
An amendment was made to this Funding Opportunity Announcement DP10-1017 to the following sections: V. APPLICATION CONTENT

 All amendments are noted in Red type.
U.S. DEPARTMENT OF HEALTH AND HUMAN SERVICES

Centers for Disease Control and Prevention (CDC) 
Demonstrating the Capacity of Comprehensive Cancer Control Programs to Implement Policy and Environmental Cancer Control Interventions
I.  AUTHORIZATION AND INTENT
Announcement Type: New  

Funding Opportunity Number: CDC-RFA–DP10-1017 
Catalog of Federal Domestic Assistance Number: 93.283

Key Dates:

Letter of Intent Deadline Date: June 25, 2010

Letters of Intent will be requested but is not required  
Application Submission Date:  July 26, 2010
Application Deadline Date: July 26, 2010 on Grants.gov, 11:59pm Eastern Standard Time
Authority:

 This program is authorized under sections 317(k) (2) of the Public Health Service Act, [42 U.S.C. section247b (k) (2)], as amended. 

Technical Assistance Conference Calls

Technical assistance will be available for potential applicants on two conference calls.

The first call will be held Monday, June 21, 2010 from 9:30 a.m. to 11:30 a.m. (Eastern Standard Time).  The conference can be accessed by calling 1-800-369-3153.   The leader for this call is Laura Seeff, M.D. and the pass code is 4286299.  The passcode and leader’s name is required to join the call.  

The second call will be held the Tuesday, June 22, 2010 from 3:30 p.m. to 5:30 p.m. (Eastern Standard Time).  The conference can be accessed by calling 1-800-369-3153, the leader’s name is Laura Seeff, M.D. and the pass code is 4286299.  The passcode and leader’s name is required to join the call.  

Background:  

The National Comprehensive Cancer Control Program supports 65 Comprehensive Cancer Control Programs (NCCCPs) in 50 states, DC, 7 tribes, and 7 territories and Pacific Island Jurisdictions to establish cancer coalitions in each state/tribe/Pacific Island Jurisdiction to write and implement cancer plans. Cancer plans are written collaboratively with the NCCCPs and the coalitions to identify and address top cancer control priorities to reduce the burden of cancer through risk reduction, early detection, better treatment and enhanced survivorship.  These 65 NCCCPs are currently funded under DP07-703 through 2012, with plans for new competitive funding to begin in 2012. This announcement is for a new 5-year program designed for NCCCPs to demonstrate the enhancement and expansion of an existing recipient activity under DP07-703 entitled “Effect Policy Change,” which directs programs “to seek and track policy changes related to priorities” and “number and list state and local level policy changes regarding important cancer control outcomes including physical activity, nutrition, tobacco, screening, tanning, insurance coverage, and professional education.”  ”. Eligible applicants are those programs who are currently funded under DP07-703.
After ten years of CCC planning and implementation in the U.S., policy development has emerged as a powerful tool for Comprehensive Cancer Control Programs (See Ref. 1,2) .  With limited resources, NCCCPs currently use policy interventions among other cancer control activities. The development and implementation of a focused policy agenda for NCCCPs, with the goal of implementing 3-5 policy activities within the program period, will advance NCCCP cancer control efforts through decreased tobacco use, increased physical activity, healthier diets, increased access to screening tests, improved screening for cancer survivors to reduce the risk of recurrent or new cancers, and improved delivery of high quality cancer care services (See Ref. 3,4). 

This announcement supports a demonstration program for NCCCPs to develop and implement a cancer-specific policy agenda, including implementing activities to advance policy, environmental, and systems (PES) changes to improve cancer control. Policies should enhance primary, secondary, and tertiary prevention of cancer, effect systems changes, and have broad reach into the state (i.e. state/tribe/Pacific Island Jurisdiction) and/or local population of those at risk for or affected by cancer.  Policies are defined as laws, regulations, and formal rules that are adopted to guide individual and collective behavior within an organization or public sphere (jurisdiction), and environmental strategies are measures that alter or control the physical, social or economic environment. Environmental change strategies may be driven by policy or formal negotiated agreements (i.e. memorandum of understanding, joint use agreement, etc). 
A public health system is a group of independent but interrelated and interacting elements (i.e. individuals, institutions, and infrastructure) that form a unified whole to promote and protect the health of people through implementation of essential public health services (Ref. 4,5,6)  . Public health systems change may occur when one or several elements in a system substantially change, altering the relationship of elements to one another and the overall structure of the system itself (Ref.5). Policy change is an important catalyst of public health systems change and works to sustain systems changes in the long-term.  The implementation of effective policy and environmental changes can lead to sustainable systems-level changes to prevent and control cancer (Ref. 5).
Cancer control can occur through primary prevention (reduction of risk factors, environmental changes to reduce exposure to risk factors, and increased vaccination for virus-associated cancers), secondary prevention (increased access to and quality of screening), and tertiary prevention (improved clinical management of cancer survivors, to reduce the risk of recurrent or new second cancers). Primary prevention of cancer includes tobacco control to reduce the risk of multiple cancers including lung, larynx, oral and pharyngeal; alcohol control to reduce the risk of several cancer including hepatocellular cancer; improved nutrition and increased physical activity to reduce the risk of a number of cancers; and vaccination against cancer-related viruses including the human papilloma virus (HPV) to prevent cervical cancer and hepatitis B virus ((HBV) to prevent hepatocellular cancer. (Ref.3). Policy, environmental and systems changes support primary prevention by reducing cancer risks and increasing protective factors such as healthy lifestyles and vaccination.   
Secondary prevention refers to early detection which includes screening and appropriate follow-up after abnormal tests results leading to treatment of early stage cancers when it is more effective. Cervical and colorectal cancer screening also prevent cancer when precursor lesions are detected and removed.  Evidence-based screening rates remain low for some cancers, primarily colorectal cancer, which can be prevented by routine screening. Policy (public and organization) and systems changes support secondary prevention by working to assure early detection and quality clinical services through various approaches such as standardized reporting requirements, changes in reimbursement for preventive services, improved referral systems for primary care to specialty care providers,  streamlined processes to facilitate easy scheduling of screening tests, and  standardization of screening guidelines.    
Tertiary prevention refers to promotion of cancer risk factor reduction, early detection of new cancers and prevention of recurrences by providing appropriate clinical management and surveillance for cancer among cancer survivors. 
The policy activities undertaken by successful applicants under this announcement can be implemented at a statewide or local level, as determined by the applicant after determining cancer burden using population based data. All policies must be comprehensive in scope and designed to have a wide impact. Where possible, policy activities under this announcement should be coordinated with activities conducted by grantees under the Communities Putting Prevention to Work Program, DP 09-90101 ARRA 09 award, but with a cancer control focus.  Successful applicants will select 3-5 evidenced-based policy activities to implement during the period of this award. Applicants should select policies activities from among those listed in Appendices A, B, and C, or should suggest alternate evidenced-based policies for consideration. At least one of the selected policy activities should focus on primary prevention, and all should help reduce the cancer burden of the three highest burden cancers in each applicant’s state, tribe or territory. 
Policy strategies can be guided by multiple frameworks, including the following: 

· Five evidence-based MAPPS strategies: Media, Access, Point of decision information, Price, and Social support/services.

· The Guide to Community Preventive Services: Taskforce Policy Recommendations

· CDC's Best Practices for Comprehensive Tobacco Control Programs
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Purpose: 

This program addresses the “Healthy People 2010” focus area(s) of: 

Healthy People 2010 Focus Area(s): 

Reduce Cancer and Eliminate Health Disparities

HP 2010 Goal 3: Reduce the number of new cancer cases as well as the illness, disability, and death caused by cancer.

Objective 3-1. Reduce the overall cancer death rate. Target: 159.9 deaths per 100,000 population. Baseline: 202.4 cancer deaths per 100,000 population occurred in 1998 (age adjusted to the year 2000 standard population).Target setting method: 21 percent improvement.
Objective 3-10. Increase the proportion of physicians and dentists who counsel their at-risk patients about tobacco use cessation, physical activity, and cancer screening.
Objective 3-15. Increase the proportion of cancer survivors who are living 5 years or longer after diagnosis.

There is no GPRA measure associated with comprehensive cancer control.

This announcement is only for non-research activities supported by CDC.  If research is proposed, the application will not be reviewed.  For the definition of research, please see the CDC Web site at the following Internet address:  http://www.cdc.gov/od/science/regs/hrpp/researchDefinition.htm  
II.  PROGRAM IMPLEMENTATION

Recipient Activities:

 1. Program Readiness, Oversight and Management  
Program infrastructure should ensure the organizational capacity to implement activities to advance policy or environmental to improve cancer control at the state/tribe/territory/Pacific Island Jurisdiction or local levels. 

a. Maintain the current CCC Program Director structure in an oversight role on this award.

b. Hire or retain, at a minimum, one dedicated FTE with demonstrated health policy competencies (e.g. issue framing, policy analysis, policy formulation, message tailoring, and media advocacy) to implement recipient activities described in this funding opportunity announcement.    The dedicated employee could be an FTE or could be a non-health department employee, such as a contractor, hired by the program to carry out these activities.    

c. Participate in CDC-sponsored workshops or training sessions on the use of policy and environmental chance to affect sustainable cancer control.

d. Align new staff and program activities with existing Comprehensive Cancer Control Program and other CDC-funded chronic disease programs, in a manner that minimizes duplication, capitalizes on existing activities, and fosters rapid implementation. Program activities must be  coordinated with the established Comprehensive Cancer Control coalition in each selected state/tribe/territory/Pacific Island Jurisdiction/ local regions, and, where possible, activities should be coordinated with programs funded under Announcement DP09-901 American Recovery and Reinvestment Act of 2009 (ARRA) “Communities Putting Prevention to Work.”  
       Performance will be measured by:

· The successful hire and retention of one FTE dedicated to program planning and implementation of the policy activities with appropriate health policy competencies as documented in a curricula vitae, training certificates, and other relevant documents.

· The extent to which the program aligns activities with current Comprehensive Cancer Control Program activities, with the existing Comprehensive Cancer Control coalition in the state/tribe/territory/Pacific Island Jurisdiction/local regions, with other CDC-funded chronic disease programs, and programs funded under Announcement DP09-901   (ARRA) “Communities Putting Prevention to Work.”    

2. State and Local Support for Policy and Environmental Change using Comprehensive Cancer Control Coalition as foundation
Build and maintain collaborative working partnerships that support the planning and implementation of policy and environmental change.  

a. Build and/or maintain existing policy workgroup or taskforce dedicated to planning and implementing policy and environmental changes, as an extension of the existing Comprehensive Cancer Control Program and/or coalition, under the leadership of the dedicated FTE described in item 1 above. The task force should be comprised of those organizations and individuals who can effectively advance the policy agenda. Partners must include representatives from the established Comprehensive Cancer Control coalition in the applicants state/tribe/territory/Pacific Island Jurisdiction, and from other CDC funded chronic disease programs, and the ARRA “Communities Putting Prevention to Work (CPPW)” recipients where possible. 
Task force members may also include state and local legislators; state health commissioners; legal/policy experts; school board members; state education agencies; major health system organizations (e.g. insurance companies, regional hospitals; private health care providers, federally qualified health centers); members of tobacco control, nutrition, or physical activity coalitions or programs; employers; leaders in the philanthropic or non-profit community; community board members; local faith based groups; human services agencies (e.g. nutrition assistance program administrators, housing agencies); physicians; representatives from medical societies; transportation departments; and city planning and land-use experts. 

b. Engage the community in identifying policy interventions at the state and/or local level, including representatives of high cancer burden and disparate communities.
c. Define a media strategy that includes a focus on earned media and outlines efforts to engage the media in support of policy interventions.

Performance will be measured by:

· The extent to which required partners (e.g. key Comprehensive Control Program and coalition members, other pertinent chronic disease program or coalition members, CPPW awardees) are fully engaged in the planning and implementation of programmatic activities.
· The extent to which policy workgroups or task forces are comprised of those organizations or individuals who can most effectively advance the policy agenda.
· The extent to which the community is engaged in the process to define and implement a cancer control policy agenda.
· The extent to which a media strategy has been defined, earned and is utilized to help implement policy interventions.
3.  Develop a Policy Agenda

Develop a policy agenda that is informed by state and/or local cancer incidence and mortality data; health behaviors and screening prevalence; and a policy and environmental scan that includes a review of existing policies and environmental change strategies within the recipient’s Comprehensive Cancer Control plan.. 

· Assess the cancer disease burden for the State/Tribe/Territory/Pacific Island Jurisdiction, including the most recently available age-adjusted, cancer incidence and mortality by age, gender, racial and ethnicity. Use CDC’s National Center for Health Statistics mortality data, central cancer registry incidence data from CDC’s National Program of Cancer Registries or NCI’s Surveillance, Epidemiology and End Reports data (incidence) or Cancer Control P.L.A.N.E.T.  to access state, tribal, or territorial specific data. Determine the highest burden cancers in the state and local level, with attention to existing disparities, and determine whether the program will plan to achieve state, city, or county based policies based on a population- based cancer burden analysis. Selected policies should aim to have broad impact, whether directed to the state or local area and should aim to contribute to reductions in cancer burden disparities.
· Assess current rates of screening test prevalence for screenable cancers (breast, cervical, colorectal) and assess rates of cancer risk factors (smoking, obesity, physical activity, vaccine use) using the Behavioral Risk Factor Surveillance System.

· Identify any known factors which might contribute to the population-level burden of cancer within the identified population, including policy or environmental barriers, and describe the potential impact of addressing those factors through policy and environmental changes. 
· Review existing local and state-level cancer-related policies, including existing Comprehensive Cancer Control Program policies, environmental or system (PES) change initiatives aimed at primary, secondary and/or tertiary cancer preventive measures, and avoid duplication of and/or coordinate new activities with those as relevant. 
· Develop a policy agenda that establishes priority goals and outcomes and outlines 3-5 specific planned interventions over the 5 year demonstration program period to achieve PES changes that support cancer prevention and control.  The policy agenda and the selected interventions should be informed by items in Section II.a-c directly below in addition to appendices A-C. The policy agenda should be developed collaboratively by the policy workgroup or task force created or maintained by this award and other key members of the Comprehensive Cancer Control coalition. 
Applicants have the flexibility to propose an appropriate mix of policy and environmental changes for their identified populations and their policy context.  Selection of strategies should be based on a thorough analysis of the potential for broad reach, the ability to measure impact, and the ability to address disparities that exist at the state and/or local level. 

I. Policy Interventions selected for this program must:

a. Fall under the policy intervention categories defined below  (primary, secondary, or tertiary prevention);

b. Be evidenced-based;

c. Address a key aspect of cancer control;

d. Include at least one intervention addressing primary prevention; and

e. Impact the 3-4 highest burden cancers in the applicant’s state, tribe, or Pacific Island Jurisdiction where evidence based interventions for prevention exist.  

f. Coordinate with other cancer control (policy, program, practice) initiatives to effect public health systems changes such as those listed section III. a-c directly below. 

II. Policy (Public and Organization) Change Intervention Categories:

a. Primary Prevention

· Policy and environmental interventions aimed at reducing exposure to cancer risk factors.

· Policy and environmental interventions that support the promotion of vaccines that prevent cancer.

b. Secondary Prevention

· Policy and environmental interventions that support the promotion of secondary prevention (e.g. screening and treatment, and systems policy related to access to screening and treatment)

c. Tertiary Prevention

· Policy and environmental interventions that support the promotion of tertiary prevention (e.g., prevention of recurrence or new cancers among survivors)

               III.  Public Health Systems Change- desired systems changes may be facilitated  

    through implementation of the aforementioned policy change intervention    

    categories. Examples of public health systems changes include but are not   

     limited to:  

a. Changes in transportation systems to support increased physical activity through active transportation (e.g. organizations that support walking or public transportation, bike lanes, provision of sidewalks).  
b. Changes in food systems to support improved nutrition through healthier food choices (e.g. limit unhealthy food/ drink availability, food procurement policies/practices, increase farm grown foods to institutions) 

c. Changes in clinical care systems to assure quality and access (e.g. policies to support reimbursements and co-pays, and standardizing reporting requirements). 
Appendices A and B provide policies that applicants may select as their program interventions. Applicants may propose alternate evidenced-based, large-scale impact policy interventions for consideration. Appendix A “MAPPS Interventions for Communities Putting Prevention to Work (CPPW),” includes a list of potential policy interventions created for the CPPW announcement, interventions which if implemented will enhance primary prevention of cancer.  Applicants may select any of these as interventions for this program; if an applicant chooses to focus on tobacco control, they should prioritize those interventions in bold on Appendix A if their state has not already implemented these interventions.  Appendix B “Policy, Environmental and Systems Change Approaches to Cancer Control,” includes additional interventions which applicants may select, including primary, secondary, or tertiary interventions; if an applicant chooses to focus on tobacco control, they should prioritize those interventions in bold on Appendix B if their state has not already implemented these interventions.  Appendix C illustrates state status on the passage of smoke free laws and tobacco tax as of 2009, and is provided as a reference for applicants.

Performance will be measured by:

· The extent to which the proposed policy plan reflects the cancer burden in the applicant’s state, tribe, or territory, current health behaviors in the applicant’s state, tribe, or territory, and existing policy interventions; selects interventions that are evidenced based with a broad and sustainable potential impact; contributes to reducing the burden of the 3 highest burden cancers in the state, tribe, or territory; addresses a key aspect of cancer control; reflects an awareness of how policies and public health systems impact the cancer burden; and is achievable. 

· The extent to which the policy agenda reflects community input and input from key members of the Comprehensive Cancer Coalition.

· The extent to which the agenda includes policy, environmental, and systems changes that decrease exposure to cancer risk factors and reduce barriers to quality clinical management.  

4.  Implement Activities to Advance 3-5 Policy or Environmental Changes to Improve Cancer Control within the 5 program period.  

Implement the selected interventions designed to prevent and control cancer through policy, environmental, and systems change. 
· Develop an implementation plan, which identifies key action steps toward the achievement of outcomes.       

 The implementation plan should include:

1. The selected interventions that the applicant will achieve throughout the program period, with each intervention linked to a priority goal and an intended outcome.
2. Action items to achieve each intervention. 

3. A clearly described link between the policy intervention and an intended reduction in cancer burden.

b. Implement the interventions defined in the policy.  
Performance will be measured by:

· The extent to which 3-5 practical, achievable, and specific interventions are described.
· The extent to which the planned interventions are clearly linked to priority goals, intended outcomes, and anticipated reductions in disease burden.

· The successful implementation of planned interventions.
· The extent to which the strategies implemented achieve the policy goal and reach the identified population(s) in need.

5. Evaluate and Monitor progress through the MIS and individual CDC-led case studies
a. Track membership through CDC’s Management and Information System ( MIS), including types of coalition members relevant to this effort.
b. Track the number and type of policies enacted, and mid-point successes achieved through this project including earned media, through the MIS. 

c. Participate in individual CDC-led case study qualitative evaluations. CDC will evaluate selected programs in selected years 1, 2, and 4 of this project to describe short-term outcomes including earned media and educational efforts for policy and decision makers, and to describe challenges and success related to this effort in the start-up year, and early implementation year, and a later implementation year. This will allow programs to make mid-course corrections, will be shared as lessons learned to programs not funded under the award and will be used at the end of the demonstration program to evaluate overall program success.
d. Develop and implement a comprehensive formal written evaluation plan that defines short term and long-term measures of success and includes activities for developing and analyzing process and outcome measures.  The evaluation plan should address how the applicant intends to assess the extent to which recipient activities B-C are done appropriately as well as the extent to which these activities yield the intended outcomes.

e. Disseminate findings from this demonstration program to key stakeholders in order to support the use of these findings to enhance current project efforts.
Performance will be measured by:

· The extent to which the applicant tracks membership of their cancer coalition as it relates to this effort in the MIS.
· The extent to which applicant tracks policy intervention in the MIS.
· The extent to which applicant participates in the CDC-led individual case study evaluation, is able to make appropriate mid-course corrections, and can contribute to determining the success of this demonstration program.
· The extent to which the grantee participates individually and in collaboration with CDC in efforts to disseminate findings from this demonstration program. 
· The extent to which the applicant has an evaluation plan that defines short and long term measures of success and includes a description of stakeholder involvement, data collection and analysis methods, how the goals/objectives link to outcomes [exhibits program logic or theory], potential effects of selected activities [process and outcome indicators], and plans for communication and utilization of the findings.

· The extent to which the applicant conducts an evaluation that employs mixed methods (use of methods that yield both quantitative and qualitative data) and applies the following evaluation standards:  utility, feasibility, accuracy, and propriety.

· The extent to which the applicant communicates evaluation methods and findings to relevant audiences in a timely, unbiased, and consistent manner.

· The extent to which the evaluation report addresses methods, results and limitations.
· The extent to which recommendations from the evaluation report are used to make enhancements or modifications in the project design.

In a cooperative agreement, CDC staff is substantially involved in the program activities, above and beyond routine grant monitoring.  
CDC Activities:

To assist recipients in achieving the purpose of this award, CDC will conduct the following activities:

1. Provide ongoing guidance, programmatic support and training in the following areas:

a. Policy assessment and development of a policy agenda

b. The proposed policy interventions planned for implementation

c. Evidence-based and practice-based policy and environmental systems approaches to cancer prevention

d. Partnership development

2. Provide to the recipients relevant, state of the art, research findings and public health recommendations related to policy and environmental systems changes for cancer prevention.

3. Convene trainings, meetings, web forums, conference calls and site visits with grantees.
4. Provide consultation and collaboration as relevant on presentations or manuscripts to share lessons learned from activities funded through this cooperative agreement.
5. Facilitate communication among grantees to advance the sharing of expertise on various topics, such as, but not limited to; development of a policy agenda, development and expansion of partnerships, implementation of policies and environmental systems changes for cancer prevention, and program evaluation.
6. Provide policy development tracking, and maintain the MIS so that it can be used to collect and track the partnership and policy activities.
7. Identify and retain a contractor to work with CDC and grantees to conduct individual case study evaluations 2-3 representative programs per year in Years 1, 2, and 4 of this program. Evaluations will describe challenges and success related to this effort in the start-up year, and early implementation year, and a later implementation year. This will allow programs to make mid-course corrections, will be used as shared lessons learned for other programs not funded under this agreement, and will be used at the end of the demonstration program to evaluate overall program success.
III. AWARD INFORMATION AND REQUIREMENTS

Type of Award: Cooperative Agreement 
Award Mechanism: U55 - National Comprehensive Cancer Control Program   Cooperative Agreements.

http://pgo.cdc.gov/pgo/webcache/Tools/Final_Activity_Codes.xls__5-19-06.xls                     

Fiscal Year Funds: FY2010
Approximate Current Fiscal Year Funding: $0
Approximate Total Project Period Funding: $2 million (This amount is an estimate, and is subject to availability of funds.)  Includes direct and indirect costs.

Approximate Number of Awards: 10-12
Approximate Average Award: $175,000 (This amount is for the first 12-month budget period, and includes both direct and indirect costs.)  

Floor of Individual Award Range: None. 
Ceiling of Individual Award Range: None. 

Anticipated Award Date: September 1, 2010

Budget Period Length: 12 months
Project Period Length: 5 years
Throughout the project period, CDC’s commitment to continuation of awards will be conditioned on the availability of funds, evidence of satisfactory progress by the recipient (as documented in required reports), and the determination that continued funding is in the best interest of the Federal government.
IV.  ELIGIBILITY

Eligible applicants that can apply for this funding opportunity are listed below:
Only The 65 Grantees currently funded for implementation under the Comprehensive Cancer Control (CCC) component of CDC-RFA- DP07-703 may apply.  

A Bona Fide Agent is an agency/organization identified by the state/tribe/territory/Pacific Island Jurisdiction as eligible to submit an application under the state/tribe/territory/Pacific Island Jurisdiction eligibility in lieu of a state/tribe/territory/Pacific Island Jurisdiction application.  If applying as a bona fide agent of a state/tribe/territory/Pacific Island Jurisdiction or local government, a letter from the state/tribe/territory/Pacific Island Jurisdiction or local government as documentation of the status is required.  Attach with “Other Attachment Forms” when submitting via www.grants.gov.   

Eligible applicants will be the 65 Grantees currently funded for implementation under CDC-RFA- DP07-703, as they are uniquely suited to conduct the activities outlined in the FOA.  It is imperative that entities funded under the project be able to demonstrate an impact within five years. The 65 Grantees currently funded for implementation under CDC-RFA- DP07-703 are uniquely qualified including:

· Current and past collaboration with CDC to addresses the “Healthy People 2010” focus area(s) of cancer;
· An established broad-based Comprehensive Cancer Control coalition within their respective state/tribe/territory/Pacific Island Jurisdiction, well suited for policy-related activities;
· Currently working through policy change as a cancer control intervention within their respective state/tribe/territory/Pacific Island Jurisdiction;

· Demonstrate a proven history of assessing and documenting the burden of cancer within their respective state/tribe/territory/Pacific Island Jurisdiction;

· Established priorities for cancer prevention and control for their respective state/tribe/territory/Pacific Island Jurisdiction; 

· Developed and implemented comprehensive cancer control plans, in collaboration with public health agencies through CDC’s CCC program within their respective state/tribe/territory/Pacific Island Jurisdiction;

· Developed mechanism(s) for tracking policy changes within their respective state/tribe/territory/Pacific Island Jurisdiction and reporting the changes and their impact to CDC;  

· Documented success in the development of formal evaluation plans; and
· Documented success in the development of short term and long term measures of success.  

SPECIAL ELIGIBILITY CRITERIA: Licensing/Credential/Permits

Cost Sharing/ Public Law 93-638
Cost sharing funds are required in an amount not less than ten percent of Federal funds awarded under this program.  Cost sharing funds may be cash, in-kind, or donated services or equipment.  Contributions may be made directly or through donations from public or private entities.  Public Law 93-638 authorizes tribal organizations contracting under the authority of Title 1 to use funds received under the Indian Self-Determination Act as cost sharing funds.   Cost sharing funds may not include: (1) payment for treatment services or the donations of treatment services (2) services assisted or subsidized by the Federal government; or (3) the indirect or overhead costs of an organizations.  All costs used to satisfy the cost sharing requirement must be documented by the applicant and will be subject to audit.     

Maintenance of Effort:
Maintenance of Effort is not required for this program.

Other 

The applicant will be notified if the application does not meet the eligibility requirements.

Note: Title 2 of the United States Code Section 1611 states that an organization described in Section 501(c)(4) of the Internal Revenue Code that engages in lobbying activities is not eligible to receive Federal funds constituting a grant, loan, or an award.

Intergovernmental Review of Applications

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.  The Applicant should 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.  The current SPOC list may be accessed at the following Website:

 http://www.whitehouse.gov/omb/grants/spoc.html competition
Executive Order 12372 does not apply to this program.
V.  Application Content 

Unless specifically indicated, this announcement requires submission of the following information: 
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 to the greatest extent, understandable to a technically literate lay reader.  This abstract must not include any proprietary or 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: 30. 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

· [20]  Double spaced

· Paper size: 8.5 by 11 inches

· Page margin size: One inch

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

· Include an Action Plan in the attached Action Plan Template (Appendix A) (to be counted in the narrative page limit)

The narrative should address activities to be conducted over the entire project period and must include the following items in the order listed: Background and Need; Program Readiness, Oversight and Management; Collaborative Activities; Action Plan, Budget and Budget Justification (The budget and budget justification will be included as a separate attachment, not to be counted in the narrative page limit.)
1. Background and Need:
· Clearly and succinctly describe the cancer disease burden for the State/Tribe/Territory/Pacific Island Jurisdiction, including the most recently available age-adjusted, cancer incidence and mortality by age, gender, racial and ethnicity. Cite the source for incidence and mortality data and time period covered by these data.  Describe the highest burden cancers in the state and/or local level, including cancer disparities. 

· Describe any priority populations and local communities of need to which these interventions will be directed. 

· Describe current rates of screening test prevalence for screenable cancers (breast, cervical, colorectal) and current rates of cancer risk factors (smoking, obesity, physical activity, vaccine use). Cite data sources (e.g. Behavioral Risk Factor Surveillance System, Youth Behavioral Risk Factor, Surveillance System, Youth Tobacco Survey, or National Health Interview Survey) for this information. Appropriate data sources may also include other state or local datasets that may relate to proposed initiatives. 

· Describe contributing factors related to the population-level burden-of-cancer, and the potential impact of addressing those factors, through policy and environmental changes, especially as they affect disparately impacted populations and the broader population. 

· Describe existing local and state-level cancer-related policies, including existing Comprehensive Cancer Control Program policies, environmental or systems change initiatives aimed at primary, secondary and/or tertiary cancer preventive measures. 

2. Program Readiness, Oversight, and Management:
· Describe how applicant would tie policy interventions to goals and objectives in the applicant’s state/tribe/territory/Pacific Island Jurisdiction approved Comprehensive Cancer Control plan.

· Describe any current positions which include a focus on policy interventions related to chronic disease and/or cancer. 

· Provide a position description for a dedicated fulltime staff person equipped with the appropriate competencies who will fulfill the activities outlined in this opportunity announcement.    

· Describe any recent workshops or training sessions made available to current staff.

· Describe the applicant’s experience with program activities related to policy and environmental change interventions to support chronic disease control broadly, and cancer control specifically. Describe existing efforts to implement local and state/tribe/territory/Pacific Island Jurisdiction cancer control activities for the general or priority populations. Describe the policy activities of the Comprehensive Cancer Control Program and/or the Comprehensive Cancer Control coalition, the composition of the policy taskforce within the Comprehensive Cancer Control Program or coalition if one is already in place, other CDC-funded chronic disease programs in the state, tribe or territory which would be relevant to this program, and the  relevant programs funded under Announcement DP09-901 American Recovery and Reinvestment Act of 2009 (ARRA) “Communities Putting Prevention to Work”  in the applicant’s state, tribe, or territory.
· Describe relevant experiences related to the coordination and collaboration with the Comprehensive Cancer Control coalition, other federally funded chronic disease programs and the ARRA “Communities Putting Prevention to Work” recipients in the state/tribe/territory/Pacific Island Jurisdiction. 

· Describe readiness to implement policy and environmental change initiatives for this funding opportunity announcement. 

3. Collaborative Activities:
· Describe the current structure and staffing of the Comprehensive Cancer Control Program and the Comprehensive Cancer Control coalition. Describe any existing policy workgroup, taskforce, or dedicated staff.  Describe how the Comprehensive Cancer Control Program and coalition work with organizations and individuals who effectively advance policy work in the state/tribe/territory. Describe any existing collaborative relationships with and other CDC funded chronic disease programs or the ARRA “Communities Putting Prevention to Work (CPPW)” recipients, or how these relationships would be created if they are not currently in place. Describe any experience working in collaboration with state and local legislators; state health commissioners; legal/policy experts; school board members; state education agencies; major health system organizations (e.g. insurance companies; regional hospitals; private health care providers; federally qualified health centers); members of tobacco control, nutrition, or physical activity coalitions or programs; other cancer and related risk-factor chronic disease programs including the National Breast and Cervical Cancer Early Detection Program, the Colorectal Cancer Control Program, central cancer registry, tobacco control program, cardiovascular disease program, nutrition/physical activity program, obesity program; employers; leaders in the philanthropic or non-profit community; community board members; local faith based groups; human services agencies (e.g. nutrition assistance program administrators, housing agencies); physicians; representatives from medical societies; transportation departments; and city planning and land-use experts. 

· Describe existing and potential collaborative working partnerships with providers, community groups, various agencies or others who serve and represent priority population(s) and have established linkages in the priority population(s).

· Provide a description of the state/tribe/territory/Pacific Island Jurisdiction health department and comprehensive cancer control partnership collaborative relationship.

· If applicable provide a description of collaborative efforts with the following: 

· Tribes/tribal organizations within the jurisdiction:  Pursuant to the CDC/ATSDR Tribal Consultation Policy, the applicant must describe the process used to engage American Indian tribal governments, tribal organizations and Alaska Native corporations located within the state boundaries, in their comprehensive cancer control efforts. As part of this description, applicants should submit a list of American Indian/Alaska native programs, governments and organizations within their boundaries.  

· Describe previous successes engaging the community in identifying policy interventions at the state and local level, including representatives of high cancer burden and disparate communities.

· Describe previous successes in defining a media strategy to appropriately engage the media to help implement policy interventions.

4. Implementation/Action Plan:

· Submit an action plan (see Appendix D: Action Template) for the project with established goals, objectives, and strategies, measures of effectiveness, responsible staff / key partners, and time lines.  In the narrative, provide a concise description of the project and how it will be implemented and evaluated over the five-year project period.  The action plan should define activities to be conducted during the first year of the project period, ,  and describe overall activities, goals, and intended outcomes for the full five years of the program. Activities proposed for funding should relate directly to components of the Comprehensive Cancer Control Plan and coordinate with activities funded under ARRA “Putting Communities to Work” recipients. 

· Include in the action plan the selected interventions that the applicant will achieve throughout the program period, with each intervention linked to a priority goal and an intended outcome.

· Include in the action plan steps to achieve each intervention. 

· Make explicit the link between the policy intervention and an intended reduction in cancer burden.
5. Performance Measurement and Dissemination of Findings: 

· Submit a proposed plan for monitoring progress toward meeting objectives and assessing impact. Objectives should be specific, measurable, action-oriented, realistic, and time-phased.

· Coalitions membership and policy interventions should be tracked through the MIS, including types of coalition members relevant to this effort

· Applicant should describe the ability to participate in a CDC-led case study qualitative evaluation, in conjunction with a CDC-retained contractor. CDC will evaluate representative programs in selected years of this project to describe challenges and success related to this effort in the start-up year, and early implementation year, and a later implementation year. 

· Applicant should describe their ability to disseminate findings from this demonstration program, individually and in collaboration with CDC, to key stakeholders in order to support the use of these findings and disseminate the findings in other settings. 
6. Budget and Justification: 
A detailed budget with supporting justification must be provided and should be related to objectives that are stated in the applicant’s action plan specifically for the first year of the program. An overall budget may be submitted if the applicant chooses.
Applicants should note the following budget-related issues:

Indirect Costs:

If indirect costs are requested, a copy of your organization’s current negotiated Federal Indirect Cost Rate Agreement or a Cost Allocation Plan is required. 
Travel:

Participation in CDC sponsored training workshops and meetings are essential to the effective implementation of programs funded under this announcement.  Travel for program implementation should be justified and related to implementation activities.

The annual travel budget must include:

· Travel funds for Program Director and/or Coordinator to Atlanta GA to participate in the Annual Business Meeting of Program Directors under this award (2 days).

· On alternating years, beginning in 2011, up to two staff members to participate in the National Cancer Prevention and Control Conference in Atlanta, GA (4-5 days).
· Participation or attendance in non-CDC sponsored professional meetings (e.g., ACS, NCI, APHA, other) may be requested but must be directly relevant to action plan activities.  Participation may include the presentation of papers, poster sessions or exhibits on the project.  Specific requests should be submitted with appropriate justification.

Additional information may be included in the application appendices.  The appendices will not be counted toward the narrative page limit (20 pages) and will not be reviewed as part of the application.  This additional information can include:
· State/Tribes/Territory/Pacific Island Jurisdiction’s cancer plan (if applicable)
· curriculum vitae 

· job descriptions

· organizational charts

· letters of support
No more than 5 appendices should be uploaded per application.  

Additional requirements for additional documentation with the application are listed in Section VII. Award Administration Information; subsection entitled “Administrative and National Policy Requirements.”
APPLICATION SUBMISSION

Registering your organization through www.Grants.gov, the official agency-wide E-grant website, is the first step in submitting 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) annually.  The CCR registration can require an additional one to two days to complete. 
Submit the application electronically by using the forms and instructions posted for this funding opportunity on www.Grants.gov.  If access to the Internet is not available or if the applicant encounters difficulty in accessing the forms on-line, contact the HHS/CDC Procurement and Grant Office Technical Information Management Section (PGO-TIMS) staff at (770) 488-2700 for further instruction.

Note: 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 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.

Other Submission Materials
Letter of Intent (LOI):  

Prospective applicants are requested (but not required) to submit a Letter of Intent that includes the following information:

· Descriptive title of proposed project.
· Name, address, and telephone number of the Principal Investigator/Project Director.
· Names of other key personnel.
· Participating institutions.
· Number and title of this funding opportunity.
LOI Submission Address: Submit the LOI by express mail, delivery service, fax, or E-mail to:

 Project Officer Name: Sharon Sharpe
CDC, CIO: 

CDC/NCCDPHP/DCPC/CCCB
Address: 

2858 Woodcock Blvd



Davidson Building




Chamblee, Georgia  30341-4133
Telephone Number: 
770-488-4912
Fax: 


770-488-488-4335
E-mail address: SSharpe@cdc.gov
The requested letter of intent allows the funding agency to prepare for the application process, but does not enter into the review of a subsequent application. The information that it contains allows CDC Program staff to estimate and plan the review of submitted applications.  

Requested LOIs should be provided no later than by the date indicated in the Section I entitled “Authorization and Intent”.

Dun and Bradstreet Universal Number (DUNS)

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

Electronic Submission of Application:

Applications must be submitted electronically at www.Grants.gov.  Electronic applications will be considered as having met the deadline if the application has been successfully submitted electronically by the applicant organization’s Authorized Organizational representative (AOR) to Grants.gov on or before the deadline date and time.

The application package can be downloaded from www.Grants.gov.  Applicants can complete the application package off-line, and then upload and submit the application via the Grants.gov Web site.  The applicant must submit all application attachments using a PDF file format when submitting via Grants.gov.  Directions for creating PDF files can be found on the Grants.gov Web site.  Use of file formats other than PDF may result in the file being unreadable by staff.

Applications submitted through Grants.gov (http://www.grants.gov), are electronically time/date stamped and assigned a tracking number. The AOR will receive an e-mail notice of receipt when HHS/CDC receives the application. The tracking number serves as a receipt of submission.  
If the applicant encounters technical difficulties with Grants.gov, the applicant should contact Grants.gov Customer Service.  The Grants.gov Contact Center is available 24 hours a day, 7 days a week. 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.  
Submission Dates and Times 

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

Letter of Intent (LOI) Deadline Date: June 25, 2010
 Letters of Intent will be requested but is not required. 

Application Submission Date: July 26, 2010 (See full explanation in note found in Section V. Application Submission)
Application Deadline Date: July 26, 2010 ON GRANTS.GOV, 11:59pm Eastern Standard Time.

VI. Application Review Information

Eligible applicants are required to provide measures of effectiveness that will demonstrate the accomplishment of the various identified objectives of the CDC-RFA-DP10-1017.  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.

VII. Evaluation Criteria

Eligible applications will be evaluated against the following criteria:

I. Project Abstract (required, not scored)

a. Does the applicant include a project summary of objectives, activities, and methods to be employed? 

b. Are the objectives, activities, and methods informative to persons working within the same field in a form that is suitable for dissemination to the public?

II. Background and Need (10 points)

a. Does the applicant clearly and succinctly describe the cancer disease burden by age, gender, racial and ethnicity, including mortality and incidence rates?  Does the applicant cite the data source and time period covered by this data? Does the applicant describe the highest burden cancers in the state and/or local level, including describing cancer disparities?
b. Does the applicant describe priority populations and local communities of need as they relate to the interventions proposed for this program announcement?  
c. Does the applicant describe contributing factors that affect the population- level burden of disease and the need for addressing those factors through policy and environmental changes? 
d. Does the applicant describe current rates of screening test prevalence for screenable cancers (breast, cervical, colorectal) and current rates of cancer risk factors (smoking, obesity, physical activity, vaccine use). Does the applicant cite data sources (e.g. Behavioral Risk Factor Surveillance System, Youth Behavioral Risk Factor, Surveillance System, Youth Tobacco Survey, or National Health Interview Survey) for this information? 

e. Does the applicant describe existing local and state-level cancer-related policies, including existing Comprehensive Cancer Control Program policies, environmental or system changes aimed at primary, secondary and/or tertiary cancer preventive measures?
III. Program Readiness, Oversight, and Management (20 points)

a. Does the applicant describe readiness to implement policy and environmental change initiatives?

b. Does the applicant describe how planned policy and environmental changes will further implement the state/tribe/territory approved Comprehensive Cancer Control plan?

c. Does the applicant provide a description of a proposed full-time staff position, equipped with appropriate health policy competencies, that includes job title, function, general duties, and activities?

d. Does the applicant describe any current positions that include a focus on policy interventions related to chronic disease and/or cancer? 
e. Does the applicant describe any recent workshops or training sessions made available to current staff and/or readiness of the proposed staff to attend workshops or trainings in policy and environmental interventions?

f. Does the applicant describe existing or potential capacity to support the proposed program within the Comprehensive Cancer Control Program and/or existing established partnerships?

g. Does the applicant describe how policy interventions will be tied to goals and objectives in the applicant’s state/tribe/territory/Pacific Island Jurisdiction approved Comprehensive Cancer Control plan?
h. Does the applicant describe experience with program activities related to policy and environmental change interventions that support chronic disease control broadly, and cancer control specifically, and the composition of the policy taskforce within the Comprehensive Cancer Control Program or coalition?
i. Does the applicant describe relevant experiences related to the coordination and collaboration with the Comprehensive Cancer Control Program, coalition, other federally funded chronic disease programs, other pertinent coalitions, and the ARRA “Communities Putting Prevention to Work” recipients in the state/tribe/territory/Pacific Island Jurisdiction?
IV. Collaborative Activities  (20 points)

a. Does the applicant describe existing partnerships with providers, community groups, various agencies, or others who serve and represent priority populations and/or proposed collaborative activities as it relates to policy and environmental change interventions? 

b. Does the applicant describe the current structure and staffing of the Comprehensive Cancer Control Program and the Comprehensive Cancer Control coalition, any existing policy workgroup, taskforce, or dedicated staff, and how the Comprehensive Cancer Control Program and coalition work with organizations and individuals to effectively advance policy work in the state/tribe/territory?
c. Does the applicant describe comprehensive cancer control partnerships and activities with the following: 

i. Tribes/
tribal organizations within the jurisdiction (if applicable) and
ii. Other cancer and related risk-factor chronic disease programs such as: the National Breast and Cervical Cancer Early Detection Program, National Program of Cancer Registries, Colorectal Cancer Control Program, tobacco control program, cardiovascular disease program, nutrition/physical activity program, obesity program, and the ARRA “Communities Putting Prevention to Work (CPPW)” recipients, or how these relationships would be created if they are not currently in place.?  

d. Does the applicant describe experience working in collaboration other diverse individuals or organizations including state and local legislators; state health commissioners; school board members; state education agencies; major health system organizations; local faith-based groups; human services agencies; physicians; representatives from medical societies; transportation departments; or city planning and land-use experts?
e. Does the applicant describe previous successes in defining a media strategy to appropriately engage the media in implementing policy interventions?
V. Implementation/Action Plan (35 points)

a. Does the applicant provide a concise description of the project and how it will be implemented and evaluated over the five-year period?
b. Does the applicant include a detailed action plan that describes goals, objectives, and activities, measures of effectiveness, responsible staff/key partners, and time lines for the first year of the project period and describe overall activities, goals, and intended outcomes for the full five years of the program? 
c. Does the applicant describe action plan steps to achieve each intervention? 
d. Does the applicant explicitly link each policy intervention with an intended reduction in cancer burden?
VI. Performance Measurement (15 points)

a. Does the applicant describe plan for monitoring progress toward meeting objectives and assessing impact?  Are objectives specific, measurable, action-oriented, realistic, and time-phased (SMART) and related to the project’s impact on the population served?
b. Does the applicant describe a process to track membership and policy interventions through the already developed and approved MIS, including types of coalition members relevant to this effort?
c. Does the applicant describe plans to use appropriate data collection methodology and analyses to support program evaluation efforts?

d. Does the applicant describe their ability to participate in a CDC-led case study qualitative evaluation, in conjunction with a CDC-retained contractor? 
e. Does the applicant describe their ability to disseminate findings from this demonstration program, individually and in collaboration with CDC, to key stakeholders in order to support the use of these findings and disseminate the findings in other settings?
VII. Budget and Budget Narrative (required, not scored)

a. Does the applicant provide a proposed budget which is adequate, justified, reasonable, and consistent with this program announcement and the applicant’s action plan?

Funding Restrictions
Restrictions, which must be taken into account while writing the budget, are as follows:

· 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.
The applicant can obtain guidance for completing a detailed justified budget on the CDC website, at the following Internet address:

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

All eligible applications will be initially reviewed for completeness by the Procurement and Grants Office (PGO) staff.  In addition, eligible applications will be jointly reviewed for responsiveness by the Comprehensive Cancer Control Branch 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 the application did not meet eligibility and/or published submission requirements.

An objective review panel will evaluate complete and responsive applications according to the criteria listed in Section VI. Application Review Information, subsection entitled “Evaluation Criteria”.  The objective review process will follow the policy requirements in the GPD 2.04 at http://198.102.218.46/doc/gpd204.doc.  HHS requires that we provide information to the applicants such as: who will perform the review (i.e., CDC employees, whether they are all from outside the funding center, other federal employees, or external experts), how the review will be conducted, etc.

Applications Selection Process

Applications will be funded in order by score and rank determined by the review panel.

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

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

Administrative and National Policy Requirements

Successful applicants must comply with the administrative requirements outlined in 45 Code of Federal Regulations (CFR) Part 74 or Part 92, as appropriate.  The following additional requirements apply to this project:  AR-6 

Patient Care

· 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 2010

· 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-16 

Security Clearance Requirement

· AR-21 

Small, Minority, and Women-Owned Business

· AR-23 

States and Faith-Based Organizations

· AR-24 

Health Insurance Portability and Accountability Act Requirements

· AR-25

Release and Sharing of Data 

· AR-26

National Historic Preservation Act of 1966 

(Public Law 89-665, 80 Stat. 915)

· AR-27

Conference Disclaimer and Use of Logos

· AR-29

Compliance with EO13513, “Federal Leadership on Reducing Text

       Messaging while Driving”, October 1, 2009

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

Reporting Requirements

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

a. Standard Form (“SF”) 424S Form.

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

c. Budget Narrative.

d. Indirect Cost Rate Agreement.

e. Project Narrative.

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

2. Annual progress report, due 90 days after the end of the budget period.
3. Financial Status Report (SF 269), no more than 90 days after the end of the budget period.

4. Final performance and Financial Status Reports, no more than 90 days after the end of the project period.

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

VIII. Agency Contacts

CDC encourages inquiries concerning this announcement.

For programmatic technical assistance, contact:


Sharon Sharpe, Project Officer

Department of Health and Human Services

Centers for Disease Control and Prevention


4770 Buford Hwy., Atlanta, GA 30341

Telephone: (770) 488-4912
E-mail: SSharpe@cdc.gov
For financial, grants management, or budget assistance, contact:

Veronica Davis, 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)488-2743

E-mail:  VDavis@cdc.gov
For general questions, contact:


Technical Information Management Section

Department of Health and Human Services


CDC Procurement and Grants Office


2920 Brandywine Road, MS E-14


Atlanta, GA 30341


Telephone: 770-488-2700


Email:
pgotim@cdc.gov
CDC Telecommunications for the hearing impaired or disabled is available at: TTY 770-488-2783.
Appendix A: MAPPS Interventions for Communities Putting Prevention to Work

Five evidence-based MAPPS strategies, when combined, can have a profound influence on improving health behaviors by changing community environments: Media, Access, Point of decision information, Price, and Social support/services.  The evidence-based interventions below are drawn from the peer-reviewed literature as well as expert syntheses from the community guide and other peer-reviewed sources, cited below.  Communities and states have found these interventions to be successful in practice. Awardees are expected to use this list of evidence-based strategies to design a comprehensive and robust set of strategies to produce the desired outcomes for the initiative.  

**Tobacco interventions marked in bold should be high priority policy interventions**

	
	Tobacco
	Nutrition
	Physical Activity

	Media
	· Media and advertising restrictions consistent with federal law.

(k)

· Hard hitting counter-advertising

(l-n)

· Ban brand-name sponsorships

(o)

· Ban branded promotional items and prizes  (p)
	· Media and advertising restrictions consistent with federal law.

(38-44)

· Promote healthy food/drink choices

(42, 43, 45)

· Counter-advertising  for unhealthy choices

(46)


	· Promote increased physical activity

(i, ii, vi, ix, xxix-xxx)

· Promote use of public transit

(i, ii, vi, ix, xxix-xxx)

· Promote active transportation (bicycling and walking for commuting and leisure activities)

(i, ii, vi, ix, xxix-xxx)

· Counter-advertising for screen time

(i, ii, vi, ix, xxix-xxx)

	Access
	· Usage bans (i.e. 100% smoke-free policies or 100% tobacco-free policies)
(f, g, v)
· Usage bans (tobacco-free school campuses)
(e-g, h-j)
· Zoning restrictions
(e-g)
· Restrict sales (e.g. internet; sales to minors; stores/events w/o tobacco)
(e-g)
· Ban self-service displays & vending
(e-g)


	· Healthy food/drink availability (e.g., incentives to food retailers to locate/offer healthier choices in underserved areas, healthier choices in child care, schools, worksites)
(7-9, 10-21, 63-68, 76-82)

· Limit unhealthy food/drink availability (whole milk, sugar sweetened beverages, high-fat snacks)
(17, 22-25, 69-73)

· Reduce density of fast food establishments
(15, 26)

· Eliminate transfat through purchasing actions, labeling initiatives, restaurant standards

(29-31)

· Reduce sodium through purchasing actions, labeling initiatives, restaurant standards

(32-34)

· Procurement policies and practices

(8, 9, 13, 14, 35, 36)

· Farm to institution, including schools, worksites, hospitals, and other community institutions

(35, 36, 37)
	· Safe, attractive accessible places for activity (i.e., access to outdoor recreation facilities, enhance bicycling and walking infrastructure, place schools within residential areas, increase access to and coverage area of public transportation, mixed use development, reduce community design that lends to increased injuries) 

(xxxix – xli)

· City planning, zoning and transportation (e.g., planning to include the provision of sidewalks, parks, mixed use, parks with adequate crime prevention measures, and Health Impact Assessments)

(ii,iii,iv,v,viii,ix)

· Require daily quality PE in schools 

(xvi – xxiii)

· Require daily physical activity  in afterschool/childcare settings

(i, ii, iii, v, viii, ix, xxiv-xxvii)

· Restrict screen time (afterschool, daycare)

(x, xi, xii, xiii, xiv)

	Point of Purchase/

Promotion
	· Restrict point of purchase advertising as allowable under federal law.

(q)

· Product placement

(q)


	· Signage for healthy vs. less healthy items

(8, 9, 47, 48, 74-75)

· Product placement & attractiveness

(8, 9, 47, 48, 49, 74-75)

· Menu labeling

(50-53)


	· Signage for neighborhood destinations in walkable/mixed-use areas (library, park, shops, etc)

(ii, iii, iv, ix, xlxiii)

· Signage for public transportation, bike lanes/boulevards

(ii, iii, iv, ix, xlxii, xlxiii)

	Price
	●
Use evidence-based pricing strategies to discourage tobacco use (a-c)

●
Ban free samples and price discounts (d)


	· Changing relative prices of healthy vs. unhealthy items (e.g. through bulk purchase/procurement/ competitive pricing) 

(5-9, 60-62)


	· Reduced price for park/facility use

(xxxvi – xxxviii)

· Incentives for active transit (xxxvii, xxxviii)

· Subsidized memberships to recreational facilities 

(ii, iii, viii,ix)

	Social Support & Services
	· Quitline and other

cessation services

(r-t)


	· Support breastfeeding through policy change and maternity care practices
(54-59)
	· Safe routes to school 

(vii, xv, xxxi-xxxv)

· Workplace, faith, park, neighborhood activity  groups (e.g., walking hiking, biking)

(ii, iii, viii, ix)


Tobacco references

Use evidence-based strategies to discourage tobacco use

a. Centers for Disease Control and Prevention. Reducing tobacco use: a report of the Surgeon General. Atlanta, GA: US Department of Health and Human Services, CDC; 2000 

b. Institute of Medicine. Ending the tobacco problem: a blueprint for the nation. Washington, DC: The National Academies Press; 2007. 

c. Task Force on Community Preventive Services. Guide to community preventive services: tobacco use prevention and control. Am J Prev Med 2001;20(2 Suppl 1):1--87.

Ban free samples and price discounts

d. Loomis BR, Farrelly MC, Mann NH. The Association of retail promotions for cigarettes  with the Master Settlement Agreement, tobacco control programmes and cigarette excise taxes. Tob. Control 2006; 15;458-63.

Access (youth specific)

e. Centers for Disease Control and Prevention. Reducing tobacco use: a report of the Surgeon General. Atlanta, GA: US Department of Health and Human Services; 2000 

f. Institute of Medicine. Ending the tobacco problem: a blueprint for the nation. Washington, DC: The National Academies Press; 2007. 

g. Task Force on Community Preventive Services. Guide to community preventive services: tobacco use prevention and control. Am J Prev Med 2001;20(2 Suppl 1):1--87.

Usage bans (smoke free campuses)

h.    Pentz MA. The power of policy: the relationship of smoking policy to adolescent smoking. American journal of public health 1989;79(7):857-62.

i.    Wakefield MA. Effect of restrictions on smoking at home, at school, and in public places on teenage smoking: cross sectional study. BMJ 2000;321(7257):333-7.
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W Russell, D Dzewaltowski and G Ryan, The effectiveness of a point-of-decision prompt in deterring sedentary behavior, Am J Health Promot 13 (1999), pp. 257–259.

APPENDIX B:  Sample Policy Analysis Worksheet (text in blue italics should be replaced as you use the worksheet) 
Domain: (Nutrition, Physical Activity, Tobacco)
Current Status of Policy/Environmental Supports and Barriers:

Policy or Environmental Change Strategy: (selected from the table in Appendix C: Intervention Strategies for State and Territory Policy, Environmental Change)

Potential Reach: (How many members of the population will be affected by the policy change and what will the effect of the policy change be on nutrition, physical activity or tobacco issues in the population) [intended effect here looks redundant with the impact items below.  Suggest reworking and reordering as follows: 

Intended Effect/Impact:  (what will the effect of the policy change be on nutrition, physical activity or tobacco issues in the population in both the short and long-run)

Short Term Health Impact: (What is the short term impact of implementing this strategy?)

Long Term Health Impact:  (What is the long term impact of implementing this strategy?)
Key Partners: (Identify the most influential partners and decision makers who will be critical to the successful implementation of this strategy.)

Coordination With Other Recovery Act Efforts:  (Identify opportunities for coordination with related Recovery Act efforts from other sectors, such as transportation, education, health care delivery, agriculture and others.  See attachment X for examples) 

Supportive Factors:  (What is taking place in the state that is working in favor of this change?  Are there opportunities to leverage existing activities/initiatives?)

Restraining Factors: (What is taking place in the state that might work against this change?)

Past Attempts and Lessons Learned:  (Brief description of past efforts to implement this or similar changes in the state?  What lessons were learned and what steps will be taken to mitigate risk?)
Sustainability Strategies: (Describe steps to sustain the impact of Recovery Act investments beyond the federal funding provided.) 
Appendix C:  US Government-funded Recovery Act Programs Potentially Leveraged by the Prevention and Wellness Communities Program

Applicants showing collaboration and leveraging across agencies similar to the ones noted below will help demonstrate the applicants’ commitment to the public health issues addressed in this FOA. These are potential areas of collaboration, not required projects.
US Department of Transportation

· Federal Highway Administration funding for park roads, parkways, forest highways, ferry boats, etc. 

· Special discretionary grant program to fund large transportation projects of all modes with costs between $20 and $300 million.  

·  Supplemental Grants for a National Surface Transportation System.

·  Federal Transit Administration capital assistance grants to public transit agencies for capital improvements to assist in reducing energy consumption.

US Department of Agriculture

· Special Supplemental Nutrition Program for Women, Infants, and Children The Emergency Food Assistance Program
· Food Distribution Programs on Indian Reservations

· National School Lunch Program funding for schools to make necessary improvements to school kitchens in order to handle and process healthy foods.

· US Forest Service projects involving capital improvement, bridges, trails, reconstruction, forest improvement and enhancement. 

· Recognize excellence in nutrition and physical activity by increasing the number of schools certified as a Healthier US School Challenge School
· Rural Development Water and Waste Disposal program to provide loans and grants for rural water and wastewater infrastructure

· Rural Community Facilities Program loans and grants to develop essential community facilities in rural areas and towns of up to 20,000 in population. Funds to be used for facility acquisition, construction, renovation, or the purchase of equipment and furnishings 

· Team Nutrition is an initiative of the USDA Food and Nutrition Service to support the Child Nutrition Programs through training and technical assistance for foodservice, nutrition education for children and their caregivers, and school and community support for healthy eating and physical activity.

· Expanded Food and Nutrition Education Program (EFNEP) is designed to assist limited-resource audiences in acquiring the knowledge, skills, attitudes, and changed behavior necessary for nutritionally sound diets, and to contribute to their personal development and the improvement of the total family diet and nutritional well-being.

· Community Food Projects are designed to increase food security in communities by bringing the whole food system together to assess strengths, establish linkages, and create systems that improve the self-reliance of community members over their food needs.

· Kids in the Woods is an agency-wide effort to focus attention and resources in connecting children with nature and their public lands. Efforts encompass a range of activities and programs including summer camping and hiking programs, service opportunities, classroom presentations and engagement, and special events such as National Get Outdoors Day and National Public Lands Day.  

· Get Fit with US - Forests are working with communities as a part of Get Fit with US to increase participation in outdoor recreation, thereby leading to healthier lifestyles.  

· Winter Trails Day - Numerous forests are partnering with communities to host Winter Trails Day (and Winter Feels Good) activities to promote winter recreation activities like snowshoeing and cross country skiing to increase physical activity during the winter months. 

· Summer Food Service Program is the single largest Federal resource available
for local organizations that want to combine a feeding program with a summer activity program for children.

· School Breakfast Program provides cash assistance to States to operate nonprofit breakfast programs in schools and residential childcare institutions.

· National School Lunch Program funding for schools to make necessary improvements to school kitchens in order to handle and process healthy foods.

· Participates in the National School Lunch Program and receives and utilizes Team Nutrition materials.

· Conservation Youth Corps - Provides “at risk” youth with additional education and skills so they can make better health choices and avoid risky behavior.

US Department of Interior

· Construction projects at US Fish and Wildlife Service facilities

· US Fish and Wildlife programs for habitat restoration, deferred maintenance, trail maintenance, and renewable energy projects. 

· Bureau of Indian Affairs construction projects, including improvements and repairs to buildings, roads, schools, and jails on Tribal lands.  

· National Park Service construction and rehabilitation of major buildings, roads, and historic sites 

US Department of Education
· Carol M. White Physical Education Program (page G-56:  http://www.ed.gov/about/overview/budget/budget10/justifications/g-ssce.pdf)

· Safe and drug-free schools and communities: National programs   (Page G-24:  http://www.ed.gov/about/overview/budget/budget10/justifications/g-ssce.pdf)

Environmental Protection Agency

· Clean Water State Revolving Fund.
· Brownfields projects to address environmental site assessment and cleanup.  Funds will capitalize revolving funds and provide low interest loans, job training grants and technical assistance to local governments and non-profit organizations.
US Department of Housing and Urban Development
· Community Development Block Grants (& Indian CDBG) with eligible activities include housing rehab that will include site improvements and development of community infrastructure which can improve walkable community design and investments that promote physical activity. 

· Public Housing Capital Fund for capital repairs and improvements to federally-subsidized public housing, including renovations and retrofits that improve walkability and community investments that promote physical activity. 
· Native American Housing Block Grants for capital investments in energy efficiency and development of sustainable communities, including walkability and investments that promote physical activity.
· Lead Hazard Reduction Grants invested in lead paint hazard reduction abatement activities (not directly related to initiative’s goals, but health-related)
· The OHHLHC Healthy Homes Demonstration (HHD) grants are well-suited for leveraging with HHS’s initiative.  There were 20 ARRA HHD grants awarded in the past few months in communities across the country.

· Specifically, the purpose of the HHD grant program is to “develop, demonstrate, and promote cost-effective, preventive measures to correct 

· The Healthy Homes Demonstration Program is committed to supporting the Departmental Strategic Goal of strengthening communities by addressing housing conditions that threaten health.
US Federal Emergency Management Administration 
· Emergency Food and Shelter Program
US Department of Health and Human Services

· The Community Health Center Program which provides community-based primary and preventive health services including outreach and health education.

· Head Start which supports a comprehensive array of health, nutritional and social services to eligible four and five year old preschoolers and their families. 

· Early Head Start which promotes healthy prenatal outcomes for pregnant women, enhances the development of very young children, and promotes healthy family functioning. 

· Senior Nutrition Programs to support congregate nutrition services provided at senior centers and other community sites, home delivered nutrition services delivered to frail elders at home, and Native American nutrition programs. 

· Child Care and Development Fund enables low-income parents and parents receiving Temporary Assistance for Needy Families (TANF) to work or to participate in the educational or training programs they need in order to work. Funds may also be used to serve children in protective services. In addition, a portion of CCDF funds must be used to enhance child care quality and availability.
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 Appendix D – State Policy and Environmental Change Funding Chart (Non-Competitive)

State maximums were calculated with a base of $300,000, and a per capita amount of $.11 based on US Census data as of July, 2008.  The maximum state award is $2.2 million

	State
	Maximum Award
	State
	Maximum Award

	.Alabama
	$766,190
	Nebraska
	$478,343

	.Alaska
	$368,629
	Nevada
	$560,017

	.Arizona
	$950,018
	New Hampshire
	$431,581

	.Arkansas
	$585,539
	New Jersey
	$1,168,266

	.California
	$2,200,000
	New Mexico
	$498,436

	.Colorado
	$793,946
	New York
	$2,200,000

	.Connecticut
	$650,125
	North Carolina
	$1,222,241

	.Delaware
	$387,309
	North Dakota
	$364,148

	District of Columbia
	$359,183
	Ohio
	$1,448,591

	.Florida
	$2,132,834
	Oklahoma
	$664,236

	.Georgia
	$1,268,574
	Oregon
	$679,006

	.Hawaii
	$428,820
	Pennsylvania
	$1,544,828

	.Idaho
	$452,382
	Rhode Island
	$405,079

	.Illinois
	$1,590,156
	South Carolina
	$747,980

	.Indiana
	$937,679
	South Dakota
	$380,419

	.Iowa
	$600,256
	Tennessee
	$921,489

	.Kansas
	$580,213
	Texas
	$2,200,000

	.Kentucky
	$726,925
	Utah
	$573,642

	.Louisiana
	$741,080
	Vermont
	$362,127

	.Maine
	$431,646
	Virginia
	$1,076,909

	Maryland
	$863,360
	Washington
	$954,922

	Massachusetts
	$949,797
	West Virginia
	$481,447

	Michigan
	$1,300,342
	Wisconsin
	$862,797

	Minnesota
	$822,039
	Wyoming
	$353,267

	Mississippi
	$593,862
	USVI
	$311,191

	Missouri
	$891,161
	Puerto Rico
	$695,404

	Montana
	$396,744
	
	


Appendix E – State Quitline Funding Chart

State maximums were calculated using a base of $400,000, and a per smoker amount of $0.55 ($0.548) based on the 2008 BRFSS.

	State
	Maximum Award
	State
	Maximum Award

	Alabama
	$830,666
	Montana
	$475,739

	Alaska
	$460.221
	Nebraska
	$534,756

	Arizona
	$817,621
	Nevada
	$636,143

	Arkansas
	$664,274
	New Hampshire
	$495,252

	California
	$2,501,528
	New Jersey
	$938,132

	Colorado
	$759,976
	New Mexico
	$557,545

	Connecticut
	$635,775
	New York
	$1,788,538

	Delaware
	$465,049
	North Carolina
	$1,199,290

	District of Columbia
	$443,122
	North Dakota
	$449,712

	Florida
	$1,773,681
	Ohio
	$1,369,204

	Georgia
	$1,162,651
	Oklahoma
	$771,878

	Hawaii
	$484,642
	Oregon
	$661,049

	Idaho
	$502,908
	Pennsylvania
	$1,535,931

	Illinois
	$1,534,828
	Puerto Rico
	$588,909

	Indiana
	$1,085,407
	Rhode Island
	$478,403

	Iowa
	$635,919
	South Carolina
	$775,999

	Kansas
	$606,155
	South Dakota
	$458,437

	Kentucky
	$852,144
	Tennessee
	$1,002,155

	Louisiana
	$771,040
	Texas
	$2,194,059

	Maine
	$503,884
	Utah
	$495,125

	Maryland
	$750,534
	Vermont
	$445,327

	Massachusetts
	$847,399
	Virgin Islands
	$50,000

	Michigan
	$1,251,099
	Virginia
	$937,628

	Minnesota
	$782,489
	Washington
	$830,873

	Mississippi
	$670,176
	West Virginia
	$608,202

	Missouri
	$1,015,150
	Wisconsin
	$870,403

	
	
	Wyoming
	$442,973


Appendix B

Public Policy, Organizational and Environmental Approaches to Cancer Control

B1. Primary prevention of breast, cervix, colorectal, lung and skin cancers **

	
	Tobacco Control 


	Improve Nutrition and Increase Physical  Activity
	Alcohol Control
	UV Exposure Reduction    
	Vaccination

	Public Policies (local and/or state)
	-SEE MAPPS (Appendix A)

-Increase tobacco excise tax


	-SEE MAPPS

(Appendix A)


	-Limit how, when and where alcohol is sold

-Limit underage access

-Raise price of alcohol


	-Regulate use of indoor tanning devices by children and adolescents 


	-Implement Human Papilloma-Virus (HPV) vaccine policy in appropriate settings 

- Implement Hepatitis B Virus (HBV) vaccine policy in appropriate settings 

- Mandate insurance coverage for HPV vaccine

- Expand Medicaid coverage for HPV

	Organizational Policies
	-SEE MAPPS

(Appendix A)


	-SEE MAPPS

(Appendix A)


	- Enforce alcohol restrictions consistent with federal law  

	
	

	Environmental 

Strategies
	-SEE MAPPS

(Appendix A)
	-SEE MAPPS

(Appendix A)


	-Regulate zoning of alcohol outlets
	-Require increased trees/shade in communities

-Implement UV alert    systems (media)   
	


**Must select at least 1 primary prevention public policy from this table or from mapps as an intervention in this program**

B2. Secondary prevention (screening) of breast, cervix, and colorectal cancers

	
	Increase Awareness
	Increase Early Detection
	 Quality Assurance 

	Public Policies
	
	-Limit co-pay/deductibles for screening tests

- Increase Medicaid  reimbursement rates for  preventive services

-Expand NBCCEDP Medicaid coverage at the state level (i.e., options 2 and 3)
	- Mandate e-reporting of screening tests and pathology diagnosis of cancer 



	Organizational Policies
	
	-Increase worksite policies facilitating breast, cervical, and colorectal cancer screening (onsite screening services, reminder systems at workplace, paid day off for screening tests requiring day lost from work)

- Work with private insurers and  Medicaid to provide reimbursement for 

patient navigation programs to improve screening and treatment process

- Work with private insurers and  Medicaid to Provide payment for transportation services to and from screening procedures

-Establish electronic screening reminder systems in large provider systems

-Establish electronic reporting from primary to specialty care providers where appropriate in the screening cycle
	- Increase policies and procedures for quality standards and benchmark performance measurement for breast, cervical and colorectal cancer screening 

- Require use by endoscopists of  CO-RADS or similar tool to standardize and improve quality of endoscopy reporting 

-Implement the NBCCEDP MDE system or a similar Quality assurance registry in large healthcare systems, FQHCs and other sites serving the underserved.




RA 1 – Program readiness, oversight, and management

	ANNUAL OBJECTIVE # 1.1  


	Description


	What Will be Measured
	Direction of Change
	Unit of Measurement
	Baseline
	Target
	Data Source
	Timeframe

	Hire and retention of one FTE


	
	
	
	
	
	
	

	ANNUAL ACTIVITY

	Description
	Lead Personnel Assigned
	Key Partners Assigned
	Timeframe (Quarter)

	1 – 
	
	
	

	2 – 
	
	
	

	3 – 
	
	
	

	4 – 
	
	
	


	ANNUAL OBJECTIVE # 1.2


	Description


	What Will be Measured
	Direction of Change
	Unit of Measurement
	Baseline
	Target
	Data Source
	Timeframe

	Aligns Activities


	
	
	
	
	
	
	

	ANNUAL ACTIVITY

	Description
	Lead Personnel Assigned
	Key Partners Assigned
	Timeframe (Quarter)

	1 – 
	
	
	

	2 – 
	
	
	

	3 – 
	
	
	

	4 – 
	
	
	


RA 2 – State and local support for Policy and Environmental Change through Comprehensive Cancer   

             Control Coalitions
	ANNUAL OBJECTIVE # 2.1


	Description


	What Will be Measured
	Direction of Change
	Unit of Measurement
	Baseline
	Target
	Data Source
	Timeframe

	Build Taskforce or workgroup


	
	
	
	
	
	
	

	ANNUAL ACTIVITY

	Description
	Lead Personnel Assigned
	Key Partners Assigned
	Timeframe (Quarter)

	1 – 
	
	
	

	2 – 
	
	
	

	3 – 
	
	
	

	4 – 
	
	
	


	ANNUAL OBJECTIVE # 2.2


	Description


	What Will be Measured
	Direction of Change
	Unit of Measurement
	Baseline
	Target
	Data Source
	Timeframe

	Engage community


	
	
	
	
	
	
	

	ANNUAL ACTIVITY

	Description
	Lead Personnel Assigned
	Key Partners Assigned
	Timeframe (Quarter)

	1 – 
	
	
	

	2 – 
	
	
	

	3 – 
	
	
	

	4 – 
	
	
	


	ANNUAL OBJECTIVE # 2.3


	Description


	What Will be Measured
	Direction of Change
	Unit of Measurement
	Baseline
	Target
	Data Source
	Timeframe

	Define media strategy


	
	
	
	
	
	
	

	ANNUAL ACTIVITY

	Description
	Lead Personnel Assigned
	Key Partners Assigned
	Timeframe (Quarter)

	1 – 
	
	
	

	2 – 
	
	
	

	3 – 
	
	
	

	4 – 
	
	
	


RA 3 - Develop a Policy Agenda

	PROJECT PERIOD OBJECTIVE – 3.1



	Related Program Goal
	ENTER prioritized Goal from CCC Plan HERE

	Objective
	ENTER information about prioritized Objective from CCC Plan in table BELOW

	Description


	What Will be Measured
	Direction of Change
	Unit of Measurement
	Baseline
	Target
	Data Source
	Timeframe

	
	
	
	
	
	
	
	

	Priority Area
	ENTER Priority Area for this goal/objective HERE 

	Cancer Focus
	ENTER the Cancer Focus this goal/objective HERE 


	ANNUAL OBJECTIVE # 3.1.1


	Description


	What Will be Measured
	Direction of Change
	Unit of Measurement
	Baseline
	Target
	Data Source
	Timeframe

	
	
	
	
	
	
	
	

	Strategy
	ENTER prioritized Strategy from CCC Plan HERE

	Rationale/Evidence-base
	ENTER the Rationale/Evidence-base for the Strategy HERE 

	ANNUAL ACTIVITY

	Description
	Lead Personnel Assigned
	Key Partners Assigned
	Timeframe (Quarter)

	1 – 
	
	
	

	2 – 
	
	
	

	3 – 
	
	
	

	4 – 
	
	
	


	ANNUAL OBJECTIVE # 3.1.2


	Description


	What Will be Measured
	Direction of Change
	Unit of Measurement
	Baseline
	Target
	Data Source
	Timeframe

	
	
	
	
	
	
	
	

	Strategy
	ENTER prioritized Strategy from CCC Plan HERE

	Rationale/Evidence-base
	ENTER the Rationale/Evidence-base for the Strategy HERE 

	ANNUAL ACTIVITY

	Description
	Lead Personnel Assigned
	Key Partners Assigned
	Timeframe (Quarter)

	1 – 
	
	
	

	2 – 
	
	
	

	3 – 
	
	
	

	4 – 
	
	
	


RA 4 – Implement 3-5 Policy and Environmental Cancer Control Activities or Interventions within the Project Period

	PROJECT PERIOD OBJECTIVE – 4.1



	Related Program Goal
	ENTER prioritized Goal from CCC Plan HERE

	Objective
	ENTER information about prioritized Objective from CCC Plan in table BELOW

	Description


	What Will be Measured
	Direction of Change
	Unit of Measurement
	Baseline
	Target
	Data Source
	Timeframe

	
	
	
	
	
	
	
	

	Priority Area
	ENTER Priority Area for this goal/objective HERE 

	Cancer Focus
	ENTER the Cancer Focus this goal/objective HERE 


	ANNUAL OBJECTIVE # 4.1.1


	Description


	What Will be Measured
	Direction of Change
	Unit of Measurement
	Baseline
	Target
	Data Source
	Timeframe

	
	
	
	
	
	
	
	

	Strategy
	ENTER prioritized Strategy from CCC Plan HERE

	Rationale/Evidence-base
	ENTER the Rationale/Evidence-base for the Strategy HERE 

	ANNUAL ACTIVITY

	Description
	Lead Personnel Assigned
	Key Partners Assigned
	Timeframe (Quarter)

	1 – 
	
	
	

	2 – 
	
	
	

	3 – 
	
	
	

	4 – 
	
	
	


	ANNUAL OBJECTIVE # 4.1.2


	Description


	What Will be Measured
	Direction of Change
	Unit of Measurement
	Baseline
	Target
	Data Source
	Timeframe

	
	
	
	
	
	
	
	

	Strategy
	ENTER prioritized Strategy from CCC Plan HERE

	Rationale/Evidence-base
	ENTER the Rationale/Evidence-base for the Strategy HERE 

	ANNUAL ACTIVITY

	Description
	Lead Personnel Assigned
	Key Partners Assigned
	Timeframe (Quarter)

	1 – 
	
	
	

	2 – 
	
	
	

	3 – 
	
	
	

	4 – 
	
	
	


	ANNUAL OBJECTIVE # 4.1.3


	Description


	What Will be Measured
	Direction of Change
	Unit of Measurement
	Baseline
	Target
	Data Source
	Timeframe

	
	
	
	
	
	
	
	

	Strategy
	ENTER prioritized Strategy from CCC Plan HERE

	Rationale/Evidence-base
	ENTER the Rationale/Evidence-base for the Strategy HERE 

	ANNUAL ACTIVITY

	Description
	Lead Personnel Assigned
	Key Partners Assigned
	Timeframe (Quarter)

	1 – 
	
	
	

	2 – 
	
	
	

	3 – 
	
	
	

	4 – 
	
	
	


RA 5 – Evaluate and Monitor progress through the MIS and individual CDC-led case studies  

	ANNUAL OBJECTIVE # 5.1


	Description


	What Will be Measured
	Direction of Change
	Unit of Measurement
	Baseline
	Target
	Data Source
	Timeframe

	
	
	
	
	
	
	
	

	ANNUAL ACTIVITY

	Description
	Lead Personnel Assigned
	Key Partners Assigned
	Timeframe (Quarter)

	1 – 
	
	
	

	2 – 
	
	
	

	3 – 
	
	
	

	4 – 
	
	
	


	ANNUAL OBJECTIVE # 5.2


	Description


	What Will be Measured
	Direction of Change
	Unit of Measurement
	Baseline
	Target
	Data Source
	Timeframe

	
	
	
	
	
	
	
	

	ANNUAL ACTIVITY

	Description
	Lead Personnel Assigned
	Key Partners Assigned
	Timeframe (Quarter)

	1 – 
	
	
	

	2 – 
	
	
	

	3 – 
	
	
	

	4 – 
	
	
	


PAGE  
4

