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Healthy Homes and Lead Poisoning Prevention Program
I.  AUTHORIZATION AND INTENT
Announcement Type: New – Type 1  

Funding Opportunity Number: CDC-RFA-EH11-1102
Catalog of Federal Domestic Assistance Number: 93.070 (Environmental Public Health and Emergency Response)
Key Dates:

Letter of Intent Deadline Date: February 28, 2011
Application Submission Date:  March 16, 2011 (See full explanation in note found in Section V. Application Submission)
Application Deadline Date: March 18, 2011  
Authority:
Section 317(k)(2) of the Public Health Service Act (42 U.S.C. Section 247b(k)(2)), as amended and Section 317A of the Public Health Service Act, (42 U.S.C. Section 247b-1).
Background:

Housing conditions can significantly affect public health.  Approximately 38 million homes in the United States have lead-based paint hazards that can result in childhood lead poisoning.  In addition, injuries, respiratory diseases such as asthma, and quality of life issues have been linked to housing. According to the U.S. Department of Housing and Urban Development’s 2007 American Housing Survey, almost six million households live with moderate or severe physical housing problems.  Although homes with moderate or severe physical problems place residents at increased risk for fire, electrical injuries, falls, rodent bites, and other illnesses or injuries, housing-related health hazards can affect anyone.  For example, exposure to pesticide residues, indoor toxicants, tobacco smoke, and combustion gases such as CO, can affect everyone regardless of socioeconomic status. Therefore, no population group is immune to illnesses or injuries occurring in the home environment.  

From 1990 to 2011, the Centers for Disease Control and Prevention (CDC) awarded funds to state and local health departments to support childhood lead poisoning prevention programs. During FY 2010 alone, CDC allocated nearly $25 million to state and city health departments. However, CDC recognizes the need to address housing related issues, including lead exposure, in a more comprehensive manner.  In 2009, with Congressional acknowledgement, CDC changed the name of the Childhood Lead Poisoning and Prevention Branch to the Healthy Homes and Lead Poisoning Prevention Branch (HHLPPB).  This name change reflects the new direction of the HHLPPB in implementing a healthy homes initiative that addresses multiple childhood diseases and injuries in the home. 

Most public health efforts take a categorical approach to health and safety hazards in the home, focusing narrowly on one issue, even in the presence of multiple issues.  The Healthy Homes Initiative builds upon CDC’s successful Childhood Lead Poisoning Prevention Programs (CLPPP) to expand efforts in addressing a variety of environmental health and safety concerns including: Interior Biological Agents (dust mites, pests, mold); Interior Chemical Agents (lead, pesticides, environmental tobacco smoke, radon); External Exposures (drinking water); and Structural Deficiencies (homes safety devices).  If homes are assessed for multiple risks, then multiple interventions can be implemented simultaneously. Existing state and local programs with a home visitation component potentially can address family health, environmental, and safety issues more comprehensively and, consequently, affect more families. For example, home visits to identify lead exposure sources for children with elevated blood lead levels can be expanded to assess whether working smoke alarms and carbon monoxide detectors are present and also whether moisture-related conditions exist (such as mold and pest infestation).  Some of these interventions can be implemented by state and local programs, while others may have to be referred to appropriate programs or agencies for follow-up. This holistic approach has been demonstrated to be less expensive than addressing problems individually. 
In 2009, CDC worked with the Office of the Surgeon General in releasing The Call to Action to Promote Healthy Homes. The Call to Action outlines a comprehensive and coordinated approach to healthy homes.  This approach seeks to reduce disparities in the availability of healthy, safe, affordable, accessible, and environmentally friendly homes.  The Call to Action defines a healthy home as one that is sited, designed, built, renovated, and maintained in ways that support the health of residents. Specific features that constitute a healthy home include structural and safety aspects of the home, quality of indoor air and water, and the presence or absence of chemicals.  In order to achieve a safe and healthy home environment, the Call to Action highlights integrating a variety of strategies including: 

· Changing structural conditions and building practices
· Modifying resident and property owners’ behaviors
· Developing and implementing policies to enforce healthy housing practices

The Call to Action also highlights the need for research that links housing conditions with specific health outcomes.  In an effort to better understand interventions ready for implementation or in need of additional research, the National Center for Healthy Housing (NCHH) and CDC convened a Healthy Homes Expert Panel Meeting to review the scientific evidence of housing interventions and its impact on improving or preventing certain diseases and conditions.  The expert panel reviewed more than 170 scientific studies of housing interventions in four primary areas including: Interior Biological Agents; Interior Chemical Agents; External Exposures; and Structural Deficiencies.  The interventions determined ready for broad-scale implementation include:

· Lead hazard control to prevent lead poisoning

· Integrated pest management (IPM) to reduce asthma and pesticide exposure

· Comprehensive and tailored home-based asthma interventions

· Active sub-slab depressurization to reduce lung cancer from radon gas

· Smoke alarm installations to prevent injuries and death from residential fires
· Smoke free rules at home
The Healthy Homes approach is holistic and comprehensive and provides public health professionals, including environmental public health practitioners, public health nurses, and housing specialists, the requisite training and tools necessary to address the broad range of housing deficiencies and hazards associated with unhealthy and unsafe homes.  
Disparities in Healthy Homes

Although homes of any age or value can contain serious environmental hazards, older properties that are poorly maintained typically present the greatest risks. The US Department of Housing and Urban Development (US HUD) defines substandard housing as homes with severe or moderate problems.  Residents of poorly maintained housing are at increased risk from fire, falls, lead poisoning, asthma, and other injuries and illnesses.  People living in substandard housing are disproportionately of minority race or ethnicity.  
The burden of housing hazards disproportionately affects certain age groups, races, and ethnicities, and varies geographically.  Anyone can suffer from housing-related illnesses or injuries; however, certain groups are more susceptible.  Some risk factors that increase the susceptibility or vulnerability of certain groups for housing-related health issues include:  
· Age


Children are more vulnerable to environmental exposures due to their developing organs and nervous system.  Children living in older housing are more vulnerable to having elevated blood lead levels than the population of U.S. children as a whole.  Elderly adults are more susceptible to certain housing-related hazards such as injuries and falls.
· Income and Ethnicity
Low-income, minority populations are more likely to live in homes with structural defects and environmental hazards. Low-income households and older homes also have high concentrations of mouse and cockroach allergens. 

· Geographical Location
Some hazards are more common in certain geographical locations. For example, radon gas levels vary across the country.
Healthy Homes and Vulnerable Populations
The Healthy Homes Initiative will promote environmental justice, the fair treatment and meaningful involvement of all people regardless of race, color, national origin, or income with respect to the development, implementation, and enforcement of environmental laws, regulations, and policies.  Within the context of healthy homes, environmental justice requires reducing disparities in the accessibility of healthy, safe, affordable, and environmentally friendly homes.   It focuses on the vulnerable population to ensure that they are protected from housing-related hazards and deficiencies.  As we implement the healthy homes initiative, there are compelling reasons to focus attention and resources on the needs of vulnerable populations: (1) vulnerable populations have greater health and social needs, (2) the prevalence of vulnerable groups in the population is increasing, and (3) vulnerability is a social justice issue. 
A vulnerable population is defined as any population that is at an increased risk for adverse health-related outcomes due to housing patterns driven by racial, cultural, social, and economic conditions.  Many vulnerable populations are disproportionately impacted by housing-related hazards such as lead hazards, pesticide residues, electrical injuries, house fires, household chemical poisoning, falls, tobacco smoke, noise, and moisture.  Moreover, these populations are often left out of decision-making processes.  Meaningful involvement of affected populations during initial phases of the decision-making process is an essential step to addressing health and housing inequities among disparate populations.   

Purpose: 
The purpose of the HHLPPP is to reduce or eliminate housing-related health hazards and to promote housing that is healthy, safe, affordable, and accessible.  This program will address multiple hazards in homes and prevent diseases and/or injuries that result from housing-related hazards.  Priority hazards, diseases and conditions, and high-risk populations should be determined based on programmatic data and other data sources (i.e. census, hospital admissions, or building/sanitary code violations by address).  Special emphasis should be placed on populations who suffer disproportionately from housing-related disease.  This announcement addresses the “Healthy People 2020” focus areas of environmental health, public health infrastructure, and education and community-based programs.
Funds will be used to do the following:

· Build a consortium of strategic partners to address unsafe and/or unhealthy housing conditions.
· Assure follow-up care is provided for high-risk populations who are identified with housing-related health issues.  

· Develop a surveillance system that monitors blood lead levels, environmental test results, and healthy housing variables.

· Develop a regulatory structure and enforcement process to prevent or control housing-related environmental health hazards.  
Measurable outcomes of the program will be in alignment with one (or more) of the following performance goal(s) for the CDC National Center for Environmental Health: 
· Prevent or reduce illness, injury and death related to environmental risk factors.

· Build and enhance effective partnerships to improve environmental health capacity.

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:
This funding opportunity announcement has two distinct Phases.  Phase 1 focuses on conducting a comprehensive needs assessment to identify health and housing needs of the community, and evaluating program capabilities for implementation of a healthy homes program.  Activities conducted during Phase 1 will result in the development of a healthy homes strategic plan by the end of Year 1.  Phase 2 focuses on implementation of the strategic plan.  
PROGRAM ELEMENTS - PHASE 1
The following program elements shall be included as components of the Work Plan.  Awardee activities for Phase 1 are as follows: 
Strategic Plan
1. Convene an advisory group of diverse stakeholders to develop a Healthy Homes Strategic Plan.  At a minimum, the advisory group should meet at least quarterly.  It should consist of wide representation of community health, housing, weatherization, and community members; voluntary, and professional organizations; business, community, and faith-based leaders; and at least one lay person representative of the population(s) to be served. 
By the end of year one, write and submit a statewide or jurisdiction wide strategic plan for healthy homes.   The applicant may submit the strategic plan prior to the end of year one and begin implementation of Phase 2 activities.  At a minimum, the plan must include the following elements:   
· A mission.

· A description of burden of exposures or conditions as consistent with those populations and areas identified in the Need section. 
· Clear SMART (specific, measurable, achievable; realistic; and timely) goals, objectives, and activities in the proposed work plan; outline for years 2 and 3. 
· A description of the person/position responsible for the specific objective/activity in the execution of the strategic plan.
· A description of partners involved.
· Guidelines for collecting and using data to evaluate and modify the plan as needed.
· A description of activities that assure engagement of the advisory group members in the process to monitor and refine the plan.
· A sustainability plan to ensure continuation of services to high-risk populations once the project funding has ended.  
Further guidance on developing the strategic plan and forming the advisory workgroup or committees is located in Appendix II, "Guidance for Developing a Strategic Plan”.
Primary Prevention

1. Assess housing conditions in high-risk areas, and identify vulnerable populations at risk for health or housing issues by using programmatic data or other data sources.   Compile those data into an electronic format and develop an on-going evaluation component. 

2. Develop risk communication/health education activities that support housing- based primary prevention strategies, and target high-risk areas and populations identified in the Need section of the application.  

3. Develop a technical assistance and training process to address the needs of staff, coalitions, and partners involved in healthy homes.  Target audiences should include public health professionals; environmental health, and housing professionals; health care providers and home-visiting staff; code inspectors; non-governmental organizations; urban planners; architects; and engineers, as well as, construction maintenance; pest control; and weatherization workers.

Case Coordination/Plan of Care

1. Identify assessment tools for collection and documentation of housing-related health hazards that can alert public health practitioners of needs for follow-up, and determine methodologies (e.g. inspections, sample collection) for identifying housing issues. An assessment tool resource list is available at http://www.cdc.gov/nceh/lead/tools/assessement_tools.htm.  The applicant is strongly encouraged to utilize existing assessment tools from the resource list and modify accordingly to meet their needs. 
2. Develop a protocol to assure appropriate follow-up care is provided when health and housing issues are identified.  The protocol should address both health and housing components, and include the following elements (at a minimum):

· Eligibility criteria for entering into case management 

· Quality assurance process, for direct services and referrals, to ensure clients receive timely services and activities are properly documented.

· Plan of care for addressing medical issues (lead, asthma, etc.) directly or through a referral mechanism.  See Appendix VI for case management guidelines and recommendations.
· Process for monitoring outcome of referrals and revising plan if necessary to achieve health outcome.

· Process for monitoring houses identified with hazards including documentation procedures, follow-up visits, and enforcement activities. 

· Case closure criteria for ensuring remediation occurs if medical issues are resolved before the housing issue or the case moves to another location.
3. Identify barriers frequently associated with the case coordination process and develop a plan to address those barriers systematically.  The plan shall be aggressive in addressing barriers by developing policies or procedures that can be instituted to change the system delivery process.  

Note:  Provide activities in work plan with a timeline to ensure that the plan will be developed and ready for implementation by the beginning of Year 2.  A copy of the  protocols shall be provided by the end of year 1.
Strategic Partnerships

1. Assess effectiveness of existing partners (i.e., Medicaid, healthcare, business, housing advocates, real estate associations, non-profit organizations, non-governmental organizations, faith and community-based organizations, academia including environmental justice academic resource centers/organizations, and federal, state, and local partners) in meeting goals and  objectives of the healthy homes program.
2. Identify new partners (i.e. weatherization, injury prevention, senior programs, home visitation programs) that focus on the prevention of housing-related health issues or their associated risk factors.  
Partnership development is an ongoing activity that begins during the program design stage and continues through implementation and evaluation.  Partners should demonstrate a high level of commitment by their willingness to invest expertise, leadership, personnel, and other resources in the success of the project.  

3. Determine resources that may be leveraged to specifically support program activities and address health or housing-related concerns in high-risk populations.  
Strategies the applicant may use to leverage resources include the following:  

· Coordinate activities with organizations engaged in healthy housing to optimize resources, minimize duplication of existing efforts, and ensure that activities and interventions are supportive of state plans for the prevention and control of housing-related illnesses. 

· Expand the resources available through public-private ventures, foundation grants, public funding, and in-kind contributions in order to achieve and sustain healthy housing outcomes.
Surveillance 

1. Identify housing-related health data variables that will be stored in the surveillance system. At a minimum, all variables from the CDC Variables List shall be collected.  Cases with housing–related health conditions (Lead Poisoning and Asthma) and addresses with housing related-health hazards shall be tracked.  
2. Identify required hardware and software to support the surveillance system, and develop a plan to procure the hardware and software if not already available.

3. Identify a surveillance system or modify an existing system. The system should:

· Allow person specific data collection, multiple lab tests, and addresses to be related to a single person over various years.
· Allow entry of people and addresses without a blood lead test.

· Allow multiple housing-related health hazards to be tracked to a single address over time.
· Track case management services and all housing-related health hazards until the issues are resolved.

NOTE:  See Appendix III for healthy housing variables.  Use of the CDC’s Healthy Homes and Lead Poisoning Surveillance System (HHLPPS) satisfies this activity requirement.

4. Develop a Data Cleaning Plan to address duplicate records and correct errors (i.e.  lab results dates, reuse of patient IDs, address format problems) identified during data processing for CDC quarterly submissions. Data cleaning should be undertaken regularly and errors identified during data processing should be corrected prior to the next quarterly submission.

5. Identify sufficient staff to address each aspect of the surveillance system including: Data Collection, Data Entry, Data Management, Data Analysis, Epidemiological Support, and Information Technology Support.
6. Develop a Data Dissemination Plan to include reporting all required data elements to CDC Quarterly, as well as, surveillance activity reports to partners. 

Policy

1. Assess current regulatory authorities (i.e. laws, regulations, ordinances, codes, policies) pertinent to housing, sanitation, property maintenance and health hazards in the home, and identify the appropriate agency with enforcement authority. 
2. Meet with appropriate officials (i.e.. general counsel) to discuss effectively using existing authorities for addressing healthy homes issues, and identifying potential gaps within the authorities.  
3. Develop a plan of approach to address gaps and inconsistencies in regulatory authorities.
PROGRAM ELEMENTS - PHASE 2

Awardee activities for Phase 2 are as follows: 
Strategic Plan

1. Implement the strategic plan for healthy homes.  Revise the strategic plan when necessary.
2. Assure advisory group members stay engaged in the process to monitor and refine the strategic plan.

Primary Prevention 

1. Perform primary prevention activities to include conducting standardized, systematic, inspections of high-risk housing, and linking vulnerable populations to environmental interventions before a home injury/illness occurs.
2. Conduct activities that support primary prevention and reduce the risk of housing-related environmental exposures to high-risk areas and vulnerable populations.  
Activities may include:

· Assuring that home assessments of nearby units and common spaces are conducted when a home health hazard is identified in multi-unit properties.

· Ensuring regular and comprehensive inspections of subsidized properties and require that these units meet basic safety and sanitary requirements.

· Developing educational material and media campaigns to support primary prevention activities.
3. Build capacity within state or high-risk areas to prevent or control housing-related environmental health hazards through implementation of a technical assistance process, leveraging of resources, training, and educational activities.   
Activities may include:

· Implementing a training program for high-risk populations about housing-related environmental health and safety hazards, including the principles of healthy housing, and healthy home practices and intervention strategies.

· Expanding existing home visitation programs or childhood lead poisoning prevention programs to adopt healthy homes approaches. 

· Adapting existing training programs to include healthy homes approaches and information.
· Conducting presentations to educate key stakeholders.
Care Coordination/Plan of Care

Revise, refine, and carry out the proposed methodology that will be executed by applicant or partner to address health and housing-related issues. 

1. Utilize assessment tools to collect and document health or housing issues. The assessment tool should be developmentally and geographically appropriate, and designed to capture different household characteristics.
2. Implement the protocols to ensure houses with hazards are remediated and clients receive timely services.  
3. Execute strategies identified to address barriers associated with the case coordination process.  

Note:  Chart reviews will be conducted annually to ensure houses with hazards are abated/remediated, housing/health referrals are made, and clients receive timely services.  If documentation and performance issues are less than 80%, awardees will be expected to resolve those issues and demonstrate their progress.  Some items that will be assessed include:
· % of time home visit is documented as performed within CDC recommended timeframes. 

· % of time inspection is documented as performed within CDC recommended timeframes. 

· % of time hazards identified in the home are documented. 
· % of time referrals are documented for housing and health hazards identified during the assessment. 

· % of time hazard remediation is documented.
· Of those properties documented with hazards, the # that were cleared or reported healthy and safe. 
Strategic Partnerships
1. Establish strategic partnerships with community organizations, state and local health or housing agencies, department of education, academic institutions, and others entities involved in implementation of program activities and the Healthy Homes Strategic Plan.  
Partners must include, but are not limited to, local or state health departments; local or state housing agencies; and grassroots, community-based, non-profit and/or faith-based organizations groups.  

2. Implement strategies for leveraging resources which may include funds from other allowable federally funded programs, and/or state, local, charity, non-profit or for-profit entities or internal agency resources.
3. Create a capacity-building mechanism, with partners, that will provide training, education, technical support, mobilization, and consensus to improve the communities’ ability to detect health hazards in homes.

Surveillance 

1. Have staff in placed trained to manage and use the surveillance system.  
2. Collect housing-related and person-related data, and enter into the surveillance system database.

3. Submit required data extracts in the proper format to CDC on a quarterly basis. 

Produce surveillance activity reports at least annually and disseminate reports to partners.

4. Adhere to data cleaning plan. Correct errors identified during data processing by the subsequent quarter, and submit corrected data with next CDC quarterly submission.
Policy

1. Implement a plan to enact or update regulatory authorities, and strengthen enforcement abilities when addressing healthy homes issues.  
Note:  Consult with Office of General Counsel’s before engaging in the legislative process concerning rules and restrictions pertinent to lobbying activities, and identify solutions to overcome barriers.
2. Enforce existing regulations within the state or jurisdiction that address housing, sanitation, property maintenance, and health issues in the home.
3. Collaborate with pertinent authorities on addressing health and housing issues.  A MOU should be submitted outlining the roles and responsibilities of each party.

WORK PLAN

1. Create a work plan for Phase 1 activities in each of the program elements listed above.  The work plan shall outline long-range goals for the duration of the project period, and include specific, measurable, achievable, realistic and time-phased objectives for the first budget year of the proposed project.  

2. Develop a tentative work plan for Phase 2 (years two and three) of the project period. The work plan shall be updated annually to ensure consistency with the strategic plan.  See Section V. Application Content for more information.  
EVALUATION
1. Create a comprehensive evaluation plan for assessing overall programmatic progress by the end of year 1. The evaluation plan shall address the effectiveness of the Healthy Homes program, as well as, the overall impact of the program in reducing housing-related health hazards within the target high-risk area. 

The evaluation plan must include:

· Data measures or indicator table demonstrating how to determine if each goal has been met.
· Measures that evaluate the activities and objectives of the annual work plan, including process and outcome measures. 

· The name or, if person has not been hired, position (include job description) responsible for conducting the evaluation.

· Description of the data that will be used to evaluate program.

· Description of how often evaluation will occur (annually, quarterly, ongoing, etc.), and how results will be used for program improvement.
2. Submit a logic model that addresses the program as a whole, including inputs and activities of staff and strategic partners, outputs, objectives, and goals.  An updated logic model consistent with the goals, objectives and activities of the strategic plan shall be submitted by the end of year 1.  See Appendix IV for more information. 

Note:  Awardee shall participate in quarterly conference calls, trainings and projects (i.e. evaluation, program surveillance, case management, policy development, primary prevention, strategic partnerships) that will strengthen and address weaknesses/barriers of the program.
In a cooperative agreement, CDC staff is substantially involved in the program activities, above and beyond routine grant monitoring.  
CDC Activities:

CDC activities for this program are as follows:

· Provide consultation and technical assistance to the awardees in the development/enhancement and implementation of their healthy homes strategic plan.

· Review the use of data and information collection methods and analysis instruments. 
· Assist awardees by providing housing-related health hazard intervention “best practices” as they become known. 
· Provide technical assistance in implementing activities and identifying major program issues, effective strategies, and priorities related to the cooperative agreement.
· Assist awardees in assessing program effectiveness through provision of technical assistance.
· Foster collaboration with other federal, state, and local health; environmental; and housing agencies by initiating contacts, conference calls, and on-site visits to discuss programmatic issues.
· Facilitate and assist selected projects in the development and implementation of housing-based primary prevention surveillance activities.
· Provide technical assistance for surveillance activities if necessary.

· Provide approval for key personnel.
III. AWARD INFORMATION AND REQUIREMENTS

Type of Award: Cooperative Agreement

CDC substantial involvement in this program appears in the Activities Section above.
Award Mechanism: EU1 (Studies of Environmental Hazards and Health Effects)
Fiscal Year Funds: 2011
Approximate Current Fiscal Year Funding: $23,000,000 

Approximate Total Project Period Funding: $69,000,000 (This amount is an estimate and is subject to availability of funds).  This includes both direct and indirect costs. 
Approximate Number of Awards: 40
Approximate Average Award: $500,000 (This amount is for the first 12-month budget period. This includes both direct and indirect costs).  
Floor of Individual Award Range: $300,000 
Ceiling of Individual Award Range: $600,000 (This ceiling is for the first 12-month budget period and includes both direct and indirect costs).  
Anticipated Award Date: July 1, 2011

Budget Period Length: 12 months
Project Period Length: 3 Years
Throughout the project period, CDC’s commitment to continuation of awards will be conditioned on the availability of funds, evidence of satisfactory progress by the recipient (as documented in required reports), and the determination that continued funding is in the best interest of the Federal government.
IV.  ELIGIBILITY

Eligible applicants that can apply for this funding opportunity are listed below: 
· Federally recognized or state-recognized American Indian/Alaska Native tribal governments

· American Indian/Alaska native tribally designated organizations

· Alaska Native health corporations

· Urban Indian health organizations

· Tribal epidemiology centers

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

· Political subdivisions of States (in consultation with States)
(Political subdivisions of States must serve a population of 1,000,000 or more and have authority to govern, regulate, deliver, implement and enforce policies or codes related to health or housing issues in the jurisdiction identified in the Needs Section of the application. Upon submission of the application, the applicant shall include proof to verify their status).
A Bona Fide Agent is an agency/organization identified by the state as eligible to submit an application under the state eligibility in lieu of a state application.  If applying as a bona fide agent of a state or local government, a letter from the state or local government as documentation of the status is required.  Attach with “Other Attachment Forms” when submitting via www.grants.gov.   

Limiting Competition Justification
This FOA will provide financial assistance to state and local governments or their Bona Fide Agents that serve a population of 1,000,000 or more.   The population threshold of 1,000,000 or more does not apply to US Territories or American Indian/Alaska Native Tribal applicants.

State and local health/housing departments are essential to bridging the gap between health and housing. The entities identified above are the only entities that are capable of establishing and further developing a public health infrastructure that will support the goals of the Healthy Homes Initiative which include the following:  

· Must have authority in jurisdiction to govern, regulate, deliver, implement and enforce policies or codes (i.e. sanitation, environmental health, habitability, building) related to health or housing issues.  

· Define and monitor the burden of health-related housing conditions or exposures through statewide surveillance systems.  

· Must also have capability to report extensive health (i.e. name, DOB, test results) and housing (i.e. assessment variables, environmental results) data to CDC.  

· Must exercise the Public Health Exemption to the Health Insurance Portability and Accountability Act (HIPAA) for reporting health-related data.

· Incorporate health or housing assessments into existing infrastructures within health or housing departments. Provide enforceable intervention services such as medical case management for children with lead poisoning or asthma, and remediation of unsafe or hazardous housing conditions. 

· Gain access to data and resources to assess the efficacy of activities, interventions, and policies.

· Convene and work with a wide array of partners in both private and public sectors to holistically address unsafe and/or unhealthy housing conditions.
· Collaborate with partners to develop a statewide healthy housing plan.  Work with those partners to implement the plan and sustain the impact of program efforts.
· Apply environmental public health methods and approaches to bring about policy and systems changes.
SPECIAL ELIGIBILITY CRITERIA: Licensing/Credential/Permits

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

Other 

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

Special Requirements:

If the application is incomplete or non-responsive to the special requirements listed in this section, it will not be entered into the review process.  The applicant will be notified the application did not meet submission requirements. 

· Applicants must address childhood lead poisoning as one of the healthy housing issues within their geographical area to assure 1) follow-up care is provided for children identified with elevated blood lead levels, and 2) elimination or control of lead hazards in housing units within the state or high-risk area(s).  If lead has been eliminated or is no longer a public health problem, the applicant shall provide justification with appropriate documentation related to the lead burden within the state and/or high-risk area(s).  
Documentation may include:  blood lead testing data, population data, poverty status/Medicaid data, age of housing or other housing-specific condition data, and current data about non-paint sources of lead exposure in high-risk urban, suburban, and rural areas (if applicable).  The applicant shall also describe populations living in those areas. This evidence should be uploaded into an Other Documents folder and named “Lead Documentation.”

· Applicants must identify data sources for determining population size including, but not limited to, U.S. Census, Tax Assessor, etc.
· Awardees must participate in quarterly conference calls or webinars to discuss special topics or share experiences, challenges, and successes with other awardees.
· Late applications will be considered non-responsive. See Section "IV.3. Submission Dates and Times" for more information on deadlines. 

· Provide evidence of partnerships by including letters of support, memoranda of understanding, and/or contracts. 
Note:  If applicant is a health agency, evidence of partnership with the housing agency must be provided.  If applicant is a housing agency, evidence of partnership with the health agency must be provided. Evidence of partnership with grassroots, community-based, non-profit and/or faith-based organizations groups must also be provided.
Letters of support or MOUs shall include meeting frequency, leveraged resources, roles, and specific responsibilities/activities for each partner, including data sharing.  This evidence should be uploaded into an Other Documents folder and named “Partnerships”. 
· Applicants directly providing services must be enrolled with their state Medicaid agency as a Medicaid provider. Providers entering into agreements with the applicants to provide such services must be enrolled with their state Medicaid agency as a Medicaid provider. To satisfy this program requirement, applicants must present a copy of Medicaid Provider Certification/Statement as proof that this requirement is met. Failure to include this information will result in the application being returned. This evidence should be uploaded into an Other Documents folder and named “Medicaid Provider”. 

· Key personnel that require prior approval are Program Manager/Director, Principal Investigator, and Surveillance Manager/Epidemiologist. Applicant must provide commitment that key staff vacancies will be filled by end of first quarter, first budget period and within one quarter when they become vacant during the project period.

· Provide in the appendix, assurance that authorization for travel for CDC-funded personnel to attend CDC sponsored grantee meetings, conferences and trainings will be provided.  This evidence should be uploaded into an Other Documents folder and named “Travel Assurance Letter”.
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.  Contact the state single point of contact (SPOC) as early as possible to alert the SPOC to prospective applications and to receive instructions on the State’s process.  Visit the following Web address to get the current SPOC list:   http://www.whitehouse.gov/omb/grants/spoc.html
V.  Application Content 
Unless specifically indicated, this announcement requires submission of the following information:  A Table of Contents must be included in the application.

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 
Other Requirements

Prospective applicants are requested to submit a letter of intent that includes the following information:

LOI Submission Address: Submit the LOI by express mail, delivery service, fax, or E-mail to:

Barry Brooks
National Center for Environmental Health 

4770 Buford Highway, MS F-60

Atlanta. GA 30341

Telephone Number: (770) 488-3641
Fax: (770) 488-3635

E-mail address:  BBrooks@cdc.gov

Although a letter of intent is not required, is not binding, and does not enter into the review of a subsequent application, the information that it contains allows CDC Program staff to estimate and plan the review of submitted applications.  

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

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

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

· Maximum number of pages: 25 excluding budget justification and appendices. If your narrative exceeds the page limit, only the first pages which are within the page limit will be reviewed. 
· Table of Contents (will not be counted towards the page limit)
· Font size: 12 point unreduced, Times New Roman
· Double spaced

· Paper size: 8.5 by 11 inches

· Page margin size: One inch

· Number all narrative pages; not to exceed the maximum number of pages.
The narrative should address activities to be conducted over the entire project period and must include the following items in the order listed:

Need
1. Describe the population in the high-risk area that supports the need for health-related housing interventions.  Provide demographic information demonstrating that the high-risk area has a vulnerable population that is being adversely affected by housing-related health hazards.  

2. Describe housing in the high-risk area(s) that supports the need for health-related housing interventions.  Provide information on housing conditions in high-risk area(s) (e.g., pre-1950, housing in poor condition).  

3. Describe the housing-related health concerns and the need for this program within the targeted high-risk area(s).  Provide information on the prevalence of housing-related health concerns, and costs to the health-care system.

Program Elements

Strategic Plan

1. Describe a proposed Healthy Homes Strategic Plan Advisory Group that will develop and oversee the plan. The group shall have wide representation of community health and housing leaders, and community members.

2. Describe a process leading to the completion of a Healthy Homes Strategic Plan that will include measurable goals and objectives and roles of staff and strategic partners.  
Primary Prevention
1. Describe a strategy to assess housing conditions in high-risk area(s) and link vulnerable populations to evidence-based environmental interventions or resources.

2. Describe a strategy to reduce the risk of housing-related exposures to high-risk areas and vulnerable populations. 
Case Coordination/Plan of Care
1. Describe the assessment process and tools that will be used to evaluate and document housing related health hazards.  

2. Describe the case management protocol that will be implemented to address medical issues, and the environmental protocol that will be followed when evaluating housing-related hazards.

Strategic Partnerships

1. Describe current or future partnerships with state and local health or housing agencies; community-based, non-profit, and/or faith-based organizations; and other entities in implementation of program activities and the Healthy Homes Strategic Plan.  

2. Describe how partnerships will help to build capacity provide training, education, technical support, mobilization, and consensus to improve the community’s ability to detect housing-related health hazards. 

3. Provide evidence of meaningful partnerships by including letters of support, memoranda of understanding, or contractual agreements or fiscal support in the appendix section of the application.

Surveillance
1. Describe the surveillance system (new or modified existing system) that will collect, compile, and track housing-related health hazards including blood lead data, what housing-related variables will be collected and stored in the surveillance system, what staff will operate and manage the system, and how data will be disseminated (dissemination plan). 
For applicants that are not a health department, explain how data will be obtained from state and/or local health departments, Childhood Lead Poisoning Prevention Programs (CLPPP), and other health care agencies (if applicable) for reporting purposes.   
2. Describe the hardware and software that will be used to support the surveillance system or discuss a plan to procure the hardware and software if not already available.

3. Include in the application as an appendix, a listing of partners involved in the development/modification, resource requirements, source of funding, and time-line for completion. 
Policy
Describe plans to identify and assess current laws, regulations, ordinances, codes, and policies needed to address health and safety issues in the home, enforce existing regulations, and collaborate with proper authorities to address healthy homes issues. 
Work Plan
1. Submit a work plan that consists of Phase 1 activities and includes specific, measurable, achievable, realistic, and time-phased goals, objectives and activities. Work Plan must include the activities provided in the program elements: A) Strategic Plan B) Primary Prevention, C) Case Coordination/Plan of Care, D) Strategic Partnerships, E) Surveillance, and F) Policy.  The objectives and activities must target populations and areas identified as high-risk in the Need section of the application.

2. Include supporting activities of 1) local programs and other organizations that are sub-grantees of funds awarded under this announcement and 2) activities of other communities that have been identified as high-risk in the Need section of this application, but are not necessarily sub-grantees of funds awarded under this announcement.
3. Include with the application as an appendix, a tentative work plan outline for Phase 2 (years two and three) of the project period that includes goals, objectives, activities, and a timetable for the remaining years of the proposed project for each element.  
Evaluation
1. Provide a logic model that describes the program and will be used to develop an evaluation plan.  The logic model should include inputs, activities of staff and strategic partners, outputs, objectives and goals.  

2. Describe the proposed evaluation activity’s staffing, data collection and analysis strategies, and approaches to improving the program effectiveness based on findings.  

Project Management Staff
Describe how the project will be administered, including job descriptions and qualifications of key management officials.
Additional information may be included in the application appendices.  The appendices will not be counted toward the narrative page limit.  Information shall be submitted via Grants.gov, uploaded in a PDF file format, and should be named:

· Curriculum Vitae/Resume

· Letters of Support
· Work Plan
· Indirect Cost Rate Agreement

· Lead Documentation
· Medicaid Provider

· Surveillance Partners List

· Travel Assurance Letter for Annual Grantee Conference
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.

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.   International registrants can confirm by sending an e-mail to ccrhelp@dnb.com, including Company Name, D-U-N-S Number, and Physical Address, and Country.
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 made available to CDC for processing from Grants.gov on the deadline date.  The application package can be downloaded from www.Grants.gov.  Applicants can complete the application package off-line, and then upload and submit the application via the Grants.gov Web site.  The applicant must submit all application attachments using a PDF file format when submitting via Grants.gov.  Directions for creating PDF files can be found on the Grants.gov Web site.  Use of file formats other than PDF may result in the file being unreadable by staff.
Applications submitted through Grants.gov (http://www.grants.gov), are electronically time/date stamped and assigned a tracking number. The AOR will receive an e-mail notice of receipt when Grants.gov receives the application. The tracking number serves to document submission and initiate the electronic validation process before the application is made available to CDC for processing.

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

Organizations that encounter technical difficulties in using www.Grants.gov to submit their application must attempt to overcome those difficulties by contacting the Grants.gov Support Center (1-800-518-4726, support@grants.gov).  After consulting with the Grants.gov Support Center, if the technical difficulties remain unresolved and electronic submission is not possible to meet the established deadline, organizations may submit a request prior to the application deadline by email to GMO/GMS for permission to submit a paper application.  An organization's request for permission must: (a) include the Grants.gov case number assigned to the inquiry, (b) describe the difficulties that prevent electronic submission and the efforts taken with the Grants.gov Support Center (c) be submitted to the GMO/GMS at least 3 calendar days prior to the application deadline.  Paper applications submitted without prior approval will not be considered.  

 

If a paper application is authorized, the applicant will receive instructions from PGO TIMS to submit the original and two hard copies of the application by mail or express delivery service.

Submission Dates and Times 

This announcement is the definitive guide on LOI and application content, submission, and deadline.  It supersedes information provided in the application instructions.  If the application submission does not meet the deadline published herein, it will not be eligible for review and the applicant will be notified the application did not meet the submission requirements.  

Letter of Intent Deadline Date: February 28, 2011
Application Deadline Date: March 18, 2011  
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-EH11-1102.  Measures of effectiveness must relate to the performance goals stated in the “Purpose” section of this announcement.  Measures of effectiveness must be objective, quantitative and measure the intended outcome of the proposed program.  The measures of effectiveness must be included in the application and will be an element of the evaluation of the submitted application.
Evaluation Criteria
Eligible applications will be evaluated against the following criteria:

Need (total 25 points)

1) Does the applicant adequately describe a high-risk or vulnerable population in the application that supports the need for health-related housing interventions?  (5 points)  

2) Does the applicant adequately describe high-risk housing in the application that supports the need for health-related housing interventions?  (5 points)

3) Have the housing-related health concerns been effectively described?    Did the applicant provide health care costs associated with each housing-related health concern (5 points)? 

4) Did the applicant adequately justify the need for this program within the high-risk area(s)?  (5 points)

5) Are the needs based on disproportionate disease burden either by age, gender, and/or racial/ethnic groups, mortality/morbidity rates, incidence, or social economic conditions?  (5 points)
Program Elements (total 45 points) 

Strategic Plan (total 5 points)

1) Does the proposed Healthy Homes Strategic Plan Advisory Group have wide representation of community health and housing leaders and community members; voluntary and professional organizations; and business, community, and faith-based leaders?  (3 points)

2) Does the applicant describe a feasible process leading to the completion of a Healthy Homes Strategic Plan that will include measurable goals and objectives, and roles of staff and strategic partners?  (2 points) 
Primary Prevention (total 5 points)

1) Does the applicant adequately describe a system of assessing housing conditions and linking vulnerable populations to environmental interventions or resources before a home injury/illness occurs?  Are the interventions evidence-based (2 points)?

2) Does the applicant adequately describe activities that support primary prevention and reduce the risk of housing-related environmental exposures to high-risk areas and target populations (2 points)?

3) Does the applicant describe a technical assistance process to build capacity within state or local jurisdiction to prevent or control housing-related health hazards?  (1 point) 

Case coordination/Plan of Care (total 10 points)
1) Does the applicant describe a process of identifying and using appropriate assessment tools to collect and document health and/or housing issues?  (4 points)

2) Does the applicant describe a protocol to assure appropriate follow-up care is provided when health and housing issues are identified?  (2 points)

3) Does the applicant describe a process for monitoring the outcome of referrals?  (2 points)

4) Does the applicant discuss how they will identify and address barriers associated with the case coordination process?  (2 points)

Strategic Partnerships (total 10 points)

1) Does the applicant adequately describe current or future partnerships with community-based, non-profit and/or faith-based organizations, state and/or local health or housing agencies, academic institutions, and other entities in implementation of program activities and the Healthy Homes Strategic Plan?  (4 points)
2) Does the applicant provide evidence of meaningful partnerships by including letters of support, memoranda of understanding, contractual agreements, or fiscal support in the appendix section of the application?  (4 points)

Note:  Applicants must meet the following requirements to receive the maximum score.  If applicant is a health agency, evidence of meaningful partnership with the housing agency must be provided.  If applicant is a housing agency, evidence of meaningful partnership with the health agency must be provided. Evidence of a partnership with grassroots, community-based, non-profit and/or faith-based organizations groups must also be provided.

3) Does the applicant describe using partnerships to provide training, education, technical support, mobilization, and consensus to improve the community’s ability to detect health hazards in homes?  (2 points)

Surveillance (total 10 points)
1) Does the applicant describe the identification of housing-related variables to collect and store in the surveillance system? (2 points)

2) Does the applicant adequately describe a surveillance system (new or modified existing system) that will collect, compile, and track housing-related health hazards?  Does the system track case management services, as well as, housing-related hazards?  Does the system allow for entry of people and addresses without a blood lead test?   Does the system allow for multiple lab tests and addresses to be related to a single person over multiple years, and multiple housing-related health hazards to be tracked over time for a single address?  (4 points)

3) Does the applicant identify adequate staff to operate the surveillance system?  (2 points)

4) Does the applicant describe data dissemination to CDC and partners?  (2 points)
Policy (total 5 points)

1) Does the applicant describe a strategy to assess, update, or strengthen current regulatory authorities (e.g. laws, regulations, ordinances, codes, policies) pertinent to housing, sanitation, property maintenance, and health and safety issues in the home?  (2 points)

2) Does the applicant describe enforcement of existing regulations that address housing, sanitation, property maintenance, and health and safety issues in the home?  (2 points)

3) Does the applicant describe collaboration with pertinent housing or other appropriate authorities in addressing healthy homes issues?  (1 point)

Work Plan (total 15 points)
1) Is the concept adequately developed, well-reasoned, and appropriate to the aim of the project?  Is the plan adequate to carry out the proposed objectives for developing or enhancing and implementing the healthy homes program?  (5 points)
2) Are the goals achievable based on the information provided?  Have sound objectives been included that are consistent with the activities described in this announcement?   (5 points)

3) Are the proposed timeline and schedule feasible?  (SMART: specific, measurable, applicable/appropriate, relevant, time-phased) Do they include a specific plan for the first year of the project and a tentative work plan for years 2 and 3?  (5 points)
Program Evaluation Plan (total 10 points)
1) Does the applicant provide a logic model that addresses the program as whole, and includes inputs, activities of staff and strategic partners, outputs, objectives, and goals? (5 points)

2) Does the applicant describe a program evaluation plan which includes:

· process and outcome indicators?  (1 point)

· data collection and analysis strategies?  (1point)

· approaches to use evaluation findings to improve the quality, effectiveness, and efficiency of the program?  (1 point)

· staff conducting evaluation?  (1 point)

· method of measuring the overall impact of the project in decreasing health-related housing hazards and promoting the health of the high-risk population?  (1point)

Project Management and Staff (total 5 points)

1) Do existing (or planned) key personnel have the necessary skills, abilities, and experiences to develop, implement and carryout and evaluate the project?  (3 points)

2) Does the applicant describe existing (or planned) staff roles in the development, implementation, and evaluation of the project, their specific responsibilities, and their level of effort and time commitment?  (2 points)
Budget

1) Budget (SF 424A) and Budget Narrative (Reviewed, but not scored).  Although the budget is not scored, applicants should consider the following in development of their budget.  

· Is the itemized budget for conducting the project, and justification reasonable and consistent with stated objectives and planned program activities?

· If the applicants request indirect costs in the budget, a copy of the indirect cost rate agreement is required.  If the indirect cost rate is a provisional rate, the agreement should be less than 12 months of age.  The indirect cost rate agreement should be uploaded as a PDF file with “Other Attachment Forms” when submitting via Grants.gov.

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.
· Funds may not be used for the development of new assessment tools to identify health and housing hazards.  
· Funds may not be used to pay for reimbursable services for Medicaid-eligible children or children insured by other healthcare plans.

· Funds may not be used for medical care and treatment, environmental remediation of lead hazards, or remediation of other structural housing deficiencies. However, applicants must provide a plan to ensure that these activities are carried out, and demonstrate the program’s appropriate involvement with medical care, treatment and remediation resources. 
· Funds may not be used in the purchase of hardware, equipment, or servers for surveillance systems or in the maintenance of Non-HHLPSS surveillance systems.
· Not more than 33% of any cooperative agreement or contract funded through this cooperative agreement may be used for direct assistance of State Programs.  State Programs are restricted in the use of funds to Program Management, Surveillance, Travel, and Indirect Costs.  This restriction does not apply to States whose local programs are state entities.    

· Not more than 10 percent (exclusive of direct assistance) of any cooperative agreement or contract (sub-grantee or consultant) funded through this cooperative agreement may be obligated for administrative costs. This 10 percent limitation is in lieu of, and replaces, the indirect cost rate. 
· Recipients should include costs for up to two people to travel to Atlanta, GA (three-overnight stays) to attend a CDC sponsored Healthy Homes Partners Conference.  Recipients should also include costs for up to two people to attend CDC-HUD-EPA Conferences.
· Recipients should include costs for an appropriate number of CDC-funded staff to travel to Chicago, IL to attend the CDC sponsored training conducted by the National Lead Poisoning Prevention Training Center (LPPTC). 
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 National Center for Environmental Health 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 as stated in the GPD 2.04 at http://198.102.218.46/doc/gpd204.doc.   

Applications Selection Process

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

In addition, the following factors may affect the funding decision:

1. Maintaining population diversity of funding for state, local entities, and tribes. 

2. Maintaining geographic diversity through attempting to fund various climatic regions of the country.
3. Maintaining diversity in type of housing and/or high-risk populations. 
CDC will provide justification for any decision to fund out of rank order.

VII.  Award Administration Information
Award Notices

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

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

Administrative and National Policy Requirements

Successful applicants must comply with the administrative requirements outlined in 45 Code of Federal Regulations (CFR) Part 74 or Part 92, as appropriate.  The following additional requirements apply to this project: 
· AR-7 

Executive Order 12372

· AR-9

Paperwork Reduction Act Requirements

· AR-10 

Smoke-Free Workplace Requirements

· AR-11 

Healthy People 2020

· AR-12 

Lobbying Restrictions

· AR-14 

Accounting System Requirements
· 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 E.O. 13513 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
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 with status of current budget period objectives (i.e., met, unmet, or partially met).  If unmet or partially met, state why and when objective will be met or indicate how objective has been modified. 

f.  Interim financial status report projected to the end of budget period, and indicates specifically those funds that are anticipated to be unobligated. 
g. New budget period proposed objectives, activities, and measures of evaluation (i.e., work plan).
Additionally, funded applicants must provide CDC with an original, plus two hard copies of the following reports:
2. Annual progress report and financial status report, due 90 days after the end of the budget period.
3. Final performance and Financial Status reports, due no more than 90 days after the end of the project period.

4. Healthy Homes Strategic Plan w/ Sustainability Component, Logic Model, Case Coordination Protocols, Evaluation, and Surveillance Plans must be submitted by the end of the first budget period.  
5. Quarterly data submissions are required. Additional information regarding data submissions will be provided to successful applicants. Data elements required under this cooperative agreement program can be located in Appendix VI. 

6. Additional information, as requested.
These reports must be submitted to the attention of the Grants Management Specialist listed in the Section VIII below entitled “Agency Contacts”.  Programs that fail to submit timely reports as determined by the Grant Project Officer may be subject to discipline, up to and including, termination of the cooperative agreement, as determined by the Grants Management Officer. 
Programs who exhibit poor performance through lack of significant progress or completion of program goals, objectives and activities as determined by the Grant Project Officer may be subject to more frequent reporting or other discipline, up to and including termination of the cooperative agreement as determined by the Grants Management Officer.
VIII.  Agency Contacts

CDC encourages inquiries concerning this announcement.

For programmatic technical assistance, contact:


Barry Brooks, Public Health Advisor

Department of Health and Human Services

Centers for Disease Control and Prevention


4770 Buford Highway, MF F-60


Atlanta, GA 30341


Telephone:  (770) 488-3641


E-mail:
  BBrooks@cdc.gov

For financial, grants management, or budget assistance, contact:

Ralph Robinson, Grants Management Specialist

Department of Health and Human Services


CDC Procurement and Grants Office


2920 Brandywine Road, MS K-70

Atlanta, GA 30341


Telephone:  (770) 488-2441

E-mail:  inp2@cdc.gov
For assistance with submission difficulties (also see page 20), contact:

Grants.gov Contact Center Phone: 1-800-518-4726


Hours of Operation: 24 hours a day, 7 days a week. Closed on federal holidays.

For submission questions, contact:

Technical Information Management Section
Department of Health and Human Services

CDC Procurement and Grants Office


2920 Brandywine Road, MS E-14

Atlanta, GA 30341


Telephone: 770-488-2700


Email:
pgotim@cdc.gov 

CDC Telecommunications for the hearing impaired or disabled is available at: TTY 770-488-2783.

Other Information

Information on healthy homes and childhood lead poisoning prevention can be found on the CDC Web site at:  http://www.cdc.gov/nceh/lead/
Other CDC funding opportunity announcements can be found at www.grants.gov .
Appendix I

Glossary of Terms

Activities: Major tasks that must be done to accomplish each objective. 

Assessment: Activities organized by a public health agency to regularly and systematically collect, assemble, analyze, and make available information about the health of the community, including statistics on home health hazard risk status, community health needs, and epidemiologic and other information related to childhood lead poisoning. 

Assurance: Activities organized by a health department that services necessary to achieve agreed-upon goals related to healthy homes are provided, either by encouraging actions by other entities (private or public sector), by requiring such action through regulations, or by providing services directly.

CDC: Centers for Disease Control and Prevention. 

Childhood Lead Poisoning Prevention Program (CLPPP): A designated unit within an agency responsible for implementing or coordinating a systematic and comprehensive approach to childhood lead poisoning prevention.

Elimination (of childhood lead poisoning as a public health problem): The National Health and Nutritional Examination Survey (NHANES), a population-based survey designed to oversample children at greatest risk for elevated blood lead levels (EBLLs), reports only a five percent probability that the survey, as currently conducted, will identify any children with EBLLs when there are fewer than 12,000 nationwide. At that point, lead poisoning can no longer be considered a public health problem (i.e., public health survey instruments cannot detect cases).

Environmental Justice:  The fair treatment and meaningful involvement of all people regardless of race, color, national origin, or income with respect to the development, implementation, and enforcement of environmental laws, regulations, and policies.  Fair treatment means that no group of people, including racial, ethnic, or socioeconomic groups, should bear a disproportionate share of the negative environmental consequences resulting from industrial, municipal, and commercial operations or the execution of federal, state, local, and tribal environmental programs and policies.

Evaluation or Program Evaluation: Program evaluation is the art and science of collecting and using data to improve performance of your program activities. It is used to determine how specific activities are contributing to the overall goals and objectives of your program. Evaluations can be developed to focus on different aspects of a program: process, outcomes, and impact of intervention.  Each type of evaluation has its place in gathering evidence to assess or monitor whether a program is being implemented as planned, reaching its intended population and meeting its goals.

Evaluation indicators: Selected indicators used to make comparisons in program evaluation. Comparison is the key element of program evaluation that determines how well the activity or element is faring compared to another option, plan, or time period, as well as to determine the extent or degree of difference that your program contributes to changing a health outcome or exposure. Evaluation measures or indicators should be selected to cover both process, as well as, outcomes and impact. Information for evaluation measures or indicators are collected from a wide variety of data sources, selected to be specific for the objectives of the evaluation.   

Goals: Defined outcomes a program intends to accomplish during the program period. 

High-risk: A term used to designate areas, populations, and individuals with higher than average risk for exposure to housing-related health hazards. 

HUD: U.S. Department of Housing and Urban Development.

Lead Hazard: Accessible paint, dust, soil, water, or other source or pathway that contains lead or lead compounds that can contribute to or cause elevated blood lead levels.

Logic Model: A visual presentation of inputs, activities, and outcomes that demonstrates how activities in the work plan relate to the program’s goals and objectives. Logic models are useful for project planning, management, and evaluation. A well designed logic model will show the links between intervention components and results. 
Meaningful Involvement: Means that: (1) potentially affected community residents have an appropriate opportunity to participate in decisions about a proposed activity that will affect their environment and/or health; (2) the public's contribution can influence the regulatory agency's decision; (3) the concerns of all participants involved will be considered in the decision-making process; and (4) the decision-makers seek out and facilitate the involvement of those potentially affected. Community residents have the right to participate in partnership with government in environmental decision-making including needs assessment, planning, implementation, and evaluation.

Objectives: The steps a program will take to achieve the goal. They are specific (identify who/what/where/when), measurable (define how much/many), achievable, realistic, and time-phased. Objectives typically include action verbs such as "identify," "develop," "increase," "apply," or "perform." 

Policy Development: A public health agency's responsibility to serve the public interest through the development of comprehensive policies and plans that support healthy homes principals, prevention and treatment methods based on sound scientific knowledge.  

Poverty:  Following the Office of Management and Budget's (OMB) Statistical Policy Directive 14, the Census Bureau uses a set of money income thresholds that vary by family size and composition to determine who is in poverty. If a family’s total income is less than the family’s threshold, then that family and every individual in it is considered in poverty. The official poverty thresholds do not vary geographically, but they are updated for inflation using Consumer Price Index (CPI-U). The official poverty definition uses money income before taxes and does not include capital gains or noncash benefits (such as public housing, Medicaid, and food stamps).

http://www.census.gov/hhes/www/poverty/methods/definitions.html
Primary Prevention: The prevention of an adverse health effect in an individual or population. Regarding healthy homes, this is reducing or eliminating home health hazards in the environment before the exposure of an individual or population. 

Process Measures: A measurement that addresses whether activities are being implemented as intended.

Surveillance: A process that 1) systematically collects information over time about housing-related health data variables; 2) is used to trigger follow-up on cases, including medical and environmental field investigations, when necessary; 3) collects data for timely analysis and 4) uses data to guide planning, implementation, and evaluation of a program.

Sustainability:  The capacity of a project to continue to deliver its intended benefits over a long period of time.

Vulnerable population: Any population that is at an increased risk for adverse health-related outcomes due to housing patterns driven by racial, cultural, social, and economic conditions. 

Work Plan: A program management tool that provides direction and guidance for the overall program, as well as for each program component. It is designed to be used for program planning, implementation, and monitoring progress made toward program goals. 
Appendix II
Guidance on Developing a Strategic Plan

A strategic healthy homes plan is an important tool in helping to focus efforts and resources toward eliminating home health hazards as a public health problem. A plan is also instrumental in measuring progress, determining midpoint adjustments necessary to ensure success, and incorporating measures for sustainability.  Identifying methods for program sustainability early in the process will create and build momentum for maintaining program efforts.

Coordination Among Agencies
CDC encourages participation in statewide or jurisdiction-wide strategic planning to address healthy housing issues, and                           assist in the development of a comprehensive strategic plan. CDC funds a number of grants and cooperative agreements with health departments to conduct activities that may intersect with healthy homes (i.e. asthma surveillance, injury and prevention, environmental tracking).  You are strongly encouraged to form partnerships with pre-existing CDC programs within the state or jurisdiction to ensure consistency among activities related to the development and implementation of the strategic plan.  
Developing a strategic plan includes:
1. Establish an advisory committee (or expand the scope of current advisory group) to develop and implement a jurisdiction-wide strategic plan for the reduction or elimination of home health hazards. This committee should also monitor the progress of the plan, leverage resources, and have the ability to enhance cooperative efforts needed to attain the goal.

· At a minimum, the advisory group should meet quarterly.  It should consist of wide representation of community health, housing, and community members; voluntary and professional organizations; business, community, and faith-based leaders; and at least one lay person to represent the population(s) to be served.  It shall include, but not be limited to, the following: 

· CDC-funded programs (i.e. Asthma Control, Injury and Prevention, Environmental Public Health Tracking)
· Regional HUD Office, state and local housing program and/or environmental quality management staff.
· Multi-unit residential housing representatives 
(If applicant identifies Environmental Tobacco Smoke as an issue, CDC strongly encourages programs to collaborate with private multi-unit residential housing to implement smoke-free policies). 
· EPA regional staff
· Real estate and landlord organizations.

· Community representatives such as parents, concerned citizens, child advocates, etc. 

· State and local elected officials. 

· State Medicaid agency and managed care organizations (MCOs) management staff.

· Physicians, physician organizations and/or other health care providers and organizations.

· Community banking representatives.

· Public health department maternal-child health and environmental management staff.

· Cooperative Extension Program 

· Fire Department Representative
· American Heart and Lung Association
· State office of rural health representative
· State refugee coordinator.

· Cooperative state research education and extension service representative.

· Grassroots advocacy groups and community-based organizations (CBOs). 

· Other maternal-child health programs whose participants are likely to be at high-risk for lead poisoning (e.g., WIC, Immunization, Asthma Prevention, Injury Prevention, Head Start and Healthy Start). 

· Member representatives must have sufficient authority to commit staff and resources to the strategic plan.  

· The advisory committee should consider developing subcommittees specifically to develop goals, objectives, and activities for each program component.
2. At a minimum, the strategic plan shall contain:
· Mission Statement.
· Statement of Purpose.
· Statement of historical context and assessment of the current status of home health hazards specific to the jurisdiction. The assessment should be based on all available data sources (e.g., blood lead tests and housing surveillance, Medicaid eligibility, tax assessor, census) that may assist the committee in determining goals, objectives, and activities. Data will also be used to measure the progress made in terms of both children (e.g., the number of children with elevated blood levels or symptoms of allergies or reactions, and the number of those children who remain at risk) and housing (e.g. the increase in the number of lead-safe and healthy housing units) as the applicant moves toward reducing and/or eliminating home health hazards.
· Goals, Objectives, and Activities. 

· Develop annual goals that address Primary Prevention, Case Coordination/Plan of Care, Strategic Partnerships, Surveillance, and Policy.  
· Support each goal with 12-month (annual) objectives and activities. The objectives and activities should be detailed sufficiently to demonstrate that they are specific, measurable, achievable, realistic and time-phased. 
· Include annual objectives of the strategic plan into the annual program evaluation. See Appendix IV for more on evaluation.
NOTE
For the first year of this project period, the potential awardee should include specific goals, objectives, and activities into work plan for development of the strategic plan. 
· Develop a sustainability plan that includes (at a minimum) the following elements:  

· Approaches for working with partners to sustain the impact of program efforts. 

· Methods for institutionalizing strategies, activities, or programs into existing infrastructures.
· Creating a regulatory infrastructure that addresses unsafe and unhealthy homes.
· A plan to acquire funding and/or resources to sustain program after CDC funding has ended. 

· Include letters of support of key participants that specify the commitment of resources of each agency to the advisory committee/workgroup. 

APPENDIX III
Surveillance System Guidance
A healthy housing and lead poisoning surveillance system should: 
· Track people with housing–related health conditions (Lead Poisoning and Asthma) and addresses with housing-related health hazards.

· Allow entry of people and addresses without a blood lead test.
· Monitor program performance related to medical case management (Lead Poisoning and Asthma), and track medical case management and environmental healthy housing inspection data. 

· Provide data needed to determine screening and elevated blood lead level (EBLL) rates among specific high-risk populations. 

· Be based on laboratory reports of blood lead test results to the state and/or local childhood lead poisoning prevention program (CLPPP). 

· Use electronic transfer of data from laboratories, WIC, immunizations, and birth certificates, and between local and state health departments. 
· Contain unique identifiers within a jurisdiction for each child and address, and should have minimum built-in data entry and import edit checks. 
· Be Web-based to obtain real-time information. 
· Collect core/standard data elements including at least the following: 

Patient Data
CHILD ID

Name: Last, First, Middle 

Address: Street, City, State, Zip

County Code: FIPS 

Home phone number

Date of birth

Sex

Gender

Race

Ethnicity

Guardian Name: Last, First

Health Care Provider

Provider ID – assigned by CLPPP

Provider Name

Provider Address: Street, City, County, State, Zip

Follow-up Data

Case Management 



Home visit date(s)

Referrals, including type, date referred, and date completed

Date case closed 



Reason: Complete, incomplete, administrative

Environmental Information: 



Investigation Start Date



Investigation Reason



Investigation Completion Date



Investigation Closure Reason



Date Remediation or Abatement Completed



Investigation Findings/Source(s) Identification



Clearance Testing Results



Date Clearance Testing Completed

Laboratory/Sample Data
LAB ID

Laboratory Name

Laboratory Address: Street, City, State, Zip 

Date Sample Drawn

Date Sample Analyzed

Requisition number

Accession number

Type of test (lead, EP, etc.)

Result (with Units)

Sample type (venous, capillary, unknown)

Sample purpose

The system should have the capability to send quarterly data extractions to CDC.  
Healthy Housing Data 

The system should have the capability to capture and report the healthy housing variables such as:

General Questions


Date of Inspection


Location of household bedrooms


The number of people living in the household by age


Does anyone who lives in the home smoke?


Do visitors to your home ever smoke in your home?

Bathroom


Does bathroom/shower have non-slip surface?


Bathroom Exhaust condition

Ceiling, Floors and Walls


Bulging/Buckling


Holes


Peeling/Needs Paint


Water Stains/Water Damage


Condensation observed


Mold (visible or musty odor)

Electrical


Missing or Broken Electrical Covers


Child Tamper-resistant Outlet Covers


Extension Cord Use


Extension Cord Condition

Water Heater


Water Temperature


Anyone scalded by water in past 6 months?



Did this require medical attention?

Smoke and Carbon Monoxide Alarm


Smoke Alarm Status


CO Alarm Status

Stairs


Stair Railings: Condition


Steps: Condition


Steps: Covering – Condition


Stair Gates: Condition


Stair Lighting: Status

Windows


Window Conditions

Injury Hazards


Has any child been injured in the home in the past six months that required medical care?

Are Window Cords – strangulation hazards present?

Window guards status (>= 2nd floor)

Are chemicals, pesticides, cleaning supplies or medications stored within easy reach of children?

Poisoning Hazards


Are unvented combustion appliances present?



Types of unvented appliances

Pest Hazards


Evidence of cockroaches (bodies or fecal pellets)


Evidence of Rodents (bodies, fecal pellets or gnaw marks)


Asthma

Has anyone < 6 years who lives in the home been diagnosed by a health professional with asthma?

If yes, has this person had asthma symptoms in the past 12 months?

Note:  If applicant chooses asthma as one of its healthy housing variables, applicant will work with CDC-funded asthma control programs, if present in the applicant’s jurisdiction, to secure asthma surveillance data when identifying high-risk populations.
Core Surveillance: 
The core of the surveillance system should be a child-specific, and address specific relational database that allows for multiple lab tests and multiple addresses to be followed over time. The system should allow for tracking inspections and remediation activities. The system should track all housing-related health hazards until the issues are resolved.

The surveillance system should have the technologic capability to receive and report all blood lead tests performed on children in the applicant’s jurisdiction. Applicants should describe plans and methods to achieve complete reporting for all children tested for lead, all blood lead levels in their jurisdiction, and entering all of results into the surveillance system, where programmatic or legislative barriers have not been resolved. 

Applicants should provide current baseline percentage of tests reported electronically by laboratories, other health departments, and/or other sources and describe plans to increase the yearly percentage by at least 10% each year until overall electronic reporting reaches at least 90% of all tests. To be considered electronic reporting, the data must be imported into the system rather than entered manually by a user. (For example, if data are sent on a CD as an Excel spreadsheet, but the program is not capable of manipulating the spreadsheet to import it into the system, and instead prints out the spreadsheet for the data entry operator to type into the system, this is not electronic reporting.) Goals for increased electronic reporting should be higher than 10% per year until 85%-90% is reached, where appropriate and based on the need for improvement. 

System should have a detailed flow chart of the surveillance system for both individual test data and summary information. The flow chart should minimally include, but not be limited to, data entry, quality control points, data usage/report generation, and data transfer/linkages. 

The flow chart should be included in the application appendix. CLPPP staff, including administrative, surveillance, case management, environmental, and other CLPPP or health department staff, should meet regularly to discuss improving the quality and utility of surveillance and other data to best meet CLPPP needs and the goal of eliminating lead poisoning as a public health problem. This should be recorded as part of permanent surveillance system management documentation. This documentation should include how improvements in surveillance are being made based on this input. 

Plans should be made for periodic data cleaning. This would transpire a minimum of monthly, but ideally would take place more frequently. Data cleaning plans should include de-duplication of patients, addresses, and laboratory results, and address standardization. Cleaning should also address errors identified during CDC’s processing of applicant’s quarterly data submissions; those errors should be corrected in time to be resubmitted in the subsequent quarter. 

Applicants should demonstrate use of the surveillance system to guide, monitor, and evaluate program activities, minimally to include: 

· Use of surveillance data for development and evaluation of the jurisdiction-wide targeted screening plan.
· Assessment of effectiveness of case coordination within the high-risk areas, minimally including time between key control points such as how long it takes after a child is identified as a case to conduct the assessment and provide intervention services.  
· Assessment of comparative effectiveness of interventions or activities intended to reduce the case burden in the applicant’s jurisdiction. 
Program should produce an annual report for internal and external stakeholders. The report should include Lead and Healthy Housing data the number and percentage of children screened and elevated by specific demographic variables. It should include analysis and interpretation of jurisdictional surveillance data, and present trends and important public health findings.

The program should produce periodic supplementary reports targeted for specific internal and/or external use on a frequent basis.

The program should identify standard core reports with frequency and target audience.   The applicant should identify their ability to respond to information requests and produce reports as needed.

Applicants should submit quarterly surveillance data extractions to CDC as required and evaluate their surveillance system at least annually, including: 

· A description of the surveillance system, how it is being used, and how data are disseminated
· Data Quality
· Acceptability
· Positive Predictive Value 
· Representativeness
· Timeliness
Programs should also identify ongoing evaluation measures of their surveillance system. These ongoing measures and the activities designed for improving surveillance based on these measures should be recorded.

Appendix IV

Program Evaluation Plan Guidance

Evaluation is essential to effective public health programming. Program evaluation allows continuous quality improvement in public health programs. It is important to include an evaluation component during the planning stage of a program. By identifying expected outcomes of the program and developing mechanisms for design, data collection, and analysis during the planning phase, public health officials can utilize the evaluation process to assess program effectiveness and inform decisions. Evaluations can be developed to focus on different aspects of a program: process, outcomes, and impact of intervention.  Each type of evaluation has its place in gathering evidence to assess or monitor whether a program is reaching its intended population and meeting its goals. Focusing on achievement of long-term outcomes, without regard to achievement of logically related short-term outcomes raises questions about the meaning and reliability of those long-term effects.

Program evaluation is the art and science of collecting and using data to improve performance of your program activities. It is used to determine how specific activities are contributing to the overall goals and objectives of your program. Program evaluation answers two key questions: 

· Are we doing things right? (Process evaluation) 

· Are we doing the right things? (Outcome/impact evaluation)

Assigning value to program activities
Questions regarding values generally involve three interrelated issues: merit (i.e., quality), worth (i.e., cost-effectiveness), and significance (i.e., importance). Assigning value and making judgments regarding a program on the basis of evidence requires answering the following questions: 

What will be evaluated? (Differentiating between the program and the contextual factors influencing it)  

· What aspects of the program will be considered to judge program performance? 

· What type or level of performance must be achieved to indicate success for the program? 

· What evidence will be used to indicate how the program has performed? 

· What judgments about program performance can be made by comparing the available evidence to the selected standards? 

· How will the lessons learned be used to improve public health effectiveness?

These questions should be addressed at the beginning of a program and revisited throughout its implementation. The framework described in this report provides a systematic approach for answering these questions.

Key issues in planning an evaluation

There are certain considerations to take into account during the planning of an evaluation to assess whether a program activity or element is having the intended effect  (outcome/impact evaluation) or whether program activities are being implemented and are functioning as planned, or whether certain aspects should be altered to improve overall efficiency (process evaluation).  

Some key issues to consider in planning an evaluation include:

· Nature and implementation of program activities
· Expected use of the evaluation/formulating a research question

· Existing data sources related to selected activities for evaluation

· Resources available for the evaluation
· Cooperation and protection of participants

Essential qualities for a good evaluation

The quality of evaluation activities can be assessed by comparing the activities to a set of standards, organized into the following four groups:

· Utility

· Feasibility

· Propriety

· Accuracy

Ensuring that these standards are being addressed during the development of an evaluation will optimize the efforts of developing the evaluation methodology and the utility of the final product to be used for the evaluation. For the full set of 30 detailed standards, see: http://www.jcsee.org/program-evaluation-standards. 

Other important elements that help ensure quality evaluation activities include:

· Well-defined criteria—a good understanding of terminology and parameters of data to be used reduces ambiguity and facilitates clarity of results.

· Transparency—serves to reduce suspicion and fears about the evaluation.

· Consensus—Ensures credibility and usefulness by obtaining agreement with stakeholders on which outcomes to consider in defining success.

· SMART Objectives—Specific, Measurable, Achievable, Realistic and Time-sensitive.

Tools

Logic Model 

Creating a logic model is useful when designing an evaluation framework. If created collaboratively, a logic model constructs a shared understanding of the program among stakeholders and fosters short-term feedback on the program. It demonstrates how activities included in the work plan relate to goals and objectives. In addition, the logic model includes all inputs into the program, and defines specific populations and outcomes of interest. A well designed logic model will show the links between intervention components and results. These visual presentations can be especially useful for relating the work of a program to an overall public health goal, including accounting for incremental annual progress.  

Logic models can also be used as a project planning, management, and as an evaluation tool by relating the specifics to the big picture. Evaluation measures can be drawn from the logic models by examining the relations among the goals, objectives, and activities, as well as the overall outcomes of the program.

Indicators

Program evaluation is more than a summary of activities; it is a comparison that explains what is working well or what could be made better. The comparison is the key element of program evaluation that determines how well the activity or element is faring compared to another option, plan, or time period. The comparison could be between two or more types of activities, or between the work plan or benchmarks and the implementation in the field, or between baseline data and data collected at time intervals during an activity. Collecting baseline data is an integral component of the statistical approaches to assessing effectiveness.

Evaluation measures are selected indicators used to make these comparisons. They are collected from a wide variety of data sources, selected to be specific for the objectives of the evaluation.  In general, making use of existing data sources simplifies the process and contains cost.  Follow-up with data collection a year or more after interventions ends measures impact, however can be cost prohibitive and may not be practical in terms of allocation of resources of an agency or institution. For whichever purpose an evaluation is needed, it is important at the outset to dedicate a percentage of funds to evaluation implementation.  It is easy to underestimate both the time and resources it takes to implement an evaluation.  

Resources

1. CDC. Framework for program evaluation in public health. MMWR 1999;48(No. RR-11). Available from URL: http://www.cdc.gov/mmwr/preview/mmwrhtml/rr4811a1.htm.

2. U.S. Department of Health and Human Services. Centers for Disease Control and Prevention. Office of the Director, Office of Strategy and Innovation. Introduction to program evaluation for public health programs: A self-study guide. Atlanta, GA: Centers for Disease Control and Prevention, 2005. Available from URL: http://www.cdc.gov/eval/evalguide.pdf
3. CDC Evaluation Workgroup Resources. Available from URL: http://www.cdc.gov/eval/. (Click on “Resources” for further information about evaluation or assistance in conducting an evaluation project, organized by evaluation topic areas.)

4. CDC. Updated guidelines for evaluating public health surveillance systems. MMWR 2001;50(No. RR-13). Available from URL: http://www.cdc.gov/mmwr/preview/mmwrhtml/rr5013a1.htm.

5. United Way. Outcome Measurement Resource Network. Available from URL: http://www.liveunited.org/outcomes/. (Many materials are available on the web site for free; other materials may be purchased through the web site.)

6. Taylor-Powell E, Jones L, Henert E. Enhancing program performance with logic models. University of Wisconsin-Extension; 2002. Available from URL:  http://www1.uwex.edu/ces/lmcourse/.

7. United States Government Accountability Office. PROGRAM EVALUATION: A Variety of Rigorous Methods Can Help Identify Effective Interventions. Washington, DC, 2009. Available from URL: http://www.gao.gov/new.items/d1030.pdf 

8. MacDonald, G, Garcia D, Zaza, S, Schooley M, et al. Steps to a healthier US cooperative agreement program: Foundational elements for program evaluation planning, implementation, and use of findings. Preventing Chronic Disease: Public health research, practice and policy. Jan 2006. Available from URL:  www.cdc.gov/pcd/issues/2006/jan/05_0136.htm 

9. American Evaluation Association. Available from URL:  http://www.eval.org/
10. Gugiu, P. and Rodriguez-Campos, L. Semi-structured interview protocol for constructing logic models. Evaluation and Program Planning. 2007. 30; 339-350.

11. Hubley, T.  Lessons from a project to create performance measures for public health. Evaluation and Program Planning. 2008. 31; 410-415.

12. Scutchfield, F, Bhandari M, Lawhorn N, Lamberth C, Ingram R. Public health performance. American Journal of Preventive Medicine. 2009. 36(3); 266-272.

13. Patton, Michael. Utililization-Focused Evaluation, 4th Edition. Sage Publications, Inc. Los Angeles, CA. 2008.     
14. Centers for Disease Control and Prevention. Updated guidelines for

evaluating public health surveillance systems: recommendations from the guidelines

working group. MMWR 2001;50(No. RR-13). Available from URL: http://www.cdc.gov/mmwr/pdf/rr/rr5013.pdf
Appendix V

Work Plan Guidance

A work plan is a program management tool that provides program direction and guidance.  It is designed for program planning and implementation, as well as, monitoring progress made toward reaching program goals and objectives. Each program requirement described within the application: A) Strategic Plan B) Primary Prevention, C) Case Coordination/Plan of Care, D) Strategic Partnerships, E) Surveillance, and F) Policy must be a part of the work plan. 
Applicants must have work plan goals and objectives that include specific activities for high-risk populations identified in the Need section of application and that are aligned with the strategic plan goals and objectives. In addition to those high-risk communities that are sub-grantees of cooperative agreement funds awarded under this announcement, high-risk communities that are not direct sub-recipients of cooperative agreement funds awarded under this announcement should be included in objectives and supporting activities in the proposed work plan.
Each work plan should include the following in matrix format: 1) goals, 2) objectives, 3) activities planned to achieve objectives, 4) a timeline to assess progress or completion, 5) named person(s) responsible for activities, and 6) description of data to assess activities (process indicators) and overall measures of effectiveness (impact/outcome).
Applicants are required to provide measures of effectiveness that will demonstrate the accomplishment of the various identified objectives of the cooperative agreement. Measures must be quantifiable, and must measure the intended outcome/impact.
Suggested Work plan Format
· Goal(s) should be presented for each of program element. 
· Objective(s) in support of each program element goal. 
· Activities planned to achieve each objective.
· Timeframe for completion for each objective and activity.
· Person(s) responsible for completion, by name and/or position.
· Evaluation indicator(s) addressing both activities (process) and objectives (impact/outcome) describing data that will be used.
APPENDIX VI
Case Management (Lead and Asthma) 
Case Management for Lead Exposed Children
“The Managing Elevated Blood Lead Levels Among Young Children: Recommendations from the Advisory Committee on Childhood Lead Poisoning Prevention” publication summarizes recommendations for children with elevated blood lead levels.  See table below.  The full publication can be obtained at http://www.cdc.gov/nceh/lead/CaseManagement/caseManage_main.htm.
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Expanded Case Management for Lead Exposed Children

Children with lead exposures demonstrate negative impacts on their neurodevelopment abilities.  The only way to prevent lead-induced morbidity is to prevent lead exposure. While sources of lead and ways to avoid lead exposures are known, many children continue to be exposed through unsafe housing and other sources.  Strategies to foster primary prevention of lead exposure remain the primary focus; however, children continue to be lead poisoned.  Therefore, clinicians, public health workers, educators and other professionals will continue to encounter lead poisoned patients and students in their practices and classrooms.  
Lead exerts long-lasting effects that are not manifested until the child is well into the elementary school years.  Therefore, case care interventions and recommendations should continue throughout the developmental stages and formative school years.   Lead affects learning ability as a child ages and is a predictor of school performance; as such lead poisoned children should be identified and provided with a continuum of developmental, educational and other related services as soon as possible.   
Case management/care should be expanded to include and address interventions for “at risk” children, i.e., children with known lead exposures who have not yet manifested a delay in development or emotional regulation concerns.  Development and implementation to promote learning and educational attainment for “at risk” and lead poisoned children will require partnership of the disciplines of education and health, and the cooperative efforts of individuals at federal, state and local levels.  

Determination of recommendations and interventions for expanded case management of lead poisoned children should include:
· Make long term developmental surveillance a component of the management plan for any child with an elevated blood lead level.

· Consider additional developmental initiatives for children who have had an elevated blood lead level and other risk factors, but have not demonstrated significant delays. 

· Do not base developmental assessments or interventions on a child’s age at the time the child is found to have an evaluated blood lead level (EBLL).
· Refer children with an elevated blood lead level to early intervention programs for services.

· Ensure that a history of the child’s blood lead level is included in their medical record.

· Do not stop developmental surveillance when a child reaches age 6 or when the child’s blood lead level is reduced. Continued developmental assessment should occur after the elevated blood lead level case is closed.

· In the development of surveillance for children with elevated blood lead levels; identify and document emerging difficulties at critical transition points in childhood: first, fourth, and sixth/seventh grades.

· As soon as behaviors that interfere with learning such as inattention and distractibility occur, refer the child for thorough diagnostic evaluation. 
Guidelines for the Diagnosis and Management of Asthma
 “The National Asthma Education and Prevention Program Expert Panel Report 3:  Guidelines for the Diagnosis and Management of Asthma” summarizes key components for the diagnosis and management of asthma, including the control of environmental factors.  See table below. The full report can be obtained at http://www.nhlbi.nih.gov/guidelines/asthma/asthgdln.htm.  
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‘patient's cutural beflefs and practices In asthma management.





[image: image3.png]Education (continued

Develop a writien asthma action pian
n partnerstip with patient.

Integrate education ino all points of
care where health professionals
interact with patents.

‘Agree on treatment goals and address patint concerns.

Provide instructions for (1) dally management (ong-erm control medicatin, if
‘appropriate, and environmental control measures) and (2) managing worsering
asthma (how to adjust medication, and know when to seek medcal care).

Involve all members of the health care team in providingreinforcing education,

including physicians, nurses, pharmacists, respiratory therapists, and asthma
educators.

Encourage education at all ponts of care: cinics (offering separate sef-
‘management education programs as well 2s Incorporating education into every.
patent visi, Emergency Departments and hospitals, phamnacies, schools and
other community settings, and patients' homes.

Use a variety of educational strategles and methods.

Control Environmental
Factors and Comorbid
conditions

‘Recommend measures to conirol

‘exposures to allergens and poliutants or
itants that make and asthma worse.

Treat comorbid conditions.

Determine exposures, history of symptoms in presence of exposures, and
‘sensitities (I patients who have persistent asthma, use skin of I viro testing
to assess sensiivity to perennial indoor allergens).

Adise patients on ways to reduce expostre to those allergens and poliutants,
o itants to which the patient s sensitve. Multfaceted approaches are bene-
fckl; single steps alone are generall neffective. Advise allpatients and preg-
nant women 1o avold exposure fo tobacco smoke.

‘Consider allergen Immunatherapy, by specifically trained personnel,for patients
who have persistent asthma and when there Is clear evidence of a relationship.
‘between symptoms and exposure to an allergen to which the patent s sensitve.

‘Consider especially: allergic bronchopuimonary aspergllosis; gastroesophageal
reflux, obesity, obstructive sleep apnea, hinis and sinusits, and stress or
‘depression. Recogniton and treatment of these conditions may Improve.
‘asthma control.

‘Consider Inactvated Influenza vaccine for all patients over 6 months of age.

‘Select medication and dellvery.
devices fo meet patient's needs and
circumstances.

Use stepwise approach (Seg below,) to Identiy approprate treatment options.

Inhaled corticosterolds (CSs) are the most effectve fong-term control therapy.
Wnen choosing among treatment options, consider domain of refevance to
the patient (mpairment, isk, o botr), patient's istory of response to the:
medication, and patient's wilingness and abilty o use the medication.





Resources for Evidence-based Asthma Interventions
· Guide to Community Preventive Services
www.thecommunityguide.org
· Cochrane Collaboration
www.cochrane.org
· Effective Interventions for Asthma
www.cdc.gov/asthma/interventions/default.htm
APPENDIX VII
Environmental Justice Resources

Federal agencies 
Department of Health and Human Services 

Centers for Disease Control and Prevention /Agency for Toxic Substances and Disease Registry 

Office of Minority Health • http://www.cdc.gov/omhd/default.htm 

ATSDR Office of Tribal Affairs • http://www.atsdr.cdc.gov/tribal/ 

Minority Initiatives Coordinating Committee • http://www.cdc.gov/omhd/CAMICC/CAMICC.htm 

Office of Minority Health • http://www.omhrc.gov/ 

Indian Health Service • http://www.ihs.gov/ 

National Institutes of Health/National Institute of Environmental Health Sciences, Centers for Population Health and Health Disparities http://www.niehs.nih.gov/research/supported/centers/ disparities/ 

Department of Transportation 

Environmental Justice • http://www.fhwa.dot.gov/environment/ej2.htm 

Office of Civil Rights – Environmental Justice Program • http://www.dotcr.ost.dot.gov/asp/ej.asp 

Department of Justice – Environment and Natural Resources • http://www.usdoj.gov/enrd/ 

Environmental Protection Agency 

Office of Environmental Justice • http://www.epa.gov/compliance/environmentaljustice/ 

U.S. EPA Toxic Release Inventory (TRI) Program • http://www.epa.gov/tri/ 

Department of Housing and Urban Development 

Environmental Justice http://www.hud.gov/offices/cpd/environment/review/justice.cfm 

Disclaimer of External Links: Links to nonfederal organizations are provided solely as a service to our users and do not constitute an endorsement of this organization by CDC or the federal government, and none should be inferred. CDC is not responsible for the content of the individual organization Web pages found. 

Tribal resources 

Alaska Native Tribal Health Consortium – Division of Environmental Health and Engineering • http://www.niehs.nih.gov/research/supported/centers/disparities/ 

Alaska Native Science Commission • http://www.nativescience.org/ 

National Indian Health Board • http://www.nihb.org/ 

National Tribal Environmental Council • http://www.ntec.org/index.htm 

Navajo Nation Environmental Protection Agency • http://www.navajonationepa.org/ 

United South and Eastern Tribes • http://www.usetinc.org/index.cfm 

Community resources 

Clark Atlanta University / Environmental Justice Resource Center • http://www.ejrc.cau.edu 

People of Color Environmental Groups Directory, EJRC 2000 • http://www.ejrc.cau.edu/poc2000.htm 

Deep South Center for Environmental Justice • http://www.dscej.org/ 

Texas Southern University Thurgood Marshall School of Law Environment & Justice Center • http://www.tsu.edu/academics/law/programs/environmental.asp 

Florida A&M University Center for Environmental Equity & Justice • http://www.famu.edu/index.cfm?a =environmentalscience&p=ESICenters 

West Harlem Environmental Action Inc • http://www.weact.org 

University of Michigan School of Natural Resources & Environment • http://www.snre.umich.edu/ about_snre 

National Hispanic Environmental Council • http://www.nheec.org/ 

Environmental Law Institute • http://www.eli.org/index.cfm 

Faith community 
National Religious Partnership for the Environment – Environmental Justice • http://www.nrpe.org/ issues/justice_intro01.htm 

United States Conference of Catholic Bishops – Environmental Justice Program • http://www.usccb.org/ sdwp/ejp/ 

United Church Of Christ – Environmental Justice • 
Toxic Wastes and Race at Twenty 1987 - 2007: A Report Prepared for the United Church of Christ • Justice & Witness Ministries http://www.ucc.org/justice/pdfs/toxic20.pdf 

Environmental justice networks 
Indigenous Environmental Network (IEN) • http://www.ienearth.org/ 

Asian Pacific Environmental Network (APEN) • http://www.apen4ej.org/ 

Farmworker Economic and Environmental Network • http://www.farmworkers.org/fwspage.html 

Southwest Network for Environmental & Economic Justice (SNEEJ) • http://www.sneej.org/ 

Northeast Environmental Justice Network (NEJN) • http://old.weact.org/nejn/ 

National Black Environmental Justice Network (NBEJN) • http://www.nbejn.org/ 

Other Resources 

Natural Resources Defense Council – Environmental Justice • http://www.nrdc.org/ej/default.asp 

Scorecard – A Pollution Information Site • http://www.scorecard.org/community/ej-index.tcl
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