectors and multiple levels in three proposed communities that can influence the desired outcomes, including those related to social determinants of health that, when impacted, can contribute to health equity and improving diabetes-related disparities in the community.

· Evidence of a high level of partner engagement throughout the planning, implementation, and evaluation phases of the project.

2.  Lead/facilitate a community strategic planning process to identify specific actions to be undertaken and specific outcomes to be achieved related to reducing diabetes-related disparities in each of the three proposed communities.  
a. Working with the coalition/partnership, conduct and document a thorough needs assessment and environmental scan that identifies baseline community assets, disparities/gaps/inequities and contributing multi-level factors, barriers and opportunities for action.  A report summarizing findings will be submitted to CDC. CDC will provide guidance for what should be included in this report.
b. Using results from the needs assessment, develop a comprehensive multi-sector strategic plan with overall goals, strategies, specific, measurable, attainable, relevant/realistic, time-limited (SMART) objectives and activities for addressing gaps/inequities identified. 
· Plan should consider multiple levels of the social-ecological model and identify appropriate evidence-based strategies for addressing each level.   Selection of interventions to pursue should be based on a thorough analysis of gaps and opportunities that exist in the community and should reflect the potential for broad reach, sustainable and measurable impact, and successful implementation and achievement of outcomes.
· Plan should document the nature of the evidence base for the selected interventions (e.g., best practice, promising approach, practice-based evidence—see Glossary for definitions).

· Plan should identify specific roles of partners to be involved in implementation, as well as an estimate of the resources needed. 
· Plan should include methods to be used to measure and track the process of implementing proposed projects related to the goals and objectives and document key accomplishments related to outcome achievement.  
· Plans for sustainability of effective activities and dissemination of success stories and lessons learned should be included.
· Grantees will submit proposed plans, including priority areas for action and strategies to be used to achieve measurable impacts, to CDC for review prior to beginning implementation in the selected communities. 
As mentioned above, grantees may use a phased approach as they begin regional work encompassing at least three communities, provided that all recipient activities are completed by the end of the five-year funding period.  Lessons learned from working in the first community can be incorporated and applied in subsequent communities.  All grantees will be expected to complete work in a total of at least three communities by the end of the five-year grant period.  

Performance Measures

For each community:
· Evidence that a multi-year, evidence-based, and data-supported strategic plan has been developed with an inclusive group of partners across multiple sectors that will address factors contributing to diabetes-related health disparities in the specified area.

· Documented implementation/action and evaluation plan for interventions to be conducted with the coalition/partnership and documentation of outcomes achieved. 
3.
Implement interventions in each of the three communities in collaboration with community partners, based on the action plan developed through the strategic planning process with the coalition/partnership.  Strategies should address significant areas of the community in order to have the broadest sustainable impact possible with the aim of affecting system-wide changes that will lead to demonstrable improvements in specific health outcomes rather than small-scale changes in one individual part of the system. 
· Interventions should include an appropriate mix of evidence-based communication, health systems-related, and social/environmental /policy/systems strategies to achieve the desired outcomes (behavioral, environmental/policy, and community changes) that will contribute to reducing diabetes-related disparities/inequities.  (See Glossary for definitions of intervention categories and examples of interventions marked with asterisks.) 
· Policy-related approaches should include efforts to inform, educate, and advocate on behalf of specific vulnerable populations which will result in policy improvements.  Such approaches should be emphasized, as these are critical to increasing the likelihood of sustainable impact.

· Efforts must be coordinated and integrated with any ongoing efforts in place in the community prior to this program’s initiation.  
· Communication and education efforts should incorporate and evaluate the effectiveness of National Diabetes Education Program (NDEP) messages, products, tools, and materials as appropriate rather than creating new materials. This may include adapting existing materials to meet specific needs of the populations in communities of focus, if necessary. Any adaptations would need to be made in consultation with CDC/NDEP.  Refer to www.YourDiabetesInfo.org to identify relevant NDEP publications and resources available for a wide range of audiences.  
· Health communication activities should also be culturally competent, ensuring that messages are culturally and linguistically appropriate, and take into consideration literacy as well as health literacy.
The applicant may include in the proposed budget subcontracts to partners to support community-wide interventions.  Please refer to Application Content (Budget and Justification section) and Evaluation Criteria (Funding Restrictions section) for additional guidance.
Performance Measures

· Evidence that culturally appropriate interventions tailored for specific communities have been developed, implemented, and evaluated in collaboration with a broad-based group of partners across multiple sectors.  These interventions should result in sustainable outcomes addressing community social, environmental, and policy factors that will mitigate diabetes-related disparities. 
4.
Implement a comprehensive process and outcome evaluation to monitor, track, demonstrate, and evaluate efforts and identify best practices, promising practices and lessons learned.  Evaluation efforts should be consistent with CDC’s Framework for Program Evaluation in Public Health (http://www.cdc.gov/eval/framework.htm). Evaluation should identify aspects of the program that are working, those that are not working and document program outcomes.  Evaluation efforts should include a plan that has outputs, short term, intermediate and long term outcomes and their indicators in addition to a comprehensive dissemination plan and a plan for using the results to improve the program.  Evaluation findings should be used to improve the program and provide guidance for similar efforts in the future.   As interventions and evaluations are planned, applicants are reminded that this is a non-research program. (For the definition of research, please see the CDC Web site at the following Internet address:  (http://www.cdc.gov/od/science/regs/hrpp/researchDefinition.htm)
Performance Measures
Completion and implementation of an evaluation plan that includes:
· Evidence of surveillance and systematic and methodologically sound process and impact evaluation data collection from reliable sources;
· Reporting of findings to relevant stakeholders; and
· Evidence that evaluation findings have been used to inform and improve the program, and that lessons learned have been shared with relevant stakeholders.

5.
Learning community:  In collaboration with CDC and other grantees, participate in a learning community to regularly share lessons learned and compile, document and disseminate best/promising practices.  This includes providing training to public health practitioners (including DPCPs and NDEP partners) to enable them to apply identified best/promising practices in their own regions/states/ communities to address diabetes-related health disparities/inequities.  Grantees will serve as a resource/expert to increase the reach and impact of efforts to address diabetes-related health disparities in vulnerable populations and build the evidence base for working successfully in these communities by working in collaboration with DDT and funded partners primarily, but also with select unfunded partners.   Examples of the types of information/expertise/support include:
a.
Consultation and input to a variety of CDC Work Groups regarding diabetes-related disparities in vulnerable populations.
b.
Becoming a partner to support efforts of the National Diabetes Education Program, a joint CDC/NIH initiative, including participating on NDEP work groups as appropriate. 
c.
Sharing population-specific expertise with the DDT-funded Diabetes Training and Technical Assistance Center (DTAC), which provides training and technical assistance to DPCPs, regarding work with the particular vulnerable population/region the grantee is addressing.
d.
Guidance/training/presentations to CDC partners, especially DPCPs, on successful multi-sectoral approaches for addressing diabetes-related health disparities/inequities in vulnerable populations.

e.
As part of the documentation of best/promising practices, it is critical to capture information and lessons learned regarding the process of implementation and evaluation, including challenges faced and their relevance to achieved outcomes and ways of overcoming these challenges. 
Performance Measures

· Evidence of documentation/publication/presentation of best/promising practices in user-friendly formats (e.g., guidance documents, annual success stories) shared at the local, tribal, state, regional, and national levels, as appropriate.
· Evidence of other means of sharing strategies and methods of disseminating reports, findings, conclusions, lessons learned to advance program achievement and impact.

6.
Attend required meetings:  Attend CDC-sponsored meetings/training activities, such as the annual 3-day DDT Conference, Diabetes Training and Technical Assistance Center (DTAC) training activities, program-specific orientation/training, NDEP Partnership Network Meetings held every other year (next meeting to be held in 2011), as well as annual NDEP work group meetings. Attendance at meetings would include making presentations, as appropriate. Refer to Application Content (Budget and Justification section) for additional information.

Performance Measures
· Evidence of grantee participation in CDC-sponsored training, meetings, conferences.

7.
Program Management 
a. Staffing: Hire/dedicate existing staff with necessary knowledge and skills to successfully complete the required recipient activities.  This should include at least one full-time Program Manager/Coordinator to serve as the primary contact with CDC, and who will be responsible for ensuring completion of recipient activities.  Applicant organization staff must have expertise in addressing the vulnerable population(s) they propose to address through this program. In addition, evaluation expertise enabling the applicant to conduct evaluation of multi-level community-wide efforts should be available on staff or easily accessible through another mechanism.  Applicant must also have access to diabetes expertise; if the organization already has such expertise on staff, applicant should document how existing staff time will be dedicated to supporting this program.  If not, applicant must document how they will obtain needed support.

b. Fiscal management: Programs must use funding to support programs in alignment with requirements of this FOA.  Programs must develop and maintain systems for sound fiscal management, including: monitoring the cooperative agreement award and program contracts and grants, ensuring the funds are expended  in support of approved activities; tracking expenditures in a timely manner; preventing excessive unobligated balances; and identifying staff person responsible for fiscal management. 

Performance Measures

· Evidence that staff with appropriate knowledge and skills with sufficient time dedicated to the program to effectively administer, manage and implement the program have been hired.

· Evidence of access to additional expertise that will be needed, including diabetes and evaluation expertise, in order to successfully accomplish recipient activities.

· Evidence of timely submission of Financial Status reports; alignment of budget with program work plan; timely requests for prior approval items; timely redirection of program funds to avoid unobligated balances; minimal percentage of budget that is unobligated at the end of the fiscal year.

In a cooperative agreement, CDC staff is substantially involved in the program activities, above and beyond routine grant monitoring.  
CDC activities for this program are as follows:

1.
Provide ongoing guidance, consultation, technical assistance (TA), and training as related to the recipient activities, such as guidance regarding the CDC/DDT National Diabetes Prevention and Control Program framework and goals, types of interventions appropriate for funding, Diabetes Today training, evaluation-related consultation, support/assistance regarding documentation/publication of program-related best/promising practices, training/consultation/guidance in the science and evidence base from population approaches to diabetes prevention and control, and relevant data/surveillance/research, etc.
2.
Provide guidance, consultation, technical assistance regarding program-related documents, including needs assessment reports, strategic/action plans, evaluation plans, success stories.

3.
Provide information and facilitate linkages to existing resources and expertise, including NDEP resources, Work Groups and partners, DDT-funded Diabetes Prevention and Control Programs, Native Diabetes Wellness tribal programs, the DDT-funded initiative with the National Association of County and City Health Officials (NACCHO),  DTAC, information about existing documented CDC-funded community-based programs (e.g., REACH US, Steps/Healthy Communities), and other programs that may inform grantee activities.

4.
Collaborate with grantees to ensure that areas with established gaps are addressed and interventions and audiences are appropriately targeted.

5.
Convene information-sharing/training opportunities for grantees, including the learning community venues for sharing/dissemination of lessons learned and best/promising practices (through written and/or a variety of presentation/training formats).

III. AWARD INFORMATION AND REQUIREMENTS

Type of Award: Cooperative Agreement.  CDC substantial involvement in this program appears in the CDC Activities Section above. 

Award Mechanism: U58 Chronic Disease Prevention and Health Promotion 
Fiscal Year Funds: 2010
Approximate Current Fiscal Year Funding: $3,000,000 

Approximate Total Project Period Funding: $15,000,000. (This amount is an estimate, and is subject to availability of funds.)  This includes direct and indirect costs. 
Approximate Number of Awards: 6 
Approximate Average Award: $500,000 (This amount is for the first 12-month budget period, and includes both direct and indirect costs.)  
Floor of Individual Award Range: $450,000 
Ceiling of Individual Award Range: $550,000 (This ceiling is for the first 12-month budget period.)  This includes both direct and indirect costs. 
Anticipated Award Date: June 30, 2010
Budget Period Length: 12 months 

Project Period Length: 5 years

Throughout the project period, CDC’s commitment to continuation of awards will be conditioned on the availability of funds, evidence of satisfactory progress by the recipient (as documented in required reports), and the determination that continued funding is in the best interest of the Federal government.
IV.  ELIGIBILITY

Eligible applicants that can apply for this funding opportunity are listed below: 
· Nonprofit with 501C3 IRS status (other than institution of higher education) 
· Nonprofit without 501C3 IRS status (other than institution of higher education) 
· Nonprofit organizations recognized by US affiliated jurisdictions 
· For-profit organizations (other than small business)

· Small, minority, and women-owned businesses 
· Community-based organizations 
· Faith-based organizations 
· American Indian/Alaska Native tribally designated organizations 
· Urban Indian health organizations
· Tribal epidemiology centers   
As stated in the “Background” section above (p 4), differences in diabetes-related burden exist across particular subgroups of the population, including older adults, certain racial and ethnic minority groups, low socioeconomic status (SES) populations and regions, rural populations, and women.  The purpose of this initiative is to fund organizations that will support the efforts of DDT’s National Diabetes Prevention and Control Program to effectively address diabetes-related health disparities in these vulnerable populations, using an approach that mitigates the impact of the social determinants of health.  The Division of Diabetes Translation already has in place separate cooperative agreement funding programs designated specifically for state/territory health departments (DPCPs) and for tribes (NDWP). The newly available funds under CDC-RFA DP10-1001 are intended to fund other types of organizations that have specialized knowledge and expertise about and access to particular vulnerable populations and the capacity to reach these groups through their relationships with communities and regions where these populations are located. Categories of eligible applicant organizations have been selected based on their capacity to mobilize communities, inform, educate, and advocate on behalf of these populations, and provide support/assistance in the development, implementation, and evaluation of targeted interventions to multiple communities in a region, using a population-based non-research approach, and to contribute to replication and dissemination of successful efforts through participation in a learning community.   Grantees will be expected to coordinate and collaborate with the NDEP, DPCPs and NDWP grantees, as appropriate, in order to carry out their activities.  

While certain types of organizations are not eligible to apply directly for the funding, eligible applicants may collaborate with and, in some cases, subcontract with such entities, as appropriate, for specific aspects of their programs.  Refer to Application Content (Budget and Justification section) and Evaluation Criteria (Funding Restrictions section) of this document for more information.)
SPECIAL ELIGIBILITY CRITERIA: Licensing/Credential/Permits

Cost sharing or matching funds are not required for this program.
Maintenance of Effort is not required for this program.

Other 

If a funding amount greater than the ceiling of the award range is requested, the application will be considered non-responsive and will not be entered into the review process.  The applicant will be notified that the application did not meet the eligibility requirements.

Special Requirements:

Applicants must demonstrate that they have the following qualifications: 

1. Expertise and experience in addressing at least one of the vulnerable populations identified in the “Background” section of the FOA above.  This would include documented experience of at least three years working on health-related interventions that target the particular vulnerable population with impact of efforts described.  See Application Content section of FOA—Experience and Proven Capacity section.  
2.
Expertise in working with/organizing/mobilizing communities through a participatory approach to address public health issue(s) of the vulnerable population.  This experience should be described in Experience and Proven Capacity section of Application.  

3.
Documented expertise/experience/success in establishing partnerships/coalitions with organizations in multiple sectors that have achieved specific documented results.   This experience and results should be described in Experience and Proven Capacity section of Application.  In addition, specific letters of support from partner organizations should be included in the Appendices (and uploaded under “Other Attachment Forms” in Grants.gov under Letters of Support), describing the nature of the partnership and results of joint efforts.  Please refer to Application Content (Appendices: Letters of Support section) for additional guidance on organizing Letters of Support.
4.
Expertise/experience/documented success in policy/advocacy-related efforts to inform, educate and advocate on behalf of specific vulnerable populations. This experience should be described in Experience and Proven Capacity section of Application.  
5.
Expertise/experience/documented success in health communication-related efforts.  This experience should be described in Experience and Proven Capacity section of Application.  
6.
Expertise/experience/documented success in promoting/advocating for improvements in health systems that deliver appropriate care to specific vulnerable populations. This experience should be described in Experience and Proven Capacity section of Application.  
7.
Experience/expertise/capacity in evaluation and documentation of results of community-based efforts. This experience should be described in Experience and Proven Capacity section of Application.  In addition, copies of evaluation summaries from prior community-based efforts led by the organization should be included in the application Appendices and should be labeled “Evaluation Samples NAME OF ORGANIZATION.” and uploaded under “Other Attachment Forms” in Grants.gov.
8.
Documentation that a central part of the mission of the organization is to improve health equity/quality of life of the vulnerable population to be addressed in the communities/areas/region.  Applicant should attach a copy of organizational documents in the Appendices such as the existing organizational mission or vision statement or excerpt from strategic plan that demonstrates this commitment.  This Appendix should be labeled “Vulnerable Population Focus NAME OF ORGANIZATION ” and uploaded under “Other Attachment Forms” in Grants.gov.
9.
Capacity to conduct required recipient activities with three distinct communities over the five-year grant period.  This capacity should be described in Experience and Proven Capacity section of Application.  
10.
Documented access to diabetes-related expertise.  It is not required that recipient organizations have specific experience in addressing diabetes-related disparities; they must, however, demonstrate how they will obtain the needed expertise if they do not currently have this on staff. This should be documented in the Program Management/Staffing and/or “Budget/Justification” section of the Application. 
11.
Applicant has documented presence in the three geographically distinct communities where they plan to focus their efforts. This should be described in the Background and Need section of the application.  Appendices should include at least three Letters of Support (not including those from the DPCP) including a letter from elected or appointed leadership of each community to document the nature of applicant organization’s presence in these communities.  A letter from the partnership/coalition should also be included.  Letters should be included in the Appendices under Letters of Support and uploaded under “Other Attachment Forms” in Grants.gov. 
NOTE:
Applicants must complete the attached Eligibility Certification (Attachment 1: CDC-RFA-DP10-1001 Eligibility Certification) and submit it under “Other Attachment Forms” in a file named “Eligibility Certification NAME OF ORGANIZATION”.  If this signed document is not submitted with the application, the application will be considered non-responsive and will not be reviewed.
Note: Title 2 of the United States Code Section 1611 states that an organization described in Section 501(c)(4) of the Internal Revenue Code that engages in lobbying activities is not eligible to receive Federal funds constituting a grant, loan, or an award.
Intergovernmental Review of Applications

Executive Order 12372 does not apply to this program.   
V.  Application Content 

Unless specifically indicated, this announcement requires submission of the following information:  

Table of Contents (including Appendices)
A Project Abstract must be submitted with the application forms.  All electronic project abstracts must be uploaded in a PDF file format when submitting via Grants.gov. 

· Maximum of 2-3 paragraphs.

· Font size: 12 point unreduced, Times New Roman

· Single spaced
· Page margin size: One inch

The Project Abstract must contain a summary of the proposed activity suitable for dissemination to the public.  It should be a self-contained description of the project and should contain a statement of objectives and methods to be employed.  It should be informative to other persons working in the same or related fields and insofar as possible understandable to a technically literate lay reader.  This abstract must not include any proprietary/confidential information.  

A Project Narrative must be submitted with the application forms.  The project narrative must be uploaded in a PDF file format when submitting via Grants.gov.  The narrative must be submitted in the following format: 

· Maximum number of pages: 40. If your narrative exceeds the page limit, only the first pages which are within the page limit will be reviewed. 

· Font size: 12 point unreduced, Times New Roman
· Double spaced

· Paper size: 8.5 by 11 inches

· Page margin size: One inch

· Number all narrative pages; not to exceed the maximum number of pages.

· Application content should include the same headings as listed below.

· Clearly label all Appendices and number pages within each Appendix.
The narrative should address activities to be conducted over the entire five-year project period and must include the following items in the order listed:

1. Background and Need 

Describe and justify the need for this program: 

i. Identify which vulnerable population group(s)/region(s) the applicant will address.  Applicant must select one or more of the “vulnerable populations” identified in the Background section of the FOA, for example, African Americans, rural Appalachian populations, or low SES women.
ii. Describe the three specific communities /regions/tribal service areas/ intervention areas where the applicant proposes to serve as the coordinating partner in addressing diabetes-related disparities among identified vulnerable populations over the course of the five-year project period.  (Though all three communities must be selected and identified in the application, actual work in the communities may be phased in over the five-year project period. Grantees may begin work in the first community and apply lessons learned in the initial activities to their work in the subsequent two communities.)  Description should include demographic, geographic and political boundaries, target populations (including estimated size of the population), evidence of the burden of diabetes and disparities/inequities in the vulnerable population, including relevant social determinants of health, to justify selection of these areas for intervention.  Use both quantitative and qualitative data and cite data sources used.  
Communities selected should be those in which diabetes-related disparities have not yet been effectively addressed through coordinated multi-level comprehensive efforts.  Because this funding is intended to support change in areas that have capacity for change, but are under-resourced and have not been successfully mobilized to bring about needed changes to address the negative impact of inequities contributing to diabetes-related disparities, communities currently or previously funded through non-federal or federal programs such as REACH, Healthy Communities/Steps, or CDC’s American Recovery and Reinvestment Act should not be targeted. 
Proposals should reflect a regional capacity, with a focused effort in multiple communities.  Selected communities should be larger than a single neighborhood in an urban or suburban setting, and at a minimum, a county in a rural setting.  In the case of tribal communities, each of the three communities must encompass a defined geographical region on tribal lands.  Proposed communities should have a sufficient political, social and health system infrastructure in place that when mobilized, a measurable impact can be achieved.
The applicant must include references for community-specific data sources in an attachment. If this attachment is not included, the application will be considered non-responsive.  (Filename: Community Data Sources: NAME OF ORGANIZATION).  Include a description of the process to engage DPCPs in the community selection process.  Letters of support from relevant DPCPs should be included in the Appendices, Letters of Support.  
iii. Describe ongoing efforts in the community to address chronic diseases and their risk factors in general, and/or diabetes in particular, to demonstrate understanding of existing resources and infrastructure available in proposed communities, the need for more effective coordination and mobilization, and to demonstrate that duplication of existing efforts will not occur.

iv. Discuss community-specific gaps, challenges, limitations and/or opportunities for implementing interventions to address diabetes-related disparities in this population.  Opportunities for policy and advocacy approaches should be emphasized, as these are critical to achieving a sustainable impact.
v. Describe the nature of the applicant’s existing “presence” in these communities.  Include at least three Letters of Support from each community to document the nature of the applicant organization’s presence in these communities. Letters should be included from partnership/coalition members. 

2. Experience and Proven Capacity 

Describe the applicant’s overall experience in conducting community-based efforts working to address health-related disparities in the particular vulnerable populations to be addressed with this program, as well as documented successes.  Description of experience and capacity should document that the organization is capable of engaging in the level of effort required for this program in three distinct communities over the 5-year project period.
Describe experience in and results of the following as they pertain to addressing vulnerable populations experiencing health-related disparities:

i. Coalition-building/community mobilization.

ii. Conducting community-based strategic planning, including needs/assets assessment and specification of achievable goals and anticipated health outcomes.
iii. Addressing health-related issue(s) in this population.  Also include in Appendices (Filename: Vulnerable Population Focus NAME OF ORGANIZATION), documentation that a central part of applicant organization’s mission is to improve the health/quality of life of this vulnerable population. 
iv. Collaborating with organizations across multiple sectors, including key partner organizations necessary to influence change.

v. Conducting health communication activities.

vi. Promoting and/or advocating for health systems improvements.

vii. Implementing advocacy/policy/environmental approaches including successful efforts to inform, educate, and advocate on behalf of specific vulnerable populations.
viii. Evaluating community-based public health approaches and disseminating results.  Also include in the Appendices (Evaluation Samples) examples of evaluation summaries from previous community-based efforts. 
ix. In addition to a general discussion of experience and capacity addressed above, applicant should describe a specific example of a community in which they worked to address health-related issue(s), including the process used to build/strengthen partnerships and a functioning coalition, mobilize the community, assess needs and assets, develop a plan, identify priorities, select appropriate multi-level interventions in conjunction with multiple partners, implement, evaluate, and document results.

3. Project Work Plan   
i. The 5-year plan should include a timeline and general milestones for accomplishing recipient activities over the complete 5-year project period, and should include long-term Specific, Measurable, Attainable, Relevant/Realistic, Time-Limited (SMART) five-year project objectives.  Long-term objectives should describe outcomes such as a sustained positive change in policy, or a sustained improvement in community capacity to address inequities.  The plan should include an overview of how the following required recipient activities will be accomplished as well as specific deliverables that will contribute to the achievement of specified health outcomes:
· Convene/coordinate and mobilize existing local coalition/partnerships in three distinct geographical communities in a region to jointly address multi-level factors contributing to diabetes-related disparities experienced by vulnerable populations (see Recipient Activity #1, p 7-10).
· Lead the three community coalitions/partnerships in strategic planning process, including conducting and documenting a thorough needs assessment, developing a strategic plan, action and evaluation plans (see Recipient Activity #2, p 10-12).
· In the three communities, implement an appropriate mix of evidence-based interventions (in collaboration with partners), based on findings of the needs assessment, including coordinating/integrating with other ongoing efforts in the community (see Recipient Activity #3, p 12-14).  
· Participate in the learning community/document and disseminate lessons learned/best/promising practices/guidance documents/success stories, including serving as a resource/expert for the National Diabetes Prevention and Control Program (see Recipient Activity #5, p 15-16).
· Attend CDC-sponsored meetings (see Recipient Activity #6, p 16-17).
ii. Annual Action Plan for Year 1.   The Annual Action Plan for Year 1 must include short-term objectives that link to five-year project objectives and describe how the recipient activities will be addressed in the first year.  Note that some of the recipient activities may begin in Year 1 and continue in subsequent years (e.g., convene, coordinate, mobilize coalitions/partnerships), while other activities will take place every year (e.g., participate in learning community, attend CDC-sponsored meetings).  Also, several of the recipient activities (program management, implement comprehensive process and outcome evaluation) are addressed in other sections of the application, so they are not explicitly listed in this section as part of the Project Work Plan.
Annual Action Plan should include:
· SMART objectives that quantify results of one or more program activities that will be completed within a 12-month funding period.

· Rationale – description of how objective will contribute to accomplishment of long-term objective(s)

· Activities – events or actions that a program implements in order to achieve an objective.  Activities should support the accomplishment of the annual objectives, and should include target date, person responsible and partners involved.
Applicants should note that Annual Action Plans for subsequent years will be submitted with Interim Progress Reports).
4. Evaluation plan 

Provide a description of evaluation and monitoring processes to be used to track and measure progress towards meeting objectives in the annual action plan, as well as five-year long-term objectives.  Evaluation should follow CDC’s Six-Step Framework for Program Evaluation in Public Health (see http://www.cdc.gov/eval/framework.htm ) and should:
· Describe who will be involved in planning and conducting program evaluation, including who will be have overall responsibility for program evaluation. 
· Describe the type of evaluation to be conducted (process and outcome), examples of expected indicators, data sources, and timelines.
· Describe how findings and results may be used to improve the program and develop best/promising practices and how they will be shared with stakeholders. 
· Describe how a logic model will be developed with the partners in the first 6 months of working in each community.  This logic model should be submitted to CDC with the subsequent progress report.  
(See Recipient Activity #4, p 14-15.)
5.
Program Management 
i.
Staffing.  Describe program staff to be hired or dedicated that will be qualified to carry out required program recipient activities, including a description of tasks or roles, required experience and time commitment for each staff member, including the full-time Program Manager/Coordinator who will be responsible for maintaining ongoing communication with CDC, and coordinating all required recipient activities and ensuring their completion.  The applicant organization must also document in-house organizational expertise in addressing the vulnerable populations to be reached.  As appropriate, the applicant should indicate whether positions are shared with other programs and how much time is dedicated to each one. Appendices should include resumes and job descriptions of proposed staff, and job descriptions for positions still to be filled.  (Filename: Resumes/Job Descriptions NAME OF ORGANIZATION) If some of the required expertise (such as expertise in diabetes and evaluation of multi-level community-based interventions) is to be acquired through contractual/consultant arrangements, or other mechanisms, such as in-kind staff contribution or Memoranda of Understanding with other experts, this should be specified. 

ii.
Fiscal management.  Describe systems for fiscal management to ensure that funds are used appropriately, in keeping with the work plan and intent of the FOA, and that spending is monitored to prevent excessive unobligated balances.  Describe who will be responsible for fiscal management and what monitoring processes will be used.


(See Recipient Activity #7, p 17-18.)
Additional information should be included in the application Appendices.  The appendices will not be counted toward the narrative page limit.  This additional information includes:

1. Budget and Justification (reviewed, not scored, not included in page limit) (Filename: Budget and Justification NAME OF ORGANIZATION). Guidelines for Budget Preparation are available at http://www.cdc.gov/od/pgo/funding/budgetguide.htm.
· Personnel section should clearly identify paid and in-kind staff who will contribute time to this program, including the full-time Program Manager/Program Coordinator.  If diabetes expertise will be contributed by existing staff, that should be noted in the Personnel section.  If this will be obtained through another mechanism (e.g., contract/consultant) this should be noted in the appropriate section of the budget.  If time will be donated through another arrangement (e.g., Memorandum of Understanding) with another entity, this should be noted in the Personnel section justification/narrative, and a Letter of Support should be submitted to document this agreement.  See below under Letters of Support.
· Applicant may propose to award sub-grants/subcontracts to key partners to support community-wide interventions.  Follow the Guidelines for Budget Preparation (http://www.cdc.gov/od/pgo/funding/budgetguide.htm) in providing required information for proposed consultants or contracts.
· Budget may include funds to print or purchase quantities of NDEP products, as appropriate.
· Travel section of the budget should include funds to attend required meetings:  
· Annual 3-day DDT Conference (location TBD – Spring 2011), 2 staff/ program representatives.
· Diabetes Training and Technical Assistance Center training meeting – 2-day meeting in Atlanta, dates TBD, 2 staff. 

· Program-specific orientation/training.  Budget for 3 day meeting for 2 staff, dates and location TBD.
· National Diabetes Education Program Partnership Network Meeting – 2-day meeting every other year, Atlanta, GA, 1-2 staff.  Next meeting 2011.
· Annual NDEP work group meeting, 2-day meeting, dates and location TBD, 1-2 staff.
2. Indirect Cost Rate Agreement (Filename: Indirect Cost Rate Agreement NAME OF ORGANIZATION).
3. Eligibility Certification (Filename: Eligibility Certification NAME OF ORGANIZATION). The applicant must attach this form (see Attachment 1, CDC-RFA DP10-1001 Eligibility Certification) in the appendices; failure to submit this form with the application will deem the application to be non-responsive.  Proof of eligibility must also be included—see instructions on attached Eligibility Certification.  
4. Letters of Support (including organizations/partners with which applicant has worked/provided technical assistance, including evidence of communication with DPCPs regarding selection of communities in that state/territory) (Filename: Letters of Support NAME OF ORGANIZATION). These should be organized based on which aspect of the application they are supporting:  
· Letter(s) of Support from DPCP(s) (the number of DPCP letters will depend on whether the three communities fall within the same or different states) ; 
· Letters of Support from Proposed Community 1; Letters of Support from Proposed Community 2; Letters of Support from Proposed Community 3; 
· Letters of Support to document prior experience; 
· Letters of Support (or MOU) from experts to provide support to the program (if applicable)
5. Resumes/Job Descriptions of Proposed Full-Time Program Coordinator and Other Staff (if applicable) (Filename: Resumes NAME OF ORGANIZATION).
6. Organizational Chart (Filename: Org Chart NAME OF ORGANIZATION)
7. Evaluation Samples (Filename: Evaluation Samples NAME OF ORGANIZATION).
8. Organizational Mission/Vision Focus on Vulnerable Populations (Filename: Vulnerable Population Focus NAME OF ORGANIZATION)
9. List of State/Local Affiliates, if applicable (Filename: State/Local Affiliates NAME OF ORGANIZATION).
10. List of References/Data Sources for community-specific data (Filename: Community Data Sources NAME OF ORGANIZATION).  If this attachment is not included, the application will be considered non-responsive.  
Additional information submitted via Grants.gov should be uploaded in a PDF file format, and should be named as specified above when uploaded under Mandatory Documents. 
Additional requirements for additional documentation with the application are listed in Section VII. Award Administration Information, subsection entitled “Administrative and National Policy Requirements.”
APPLICATION SUBMISSION

Registering your organization through www.Grants.gov, the official agency-wide E-grant website, is the first step in submitting application online. Registration information is located on the “Get Registered” screen of www.Grants.gov.  Please visit www.Grants.gov at least 30 days prior to submitting your application to familiarize yourself with the registration and submission processes. The “one-time” registration process will take three to five days to complete.  However, the Grants.gov registration process also requires that you register your organization with the Central Contractor Registry (CCR) annually.  The CCR registration can require an additional one to two days to complete. 
Submit the application electronically by using the forms and instructions posted for this funding opportunity on www.Grants.gov.  If access to the Internet is not available or if the applicant encounters difficulty in accessing the forms on-line, contact the HHS/CDC Procurement and Grant Office Technical Information Management Section (PGO-TIMS) staff at (770) 488-2700 for further instruction.

Note:  Applications submitted to Grants.gov are not transmitted to the granting agency until they have successfully completed an electronic validation process.  This validation process may take as long as two (2) calendar days, therefore applicants are strongly encouraged to check the status of their applications to ensure that no submission errors have occurred. To guarantee compliance with the application deadline published in the Funding Opportunity Announcement, applicants are also strongly encouraged to allocate additional days prior to the published deadline to file their application. Non-validated applications will not be accepted after the published application deadline date. 

Please contact Grants.gov in the event that you do not receive a “validation” email within two (2) calendar days of application submission. After submitting the application package, refer to the confirmation email message generated at the time of submission (or the Application User Guide, Version 3.0, page 57) for instructions on how to track your application using your Grants.gov tracking number to verify the status of your application.

Other Submission Requirements

Letter of Intent (LOI) is requested.    
LOI Submission Address: Submit the LOI by express mail, delivery service, fax, or E-mail to:

Linda M. Long, Program Analyst
CDC, Division of Diabetes Translation 

2877 Brandywine Road, Williams Building, Room 5507
Atlanta, GA 30341

770-488-5966 (fax)
LLong@cdc.gov
Although a letter of intent is not required, is not binding, and does not enter into the review of a subsequent application, the information that it contains allows CDC Program staff to estimate and plan the review of submitted applications.  

Requested LOIs should be provided not later than by the date indicated in the Section I entitled “Authorization and Intent”.

Dun and Bradstreet Universal Number (DUNS)

The applicant is required to have a Dun and Bradstreet Data Universal Numbering System (DUNS) identifier to apply for grants or cooperative agreements from the Federal government.  The DUNS is a nine-digit number which uniquely identifies business entities.  There is no charge associated with obtaining a DUNS number.  Applicants may obtain a DUNS number by accessing the Dun and Bradstreet website or by calling 1-866-705-5711.  
Electronic Submission of Application:

Applications must be submitted electronically at www.Grants.gov.  Electronic applications will be considered as having met the deadline if the application has been successfully submitted electronically by the applicant organization’s Authorized Organizational representative (AOR) to Grants.gov on or before the deadline date and time.
The application package can be downloaded from www.Grants.gov.  Applicants can complete the application package off-line, and then upload and submit the application via the Grants.gov Web site.  The applicant must submit all application attachments using a PDF file format when submitting via Grants.gov.  Directions for creating PDF files can be found on the Grants.gov Web site.  Use of file formats other than PDF may result in the file being unreadable by staff.
Applications submitted through Grants.gov (http://www.grants.gov), are electronically time/date stamped and assigned a tracking number. The AOR will receive an e-mail notice of receipt when HHS/CDC receives the application. The tracking number serves as a receipt of submission.  
If the applicant encounters technical difficulties with Grants.gov, the applicant should contact Grants.gov Customer Service via E-mail at support@grants.gov or by phone at 1-800-518-4726 (1-800-518-GRANTS).  The Customer Support Center is available between the hours of 7:00 a.m. to 9:00 p.m. Eastern Time, Monday through Friday.  

E-mail submissions of applications will not be accepted.  
Submission Dates and Times 

This announcement is the definitive guide on LOI and application content, submission, and deadline.  It supersedes information provided in the application instructions.  If the application submission does not meet the deadline published herein, it will not be eligible for review and the applicant will be notified the application did not meet the submission requirements.  The application face page will be returned by HHS/CDC with a written explanation of the reason for non-acceptance.   

Letter of Intent (LOI) Deadline Date: Applicants are requested to submit a letter of intent within 14 days of publication in grants.gov.
Application Deadline Date: 45-60 days after date of publication on Grants.gov, 11:59pm Eastern Standard Time 
Explanation of Deadlines:
VI. Application Review Information

Eligible applicants are required to provide measures of effectiveness that will demonstrate the accomplishment of the various identified objectives of the DP10-1001.  Measures of effectiveness must relate to the performance goals stated in the “Purpose” section of this announcement.  Measures of effectiveness must be objective, quantitative and measure the intended outcome of the proposed program.  The measures of effectiveness must be included in the application and will be an element of the evaluation of the submitted application. 
Evaluation Criteria
Eligible applications will be evaluated against the following criteria:

Abstract (reviewed, not scored)

Experience and Proven Capacity (30 points)
Experience and proven capacity will be evaluated based on the extent to which:
· The applicant demonstrates adequate capacity and the necessary experience to be able to successfully conduct the required recipient activities in three distinct geographical communities.  
· The applicant demonstrates sufficient and appropriate experience and success in the following activities as they pertain to addressing vulnerable populations experiencing health-related disparities:

· Coalition-building/community mobilization.
· Conducting community-based strategic planning, including needs/assets assessment and specification of achievable goals and anticipated health outcomes.
· Addressing the proposed vulnerable population on health-related issue(s), including documentation of the organization’s mission/vision/focus on vulnerable populations in the Appendices (Filename: Vulnerable Population Focus NAME OR ORGANIZATION) demonstrating that a central part of their mission is to improve health/quality of life of this vulnerable population.
· Collaborating with organizations across multiple sectors, including key partner organizations necessary to influence change.
· Conducting health communication activities.
· Promoting/advocating for health systems improvements.
· Conducting successful advocacy/policy/environmental approaches, including efforts to inform, educate, and advocate for vulnerable populations.
· Evaluating community-based public health approaches and disseminating results. Did the applicant include examples of evaluation summaries from previous community-based efforts in the Appendices (Filename: Evaluation Samples NAME OF ORGANIZATION).
· Working in a specific community in which they addressed health-related issue(s), including documenting the process used to build multi-sectoral partnerships, mobilize the partnership/coalition to jointly assess needs and assets, develop a plan, identify priorities, select appropriate multi-level interventions, implement, evaluate, and document results.
(See Experience and Proven Capacity under Application Content, p 30-31)
Project Work Plan (25 points) 


The work plan will be evaluated based on the extent to which:
· The 5-year project work plan includes a timeline and general milestones for accomplishing recipient activities over the 5-year project period and includes SMART long-term objectives for the 5-year period.
· The plan is adequate to carry out the proposed objectives (including 5-year long-term objectives).  
· The proposed methods and timeline are feasible.  

· The work plan adequately addresses required recipient activities listed below:  

· Convening coalition/partnership with organizations across multiple sectors in each community (Recipient Activity #1, p 7-10)

· Leading/facilitating community strategic planning process in each community, including conducting and documenting needs assessment, strategic plan, action and evaluation plans (Recipient Activity #2, p 10-12)

· Identifying and implementing appropriate interventions based on identified needs and coordinating/integrating with other ongoing community efforts in each community (Recipient Activity #3, p 12-14)

· Participation in learning community, including serving as a resource/expert for the National Diabetes Prevention and Control Program

· Has the work plan explained how NDEP materials/resources will be strategically incorporated and their use evaluated?  
(Recipient Activity #5, p 15-16)
· Attendance at CDC-sponsored meetings (Recipient Activity #6, p 16-17)

· The annual action plan includes SMART short-term objectives that link to the 5-year long-term objectives, including rationale, and activities with target dates, persons responsible and partners involved.
Evaluation plan (20 points) 

The evaluation plan will be evaluated based on the extent to which:

· The applicant describes the development of a comprehensive and appropriate evaluation plan based on the CDC Six-Step Framework for Program Evaluation.

· The applicant describes:
· How an evaluation plan will be developed that follows the CDC Six-Step Framework for Program Evaluation in Public Health.
· The type of evaluation to be conducted (process and outcome), examples of expected indicators, data sources, and timelines.
· How findings and results may be used to improve program and develop best/promising practices and how they will be shared with stakeholders. 
· Who will be involved in planning and conducting evaluation, including who will be have overall responsibility for program evaluation.
· How a logic model will be developed with partners.
(See Recipient Activity #4, p 14-15, and Evaluation Plan under Application Content, p 34.)
Background and Need (15 points)

The background and need will be evaluated based on the extent to which the applicant:

· Identifies which of the vulnerable population group(s) (listed in the FOA Background section) they will address.
· Describes three specific target communities in a region, including a description of demographic, geographic, political boundaries, target populations (including estimated size), and including documentation of data sources.
· Justifies the need for this program and demonstrate understanding of the communities and the vulnerable populations within those communities, including evidence of diabetes burden/disparities/inequities, with data sources cited. (Appendices must include references for data sources, Filename: Community Data Sources: NAME OF ORGANIZATION.)
· Demonstrates knowledge/understanding of social determinants of health contributing to diabetes-related disparities in these communities.
· Describes the process for coordinating with DPCPs in selecting communities and include Letters of Support indicating communication with DPCPs.  

· Describes ongoing efforts in the areas to address chronic disease in general, and/or diabetes in particular and documents ongoing related activities in these communities to demonstrate that there will not be duplication of similar activities supported by funding from other non-federal or federal programs such as CDC chronic disease programs (Healthy Communities, Steps, REACH, NDWP).   

· Discusses gaps, challenges, limitations and/or opportunities for implementing interventions to address diabetes-related disparities in this population in these communities.
· Describes the nature of the applicant’s existing “presence” in these communities, including at least three Letters of Support (not including the DPCP) from each community to document the nature of applicant organization’s presence in these communities (a total of at least three letters of support from each proposed community of focus for a total of nine community letters, including letters from the partnership/coalition), plus one to three DPCP letters, for a total minimum of 10 letters to document presence in proposed communities.  Note: If all three communities are located within one state, only one DPCP letter will be required, but it should document that communication has taken place related to all three communities).  (See Application Content, Background and Need section, p 27-30)
Program Management (10 points)
Program management will be evaluated based on the extent to which the applicant:

· Proposes staff members with appropriate experience/expertise to accomplish all recipient activities and program goals, including expertise in addressing the vulnerable populations to be reached through this program, including a full-time Program Manager/Coordinator responsible for ensuring completion of all recipient activities and communicating with CDC.  
· Includes appropriate resumes/job descriptions of proposed staff in Appendices (Filename: Resumes/Job Descriptions NAME OF ORGANIZATION).
· Clearly defines staff roles and propose adequate time commitments of staff to accomplish the work, including indication of whether any positions are to be shared between programs.  
· Includes detailed organizational chart in the Appendices that illustrates where this program would reside in the organization, as well as organizational location of proposed staff/expertise (Filename: Org Chart NAME OF ORGANIZATION).
· Demonstrates access to needed expertise not currently on staff with the organization.  
· Documents appropriate fiscal management processes and procedures.
(See Application Content, Program Management section, p 34-35)
Budget (SF 424A) and Budget Narrative (Reviewed, but not scored).  Although the budget is not scored applicants should consider the following in development of their budget.  Is the itemized budget for conducting the project, and justification reasonable and consistent with stated objectives and planned program activities?

If the applicant requests indirect costs in the budget, a copy of the indirect cost rate agreement is required.  If the indirect cost rate is a provisional rate, the agreement should be less than 12 months of age.  The indirect cost rate agreement should be uploaded as a PDF file with “Other Attachment Forms” when submitting via Grants.gov.  
Funding Restrictions
Restrictions, which must be taken into account while writing the budget, are as follows:

· Recipients may not use funds for research, as defined by CDC.

· Recipients may not use funds for clinical care or direct services, such as screening.

· Recipients may only expend funds for reasonable program purposes, including personnel, travel, supplies, and services, such as contractual.

· Awardees may not generally use HHS/CDC/ATSDR funding for the purchase of furniture or equipment.  Any such proposed spending must be identified in the budget.

· The direct and primary recipient in a cooperative agreement program must perform a substantial role in carrying out project objectives and not merely serve as a conduit for an award to another party or provider who is ineligible.

· Reimbursement of pre-award costs is not allowed.
· Recipients may not use funds for construction.  
· CDC funds cannot be used to supplant existing funding; applicants may not use these funds to supplant funds from other Federal or non-federal sources. 
The applicant can obtain guidance for completing a detailed justified budget on the CDC website, at the following Internet address:

http://www.cdc.gov/od/pgo/funding/budgetguide.htm.

Application Review Process

All eligible applications will be initially reviewed for completeness by the Procurement and Grants Office (PGO) staff.  In addition, eligible applications will be jointly reviewed for responsiveness by the Division of Diabetes Translation and PGO. Incomplete applications and applications that are non-responsive to the eligibility criteria will not advance through the review process.  Applicants will be notified if the application did not meet eligibility and/or published submission requirements.

An objective review panel will evaluate complete and responsive applications according to the criteria listed in Section VI. Application Review Information, subsection entitled “Evaluation Criteria”.  CDC employees will conduct the review; no more than 49% of reviewers will be from within the National Center for Chronic Disease Prevention and Health Promotion and the remainder will be from outside the Center. A three-member voting panel will score applications based on reviews conducted by primary, secondary, and tertiary reviewers. 
Applications Selection Process

Applications will be ranked by overall scores determined by the three-member voting panel. The first priority in selecting applications for funding will be overall voting panel scores; however, CDC reserves the right to make selections out of rank order, if necessary, to meet the following factors: 
1.
Maintaining geographic and population diversity among communities to be addressed.  
2.
Maximizing size of the vulnerable population potentially affected through program efforts.  Applicants with larger reach may be given priority.  

CDC will provide justification for any decision to fund out of rank order.

VII.  Award Administration Information
Award Notices

Successful applicants will receive a Notice of Award (NoA) from the CDC Procurement and Grants Office.  The NoA shall be the only binding, authorizing document between the recipient and CDC.  The NoA will be signed by an authorized Grants Management Officer and e-mailed to the program director. A hard copy of the NoA will be mailed to the recipient fiscal officer identified in the application.

Unsuccessful applicants will receive notification of the results of the application review by mail. 

Administrative and National Policy Requirements

Successful applicants must comply with the administrative requirements outlined in 45 Code of Federal Regulations (CFR) Part 74 or Part 92, as appropriate.  The following additional requirements apply to this project: 
· AR-8 

Public Health System Reporting Requirements

· AR-9

Paperwork Reduction Act Requirements

· AR-10 

Smoke-Free Workplace Requirements

· AR-11 

Healthy People 2010

· AR-12 

Lobbying Restrictions

· AR-14 

Accounting System Requirements
· AR-15

Proof of Non-Profit Status 

· AR-21 

Small, Minority, and Women-Owned Business

· AR-23 

States and Faith-Based Organizations

Additional information on the requirements can be found on the CDC Web site at the following Internet address: http://www.cdc.gov/od/pgo/funding/Addtl_Reqmnts.htm.
For more information on the Code of Federal Regulations, see the National Archives and Records Administration at the following Internet address: http://www.access.gpo.gov/nara/cfr/cfr-table-search.html
CDC Assurances and Certifications can be found on the CDC Web site at the following Internet address: http://www.cdc.gov/od/pgo/funding/grants/foamain.shtm 
TERMS AND CONDITIONS

Reporting Requirements

Each funded applicant must provide CDC with an annual Interim Progress Report submitted via www.grants.gov:
1. The interim progress report is due no less than 90 days before the end of the budget period.  The Interim Progress Report will serve as the non-competing continuation application, and must contain the following elements:

a. Standard Form (“SF”) 424S Form.

b. SF-424A Budget Information-Non-Construction Programs.

c. Budget Narrative.

d. Indirect Cost Rate Agreement.

e. Project Narrative.  
Additionally, funded applicants must provide CDC with an original, plus two hard copies of the following reports:
2. Financial Status Report (SF 269) and annual progress report, no more than 90 days after the end of the budget period.  
3. Final performance and Financial Status Reports, no more than 90 days after the end of the project period.

These reports must be submitted to the attention of the Grants Management Specialist listed in the Section VIII below entitled “Agency Contacts”.
VIII.  Agency Contacts

CDC encourages inquiries concerning this announcement.

For general questions, contact:


Technical Information Management Section
Department of Health and Human Services

CDC Procurement and Grants Office


2920 Brandywine Road, MS E-14

Atlanta, GA 30341


Telephone: 770-488-2700

For programmatic technical assistance, contact:


Linda M. Long, Program Analyst
Department of Health and Human Services

Centers for Disease Control and Prevention

Division of Diabetes Translation

4770 Buford Highway, NE, MS K-10

Telephone: 770-488-1099

E-mail: LLong@cdc.gov
For financial, grants management, or budget assistance, contact:

Sheila Edwards Grants Management Specialist
Department of Health and Human Services

CDC Procurement and Grants Office


2920 Brandywine Road, MS E-09

Atlanta, GA 30341


Telephone: 770-488-1644

E-mail:fyq5@cdc.gov
CDC Telecommunications for the hearing impaired or disabled is available at: TTY 770-488-2783.

Other Information

Other CDC funding opportunity announcements can be found at www.grants.gov. 
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Glossary
Appalachian Region: Appalachia, as defined in the legislation from which the Appalachian Regional Commission derives its authority, is a 205,000-square-mile region that follows the spine of the Appalachian Mountains from southern New York to northern Mississippi. It includes all of West Virginia and parts of 12 other states: Alabama, Georgia, Kentucky, Maryland, Mississippi, New York, North Carolina, Ohio, Pennsylvania, South Carolina, Tennessee, and Virginia. (Source:  Appalachian Regional Commission web site – http://www.arc.gov/index.do?nodeId=2)
American Recovery and Reinvestment Act of 2009 (ARRA).  See http://www.cdc.gov/nccdphp/recovery/ 
Best practices:  A Best practice is a technique, method, process, activity, incentive, or reward that is believed to be more effective at delivering a particular outcome than any other technique, method, process, etc. when applied to a particular condition or circumstance. The idea is that with proper processes, checks, and testing, a desired outcome can be delivered with fewer problems and unforeseen complications. Best practices can also be defined as the most efficient (least amount of effort) and effective (best results) way of accomplishing a task, based on repeatable procedures that have proven themselves over time for large numbers of people. A given best practice is only applicable to particular condition or circumstance and may have to be modified or adapted for similar circumstances. In addition, a "best" practice can evolve to become better as improvements are discovered. http://en.wikipedia.org/wiki/Best_practice  http://www.businessdictionary.com/definition/best-practice.html 
Body Mass Index (BMI): is a number calculated from a person's weight and height. BMI provides a reliable indicator of body fatness for most people and is used to screen for weight categories that may lead to health problems. http://www.cdc.gov/healthyweight/assessing/bmi/  
Budget Period: The interval of time (usually 12 months) into which the project period is divided for budgetary and funding purposes. 
Capacity Building: Refers to the coalition formation and planning stages of activities that improve a community or organization’s ability to achieve its mission more effectively. Capacity building may relate to almost any aspect of work: improved governance, leadership, mission and strategy, administration (e.g., human resources, financial management, and legal matters), program development and implementation, fundraising and income generation, diversity, partnerships and collaboration, evaluation, advocacy and policy change, marketing, positioning, or planning. 
Chronic Disease Burden:  A general term used in public health and epidemiological literature to identify the cumulative effect of a broad range of harmful chronic disease consequences on a community, including the health, social, and economic costs to the individual and to society. 
Coalition – See “Partnership.” 
Community: (see also definitions of “region” and “geographically distinct”) “…a group of people with diverse characteristics who are linked by social ties, share common perspectives, and engage in joint action in geographical locations or settings.” 1   
· The applicant must identify and describe the proposed communities to be addressed, including demographic, geographic and political boundaries, target populations (including estimated size of population), evidence of the burden of diabetes and disparities/inequities…” (p 27-28).  (CDC has not predetermined a specific size for the communities to be targeted.)
· “Selected communities should be larger than a single neighborhood in an urban or suburban setting, and at a minimum, a county in a rural setting.  In the case of tribal communities*, each of the three communities must encompass a defined geographical region on tribal lands.  Proposed communities should have a sufficient political, social and health system infrastructure in place that when mobilized, a measurable impact can be achieved.” (p 28-29) *Note that applicants may address AI/AN populations that are not residing on tribal lands, e.g., urban Indian populations.  In this case, applicants would need to define the geopolitical boundaries of the urban community they would be addressing (rather than “the defined geographical region on tribal lands”).  Applicants targeting AI/AN populations may address communities with tribal members from a single nation or multiple nations, in state-recognized and/or federally recognized tribes.

· If urban, the three proposed communities could potentially be in a single urban area or in the same county depending on how geopolitical boundaries are defined in that area, however, there would need to be sufficient distinction between them so that the boundaries between them were defined, showing them to be separate, (i.e., resources/ infrastructure and populations in the three communities would not overlap) and each community would need to be larger than a single neighborhood.   

· If communities selected are rural, they would need to be in different counties since the minimum size for a rural “community” is a county. (p 29).

· These funds are not intended for use in communities that have already received funding to mobilize similar coordinated comprehensive multi-level community-based efforts, similar to REACH, Steps, Healthy Communities, ARRA, etc.  (p 28). Please see link for a list of ARRA Communities Putting Prevention to Work grantees. http://www.cdc.gov/chronicdisease/recovery/PDF/HHS_CPPW_CommunityFactSheet.pdf 
· http://www.cdc.gov/healthycommunitiesprogram/communities/achieve/list.htm 

· ACHIEVE communities would be included in those that should not be targeted.  Note: The above links do not constitute an exhaustive list of excluded communities.

· If communities fall within the catchment area of competitive federal funding provided to mobilize similar coordinated comprehensive multi-level community-based efforts, these communities should NOT be targeted, even if diabetes in the particular vulnerable population of interest may not specifically be the focus of these efforts.  

· Special Diabetes Program for Indians (SDPI) funding is not in itself considered to preclude communities from being the focus of activities under CDC-RFA-DP10-1001.  Similarly, if applicants previously funded under CDC’s Program Announcement 05014 have conducted diabetes education and awareness-raising efforts in particular communities, this alone would not preclude these communities from being addressed under CDC-RFA-DP10-1001 because this would not constitute the “coordinated comprehensive multi-level community-based efforts” meant to be excluded.  
· There may be numerous other programs in existence not specifically mentioned in the FOA; specific guidance cannot be provided on each specific program and whether it would preclude a community from being the focus of these efforts.  In the Background and Need section, applicants will justify the need for focusing on the selected communities and will include a description of ongoing efforts to demonstrate that there will not be duplication of similar activities supported by other non-federal or federal programs. (p 47).  It should also be noted that CDC funds cannot be used to supplant existing funding; applicants may not use these funds to supplant funds from other Federal or non-federal sources (p 50).
· The applicant must select a total of three geographically distinct communities in which to focus their efforts.  In each of these three communities, the applicant must address one or more of the vulnerable population(s) listed in the Background section of the FOA (p 4), i.e., adults who fall into one or more of the following groups: Asian Americans, African Americans, American Indian/Alaska Natives, Hispanic/Latinos, Native Hawaiians/Pacific Islanders, low socioeconomic status populations and regions of the US, older adults, rural populations, and women.  

· During the application period, CDC will not respond to specific questions about whether particular communities can be targeted.  It is up to the applicant to determine whether their proposed communities meet the specifications outlined in the FOA.
· In collaboration with CDC, once applications are selected for funding, CDC will review with the applicant the communities selected to ensure that areas with established gaps are addressed.

Community-based Intervention: An intervention conducted within and by members of a particular community (e.g., grassroots efforts, efforts by a local civic group).  Community-based interventions can be done in conjunction with an outside group (e.g., nonprofit organization, research group).2 
Community Guide: (see Guide to Community Preventive Services)

Community Presence: (see p 8, 25, 30, 47-48).The applicant organization should already have an established “presence” and partnerships in the communities in which it proposes to work;…the organization must already have an existing community partnership/coalition (p 8). For the purposes of this program, “presence” of the applicant organization in the community is to be defined and documented by the applicant.  Part of this documentation must include a letter of support from the DPCP and at least three other letters of support from each community, one of which should be from the existing partnership/coalition, and another from elected or appointed leadership (p 25).  Community “presence” does not necessarily require a physical office or organizational staff permanently deployed in the community.  

Cooperative Agreement:  The legal instrument that reflects an assistance relationship between the Federal government and the recipient in which substantial programmatic involvement is anticipated between the Federal agency and the recipient during the performance of the contemplated activity. 
County Estimates: estimates of diagnosed diabetes for all counties in the United States, derived from CDC’s Behavioral Risk Factor Surveillance Survey (BRFSS) and census data; the estimates provide a clearer picture of areas within states that have higher diabetes rates
Cultural Competency:  Integration and transformation of knowledge about individuals and groups of people into specific standards, policies, practices, and attitudes used in appropriate cultural settings to increase the quality of services; thereby producing better outcomes.  Cultural and linguistic competence is a set of congruent behaviors, attitudes, and policies that come together in a system, agency, or among professionals that enables effective work in cross-cultural situations. 'Culture' refers to integrated patterns of human behavior that include the language, thoughts, communications, actions, customs, beliefs, values, and institutions of racial, ethnic, religious, or social groups. 'Competence' implies having the capacity to function effectively as an individual and an organization within the context of the cultural beliefs, behaviors, and needs presented by consumers and their communities. (Adapted from Cross, 1989). Cultural competency is one the main ingredients in closing the disparities gap in health care. It’s the way patients and doctors can come together and talk about health concerns without cultural differences hindering the conversation, but enhancing it. Quite simply, health care services that are respectful of and responsive to the health beliefs, practices and cultural and linguistic needs of diverse patients can help bring about positive health outcomes. http://www.omhrc.gov/templates/browse.aspx?lvl=2&lvlID=11 
Culturally and linguistically appropriate services: Health care services that are respectful of and responsive to cultural and linguistic needs (National Standards for Culturally and Linguistically Appropriate Services in Health Care Final Report, OMH, 2001). http://www.omhrc.gov/templates/browse.aspx?lvl=2&lvlID=11 
Diabetes Prevention and Control Program: DPCPs (funded by the CDC Division of Diabetes Translation) are population-based, public health programs that serve as the hub of the overall state diabetes system (SDS).  This “system” includes public, private, and voluntary groups and organizations that contribute to the health and well-being of communities and the delivery of diabetes-related public health services within a state. http://www.cdc.gov/diabetes/states/index.htm 

Diabetes Today: Diabetes Today is a training program that looks at diabetes from a public health perspective. The goal of the training is to create community-based diabetes initiatives to help people deal with diabetes. The philosophy of this curriculum is that people can take charge of diabetes at the community level. Rather than relying on expensive medical treatment after the complications of diabetes have already developed, community members — people with diabetes and their families, health professionals, and other concerned individuals — can work together to prevent and control diabetes. By emphasizing public health and community organizing, this curriculum focuses on the strengths of communities and their ability to work creatively to deal with the problems caused by diabetes  
Diabetes Training and Technical Assistance Center (DTAC): The Division of Diabetes Translation (DDT) will be working with Emory University to establish a “Diabetes Training and Technical Assistance Center” to provide an additional source of customized trainings, tools, and resources for Diabetes Prevention and Control Programs (DPCPs) to complement what is already available.  
Duplication of Funds:  Receiving funds from two different sources to pay for one expenditure (e.g., double billing). 
Eligible Applicant:
· Eligible applicants are listed in the “Eligibility” section of the FOA. It should be noted that state and local governments (or their Bona Fide Agents), and tribal governments are NOT listed, nor are colleges or universities. Therefore, state and local health departments, state-recognized or federally-recognized tribes, colleges and universities are NOT eligible applicants, even if they may also be nonprofit organizations with or without 501C3 status.  If there is an organization (e.g., an established coalition) that includes the above-mentioned entities as members, that organization could apply.

· Potential applicants must read the announcement closely.  If, after reviewing the “Eligibility” section, the organization determines that they belong to one of the categories listed (with the clarifications noted above), and that the organization can meet the additional 11 “Special Eligibility Criteria,” then they should review the remainder of the announcement in detail to ensure that the applicant organization would be able to conduct all the required activities in at least three distinct communities, and meet all the other expectations described.

· “While certain types of organizations are not eligible to apply directly for the funding, eligible applicants may collaborate with and, in some cases, subcontract with such entities, as appropriate, for specific aspects of their programs.  Refer to Application Content, Budget and Justification section and Evaluation Criteria (Funding Restrictions) section)… FOA for more information.)” (p 22)

· Once CDC receives the application, an “Eligibility Review” will be conducted and the applicant will be informed of the determination.  

*Environmental Interventions: Measures that alter or control the physical or social environment.  They may address availability, accessibility, or social norms.  Examples of environmental interventions include enhancing the food supply to make low-fat milk or fresh produce more readily available for people with or at risk for diabetes, or opening shopping malls before business hours to promote physical activity.  Examples of social environmental interventions include normative changes in attitudes and behaviors such as passengers using seat belts or asking permission to smoke.3    
Evidence-based Practices: Interventions that have been proven to be best practices or effective by scientific study (i.e., randomized controlled trials, experimental designs, etc.). They also have been subject to expert/peer review that has determined that a particular approach or strategy has a significant level of evidence of effectiveness in public health research literature. 
Fiscal Year (FY): A twelve month period set up for accounting purposes: for example, the Federal government’s fiscal year runs from October 1 to September 30 of the following year. 
Food insecurity: Food insecurity is limited or uncertain availability of nutritionally adequate and safe foods or limited or uncertain ability to acquire acceptable foods in socially acceptable ways. [References: Andersen SA. Journal of Nutrition, 1990;11 (Suppl 1):1557S-1660S; http://www.ers.usda.gov/Briefing/FoodSecurity/measurement.htm]
Funding Opportunity Announcements (FOA):  A publicly available document by which a Federal agency makes known its intentions to award discretionary grants or cooperative agreements, usually as a result of competition for funds. Funding opportunity announcements may be known as requests for application (RFAs), program announcements (PAs), notices of funding availability, solicitations, or other names depending on the agency and type of program. 
Geographically distinct – (see also the definitions of “community” and “region”)

· In order to demonstrate that selected communities are “geographically distinct” it is the applicant’s responsibility to define the geopolitical boundaries of the three distinctly defined separate communities within the region they wish to target for their efforts.  There is not a predetermined distance that these communities must be apart from one another.

· There must be sufficient distinction between the three communities so that the boundaries between them are defined, demonstrating them to be separate, (i.e., resources/infrastructure and populations in the three communities would not overlap).  

· One of the main purposes of this funding is to document best practices suitable for replication in other communities; each grantee must complete the recipient activities in three separate communities to maximize and sustain the impact of this funding through the use of best practices and lessons learned from these initial efforts.

· In collaboration with CDC, once applications are selected for funding, CDC will review with the applicant the communities selected to ensure that areas with established gaps are addressed… (CDC Activity #4, FOA p 19)
Guide to Community Preventive Services (also called “The Community Guide”): 

Provides a systematic review of published studies addressing the effectiveness and cost effectiveness of population-based diabetes interventions in health care systems and community settings.  http://www.thecommunityguide.org/diabetes/index.html 
The Community Guide recommends work in the following three areas:

· Disease Management (strong evidence to support)

· Essential components of Disease Management include: 1) identification and management of people with diabetes or a subset with certain risk factors for poor outcomes, 2) consistent use of appropriate diabetes standards of care by healthcare providers/staff including nurses, dietitians, and pharmacists, 3) implementation of information systems for tracking and monitoring patient care and education, and 4) measurement and management of patient outcomes.
· Case Management (strong evidence to support)

· Improved planning, coordination, and provision of care by assigning one professional (other than the primary health care provider) to oversee and coordinate a patient’s care.

· Self-Management Education in Community Gathering Places (sufficient evidence to support)

· Diabetes self-management education for people 18 years or older can be provided in community gathering places such as community centers and faith-based institutions.  These interventions should be coordinated with the individual’s primary care provider and are not meant to replace education delivered in the clinical setting.

Health care system is made up of the people, institutions, and resources—arranged together in accordance with established policies—whose primary purpose is to promote, restore, and maintain health. It includes government agencies, hospitals and other health services, health insurance organizations, voluntary and private health organizations, as well as the pharmaceutical industry and drug wholesale companies.4
*Health communication encompasses the study and use of communication strategies to inform and influence individual and community decisions that enhance health.  It links the domains of communication and health, and is increasingly recognized as a necessary element of efforts to improve personal and public health. 5   See National Diabetes Education Program definition below for resources that can be used to support health communication interventions.  
Health Disparities: Differences in the incidence, prevalence, mortality, and burden of diseases and other adverse health conditions that exist among specific population groups in the United States, arising as a consequence of health inequities that are systemic, avoidable, unfair, and unjust.  These health inequities include associated differences in health status and mortality rates, and in the distribution of disease and illness across population groups that are sustained over time and generations, and are beyond the control of individuals.6  Examples of interventions that impact health disparities include targeting limited resources toward communities with the greatest disease burden or risk, and using culturally relevant materials/approaches to design appropriate interventions in those communities. 
Health Equity: The fair distribution of health determinants, outcomes, and resources within and between segments of the population, regardless of social standing. (CDC Health Equity Work Group, 2007)  
Healthy Communities Program: CDC and its partners—local and state health departments and national organizations—are working through CDC’s Healthy Communities Program to create healthier, thriving communities and help those communities most severely affected by chronic disease. The program mobilizes community resources to bring change to the places and organizations that touch people’s lives every day—at work sites, schools, community centers, and health care settings—to stem the growth of chronic disease.  http://www.cdc.gov/nccdphp/publications/AAG/healthy_communities.htm 
Healthy People 2010: A national activity that sets ten-year targets for what individuals, families, health care providers, and communities can do to eliminate health disparities and improve the quality of life by the year 2010. For additional information on Healthy People 2010, see http://www.healthypeople.gov/ . Healthy People 2020 is now in development.
Incidence: The number of new cases of a disease or condition that occurs within a given period of time. Often incidence is expressed annually (e.g., the number of new cases occurring during a year). 
Low Socioeconomic Status (SES) Adults: Individuals at or below the poverty level; or neighborhoods ridden with crime, alcohol and/or violence, both gender age 18 years or older to include race/ethnicity diversity. 
Memorandum of Agreement (MOA):  A document developed to formalize the exchange of resources between two or more collaborating agencies. MOAs are preferred over “letters of support,” because the relationship between collaborating agencies is described clearly and is agreed upon by both agencies, and has signatures from both agencies. 
Multi-level:  For the purposes of this document, “multi-level” refers to multiple levels of the social-ecological model ((individual, interpersonal, organizational, community, society).
National Diabetes Education Program (NDEP): Founded in 1997, the U.S. Department of Health and Human Services’ NDEP is a federally-sponsored joint CDC/NIH initiative that involves public and private partners in efforts to improve the management and outcomes for people with diabetes, promote early diagnosis, and prevent or delay the onset of diabetes (http://www.ndep.nih.gov/).  Grantees will be expected to become NDEP partners, including incorporating/adopting and evaluating NDEP materials and resources, as appropriate.  If applicants intend to adapt or tailor materials to be more relevant to their intended audience for this program, this must be done in consultation with CDC/NDEP. Grantees will also be expected to participate in relevant work groups, as appropriate.  Historically, NDEP work groups have included representation from a variety of partner organizations that assist in reaching NDEP intended audiences. Work group members serve as advisors/consultants for the development and promotion of NDEP materials and provide input to NDEP regarding their constituents to ensure that materials and messages are relevant and credible.   In addition, work group members serve as channels for promoting the messages and principles of NDEP; they also participate in implementing strategic intervention activities for the NDEP program through their NDEP partner organizations and assist in evaluating these efforts.  Work group members participate on conference calls, and attend annual face-to-face meetings and the bi-annual NDEP Partnership Network Meeting.  
National Diabetes Prevention and Control Program Framework: The Division of Diabetes Translation (DDT) has recently conducted a strategic planning process to help frame its long-term vision. Although the process is on-going, DDT has committed to four Division goals that form the basis of a National Diabetes Prevention and Control Program Framework. The four National Diabetes Prevention and Control Program Framework goals are: 1) Prevent diabetes. 2) Prevent the complications, disabilities, and burden associated with diabetes. 3) Eliminate diabetes-related health disparities. 4) Maximize organizational capacity to achieve the National Diabetes Prevention and Control Program goals.
National Public Health Initiative on Diabetes and Women’s Health: The Centers for Disease Control and Prevention (CDC), the American Association of Diabetes Educators (AADE), American Diabetes Association (ADA), the American Public Health Association (APHA), and the Association of State and Territorial Health Officials (ASTHO) cosponsor the National Public Health Initiative on Diabetes and Women's Health. The initiative has three phases: assessment, proposed recommendations for action, and implementation of an action plan. http://www.cdc.gov/diabetes/projects/women.htm 
Native Diabetes Wellness Program (NDWP):
http://www.cdc.gov/diabetes/projects/diabetes-wellness.htm.  Funds cooperative agreements on, Using Traditional Foods and Sustainable Ecological Approaches for Health Promotion and Type 2 Diabetes Prevention in American Indian and Alaska Native Communities between the CDC’s Native Diabetes Wellness Program and 17 tribes, consortiums, and tribal organizations.  The purpose of this five-year collaborative effort is to: 1) Support community use of traditional foods and sustainable ecological approaches to preventing type 2 diabetes and promoting health, and 2) Engage communities in identifying and sharing stories of healthy traditional ways of eating and being physically active, and communicating health information and support for diabetes prevention and wellness.
Non-research:  Public health practices that include epidemiological investigations, surveillance, programmatic evaluations, and clinical care.  See Guidelines for Defining Public Health Research and Public Health Non-Research  http://www.cdc.gov/od/science/regs/hrpp/researchDefinition.htm
Older Adults: The definition of "older adult" varies, depending on different perspectives and purposes. For example, gerontologists traditionally focus on persons aged 60 years and older. The federal government, Centers for Medicare and Medicaid Services (CMS) and the Social Security Administration (SSA) uses age 65 as a marker for full Social Security and Medicare benefits. CDC uses the age of 50+ to define older adults and the Administration on Aging defines older adult as an individual who is 60 years of age or older.  Researchers identify subgroups of "older adults" as "younger old" (ages 65-75), "older-old" (ages 75-85), and "oldest old" (ages 85+). Age ranges vary across studies. Individuals can become a member of AARP at age 50. 
Outcome Evaluation:  A method of evaluation which uses techniques that will provide evidence of whether or not the program or intervention accomplished the intended efforts. 
Partnership: A group of entities or individuals with common interests who intentionally come together for a common purpose.  Partners are committed to the integrity of the partnership, agree on specific goals, develop a plan of action, and share responsibility to accomplish those goals.7,8 Leadership, defined by John Maxwell as the ability to get things done by influencing others, is inherent in the formation of effective partnerships.9
Planned Care Model: (formerly known as the Chronic Care Model: http://www.improvingchroniccare.org/index.php?p=The_Chronic_Care_Model&s=2) effectively summarizes the basic elements for improving care in health systems at the community, organization, practice, and patient levels.3  This includes work in the following areas:

· Health care organization—Create a culture, organization, and mechanisms that promote high-quality care (e.g., support development of agreements and systems changes to facilitate coordination of care within and across organizations, promote processes for open and systematic handling of quality problems to improve care).

· *Community resources and policies—Mobilize community services and resources to meet the needs of individuals with chronic diseases (e.g., form partnerships with community services and organizations to address identified gaps in care, advocate for policies to improve care).

· *Self-management support—Support development of strategies that empower individuals to manage their health and health care (e.g., increase or strengthen community resources to support self-management, promote use of culturally competent standardized education materials, enhance the role of non-physician providers [nurses, dietitians, pharmacists, etc.] in providing diabetes self-management care and education4,5).

· Decision support—Promote care that is consistent with scientific evidence and patient preferences (e.g., promote consistent use of treatment guidelines and care standards, provide appropriate tools and training for providers).

· Delivery system design—Ensure delivery of effective, efficient clinical care and self-management support (e.g., promote use of clinical case management practices, use registry information to provide feedback to improve care, implement practices to better coordinate care and follow-up).

· Clinical information systems—Organize patient and population-level data to facilitate efficient and effective care (e.g., provide technical support to assist in effective use of data, computerized systems, and other tools to improve coordination and delivery of quality care, and to identify relevant populations for proactive care).
*Policy Interventions: Those laws, regulations, and formal and informal rules and understandings that are adopted on a collective basis to guide individual and collective behavior.  Policies can be further subdivided into two categories: 1) legislation and regulation, which include formal policies written into or having the effect of laws enacted by appropriate governing bodies (i.e., seat belt laws, restaurant codes, and clean indoor air laws, laws/regulations that increase access to lifestyle interventions or diabetes self-management education by increasing reimbursement); and 2) organizational policies instituted within specific organizations (corporations, schools, etc.) to define appropriate behavior within the confines of the organization (e.g., prohibitions against smoking).  Although they do not affect the public as a whole, organizational policies on public health can have a considerable cumulative impact (smoke-free schools, hospitals, and work sites, changes to public transportation to increase access to and utilization of quality care).  Policy interventions may also be used to make environmental changes (e.g., a requirement that a new subdivision have sidewalks).3  Efforts to educate policy makers and advocate regarding issues and needs of vulnerable populations with or at risk for diabetes, would also be considered to be a policy-related approach.  
Practice-based Evidence: Interventions that have not been proven to be effective, but are considered promising practices and are based upon local and/or clinical experience (i.e., non-experimental data, experience of practitioners, etc.). 
Prevalence:  The number of persons living with a disease or condition during a given time period. 
Primary Prevention (of diabetes):  Research studies have found that moderate weight loss and exercise can prevent or delay type 2 diabetes among adults at high-risk of diabetes. Studies suggest that weight loss and increased physical activity among people with prediabetes prevent or delay diabetes and may return blood glucose levels to normal. Prediabetes is a condition in which individuals have blood glucose levels higher than normal but not high enough to be classified as diabetes. People with prediabetes have an increased risk of developing type 2 diabetes, heart disease, and stroke. 

· People with prediabetes have impaired fasting glucose (IFG) or impaired glucose tolerance (IGT). Some people have both IFG and IGT. 

· IFG is a condition in which the fasting blood sugar level is 100 to 125 milligrams per deciliter (mg/dL) after an overnight fast. This level is higher than normal but not high enough to be classified as diabetes. 

·  IGT is a condition in which the blood sugar level is 140 to 199 mg/dL after a 2-hour oral glucose tolerance test. This level is higher than normal but not high enough to be classified as diabetes. 

· In 1988–1994, among U.S. adults aged 40–74 years, 33.8% had IFG, 15.4% had IGT, and 40.1% had prediabetes (IGT or IFG or both). More recent data for IFG, but not IGT, are available and are presented below. 

For the purposes of this program, vulnerable populations disproportionately affected by diabetes are the main focus; primary prevention-related efforts should be limited to awareness-raising and education regarding risk for diabetes and a condition known as  prediabetes.  Grantees are not to use cooperative agreement funds to conduct interventions that identify people with pre-diabetes and refer them to lifestyle programs.  A separate CDC/DDT-funded program will be funding community-based programs to focus specifically on this targeted approach to primary prevention among those with pre-diabetes.  It should also be noted that on p 4, the FOA states that “vulnerable populations to be addressed through this program announcement are adults…”, therefore, if prevention activities (within the strict limitations) are considered, they should focus on adults only.

Process Evaluation:  A method of evaluation most often used to assess the manner in which the program was conducted and to identify problems encountered in the planning, organization, implementation, or monitoring phases of the program and services provided. 
Program evaluation is the systematic collection of information about the activities, characteristics, and outcomes of programs to make judgments about the program, improve the program effectiveness, and/or inform decisions about future programming.1  Effective program evaluation provides a systematic way to improve and account for public health actions by using procedures that are useful, feasible, ethical, and accurate. 2  

Project Period: The total time a discretionary project has been approved for programmatic support. A project period may consist of one or more budget periods. The total project period comprises the original project period and any extensions. 

Promising Approaches: Approaches that incorporate the philosophy, values, characteristics, and indicators of other positive or effective public health interventions based on guidelines, protocols, standards, or preferred practice patterns that have been proven to lead to effective public health outcomes.  It is a process of continual quality improvement that:  1) accumulates and applies knowledge about what is working and not working in different situations and contexts; 2) continually incorporates lessons learned, feedback, and analysis to lead toward improvement/positive outcomes; and, 3) allows for and incorporates expert review, feedback, and consensus from the public health field. A promising practice has an evaluation component/plan in place to move towards demonstration of effectiveness; however, it does not yet have evaluation data available to demonstrate positive outcomes. 

Public Health Practice:   Methods used to prevent or control disease or injury and improve health, or improve a public health program or service through epidemiological investigations, surveillance, programmatic evaluations, and clinical care for the population. These activities also include collection and analysis of identifiable health data by a public health authority for the purpose of protecting the health of a particular community. 
Racial and Ethnic Minorities (see attached detailed descriptions):  For the purposes of this FOA, the identified population groups consist of: African American/Black, American Indian/Alaska Native, Asians, Native Hawaiian/Other Pacific Islander, and Hispanic/Latino. This definition is based on OMB Directive 15. 
REACH Across the U.S.: REACH U.S. is a national, multilevel program that serves as the cornerstone of CDC’s efforts to eliminate racial and ethnic disparities in health. Through REACH U.S., CDC supports 40 grantee partners that establish community-based programs and culturally-appropriate interventions to eliminate health disparities among the following racial and ethnic groups: African Americans, American Indians, Hispanics/Latinos, Asian Americans, Alaska Natives, and Pacific Islanders. http://www.cdc.gov/reach/ 
Region –(see also the definitions of “ Community” and “Geographically distinct”)

· The term “region” in this FOA does not refer specifically to the HHS regions.

· For the purposes of this program, “region” may be a specific area of the country that has established diabetes-related disparities, such as the Appalachian region, the Southeast region, US/Mexico border region, Pacific jurisdictions, etc. However, if the applicant is not focusing efforts in communities within specifically defined regions of the country such as those listed above, the applicant will be expected to identify/define their own region, which will include the three specific communities they are addressing.  

· CDC’s goal is to begin to establish a regional presence whereby successes in addressing disparities in vulnerable populations in that area can begin in three communities and expand and be replicated in nearby areas, and/or other areas with similar populations and communities.

· There are no specific regions that have pre-determined priority over other regions for this funding.  However, one of the evaluation criteria for applications under this cooperative agreement is that the applicant “justifies the need for this program and demonstrates understanding of the communities and the vulnerable populations within those communities, including evidence of diabetes burden/disparities /inequities, with data sources cited.”  Also, it should be noted that, as stated in the “Applications Selection Process” section, “CDC reserves the right to make selections out of rank order, if necessary, to meet the following factors:  1) Maintaining geographic and population diversity among communities to be addressed, and 2) Maximizing the size of the vulnerable population potentially affected through program efforts.  Applicants with larger reach may be given priority.” 
Research: Involves human subjects for the purpose of a systematic investigation, including research development, testing and evaluation, designed to develop or contribute to generalizable knowledge.   See Guidelines for Defining Public Health Research and Public Health Non-Research  http://www.cdc.gov/od/science/regs/hrpp/researchDefinition.htm
SMART: Specific, measurable, attainable, realistic, time-bound.  Standard criteria to be used in developing work plan objectives.

*Social (community or societal/population) Interventions: Traditionally, education and skill development programs for high risk individuals in communities aimed at encouraging changes in individual behavior to promote prevention and/or better management of chronic health conditions.  Behavioral interventions focused on high-risk individuals often have short term success, but also often dissipate over time.  As the population perspective has evolved, there is a growing recognition of the pervasive control that environment has on behavior.  Broadening social interventions to include supportive environmental changes may 1) make it easier for individuals to achieve and maintain behavior changes, and 2) assure the optimal use of limited public health dollars by reducing the mean level of risk for the target population.3
Social Determinants of Health: Specific features of and pathways by which societal conditions affect health.  Social determinants can potentially be altered by informed action.  Examples include income, education, occupation, family structure, service availability, sanitation, exposure to hazards, social support, racial discrimination, and access to resources linked to health.10   See also: Promoting Health Equity: A Resource to Help Communities Address Social Determinants of Health.  http://www.cdc.gov/nccdphp/dach/chaps/pdf/SDOHworkbook.pdf ; Data Set Directory of Social Determinants of Health at the Local Level. http://www.cdc.gov/dhdsp/library/data_set_directory/index.htm; http://www.cdc.gov/socialdeterminants/ 
Social-Ecological Model:  A change theory that integrates individual, family, organizational, and community-level factors as they influence health outcomes.   DDT recognizes the need to address multiple levels of the Social-Ecological Model, a framework that emphasizes the multiple interdependent levels of influence (individual, interpersonal, organizational, community, society) that are critical to addressing the prevention and treatment of chronic disease. 
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Strategic planning: The process by which organizations or groups envision the future and develop strategies, goals, objectives, and action plans to achieve that future. 11  Therefore, a strategic plan can serve as a road map for achieving a common set of goals/objectives to improve the lives of people with and at risk for diabetes within a particular area, such as a community, region, or state. 
Systems Change:  Defines how communities and related organizations can be influenced to promote healthy behaviors, environments, and policies critical to the elimination of health disparities. Additional work is needed to establish this evidence base, including changing communities (i.e., their structure and organization) and systems (i.e., education, healthcare, etc.) and understanding how key individuals (change agents) contribute to this process. Grantee efforts should be designed to achieve maximum reach and impact in vulnerable populations, and should focus to the greatest extent possible on influencing change at a systems level, as opposed to attempting to reach or impact individuals directly.
Translation: Transform evidence-based or practice-based findings and information into practice.    

Vulnerable Populations:  Vulnerable populations are groups of people who are commonly exposed to social and economic contexts or environments that may result in high levels of risk factors for adverse health outcomes (e.g., diabetes) together with low levels of individual and community resources to avoid the harmful effects. These harmful effects  are cumulative across the life course.  [Refs. Mechanic D, et al. Health Affairs 2007;26:1220-30; Frolich K, et al. AJPH 2008:98:216-21].  For the purposes of this program, vulnerable populations are adults who fall into one or more of the following groups: Asian Americans; African Americans; American Indian/Alaska Natives; Hispanic/Latinos; Native Hawaiians/Pacific Islanders; low socioeconomic status (SES) populations and regions of the U.S.; older adults; rural populations; and women.  
As stated in the FOA Under “Eligibility - Special Eligibility Criteria”, item #8 states that applicants must demonstrate that they have “Documentation that a central part of the mission of the organization is to improve health equity/quality of life of the vulnerable population to be addressed…applicant should attach a copy of organizational documents in the Appendices, such as the existing organizational mission or vision statement or excerpt from strategic plan that demonstrates this commitment…”  

Racial and Ethnic Subgroups

African American/Black:  African Americans or Blacks are people having origins in any of the black racial groups of Africa.1 According to the 2000 U.S. Census, those who identify only as African American constitute approximately 12 percent of the American population -- almost 35 million individuals. The Census Bureau projects that by the year 2035 there will be more than 50 million African American individuals in the United States, comprising 14.3 percent of the population.  The health disparities between African Americans and other racial groups are striking and are apparent in life expectancy, infant mortality, and other measures of health status. For example, in 1999 the average American could expect to live 76.9 years, the average African American could only expect to live 71.4 years.2 Factors contributing to poor health outcomes among African Americans include discrimination, cultural barriers, and lack of access to health care.3
American Indian/Alaska Native: American Indians and Alaska Natives (AI/ANs) are people having origins in any of the original peoples of North and South America (including Central America), and who maintain tribal affiliation or community attachment.4  According to the 2000 U.S. Census, those who identify only as AI/AN constitute 0.9 percent of the United States population, or approximately 2.5 million individuals.  The Census Bureau projects modest growth by AI/AN communities in the next few decades, topping 5 million individuals by the year 2065 and comprising 1.1 percent of the population. AI/ANs have a unique relationship with the federal government due to historic conflict and subsequent treaties. Tribes exist as sovereign entities, but federally recognized tribes are entitled to health and educational services provided by the federal government. Though the Indian Health Service (IHS) is charged with serving the health needs of these populations, more than half of the AI/AN population does not permanently reside on a reservation,5 and therefore have limited or no access to IHS services. Geographic isolation, economic factors, and differences between western versus traditional spiritual beliefs are some of the reasons why health among AI/ANs is poorer than other groups.  Other factors that contribute to poorer health outcomes for AI/ANs include cultural barriers, geographic isolation, inadequate sewage disposal, and economic factors.6
Asian:  Asians are people having origins in any of the original peoples of the Far East, Southeast Asia, or the Indian subcontinent.7 According to the 2000 U.S. Census, those who identify only as Asian comprise 3.6 percent of the American population, approximately 10 million individuals. The Census Bureau projects that the Asian population will grow to 37.6 million individuals by the year 2050, comprising 9.3 percent of the population. Asian populations are generally concentrated in the western states, the Northeast, and parts of the South.  Asian represent both extremes of socioeconomic and health indices: while more than a million Asian live at or below the federal poverty level, Asian women have the highest life expectancy of any other group. Asians suffer disproportionately from certain types of cancer, tuberculosis, and Hepatitis B.  Factors contributing to poor health outcomes for Asians include language and cultural barriers, stigma associated with certain conditions, and lack of health insurance.
Native Hawaiian/other Pacific Islander:  Native Hawaiian and Other Pacific Islanders (NHOPIs) are people having origins in any of the original peoples of Hawaii, Guam, Samoa, or other Pacific Islands,8 even if they do not live in the Pacific Islands. According to the 2000 Census, those who identify only as NHOPI comprise 0.1 percent of the American population, or almost 400,000 individuals.  Until 2000, NHOPIs were grouped with Asians in studies of race and ethnicity.  For this reason, there are no population growth projections for NHOPIs at this time. Though historically grouped with Asians for data collection, NHOPI was assigned as a distinct category for the 2000 Census.  NHOPIs generally experience poorer health than the American population as a whole: they are more at risk for developing and dying from cancer, heart disease, diabetes, and other diseases.  Factors contributing to poor health outcomes among NHOPIs include cultural barriers, limited access to health care, and poor nutrition and lifestyle.9
Hispanic/Latino:  Hispanics or Latinos are persons of Cuban, Mexican, Puerto Rican, South or Central-American, or other Spanish culture or origin, regardless of race.  The federal government considers race and Hispanic origin to be two separate and distinct concepts; Hispanic Americans may be any race.10  According to the 2000 U.S. Census, Hispanics of all races represent 13.3 percent of the U.S. population, about 37.4 million individuals.11 The Census Bureau projects that by the year 2040 there will be 87.5 million Hispanic individuals, comprising 22.3 percent of the population.12 Though they share many aspects of a common heritage such as language and emphasis on extended family, Hispanic cultures vary significantly by country of origin. Hispanics tend to be younger than the white non-Hispanic population (except for Cubans, who have a higher proportion of elderly than other Hispanic groups). Their health profiles are also unique: Puerto Ricans suffer disproportionately from asthma, and infant mortality,13 while Mexican Americans suffer disproportionately from diabetes.14 Factors that contribute to poor health outcomes among Hispanics include language and cultural barriers, lack of access to preventive care, and lack of health insurance.15
*FROM REACH US FOA (RFA DP07-707)
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Attachment 1

CDC-RFA DP10-1001 Eligibility Certification
NOTE TO APPLICANT:  If this completed signed document is not submitted with the application, the application will be considered non-responsive and will not be reviewed.  This document should be included in the Appendices in a file named: Eligibility Certification NAME OF ORGANIZATION.
Name of Applicant Organization: _______________________________________

Eligible Applicant Category(ies) – Check all that apply – NOTE: Proof of eligibility under the specific eligible applicant category(ies) must be submitted with this form.
	
	Nonprofit with 501C3 IRS status (other than institution of higher education)

	
	Nonprofit without 501C3 IRS status (other than institution of higher education)

	
	Nonprofit organizations recognized by US affiliated jurisdictions

	
	For-profit organizations (other than small business)

	
	Small, minority, and women-owned businesses

	
	Community-based organizations

	
	Faith-based organizations

	
	American Indian/Alaska native tribally designated organizations

	
	Urban Indian health organizations

	
	Tribal epidemiology centers


	Yes
	No
	Eligibility Criteria – Special Requirements

	
	
	1. The applicant has expertise and experience in addressing at least one of the vulnerable populations identified in the “Background” section of the FOA above.  This would include documented experience of at least three years working on health-related interventions that target the particular vulnerable population with impact of efforts described.  
Vulnerable populations expertise and experience (Check all that apply)

  African American

  American Indian/Alaska Native

  Asian American

  Hispanic/Latino

  Low SES populations and regions of the U.S. (e.g., Appalachian region)
  Native Hawaiian/Other Pacific Islander

  Older Adults

  Rural populations
  Women
Cite page number(s) in Experience and Proven Capacity section of the application where this information is described.  



	
	
	2.  The applicant has expertise in working with/organizing/mobilizing communities through a participatory approach to address public health issue(s) of the vulnerable population.  
Cite page number(s) in Experience and Proven Capacity section of the application where this information is described.  

_________________________________________________________



	
	
	3.  The applicant has documented expertise/experience/success in establishing partnerships/ coalitions with organizations in multiple sectors that have achieved specific documented results.   

Cite page number(s) in Experience and Proven Capacity section of the application where this information is described.  

________________________________________________________

Cite Appendix page number(s) in Letters of Support file for specific letters of support from partner organizations, describing the nature of the partnership and results of joint efforts.



	
	
	4. The applicant has expertise/experience/documented success in policy/advocacy-related efforts to inform, educate, and advocate on behalf of specific vulnerable populations.
Cite page number(s) in Experience and Proven Capacity section of the application where this information is described.  

________________________________________________________



	
	
	5. The applicant has expertise/experience/documented success in health communication-related efforts.

Cite page number(s) in Experience and Proven Capacity section of the application where this information is described.  

________________________________________________________



	
	
	6. The applicant has expertise/experience/documented success in promoting/advocating for improvements in health systems that deliver appropriate care to specific vulnerable populations.
Cite page number(s) in Experience and Proven Capacity section of the application where this information is described.  

________________________________________________________



	
	
	7. The applicant has experience/expertise/capacity in evaluation and documentation of results of community-based efforts.  

Cite page number(s) in Experience and Proven Capacity section of the application where this information is described.  

________________________________________________________

Cite Appendix page number(s) (Evaluation Samples) for evaluation summaries from prior community-based efforts led by the organization.



	
	
	8. The applicant has documentation that a central part of the mission of the organization is to improve health equity/quality of life of the vulnerable population to be addressed in the communities/areas/region.  
Cite Appendix page number(s) in the Vulnerable Population Focus document for organizational document such as mission/vision statement/strategic plan)

________________________________________________________

	
	
	9. The applicant has capacity to conduct required recipient activities with three distinct communities over the five-year grant period.  
Cite page number(s) in Experience and Proven Capacity section of the application where this information is described.  

________________________________________________________



	
	
	10. The applicant has documented access to diabetes-related expertise.  It is not required that recipient organizations have specific experience in addressing diabetes-related disparities; they must, however, demonstrate how they will obtain the needed expertise if they do not currently have this on staff.
Cite page number(s) in Program Management and/or Budget/Justification section of the application that demonstrates access to diabetes-related expertise.
If applicable, cite Appendix page number(s) (Letters of Support) 


	
	
	11.  The applicant has documented presence in the three geographically distinct communities where they plan to focus their efforts.
Cite page number(s) in the Background and Need section where this is discussed.

___________________________________________________________

Cite Appendix page number(s) in Letters of Support file for specific letters of support that document presence in the three proposed communities.

__________________________________________________________


	
	
	I certify that the above information is accurate.  

Printed name and title: ________________________

Authorized Signature: __________________________

Date: ____________________
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