AMENDMENT I made 7.16.12:

Page 1: Alert notification:  THIS IS A REQUIRED REGISTRATION

SAM – System of Award Management - is going live on July 30, 2012.  The following systems will be unavailable for updating beginning July 24, 2012 through July 30, 2012:
· CCR- Central Contractor Registration/FedReg

Please note:   This will affect applicants’ ability to create, or update any of their CCR records.  This is a requirement to submit your application via Grants.gov.   Therefore, if you are planning on submitting an application in response to this FOA (add FOA number and title), Please register or update registration in the CCR before July 24, 2012.   Failure to register prior to July 24th may result in your application not being accepted in Grant.gov.
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PART 1. OVERVIEW INFORMATION

DEPARTMENT OF HEALTH AND HUMAN SERVICES
Federal Agency Name:  Federal Centers for Disease Control and Prevention (CDC) 
Funding Opportunity Title:  PPHF 2012: REACH:  Racial and Ethnic Approaches to Community Health: Obesity and Hypertension Demonstration Projects financed solely by 2012 Prevention and Public Health Funds

Announcement Type: New – Type 1 

Agency Funding Opportunity Number: CDC-RFA-DP12-1217PPHF12   
Catalog of Federal Domestic Assistance Number: 93.743
Key Dates: To receive notification of any changes to DP12-1217PPHF12, return to the synopsis page of this announcement at: www.grants.gov and click on the “Send Me Change Notification Emails” link. An email address is needed for this service.
Letter of Intent Deadline Date: LOI’s must be received by July 11, 2012; 5:00 pm  U.S. Eastern Daylight Savings Time. 
Application Deadline Date: August 7, 2012; 11:59 pm U.S. Eastern Daylight Savings Time 
Technical Assistance Opportunities for Potential Applicants: 
Potential applicants may participate in one of three pre-application conference calls for information on this Funding Opportunity Announcement (FOA). The conference calls will be conducted by the National Center for Chronic Disease Prevention and Health Promotion. The three 90-minute conference calls will be held on Wednesday, June 27, 2012 and Friday, June 29, 2012. All calls are listed in Eastern Daylight Savings time:

Pre-Application Technical Assistance Calls (Three 90-minute conference calls):
Wednesday, June 27, 2012:
· June 27, 2012: 1:00 – 2:30 p.m. (EDT) – Interested applicants in the Mountain and Pacific time zones. The conference call can be accessed by calling 1-773-756-4793 (toll) or 1-800-857-2613 (toll free). The passcode is 3555436.

· June 27, 2012: 8:00 – 9:30 p.m. (EDT) – Interested applicants from the Hawaiian and Aleutian time zones, and Pacific Islands Territories and Jurisdictions. The conference call can be accessed by calling 1-773-756-4793 (toll) or 1-800-857-2613 (toll free). The passcode is 3555436.
Friday, June 29, 2012:
· June 29, 2012: 10:00 – 11:30 a.m. (EDT) – Interested applicants in the Atlantic, Eastern, and Central time zones. The conference call can be accessed by calling 1-773-756-4793 (toll) or 1-800-857-2613 (toll free). The passcode is 3555436.
Frequently Asked Questions
Information about this initiative can be found at: http://www.cdc.gov/reach/demoproject/index.htm. This website will provide both a link to frequently asked questions and a submission form for potential applicants to make inquiries. 
The direct link to the frequently asked questions page is:
http.//www.cdc.gov/reach/demoproject/faq/index.htm. The direct link to the question submission form is: http.//www.cdc.gov/reach/demoproject/submitquestions/index.htm. 

Information about all REACH programs, including currently funded awardees, can be found at www.cdc.gov/reach. 

Executive Summary: 
The economic, social, and physical conditions in the places people live, work, and play have a major influence on health outcomes. Accordingly, many of the 20th century’s greatest public health achievements originated through sustainable policy and environmental improvements, such as workplace safety, community water fluoridation, motor vehicle safety, food safety and fortification, vaccinations, and improved nutrition standards for school meals. Chronic diseases account for three-quarters of health care expenditures in our country and are largely the result of three preventable risk factors—tobacco use, poor and over-nutrition, and lack of physical activity. These preventable causes of morbidity and mortality are more common in populations whose environmental conditions and circumstances promote unhealthy behaviors, or impede attainment of healthy behaviors. Moreover, the chronic diseases caused by these risk factors are often most debilitating, diagnosed later, and associated with worse outcomes among communities of color and in low-income neighborhoods. 
Funding provided through this funding opportunity announcement (FOA) will support the implementation of demonstration projects focused on reducing health disparities. It builds upon previous Racial and Ethnic Approaches to Community Health (REACH) programs (www.cdc.gov/reach) and other health equity-related community health programs and serves as a focused complement to programs working to make population-wide, place-based improvements. Recipients funded through this FOA will develop and implement replicable and scalable strategies to assure that population-wide policy, systems, and environmental (PSE) improvements to reduce obesity and hypertension also decrease health disparities in these morbid outcomes in their jurisdictions. In addition, recipients will work in close collaboration with a national evaluation team (funded through a separate contract) who will assist in assessing the impact and effectiveness of the strategies implemented through this FOA. Together, the implementation and evaluation of strategies designed to enhance benefits and eliminate barriers to population-wide and targeted PSE improvements will help build evidence and expand the reach of strategies to address health disparities. Thus, all recipients are required to fully participate in evaluation activities, including collection of local data, which will be supported by CDC and evaluation partners tasked with rigorously evaluating the implementation efforts. Recipients will then disseminate their strategies and mentor other communities, as appropriate.
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/integrity/docs/cdc-policy-distinguishing-public-health-research-nonresearch.pdf.
PART 2. FULL TEXT
I. FUNDING OPPORTUNITY DESCRIPTION
Statutory Authority

This announcement is authorized under Sections 301(a) and 317(k)(2)of the Public Health Service Act (as amended) [42 U.S.C. Sections 241(a) and 247b(k)(2)], and Section 4002 of the Patient Protection and Affordable Care Act, Public Law 111-148.
Background
The economic, social, and physical conditions in the places people live, work, and play have a major influence on health outcomes. Accordingly, many of the 20th century’s greatest public health achievements originated through sustainable policy and environmental improvements, such as workplace safety, community water fluoridation, motor vehicle safety, food safety and fortification, vaccinations, and improved nutrition standards for school meals. Chronic diseases account for three-quarters of health care expenditures in our country and are largely the result of three preventable risk factors—tobacco use, poor and over-nutrition, and lack of physical activity. These preventable causes of morbidity and mortality are more common in populations whose environmental conditions and circumstances promote unhealthy behaviors, or impede attainment of healthy behaviors. Moreover, the chronic diseases caused by these risk factors are often most debilitating, diagnosed later, and associated with worse outcomes among communities of color and in low-income neighborhoods. 
While life expectancy has improved for all Americans over the century, significant health disparities exist among racial or ethnic groups in the United States. Health disparities are preventable differences in the burden of key risk factors, disease and disability, or in opportunities to achieve optimal health experienced by socially disadvantaged racial, ethnic, and other populations groups and communities. These risk factors can be addressed before the onset of disease incidence through sustainable change strategies that improve population health and wellness. 

This funding opportunity announcement focuses on two major drivers of chronic disease disparities—overweight/obesity and hypertension. Reduction in disparities in the burdens of obesity and hypertension can help to reduce disparities in heart disease, stroke, cancer, diabetes, arthritis and other chronic conditions. Improving nutrition and increasing physical activity to reduce obesity can have an added benefit of reducing hypertension. 

While sustainable population-wide improvements are critical and can be effective at improving health for large numbers of people, they can mask disparities that may persist in certain segments of larger populations. For example, a 2011 report in CDC’s Morbidity and Mortality Weekly Report (MMWR) showed that obesity rates among children in New York City have decreased for all children, but the rate of decline was significantly lower among black and Hispanic children (1.9% and 3.4% respectively) as compared to Asian/Pacific Islander and White children (7.6% and 12.5% respectively).
 If disparities reduction is a goal and desired outcome of population-wide strategies, such strategies need to be strengthened to ensure that they benefit all population groups at least proportionately, and, ideally, in ways that reduce disparities.
Public health practitioners can plan sustainable population-wide policy and environmental efforts with a health equity lens and implement additional targeted approaches to address the specific needs of racial and ethnic populations that carry the largest burdens of risk factors and chronic diseases. These approaches should address specific barriers and challenges experienced by such populations, and support enhanced access to the benefits of population-wide improvements.

Additional information regarding disparities related to hypertension and obesity is found in Appendix A. 
Purpose 

Funding provided through this funding opportunity announcement (FOA) will support the implementation arm of demonstration projects focused on reducing health disparities. It builds upon previous Racial and Ethnic Approaches to Community Health (REACH) programs (www.cdc.gov/reach) and other health equity-related community health programs and serves as a focused complement to programs working to make population-wide, place-based improvements. Recipients funded through this FOA will develop and implement replicable and scalable strategies to assure that population-wide policy, systems, and environmental (PSE) improvements to reduce obesity and hypertension also decrease health disparities in these morbid outcomes in their jurisdiction. In addition, recipients will work in close collaboration with a national evaluation team (funded through a separate contract) who will assist in assessing the impact and effectiveness of the strategies implemented through this FOA. Together, the implementation and evaluation of strategies designed to enhance benefits and eliminate barriers to population-wide and targeted PSE improvements will help build evidence and expand the reach of strategies to address health disparities. Thus, all recipients are required to fully participate in evaluation activities, including collection of local data, which will be supported by CDC and evaluation partners tasked with rigorously evaluating the implementation efforts. Recipients will then disseminate their strategies and mentor other communities, as appropriate.
While population-wide strategies hold potential to benefit the entire population, racial and ethnic groups experiencing health disparities often face unique barriers which may limit the benefits they accrue from programs focused on the overall population. The purpose of this REACH program is to ensure implementation of PSE strategies and targeted efforts that address barriers specific to populations experiencing health disparities, reduce health disparities, and maximize the health benefits of population-wide improvements for all. Furthermore, rigorous evaluation of implementation activities will help to expand the public health evidence base and allow for dissemination of results so that communities across the country are better able to create, implement, and sustain population-based improvements that result in improved health outcomes for all groups, regardless of racial or ethnic composition. 

The emphasis of this program should be on policy, environmental, and systems improvements. Delivery of direct services is not within the scope of this announcement.   
Recipients will select one or more specific intervention populations disproportionately experiencing obesity and hypertension-related health disparities. The intervention population is the population within the selected geographic area that applicants will reach with proposed program activities. Recipients will conduct a formal and systematic policy and implementation assessment and data analysis. In addition, applicants may choose to conduct health impact assessments of proposed or pending PSE improvements. The outcome of these assessments is to identify possible barriers, take action to reduce barriers, and ensure benefit from both population-wide and more targeted PSE improvements. Assessments should examine the status of existing or proposed PSE strategies as they pertain to prevention of obesity and hypertension in the selected intervention population(s). 

The comprehensive strategy proposed by applicants should include multiple evidence-based, practice-based, or innovative strategies that impact a large proportion of the selected intervention population(s) in a variety of settings. The comprehensive strategy may include a combination of broad and targeted activities. A hypothetical example of both a broad and more targeted strategy follows. These activities would be done in concert with other broad and targeted strategies across multiple settings to make up the proposed comprehensive strategy to impact obesity and hypertension-related health disparities.
· The selected intervention population has been identified as Hispanic or Latino residents living in low-income neighborhoods of a specific city.
· Assessment and analysis data show that a statewide school district policy was created to encourage joint-use agreements in all state schools so that community members could have increased opportunities for physical activity. However, many members of the intervention population were not aware of the policy or associated support. A broad strategy that could impact the entire intervention population includes identifying appropriate partners and connecting them to schools in low-income neighborhoods to provide resources for informing residents about opportunities for physical activity. In addition, the applicant could work with the state to revise their implementation practices to ensure education efforts reach and are culturally tailored to residents of the identified low-income neighborhoods.

· In addition, assessments indicate that another reason why this existing policy is not being implemented in neighborhoods is that residents accurately consider their neighborhood to be unsafe. Thus, additional targeted strategies include working in partnership with schools, public safety, community organizations, and members of the intervention population to improve safety for neighborhood residents so they are able to more readily access the school facilities for physical activity. 
· Then, the recipient would thoroughly evaluate these two strategies to determine if they were effective at increasing physical activity levels in the intervention population and community. If so, lessons learned would be translated into documents, tools, and best practices for further dissemination, uptake, and use. 
· The recipient would also mentor other communities in the application of these strategies. Therefore, other communities planning to implement joint-use agreements would do so with the appropriate tools and guidance for enhancing health equity from the beginning stages of the process. 
In the proposal, applicants should identify the following:

· A defined geographic area that represents or falls within a larger jurisdiction in which policy and environmental improvements have been or will be implemented. The applicant should also include the total population within that defined geographic area. Some examples:

· A school district that has adopted a joint use policy which represents a population of 256,000 students
· A county of 600,000 residents within a state that has strong early care and education standards for nutrition and screen time

· The racial or ethnic group of the selected intervention population within the defined geographic area, which represents the population experiencing disparities in overweight/obesity and hypertension. This FOA will fund recipients to address racial or ethnic groups, including, but not limited to: African American or Black, Hispanic or Latino, American Indian or Alaska Native, Asian American, and Native Hawaiian or Other Pacific Islander. More than one racial or ethnic group may be selected and applicants may also choose to describe and track one or more specific population(s) within a given racial or ethnic group.
· The percentage and number of individuals that the intervention population(s) represents among the total population. For example: The selected intervention population is 420,000 African American residents in County X, which represents 56% of the total county population of approximately 750,000 individuals.
· The estimated reach of program activities within the selected intervention population(s). At least some activities should reach at least 75% of the selected intervention population(s). For example: Proposed program activities will be designed to reach approximately 80% of the intervention population in County X (the 420,000 African American residents), for an estimated reach of 336,000 individuals.
Applicants that choose to work with multiple intervention populations should anticipate that barriers and contextual factors may differ across populations and should propose tailored activities that reflect distinctions between populations. Funding amounts will take into account the applicant’s proposed approach and proportion of the intervention population(s) to be reached. 
Capacity Needed to Successfully Implement the Program
Funding will be provided to recipients with demonstrated capacity and structures in place to reduce barriers and ensure benefit from both population-wide and more targeted PSE improvements. Applicants should be able to demonstrate that they have the following experience, capacity, and support in place: 

· A solid partnership with at least one local community-based organization, one local public health department/tribal organization, and one university/academic institution (the “core partner organizations”). More information on this partnership model is included below.

· An existing, active, multi-sector coalition that includes partners with demonstrated success or experience developing or implementing population-wide PSE strategies. Groups or community members that have demonstrated experience and capacity working with populations experiencing health disparities should be represented on the coalition. 
· Ability to address disparities in obesity, hypertension, and/or social determinants of health.
· Explicit commitment from core partner organizations to address obesity and hypertension in the selected intervention population(s). This commitment should be reflected in letters of support. Note: A letter of support from a coalition that represents all core partner organizations and includes a description of commitment and involvement from both the coalition and core partner organizations would meet this requirement.
· Ability to meet reporting requirements as well as programmatic, financial, and management benchmarks.
Partnership Model
This funding opportunity announcement requires a partnership with several core organizations to capitalize on multiple strengths and ensure sustainability. All applicants will be required to demonstrate a strong partnership with a local community-based organization, a local public health department/tribal organization, and a university/academic institution. Community-based organizations must have a strong history of working with the selected intervention population(s). Tribal organizations can be: federally recognized or state-recognized American Indian/Alaska Native tribal governments, American Indian/Alaska Native tribally designated organizations, Alaska Native health corporations, Urban Indian health organizations, or Tribal epidemiology centers. If the applicant is in a geographic area that is not serviced by a local public health department, a partnership with a regional or state public health department will satisfy this requirement. Other types of organizations, including non-profit organizations, hospitals, or health care organizations (a full list of eligible entities is presented in Section III, Eligibility Information) are eligible to apply for funding, but they must partner with at least one local community-based organization, one local public health department/tribal organization and one university/academic institution. Partnerships with more than one local community-based organization, local public health department/tribal organization, and university/academic institution are permitted, if applicable. Only one organization will be funded (and must be identified as the official applicant, the “central coordinating organization”); however, it is expected that all organizations forming the core partnership will work together and with the associated multi-sector coalition to plan and implement the activities of this program. Applicants will be required to specify how each organization will contribute to the accomplishment of planned activities. The funded recipient may, but is not required to, provide funding to partner organizations. 
In addition to the core partner organizations, a partnership with an existing multi-sector coalition is required. For example, a local community wellness coalition may exist that was originally developed to address community benefits from local hospitals and includes non-profit hospitals, major local employers, and additional multi-sector partners. The coalition should support engagement of partners across multiple sectors, especially those outside of public health (i.e., education, community development, transportation, business, faith-based, aging, academic, environmental health, social justice, health care, housing and urban development, and/or mental health). Community members who have experience working with members of the intervention population should be an integral part of the coalition.

The coalition must indicate their willingness to help implement program efforts and activities. This commitment must be indicated with a letter of support. If there is not an existing multi-sector coalition in place, one may be developed, but it must be in place before program activities begin. The applicant may choose how best to partner with the coalition.
With the combined efforts of the core partner organizations, the application must demonstrate the following capacities: 
· Ability to reach (i.e., have an impact on) at least 75% of the selected intervention population(s) in the geographic area to be served (as defined by the applicant). The comprehensive strategy proposed should be a package of broad and targeted activities. Overall, the proposed strategy should have enough potency to ensure that measurable and meaningful reductions in health disparities occur for the intervention population(s).
· Capacity to collect quantitative and qualitative data and collaborate with national evaluators to evaluate program activities and outcomes, and participate in interactive analysis work.
· Strong community-level connections to the intervention population(s) selected, as determined by existing partnerships and/or relationships with local community members or networks of individuals representing the intervention population(s)
· Knowledge and understanding of appropriate methods to reach and engage the selected intervention population(s).
· Capacity to use ongoing data from program activity performance monitoring to ensure timely improvements in program implementation.
· Ability to plan, conduct, and collaborate with others in health impact outcome evaluation.
Coordination with Other Federally- or CDC-Funded Programs
If the applicant is proposing to serve a community that is geographically located in the same area as another program funded by CDC’s National Center for Chronic Disease Prevention and Health Promotion (i.e., Community Transformation Grants, Communities Putting Prevention to Work awards) and working in similar health areas (community health, obesity, or hypertension) the applicant will need to describe how this funding would complement and not duplicate activities funded through other sources. The applicant is encouraged to identify other opportunities for partnership and/or coordination to address health disparities. Information about these currently funded programs can be found online at the following websites:

· http://www.cdc.gov/NCCDPHP/dch/index.htm
· http://www.cdc.gov/nccdphp/dnpao/index.html 
· http://www.cdc.gov/dhdsp/ 

Appropriate connections and collaborations with initiatives funded through other US Government agencies or departments, such as the Corporation for National and Community Service, Environmental Protection Agency, US Department of Agriculture, US Department of Education, US Department of Housing and Urban Development, US Department of the Interior, US Department of Justice, US Department of Transportation, and the US Park Service are encouraged, specifically those designed to improve community environments. One example is the Partnership for Sustainable Communities (a partnership of US Department of Housing and Urban Development, US Department of Transportation, and the Environmental Protection Agency). The partnership was conceived to advance development patterns and infrastructure investment programs that achieve improved economic prosperity, healthy, environmentally sustainable, and opportunity-rich communities for all Americans, regardless of race or income. More information about this partnership and a map of current awardees can be found at: http://www.sustainablecommunities.gov/. 

Additional Information

A glossary of terms used in this Funding Opportunity Announcement (FOA) can be found in Appendix B.

This competitive award will directly address one of the overarching Healthy People 2020 goals: Achieve health equity, eliminate disparities, and improve the health of all groups. 
Healthy People 2020 Topic Areas include: Heart Disease and Stroke; Nutrition and Weight Status; Physical Activity; Public Health Infrastructure; Social Determinants of Health

Other related Healthy People 2020 topics include: 

Access to Health Services; Adolescent Health; Diabetes; Disability and Health; Early and Middle Childhood; Educational and Community-Based Programs; Environmental Health; Health Communication and Health Information Technology; Health-Related Quality of Life and Well-Being; Heart Disease and Stroke; Maternal, Infant, and Child Health; Mental Health and Mental Disorders; Occupational Safety and Health; Older Adults; Respiratory Diseases
Measurable outcomes of the program will be in alignment with the following performance goals for the National Center for Chronic Disease Prevention and Health Promotion (NCCDPHP): 
· Improve the lives of racial and ethnic populations who suffer disproportionately from the burden of disease and disability, and develop tools and strategies that will enable the nation to eliminate these health disparities by 2020

· Improve the lives of American Indian and Alaska Native populations who suffer disproportionately from the burden of disease and disability, and develop tools and strategies that will enable the nation to eliminate these health disparities by 2020.

This funding opportunity announcement (FOA) also conforms to the National Prevention Strategy (NPS) strategic direction related to the elimination of health disparities to “ensure a strategic focus on communities at greatest risk” and supports all other NPS strategic directions, including: Healthy and Safe Community Environments, Clinical and Community Preventive Services, and Empowered People. In the spirit of the NPS, this FOA promotes multi-sector collaboration. Work across sectors enhances all efforts to address social determinants of health inequities. Information about the NPS, an important component of the Affordable Care Act, can be found here: http://www.healthcare.gov/prevention/nphpphc/index.html. 
This FOA will contribute to the efforts of Million Hearts™, a national initiative to prevent one million heart attacks and strokes by 2016. Heart disease and stroke are two of the leading causes of death in the United States and the largest single source of health disparities in our nation. Million Hearts™ brings together communities, health systems, nonprofit organizations, federal agencies, and private-sector partners from across the country to fight heart disease and stroke. This funding will contribute to Million Hearts™ by supporting work to reduce the prevalence of hypertension through non-pharmacological approaches such as weight reduction and sodium reduction. More information on Million Hearts™ can be found here: http://millionhearts.hhs.gov/index.html. 
This FOA will also contribute to the efforts of two U.S. Department of Health and Human Services plans addressing health disparities:
· HHS Action Plan to Reduce Racial and Ethnic Health Disparities (found online at http://minorityhealth.hhs.gov/npa/templates/content.aspx?lvl=1&lvlid=33&ID=285), specifically Goal III: Advance the Health, Safety, and Well-Being of the American People

· National Stakeholder Strategy for Achieving Health Equity (found online at: http://minorityhealth.hhs.gov/npa/templates/content.aspx?lvl=1&lvlid=33&ID=286).

Program Implementation

Recipient Activities
Overview
Recipients should: 

· Assess the context of any PSE improvements made (regardless of funding source) that might reduce the prevalence of obesity and hypertension in the selected community (see Appendix C for sample PSE strategies as a starting place, if needed). 
· Provide additional support to ensure the effective implementation of these existing PSE improvements so that the intervention population will maximally benefit. This may include reduction or mitigation of specific barriers experienced by the intervention population, cultural tailoring of media or education efforts, or other appropriate actions that are potentially replicable.

· Conduct additional targeted evidence-based and practice-based strategies or develop new potentially-replicable strategies to further reduce the health disparities experienced by the intervention population in the prevalence of obesity and hypertension.

· Evaluate strategies to determine their health impact, specifically on the intervention population(s), and in collaboration with CDC and its national evaluation team contractors, assess changes in the disparities gap. To the extent possible, during the course of evaluation, disaggregate the specific effects of interventions to determine their individual effect.

· Disseminate findings from the evaluation of strategies.

· Mentor other communities with lessons learned about reducing health disparities.

A comprehensive approach should be taken to identify and address multiple settings where the intervention population lives, works, and plays. The comprehensive strategy proposed may be a package of broad and targeted evidence-based, practice-based, or innovative activities and may use a place-based approach. All implementation activities should be responsive to the unique social conditions and identified barriers that characterize the selected intervention population. Activities should address factors that contribute the most to obesity and hypertension disparities. Decisions about how strategies are implemented should be made with community input, using shared community leadership approaches. 
The comprehensive strategy proposed may be a combination of broad and targeted activities. Please review the “Purpose” section of this FOA for a hypothetical example of both a broad and more targeted strategy that could reach a specific intervention population.

Specific Recipient Activities:
Recipient Activity 1: Organizational Capacity and Infrastructure

· Over the course of the project, establish and maintain appropriate staff, contractors, and consultants sufficient in number and expertise to ensure project success. Staff should have the skills necessary to successfully implement the program, including expertise in health disparities/health equity; administration/financial management; policy, systems, and environmental (PSE) strategies; community engagement processes; community leadership approaches; nutrition, physical activity and obesity; reduction of hypertension; partnership development; and program evaluation.

· One individual responsible for the overall program (i.e., Program Manager) should be hired or identified immediately upon award, and should be permanently in place within 45 days of the award date.

· All staff should be in place within 90 days of award date to ensure effective implementation of this award. At least one full time equivalent (FTE) position (staff or contract) should be proposed for data collection/evaluation activities, and another for program management activities.

· All recipients, including any sub-recipients, must use funding to support and align with the goals of the initiative, use fiscal management procedures to track and monitor expenditures, and implement appropriate reporting systems to meet the “Reporting Requirements” section of this FOA.

· At least 20% of the recipient’s budget should be devoted to evaluation of their strategies. This can include funding of an FTE position for evaluation, or evaluation contracts. Line items that make up this 20% should be identified in the proposed budget.
· Enter and maintain current information in all sections of CDC’s Chronic Disease Management Information System (performance monitoring system) on a quarterly basis.
· Establish or enhance fiscal practices to ensure appropriate management of federal fiscal resources, including using fiscal management procedures for this funding to track and monitor expenditures separate from other federal funding streams.
· Participate in relevant training events, conferences, and workshops; use training to improve organizational systems; and provide technical assistance and training to constituents based on competencies acquired through CDC-sponsored training events. Collaborate with associated technical assistance providers. Participation should include appropriate representation from all core partnership members (community-based organization, health department/tribal organization, and university/academic institution).
· Ensure staff, contractors, and consultants engage in training related to coalition and partnership development; community engagement and shared leadership models; health equity; and other competencies related to strategies supported by the FOA; and participate in CDC-convened trainings to facilitate peer exchange, training and technical assistance.
· All core partner organizations are required to participate in training on federal anti-lobbying provisions which are outlined in AR-12 and Title V Section 503 Proper use of Appropriation—Publicity and Propaganda (Lobbying).

Performance will be measured by: 

· Appropriate staffing to administer, manage, and evaluate the program as demonstrated by successful identification of strong, effective leadership and staffing for the key positions (program management, evaluation, etc.) within 90 days, with competencies needed to accomplish the FOA objectives as supported by curricula vitae, training certificates, and other relevant documents.

· Program funding aligned with the goals and objectives of the work plan including evaluation of their strategies (with a minimum of 20% of funding allocated to evaluation activities); establishment of appropriate contracts or memoranda of agreement with local entities, as necessary; establishment of procedures to track and report expenditures; preparation of required reports according to the designated schedule; and maintenance of appropriate spend rate.

· Completion and submission of accurate and timely required reports, including quarterly data entry into CDC’s performance monitoring system: Chronic Disease Management Information System (CD-MIS).
· Participation in all required training events/activities, including attendance at in-person meetings, with appropriate representation from across all three required core partners (community-based organization, health department/tribal organization, and university).
Recipient Activity 2: Partnership and Community Leadership 

All activities supported through this FOA must achieve health improvements and reductions in health disparities and should be based on a robust analysis of area health burden overall and across racial or ethnic population groups. Recipient activities in this section assume that an intervention population experiencing health disparities in rates of obesity and hypertension has been identified and that specific population-wide or targeted PSE strategies exist and have been selected for strengthening to reduce health disparities.

· Assess the existing coalition for multi-sector representation and participation from the community members representing the intervention population(s) experiencing health disparities. Coalition members must include a wide representation of community leaders and community members familiar with promoting the selected strategies. Examples could include representatives from education agencies (local education agencies, school districts, school board members, or parent-teacher organizations); school health advocates; community development/planning agencies (land use or transportation); tribal organizations; local Offices of Minority Health; key community-based governmental and non-governmental organizations; health care, voluntary, and professional organizations; business, community, and faith-based leaders; local aging centers and senior centers; Federally Qualified Health Centers (FQHCs); universities; environmental health organizations; social justice organizations; housing; and/or economic development. Linkages with mental health/substance abuse organizations, health plans, foundations, and other community partners working to promote health, prevent obesity, and decrease prevalence of hypertension are encouraged. 

· Develop additional partnerships if the existing coalition does not include all appropriate partners. Appropriate partnership agreements and clear and consistent working partnership processes should be in place to improve the collaborative process.

· Engage in an appropriate leadership development process to build community members’ capacity to participate in community health processes and activities. Selected community members should have experience working with the intervention population and they should be engaged in making decisions around implementation efforts. CDC will provide guidance on recommended training approaches and models to recipients after awards are made.

· Engage in a continual strategic and deliberate process to share leadership and decision-making roles with community members. The goals of shared leadership and community engagement are: allow community members to initiate healthful changes and prevent harmful changes, foster social cohesion and connectedness, allow for appropriate tailoring of strategies and activities, and ensure that improvements are sustained.

· Ensure continued membership in the coalition of groups or organizations representing the intervention population(s), as well as individuals who have experience working with members of the intervention population(s). Community members should be involved in the planning, implementation, and evaluation process. 

Performance will be assessed by:

· Maintenance of a functional multi-sector coalition that includes representation from selected intervention population(s).

· Successful use of leadership development and community engagement approaches with regard to developing or enhancing a coalition, sustaining partnerships, and community participation throughout the project period including inclusion of leadership team and coalition members who represent the intervention population. 
Recipient Activity 3: Strengthen and Expand Population-Wide and Targeted PSE Strategies 

Chronic disease risk factors and conditions can be reduced through sustainable population-based strategies that improve health and wellness at the population level. While population-wide strategies often maximize health impact because of their broad coverage, they are not often designed to reduce health disparities within the population. Some groups within a community may face barriers that limit the benefits they can realize from population-wide strategies. Recipients should pair targeted approaches with population-wide strategies to reduce health disparities. Together these approaches need to have sufficient potency to ensure that groups experiencing disparities benefit sufficiently so that the disparities gap is closed. Population-wide, evidence- and practice-based strategies can take many forms; for example, they can be administrative or regulatory (among others). 
A sample list of broad PSE strategies is found in Appendix C. This list is meant to provide a starting point for community assessments to determine what strategies are in place. It is not meant to be a menu of approaches from which applicants should select, but rather a list of strategies that could be strengthened to better reduce health disparities through activities proposed by applicants.

· Develop and implement a three-year work plan that will strengthen and expand existing PSE improvements, reduce identified barriers, and provide additional support to ensure the intervention population will maximally benefit. This may include reduction or mitigation of specific barriers experienced by the intervention population, cultural tailoring of media or education efforts, or other appropriate actions. Recipients should also conduct targeted evidence-based and practice-based strategies or develop new, potentially-replicable strategies to further reduce the health disparities experienced by the intervention population. The work plan should address both organizational and infrastructural barriers, as well as barriers present in the intervention population’s community, school, worksites, etc. All objectives should be written in SMART (specific, measurable, achievable, relevant, and time-framed) format. All work plans and activities should be designed to be sustainable beyond the project period. Work plans should be designed to facilitate evaluation of appropriate strategies to further the evidence base. In developing work plans and activities, consideration should be given to replicating and scaling up these plans and activities so that many communities across the nation might use them in the future if they are successful.
· Additional information on the format and information required in the work plan is found in Section IV: Application and Submission Information.
· Note: The work plan will be reviewed extensively and finalized in collaboration with subject matter experts at CDC. It should be developed in conjunction with the development of a Local Evaluation Plan. Revision of work plans will be a collaborative process, and all partners and coalitions must agree to work with CDC to adjust work plans to reflect any emerging best practices or guidance. This collaboration on the work plan should be initiated within 30 days of the notice of award and the work plan should be completed within 120 days of the notice of award.
· Complete a formal and systematic policy and implementation assessment that engages partner and intervention population entities. The assessment should identify and prioritize evidence-based and practice-based strategies and associated barriers experienced by intervention population(s). It should include an assessment of the cultural biases and barriers in selected policy, system, and environmental strategies. Assessments should be designed to provide additional detail on where and how to target implementation strategies within the work plan. This assessment should be completed within the first six months of funding. Assessments should determine the following:

· What PSE improvements are in place

· How improvements were implemented across all relevant populations (equally or not)

· If improvements were implemented as intended
· Available data that can monitor the impact of improvements across relevant populations

· If anything suggests unequal participation among, access to, or impact on relevant populations

· Disseminate findings of policy and implementation assessment to entities (e.g. agencies, businesses or organizations) responsible for implementation activities, and facilitate engagement and dialogue between entities and the intervention population to negotiate shared solutions. Dialogue should support empowerment of community members to call for improvements that affect their health and reduce disparities. 

· Conduct media education efforts as needed to raise awareness of the importance of PSE improvements, inform community members of the existence of certain PSE improvements, or educate audiences about the importance of addressing various intervention populations when making PSE improvements. Applicants should propose to use or adapt existing materials when appropriate, and all efforts should be culturally tailored and culturally affirming to meet the needs of the intervention population.

· If appropriate, conduct health impact assessments of proposed or pending PSE improvements. These assessments should specifically focus on the impact the proposed improvement would have on the selected intervention population(s) and how the change could be developed or refined to account for known barriers or challenges, thereby reducing health disparities for the intervention population(s). 

· Track overall progress on outcome objectives. Use performance monitoring data and other available sources to document steps taken to implement and enhance population-wide and targeted PSE improvements. Performance monitoring data should include the types and numbers of settings or units where strategies are implemented and the number of new individuals expected to be reached as a result of these strategies. As described above, data should include both the size of the intervention population as well as the population of the geographic area defined as the project area so that the reach of the strategies can be determined. Detailed demographic information should be made available. Share successes, barriers, and challenges with CDC. Use ongoing performance monitoring data, along with proposed enhancements to community health assessment data, to continuously improve program activities and provide for mid-course corrections, if needed.

Performance will be measured by: 

· The work plan includes SMART (specific, measurable, achievable, relevant, and time-framed) annual and project period objectives that align with the priorities found in this FOA.

· Selected strategies reflect existing barriers and challenges faced by the intervention population, and are implemented with leadership from and engagement of members of the intervention population.

· Completion of a formal policy scan and implementation assessment within the first six months of funding that determines what PSE improvements are in place, how improvements have been implemented, and available data to monitor the impact of improvements.

· Policy scan and implementation assessment results have been disseminated to relevant parties and community members have been engaged in dialogue to develop solutions.

· Consistent and timely achievement of milestones/activities and objectives identified in the work plan, discussed with the CDC project officer on a monthly basis.

· Use of performance monitoring data and ongoing evaluation efforts to make appropriate mid-course corrections and adjustments.
Recipient Activity 4: Data Collection and Evaluation

The REACH Demonstration Project will implement and evaluate results to build the evidence base on how to design and implement population-wide and targeted PSE strategies to reduce health disparities in intervention populations. Applicants funded by this announcement will focus on effective implementation, collect local data (as needed), and participate in data collection and evaluation activities to fill evidence gaps. In addition to local efforts, rigorous evaluations will be conducted through a separate arm of the demonstration project, in close coordination with awardees. All evaluation efforts should focus on the effectiveness of the strategies being implemented for the intervention population(s).
· In collaboration with CDC and its national evaluation team contractors, develop and implement a local Evaluation Plan that describes a rigorous health impact outcome evaluation for approximately three to five strategies described in the work plan. The evaluation plan should particularly focus on evidence gaps and, at a minimum, use a pre-post design. Comparison data collection (with individuals not reached by implemented strategies) is encouraged, but not required. Methods and measures used must be determined in collaboration with CDC and its national evaluation team contractors after awards are made to ensure rigorous evaluation that will fill gaps in the evidence base. Process evaluation should be designed to explain findings in the outcome evaluation, and inform best practices for implementing PSE strategies. All evaluation activities must include a sufficient sample of the intervention population(s) to assure that changes in that population can be detected through statistical analysis. 

· Note: The Local Evaluation Plan should be developed in collaboration with the Work Plan and will be reviewed extensively and finalized in collaboration with subject matter experts at CDC and their designated contractors. Revision of Local Evaluation Plans will be a collaborative process, and all partners and coalitions must agree to work with CDC to adjust evaluation plans to reflect any emerging best practices or guidance. This collaboration on the evaluation plan should be initiated within 60 days of the notice of award and the Local Evaluation Plan should be completed within 150 days of the notice of award.

· All health impact outcome evaluations should be accompanied by collection of data accounting for implementation costs (not including capacity building or leadership activities). Measures that describe cost of implementation activities per person reached (i.e., the total cost of each implementation activity and the number of people reached by that activity) should be considered. CDC and its national evaluation team contractors will provide extensive support in this area including which data would be best to collect, determining methods for data analysis and assistance with data analysis, if requested. However, the local evaluation team should have adequate skills to collect the actual data.

· Involve community members (through the coalition or other means) in data collection activities to capture the full picture of existing inequities and appropriately analyze and translate results in context of their experiences.

· To the extent possible, disaggregate the specific effects of interventions to determine their individual effect. This should include the evaluation of any media efforts.

· Identify appropriate local measurement data sources to support evaluation activities. If no existing local data are available, the recipient should identify potential data sources and collect these data. If the applicant has chosen to work with more than one intervention population, or to track one or more specific populations within a racial or ethnic group, data should reflect all intervention and specific populations. Data should be able to estimate both the impact of program activities on health disparities and also allow for the comparison between the overall prevalence rates of overweight/obesity and hypertension in the geographical area, and those rates of the selected intervention population. Changes in weight, proper nutrition, physical activity, hypertension, and social determinants of health indicators should be measured (with additional guidance from CDC on specific measures), but changes in these indicators might not occur during the timeframe of this project period. Determination of which data to collect will be done in collaboration with CDC and a national evaluation partner. The local evaluation team should have adequate skills and resources devoted to collect the data. CDC and its contractors also will provide extensive support in determining methods for data analysis and assistance with data analysis, if requested. De-identified data should be shared with CDC in an electronic form suitable for analysis. 
· If local measurement sources do not currently exist, applicants should establish data collection plans and procedures that will allow for the collection of pre- and post-data. 

· Work in collaboration with other recipients of this funding and CDC to ensure consistency in measurement of core variables and indicators across sites.
· Participate in national evaluation and translation meetings and workshops, conference calls, and trainings. Participate in other national evaluation activities as requested by CDC, such as, focus groups, case studies, and local surveillance data collections. Collaborate with CDC and a national evaluation partner on the final design of the broader National Evaluation Plan for this project and its implementation. This collaboration should be initiated within 60 days of the notice of award. Demonstrate ability to work with evaluation partners or academic institutions that are doing other types of evaluation or research supportive of the entire REACH project. 
· Collaborate with CDC to translate results of assessment and implementation activities into recommendations for model policies and implementation guidance that ensure health disparities are addressed.
Performance will be measured by:

· Inclusion of health impact outcome evaluation in the Local Evaluation Plan and implementation of the plan in collaboration with CDC and its national evaluation team contractors. Timely collection, analysis, and reporting of data from the plan.

· Identification or development of appropriate local data sources to assess and measure program outcomes and results.

· Regular participation in national evaluation and translation meetings, calls, and training events. Participation in other evaluation activities as requested by CDC, including, but not limited to, focus groups, case studies, and local surveillance data collections.
· Collaboration with national evaluation contractors or academic institutions that are doing research or evaluation supportive of the entire national REACH project.
Recipient Activity 5: Dissemination and Mentoring 

· Write and submit success stories to CDC as accomplishments are made, and provide additional information on successes as requested by CDC. Success stories should describe efforts made and outcomes that show effects on health disparities around obesity and hypertension. Stories should reference the number of people reached by the efforts included and the impact that accomplishments have made.

· Participate in CDC-sponsored cross-site collaborations to share lessons learned with other program counterparts.

· Disseminate lesson learned and results, both locally and nationally, to further build and share the evidence base that is developed as part of this project. Develop and distribute at least two unique dissemination documents created for stakeholders or the broader community based on performance monitoring data, community assessment data, and other program-related information, including results of pre- and post-intervention data collection efforts. These documents may be briefing updates, reports, or other formats. Develop and submit for peer-reviewed publication at least one manuscript annually based on evaluation data for the duration of the project period to support dissemination of best-practices from this effort. Identify any data or evaluation limitations. Joint manuscripts written in collaboration with other awardees from this FOA are encouraged. Authorship guidelines from the International Committee of Medical Journal Editors or CDC should be followed on all manuscripts (guidelines can be found at: http://www.icmje.org/ethical_1author.html and http://www.cdc.gov/maso/Policy/Authorship.pdf). 
· Develop materials that capture the processes used and lessons learned to reduce barriers to implementation of PSE improvements. Materials should contain information to improve best practices for addressing health disparities that would be useful to other practitioners who might want to replicate those steps.

· After completion of implementation and evaluation activities, identify, in collaboration with CDC and/or national partners up to five separate communities to mentor in program activities. Mentoring activities should reflect lessons learned from experience addressing barriers to implementation and enforcement of existing PSE improvements, as well as lessons learned that may help in the development of PSE improvements that will equitably impact all populations from the beginning. 
Performance will be measured by: 

· Success stories and any additional information requested have been submitted to CDC to describe accomplishments.

· Cross-site collaborations have occurred with sharing of lessons learned among awardees as well as development of joint manuscripts or other dissemination documents.

· Dissemination documents and manuscripts have been developed.

· Mentee communities have been selected and materials shared with them. 

CDC Activities

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:

· Work with recipients to revise work plans and evaluation plans to incorporate emerging best practices or guidance.

· Identify evidence-based assessment tools or create promising tools to assist with the implementation of PSE strategies/interventions.
· Provide expert resources and leadership to assist in the design, collection, analysis, and use of comparable evaluation data to assess and strengthen programs.
· Provide extensive support in data collection activities, including which data are best to collect, methods for data analysis, and assistance with data analysis.

· Provide consistency in measurement and ensure comparability across grantee programmatic activities and racial or ethnic groups. 

· Collaborate with recipients to develop dissemination documents for stakeholders and community members as well as dissemination to the scientific community through presentations and publications.

· Provide guidance and support to coordinate scientific outputs (i.e., peer-reviewed publications, reviews, reports).

· Foster the synthesis and transfer of successful evidence and practice-based interventions, program models, and other forms of technical assistance by convening meetings of grantees, workshops, web forums, conferences, and conference calls.
II. AWARD INFORMATION
Type of Award: Cooperative Agreement. CDC substantial involvement in this program appears in the Activities Section above.
Award Mechanism: U58
Fiscal Year Funds: FY2012 Prevention and Public Health Fund
Approximate Current Fiscal Year Funding: $12,300,000 

Approximate Total Project Period Funding: $ 12,300,000 This amount is an estimate, and is subject to availability of funds. This includes direct and/or indirect costs.
Approximate Number of Awards: 2-4
Approximate Average Award: $ 4,000,000 

This amount is for the entire three-year budget period, and includes both direct and indirect costs.
Funding levels will vary based on the size of the intervention population(s) that will be reached with implementation activities, the scale and complexity of the proposed activities, estimated intervention costs per person reached, and the needs of each community.
Floor of Individual Award Range: $3,000,000 
Ceiling of Individual Award Range: $8,000,000 
This ceiling is for the entire three-year budget period. This is total cost, which would include indirect costs.  
Anticipated Award Date: September 30, 2012
Budget Period Length: 36 months
Project Period Length: 3 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.
III.  ELIGIBILITY INFORMATION
Eligible Applicants
Eligible applicants that can apply for this funding opportunity are listed below: 
· Nonprofit organizations
· For-profit organizations 

· Small, minority, and women-owned businesses

· Universities

· Colleges

· Research institutions

· Hospitals

· Community-based organizations

· Faith-based organizations

· Federally recognized or state-recognized American Indian/Alaska Native tribal governments

· American Indian/Alaska Native tribally designated organizations

· Alaska Native health corporations

· Urban Indian health organizations

· Tribal epidemiology centers

· State and local governments or their Bona Fide Agents (this includes the District of Columbia, the Commonwealth of Puerto Rico, the Virgin Islands, the Commonwealth of the Northern Marianna Islands, American Samoa, Guam, the Federated States of Micronesia, the Republic of the Marshall Islands, and the Republic of Palau)

· Political subdivisions of States (in consultation with States)
A Bona Fide Agent is an agency/organization identified by the state as eligible to submit an application under the state eligibility in lieu of a state application. If applying as a bona fide agent of a state or local government, a legal, binding agreement from the state or local government as documentation of the status is required. Attach with “Other Attachment Forms” when submitting via www.grants.gov.   

Required Registrations

Registering your organization through www.Grants.gov, the official agency-wide E-grant website, is the first step in submitting an 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) and DUN and Bradstreet (D&B) Data Universal Numbering System (DUNS) which will require up to at least 4 weeks to complete registration in its entirety. The CCR registration can require an additional two weeks to complete. You are required to maintain a current registration in CCR. CCR registration must be renewed annually.
Central Contractor Registration and Universal Identifier Requirements
All applicant organizations must obtain a DUN and Bradstreet (D&B) Data Universal Numbering System (DUNS) number as the Universal Identifier when applying for Federal grants or cooperative agreements. The DUNS number is a nine-digit number assigned by Dun and Bradstreet Information Services. An Authorized Organization Representative (AOR) should be consulted to determine the appropriate number. If the organization does not have a DUNS number, an AOR should complete the US D&B D-U-N-S Number Request Form or contact Dun and Bradstreet by telephone directly at 1-866-705-5711 (toll-free) to obtain one. A DUNS number will be provided immediately by telephone at no charge. Note this is an organizational number. Individual Program Directors/Principal Investigators do not need to register for a DUNS number.
Additionally, all applicant organizations must register in the Central Contractor Registry (CCR) and maintain the registration with current information at all times during which it has an application under consideration for funding by CDC and, if an award is made, until a final financial report is submitted or the final payment is received, whichever is later. CCR is the primary registrant database for the Federal government and is the repository into which an entity must provide information required for the conduct of business as a recipient. Additional information about registration procedures may be found at the CCR internet site at www.ccr.gov. 
If an award is granted, the grantee organization must notify potential sub-recipients that no organization may receive a subaward under the grant unless the organization has provided its DUNS number to the grantee organization.
Cost Sharing or Matching

Cost sharing or matching funds are not required for this program.
Other
Special Requirements:

· 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.
· Late applications will be considered non-responsive. See Section V for more information on deadlines. 
Maintenance of Effort

Maintenance of Effort is not required for this program.
IV.  Application and Submission Information 
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.  

Letter of Intent Deadline Date: LOI’s should be received by July 11, 2012; 5:00 pm Eastern Daylight Savings Time.
A sample template for the letter of intent is included in Appendix E.
Application Deadline Date: August 7, 2012; 11:59 pm U.S. Eastern Daylight Savings Time 
Applicants must download the SF424 application package associated with this funding opportunity from 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 email:pgotim@cdc.gov Monday-Friday 7:00am – 4:30pm U.S. Eastern Standard Time for further instruction.  CDC Telecommunications for the hearing impaired or disabled is available at:  TTY 1-888-232-6348.

If the applicant encounters technical difficulties with Grants.gov, the applicant should contact Grants.gov Customer Service.  The Grants.gov Contact Center is available 24 hours a day, 7 days a week, with the exception of all Federal Holidays. The Contact Center provides customer service to the applicant community. The extended hours will provide applicants support around the clock, ensuring the best possible customer service is received any time it’s needed. You can reach the Grants.gov Support Center at 1-800-518-4726 or by email at support@grants.gov.  Submissions sent by e-mail, fax, CD’s or thumb drives of applications will not be accepted.  
Content and Form of Application Submission

Letter of Intent (LOI):  
Applicants are required to submit a Letter of Intent (LOI) to be eligible to apply for this program. Failure to submit a LOI will result in non-responsiveness. Electronic submissions via email, fax, CD or thumbdrives are NOT ACCEPTABLE.

All letters of intent must include the following information:
· Descriptive title of proposed project.
· Community/geographic area to be served (as defined by the applicant)
· Racial or ethnic group of selected intervention population(s), and a description of the intervention population
· Name of Central Coordinating Organization (official applicant) and category (Community-Based Organization, Local Public Health Department, Tribal Organization, University/Academic Institution, or Other)
· Name, address, and telephone number of the Principal Investigator/Project Director.
· Number and title of this funding opportunity.
A sample template for the letter of intent is included in Appendix E.
LOIs must be received not later than the date indicated in the Section I entitled “Authorization and Intent”.
Submit the LOI by express mail or delivery service to:


Deborah Rogers Mercy, GMA – CDC-RFA-DP12-1217PPHF2012

Department of Health and Human Services


CDC Procurement and Grants Office


2920 Brandywine Rd, MS E-09

Atlanta, GA 30341

Although a letter of intent is required, it 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.  
Note: Limit file names to 50 characters and do not use special characters (example: &, -,*,%,/,#) including periods (.), blank spaces and accent marks, within application form fields and file attachment names. An underscore (_) may be used to separate a file name. Also, do not attach multiple documents with the same file name. Please do not cut and paste information into any fields within the application package all information must be typed.

A Project Abstract must be completed in the Grants.gov application forms. 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: 60 pages. 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

· Single spaced

· Page margin size: One inch

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

The narrative should address activities to be conducted over the entire project period and must include the following items in the order listed:
· A. Background and Need

· B. Organizational Capacity and Infrastructure

· C. Partnership and Community Leadership 

· D. Strengthen and Expand PSE Strategies to Reduce Health Disparities

· E. Data Collection and Evaluation 

· F. Dissemination and Mentoring

· G. Budget Justification and Narrative
A. Background and Need

· Provide specific information regarding the proposed project, including: 

· A defined geographic area that represents or falls within a larger jurisdiction in which policy and environmental improvements have been or will be implemented. The applicant should also include the total population within that defined geographic area. Some examples:

· A school district that has adopted a joint use policy which represents a population of 256,000 students
· A county of 600,000 residents within a state that has strong early care and education standards for nutrition and screen time

· The racial or ethnic group of the selected intervention population within the defined geographic area, which represents the population experiencing disparities in overweight/obesity and hypertension. This FOA will fund recipients to address racial or ethnic groups, including but not limited to: African American or Black, Hispanic or Latino, American Indian or Alaska Native, Asian American, and Native Hawaiian or Other Pacific Islander. More than one racial or ethnic group may be selected and applicants may also choose to describe and track one or more specific population(s) within a given racial or ethnic group.
· The percentage and number of individuals that the intervention population(s) represents among the total population. For example: The selected intervention population is 420,000 African American residents in County X, which  represents 56% of the total county population of approximately 750,000 individuals.
· The estimated reach of program activities within the selected intervention population(s). At least some activities should reach at least 75% of the selected intervention population(s). For example: Proposed program activities will be designed to reach approximately 80% of the intervention population in County X (the 420,000 African American residents), for an estimated reach of 336,000 individuals.
· Provide strong justification for the selection of the intervention population(s), including any available data demonstrating prevalence of obesity and hypertension, relevant risk factors, and related conditions. In addition, provide comparative prevalence rates for populations not experiencing health disparities, demonstrating that a health disparity exists. If available data do not provide necessary detail about relative prevalence rates at the local level, describe and justify estimates for burden (i.e., using state or national estimates) and the reasons why certain populations should be selected for intervention. Include a description of additional social and economic factors that may affect disparities, such as unemployment rates, median household income, educational attainment, and violent crime rates.

· Identify and describe the central coordinating organization (the applicant) and core partner organizations that will support accomplishment of the application goals and objectives. While one entity will serve as the central coordinating organization, the core partner organizations should collectively demonstrate a shared implementation model; and include at least one local community-based organization, one local public health department/tribal organization, and one university/academic institution. All core partner organizations identified must submit letters of support specifying their role in the proposed activities, and their commitment to address obesity and hypertension in the selected intervention population(s), unless represented and included in the coalition’s letter of support. The entire partnership should be able to provide: 

· Ability to reach (i.e., have an impact on) at least 75% of the selected intervention population(s) in the geographic area to be served (as defined by the applicant). The comprehensive strategy proposed should be a package of broad and targeted activities. Overall, the proposed strategy should have enough potency to ensure that measurable and meaningful reductions in health disparities occur for the intervention population(s).
· Capacity to collect quantitative and qualitative data and collaborate with national evaluators to evaluate program activities and outcomes, and participate in interactive analysis work.

· Strong community-level connections to the intervention population(s) selected, as determined by existing partnerships and/or relationships with local community members or networks of individuals representing the intervention population(s).
· Knowledge and understanding of appropriate methods to reach and engage the selected intervention population(s)

· Capacity to use ongoing data from program activity performance monitoring to ensure timely improvements in program implementation
· Ability to plan, conduct, and collaborate with others in health impact outcome evaluation
· Provide evidence of an existing multi-sector coalition (or coalitions) committed to participating in this project. The coalition should submit a letter of support specifying their role in the planning, implementation, and evaluation of the activities submitted in the work plan. If the coalition represents all core partner organizations, and the coalition letter of support articulates the involvement and support of all core partner organizations and the coalition, one letter of support would meet the requirements of this FOA. Describe the history of collaborative activities (around health equity and/or PSE improvements that affect obesity or hypertension) between the core partners and the multi-sector coalition. Describe the coalition structure, including:
· The length of time the coalition has been in existence 

· Membership, structure, and decision-making process and practices

· Identification of program champions or change agents and their role in the coalition

· Evidence that the coalition has a historical understanding of the selected intervention population, including data on disease and risk factor rates, as well as an understanding of the intervention population’s history of being under-represented or misrepresented in past efforts, if applicable. 

· Ability to engage the selected intervention population, including a description of how the coalition has engaged community, tribal, or territorial leaders representing the intervention population(s).
· Describe previous community efforts of the central coordinating organization, core partner organizations, and members of the multi-sector coalition with policy, systems, and environmental (PSE) efforts, including successes and lessons learned. Major accomplishments should include PSE improvements with defined impact completed in collaboration with multiple partners. Provide documented evidence of capacity to address health disparities or advance health equity on an organizational scale (i.e., practices and infrastructure) and staff scale (i.e., knowledge, skills, and experience). This may include documentation of a completed organizational assessment, or examples of past programs or activities that demonstrate organizational capacity. Describe any negative effects that past efforts may have had on the relationship between partners and the intervention population and how challenges have been overcome. 
· Provide an assessment of existing (or pending) population-wide and/or targeted PSE improvements that, if implemented appropriately, could reduce the gap in prevalence of obesity and/or hypertension. Sample PSE improvements that may be in place can be found in Appendix C. Describe the current state of implementation and how they are (or may be) differentially affecting the intervention population. A potential source of data is the Community Commons website: http://www.communitycommons.org/.
· Describe any existing data on barriers that contribute to health disparities for the intervention population(s). Potential types of barriers could include inconsistencies in implementation of existing PSE improvements, social determinants of health, biased language within existing policies, or lack of targeted approaches that would reduce the disparity. Provide information that explains how barriers were identified and the potential impact of removing those barriers would have on health outcomes in the selected intervention population. 

· Note: A more formal and systematic assessment of existing policies and barriers may be conducted to validate and enhance the applicant’s depiction of barriers. If proposed, this assessment should be completed during the first six months of funding.
B. Organizational Capacity and Infrastructure
· Describe qualifications of the proposed staff, including resumes or job descriptions for any proposed staff, the qualifications and responsibilities of each staff member and the percent of time each are committing to the program. Qualifications should include knowledge, skills, and experience with successfully implementing and evaluating PSE strategies, coalition management and partnership development, community and shared leadership approaches, and relevant health disparities in the community. The staffing plan should include a description of appropriate staff within the central coordinating organization (the applicant) and each core partner organization, including in-kind staff. 

· One Program Manager full-time equivalent position (FTE) should be proposed for overall accountability of the award. At least one FTE should be proposed for data collection/evaluation activities, and another for program management activities. These requirements may be fulfilled through a staff person, contractor, consultant, or some combination. 

· Provide an organizational chart for each core partner organization that shows the location of any staff funded under this cooperative agreement, as well as in-kind staff with responsibilities central to carrying out the work plan for this award.

· Describe the applicant’s administrative and financial management practices, including:

· Ability to hire and retain key staff (including turn-over rate for key positions and average time lapse before vacant positions are filled).

· Ability to manage and administer sub-contracts, including contracts or memoranda of agreements.

· Previous experience with sub-contracting with local entities (including local community-based organizations, local public health departments and/or universities/academic institutions).

· Specific procedures that will allow for all the core partner organizations to work collaboratively with each other and with the coalition to complete the recipient activities, including decision making and communication procedures.
· Any prior experience with administering federal grants, including tracking and reporting of expenditures and adherence to scheduled reporting requirements.

· How the organization’s fiscal management staff communicate and share information with program management staff.
· Indicate how at least 20% of the funding amount will be spent on evaluation of strategies. This amount can include funding of evaluation personnel or contracts.
· Describe the applicant’s commitment to participate in training events, conferences, and workshops, including participation from all core partners. Describe how competencies built in training will be implemented in the core partners and coalition. 
C: Partnership and Community Leadership 
· List the existing partners, and the sectors and settings they represent, that are part of the multi-sector coalition. Describe any partnerships that need to be developed to accomplish proposed activities, and how these partnerships will be developed.

· Describe how representatives from the intervention population(s) will be involved in the coalition’s work, including the planning, implementation, and evaluation process. 

· Describe proposed leadership development processes to ensure community members’ active participation in decision-making and implementation of strategies. 

D: Strengthen and Expand PSE Strategies to Reduce Health Disparities

· Work Plan: Provide a detailed three-year work plan that demonstrates how all recipient activities will be accomplished. This plan can be included as an attachment and does not count under the application page limit; however, it will be scored. The work plan should include SMART (specific, measurable, achievable, relevant, and time-framed) objectives that demonstrate both near and long term outcomes of the project, including information on how disparities will be reduced. The work plan should also include detailed milestones and activities. A sample template for this work plan is provided in Appendix D. 

· All activities should indicate the intervention population they will impact, if the applicant has selected more than one intervention population to address.

· Activities should incorporate engagement of the intervention population in the decision-making process and through shared leadership approaches.

· All activities should indicate whether the central coordinating organization, core partner organization, or coalition member will lead the activity and specific roles and activities of other partners or coalition members.
· Note: The work plan will be extensively reviewed and finalized in collaboration with subject matter experts at CDC. Please describe ability of core partners and the coalition to make changes in the work plan based on emerging evidence and CDC priorities.

· Project Narrative: The project narrative should include the following components:

· Describe selected strategies and the potential impact of removing barriers and implementing population-wide and targeted PSE improvements with the specific intervention population. For each implementation strategy, estimate cost per expected person reached (i.e., the total estimated cost of each implementation activity and the estimated number of people reached by that activity) and include in the project narrative. 
· For each strategy, indicate if the strategy is found in a U.S. Department of Health and Human Services plans addressing health disparities (HHS Action Plan to Reduce Racial and Ethnic Health Disparities, http://minorityhealth.hhs.gov/npa/templates/content.aspx?lvl=1&lvlid=33&ID=285, or National Stakeholder Strategy for Achieving Health Equity http://minorityhealth.hhs.gov/npa/templates/content.aspx?lvl=1&lvlid=33&ID=286).
· Indicate if the applicant is proposing to serve a geographic area that is located in the same area as another program funded by CDC working in similar health areas (community health, obesity, or hypertension). If so, applicants should describe how this funding would complement and not duplicate activities already funded. Information on these programs can be found online at: 

· http://www.cdc.gov/NCCDPHP/dch/index.htm
· http://www.cdc.gov/nccdphp/dnpao/index.html 
· http://www.cdc.gov/dhdsp/ 
· Describe the process by which the core partner organizations and coalition will complete the formal and systematic policy scan and implementation assessment. Describe the role of partners from various settings and sectors and how their input will be incorporated. Describe how members of the intervention population will be involved in the data collection and analysis of the assessment.

· Describe a plan for disseminating results of the policy scan and implementation assessment and how dialogue will be facilitated between entities responsible for implementation and members of the intervention population. 

· Describe planned media education efforts that will either: raise awareness of the importance of PSE improvements, inform community members of the existence of certain PSE improvements, or educate the audience about the importance of addressing various intervention populations when pursuing PSE improvements. Describe how existing materials will be adapted and culturally tailored to meet the needs of the intervention population.

· Describe the process that will be used for monitoring performance to continually improve program activities and provide for mid-course corrections.

· Indicate if health impact assessment(s) are planned for proposed or pending policies. If so, describe how they will be focused on the impact of the policies on the intervention population. 

E: Data Collection and Evaluation 

· Indicate which implementation strategies are likely to be selected for rigorous health impact outcome evaluations. Describe ability to work with CDC and its national evaluation team contractors to develop a rigorous local Evaluation Plan for those strategies.
· Describe ability to collect data accounting for implementation costs, including measures that describe cost of implementation activities per person reached (i.e., the total cost of each implementation activity and the number of people reached by that activity). Describe how the implementation activities will be tracked to capture the percentage of the intervention population(s) reached, including processes and measures.
· Describe how the core partners, the multi-sector coalition, and community members will participate in local data collection activities, data analysis, and translation efforts.
· Describe existing local data sources that will be able to show impact of program activities on health disparities and allow for the comparison between overall prevalence rates of overweight/obesity and hypertension in the selected geographic area, and those rates of the selected intervention population(s). Describe additional data sources accessible to the applicant for related measures around nutrition, physical activity, hypertension, and social determinants of health that will provide a more complete picture of the disparities among (and impact of proposed strategies on) the selected intervention population.

· If local measurement sources do not exist, indicate ability to identify other sources of data, and collect data suitable for pre- and post-data analysis and propose plans for doing so. 

· Indicate willingness to participate in national evaluation and translation meetings, workshops, calls, and trainings, as well as willingness to cooperate with any evaluation contractors or academic institutions working with CDC to conduct evaluation efforts supportive of the entire REACH Demonstration Project. This may include collecting specific data, including cost data, answering questions, participating in interviews, etc. Describe how results of assessment and implementation activities could be translated into recommendations for model policies and implementation guidance that ensures health disparities are addressed and would be useful for other communities. This information will be used to assess the national impact of this funded effort.
F: Dissemination and Mentoring

· Describe processes and infrastructure for developing and submitting success stories, including capturing of reach numbers and information on impact.

· Describe ability and plans by which the central coordinating organization, core partners, and coalition will participate in CDC-sponsored cross-site collaborations and disseminate lessons learned and results to build the evidence base for reducing disparities in obesity/overweight and hypertension among racial and ethnic populations. Plans should include sharing of lessons learned and results for enhanced implementation of PSE strategies addressing health equity. 

· Describe ability and plans to develop materials that capture processes and lessons learned, especially with regards to enhanced implementation of PSE improvements. This should include at least two unique dissemination documents created for stakeholders or the broader community and annual development and submission for peer-reviewed publication of at least one manuscript.

· Describe a proposed process to mentor other communities that will allow for reduced barriers to implementation of population-wide and targeted PSE improvements to address health equity.

G: Budget Justification and Narrative
Include the budget justification and narrative as separate attachments, not to be counted in the narrative page limit. The line item budget justification and narrative should include funding to support training requirements.

This FOA includes a requirement to allocate at least 20% of recipient’s funding to the evaluation of selected strategies. This can include funding evaluation staff/personnel. Please ensure the proposed budget shows this allocation.
Contracts and Consultants: Provide the following information for each contract and/or consultant: (a) name of contractor or consultant, (b) method of selection, (c) period of performance, (d) scope of work, (e) method of accountability, and (f) separate itemized budget with justification. 

If the applicant request 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. 

Additional information may be included in the application appendices. The appendices will not be counted toward the narrative page limit. This additional information includes:

· Curriculum Vitas, Resumes
· Organizational Charts
· Letters of Support 

Additional information submitted via Grants.gov should be uploaded in a PDF file format, and should be named as indicated below:

	Mandatory Documents

	Document 

Name
	File 

Name

	Table of Contents
	[TOC]_[Applicant Name].pdf

	Project Abstract
	[Project Abstract]_[Applicant Name].pdf

	Project Narrative
	[Project Narrative]_[Applicant Name].pdf

	Three-Year Workplan
	[Workplan]_[Applicant Name].pdf

	Budget
	[Budget]_[Applicant Name].pdf

	Budget Narrative
	[Budget Narrative]_[Applicant Name].pdf

	Appendices (one pdf; include resumes, job descriptions, organizational chart, letters of support, etc.)
	[Appendices]_[Applicant Name].pdf

	Other Attachment Forms (if applicable)

	Indirect Cost Rate Agreement
	[Indirect Costs]_[Applicant Name].pdf


No more than 10 electronic attachments should be uploaded per application.  Grants.gov instructions should be followed to ensure the entire application fits within the allocated size limit.
Additional requirements for additional documentation with the application are listed in Section VII. Award Administration Information, subsection entitled “Administrative and National Policy Requirements.”
Funding Restrictions
Restrictions, which must be taken into account while writing the budget, are as follows:

· 2012 Consolidated Appropriations Act Provisions under Public Law 115-74.
· Sec. 503(a) No part of any appropriation contained in this Act or transferred pursuant to section 4002 of Public Law 111-148 shall be used, other than for normal and recognized executive-legislative relationships, for publicity or propaganda purposes, for the preparation, distribution, or use of any kit, pamphlet, booklet, publication, electronic communication, radio, television, or video presentation designed to support or defeat the enactment of legislation before the Congress or any State or local legislature or legislative body, except in presentation of the Congress or any State or local legislature itself, or designed to support or defeat any proposed or pending regulation, administrative action, or order issued by the executive branch of any State or local government itself.

(b) No part of any appropriate contained in this Act or transferred pursuant to section 4002 of Public Law 111-148 shall be used to pay the salary or expenses of any grant or contract recipient , or agent acting for such recipient, related to any activity designed to influence the enactment of legislation, appropriations, regulation, administrative action, or Executive order proposed or pending before the Congress or any State government, State legislature or local legislative body, other than normal and recognized executive-legislative relationships or participation by an agency or officer of an State, local or tribal government in policymaking and administrative processes within the executive branch of that government.

(c)  The prohibitions in subsections (a) and (b) shall include any activity to advocate or promote any proposed, pending, or future Federal, State, or local tax increase, or any proposed, pending, or future requirement or restriction on any legal consumer product, including its sale of marketing, including but not limited to the advocacy or promotion of gun control.

· Sec. 218. None of the funds made available in this title may be used, in whole or in part, to advocate or promote gun control.

· Sec 253. Notwithstanding any other provision of this Act, no funds appropriated in this Act shall be used to carry out any program of distributing sterile needles or syringes for the hypodermic injection of any illegal drug.

· Sec 738.  None of the funds made available by this Act may be used to enter into a contract, memorandum of understanding, or cooperative agreement with, make a grant to, or provide a loan or loan guarantee to any corporation that was convicted (or had an officer or agent of such corporation acting on behalf of the corporation convicted) of a felony criminal violation under any Federal or State law within the preceding 24 months, where the awarding agency is aware of the conviction, unless the agency has considered suspension or debarment of the corporation, or such officer or agent, and made a determination that this further action is not necessary to protect the interests of the Government. 

· Sec 739. None of the funds made available by this act may be used to enter into a contract, memorandum of understanding, or cooperative agreement with, make a grant to, or provide a loan or loan guarantee to, any corporation that any unpaid Federal tax liability that has been assessed, for which all judicial and administrative remedies have been exhausted or have lapsed, and that is not being paid in a timely manner pursuant to an agreement with the authority responsible for collecting the tax liability, where the awarding agency is aware of the unpaid tax liability, unless the agency has considered suspension or debarment of the corporation and made a determination that this further action is not necessary to protect the interests of the Government. 

· Sec 433.  None of the funds made available by this Act may be used to enter into a contract, memorandum of understanding, or cooperative agreement with, made a grant to, or provide a loan or loan guarantee to, any corporation that was convicted (or had an officer or agent of such corporation acting on behalf of the corporation convicted) of a felony criminal violation under any Federal law within the preceding 24 months, where the awarding agency is aware of the conviction, unless the agency has considered suspension or debarment of the corporation, or such officer or agent and made a determination that this further action is not necessary to protect the interests of the Government. 

· Sec 434. None of the funds made available by this act may be used to enter into a contract, memorandum of understanding, or cooperative agreement with, make a grant to, or provide a loan or loan guarantee to, any corporation with respect to which any unpaid Federal tax liability that has been assessed, for which all judicial and administrative remedies have been exhausted or have lapsed, and that is not being paid in a timely manner pursuant to an agreement with the authority responsibly for collecting the tax liability, unless the agency has considered suspension or debarment of the corporation and made a determination that this further action is not necessary to protect the interests of the Government. 

· Recipients may not use funds for research.

· Recipients may not use funds for clinical care.

· 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.
· If requesting 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.  
· The recommended guidance for completing a detailed justified budget can be found on the CDC Web site, at the following Internet address:  http://www.cdc.gov/od/pgo/funding/budgetguide.htm
FY 2012 Appropriations Provision:  HHS recipients must comply with all terms and conditions outlined in their grant award, including grant policy terms and conditions contained in applicable Department of Health and Human Services (HHS) Grant Policy Statements, and requirements imposed by program statutes and regulations and HHS grant administration regulations, as applicable, as well as any requirements or limitations in any applicable appropriations acts.
· Recipients may not use funds for abortions in accordance with Executive Order 13535.
Additional Submission Requirements
Electronic Submission
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 Email:pgotim@cdc.gov Monday-Friday 7:30am -4:30pm for further instruction.
Note: Application submission is not concluded until successful completion of the validation process.  After submission of your application package, applicants will receive a “submission receipt” email generated by Grants.gov. Grants.gov will then generate a second e-mail message to applicants which will either validate or reject their submitted application package. This validation process may take as long as two (2)  business days.  Applicants are strongly encouraged to check the status of their application to ensure submission of their application package is complete and no submission errors exists. To guarantee that you comply 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. 

In the event that you do not receive a “validation” email within two (2) business days of application submission, please contact Grants.gov. Refer to the email message generated at the time of application submission for instructions on how to track your application or the Application User Guide, Version 3.0 page 57.

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 made available to CDC for processing from Grants.gov on the deadline date.  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 Grants.gov receives the application. The tracking number serves to document submission and initiate the electronic validation process before the application is made available to CDC for processing.

If the applicant encounters technical difficulties with Grants.gov, the applicant should contact Grants.gov Customer Service.  The Grants.gov Contact Center is available 24 hours a day, 7 days a week, with the exception of all Federal Holidays. The Contact Center provides customer service to the applicant community. The extended hours will provide applicants support around the clock, ensuring the best possible customer service is received any time it’s needed. You can reach the Grants.gov Support Center at 1-800-518-4726 or by email at support@grants.gov.  Submissions sent by e-mail, fax, CD’s or thumb drives of applications will not be accepted.  
Organizations that encounter technical difficulties in using www.Grants.gov to submit their application must attempt to overcome those difficulties by contacting the Grants.gov Support Center (1-800-518-4726, support@grants.gov).  After consulting with the Grants.gov Support Center, if the technical difficulties remain unresolved and electronic submission is not possible to meet the established deadline, organizations may submit a request prior to the application deadline by email to the GMO/GMS [See Section VII “Agency Contacts”],  for permission to submit a paper application.  An organization's request for permission must: (a) include the Grants.gov case number assigned to the inquiry, (b) describe the difficulties that prevented electronic submission and the efforts taken with the Grants.gov Support Center (c) be submitted to the GMO/GMS at least 3 calendar days prior to the application deadline.  Paper applications submitted without prior approval will not be considered.  

 

If a paper application is authorized, the applicant will receive instructions from PGO TIMS to submit the original and two hard copies of the application by mail or express delivery service.
Intergovernmental Review 
The application is subject to Intergovernmental Review of Federal Programs, as governed by Executive Order (EO) 12372.  This order sets up a system for state and local governmental review of proposed federal assistance applications.  Contact the state single point of contact (SPOC) as early as possible to alert the SPOC to prospective applications and to receive instructions on the State’s process.  Visit the following Web address to get the current SPOC list: http://www.whitehouse.gov/omb/grants_spoc/. 

V. Application Review Information
Eligible applicants are required to provide measures of effectiveness that will demonstrate the accomplishment of the various identified objectives of the DP12-1217PPHF12. 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.
Criteria

Eligible applications will be evaluated against the following criteria:
A: Background and Need (25 Points)
· Has the applicant clearly identified the geographic area where intervention strategies will be implemented, the racial or ethnic group of the selected intervention population, the percentage and total number of individuals that the intervention population represents (out of the total geographic area), and the estimated reach of program activities? Some program activities should reach at least 75% of the intervention population in the specified geographic area. (4 pts)

· Does the applicant provide adequate evidence of disproportionate rates of obesity, hypertension, and disadvantage relative to social determinants of health using any available data, describing justification and appropriate estimates when such data are unavailable? Are additional factors that contribute to health disparities identified and described? Strong applicants will demonstrate knowledge and understanding of data specific to the selected intervention population, and provide data that go beyond prevalence rates to demonstrate an understanding of how and why disparities exist. (3 pts)

· Has the applicant identified the central coordinating organization (the applicant) and core partnerships for the project? Do those partnerships include at least one local community-based organization, one local public health department/tribal organization and one university/academic institution? Are appropriate letters of support provided that describe core partner organizations’ roles in the proposed activities, and their commitment to address obesity and hypertension in the selected intervention population(s)? Note: A letter of support from a coalition that represents all core partner organizations and includes a description of commitment and involvement from both the coalition and core partner organizations would meet this requirement. Strong applicants will demonstrate well-functioning, established partnerships between organizations and past experience collaborating around health equity and/or policy, systems, and environmental (PSE) strategies that affect obesity or hypertension. (6 pts)

· To what extent does the combined capacity of the partnership provide ability to reach (i.e., have an impact on) at least 75% of the selected intervention population in the defined geographic area, collect quantitative and qualitative data, collaborate with national evaluators to evaluate program activities and outcomes, and participate in health impact outcome evaluation? 
· To what extent does the combined capacity of the core partners provide strong community-level connections to the selected intervention population (e.g., existing partnerships and/or relationships with local community members or networks of individuals representing the intervention population), as well as knowledge and understanding of appropriate methods to reach and engage the intervention population?
· How well does the applicant describe each core partner’s roles and responsibilities in the project, including activities that will be undertaken by the respective partners?

· Does the applicant demonstrate that an active, multi-sector coalition exists? (3 pts)
· Does the applicant describe partnership principles and/or practices for coalition functioning? How well has the coalition functioned in the past? 

· Does the coalition have well-established partnerships with a wide range of community organizations? Do they have experience addressing health disparities with specific intervention populations? Do they have a historical understanding of the selected intervention population?

· Has the applicant described prior relationships between the core partners and the coalition? To what extent have key coalition members and community partners collaborated in the past?

· Has the applicant provided details of the coalition’s structure, decision-making process, and methods for accountability of its members? 

· Does the coalition provide a letter of support that specifies their active participation in the planning, implementation, and evaluation of this project?

· Has the applicant described previous efforts to: educate about PSE improvements, address health disparities, and develop culturally-tailored interventions? Has the applicant provided documented evidence of capacity to address health disparities or advance health equity on an organizational scale (i.e., practices and infrastructure) and staff scale (i.e., knowledge, skills, and experience)? If the applicant has not had previous experience in any one of these areas, have they described how they will realistically and practically respond to this lack of experience? Strong applicants will demonstrate experience successfully implementing PSE strategies, especially those that have demonstrated health impact. (4 pts)
· Has the applicant provided an assessment of population-wide and/or targeted PSE improvements that will be addressed? To what extent is the applicant able to explain the current state of implementation of selected changes? Strong applicants will have worked with multi-sector partners to comprehensively understand the landscape of PSE improvements across multiple settings in their community: anecdotal information is acceptable, but more systematic data are preferred. Also, data derived directly from community members and/or multi-sector partners are preferred over data from indirect sources. (5 pts)

· Has the applicant described existing data on barriers that contribute to health disparities for the intervention population(s)? Strong applicants will have selected barriers that have the potential to impact a large percentage of the population. 

B: Organizational Capacity and Infrastructure (10 pts)

· Has the applicant described the qualifications of the proposed staff, including resumes or job descriptions? How well do qualifications or job descriptions match the knowledge and skills required to complete the tasks in the proposal? Is there adequate staff time designated to the cooperative agreement? Is there a full-time equivalent (FTE) proposed for a program manager? For an evaluator? Does the applicant propose funding staff in the central coordinating organization and each core partner organization? Strong applicants will support at least one FTE position in each partner organization. (3 pts)

· Has the applicant described their organizational capacity to accomplish the proposed activities? How feasible are the applicant’s plans, given their organizational capacity? How feasible are the applicant’s plans given their previous experience implementing proposed activities? Has the applicant provided information about decision making and communication channels and procedures?
· Did the applicant describe the resources (i.e., staff time, expertise, access to the community) each core partner will contribute to the cooperative agreement? Is there duplication of resources or do the resources complement each other?

· Did the applicant provide an organizational chart showing the location of proposed staff?

· To what extent is the staffing plan integrated between core partner organizations?

· Is there an MOU or other official agreement between the central coordinating organization and core partners that clearly defines roles and responsibilities of each organization?

· How well is the applicant positioned to hire and retain key staff; manage, monitor, and administer sub-contracts; and work collaboratively with core partners? To what extent is the applicant able to describe systems that allow for effective and efficient tracking of expenditures? To what extent are the applicant’s fiscal management systems and procedures connected to program management staff? (5 pts)
· To what extent did the applicant address its ability to complete required CDC reports accurately and on time? To what extent does the applicant demonstrate knowledge of required CDC reports and respective deadlines?
· Did the applicant describe a professional development plan for key staff, and how competencies built in training would be implemented in core partner organizations and in the coalition? (2 pts)

C: Partnership and Community Leadership (10 pts)

· Does the applicant provide evidence of a multi-sector coalition with members that represent various settings and sectors that impact the intervention population? If not, does the applicant provide a plan to recruit members and develop partnerships with organizations that represent settings/sectors that are missing? (2 pts)

· Has the applicant described how groups and organizations representing intervention population(s), as well as individuals who have experience working with members of the intervention population(s), will be well represented on the coalition? How well does the applicant explain and describe how members of the intervention population(s) will be included in decision-making around implementation and evaluation of project activities? Strong applicants will have a documented track record of participation from members representing the identified intervention population in previous coalition work. (5 pts)

· How well does the applicant incorporate leadership development processes for community members in planning, implementation, and evaluation activities to ensure their active participation in decision making and implementation of strategies? Strong applicants will describe how they will account for potential challenges to using shared leadership approaches, including how barriers to participation will be addressed with consideration for those who have been under-represented or misrepresented in the past. (3 pts)
D: Strengthen and Expand PSE Strategies to Reduce Health Disparities (35 pts)

· Has the applicant provided a detailed three-year work plan with objectives, milestones, and activities? Does the applicant describe strategies that reflect and build upon comprehensive understanding of the community’s assets, attributes, history, and challenges? To what extent does the work plan adequately address identified barriers? To what extent will addressing those barriers have an impact on health disparities? (10 pts – 13 pts if no Health Impact Assessment is proposed)

· Does the applicant describe their ability to work with CDC to revise the work plan?

· Strong applicants will demonstrate that strategies will have high impact and will reach large proportions of the intervention population(s). Strong applicants will have involvement from the intervention population woven throughout the work plan.

· Does the work plan demonstrate the use of a strong partnership between the central coordinating organization and core partners? Are activities dispersed appropriately among organizations? (4 pts)

· Does the work plan indicate which intervention population will be addressed by each activity (if more than one intervention population is proposed)? If more than one intervention population has been proposed, strong applicants will have ensured that proposed strategies are sufficient to have impact on multiple populations. (1 pt)

· In the project narrative, does the applicant describe selected strategies and the potential impact of those strategies on removing barriers and implementing population-wide and targeted PSE improvements with the specific intervention population(s)? To what extent will selected strategies effectively reduce or close the disparities gap? (8 pts)

· Does the applicant include an estimated cost per expected person reached for each implementation strategy (i.e., the estimated total cost of each implementation activity and the estimated number of people reached by that activity)? Strong applicants will demonstrate low costs per expected person reached and strategies that can be easily scaled to large populations. 
· Does the applicant indicate if the strategy is found in a U.S. Department of Health and Human Services plans addressing health disparities (HHS Action Plan to Reduce Racial and Ethnic Health Disparities, or National Stakeholder Strategy for Achieving Health Equity)?
· If the applicant indicated that they will serve a geographic area located in the same area as a CDC-funded program working on population-wide efforts addressing obesity or hypertension, have they described how this funding would complement and not duplicate activities already funded? 
· Could proposed activities be replicated and scaled up so that many communities across the nation might use them in the future if they are successful? (3 pts)
· How well does the applicant describe a process for completing a formal and systematic policy scan and implementation assessment? (2 pts)

· How well does the applicant describe their ability to monitor performance and make mid-course corrections as needed? (2 pts)

· How well does the applicant describe planned media education efforts? To what extent will materials be adapted and culturally tailored to meet the needs of the intervention population? (2 pts)

· If the applicant indicated that they will conduct health impact assessments, are they explicitly focused on the impact the proposed or pending policy has on the intervention population? Strong applicants will propose health impact assessments on proposed/pending policies that will potentially have high impact and/or reach a large percentage of the intervention population. (3 pts, if proposed)

E: Data Collection and Evaluation (15 pts)

· Has the applicant indicated which implementation strategies may be selected for rigorous health impact outcome evaluations? Has the applicant described their ability to work with CDC and its national evaluation contractors to develop a rigorous Local Evaluation Plan? (5 pts)

· Are appropriate measures and processes included that will allow the applicant to track the percentage of the intervention population reached? Has the applicant described capacity to either collect local data on prevalence and related factors for obesity/overweight and hypertension, or plans for developing capacity to collect such data measures? To what extent does the applicant realistically and feasibly describe data collection efforts? Will proposed evaluation efforts be able to demonstrate any changes in health disparities (either absolute or relative)? (4 pts)

· Has the applicant adequately described how the central coordinating organization, core partners, coalition, and community members will be engaged in evaluation efforts, including decisions about what should be evaluated, data analysis, and translation efforts? (3 pts)

· Has the applicant demonstrated a willingness to cooperate and collaborate with evaluation partners working across the entire REACH Demonstration Project? To what extent was the applicant able to describe how assessment and implementation results could be translated into recommendations for model policies and implementation guidance, useful for other communities? (3 pts)
F: Dissemination and Mentoring (5 pts)

· How well does the applicant describe processes for developing and submitting success stories? Do the processes include capturing of impact and reach? (2 pts)

· Does the applicant describe their ability and plan to participate in cross-site collaborations, disseminate lessons learned and results, and develop materials and peer-reviewed publications that capture processes and lessons learned? To what extent does the applicant describe addressing barriers to population-wide and targeted implementation of PSE improvements? (2 pts)

· Does the applicant demonstrate an understanding of the steps necessary to build capacity to mentor other communities? Strong applicants will have described plans for mentoring that include engagement of multiple cross-sector partner agencies and members of the intervention population. (1 pt)

G: 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 and justification reasonable and consistent with stated objectives and planned program activities?
· Did the applicant allocate at least 20% of proposed costs to evaluation activities and supports?

· Does the applicant provide a detailed budget and narrative consistent with the stated goals, objectives, activities, performance, and evaluation measures of the project?  
· Does the applicant propose any contracts and/or consultants, and if so, was the required information included for each proposed contract or consultant? 

· If the applicant requests indirect costs in the budget, was a copy of the organization’s indirect cost rate agreement included with the application? If the indirect cost rate is a provisional rate, is the agreement less than 12 months of age?  

If the applicants 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.
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.

Review and Selection Process

Review

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 National Center for Chronic Disease Prevention and Health Promotion 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 that 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 V. Application Review Information, subsection entitled “Criteria”. The review panel will be conducted by federal employees from within and outside the funding center.
Selection 

The rank order resulting from the objective review process will be the primary means of making award selections. In addition, the following factors may affect the funding decision:

· Inclusion of populations and areas with a high burden of chronic diseases;
· Types of strategies and outcome measures; 

· Geographic area.
Based on the intervention population(s) identified in the applications, CDC will fund only one application for the same intervention population in the same geographic area. To the extent possible applications will be funded in order, by score and rank, determined by the review panel. CDC will provide justification for any decision to fund out of rank order.
VI.  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.
Any application awarded in response to this FOA will be subject to the DUNS, CCR Registration and Transparency Act requirements.
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-7 

Executive Order 12372

· AR-8 

Public Health System Reporting Requirements

· AR-9

Paperwork Reduction Act Requirements

· AR-10 
Smoke-Free Workplace Requirements

· AR-11 
Healthy People 2020

· AR-12 
Lobbying Restrictions

· AR-13 
Prohibition on Use of CDC Funds for Certain Gun Control 

Activities

· 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

· AR-25
Release and Sharing of Data 

· AR-27
Conference Disclaimer and Use of Logos

· AR-29 
Compliance with E.O. 13513 Federal Leadership on Reducing 

Text Messaging While Driving, October 1, 2009.

· AR-30

Information Letter 10-006. – Compliance with Section 508 of the 




Rehabilitation Act of 1973 
· AR 32 

FY2012 General Enacted General Provisions
·  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
Reporting 

Federal Funding Accountability And Transparency Act Of 2006 (FFATA):   Public Law 109-282, the Federal Funding Accountability and Transparency Act of 2006 as amended (FFATA), requires full disclosure of all entities and organizations receiving Federal funds including grants, contracts, loans and other assistance and payments through a single publicly accessible Web site, www.USASpending.gov. The Web site includes information on each Federal financial assistance award and contract over $25,000, including such information as: 

1. The name of the entity receiving the award 

2. The amount of the award 

3. Information on the award including transaction type, funding agency, etc. 

4. The location of the entity receiving the award 

5. A unique identifier of the entity receiving the award; and 

6. Names and compensation of highly-compensated officers (as applicable) 

Compliance with this law is primarily the responsibility of the Federal agency. However, two elements of the law require information to be collected and reported by recipients: 1) information on executive compensation when not already reported through the Central Contractor Registry; and 2) similar information on all sub-awards/subcontracts/consortiums over $25,000. 

For the full text of the requirements under the Federal Funding Accountability and Transparency Act of 2006, please review the following website: 

http://frwebgate.access.gpo.gov/cgi-bin/getdoc.cgi?dbname=109_cong_bills&docid=f:s2590enr.txt.pdf .   

Recipients are responsible for contacting their HHS grant/program managers for any needed clarifications. 

Section 220 – Prevention Fund Reporting Requirements

Responsibilities for Informing Sub-recipients: 

· Recipients agree to separately identify to each sub-recipient, and document at the time of sub-award and at the time of disbursement of funds, the Federal award number, any special CFDA number assigned for 2012 PPHF fun purposes, and amount of PPHF funds.

· Recipients agree to separately identify to each sub-recipient, and document at the time of sub-award and at the time of disbursement of funds, the Federal award number, CFDA number, and amount of 2012 PPHF funds.  When a recipient awards 2012 PPHF funds for an existing program, the information furnished to sub-recipients shall distinguish the sub-awards of incremental 2012 PPHF funds from regular sub-awards under the existing program.

Reporting Requirements under Section 203 of the 2012 Enacted Appropriations Bill for the Prevention and Public Health Fund, Public Law 111-5:

This award requires the recipient to complete projects or activities which are funded under the 2012 Prevention and Public Health Fund (PPHF) and to report on use of PPHF funds provided through this award. Information from these reports will be made available to the public.

Recipients awarded a grant, cooperative agreement, or contract from such funds with a value of $25,000 or more shall produce reports on a semi-annual basis with a reporting cycle of January 1- June 30 and July1- December 31, and email such reports (in 508 compliant agreement no later than 20 calendar days after the end of each reporting period (i.e. July 20 and January 20, respectively). Recipient reports shall reference the notice of award number and title of the grant or cooperative agreement, and include a summary of the activities undertaken and identify any sub-grants or sub-contracts awarded (including the purpose of the award and the identity of the [sub] recipient).

Additionally, funded applicants must provide CDC with an original, plus two hard copies of the following report:

1. Final performance and Federal Financial Reports (SF-425)*, no more than 90 days after the end of the three-year budget and project period. 

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

VII.  Agency Contacts
CDC encourages inquiries concerning this announcement.

For programmatic technical assistance, contact:


Jennifer Kohr, Project Officer

Department of Health and Human Services

Centers for Disease Control and Prevention


Division of Community Health
3005 Chamblee-Tucker Road, Mailstop K-56

All inquiries related to programmatic technical assistance should be submitted through the form on this website: http.//www.cdc.gov/reach/demoproject/submitquestions/index.htm. 

Frequently asked questions may be reviewed here:
http.//www.cdc.gov/reach/demoproject/faq/index.htm. 
For financial, grants management, or budget assistance, contact:

Deborah Rogers Mercy, Grants Management Specialist

Department of Health and Human Services


CDC Procurement and Grants Office


2920 Brandywine Road, MS E-09

Atlanta, GA 30341


Telephone: 770.488.2758

E-mail: DMercy@cdc.gov
For assistance with submission difficulties, contact:


Grants.gov Contact Center Phone: 1-800-518-4726 Email: support@grants.gov
Hours of Operation: 24 hours a day, 7 days a week.  Closed on Federal holidays.

For submission 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


Email:
pgotim@cdc.gov 
CDC Telecommunications for the hearing impaired or disabled is available at: 
TTY 1-888-232-6348

VIII. Other Information
Additional community health resources can be found on the Division of Community Health’s website: http://www.cdc.gov/nccdphp/dch/. 
For additional information on reporting requirements, visit the CDC website at:    http://www.cdc.gov/od/pgo/funding/grants/additional_req.shtm.  

Other CDC funding opportunity announcements can be found at www.grants.gov.
Appendix A: Disparities Related to Hypertension and Obesity

Cardiovascular disease (CVD) causes one in three (approximately 800,000) deaths reported each year in the United States.
 Strategies that address leading CVD risk factors, such as hypertension, high cholesterol levels, and smoking, can greatly reduce the burden of CVD. Hypertension, which is often referred to as high blood pressure, is a preventable and treatable disease of great public health importance. In the United States, approximately 1 in 3 adults have high blood pressure, and estimates show that the public health burden is on the rise. From 1996-2006, the age-adjusted death rate from high blood pressure increased 19.5% and the actual number of high blood pressure-related deaths increased by 48.1%
. 

Hypertension and resulting morbidity and mortality disproportionately affect racial and ethnic minorities. The 2006 overall death rate from high blood pressure was 15.6 for white males and 14.3 for white females, compared to 51.1 and 37.7 for black males and females, respectively. Disparities in high blood pressure can have longer-term impacts. Compared with whites, blacks have a 1.3-times greater rate of nonfatal stroke, a 1.8-times greater rate of fatal stroke, a 1.5-times greater rate of heart disease, and a 4.5-times greater rate of end-stage kidney disease, all conditions which are associated with uncontrolled hypertension
. 

Control of hypertension saves lives. Unfortunately, national level data shows that only 46% of persons with hypertension have their disease under control.
 The prevalence of controlled hypertension is even lower in some racial/ethnic groups. Based on data from 1999-2002, the proportion of non-Hispanic blacks with controlled BP was 29.8% and 29.8% among non-Hispanic whites but substantially lower among Mexican Americans (17.3%).
 Farley used NCHS data to project that control of hypertension in 70% of people with this condition would result in an estimate average of 46,000 deaths prevented per year in those aged less than 80 years.

Lack of health insurance presents a barrier to obtaining routine preventive care for, and enabling early diagnosis and management of, many chronic conditions. Data from the National Health and Nutrition Examination Survey show that in 2005–2008, approximately 23% of adults aged 20–64 had no health insurance. Hypercholesterolemia (high total cholesterol) and hypertension (high blood pressure) are major risk factors for cardiovascular disease, particularly when these conditions are untreated or otherwise uncontrolled. Moreover, these conditions are common among younger adults, as well as in the older adult population: in 2005–2008, 23% of adults aged 20–64 years had hypercholesterolemia and 23% had hypertension. Among younger adults with hypertension, the condition was uncontrolled among 71% of those with no health insurance, compared with 52% of those with private and 45% with public insurance.

Even within a targeted population the applicant may target subpopulations at greater risk of hypertension such as persons with diabetes and obesity. 

Control of blood pressure can be achieved through both community level approaches and through the health care delivery system. The key community level approaches involve: 1) Reducing weight; 2) Improving physical activity; 3) having a healthy diet which is rich in whole grains, fruits, vegetables and low-fat dairy products and skimps on saturated fat and cholesterol; 3) reducing sodium intake in the diet 4)avoiding tobacco products and secondhand smoke 5) limiting alcohol consumption; and 6) reducing life stressors. 

Obesity is also recognized as a major public health challenge. Currently, in the US, 38% of adults and 17% of children 2-19 years are obese. 
,
 Adult obesity is associated with an increased risk for many serious health conditions, including coronary heart disease, hypertension, stroke, type 2 diabetes, certain types of cancer, and premature death. 
,
 Obese children are more likely to have high blood pressure, abnormal lipid levels, increased risk of impaired glucose tolerance, insulin resistance and type 2 diabetes, respiratory problems, joint problems, and social stigma.
,
,
,
,
,
,
 In 2006, the estimated annual cost of obesity to the US health-care system was estimated at as much as $147 billion (2008 dollars) and 23% of this total was financed by Medicare and 19% by Medicaid.
 

While the prevalence of obesity is high for all Americans, the prevalence of obesity is higher among certain population groups based on sociodemographic characteristics such as race/ethnicity, geographic location, age, sex, and disability status. Results from the National Health and Nutrition Examination Survey indicate that there are substantial differences in the prevalence of obesity among racial/ethnic minorities. For example, nearly 50% of Black non-Hispanic adults and almost 40% of Hispanic adults > 20 years are obese as compared with 34% of white non-Hispanic adults.
 These disparities are most pronounced among racial/ethnic minority females. For example, 59% of Black non-Hispanic women and 41% of Hispanic women > 20 years are obese as compared to 32% of their white non-Hispanic counterparts.
 Among 2-19 year olds, 24% of Black non-Hispanic children and 21% of Hispanic children were obese, compared with 14% of white non-Hispanic children.
 

Data from the Youth Behavior Risk Factor Survey indicate that 20% of American Indian/Alaska Native high school students are overweight, as compared to 14% of their white non-Hispanic counterparts. The same pattern is seen in the percentages of students who are obese: 15.5% of American Indian/Alaska Native students, as compared to 10.4% of white non-Hispanic students.

Obesity-related disparities among racial/ethnic minorities may be associated with the high prevalence of obesity-related behaviors such as lower levels of physical activity and vegetable consumption and higher levels of soda consumption.
,
,
,
,
 Lower levels of breastfeeding in some racial/ethnic minorities decrease their infants’ benefitting from the protective role of breastfeeding in childhood obesity. 
,
,
 In addition, the literature suggests there are differences in attitudes and cultural norms concerning body weight, as well as cultural practices through which food has symbolic meaning outside of its nutrition purpose.
,
,
 Further, environmental factors that limit access to healthy food outlets and opportunities for physical activity may make individuals’ decisions regarding healthy eating and physical activity more difficult. Persons living in these environments may experience food deserts, limited access to fresh produce, greater numbers of convenience stores, and inadequate access to safe and/or affordable options for physical activity.
,
,
,
,
,
 This may be especially true in low-income communities and where there may be higher concentrations of racial/ethnic minorities. Low-income and communities of color are disproportionately exposed to the marketing of unhealthy products (and less exposed to healthy marketing messages).
,
,
,
,
 Taken together these behavioral, cultural and environmental factors all pose challenges in achieving a population goal of reducing obesity and promoting healthy eating and regular physical activity. 
Appendix B: Glossary of Terms

Central Coordinating Organization: The organization formally applying to be the recipient of the cooperative agreement funds and serve as the lead on all required elements of this award. 

Comprehensive Strategy: Set of multiple strategies that impact a large proportion of the intervention population in a variety of settings; should include both broad and targeted strategies

Core Partner Organization: Organizations joining the Central Coordinating Organization to prepare the application and provide shared leadership of the implementation of the final award. While not directly receiving funds from CDC there is core support provided to the core partner organization from the central coordinating organization, and substantial responsibility for the implementation of the award exists within the core partner organization(s).

· Core partners should include at least one local community-based organization, one local public health department/tribal organization, and one university/academic institution. Community-based organizations must have a strong history of working with the selected intervention population(s). Tribal organizations can be: federally recognized or state-recognized American Indian/Alaska Native tribal governments, American Indian/Alaska native tribally designated organizations, Alaska Native health corporations, Urban Indian health organizations, or Tribal epidemiology centers. If the applicant is in a geographic area that is not serviced by a local public health department, a partnership with a regional or state public health department would satisfy this requirement. Other types of organizations, including as non-profit organizations, universities, hospitals, or health care organizations are eligible to apply for funding, but they must partner with at least one local community-based organization, one local public health department/tribal organization, and one university/academic institution. 
Multi-Sector Coalition: Coalition with representation from various areas outside of public health. Some examples of possible sectors outside of health include: education, community development, transportation, business, faith-based, aging, academic, environmental health, social justice, health care, housing and urban development, and/or mental health.
Intervention population: The racial or ethnic group (or groups) experiencing health disparities and selected for program efforts. More than one racial or ethnic group may be selected and applicants may choose to describe and track one or more specific population(s) within a given racial or ethnic group.

Appendix C: Sample Policy, Systems, and Environmental (PSE) Strategies for Prevention of Obesity and Hypertension 

This list is meant to provide a starting point for community assessments to determine what strategies are in place. It is not meant to be a menu of approaches from which applicants should select, but rather a list of strategies that could be strengthened to better reduce health disparities through activities proposed by applicants.

Applicants should determine barriers that might limit full benefit to these strategies, and opportunities to leverage strategies so that health equity is achieved, as experienced by the selected intervention population(s). Although the scientific literature does not consistently address generalizability to underserved or disparate groups, these strategies possess the potential to be effective in groups experiencing disparities provided that barriers experienced by populations experiencing health disparities are addressed and they are tailored to be culturally sensitive. 
· Community Retail Venues: Increase availability, accessibility, affordability, and identification of healthier foods and beverages through community retail venues (including supermarkets, grocery stores, small stores, and farmers markets).

· Recommended ways to implement this strategy include but are not limited to:

· locating new full-service grocery stores in underserved areas

· increasing healthier food and beverage offerings at existing stores

· increasing the number of stores that are compliant with the Special Supplemental Nutrition Program for Women, Infants and Children (WIC) Program

· implementing Community Supported Agriculture and/or farmers markets on worksite and community grounds

· increasing the number of farmers markets that are approved and equipped (i.e. Electronic Benefit Transfer) to accept Supplemental Nutrition Assistance Program (SNAP) benefits and WIC and Senior Farmers Market Nutrition Program coupons

· Food Service Guidelines: Adopt and implement food service guidelines that include food and beverage standards for cafeterias, vending machines, meetings, and conferences, and any other place where food and beverages are served or available, particularly in public service venues and venues that serve or employ disparate racial or ethnic groups.

· Recommended ways to implement this strategy include but are not limited to:

· adopting and implementing the Health and Sustainability Guidelines for Federal Concessions and Vending Operations

· adopting and implementing farm-to-institution practices 

· Youth Setting-Based Healthier Foods and Beverages: Increase availability, accessibility, affordability, and identification of healthier foods and beverages in school, after school, and early care and education settings, particularly those environments that serve disparate racial or ethnic groups.

· Recommended ways to implement this strategy include but are not limited to:

· establishing and maintaining salad bars in schools

· establishing and maintaining farm to school and farm to preschool practices

· offering fruits, vegetables, and water any time that competitive foods or any foods and beverages are available to students

· establishing onsite gardens for garden-based education and food production for schools and ECE facilities

· ensuring ready access to potable drinking water and other healthful alternatives to sugar-sweetened beverages

· Sodium Reduction: Improving the health content of food by reducing sodium intake. 

· Recommended ways to implement this strategy include but are not limited to:

· adopting and implementing sodium guidelines for menu items in restaurants frequented by seniors
· increasing local school wellness practices which incorporate sodium reduction guidelines
· increasing the availability, sales and point of purchase labeling of lower-sodium products in grocery stores and convenience stores
· Breastfeeding Support: Increase implementation of policies and practices to support breastfeeding in health care, community, and workplaces.

· Recommended ways to implement this strategy include but are not limited to:

· increasing implementation of the Baby-Friendly Hospital Initiative, particularly in hospitals predominantly serving disparate racial or ethnic groups

· using community-based organizations to promote and support breastfeeding, such as by providing all-hours access to breastfeeding assistance

· ensuring that employers establish and maintain comprehensive, high-quality lactation support programs for their employees

· Early Care and Education Best Practices: Implement evidence-based/practice-tested facility-level early care and education (ECE) best practices particularly in ECE centers and family day care homes serving minority racial or ethnic and low-income communities. 

· Recommended ways to implement this strategy include but are not limited to:

· implementing nationally recognized ECE interventions and resources such as Let’s Move Child Care; NAP SACC; Eat Well/Play Hard in Child Care; Grow it, Try it, Like it; and Color Me Healthy

· improving child care standards for nutrition, physical activity, screen time and breastfeeding support if the community is in a state that does not pre-empt local jurisdictions from strengthening child care standards

· ensuring that ECE facilities that serve infants meet guidelines for supporting breastfeeding mothers

· Multi-Component Physical Activity Interventions: Conduct broad-based, multi-component interventions to increase physical activity.

· Recommended ways to implement this strategy include but are not limited to:

· media or social marketing campaigns directed at large audiences through a variety of channels (including television, radio, mailings, billboards, posters, PSA’s, etc.) in conjunction with additional components such as support and self-help groups, physical activity counseling, risk factor screening and education at worksites, schools, and health care settings, and community events (e.g., fun walks or runs). Stand-alone mass media campaigns are not recommended.

· School-Based Physical Education: Increase and enhance school-based physical education. 

· Recommended ways to implement this strategy include but are not limited to:

· implementing daily physical education (PE) as optimal

· increasing more time spent moving during PE class

· providing other opportunities for youth to be active (e.g., recess, afterschool programs, safe routes- or walk-to-school programs) 

· Physical Activity Access and Outreach: Create or enhance access to places for physical activity combined with informational outreach.

· Recommended ways to implement this strategy include but are not limited to:

Providing access by:

· promoting walking trails at green spaces or school fields

· adapting strength and aerobic fitness equipment to be accessible to people with disabilities

· providing access to school grounds during after school hours (such as joint use agreements)

· promoting parks trail maintenance, equipment maintenance and cleanup of grounds

· creating bicycle share programs

· improving accessibility to stairs

Combined with:

· using signage or other outreach promoting use of places for physical activity

· using point-of-decision-prompts to create spontaneous moments for persons to be active, such as using signs to encourage people to take stairs rather than escalators or elevators. 
· Street and Community Design: Increase street- and community-scale urban design and land use practices to promote increases in physical activity, including active transit. 

· Recommended ways to implement this strategy include but are not limited to: 
· Street-scale design interventions for enhancing street lighting to increase visibility and reduce crime, improving cross walk safety (e.g., install crosswalk flag systems), making sidewalk repairs, and using traffic calming devices. 
· Community-scale design interventions for improving side walk connectivity (i.e., sidewalks go to destinations rather than dead ends or unkept foot paths; placement of residential, business, and shopping sitings that allow for walking and bicycling to purposeful destinations), preserving green spaces for play and recreation, and improving safety measures for ALL users (motorized vehicles, pedestrians, bicyclists, persons with disabilities or mobility limitations, i.e., complete streets).
The following two strategies may be used to enhance the above physical activity strategies. 

· Physical activity individual health behavior change interventions 
· Recommended ways to implement this strategy include but are not limited to: 
· using goal setting and self-monitoring progress through physical activity logs, diaries, or pedometers for feedback and putting plans in place to overcome barriers and rewards for successful achievement of goals
· Social support interventions for physical activity 

· Recommended ways to implement this strategy include but are not limited to: 
· using walking groups, worksite fitness classes, buddy systems, or behavioral contracting where one person contracts with another person to hold him or her accountable for achieving goals

· Tobacco Exposure- decrease prevalence of smoking and exposure to secondhand smoke. 

· Recommended ways to implement this strategy include but are not limited to:
· Implement evidence-based strategies to protect people from secondhand smoke.

· Increase smoke-free multi-unit housing.

· Implement evidence-based strategies to prevent and reduce tobacco use among youth and adults.

· Increase types of outdoor venues where tobacco use is prohibited (smoke-free parks, smoke-free schools and campuses).
· Alcohol –Interventions directed to the general population will have the added benefit of reducing excessive alcohol consumption in populations with or at risk of hypertension 

Recommended ways to implement this strategy include but are not limited to:

· Maintaining limits on days and hours of alcohol sale in on-premises settings
· Using regulatory authority ( e.g., through licensing and zoning) to limit alcohol outlet density.
· Worksite Wellness- A comprehensive health promotion program that includes sustained individual risk reduction counseling for employees and lower-cost policy and environmental interventions is the most effective approach for supporting cardiovascular health. 

· Recommended ways to implement this strategy include but are not limited to:

· Implementing collaborative agreements between worksites and community resources 

· Supporting organization-wide environmental supports for behavior change (e.g., frequent and simple prevention messages, access to healthy low-cost food choices, and opportunities to engage in physical activity). 

· Increasing corporate policies that support healthy lifestyles (e.g., tobacco-free policies). 

· Adopting and implementing financial and other incentives to motivate employees to participate and comply with prevention and treatment goals (e.g., gift cards, lower health insurance premiums, tuition reimbursement). 

Appendix D: Sample Work Plan Template

	REACH Obesity and Hypertension Demonstration Project: Work Plan Template
Date: ___________________



	Site Name
	

	Project Period Objective (PPO)
	

	Timeframe (PPO)
	Start Date:                                    
	End Date:

	Objective Description (PPO)
	

	Related Program Goal (PPO)
	

	Strategy/Priority Area (PPO)
	Not applicable

	Annual/Multi-Year Objective

(AMO)
	

	Timeframe (AMO)
	Start Date:
	End Date:

	Objective Description (AMO)
	

	Strategy (AMO)
	

	Setting/Sector (AMO)
	

	Population Focus (AMO) (Check Only One)
	( General/Population-Wide
Estimated Population Reach:__________
	(  Health Disparity Focus (specify population by age, urban or rural location, gender, race/ethnicity, education, income, sexual orientation, disability or other):

Estimated Population Reach of  Health Disparity Focus:__________

	Reach/Number of Units (AMO)
	


	Milestones/Activities (limit 10)
	Timeline

(Initiation-Completion by Quarter)
	Activity(ies) Related to Reducing Health Disparities*
	Short Term Outcome/

Measure
	Lead Staff 
	Key Partners

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	1. 
	
	
	
	
	

	2. 
	
	
	
	
	


*Complete this column only if objective is General/Jurisdiction-Wide and objective includes additional intentional activities to ensure equitable impact across specific population group(s) experiencing disparities. 
Use of this work plan template will conform to required performance monitoring systems used to monitor this award.

Instructions for REACH Obesity and Hypertension Demonstration Project: Work Plan Template

Definitions for use in this document:

Activity(ies) Related to Reducing Health Disparities: Complete for jurisdiction-wide objectives. Specify intentional actions that will be carried out to impact health disparities among the population group(s) of focus. For example, activities could be overcoming barriers such as access; cost; transportation; crime; capacity and resources; awareness; limited health literacy; and lack of community engagement.

Annual/Multi-Year Objective:  A measurable change in supportive policy, system, or environment that affects healthy behavior.  Objective must be SMART. Annual/Multi-Year Objective(s) may span more than one year and should lead to the accomplishment of the associated Project Period Objective. To help create a SMART Annual/Multi-Year Objective, consider the following:

	Direction of Change:
	Select the direction of change that will be measured and indicate if you plan to increase, decrease, or maintain the objective. 

	Unit of Measurement:
	Select the unit of measurement that will be used to measure the annual objective, such as number, percentage, proportion, or rate.

	What will be measured:
	Determine what will be measured in the annual objective. 

NOTE: Maximum text is approximately 60 words in the MIS system.

	Baseline:
	Identify the baseline figure for what will be measured.

NOTE: If you do not know the baseline, you can select the Unknown in the MIS system. If you select Unknown, the Baseline field is not required.

	Target:
	Identify the target figure for what will be measured.


Estimated Population Reach/Estimated Population Reach of Health Disparity Focus: Enter the number of people that will be reached, such as number of students, number of employees, or number of residents.
Key Partner: Partner organization (either funded or unfunded) who will play a significant role in accomplishing the Milestone/Activity.

Lead Staff: Staff member with responsibility for ensuring the completion of the Milestone/Activity. 

Milestones/Activities:  An list of 10 key events or actions that will be implemented. Key events, if possible, should be specific and sufficient in quantity such that their completion should lead to the accomplishment of the Annual/Multi-Year Objective.  

Objective Description: Provides contextual information, information about the objective’s purpose, and insight into how the objective will impact the problem.

Project Period Objective: A measurable change that will result from the implementation of one or more Annual/Multi-Year Objectives. Objective must be SMART – (Specific, Measurable, Achievable, Realistic, Time-phased). See Annual Objective for instructions on how to create.
Population Focus:  The population in your jurisdiction that will be the focus of interventions associated with this Objective. General/Jurisdiction Wide implies that everyone in the funded jurisdiction will be equally impacted as opposed to only addressing the needs of specific population with higher risk. Population Focus choices include:
· General Population, or

· Specific Population of Health Disparity Focus (further specify) – (Select all that apply):

· Female

· Male

· Transgender

 Sexual Identity:

· Bisexual

· Gay

· Heterosexual

· Lesbian

· Questioning

Race:

· African American or Black 

· American Indian or Alaska Native  

· Asian Indian  

· Chinese  

· Filipino  

· Japanese  

· Korean  

· Vietnamese  

· Other Asian (Specify)   

· Native Hawaiian or other Pacific Islander  

· Guamanian or Chamorro  

· Samoan  

· White  

· Other (Specify)

Ethnicity:

· Hispanic or Latino

· Not Hispanic or Latino

Age:

Infants and Toddlers

· 0-1 Years

· 2-3 Years

Children

· 4-11 Years

Adolescents

· 12-17 Years

· 18-19 Years

Adults

· 20-24 Years

· 25-39 Years

· 40-49 Years

Older Adults

· 50-64 Years

· 65 Years & Older

Geography :

· Rural

· Urban

· Frontier

Other Populations:

· Low Socioeconomic Status (SES) 

· Disability

· Other (Specify)______

Reach/Number of Units: Enter the number of units, such as number of schools, number of work sites. 

Related Program Goal: Indicate the program goal that will be addressed with this objective.
Setting/Sector: Select the setting/sector from the list below. If the desired setting is not in included in the list, select ‘Other’ (specify), and enter it in the ‘Other’ text box. Maximum text for the ‘Other’ field is 100 characters, about 20 words. Options include:

· Community

· Community Institution/Organization

· Faith-based

· Health Care

· School

· Statewide

· Work Site

· Other: (Specify)__________

Short Term Outcome/Measure: What product will exist at the completion of the Milestone/Activity.
Strategy: The evidence-based or innovative actions that can be used to drive a policy, system, or environmental change in the Annual/Multi-Year Objective. 

Timeframe: The time period for which an objective will start and end. Enter the beginning and end dates for the objective. The format for the date is MM/DD/YYYY.

Timeline: The estimated time interval for which Milestones/Activities will be initiated and completed. The format for the date(s) is by quarters given in a month and year format (e.g., March 2012 – December 2012). 

Appendix E: Sample Letter of Intent (LOI) Template
Instructions to Applicants: Please include this information with your letter of intent, which must be submitted by express mail or delivery service and received by July 11, 2012 5:00 pm Eastern Daylight Savings time to:
Deborah Rogers Mercy, GMA – CDC-RFA-DP12-1217PPHF2012
Department of Health and Human Services


CDC Procurement and Grants Office

2920 Brandywine Rd, MS E-09
Atlanta, GA 30341

The LOI must reference: PPHF-2012: Racial and Ethnic Approaches to Community Health: Obesity and Hypertension Demonstration Projects financed solely by 2012 Prevention and Public Health Funds; CDC-RFA-DP12-1217PPHF12   
Please note that electronic submissions via email, fax, CD or thumbdrives are NOT ACCEPTABLE.
Project Information

Descriptive Title of Proposed Project:

Community/Geographic Area and State of Project:

Racial or Ethnic Group of Intervention population(s) Selected: 
☐African American or Black
☐Hispanic or Latino
☐American Indian or Alaska Native

☐Asian American

☐Native Hawaiian or Other Pacific Islander

☐Other

If “Other” is selected, or the applicant plans to include any specific population(s) that will be targeted within the selected racial or ethnic groups, please describe:

Applicant Information

Name of Central Coordinating Organization (the official applicant):

Type of Organization:

☐Community-Based Organization

☐Local Public Health Department

☐Tribal Organization

☐University/Academic Institution 

☐Other 

If “Other” is selected, provide organization type:
Principal Investigator/Program Director Information

Name:

Address:

Telephone Number:

E-mail Address:
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