
Amendment II made 2.17.12 to the following sections:

· Changes made to PART 2. FULL TEXT; I. FUNDING OPPORTUNITY DESCRIPTION; Program Implementation for Component 3:  Health Systems Change and Quality Clinical Preventive Services in the National Breast Cervical Cancer Early Detection Program; Recipient Activities, under 4. Screening, Diagnostic and Patient Navigation Services; b. Screening Provision; fifth (5th) bullet.

· Change made to section II. AWARD INFORMATION; for Component 3:  Health Systems Change and Quality Clinical Preventive Services in the National Breast and Cervical Cancer Early Detection Program; fourth (4th) bullet.
· Change made to section IV. Application and Submission Information; Content and Form of Application Submission; Project Narrative section for Component 2: Policy and Environment Approaches and Community-Clinical Linkages in the National Comprehensive Cancer Control to revise the page limit. 
· Changes were made to include, as Addendum III an Action plan (work plan) template for Component 2: Policy and Environment Approaches and Community-Clinical Linkages in the National Comprehensive Cancer Control.  The Template is also included for quick access to recipients applying to this Component.

· Changes are made to include the NCCCP Priorities as Addendum IV, as mentioned under Program Implementation; Recipient Activities; Program Management for Component 2: Policy and Environment Approaches and Community-Clinical Linkages in the National Comprehensive Cancer Control.
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· Changes made to Section III Eligibility Information to correct eligible applicants that may apply for Component 1 of the FOA.
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PART 1. OVERVIEW INFORMATION

DEPARTMENT OF HEALTH AND HUMAN SERVICES
Federal Agency Name:  Federal Centers for Disease Control and Prevention (CDC) 

Funding Opportunity Title:  Cancer Prevention and Control Programs for State, Territorial and Tribal Organizations

Announcement Type:  

· New – Type 1

Agency Funding Opportunity Number: CDC-RFA-DP12-1205
Catalog of Federal Domestic Assistance Number: 

93.283 for the National Comprehensive Cancer Control Program and the National Program for Cancer Registries; 93.919 for the National Breast and Cervical Cancer Early Detection Program
Key Dates:
Application Deadline Date: March 26, 2012, 11:59pm U.S. Eastern Standard Time
Potential applicants must participate in one of two conference calls for information on this Funding Opportunity Announcement (FOA).  The conference calls will be conducted by the Division of Cancer Prevention and Control.  The calls will be held:

· January 31, 2012 at 10:00 a.m. to 12:00 p.m. Eastern Daylight Savings Time For eligible applicants in the Atlantic, Eastern, and Central time zones.  This conference call can be accessed by calling 1-888-282-4154.  The leader for this call is Tanya Hicks and the passcode is 69711323.
· January 31, 2012 at 3:30 p.m. to 5:30 p.m. Eastern Daylight Savings Time – For eligible applicants in the Mountain and Western time zones.  This conference call can be accessed by calling 1-888-282-4154.  The leader for this call is Tanya Hicks and the passcode is 69711323.
· January 31, 2012 at 7:30 p.m. to 9:30 p.m. Eastern Daylight Savings Time --

For eligible applicants in the Pacific Island Jurisdictions. Access information for the conference call will be distributed to eligible applicants via electronic mail. The leader for this call will be Tanya Hicks.
Executive Summary
The Centers for Disease Control and Prevention (CDC) announces the availability of Fiscal Year (FY) 2012 funds for a cooperative agreement program for state, territorial, and tribal health departments/organizations or their bona fide agent.  The purpose of this funding opportunity announcement (FOA) is to implement cancer prevention and control programs to reduce morbidity, mortality, and related health disparities.  In accordance with the Healthy People 2020 Goals for the nation, this FOA focuses on addressing the national cancer burden by conducting cancer surveillance, increasing access to screening, improving health outcomes for people living with cancer, and providing the evidence for and evaluation of policy and environmental approaches.  This new FOA creates a new platform for the coordination and integration of long-standing cancer activities at the state, tribal and territorial levels. This is achieved by constructing 5 components in the new FOA which includes 3 previously funded programs and 2 new components to achieve coordination and integration of cancer activities and to introduce innovation to long-standing programs. The five components are as follows: Program Management, Leadership and Coordination (Component 1), which enables grantees to provide leadership, management and oversight to the other funded components in this FOA; Policy and Environmental Approaches and Community-Clinical Linkages (Component 2), which represents the previously established program of the National Comprehensive Cancer Control Program (NCCCP); Health Systems Change and Quality Preventive Services (Component 3), which corresponds to the National Breast and Cervical Cancer Early Detection Program (NBCCEDP); Surveillance Activities (Component 4), which represents the National Program of Cancer Registries (NPCR); and a new Innovative Demonstration Projects to Advance Population-Based Cancer Screening (Component 5), which supports the implementation of large-scale, innovative demonstration projects that contribute to building organized cancer screening efforts that impact population-level cancer screening rates.  
Previously funded components under DP07-703, including NCCCP, NBCCEDP and NPCR will continue the same cancer-related activities. What is new in the FOA is the inclusion of Components 1 and 5 to better integrate efforts across all funded components and to encourage innovation to achieve greater outcomes. 
Measurable outcomes of the program will be in alignment with one or more of the following performance goals for the National Center for Chronic Disease Prevention and Health Promotion:

· Reduce the age-adjusted annual rate of cancer mortality per 100,000 population (HP-C1). 

· Increase the proportion of women who receive a breast cancer screening based on the most recent guidelines (C17). 

· Increase the proportion of women who receive a cervical cancer screening based on the most recent guidelines (HP-C15).
· Increase the number of central, population-based registries from the 50 States and the District of Columbia that capture case information on at least 95 percent of the expected number of reportable cancers (Healthy People-C12).  
This announcement is only for non-research activities supported by CDC.  If research is proposed, the application will not be reviewed.  For the definition of research, please see the CDC Web site at the following Internet address:  

http://www.cdc.gov/od/science/integrity/docs/cdc-policy-distinguishing-public-health-research-nonresearch.pdf.
PART 2. FULL TEXT

I. FUNDING OPPORTUNITY DESCRIPTION

Statutory Authority: The National Comprehensive Cancer Control Program (NCCCP) is authorized under sections 317(k)(2) and (e) of the Public Health Service Act, [42 U.S.C. section247b (e) and (k)(2)], as amended.  The National Breast and Cervical Cancer Early Detection Program (NBCCEDP) is authorized under sections 1501-1510 [42 U.S.C. 300k, 42 U.S.C. 300l, 42 U.S.C. 3001-1, 42 U.S.C. 300m, 42 U.S.C. 300n, 42 U.S.C. 300 n-1, 42 U.S.C. 300 n-2, 42 U.S.C. 300 n-3, 42 U.S.C. 300 n-4, 42 U.S.C. 300 n-5] of the Public Health Service Act, as amended.  The National Program of Cancer Registries (NPCR) is authorized under the Public Health Service Act, (42 USC 280e-280e-4; Public Law 102-515), as amended.  
Background

Cancer is the second leading cause of death among men and women in the United States (Heron, 2009).  As of 2007, there were 11.7 million cancer survivors, and these numbers are expected to rise (Centers for Disease Control and Prevention, 2007).  Additionally, the economic costs of cancer are a burden on communities and the health care system.  Over the past 20 years, the medical costs of cancer have nearly doubled (Tangka et al., 2010).

Breast, cervical, and colorectal cancers are highly treatable when detected early using cost effective screening tests; and  in the case of cervical and colorectal cancers, altogether preventable when precancerous changes are detected and treated early (Whitlock, Lin, and Beil, 2008; Nelson, Tyne, Bougatsos, and Humphrey, 2009; Hartman, Hall, Nanda, Boggess, and Zoulnoun, 2002).  Access to cancer screening is highly dependent on access to medical care that is affordable, convenient, and trusted.  The National Breast and Cervical Cancer Early Detection Program (NBCCEDP) was established in 1990 in response to the need to provide these cancer screening services to low-income, uninsured women.  Grantees of the NBCCEDP have had a direct role in the health care delivery system by providing payment for screening services to uninsured women.  This collaboration between public health and health care providers provides a framework to improve the scope and quality of screening services available to the U.S. public. 

In the past, outreach efforts in the NBCCEDP have been constrained by grantees’ limited capacity to pay for screening services. Current provisions in the Affordable Care Act (ACA) would make screening services more widely available. However, research demonstrates that access to health insurance and medical care are not the only factors that influence participation in screening (Centers for Disease Control and Prevention, 2010).  The NBCCEDP is positioned to assess the impact of expanded coverage and address non-cost-related screening barriers by implementing population-based strategies.

Surveillance is the cornerstone of cancer prevention and control efforts and a Strategic Priority for the Centers for Disease Control and Prevention (CDC).  Vital information about cancer cases is necessary for monitoring trends, planning for and evaluating the impact of cancer control programs, allocating health resources, responding to reports of suspected increases in occurrence, and developing research hypotheses.  Expanding the application of cancer registries to prevention and screening can enhance the utility of the NPCR.

The CDC’s early public health efforts in cancer prevention and control focused on tobacco, surveillance, and the prevention and early detection of breast and cervical cancers.  In 1998, the agency established the National Comprehensive Cancer Control Program to address the breadth of cancer prevention and control issues across multiple diseases and levels of intervention.  Grantees convene stakeholders, assess epidemiologic data, and prepare and implement formal plans to reduce the incidence and burden of cancer in their state and local areas.  This highly organized system provides a powerful national constituency of professional, political, advocacy, and lay members to set the agenda for cancer prevention and control.  A future focus on policy and environmental approaches will help implement this ambitious agenda.

Over the last two decades, the CDC has collaborated with state, tribal, and territorial health departments/organizations to create a public health system for cancer prevention and control that has successfully built a comprehensive national census of cancer cases and a nationwide program to provide cancer screening.  

Purpose

The purpose of this FOA is to transition this highly-functional public health infrastructure for cancer prevention and control into new roles and functions to anticipate the nation’s needs over the next decade.  The goals are to (1) seek efficiencies across the management and operations of cancer prevention and control programs, (2) focus on high-burden cancers with evidence-based, scalable interventions that already exist and can be broadly implemented, (3) develop organized screening programs that are more effective and efficient than current opportunistic approaches, and (4) maintain high-quality cancer registries and expand their application in prevention and screening. Toward this end, this Announcement will fund five components and continue to support and promote the enhancement of NCCCP, NBCCEDP and NPCR.
Component 1 of this FOA enables applicants to coordinate and collaborate across FOA components and with other chronic disease programs to gain efficiency and enhance effectiveness of cancer prevention and control activities.  
The FOA will continue to support the National Comprehensive Cancer Control Program through Component 2 of this FOA which was established to address the breadth of cancer prevention and control issues across multiple diseases and levels of intervention. By convening stakeholders, assessing epidemiologic data, and implementing formal plans to reduce the incidence and burden of cancer, grantees are able to have impact in their state and local areas. The focus on policy and environmental approaches will help grantees improve health outcomes.

 The FOA also provides for the enhancement of systems for breast and cervical cancer screening promotion and screening provision, follow-up, and support services for the entire population through Component 3 of this FOA. Special emphasis is placed on reaching low-income women, rural and frontier populations, and those experiencing health disparities within the following population subgroups: the uninsured or under-insured, geographically or culturally isolated, medically under-served, racial, ethnic, and/or cultural minorities, including African Americans, Alaska Natives, American Indians, Asian Americans, Hispanics, Pacific Islanders, lesbians, and women with disabilities. Applicants are encouraged to enhance existing organized system of policies, quality benchmarks, and delivery systems unique to the NBCCEDP.  This FOA provides opportunities to develop organized screening systems expand targeted outreach efforts and use the extensive geographic infrastructure of state and local health departments to monitor and promote evidence-based screening practices. 

In addition, this FOA will also support the operations and enhancement of state, tribal, and territorial health departments/organizations population-based central cancer registries and promote the use of registry data through Component 4 of this FOA.  Applicants are encouraged to expand applied uses of cancer registry data to monitor preventable and screening-amenable cancer occurrence and outcomes in the United States; evaluate the impact of cancer prevention and early detection programs; and identify subpopulations where evidence-based interventions should be targeted to reduce the cancer burden.

Finally, though optional, competitive funding in Component 5, the FOA will support the implementation of large-scale, innovative demonstration projects that contribute to building organized cancer screening efforts that impact population-level cancer screening rates. Proposed projects must address breast, cervical, and colorectal cancer screening. Projects should incorporate systems or policy-level approaches that have the potential to be generalizable, replicable, and scalable in other states. 

All applicants are strongly encouraged to apply for Component 1, leadership and coordination activities. Applicants are also eligible to apply for Components 2-4 and MAY apply for more than one specific component. Applicants for Component 5 may only submit 1 innovative demonstration project per state. 

Measurable outcomes of the Cancer Prevention and Control Program for States, Territories, and Tribal Organizations will be in alignment with the following performance goals for the National Center for Chronic Disease Prevention and Health Promotion (NCCDPHP) and Healthy People 2020:

· Increase the number of central, population-based registries from the 50 States and the District of Columbia that capture case information on at least 95 percent of the expected number of reportable cancers (Healthy People-C12).  

· Reduce the female breast cancer death rate (Healthy People C-3).

· Reduce the death rate from cancer of the uterine cervix (Healthy People C-4).

· Reduce invasive uterine cervical cancer (Healthy People C-10).

· Increase the percentage of reporting sources (facilities) that submit data electronically to the central registry to 60%.

· Increase age-appropriate screening prevalence for breast and cervical cancer to 84%, 90% respectively.

· Decrease incidence rates of late-stage breast and cervical cancer diagnosis (1% breast and cervical).

· Implement three or more planned policy, systems, and environmental interventions per cancer program per year.

Program Implementation

Component 1:  Program Management, Leadership, and Coordination in the Cancer Prevention and Control Program
Recipient Activities

Coordinate and collaborate across FOA components and with other chronic disease programs to gain efficiency and enhance effectiveness of cancer prevention and control activities.  Recipients are required to collaborate with other funded Cancer Programs.
1. Program Leadership, Management, and Coordination

· Provide leadership and coordination across funded cancer program components 2 – 5 (the National Comprehensive Cancer Control Program (NCCCP), the National Breast and Cervical Cancer Early Detection Program (NBCCEDP), the National Program of Cancer Registries (NPCR), and the Innovative Demonstration Project) to manage the planning, implementation, and evaluation of each individual program component included in this overall cancer award. Describe how the individual cancer program components will be managed in a coordinated fashion, either in the current or in a new leadership and management structure.  Where cancer activities are decentralized within a grantee's organization, deliberate efforts to cross-coordinate and collaborate is expected of each cancer program component.
· Describe efforts to share and leverage expertise, gain efficiencies and maximize effectiveness across all cancer program components.
· Describe efforts to collaborate with funded cancer grantees such as those under DP09-903, The Colorectal Cancer Control Program, DP10-1017, Demonstrating the Capacity of Comprehensive Cancer Control Programs to Implement Policy and Environmental Cancer Control Interventions, and DP09-9010301PPHF11, The Coordinated Chronic Disease Prevention and Health Promotion Program.
· Establish, enhance, and maintain a collaborative relationship with other chronic disease prevention programs within the health department.  

· Continue to leverage and engage key partners and partner organizations in a coordinated fashion across cancer program components.
· Support crosscutting policy, communications, epidemiology, and evaluation activities among chronic disease programs.
Performance will be measured by:

· The establishment of strong, effective, and coordinated leadership across all federally-funded cancer programs.

· Within 90 days of the award, the grantee should develop a staffing and training plan that includes specific quarterly milestones that meet the annual objectives for the cancer programs and describes specific functions to support a coordinated and collaborative approach to cancer control and meets the specific program requirements in the areas described under Component 1 recipient activities.

2. Enhanced use of surveillance data 

· Use program leadership to provide sufficient oversight for and increased use of central cancer registry data to guide decisions, assess needed changes in priority, inform health policy decision-making, and improve quality and efficiency of cancer prevention and treatment efforts across state/tribal/territorial organizations.  

· Facilitate NPCR data exchange between cancer programs to support and guide cancer control interventions, measure success, and make mid-course corrections in program activities in all cancer programs, as described in the Cancer Control Plan.

· Facilitate routine data linkages between registries, screening data from NBCCEDP and CDC-RFA-DP 09-903, “The Colorectal Cancer Control Program” (if funded in the state/tribal/territorial organization), and vital records to provide staging and mortality data as key outcomes of cancer programs.
· Facilitate use of cancer registry data and other surveillance information through use of Statistical Analysis Software (SAS) Licensures for cancer program grantees. SAS licenses will be awarded as direct assistance (DA) to the grantees.
Performance will be measured by:
· Evidence of routine and increased use of cancer registry data to help inform public policy and influence the selection and measure the success of cancer control interventions.

3. Promotion of population-based cancer screening
· Provide management support and leadership to collaboratively promote population-based quality screening and appropriate follow-up for breast, cervical, and colorectal cancer using evidenced-based interventions including policy approaches, organized screening programs, health systems improvements, quality assurance and targeted communications and outreach.

Performance will be measured by:

· Increased population level screening prevalence for breast, cervical, and colorectal cancer.
· Evidence of formal agreements for collaborative efforts with prioritized health systems (e.g., state Medicaid programs, state Primary Health Care Association).

4. Coordination of Cancer Program Activities with Existing Cancer Coalition 

· Provide management support and leadership to maintain an active and coordinated role with existing state, tribal or territorial Cancer Coalition.

· Ensure that a representative of the leadership from the health department cancer program or bona fide agent is a member of the coalition leadership team.

· Ensure that state-level health leaders (e.g., State Health Officer, Chronic Disease Directors) are actively engaged with the Cancer Coalition and that there is a formal mechanism to interface with other chronic disease coalitions within the Health Department.
Performance will be measured by:

· Evidence that the coalition is fully engaged, extending the reach of the cancer program and effective in educating stakeholders about effective policy and systems change approaches.

5. Alignment of Cancer Programs with Cancer Control Plan
· Provide management support and leadership to ensure that goals and intended outcomes of individual cancer programs are aligned with the state, tribal, or territorial-wide Cancer Control Plan.
Performance will be measured by:

· The extent to which the one-year and five-year goals of each of the cancer program components are reflected in and aligned with the state, tribal, or territorial-wide Cancer Control Plan. 

Component 2:  Policy and Environmental Approaches and Community-Clinical Linkages in the National Comprehensive Cancer Control Program
Recipient Activities
Facilitate community-clinical linkages to build support for interventions for people with, or at risk for, chronic conditions.  Implement policy, systems and environmental approaches to prevent cancer and clinical-community linkages that reduce the cancer burden. 

1. Program Management 

· Establish or retain staff sufficient to manage and provide administrative support to the National Comprehensive Cancer Control Program (NCCCP). Establish or maintain staff, contractors, and/or consultants sufficient in number and expertise to conduct, communications (public relations, media relations, social media), surveillance, epidemiology and utilization of health data, health care system interventions, fiscal and resource management, professional development, strategic planning, and coalition and partnership development.  

· Recommend that the applicant have at least .5 (1/2) full-time equivalent (FTE) as a subject matter expert in policy, system, and environmental (PSE) approaches, focusing on awareness of policy and environmental approaches and community–clinical linkages. Contractors and/or consultants can be used to compile 100% of an FTE if necessary. This person (or persons) will be responsible for educating stakeholders about evidence-based PSE practices, strategies, and interventions, that can be implemented to accomplish priorities identified in the Cancer Control Plan. This person will also assure that measurable outcomes have been identified to demonstrate impact of these policy interventions implemented throughout the project period.

· Recommend that the applicant have no less than one third (1/3) full-time equivalent (FTE) responsible for planning and implementing the evaluation of the program throughout the project period.  This person will coordinate evaluation of all program components described in this FOA and ensure that progress is monitored throughout the project period.

· Submit complete, accurate, and timely interim and annual progress reports, Federal Financial Reports (SF-425), evaluation plans and reports, and other programmatic reports.  

· Maintain current information including performance milestones in all sections of the CDC Management Information System (MIS).

· Participate in various CDC-sponsored meetings, trainings, conferences, webinars and workshops and other relevant meetings to facilitate exchange of information and skills development with peers, CDC, and other subject matter experts (See Addendum I).
· Provide technical assistance and training to constituents based on the competencies acquired through CDC-sponsored meetings (e.g., a train-the-trainer model with partners to enhance utilization of PSE approaches).

· Communicate routinely with coalition members, partners and staff from other CDC-funded cancer programs as well as chronic disease prevention and health promotion programs to present a clear and consistent vision of what needs to be accomplished to increase cancer prevention. 
· Develop strategic communication opportunities to educate the public and decision makers about cancer burden, prevention and control, implemented interventions, and impact of the program.

Performance will be measured by: 

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

· Inclusion of SMART (specific, measurable, achievable, realistic, and time-phased) annual and project period objectives in the action plan that align with the CDC/NCCCP priorities.

· Completion and submission of accurate and timely MIS reports; participation in CDC-sponsored meetings and other professional training opportunities as indicated in the budget, action plan, and attendance rosters (See Addendum I).

· Provision of training and technical assistance to partners, staff, and constituents on topics that support the accomplishment of objectives and activities noted in this FOA.
· Implementation and coordination of a communication plan with evidence that partners, staff, decision makers and constituents understand the cancer burden and the coordinated plan to implement cancer prevention and control interventions.
  

2. Fiscal Management

· Provide a detailed budget justification that reflects the following:

· No less than 30% of the total NCCCP funding should be allocated to implementation of cancer plan goals and objectives.  This includes, but is not limited to, funded coalition workgroups and team activities with local implementation efforts and sub-awards to implement activities in rural areas or with local governmental or non-governmental organizations.  These sub-awards ensure local participation, extend the reach of the program, extend the technical assistance and training impact, and support effective implementation and sustainability of the program.  

· No less than 10% of the total “Cancer Prevention and Control Programs for Health Departments” funding should be allocated for program evaluation.

· Appropriate documentation is included for the recommended 10% cost sharing requirement. Leveraged funds (monetary funds) and in-kind funds (non-monetary contributions) can be used to meet this requirement.  The source and amount of funds used for the cost share should be reported in the budget justification.  These funds should also be documented in the relevant section of the MIS under the financial tab (i.e., leveraged funds or in-kind contributions).

· A collaborative process is described for working with fiscal management staff to       develop and implement procedures to track and monitor expenditures.

· A reporting system should be used that meets the online reporting criteria and timelines as stated in the “Reporting Requirements” section of this FOA. 

· All recipient activities described in the budget narrative, including sub-recipient activities, must support and align with the goals of the plan and chronic disease plan, when applicable.  

Performance will be measured by: 
· Evidence that the recipient and sub-recipients align program funding with the goals and objectives of the cancer plan and meet the funding percentage requirements.

· Establishment of appropriate contracts or memoranda of agreement with local entities (e.g., local health departments, community based organizations, universities).

· Establishment of procedures to track and report expenditures; preparation of required reports according to the designated schedule; and maintenance of appropriate spend rate.

3. Routinely Utilize Cancer Surveillance Data

· Develop a plan to utilize the population-based central cancer registry data, described in Component 4 of this FOA, to support the overall Cancer Control Plan implementation. 

· In addition to government reporting requirements, this registry should be used to routinely monitor cancer burden in jurisdiction populations to support and guide selected program interventions, measure success, and make mid-course corrections in program activities. Information obtained from the registry should be used to communicate disease burden and health behaviors to relevant stakeholders to ensure that programmatic efforts led by partners are based on current data and program successes are disseminated.

Performance will be measured by: 
· Evaluation of the quality, accuracy, and representativeness of routine cancer burden reports; evidence that the burden report is routinely used to revise or update the cancer plan, action plan, or other program document; and use of cancer surveillance data and information to plan, implement, and evaluate the cancer plan. 

4. Routinely Support, Collaborate and Coordinate with Existing Cancer Coalition 

· Maintain an active and coordinated role with existing state, tribal or territorial Cancer Coalition to lead and/or collaborate with cancer plan revisions, implementation, and evaluation.
· Support and strengthen the capacity of the coalition to educate and inform key stakeholders about the impact of evidence-based policy and environmental approaches and community–clinical linkages.

· Ensure that coalition members represent organizations strategically positioned to effectively implement Cancer Control Plan activities.

· Ensure that the coalition includes members represent the following: 

· Population sub-groups that experience health disparities;
· Other Cancer program components (i.e., the NBCCEDP, CDC-RFA-DP 09-903, “The Colorectal Cancer Control Program” (if funded in the state/tribal/territorial organization), and the Central Cancer Registry); 

· Chronic disease and risk factor programs (e.g., tobacco control; nutrition, physical activity, and obesity; immunization). 

· Members of non-health sectors as appropriate, to include other government agencies, professional associations/organizations, academic/medical institutions, business/industry, political leaders, and community-based organizations.

· Ensure that coalition and leadership team are linked or aligned with broader leadership efforts (e.g., Prevention and Public Health Fund Coordinated Chronic Disease Prevention and Health Promotion Program).

· In collaboration with coalition, periodically assess coalition membership and its effectiveness in the key components of the cancer plan.  

· As appropriate, link coalition and its leadership team with other national, state, local, tribal and territorial efforts and foundation activities to advance and/or enhance the FOA activities. Ensure sustainability by linking with broader chronic disease efforts and identifying future resources from diverse sources to support key components of this FOA including the cancer plan.

Performance will be measured by:

· The extent to which the coalition leadership team ensures that the strategic direction of the coalition reflects program activities related to this FOA.

· The extent to which the coalition is comprised of population sub-groups that experience health disparities; representatives from other state-based cancer programs, chronic disease and risk factor programs, and members of non-health sectors.

· The extent to which the coalition is involved in the planning, implementation, and evaluation of the key activities of the FOA and cancer plan (i.e., member organizations lead and/or actively participate in activities).

· Completion of an annual assessment of membership composition, cancer plan activity assignments, and outcomes related to their implementation of the key components of the FOA and cancer plan. 

5. Maintain, Implement, and Periodically Revise a Comprehensive Cancer Control Plan

· Maintain, implement, and periodically revise a state, tribal, or territorial-wide Cancer Control Plan based on cancer incidence, stage and mortality data and relevant behavioral and risk factor data, which includes concrete and achievable evidence- and practice-based methods for preventing and reducing the high-burden cancers, and reflects the NCCCP priorities.

· If the current plan was revised within the past 24 months, consider adding an amendment to the plan to address the plan components described in this FOA. If the current plan has not been revised within the past 24 months, consider revising the plan within the first 24 months of this award to reflect the plan components described in this FOA.

· The plan should reflect all available pertinent surveillance data including: 

· cancer incidence data from the National Program of Cancer Registries and the Surveillance, Epidemiology and End Results Program; 

· cancer mortality data from the National Center of Health Statistics; 

· cancer behavioral data from surveillance systems such as the Behavioral Risk Factor Surveillance System, Youth Risk Behavior Surveillance System, Youth Tobacco Survey, or National Health Interview Survey.  Population subgroup analyses should be included where applicable.  

· The plan should describe the populations experiencing health disparities, identify specific and appropriate strategies to reduce disparities, and ensure effective and equitable cancer prevention and control strategies in these populations living with disparities.

· The plan should focus efforts on the highest burden cancers, and those with available evidence or practice-based public health interventions. 

· The plan should focus cancer control interventions in the following areas: 

· Providing evidence for policy, systems and environmental approaches and interventions to sustain cancer control. The following steps should be conducted when developing PSE interventions:  

Assess surveillance data 

Conduct an environmental PSE scan

Establish or sustain a PSE task force    

Support awareness of effective PSE approaches

Engage community

Develop a media or communications plan 

Develop an evaluation plan 
Implement and evaluate the selected interventions
· Increasing awareness of effective PSE approaches that support and promote primary prevention of cancer (reducing exposure to cancer risk factors for high burden cancers and increasing the use of vaccines that prevent cancer). Approaches should propose to increase tobacco-free living, improve nutrition and physical activity in schools, worksites, and communities, and address sun safety, indoor tanning, and vaccination preventable cancers, with clear cancer outcomes linked to all proposed interventions.  

· Enhancement of efforts by existing programs to increase the use of cancer screening and other appropriate clinical preventive service programs, with a focus on Health Systems Change.  Screening activities included in the plan should link to the National Breast and Cervical Cancer Early Detection Program (NBCCEDP), CDC-RFA-DP 09-903, “The Colorectal Cancer Control Program” (if funded in the state/tribal/territorial organization), and other state-based screening activities. Approaches may include the use of the “Patient-Centered Medical Home” model to improve patient access, communication and decision support, health risk assessments, preventive health exams and screening history to prioritize adherence to cancer screening and other recommended clinical preventive services.  

· Patient navigation to increase appropriate cancer screening and ensure receipt of appropriate cancer treatment and care.  

· Establishment of community–clinical linkages to support cancer control self-management, via primary prevention and screening, among cancer survivors, in coordination with activities funded under CDC- RFA-DP10-1015- Cancer Survivorship Resource Center. Interventions may include:

· Chronic Disease Self-Management approaches to reduce risk of a second or recurrent cancer among cancer survivors.
· Activities related to developing evidenced-based information on cancer survivorship including guidelines on post-cancer diagnosis care for survivors. 

· Activities to help bridge public health and clinical communities to enhance awareness of post-cancer clinical care for survivors and to define an appropriate medical home for cancer survivors following treatment of their cancer. 

· Activities to enhance collaboration with federal and non-federal partners including  American Indian/Alaska Native organizations, the  National Cancer Institute (NCI), Health Resources and Services Administration (HRSA), and /or other national health organizations to implement cancer survivorship education and awareness activities. 

· Support and dissemination of resources developed by the National Cancer Survivorship Resource Center as an effective method for increasing the health literacy and self-management for people who have been successfully treated for cancer but are increased risk for a second or recurrent cancer. 

· The plan should describe how proposed activities will complement or enhance existing activities within the state/tribal/territorial organization including: the Chronic Disease Plan, Coordinated Chronic Disease Prevention and Health Promotion Program, Community Transformation Grants and Communities Putting Prevention to Work programs. Proposed activities should align with NCCCP priorities, as well as state and federal public health goals including Healthy People 2020.

Performance will be measured by:

· Implementation of a plan that contains specific strategies to support PSE approaches to prevent cancer and clinical-community linkages to reduce second or recurrent cancers among survivors; reflects all available pertinent surveillance data; defines concrete and achievable evidence- and practice-based methods; explicitly links to existing chronic disease plans in the jurisdiction and address populations experiencing health disparities; describes plans for sustainability; and includes specific and measurable outcomes, consistent with current guidelines and targets, for the content areas listed above.

6. Demonstrate Outcomes through Evaluation to Improve Program Performance

· Allocate resources for program evaluation and convene an evaluation planning team led by a program evaluator who will coordinate with the other specialized program components of this FOA.

· Develop an annual comprehensive evaluation plan that establishes specific, measurable and realistic short-term, intermediate, and long-term program objectives consistent with the purpose of this FOA.  The evaluation plan should consider components identified in the CCCB Program Evaluation Toolkit.  

· Monitor, track, analyze, and report program data in a Management Information System. Data elements will be used to demonstrate program effectiveness.  

· Implement program-led evaluation plan and utilize findings for program improvement.

· Participate in nationally coordinated evaluation activities that measure clinical, cost, policy and other outcomes.

· Develop and disseminate an annual evaluation report that outlines the implementation of the evaluation plan, key findings, and recommendations for program improvement.  

· Over the five-year period of the cooperative agreement, develop and distribute at least four (4) unique dissemination documents created for stakeholders based on performance monitoring data, health assessment data, and other program-related information, including results of pre- and post-intervention data collection efforts. These documents may be briefing updates, reports, or manuscripts, and will be used to disseminate best-practices from this effort.  Develop and disseminate at least one peer-reviewed manuscript based on evaluation data.  

Performance will be measured by:

· Identification of a lead evaluator within 90-days post-award who will convene an evaluation planning team and lead program evaluation efforts.
· In subsequent years, performance will be measured by the extent to which the evaluation workgroup sustains program evaluation efforts through the project period; evidence that program uses the chronic disease Management Information System in an effective and timely manner; evidence that the program participates in nationally coordinated evaluation activities; evidence that the program developed and disseminated four (4) unique evaluation documents, including one manuscript published in a peer-reviewed journal; evidence of an approved evaluation plan within 120 days post- award covering specific, measurable, and realistic short-term, intermediate, and long-term program objectives consistent with this FOA.  

Component 3:  Health Systems Change and Quality Clinical Preventive Services in the National Breast Cervical Cancer Early Detection Program
Recipient Activities

Support high quality breast and cervical cancer screening promotion and provision activities through policy approaches, health systems change and outreach strategies related to improving delivery and the use of clinical and other preventive services.  

1. Program Management

Enhance program infrastructure and capacity to increase evidence-based screening promotion services at the population level and to provide screening provision services to priority population(s) over the length of the project period.  

· Hire or retain adequate and qualified staff to manage the program.  Essential staff includes a program director and a full-time data manager.   

· Develop a Program Management Plan that describes organizational structure, staff capacity, and coordination and collaboration processes to facilitate the achievement of program goals, objectives, and resolution of problems.
· Develop and maintain a fiscal system that tracks and monitors program expenditures and ensures the accurate and timely reimbursement of services provided by the program.

· Participate in required CDC meetings to facilitate the accomplishment of proposed objectives (See Addendum I).
· Establish specific, measurable, and realistic short-term (one year) and long-term (five years) objectives to increase high-quality population based breast and cervical cancer screening.

· Develop a work plan that relates the proposed screening promotion and screening provision activities and desired outcomes of each of the eight NBCCEDP program components to short- and long-term objectives (https://www.nbccedp.org).

· Conduct needs assessments to identify programmatic gaps and increase capacity across all program components with an emphasis on screening promotion activities.

· Create an overarching program framework and component specific logic models. Grantees may adapt the NBCCEDP framework and logic model to meet their unique needs, as desired. (B & C Appendices  A and B). Convene a medical advisory board (MAB) to oversee the quality of screening promotion and provision services delivered throughout the five-year funding period. 

· Establish, monitor and manage contracts with medical providers to provide screening, diagnostic and treatment referral services.

Performance will be measured by:
· The successful hire and retention of, at the very minimum, essential staff (e.g. Program director and Data Manager), including a plan that describes processes to retain a management structure/staffing and to identify opportunities to leverage resources and increase efficiency.

· The development and maintenance of a fiscal management system that tracks and monitors program expenditures, budget balances and ensures timely reimbursement for services provided.
· The extent to which specific, measurable, and realistic objectives are established, including realistic annual screening goals.

· The development of a work plan that includes program activities, outcomes, objectives, and all additional fields of information found in the work plan template (template available at www.nbccedp.org).

· The execution of a needs assessment, and utilization of the findings to continuously modify and improve program development and delivery.
· The development of an overarching program framework and component specific logic models within the first year of the project period.
· The extent to which the program has convened and maintained a Medical Advisory Board.
· The extent to which the program has established contracts with medical providers for screening, diagnostic and treatment referral.

2. Partnerships, Coordination, and Collaboration

Coordinate and collaborate across cancer and other chronic disease programs including the CCC coalition, NPCR, and with key external organizations, such as Medicaid, that reach large population groups to extend the scope and impact of breast and cervical cancer screening activities and to increase population level screening.  

a. Screening Promotion

· Collaborate and actively engage with the comprehensive cancer control program (CCC) and coalition to increase awareness of effective policy, systems and environmental (PSE) approaches that support cancer screening activities in the cancer plan.

· Develop a portfolio that includes the following priority partners, Medicaid, federally qualified health centers (FQHCs), Medicare, health care systems, health insurers, or large workplaces, as well as other key external organizations that reach large populations as applicable. Execute formal agreements with key external organizations that reach large populations to support policy and health systems improvements, efficient use of resources and increase high-quality cancer screening. 

b. Screening Provision

· Develop and maintain collaborative partnerships with diverse agencies and organizations in the community that serve disparate populations and with clinical providers participating in the program to conduct targeted outreach to ensure patient support, improve quality, and enhance coordination across all program components. 

· For states, develop and maintain collaborative partnerships with local health jurisdictions (e.g., county, district) and with American Indian/Alaska Native tribes and tribal organizations to increase the program’s geographic coverage and access to eligible populations (eligible populations available at www.nbccedp.org).

· Develop and maintain collaborative relationships and data sharing agreements with central cancer registries to link the program‘s clinical data with cancer registry data and utilize these data in program planning, implementation and evaluation.  

Performance will be measured by: 

· The extent to which there is coordination and collaboration across cancer programs, CCC, and chronic disease prevention programs.

· The achievement of measureable progress toward implementing evidence-based population-level screening promotion strategies and activities.  

· The execution of formal agreements with priority partners and other key external partner organizations. 

· The existence of a formal data sharing agreement with the cancer registries program. 

3. Public Education and Targeted Outreach 

Public education involves the design and delivery of clear and consistent messages about breast and cervical cancer screening. Targeted outreach relies upon tailored, population-specific strategies designed to reach and bring women from priority populations into clinical screening services.  In-reach identifies eligible populations within provider practices for screening.

a. Screening Promotion
· Engage partners, including representatives from the priority population(s) and the CCC coalition, in assessing needs and developing plans, and in selecting and implementing evidence-based strategies for public education, outreach, and in-reach appropriate for the priority population.  

· Where appropriate, leverage and enhance the existing public education and outreach efforts of partner organizations in the community to minimize duplication.  Conversely, invite partner collaboration on public education and targeted outreach activities initiated by the grantee.

b. Screening Provision

· Conduct targeted outreach in the community and in-reach within participating provider and healthcare systems.

· Use evidence-based interventions for education and outreach. 

· Develop, disseminate, and utilize well-designed and tested small media products.

Performance will be measured by:

· A complete public education, outreach and in-reach plan developed in collaboration with partners within the first 12 months. 

· The program’s participation with internal and external partner organizations to use or enhance existing public education and targeted outreach efforts.

· The successful implementation of targeted outreach strategies in the community and in-reach within participating provider and health care systems. 

4. Screening, Diagnostic and Patient Navigation Services  

To provide breast and cervical cancer screening and diagnostic services as a preventive health measure, as well as referral to treatment for women diagnosed with cancer or precancerous lesions; and, to the extent practicable, provide appropriate identification of barriers and follow-up services.   

a. Screening Promotion

· Implement health systems improvement and policy development to improve access and quality of care.  

b. Screening Provision

· Determine realistic, annual screening projections for the five-year program period. Projections should take into consideration the size of the estimated eligible population and previous experience in providing high-quality breast and cervical cancer screening services and available funds. State-level estimates for the NBCCEDP priority populations are available at the following website: http://www.census.gov/hhes/www/sahie/data/index.html.
· Provide timely and appropriate breast and cervical cancer screening services to a realistic number of women from the identified priority population(s). 

· Effectively and routinely use data management systems to assure that women with abnormal screening results receive recommended diagnostic services and referral to treatment as needed and according to CDC performance standards.  

· When and where appropriate, coordinate screening and diagnostic follow-up services with existing clinical service programs and/or other chronic disease programs and partners, such as the Colorectal Cancer Control Program (CRCCP) and WISEWOMAN and to improve the effectiveness and efficiency of public health programs and services.  The assessment of smoking status and referral to Tobacco Quitlines is required for all patients screened with CDC funds and is a requirement in clinical provider agreements or contracts. The scientific evidence linking smoking with higher rates of breast cancer make this type of screening and referral a priority for all cancer programs. 
· Address the NBCCEDP priority for high-quality breast cancer screening services to be provided to women aged 50 to 64 years.  Address the NBCCEDP priority for high-quality cervical cancer screening services to be provided to program-eligible women who are rarely or never screened or who are aged 40-64 years. 
· Address the NBCCEDP priority for high-quality breast cancer screening services to be provided to women aged 40 to 64 years.  Address the NBCCEDP priority for high-quality cervical cancer screening services to be provided to women aged 21-64 years. 

· Maintain current clinical guidelines/protocols for breast and cervical cancer screening, follow-up and referral to treatment.

· Utilize patient navigation services to facilitate access to diagnostic and treatment referrals for patients with abnormal findings, as well as referral to additional resources and services. 

Performance will be measured by:

· CDC-approved projected annual screening goals are met. 

· Routine communication with data management systems to obtain information on screening provision including patient navigation and patient follow-up.

· The extent to which program eligibility requirements are met and in accordance with CDC guidelines and performance standards. 

· Meeting all CDC performance standards related to appropriate and adequate follow-up of women with abnormal screening results and referral of women diagnosed with cancer to treatment, www.nbccedp.org. 

· The extent to which all clinical provider agreements or contracts include the requirement to assess clients for smoking status and referral to Quitlines. The level of successful and effective coordination with existing clinical service programs and/or other chronic disease programs and partners to increase program efficiency and effectiveness and patient chronic disease management. 

· The extent to which patient navigation services are provided.  

5. Quality Assurance and Quality Improvement

Provide mechanisms that monitor and ensure continuous quality assurance and quality improvement for all breast and cervical cancer screening activities.  

a. Screening Promotion

· Promote the adoption of and adherence to screening guidelines and quality standards for breast and cervical cancer screening among NBCCEDP and non-NBCCEDP providers and health systems.

b. Screening Provision

· Implement and evaluate systems or policies to better support high-quality screening and follow-up care.

· Continuously improve and utilize systems to routinely monitor screening services to identify and resolve potential quality problems and document best practices.

· Regularly assess data for opportunities to improve clinical practices and outcomes.

Performance will be measured by: 

· The program meets CDC guidelines and performance indicators, www.nbccedp.org 

· The program establishes and utilizes systems and policies/procedures to monitor and measure the quality of services provided.

· The program establishes and maintains a system of continuous quality improvement to address opportunities for program improvement.

· The program uses data and other resources to plan effective strategies for improving services.

6. Professional Development

Improve the education and skills of health professionals, including allied health professionals and partner organizations, in the promotion and provision of high-quality breast and cervical cancer detection and control at the individual, interpersonal, organizational, community and policy levels (social ecological model available at www.nbccedp.org).  

a. Screening Promotion

· Develop or enhance initiatives to provide education and training to health professionals on evidence-based screening promotion practices at the organizational, community and policy level 

· Leverage existing partnerships to promote the wide adoption of breast and cervical cancer clinical guidelines and increase the use of evidence-based screening promotion practices across cancer and other chronic disease programs to achieve high-quality breast and cervical cancer screening.

b. Screening Provision

· Develop or enhance initiatives to educate and train health professionals in the prevention, detection, and control of breast and cervical cancer, including reinforcement of clinical guidelines and practices for high quality screening and follow-up care.

Performance will be measured by:

· The extent to which professional development activities are continually monitored, evaluated, and modified to address identified needs. 

· The extent to which quality improvement is addressed among health care system partner organizations.

· The extent to which programs disseminate evidence-based and up-to-date professional development materials with cancer and other chronic disease programs, not limited to the grantee’s network of partners and providers.

· The extent to which the grantee meets CDC’s screening quality indicators and reporting deadlines.   

7. Data Management and Utilization

Data are needed to track women screened, assure quality screening, appropriateness of services and monitor screening rates within programs, health systems organizations, and the population. 

a. Screening Promotion

· Identify and develop opportunities to expand the surveillance and increase the quality of breast and cervical cancer screening. 

· Systematically collect data needed to monitor the implementation and evaluation of outcomes of evidence-based screening promotion activities.

· Utilize existing surveillance and other data to identify disparate and other population s with need.

b. Screening Provision

· Utilize the CDC patient tracking system [(Minimum Data Elements (MDEs)] to collect and analyze information to track a woman’s receipt of screening/rescreening, diagnostic, and treatment referral. Grantees are required to submit clinical data to CDC semi-annually. The clinical data will be used to support on-going monitoring of the quality, timeliness, and appropriateness of services provided by the program and will adhere to current standards related to data-sharing, data security, and patient confidentiality. All data submitted to CDC must be de-identified. Grantees are required to submit these data on all persons who are screened using CDC funds. 

· Link program data to state cancer registry data annually and assure the correction of data errors and complete reporting.  See Component 4 for additional information. 

· Utilize data for programmatic decisions and routinely generate reports for program management, providers, and contractors to monitor the number of women screened, population demographics, and adherence to performance standards.  

Performance will be measured by:

· The extent to which grantees utilize data and information to establish and document evidence-based practices by assessing the implementation and improving the effectiveness of screening promotion and provision activities across all components.

· The extent to which the grantee identifies methods to collect data on women from non-CDC funded screening, where feasible. Grantee performance based on CDC’s screening quality indicators and NBCCEDP performance measures, www.nbccedp.org. 

· The timely and complete submission of MDEs to CDC. 

· The completion of data linkage with cancer registry (e.g., diagnosis, stage, tumor size, date of treatment initiation).

· The frequency and extent to which grantees share program and performance data with providers, contractors, and internal and external partners.     

8. Program Monitoring and Evaluation

Design and conduct evaluations of screening promotion and provision activities to document their effectiveness and identify best practices and to provide on-going program monitoring to achieve goals, objectives and performance standards.  

· Develop and utilize a formal written evaluation plan that includes short- and long-term measures of success with quarterly milestones, rigorous evaluation methodology to measure impact, and mechanisms for reporting and disseminating findings.  

· Evaluations of specific screening promotion and provision activities, including the development of activity-specific logic models.  

· Use performance monitoring data for ongoing program improvement and mid-course corrections.  Assess the implementation and effectiveness of program activities and make indicated program improvements.

· Participate in evaluation activities, such as case studies, cost studies, policy audits, targeted surveillances, and other evaluation studies, as requested by CDC.  Participate in CDC-designated evaluation capacity building activities and trainings.

Performance will be measured by:

· The development and utilization of a comprehensive evaluation plan for all program components. 

· The extent to which the evaluation plan, program framework, and logic models are used to track screening promotion and provision activities across all components.

· The timely achievement and tracking of measureable clinical and non-clinical outcomes (including MDEs), milestones and the adequacy of the indicators.

· Strategies to disseminate evaluation findings to relevant audiences, not limited to the grantee’s network of partners and providers. Dissemination strategies may include, but are not limited to, publications in peer-reviewed journals and presentations at scientific meetings. 

Component 4:  Surveillance Activities in the National Program of Cancer Registries
Recipient Activities

Maintain and enhance the operations of an existing population-based central cancer registry to include all registry activities, effectively monitor expansion and application of registries to cancer prevention and screening activities, and meet or work towards meeting NPCR Program Standards (Appendix A).
· Establish or retain staff sufficient in number and expertise to manage, implement, and evaluate the population-based central cancer registry, as well as utilize/disseminate the data. Core staff must fill the roles of Program Director/Project Director/Principal Investigator and Quality Assurance/Control Manager.  The Quality Assurance/Control Manager position must be filled by a qualified, experienced Certified Tumor Registrar (CTR).  

· Ensure that adequate hardware and software systems are in place to support the central cancer registry activities, including data collection, database management, quality assurance, data analysis and management reporting.

· Collect all reportable diagnoses and data items required by NPCR from the central registry NPCR reference year forward (see diagnosis year appropriate NAACCR Standards for Cancer Registries, Volume II, Data Standards and Data Dictionary, Required Status Table, www.naaccr.org).

· Ensure the confidentiality and security of central cancer registry data through software and hardware security standards.  This includes implemented and documented security policies and procedures; data release policies and procedures that include both access and disclosure of information; documented disaster data recovery plans; annual risk assessments and security audits for registry data; and ongoing security training for staff. (Details included on the NPCR data security pages http://www.cdc.gov/cancer/npcr/tools/index.htm). 

· Develop, implement, and maintain an education and training plan with the goal of improving the quality of the central cancer registry data.  

· Perform data linkages as described in the NPCR Program Standards and linkages which are necessary for Program functioning; perform linkages that assist in addressing other public health issues as they relate to cancer, including tobacco use and obesity (e.g., behavioral risk factor data, socio-economic status data).

· Enhance timely reporting through the expansion of electronic reporting and data exchange.

· Conduct internal audits and/or quality checks of data collected and processed by central registry staff, participate in national quality assurance studies (e.g., Collaborative Staging Reliability Study) and conduct external audits of reporting sources to assure the quality of central cancer registry data. 

· Submit electronic data files, according to the timeframe and content established by CDC, to the NPCR Cancer Surveillance System (CSS) that meets the reporting requirements outlined in the NPCR-CSS Submission Specifications document and that meets the criteria for publication in the United States Cancer Statistics (USCS) report for 24 month data and applicable standards for 12 month data. 

· Produce or participate in the production of  biennial reports of incidence measures appropriate for the cancer and population (e.g., rates, counts, proportions) at geographic levels appropriate for the local populations (county, city, statistical health area) for screening-amenable cancers (e.g., breast, cervix, colorectal) diagnosed at late stage and cancers associated with obesity, tobacco, and human papillomavirus (HPV) risk factors.  

· Promote use of central cancer registry data for planning and evaluation of cancer control objectives and public health practice.

· Establish/convene an Advisory Committee to assist in enhancing and utilizing the central cancer registry and enhancing cancer prevention and control and other chronic diseases program coordination and collaboration

· Conduct program evaluation based on the identified priorities and identify best practice strategies to implement throughout the funding period, with measures of effectiveness.  

· Conduct surveillance for high-grade precancerous cervical lesions and conduct quality control audits, if currently collecting this information.
· Complete and submit the Program Evaluation Instrument (PEI) by the stated deadline.
Performance will be measured by:

· Reporting of cancer incidence trends by geographic area and provide cancer data in support of cancer control programs.

· Collection and reporting of incidence, burden, and stage data that can direct targeted interventions and be used to evaluate the success of cancer prevention and screening programs.

· Identification of disparities by age, gender, race/ethnicity and geographic areas in cancer incidence, stage at diagnosis, and mortality.

· Creation and maintenance of registry and state policies supportive of research uses of cancer registry data.

Component 5:  Innovative Demonstration Projects to Advance Population-Based Cancer Screening (Optional and Competitive)

Recipient Activities

Implement large-scale, innovative demonstration projects that contribute to building organized cancer screening efforts that impact population level cancer screening rates.  Projects should incorporate systems or policy level approaches that have the potential to be generalizable, replicable and scalable in other state/tribal/territorial organizations.   
· Implement an innovative practice in one of three focus areas, listed below, that supports increased population-level screening rates for breast, cervical, and colorectal cancers.
(1) Collaboration with large health systems (e.g., federally qualified health centers) or insurers (e.g., Medicaid, Medicare, large private insurers) to implement evidence-based policy and/or systems approaches that improve adherence to screening guidelines and the quality of cancer screening (e.g., provider assessment and feedback, provider reminder systems, patient reminder systems, implementation, and monitoring of quality benchmarks).
(2) Collaboration with large health systems (e.g., federally qualified health centers) or insurers (e.g., Medicaid, Medicare, large private insurers) to design and implement a population-level cancer screening registry and surveillance system. Minimum data should be collected that allow for identification of individuals eligible for screening, monitoring screening results and screening quality (e.g., quality standards), and linkage with cancer registries.
(3) Collaboration with large health systems (e.g., federally qualified health centers), insurers (e.g., Medicaid, Medicare, large private insurers), large workplaces/employers, or others (e.g., State healthcare quality organizations) to develop and implement large-scale, innovative approaches to increase population-level cancer screening rates and assure quality (e.g., pay for performance systems, patient-centered medical home demonstrations, large scale patient navigation programs, incentives using performance benchmarks and reporting systems). Projects may be regional, involving contiguous states or multi-states.

· Evaluate project implementation, expected outcomes, and costs to assess effectiveness and potential impact.
· Develop an evaluation plan using quantitative and qualitative data collected in the demonstration project and use this information, as well as data from ongoing program monitoring, for program improvement.

· Develop a logic model to depict the relationship between project activities and outcomes.

· Establish formal agreements (e.g., memoranda of agreement, memoranda of understanding, contracts) with collaborative partners (e.g., FQHCs, Medicaid, workplaces, State healthcare quality organizations). 

· Submit a detailed final report to include process, outcome, impact (if feasible), and cost data and qualitative/quantitative findings including successes, challenges, and lessons learned from the demonstration project.

· Attend required CDC-sponsored meetings (See Addendum I).

Performance will be measured by:

· Final logic model and evaluation plan submitted to CDC for approval within 90 days of award.
· Evidence of formal agreements with Federally Qualified Health Centers, Medicaid, workplaces, insurers or other health plans, and/or state healthcare quality organizations.

· Detailed final report, with evaluation results, including sections described in recipient activities.

· Participation in CDC-sponsored meetings, including presentations describing progress, challenges, and lessons learned during the demonstration project.

CDC Activities

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

CDC activities for components in this FOA are as follows:

· Establish program policies and guidelines collaboratively with grantees.

· Facilitate the exchange of information and coordination, collaboration, and service integration between grantees and chronic disease counterparts. 

· Provide ongoing guidance, consultation and technical assistance to support the planning, implementation, monitoring, and evaluation of the activities listed within the components funded in this FOA.  

· Monitor grantee progress in implementing the program and work with grantees through email, conference calls, and site visits, and review of progress reports and other data reports to support program progress and program improvement. 
· Convene trainings, capacity building exercises, meetings, web forums, conference calls, and site visits with grantees.  

· Provide relevant and state-of-the-art research findings, scientific research, public health recommendations, and up-to-date clinical guidelines related to the FOA components.

· Provide eligible population estimates for those geographic units for which they are available.  Estimates are currently available at the national, state, and county level.  Estimates can be found at: http://www.census.gov/hhes/www/sahie/data/index.html
· Design, implement, and evaluate screening promotion and screening provision activities across all program components. 

· Provide strategies to work effectively with health care systems and other organizations to improve the collection of cancer incidence data and implementation of activities across all FOA components.
· Provide guidance on practical application of Public Law 101-354, including amendments to the law. 
· Provide tools and methodologies to conduct linkages between the screening programs, state cancer registries, and reporting registry data in the Minimum Data Elements. 

· Develop regular data monitoring feedback reports based on clinical data submissions to support data use for quality assurance, program improvement, and program monitoring and evaluation. 

· Develop publicly available software programs for collecting and processing cancer registry data.
· Evaluate, monitor, and report on progress toward meeting performance standards using interim progress reports, end of year reports, MDE reports, and others described in FOA.
· Collaborate with national partners and organizations to standardize the reporting of cancer, promote education for cancer registrars, and advocate for central cancer registries by actively participating as chairs/members of committees/workgroups.

· Assess the quality of central cancer registry data by conducting NPCR-sponsored Data Quality Evaluations of central cancer registries.  
· Receive, evaluate, and disseminate cancer surveillance data received from central cancer registries through the NPCR Cancer Surveillance System.
II. AWARD INFORMATION

Type of Award: Cooperative Agreement
 CDC substantial involvement in this program appears in the Activities Section above. 
Award Mechanism: U58
Fiscal Year Funds: 2012
Approximate Current Fiscal Year Funding: Approximately $219.5 Million: Approximately $2.5 M for Program Management, Leadership and Coordination;
$37 Million for the National Program of Cancer Registries, $20 Million for the National Comprehensive Cancer Control, $155 Million for the National Breast and Cervical Cancer Early Detection Program and up to $5 Million for the Innovation Demonstration Projects.
Approximate Total Project Period Funding: $1.097 Billion (This amount is an estimate and is subject to availability of funds.) This includes direct and/or indirect costs.
Approximate Number of Awards: Up to 81 
Anticipated Award Date: June 30, 2012 
Budget Period Length:  12 months 

Project Period Length: 5 years 
Throughout the project period, CDC’s commitment to continuation of awards will be conditioned on the availability of funds, evidence of satisfactory progress by the recipient (as documented in required reports), and the determination that continued funding is in the best interest of the Federal government.  
Each of the cancer components has developed a funding formula and funding range using criteria that have been applied to all currently funded grantees. Each program will be competing for funding within a designated funding range.  Therefore, each program should submit a technically acceptable application. Funding recommendations for each program will be made separately, and will be based on the merit and quality of the applications received. Although PGO will send out the Notice of Grant Award as one award, individual itemized budget and justifications are being requested by each program to accompany the program’s Annual Action Plan. Funding in subsequent years (level/increases and/or decreases in funds) will be dependent on how well applicants implement the activities proposed in their Project Work Plans to achieve specific performance measures, as well as on what funds are available from CDC.
Component 1: Program Management, Leadership, and Coordination in the Cancer Prevention and Control Program
Approximately $1.25 to $2.5 M is available for fiscal year (FY) 2012 to fund 50 awards for the leadership and management of cancer activities. All currently funded states, or their bona fide agents are eligible to apply for funding in the range of $25,000 to $50,000. The funding ceiling will be $50,000.
Component 2:  Policy and Environmental Approaches and Community-Clinical Linkages in the National Comprehensive Cancer Control Program
Approximately $20 million is available for fiscal year (FY) 2012 to fund 65 awards for Comprehensive Cancer Control Programs.  All currently funded states, or their bona fide agent, territories and tribes are eligible to apply for funding in the range of $250,000 to $750,000. The ceiling will be $750,000 for the NCCCP. The final award amount will be based on the funding range according to technical merit and quality of the application (using the evaluation criteria scores), Note:  NCCCP Optional Additional Activities will not be funded under CDC-RFA-DP12-1205.

Component 3:  Health Systems Change and Quality Clinical Preventive Services in the National Breast and Cervical Cancer Early Detection Program 

(NBCCEDP) Approximately $155 million is available for FY2012 to fund 68 awards for the National Breast and Cervical Cancer Early Detection Program.  The ceiling will be $9,000,000 for the NBCCEDP. All currently funded States, or their bona fide agent, Territories and Tribal Organizations are eligible to apply for funding. The final award amount will be based on technical merit and quality of the application. 

· Applicants in range A can apply for funding in the range of $3.5 - $9 million.  These include states:  CA, CO, FL, GA, IL, MD, MI, MN, NY, OH, TX, WV, and WA 

· Applicants in range B can apply for funding in the range of $2 - $3.5 million.  These include states:  AK, AR, AL, AZ, IA, IN, KA, KY, MA, MO, MS, MT, NC, NE, NJ, NM, NV, OR, PA, SC, UT, VA, and WI 

· Applicants in range C can apply for funding in the range of $1 - $2 million.  These include states:  CT, DE, HI, ID, LA, ME, NH, ND, OK, RI, TN, VT, and Southcentral Foundation   

· Applicants in range D can apply for funding in the range of $500,000 $50,000 - $1 million.  These include:  DC, SD, WY, Arctic Slope, Cherokee Nation, Cheyenne River Sioux, Hopi Tribe, Navajo Nation, NARA, Kaw Nation, SEARHC, Poarch Band, South Puget, Yukon-Kuskokwim, American Samoa, CNMIs, Guam, Puerto Rico, and The Republic of Palau

Component 4: Surveillance Activities in the National Program of Cancer Registries

Approximately $37 million is available in FY 2012 to fund 48 awards for Cancer registry programs.  All currently funded States, or their bona fide agent, and eligible territories will be able to apply for funding in the ranges listed below, with an average award of $771,000.. The ceiling will be $3,300,000 for the NPCR. The final award amount will be based on technical merit and quality of the application (using evaluation criteria scores). 

· Applicants in range A can apply for funding in the range of $175,000 - $800,000. This includes: AK, AR, DE, DC, ID, KA, ME, MS, MT, NE, NV, NH, ND, PIJ, PR, RI, SD, VT, WV, and WY 

· Applicants in range B can apply for funding in the range of $600,000 - $1,200,000.  This includes: AL, AZ, CO, IN, KY, LA, MD, MA, MN, MO, OK, OR, SC, TN, VA, WA, WI ,GA, IL, MI, NJ, NC, OH, and PA
· Applicants in range C can apply for funding in the range of $1,200,000 - $3,300,000. This includes: CA, FL, NY, and TX
Component 5: Innovative Demonstration Projects to Advance Population-based Cancer Screening

Anticipated awards under this component will be competitive and limited to State Health Departments.  Approximately, up to $5 million is available in FY2012 for up to 3 awards to advance population-based cancer screening through innovative projects.

III.  ELIGIBILITY INFORMATION
Eligible Applicants
Eligible applicants are strongly encouraged to apply for Component 1, leadership and coordination activities. Applicants are also eligible to apply for Components 2-4 and MAY apply for more than one specific component. Eligible applicants for Component 5 may only submit 1 innovative demonstration project per state.

Eligible applicants that can apply for this funding opportunity are listed below: 
For Component 1

· Currently funded DP07-703 state grantees, or their designated bona fide agent.
For Components 2, 3, and 4

· Currently funded DP07-703 grantees, or their designated bona fide agent.

For Component 5

· Currently funded DP07-703 state grantees, or their designated bona fide agent.

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

Justification for Limited Competition 

Eligibility is limited to the grantees currently funded for the following reasons:

•
Full and open competition would require that we fund a new association of states to operate at many different capacity levels. There is insufficient funding to create capacity in new states while enhancing and expanding programs of current grantees.

•
Enhancing the existing programs of current grantees will provide the optimal health impact.  Grantees will bridge the gap between funded grantees and non-funded states by creating new community channels and new means of sharing statistics and results, and disseminating proven practices.

•
The currently funded states are now in a position to align into the four focus areas set out in the President’s Budget; policy and environmental approaches; health systems change and quality clinical preventive services; surveillance; and Community-Clinical Linkages to build community supports for interventions for people with or at risk for chronic conditions. 

For these reasons, currently funded recipients have proven their ability to implement and show impact and are better positioned to make advances in the future.

Supporting Information/Background 

Since 1990, CDC has supported a variety of activities in state, territorial and tribal entities aimed at preventing and controlling cancer, the second leading cause of death in U.S. men and women. Over the years, the accomplishments of these programs have been substantial and pioneering. The previous FOA, DP07-703, enabled state, territorial and tribal cancer programs to make major gains and improvements in the surveillance of cancer, provision of quality clinical preventive services, and development of implementable cancer plans to reduce the burden of cancer. These programs have built capacity and expertise that will continue to make progress and augment the substantial gains made over 20 years. 

The National Breast and Cervical Cancer Early Detection Program (NBCCEDP), for example, has served more than 3.8 million women, provided more than 9.5 million breast and cervical cancer screening examinations, and diagnosed more than 47,155 breast cancers, 2,716 invasive cervical cancers, and 130,645 premalignant cervical lesions.  The NBCCEDP has a well-established screening delivery system in each of its 68 currently funded programs across the US. This screening delivery system includes a robust infrastructure, expertise, and extensive networks that can be readily adapted and expanded to address barriers to accessing screening and to partner with other health care service providers to expand the reach of these programs.  

Similarly, grantees of the National Program of Cancer Registries have advanced knowledge and expertise in the collection of complex data. They have established partnerships with medical facilities to achieve complete capture of all cancer cases diagnosed and/or treated in the United States and Territories.  These registries have developed the capability to report high quality data that is used for state and local evaluation of cancer rates, identification of cancer disparities, and investigation of environmental cluster assessments and inform program strategies.  The number of NPCR-funded registries that have met or exceeded completeness, timeliness, and quality standards has increased from 9 in 1997 to 46 in 2011. The expertise developed by the existing registries is critical to the further enhancements of the program including advancing electronic data collection methods, use of electronic health records, expanded data use and evaluation of health systems and program case detection and treatment efforts.  

The new FOA, DP12-1205 will build upon previously funded efforts to enhance currently funded organization’s efforts to increase the efficacy and impact of cancer programs.  The FOA requires grantees to align their application program activities along four focus areas: policy and environmental approaches; health systems change and quality clinical preventive services; surveillance; and Community-Clinical Linkages to build community supports for interventions for people with or at risk for chronic conditions. 

With years of experience in implementing cancer control plans, building partnerships with regional cancer coalitions to support policy approaches and local implementation of cancer control activities, the current grantees are best able to integrate and improve programs, adapt to change and take actions which will inform future programs and improve health outcomes of the target population.  Current grantees have established themselves as champions in their states or tribes/territories. They possess fundamental knowledge, have a strong workforce, and developed linkages within their community. These funded programs are highly qualified and well trained to implement and disseminate evidence-based practices with accuracy, accountability, and consistency to non-funded entities. These practices, in fact, are evident in the current work of the grantees.  Cancer surveillance data on American Indians and Alaska Natives are collected by current grantees in state central cancer registries. CDC also supports funding to the Indian Health Service for cancer focused activities for the tribal population and provides direct technical expertise to tribal organizations on the analysis and use of the cancer data. 

Emphasis has also been placed on dissemination of proven practices within territorial jurisdictions. Each of the United States Associated Pacific Island Jurisdictions (USAPIJ) has cancer coalitions that are actively implementing country specific comprehensive cancer control plans. In addition to the implementation of these plans, each funded USAPIJ provides additional resources to support an overarching Pacific Regional Cancer Coalition, the Cancer Council of the Pacific Islands (CCPI) that addresses cancer control issues across all the Jurisdictions. CDC also supports the enhanced participation of American Indian/Alaskan Native populations by providing culturally relevant tools and educational resources, and offers technical assistance to tribal programs and tribal people on and off reservations.

Finally, the future financial outlook limits CDC’s ability to make investments that would require extensive program development and capacity support with potential limited impact over the short term.  This is one of the factors in the decision to limit eligibility to current grantees.  By integrating programs, but keeping the same grantees, CDC can better understand potential cost efficiencies which will inform future programs and improve health outcomes of the target population. Current cancer prevention and control grantees have the potential to continue their successful trajectory throughout this next funding opportunity.
Required Registrations

Registering your organization through www.Grants.gov, the official agency-wide E-grant website, is the first step in submitting an application online. Registration information is located on the “Get Registered” screen of www.Grants.gov.  Please visit www.Grants.gov at least 30 days prior to submitting your application to familiarize yourself with the registration and submission processes. The “one-time” registration process will take three to five days to complete.  However, the Grants.gov registration process also requires that you register your organization with the Central Contractor Registry (CCR) and DUN and Bradstreet (D&B) Data Universal Numbering System (DUNS) which will require up to at least 4 weeks to complete registration in its entirety.  The CCR registration can require an additional two weeks to complete. You are required to maintain a current registration in CCR.  CCR registration must be renewed annually.
Central Contractor Registration and Universal Identifier Requirements

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

Cost Sharing or Matching
Component 2: Policy and Environmental Approaches and Community-Clinical Linkages in the National Comprehensive Cancer Control 

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

Component 3:  Health Systems Change and Quality Clinical Preventive Services in the National Breast and Cervical Cancer Early Detection Program

Recipient financial participation is required for this program in accordance with the authorizing legislation.  Section 1502(a) and (b)(1), (2), and (3) of the PHS Act, as amended, requires matching funds from non-Federal sources in an amount not less than one dollar for every three dollars of Federal funds awarded under this program.  However, Title 48 of the U.S. Code 1469a (d) requires DHHS to waive matching fund requirements for Guam, U.S. Virgin Islands, American Samoa and the Commonwealth of the Northern Mariana Islands up to $200,000.

Matching funds may be cash, in-kind or donated services or equipment (sources and projections of matching funds worksheet available at www.nbccedp.org).  Contributions may be made directly or through donations from public or private entities.  Public Law 93-638 authorizes tribal organizations contracting under the authority of Title I to use funds received under the Indian Self-Determination Act as matching funds. 

Applicants may also designate as State/tribal/territorial organization matching funds any non-Federal amounts spent pursuant to Title XIX of the Social Security Act for the screening and case management of women for breast and cervical cancers.

Matching funds may not include: (1) payment for treatment services or the donation of treatment services; (2) services assisted or subsidized by the Federal government; or (3) the indirect or overhead costs of an organization.

For further information about the matching fund requirement, see the NBCCEDP Policies, Procedures and Component Overviews.

Component 4: Surveillance Activities in the National Program of Cancer Registries

Per Public Health Service Act (42 USC 280e-280e-4), matching funds are required for Component 4 applicants in an amount not less than one dollar for every three dollars of Federal funds awarded under this program; e.g., for a Federal award of $100,000, the matching funds would be required not less than $25,000 [Title 42, Chapter 6A, Subchapter II, Part M, § 280e(b)(1)].   Matching funds may be cash, in-kind, or donated services or equipment. Contributions may be made directly or through donations from public or private entities. However, Title 48 of the U.S. Code 1469a (d) requires DHHS to waive matching fund requirements for Guam, U.S. Virgin Islands, American Samoa and the Commonwealth of the Northern Mariana Islands up to $200,000.  Public Law 93-638 authorizes tribal organizations contracting under the authority of Title 1 to use funds received under the Indian Self-Determination Act as matching funds.  Non-federal financial contributions in excess of the Maintenance of Effort may be used for matching funds.
Matching funds may not include: (1) payment for treatment services or the donations of treatment services (2) services assisted or subsidized by the Federal government; or (3) the indirect or overhead costs of an organization.  All costs used to satisfy the matching requirement must be documented by the applicant and will be subject to audit. Documentation of appropriate matching is to be provided in the detailed budget and narrative justification.  For more information on cost sharing or matching requirements, please refer to the following website: http://www.hhs.gov/grantsnet/adminis/gpd/gpd302.htm
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 that the application did not meet submission requirements.

· Late applications will be considered non-responsive.  See section “IV.  Submission Dates and Times” for more information on deadlines.

Special requirements for component 4 -- Surveillance Activities in the National Program of Cancer Registries include the following:
The Pacific Island Jurisdiction Region is defined as the combined population-based cancer registry on behalf of 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.
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.

Maintenance of Effort (MOE)
Component 3:  Health Systems Change and Quality Clinical Preventive Services in the National Breast and Cervical Cancer Early Detection Program

The average amount of non-Federal contributions toward breast and cervical cancer programs and activities for the two year period prior to the first Federal fiscal year of funding for NBCCEDP is referred to as Maintenance of Effort (MOE).  Only those non-Federal contributions in excess of the MOE amount may be considered matching funds.  Supplanting, or replacing, existing program efforts currently paid with Federal or non-Federal sources is not allowable.

Component 4: Surveillance Activities in the National Program of Cancer Registries

Recipients must agree to make available (directly or through donations from public or private entities) non-Federal contributions equal to the amount expended during the fiscal year preceding the first year of the original NPCR cooperative agreement award for the collection of data on cancer, as noted in Public Health Service Act (42 USC 280e-280e-4).

In determining the amount of non-Federal contributions for cost-sharing or matching, the recipient may include only those contributions that are in excess of the amount of contributions made by the State for collection of data on cancer for the fiscal year preceding the first year of the original NPCR cooperative agreement award.  CDC may decrease the amount of non-Federal contributions required if the State can show that the amount will cause them financial hardship [Title 42, Chapter 6A, Subchapter II, Part M, § 280e(b)(2)(B)]. 

IV. Application and Submission Information 
Submission Dates and Times
This announcement is the definitive guide on 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.  

Application Deadline Date: March 26, 2012, 11:59pm U.S. Eastern Standard Time
Applicants must download the SF424 application package associated with this funding opportunity from Grants.gov.   If access to the Internet is not available or if the applicant encounters difficulty in accessing the forms on-line, contact the HHS/CDC Procurement and Grant Office Technical Information Management Section (PGO TIMS) staff at (770) 488-2700 email:pgotim@cdc.gov Monday-Friday 7:00am – 4:30pm U.S. Eastern Standard Time for further instruction.  CDC Telecommunications for the hearing impaired or disabled is available at:  TTY 1-888-232-6348.

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

Content and Form of Application Submission

All applicants are required to sign and submit CDC Assurances and Certifications that can be found on the CDC Web site at the following Internet address: http://www.cdc.gov/od/pgo/funding/grants/foamain.shtm 

Print, scan and upload as an additional attachment into the application package.

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

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

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

· Maximum number of pages: 
Component 1: Program Management, Leadership, and Coordination in the Cancer Prevention and Control Program - 5 pages

Component 2: Policy and Environmental Approaches and Community-Clinical Linkages in the National Comprehensive Cancer Control - 25 35 pages

Component 3:  Health Systems Change and Quality Clinical Preventive Services in the National Breast and Cervical Cancer Early Detection Program – 45 pages
Component 4: Surveillance Activities in the National Program of Cancer Registries – 25 pages
Component 5: Innovation Demonstration Projects to Advance Population-based Cancer Screening – 15 pages
If your narrative exceeds the page limit, only the first pages which are within the page limit will be reviewed. 

· Font size: 12 point unreduced, Times New Roman

· Double spaced

· Page margin size: One inch

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

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

Component 1: Program Management, Leadership, and Coordination in the Cancer Prevention and Control Program
1. Background and Need 
· Describe the cancer disease burden in the state/tribal/territorial organization, with local data described when relevant, including the most recently available age-adjusted, overall cancer incidence and mortality rates by age, gender, and racial and ethnic groups, geographic areas (including rural and frontier areas), low-income persons, the medically underserved, persons with disabilities, and sexual minorities, and associated health behaviors.

· Describe the proposed priority population(s) to be reached, the rationale for selection and experience working with the priority population.
· Describe how initiatives, capacity, and infrastructure (e.g., coalitions/partnerships; surveillance activities and systems; evaluation activities; information, media and health communications; education and outreach strategies) will be enhanced with continued funding of the Cancer Prevention and Control Funding.

· Describe efforts by the program to foster coordination and collaborative approaches across cancer and other chronic disease programs, and with key external organizations that reach large population groups and/or disparate populations and subpopulations.  

· Describe existing partnerships and linkages with large health systems, such as the Medicaid program, FQHCs, Community Health Centers, hospitals, provider groups, workplaces, and hospital and health plan associations. Provide descriptions of public health policies, system and or environmental approaches that were developed and implemented.   

· Describe how the existing program will be enhanced with continued funding.  

· Describe the Central cancer registry background and need, including the population to be covered (e.g., age distribution, size, etc.) and the mechanisms to assure complete reporting.

· Describe how the registry met the NPCR Program Standards for data completeness, timeliness, and quality for the five years covered in the previous program announcement.
 

2. Organizational Capacity
· Provide an organization chart and explain the formal working relationship of the proposed program leadership for all aspects of the grantee’s cancer program and how this relates to the grantee’s coordinated chronic disease plan.  Include lines of authority, areas of shared responsibilities and areas of collaboration.  Provide a description of how this leadership team will enhance and strengthen Cancer control efforts and align these with the cancer control plan.   Provide a description of how communications, epidemiology and evaluation activities will be carried out more efficiently across the grantee’s cancer control programs.
· Provide position descriptions for all relevant leadership positions for the grantee’s cancer program. Demonstrate that the leadership team has the qualifications, management experience, programmatic skills and technical expertise to assure adequate oversight and leadership for the specialized functions of the programs such as quality assurance of cancer registry data, coalition building, awareness of health policy approaches and delivery of comprehensive screening services

· Describe existing partnerships and state/tribal/territorial-wide Coalitions and any existing linkages with the Medicaid program, FQHCs, Community Health Centers, hospitals, provider groups, community-based wellness organizations, hospital and health plan associations.  Provide descriptions of policy, system and/or environmental approaches that were supported through these partnerships.   

· Describe specific plans, mechanisms, and requirements intended to increase use of cancer surveillance data to guide decisions, inform public health policy, assess needed changes in priority and infrastructure and improve quality and efficiency of cancer prevention and treatment efforts and improve access to data sets across states.
· Describe specific workforce development efforts and strategic partnerships to expand the grantee’s capacity to engage in population-based cancer screening.
· Describe plans to participate in various CDC-sponsored meetings, trainings, conferences, webinars and workshops and other relevant meetings to facilitate exchange of information and skills development with peers, CDC, and other subject matter experts. Describe any potential barriers to staff attendance at CDC-sponsored trainings and other required meetings and plans to overcome those barriers (See Addendum I).
3.  Itemized Budget and Justification
· A detailed budget with supporting narrative justification must be provided and should be related to the objectives stated in the applicant’s work plan.  

· In addition to the 424A, one 424A should be submitted that shows funding request by Object Class Categories for each of the five components.

Component 2: Policy and Environmental Approaches and Community-Clinical Linkages in the National Comprehensive Cancer Control
1. Program Administration
· Describe a management and staffing plan sufficient to manage and provide administrative support to the National Comprehensive Cancer Control Program (NCCCP). Provide a copy of the organizational chart indicating the placement of the proposed or existing program in a department or agency, quarterly milestones to fully staff the program, and qualifications and experience of each individual and their relevance to recipient activities, including curriculum vitae and job descriptions of key staff to be partially or fully funded through this announcement, as well as any staff who will devote 50 percent or more of their time to this program.

· Clearly indicate who is responsible for ensuring that a comprehensive plan is maintained, implemented and periodically updated. 

· Describe how the activities described in this FOA will coordinate with activities of CDC-RFA-DP 10-1017, “Demonstrating the Capacity of Comprehensive Cancer Control Programs to Implement Policy and Environmental Cancer Control Interventions,” if the applicant is funded for DP 10-1017.

· Describe a plan to routinely leverage expertise in communications (public relations, media relations, social media),  surveillance, epidemiology and utilization of health data, health care system interventions, fiscal and resource management, professional development, strategic planning, and coalition and partnership development by establishing, maintaining, or actively collaborating with staff, contractors, and/or consultants with expertise in these areas.

· Describe a plan to establish or retain the recommended minimum of at least .5 of a full-time equivalent (FTE) as a subject matter expert focusing on policy and environmental approaches, and community – clinical linkages, if one is not already established or retained via CDC-RFA-DP 10-1017, “Demonstrating the Capacity of Comprehensive Cancer Control Programs to Implement Policy and Environmental Cancer Control Interventions.” Contractors and/or consultants can be used to compile 100% of an FTE if necessary. Describe the responsibilities of this FTE(s) including assuring that key stakeholders are informed of evidence-based PSE practices, strategies and interventions that can help grantees accomplish priorities identified in the Cancer Control Plan and assuring that measurable outcomes have been identified to evaluate and demonstrate the impact of interventions implemented throughout the project period.

· Describe a plan to establish and/or maintain the recommended no less than one third (1/3) full-time equivalent (FTE) responsible for planning and implementing the evaluation of the program throughout the project period.  This person will coordinate evaluation of all program components described in this FOA and ensure that progress is monitored throughout the project period.

· Describe plans to submit complete, accurate, and timely interim and annual progress reports, Federal Financial Reports (SF-425), evaluation plans and reports, and other programmatic reports.  Describe plans to maintain current information on performance milestones in all sections of the CDC Management Information System (MIS).

· Describe plans to provide technical assistance and training to constituents based on the competencies acquired through CDC-sponsored meetings (e.g., a train-the-trainer model with partners to enhance awareness of PSE approaches strategies).

· Describe planned internal and external strategic communication opportunities to foster collaboration with or inform and/or educate other health department staff, the public, coalition members, partners and decision makers about cancer prevention and control, burden, implemented interventions from the cancer plan, and impact of the program. 

· For tribal or tribal organization applicants, pursuant to the CDC/ATSDR Tribal Consultation Policy, describe the process used to engage American Indian tribal governments, tribal organizations and Alaska Native corporations located within the state boundaries in existing and proposed comprehensive cancer control efforts.  Submit a list of American Indian/Alaska native programs, governments and organizations within their boundaries.  
2. Fiscal Management

· Provide a detailed budget and justification that describes and follows all funding guidelines and allocations described in the fiscal management recipient activity.
· In addition to the 424A, one 424A should be submitted that shows funding request by Object Class Categories for each of the five components.
· Describe system for sound fiscal management that provides monitoring and tracking of the use of CDC funds, using a reporting system that meets the timely online reporting criteria and timelines as stated in the “Reporting Requirements” section of this FOA and can show maintenance of appropriate spend rate and generate required reports according to the designated schedule.

· Describe a collaborative process for working with fiscal management staff to develop and implement procedures to track and monitor expenditures.

· Provide appropriate documentation for the recommended 10% cost sharing. Leveraged funds (monetary funds) and in-kind funds (non-monetary contributions) can be used to meet this requirement.  Report as described in the fiscal management recipient activity.

· Provide documentation of any appropriate contracts or memoranda of agreement with local entities (e.g., local health departments, community based organizations, universities).

· Show that all recipient activities described in the budget narrative, including sub-recipient activities, support and align with the goals of the cancer plan and chronic disease plan.  

· Describe fiscal practices to capture funds leveraged from other sources.

3. Routine Use of Cancer Surveillance Data
· Describe plans to use the registry to routinely monitor cancer burden to support and guide selected program interventions, measure success, and make mid-course corrections in program activities. Produce periodic burden reports to revise or update cancer plan, action plan, or other program document, and use of cancer surveillance data and information to plan, implement, and evaluate the cancer plan.
4. Routinely Support, Collaborate and Coordinate with Existing Cancer Coalition

· Describe plans to maintain an active and coordinated role with existing state, tribal or territorial Cancer Coalition to lead and/or collaborate with cancer plan revisions, implementation, and evaluation.

· Describe efforts to inform the coalition about effective and evidence-based policy and environmental approaches, health systems change, and community–clinical linkages.

· Describe plans to ensure key, strategic, and streamlined membership and appropriate engagement of coalition members in the planning, implementation, and evaluation of the key activities of the cancer plan, particularly in those plan activities for which the coalition is uniquely suited. Describe composition of coalition, including population sub-groups that experience health disparities.

· Describe plans to periodically (annually) assess the performance of the coalition, membership composition, cancer plan activity assignments, and outcomes related to implementation of the key components and cancer plan.

5. Maintain, Implement, and Periodically Revise a Comprehensive Cancer Control Plan

· Describe process to maintain, implement, and periodically revise a state, tribal, or territorial-wide Cancer Control Plan, based on cancer incidence, stage, and mortality, behavioral and risk factor data described in the recipient activities of this FOA, which includes concrete and achievable evidence- and practice-based methods for preventing and reducing the high-burden cancers in their population, and reflects the NCCCP priorities (see DCPC website).  Describe plan focus areas as described in the recipient activities of this FOA. Ensure the plan focuses efforts on the highest burden cancers, and those with available evidence or practice-based public health interventions, and show links with relevant existing chronic disease plans. Clearly describe populations experiencing health disparities and appropriate strategies to reduce disparities. 

· Describe specific strategies to inform policy and environmental approaches to preventing cancer and clinical-community linkages to reduce second or recurrent cancers among survivors.
· Describe how proposed plan activities will complement or enhance existing activities within the state/tribal/territorial organization as outlined in the recipient activities of this FOA.

6. Evaluation

· Describe appropriate allocation of resources for program evaluation and convene an evaluation planning team led by a program evaluator who will coordinate with the other program components of this FOA. 

· Include an outline for an annual comprehensive evaluation plan and plans to finalize the plan within 120 days post-award that establishes specific, measurable and realistic short-term, intermediate, and long-term program objectives consistent with the purpose of this FOA.  

· Describe plans to participate in nationally coordinated evaluation activities that measure clinical, cost, policy and other outcomes.

· Describe plans to develop and disseminate all evaluation reports and documents as described in the recipient activities of this FOA and plans to use the findings for program improvement. 

7. Itemized Budget and Justification 

· Provide a one year budget consistent with the funding ranges for your state, tribe or territory that is supported by a justification and narrative for each proposed activity in the application content section above. In addition, describe the fiscal management process and staff that will be used to manage the requested financial resources.  See Appendix B for additional budget preparation guidance.  

· Should your agency require personnel, the desired program assignees during this budget period should be included in the budget and budget justification sections of your funding application. Please describe the activities to be conducted by the Federal assignee.

8. Travel

· See Addendum I

Component 3:  Health Systems Change and Quality Clinical Preventive Services in the National Breast and Cervical Cancer Early Detection Program

1. Operational Plan

Program Management

Provide an overall description of program management and address the following specifically:

· Describe the staff roles and responsibilities needed to successfully implement the activities.

· Describe how fiscal systems will track and monitor program expenditures and ensure the accurate and timely reimbursement of services provided by the program.  

· Describe how program objectives fit into the state cancer plan.     

· Describe how short- and long-term objectives are consistent with program activities and how program objectives will increase high quality breast and cervical cancer screening at the population level. 

· Describe plans for conducting a needs assessment of program capacity across all NBCCEDP components and how the findings will update the work plan and state, tribal or territorial cancer plan.

· Describe plans to use evidence-based screening promotion activities to increase high quality breast and cervical cancer screening on a population level.  (See The Guide to Community Preventive Services).
· Describe plans to develop program framework and component specific logic models that reflect evidence-based program activities. 

· Describe how contracts with screening provision and promotion partners are secured, monitored and maintained.  

Partnerships, Coordination and Collaboration

· Describe plans to coordinate and collaborate with existing cancer programs, CCC, other CDC- and state-funded programs, and key organizations that reach large populations to: 1) identify priority populations; 2) select, implement and  evaluate evidence-based interventions; 3) increase screening among priority population(s); and  4) leverage resources. Provide evidence of meaningful partnerships by including letters of support, memoranda of agreement, or memoranda of understanding from collaborating organizations including the CCC program. 

· Describe existing and proposed collaborative working partnerships with providers, community groups, and various agencies or organizations that serve and represent priority population(s), have experience addressing health disparities, and have established linkages in the priority population(s) and other disparate groups and subgroups.

· Describe how the program will coordinate and collaborate with local health jurisdictions (e.g., county, district) and with American Indian/Alaska Native tribes, tribal governments, and health consortia.

· Describe existing and potential collaborative working with providers, health systems to conduct targeted outreach and to deliver clinical services and appropriate follow-up. 

Public Education and Targeted Outreach
· Describe plans to engage diverse partners, including representatives from priority population groups and the CCC Coalition in assessing needs and developing plans and strategies for public education, outreach, and in-reach to promote breast and cervical cancer screening, especially among disparate and  populations.

· Describe plans for public awareness and educational activities to promote breast and cervical cancer screening, especially among targeted priority populations.  

· Describe plans to conduct targeted outreach in the community and in-reach within participating provider and healthcare system patient populations to identify eligible women in priority populations for breast and cervical cancer screening.

Screening, Diagnostic and Patient Navigation Services

· Describe experience in providing patient navigation services, specifically including services for disparate and other populations, but not limited to immigrant and culturally diverse populations.  

· Describe the opportunities and proposed plans to advance policy and systems change to enhance and expand patient navigation services to increase screening and improve quality follow-up on a population level.  Describe new and existing partnerships to increase capacity, efficiency and effectiveness in patient navigation services (e.g., collaboration with health systems to assure competency of patient navigators in cancer screening, to monitor and evaluate the quality of services, etc.).

· Describe the program’s capability to implement the proposed screening, diagnostic, and follow-up activities and to begin delivering screening services within six months of the award including a description of how women with abnormal screening results will receive recommended diagnostic services and referral to treatment as needed and according to CDC performance standards.

· Provide realistic, annual screening projections for the 5-year program period and describe the process for determination.

· Describe how screening and diagnostic follow-up services will be integrated with existing clinical service programs to improve program effectiveness and efficiency and plans utilize or promote the use of client and provider reminders to reach women in existing health care systems and send reminders for rescreening.   

· Describe plans to 1) develop and evaluate patient navigation activities and 2) to routinely use data management systems to obtain information on patient navigation services.

Professional Development and Quality Assurance/Quality Improvement 

· Describe plans for ongoing professional development activities to strengthen adherence to breast and cervical cancer screening recommendations among NBCCEDP and non-NBCCEDP providers.  

· Describe plans to provide professional development opportunities for providers encouraging timely submission of fiscal and screening provision data and the importance of activities found in the Guide to Community Preventive Services.
· Describe plans to monitor and measure the quality of services provided within the NBCCEDP and plans to leverage quality assurance practices within new and existing health systems. 

· Describe current and future plans to coordinate and collaborate with partners to increase professional development resources that promote evidence-based practices. 

Data Management and Utilization
· Describe opportunities to share data with cancer and other chronic disease programs for increased efficiency and effectiveness.  Examples include sharing data with WISEWOMAN, Comprehensive Cancer Control Program, Coordinated Chronic Disease Program, Community Transformation Grant Programs, Tobacco Control Networks, Tobacco Quitline programs, Lead removal programs, Center for Medicaid & Medicare Services (CMS), State Medicaid and Medicare Programs, etc.).

· Provide evidence of commitment to collect the MDEs (Minimum Data Elements) on women screened as required by CDC.

· Provide evidence of commitment to link data elements (e.g., diagnosis, stage, date of treatment initiation, and first course of treatment) related to cancers diagnosed through the program with the comparable information in the state or territorial cancer registry in order to verify, correct, and supplement data. For more information about Cancer Registries see http://www.cdc.gov/cancer/npcr or http://seer.cancer.gov/registries/. 

· Describe the measures and methods to gather data to monitor screening promotion/non-clinical activities and plans for assuring data security and protecting patient confidentiality, where relevant. 

· Describe the clinical data elements currently collected, methods to gather those data, and plans for assuring data security, protecting patient confidentiality, and de-identifying data for semi-annual submission to CDC. The actual data elements may be included as an attachment with the application.

· Describe the ability and frequency to provide reports for monitoring and tracking quality standards and screening rates.  Examples should include, reports to program management, providers, contractors and partners.

a. Applicants must submit a year one work plan that includes specific, measurable, achievable, realistic, and time-phased goals, objectives and activities for each program component. (workplan template available at www.nbccedp.org). The essential elements of the NBCCEDP (See NBCCEDP Resources) should also be included, as well as the use of evidence-based activities and population level strategies.  

2. Accomplishments and Proven Capacity

· Describe current infrastructure and capacity to support the activities identified in the work plan, including identified timelines.

· Describe the program’s Medical Advisory Board, including the diverse qualifications and expertise of board members. 

· Describe how the program has collected and used data for continuous quality improvement, program planning, implementation, monitoring, and evaluation, including meeting CDC Performance Standards. 

· Describe how the proposed strategies will affect the entire geographic area and how the strategies have the potential for broad reach and impact. 

· Describe plans for addressing needs of populations experiencing health disparities; assessing rates of chronic disease risk factors; identifying barriers to change; and engaging populations experiencing health disparities.
 

3. Program Monitoring and Evaluation

· Describe how the proposed evaluation plan will support the goals and measurable outcomes associated with this program.

· Describe plans to evaluate the effectiveness and impact of all screening promotion and provision activities across all program components.  

· Describe how the proposed evaluation plan will measure and document the processes for implementing the program.  By the end of the project, a clear and detailed description of the components of the project, and the relative success of carrying out each component must be completed.

· Describe how evaluation findings will be utilized for programmatic planning, decision making and mid-course corrections, as needed.

· Describe plans to disseminate materials, synthesized/translated research evidence, lessons learned, and other information resulting from this project, not limited to grantee’s network of partners and providers.  

· Provide evidence of willingness to participate in CDC-led monitoring and evaluation activities and capacity building activities as described in the recipient activities.

4. Itemized Budget and Justification

· A detailed budget with supporting narrative justification must be provided and should be related to the objectives stated in the applicant’s work plan.  The required 60/40 distribution must be provided by presenting the budget in two columns, one containing the 60 percent allowable items and the other containing the 40 percent allowable items (60/40 example available at www.nbccedp.org).  Descriptions of specific personnel activities related to each entry should also be provided.  For further information about the 60/40 requirement, please refer to the NBCCEDP Policies, Procedures and Component Overviews (NBCCEDP Resources).
· In addition to the 424A, one 424A should be submitted that shows funding request by Object Class Categories for each of the five components.

· The recommended guidance for completing a detailed justified budget can be found on the following CDC Web site.

· Participation of appropriate key staff in CDC meetings and trainings is a required recipient activity.  See Addendum I.
· Participation or attendance at non-CDC sponsored professional meetings (e.g., ACS, NCI, APHA, other) may be requested but must be directly relevant to work plan activities. Participation may include the presentation of papers, poster sessions or exhibits on the project. Specific requests should be submitted with appropriate justification.

· The applicant should submit a completed Clinical Costs Worksheet, which is used as a standardized tool to estimate clinical and other direct service costs for programs.  An electronic version of the Clinical Costs Worksheet, an EXCEL spreadsheet, and a related MS Word document with definitions may be obtained by contacting the PSB program consultant or by contacting the technical assistance contact listed in section VII, Agency Contacts.

· Applicants who are requesting less than $750,000 in financial assistance and who do not intend to operate on a fee-for-service basis to provide clinical procedures are exempt from submitting a Clinical Cost Worksheet.  These applicants are encouraged to investigate the use of the Clinical Cost Worksheet as a tool for estimating screening and diagnostic costs, before making a decision not to submit a Clinical Cost Worksheet.

· Describe plans to monitor and measure the quality of services provided within the NBCCEDP and plans to leverage quality assurance experience and methods to assist other health care systems to implement similar quality assurance/quality improvement systems.  

· Required travel.  See ADDENDUM I.

Component 4: Surveillance Activities in the National Program of Cancer Registries
The narrative for Component 4, Cancer Surveillance, should provide very broad, over-arching five-year goals, but primarily address activities to be conducted over the first year of the project period.  Applicants should focus on describing how they plan to meet (or exceed) and maintain the NPCR Program Standards (see NPCR Appendix A – NPCR Program Standards), as well as  those activities listed in Part I, Component 4, Recipient Activities.  The narrative should be written on the work plan template (Appendix C) and include the following items in the order listed:

1. Background and Need

Provide a brief description of the following:

· Central cancer registry background and need, including the population to be covered (e.g., age distribution, size, etc.) and the mechanisms to assure complete reporting.

· Organizational/management structure of the central cancer registry.

· Organizational structure and leadership that support coordination and collaborative approaches to cancer prevention and control and other chronic disease programs.
· How the registry met the NPCR Program Standards for data completeness, timeliness, and quality for the five years covered in the previous program announcement.

2. Existing Resources

Provide a brief description of the following:

· Legislation and regulations, pending legislation or progress toward legislation that supports and enhances the existence and operation of a central cancer registry.

· Sources of funding support, including percentage of overall budget support from each source (e.g., State, 20%, other federal, 10%).
· Current database management system capabilities, including hardware and software used for registry operations, its strengths and limitations.
· Policies and procedures to insure compliance with all legal requirements designed to protect confidentiality and security of the data.

· Extent of reporting, paper and electronic, from all reporting sources.

3. Operational Plan

Provide a detailed one-year work plan that addresses the Recipient Activities and NPCR Program Standards (Appendix A) and describes how your program will work towards meeting, exceeding and/or maintaining the standards for data completeness, timeliness and quality over the project period. The plan should include:

· Goals, including a broad overarching five-year goal for the project, as well as specific, one-year goals.

· Process and outcome objectives that are SMART (specific, measurable, achievable, realistic, and time-phased).  

· Activities that align with the objectives and that encompass those listed in Part II, Recipient Activities.  

· Anticipated timeline for implementing activities, key staff responsible and measures of effectiveness.

· Description of key staff (other than Program Director), responsible for Registry Operations, including data management/quality assurance, including qualifications.  Curriculum vitae for key staff should be included as an Appendix and are limited to 3 pages per staff member.

· Description of data management

· Include the number of hospital and non-hospital sources of reportable cases.  Indicate the number and percentage of which sources will report electronically and percentage of reports expected to be received electronically by type or reporting source.  

· Data items to be collected or derived by the central cancer registry.

· Flow of data (data processing) into, through, and out of the central cancer registry including quality assurance measures.

· Include a plan for increasing the number of reporting sources that are reporting electronically.

· Data exchange agreements for both incoming and outgoing data including frequency, quality assurance, and participation with the National Interstate Data Exchange Agreement.  

· Data quality assurance activities including record consolidation, edits, visual review, management reports, and audits.  Describe how information gained from audits will be used to improve the program.

· Education and training activities planned by central cancer registry staff for both central registry and reporting sources staff to improve the completeness, timeliness, and quality of central cancer registry data.  Regional educational and training coordinators can be utilized but the plan for adequate training should be described.  

· Data linkages that enhance or improve the case completeness and/or quality assurance of the central registry data.

· Description of Data Use

· How cancer surveillance and epidemiology data will be used to identify needs, successes and gaps, to plan and implement programs and document programmatic impact, to enhance chronic disease prevention and health promotion program coordination and collaboration, to contribute to the development or update of the state chronic disease prevention and health promotion plan, and to accomplish proposed objectives and outcomes.

· How data will be used to describe the cancer burden, identify target populations, establish priorities, and/or develop measures of effectiveness as described in the NPCR Program Standards.

· Plans to educate the public and stakeholders regarding the burden of cancer through data utilization, publication, and dissemination.

· Submission of data to NPCR’s Cancer Surveillance System and participation in data release activities.

· Description of Proposed Collaborative Relationships

· Collaborative relationships between the central cancer registry and agencies or organizations relevant to cancer surveillance, comprehensive cancer control (including the National Breast and Cervical Early Detection Program (NBCCEDP) and the National Comprehensive Cancer Control Program (NCCCP) if funded), and other chronic disease programs within the state/tribal/territorial organization.  Include a description of activities and/or staff that coordinate across chronic disease programs.

· An advisory committee to assist in enhancing the central cancer registry.  Include types of individuals and agencies to serve on the committee.  Describe how the advisory committee plans to assist the registry in developing effective partnerships and plan quality improvement activities.

4.  Evaluation

· Describe how the proposed goals, objectives and activities will be measured and how unforeseen issues will be managed.

· Describe how the evaluation results will be used to improve the overall cancer registry program.

5. Itemized Budget and Justification

Provide a detailed budget and line item justification for all proposed operating expenses in Year 1.  The budget and justification will not be counted as part of the page limit for the narrative.  In addition to the 424A, one 424A should be submitted that shows funding request by Object Class Categories for each of the five components.
Applicants should note the following budget guidelines:

Indirect Costs 

If indirect costs are requested, a copy of the organization’s current negotiated Federal Indirect Cost Rate Agreement or a Cost Allocation Plan must be included.

Central Registry Staff

For each proposed staff, provide detailed justification of need based on conducting the NPCR Recipient Activities in Section I and include the following:

· type of personnel (FTE, contractor, consultant)

· specific tasks/activities to be performed

· percent of time to be spent on specific tasks/activities; e.g., percent of time spent on IT activities if 100% of time is not dedicated to IT

· percent of time funded by each source (NPCR, state, other federal)

Travel

See Addendum I.
Financial Participation
Indicate the level of financial participation relating to the following:

1. Maintenance of Effort 

2. Matching Funds 

3. Procedures for documenting the value of non-cash matching funds

Component 5:  Innovative Demonstration Projects to Advance Population Based Cancer Screening (Optional and Competitive)
1. Background and Capacity
· Describe rationale for selected project and demonstrate how the project can have a cost-effective impact on cancer screening. Indicate demonstrated past performance and capacity for expanding an existing innovative practice. 
· List, describe, and justify the selected project goals.  Define the targeted populations, including reach and geographic area of the proposed project.  Include a detailed discussion that explains the why the goals, population, and geographic location of the program selected are important in the context of explaining the overall expected impact of the proposed project and potential suitability for expansion to other states.

2. Project Plan

· Detail the annual goals and SMART objectives, activities to meet objectives, and capacity building needs. 

· Include detailed time line for implementation and evaluation.
3. Comprehensive Description of the Proposed Project and Supporting Evidence Base

· Describe the design of the proposed project, including the type, duration, and scope of services.
· Describe the theoretical underpinnings of the approach and address how the proposed program is evidence-based.
· Explain how the program will affect the target population, and demonstrate whether and how the proposed program will improve outcomes.
· Identify the primary challenges to successful implementation of the project and how they will be addressed.
4. Partnership and Collaboration

· Describe existing partnerships and linkages with large health systems, such as the Medicaid program, Federally Qualified Health Centers, Community Health Centers, hospitals, provider groups, workplace, and hospital and health plan associations.
· Describe collaboration with internal and external partners to accomplish proposed project goals, objectives, activities, and program evaluation.
· Describe any potential barriers to collaboration and how these will be addressed.  
· Include letters of support or other formal agreements (e.g., Memoranda of Agreement or Memoranda of Understanding) from collaborating partners.
5. Evaluation

· Describe data systems that will be utilized for population management
· Include a rigorous evaluation plan  detailing evaluation questions, proposed outcome measures, quantitative and qualitative methodologies to be used, other measures of interest, data needed and data sources, as plans for data collection and quality, data analysis and reporting, and data use.
6.  Itemized Budget and Justification

· A detailed budget with supporting narrative justification must be provided and should be related to the objectives stated in the applicant’s work plan. 
·  In addition to the 424A, one 424A should be submitted that shows funding request by Object Class Categories for each of the five components.

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

Component 1: Program Management, Leadership, and Coordination in the Cancer Prevention and Control Program 

10 pages of appendices, including curriculum vitae, job descriptions, organizational charts, letters of support and any other supporting documentation

Component 2: Policy and Environmental Approaches and Community-Clinical Linkages in the National Comprehensive Cancer Control 

30 pages of appendices, including:

· Curriculum Vitas or Resumes

· Organizational Charts
· Letters of Support
· Current Cancer Plans
· Proposed PSE Interventions.

Component 3:  Health Systems Change and Quality Clinical Preventive Services in the National Breast and Cervical Cancer Early Detection Program
20 pages of appendices, including:

· 1 page curriculum vitae or resume
· Job descriptions
· Organizational charts
· Letters of support
· Any other supporting documentation.
Component 4: Surveillance Activities in the National Program of Cancer Registries
20 pages of appendices, including:

· Currently dated letter from Attorney General or highest ranking legal officer in the state/tribal/territorial organization describing to what extent the applicant is in compliance with and the extent to which regulations have been promulgated to support all eight criteria in Public Health Service Act 42, USC 280e.  The letter should be addressed to the Principal Investigator/Project Director.

· Organizational chart
· Job titles and descriptions of core management staff including one-page curricula vitae or resumes.
· Most recent report of incidence and mortality and any other supporting documentation.

Component 5: Innovative Projects
10 pages of appendices, including 
· Curriculum vitae
· Job descriptions

· Organizational charts
· Letters of support
· Memoranda of agreement or memoranda of understanding
· Other supporting documentation.
Additional information submitted via Grants.gov should be uploaded in a PDF file format, and should be named:
· Name each document by the Grantee code, Program Component code as appropriate (see Addendum II for Naming Convention Codes) and identify the document, such as Budget & Justification, Indirect Cost Agreement, Attorney General Letter, etc. 
Additional requirements for additional documentation with the application are listed in Section VII. Award Administration Information, subsection entitled “Administrative and National Policy Requirements.”
Funding Restrictions

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

· Grantees may not use funds for research.

· Grantees may not use funds for clinical care.

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

· Grantees 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.

· Statistical Analysis Software (SAS) Licensures/SUDAAN will be awarded as direct assistance (DA) and will be deducted from the amount of financial assistance (FA) that would otherwise be available for award.

Additional funding restrictions to be considered for Component 3:  Health Systems Change and Quality Clinical Preventive Services in the National Breast and Cervical Cancer Early Detection Program are as follows:
· As specified by PL 101-354, 60 percent of cooperative agreement funds awarded are to be devoted to providing direct client services for eligible women.  Direct client services are screening and diagnostic testing, which includes case management for women with abnormal test results, translation services during face-to-face or telephone interactions, transportation services and other individually provided support services.  Cooperative agreement funds supporting program management and planning; data management, which includes using data to determine where women are in the screening and diagnostic cascade; quality assurance/quality improvement; evaluation; partnerships; professional development and recruitment, which includes public education, outreach and inreach; and administrative costs may not exceed 40 percent of cooperative agreement funds awarded [Section 1503(a) (1) and (4) of the PHS Act, as amended].  Further information about the 60/40 distribution is provided in the NBCCEDP Policies, Procedures and Component Overviews.  All applications MUST be 60/40 compliant.     

· As specified by PL 101-354, a demonstration project may be established to waive the service requirements of paragraphs 1) and (4) of subsection (a) or extended for up to 5 states.  Separate applications will be accepted for the 60/40 waiver.  New applicants may be granted waivers for no less than 1 year and no more than 2 years.  Extensions may be requested for at least 1 year and no more than 2 years.  No waiver or extension shall be granted after September 30, 2012.  Programmatic changes due to the 60/40 waiver MUST be reflected in a separate and amended work plan. See 60/40 demonstration waiver application (available at www.nbccedp.org) for additional waiver requirements and application instructions.      

· As specified by PL 101-354, not more than 10 percent of cooperative funds awarded may be spent annually for administrative expenses.  These administrative expenses are in lieu of and replace indirect costs [Section 1504(f) of the PHS Act, as amended].  Administrative costs are to be included in the 40 percent component of the budget.  
Additional funding restrictions to be considered for Component 4: Surveillance Activities in the National Program of Cancer Registries is as follows:
· As specified in the Public Health Service Act, (42 USC 280e-280e-4), as amended, cooperative agreement funds must not be used for purposes other than those outlined in this announcement.
· Design and development of a new central cancer registry database management system (see definition under NPCR Recipient Activities, Data Management).
· New software development and/or enhancement of an existing central cancer registry database management system where publicly available products exist.
· Funding for activities associated with the maintenance and support of a central registry database system that exceeds 20 percent of the total direct budget request per year (see NPCR Appendix F – Database System Maintenance and Support Activities).  
· Direct data collection in reporting facilities unless justified as stated in NPCR Appendix E – Direct Collection of Data Guidance.
· Abstracting from hard-copy medical records at the CCR unless justified as stated in NPCR Appendix E – Direct Collection of Data Guidance.
· Promotional items.
· International travel (exception Canada for NAACCR conference).
· Travel to meetings not directly related to cancer registries.
· Travel for non-registry staff   NOTE: In accordance with Health and Human Services (HHS) Grants Policy Statement, travel is only allowable for personnel directly charged and approved on the grant/cooperative agreement.

· Cell phones, blackberries, palm pilots, or any other personal electronic device.
· Automobiles.
· Construction.
· Funds must be used to supplement not to supplant existing State and/or other Federal resources.
Additional Submission Requirements
Electronic Submission

Submit the application electronically by using the forms and instructions posted for this funding opportunity on www.Grants.gov.  If access to the Internet is not available or if the applicant encounters difficulty in accessing the forms on-line, contact the HHS/CDC, Procurement and Grant Office, Technical Information Management Section (PGO TIMS) staff at (770) 488-2700 Email:pgotim@cdc.gov Monday-Friday 7:30am -4:30pm for further instruction.

Note: Application submission is not concluded until successful completion of the validation process.  After submission of your application package, applicants will receive a “submission receipt” email generated by Grants.gov. Grants.gov will then generate a second e-mail message to applicants which will either validate or reject their submitted application package. This validation process may take as long as two (2) business days.  Applicants are strongly encouraged to check the status of their application to ensure submission of their application package is complete and no submission errors exists. To guarantee that you comply with the application deadline published in the Funding Opportunity Announcement, applicants are also strongly encouraged to allocate additional days prior to the published deadline to file their application. Non-validated applications will not be accepted after the published application deadline date. 

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

Applications must be submitted electronically at www.Grants.gov.  Electronic applications will be considered as having met the deadline if the application has been successfully made available to CDC for processing from Grants.gov on the deadline date.  The application package can be downloaded from www.Grants.gov.  Applicants can complete the application package off-line, and then upload and submit the application via the Grants.gov Web site.  The applicant must submit all application attachments using a PDF file format when submitting via Grants.gov.  Directions for creating PDF files can be found on the Grants.gov Web site.  Use of file formats other than PDF may result in the file being unreadable by staff.

Applications submitted through Grants.gov (http://www.grants.gov), are electronically time/date stamped and assigned a tracking number. The AOR will receive an e-mail notice of receipt when Grants.gov receives the application. The tracking number serves to document submission and initiate the electronic validation process before the application is made available to CDC for processing.

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

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

 

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

Intergovernmental Review 

The application is subject to Intergovernmental Review of Federal Programs, as governed by Executive Order (EO) 12372.  This order sets up a system for state and local governmental review of proposed federal assistance applications.  Contact the state single point of contact (SPOC) as early as possible to alert the SPOC to prospective applications and to receive instructions on the State’s process.  Visit the following Web address to get the current SPOC list: http://www.whitehouse.gov/omb/grants_spoc/. 

V. Application Review Information
Applicants are required to provide measures of effectiveness that will demonstrate the accomplishment of the various identified objectives of the cooperative agreement. Measures of effectiveness must relate to the performance goals stated in the “Purpose” section of this announcement. Measures must be objective and quantitative and must measure the intended outcome. The measures of effectiveness must be submitted with the application and will be an element of evaluation. Each of the five components will be individually scored.

Criteria

Eligible applications will be evaluated against the following criteria:

Project Abstract (reviewed and not scored)

Project Work Plan (70 points)

The applicant will be scored on the extent to which the five-year Project Work Plan includes objectives and activities to accomplish the project. The project objectives are to be specific, measurable, achievable, relevant, and time-phased, and the method proposed for accomplishing them should be feasible and evidence based. The five-year Project Work Plan should also include a more detailed Annual Action Plan for the first year of the five year project period that addresses the following activity areas, as appropriate, for each of the components:

A. Component 1: Leadership, Management, and Collaboration in the Cancer Prevention and Control Program — the extent to which the applicant describes the following:

1. Leadership and management structure – what the leadership structure will be to provide adequate oversight and assurance of all activities. 

2. Leadership and collaboration with partners—what the leadership role will be in developing partnerships and how these partnerships will contribute to the accomplishment of program goals and objectives.

3. Increased use of surveillance data – what the plans are to increase applied use of cancer surveillance data adequate to assure that these resources are used in more sophisticated and comprehensive ways to inform health policy and assure adequacy and quality of cancer early detection and treatment efforts.

4. Workforce development and training – what the plans are for work force development and strategic partnerships to adequately position the grantee to work more closely with health care systems and effect change in health systems.

5. Coordination of efforts among chronic disease prevention and health promotion programs—what specific steps will be taken to better coordinate efforts among programs.

6. Use of Cancer Coalition – what plans are to identify and appropriately ensure that the cancer coalition is well-positioned through its legal, administrative, organizational and membership structure to be effective in educating stakeholders about policy and systems change approaches to support cancer prevention and control.

7. Attendance at CDC meetings—what plans and commitments exist for attending CDC-required meetings (See Addendum I).
B. Component 2: Policy and Environmental Approaches and Community-Clinical Linkages in the National Comprehensive Cancer Control Program -- the extent to which the applicant describes the following:

1. What the existing or enhanced organizational structure will be to provide leadership and oversight to the NCCCP and enhance coordination and collaboration across cancer programs and relevant disease and risk factor CDC- funded chronic disease programs.

2. What the management and staffing plan is to sufficiently manage and provide administrative support to the National Comprehensive Cancer Control Program (NCCCP).  

3. What the plan is to coordinate with activities of CDC-RFA-DP 10-1017, “Demonstrating the Capacity of Comprehensive Cancer Control Programs to Implement Policy and Environmental Cancer Control Interventions”, if the applicant is funded for DP 10-1017.

4. What the qualifications are of key staff (proposed or existing).  Does staff have the appropriate qualifications to ensure program success?  Are staff roles and responsibilities clearly defined?

5. What the plan is to routinely leverage expertise in communications (public relations, media relations, social media),  surveillance, epidemiology and utilization of health data, health care system interventions, fiscal and resource management, professional development, strategic planning, and coalition and partnership development by establishing, maintaining, or actively collaborating with staff, contractors, and/or consultants with expertise in these areas.

6. What the plan is to establish or retain at least the recommended .5 % of an FTE as a subject matter expert in policy, system, and environmental (PSE) approaches, focusing on policy and environmental approaches and community – clinical linkages, if one is not already established or retained via CDC-RFA-DP 10-1017, “Demonstrating the Capacity of Comprehensive Cancer Control Programs to Implement Policy and Environmental Cancer Control Interventions”. Contractors and/or consultants can be used to compile .5 % of an FTE if necessary. 

7. What the plans are to submit complete, accurate, and timely interim and annual progress reports, Federal Financial Reports (SF-425), evaluation plans and reports, and other programmatic reports.  Describe plans to maintain current information, including performance milestones in all sections of the CDC Management Information System (MIS).

8. What the plans are to develop internal and external communication systems and processes that will ensure effective communication and linkages among state/tribal/territorial organization health department staff and relevant partners working on development and/or implementation of the cancer plan (including comprehensive cancer control program staff, in-kind staff and other related chronic disease program staff);

9. What the plan is for tribal or tribal organization applicants, pursuant to the CDC/ATSDR Tribal Consultation Policy, to engage American Indian tribal governments, tribal organizations and Alaska Native corporations located within the state boundaries in existing and proposed comprehensive cancer control efforts.  Submit a list of American Indian/Alaska native programs, governments and organizations within their boundaries.  
B. Component 3: Health Systems Change and Quality Clinical Preventive Services in the National Breast and Cervical Cancer Early Detection Program —the extent to which the applicant describes the following:

1. What the plan is to ensure that the proposed staff are qualified, appropriate and adequate to effectively manage and successfully carry out the requirements of the program and the proposed Operational Plan including the year one action plan. The program director, program manager and staff roles and responsibilities are clearly defined.  

2. What the goals and objectives are to adequately address: a) screening promotion activities to increase population-level screening and support high quality screening; and b) high quality screening provision activities for program-eligible women. Applicant describes plans to develop a program framework and logic models to guide short and long term program planning and development, implementation and evaluation.

3. What the plan is for coordination and collaboration, where appropriate, with the CCC Coalition, cancer registry program, other cancer programs, and chronic disease prevention and health promotion programs to promote and support high impact clinical preventive services such as breast and cervical cancer screening including planning, implementation, evaluation and data sharing.

4. What the plan is for including specific and appropriate screening promotion activities to increase the reach of the program beyond women screened with CDC funds, inform policies that support screening and assure quality, make health care system improvements, and implement other evidence-based interventions to support organized screening efforts (see screening promotion examples in the social ecological model available at www.nbccedp.org).  The proposed 5-year plan demonstrates there will be incremental but definitive inclusion of more such activities over the project period to support the screening of women as additional sources of screening coverage become available.  State what the plans are to develop collaborations with key external partners such as Medicare, Medicaid, health care systems and similar entities that reach large population groups.

5. What the proposed plans are for data management to assure the collection of complete and high quality MDEs on women screened, linkage of data with the cancer registry, and the utilization of data for planning and evaluation.

6. What the plan is to ensure that fiscal management is sound and includes regular (e.g., monthly) reporting and review of the budget status with fiscal managers, progress in meeting  projected screening numbers, and a competent reimbursement system that ensures bills are submitted by providers within a reasonable timeframe and paid on a timely basis.

C. Component 4: Surveillance Activities in the National Program of Cancer Registries —the extent to which the applicant describes the following:

1. What activities are proposed that will assist the program in meeting or exceeding (and maintaining) the NPCR Program Standards (see Appendix A).

2. What activities are likely to lead to achievement of the goals and objectives, and align with those proposed in Part I, Recipient Activities.

3. What the timeline is for implementing the activities and indicate who is responsible for each activity.  What measures of effectiveness are proposed.

4. What the plan is to increase the percentage of reporting facilities that report electronically.

5. What the qualifications are of key staff (proposed or existing).  Does staff have the appropriate qualifications to ensure program success?  Are staff roles and responsibilities clearly defined?

6. What the key data management activities are including:

· Status of records received from hospitals and non-hospital sources that are electronic.
· Which data items are to be collected or derived by the central cancer registry.
· How the data flows into, through and out of the registry, including quality assurance checkpoints.
· The existence and thoroughness of data exchange agreements.
· What quality assurance activities are in place, including record consolidation, edits, visual review, management reports, and audits.
· Planned education and training for central cancer registry staff as well as staff at reporting sources.
· Proposed data linkages that will enhance or improve case completeness and/or quality assurance of the central cancer registry data, including linkages with the National Death Index.
· Does the applicant describe how cancer surveillance and epidemiology data will be used to identify needs, successes and gaps (including disparities)?  Do they describe how the data will be used to drive programming and contribute to the development or update of the state chronic disease prevention and health promotion plan?

· Does the applicant describe how the data will be used to describe the cancer burden to the public and stakeholders, identify target populations for prevention or early intervention, establish priorities and/or develop measures of effectiveness?

· Does the applicant provide a plan to submit data to CDC via the NPCR Cancer Surveillance System, as well as participate in data release activities?

D. Component 5: Innovative Demonstration Projects to Advance Population Based Cancer Screening —the extent to which the applicant describes the following:

· How the demonstration project will meet goals and objectives for the project by describing the:

· Scope of program
· Strategies to be used
· Collaborators and partners
· Reach and impact
· Training and technical assistance
· Dissemination of findings throughout the jurisdiction
· What the plans are to collaborate with CDC or other technical assistance providers to provide ongoing training, technical assistance, and consultation to all staff conducting the demonstration project.
· What the applicant will do to manage, monitor, and maintain collaborations with other programs, service providers and/or stakeholders.
· What the plans are for staffing and management of the proposed demonstration project that includes staff experience and background, and job descriptions for both proposed and current budgeted staff to support and carry out the activities of the program including evaluation.

Accomplishments and Demonstrated Capacity (15 points)

This section will be scored on the extent to which the applicant describes the past accomplishments of the program and shows that demonstrated capacity exists to accomplish the work that is proposed each of the components.  

·  What successes have been accomplished for activities that are outlined in the work plan of each component? Indicate demonstrated past performance and capacity for expanding an existing innovative practice for Component 5 applicants. What unique qualifications staff and partners have to support the accomplishment of the work that is proposed in the application and in the Annual Action Plan.

Evaluation (15 points)

The applicant will be scored based on the extent to which evaluation activities are implemented in each of the components:

· Does the applicant provide an evaluation plan that describes how the proposed goals, objectives and activities will be measured?  

· Do they address how unforeseen issues that arise might be managed?

· Does the applicant describe how evaluation results will be used to improve the overall program?

Budget and Justification (reviewed but not scored)

Although the budget is not scored applicants should consider the following in development of their budget. A budget narrative and justification should be included for each of the cancer components, using the template provided by PGO and including the match and/or cost sharing. The budget justification should be sufficiently detailed and should clearly indicate instances where there is cost sharing of staff positions, contracts, or projects among programs. In addition to the 424A, one 424A should be submitted that shows funding request by Object Class Categories for each of the 5 components. 
If the applicants requests indirect costs in the budget, a copy of the indirect cost rate agreement is required.  If the indirect cost rate is a provisional rate, the agreement should be less than 12 months of age.  The indirect cost rate agreement should be uploaded as a PDF file with “Other Attachment Forms” when submitting via Grants.gov. 

SF-424A Budget Information, applicants should fill out column (a) – “Grant Program Function or Activity”, under Section A – Budget Summary, for each proposed program components.  Utilize#1 for Program Management and Coordination “PMC”, #1 for “CCC”, #2 for “B&C”, #3 for “NPCR”, and #4 for “Innov” (see Addendum II for Naming Codes).  Grants.gov will then auto fill the headers under Section B – Budget Categories.  For “PMC”, “B&C”, “CCC” and “NPCR”, the Objective Class Categories totals, under Section B, should match what is being requested in your budget narrative.  Column (5) – “Total”, should be a cumulative total of all requested funds for DP12-1205.

Direct Assistance - Statistical Analysis Software (SAS)/Licensure/SUDAAN

CDC is authorized by statue to use personnel, equipment, facilities and other physical resources including Statistical Analysis Software of the Agency and to permit appropriate entities and individuals to use the physical resources, if requested, to provide technical assistance and advice for the successful completion of the grants and cooperative agreements.

Should your agency require direct assistance (DA), the desired DA during the budget period should be included in the budget and budget justification section of your funding application. The value of the DA for the budget period will be deducted from the amount of the financial assistance (FA) the would otherwise be made available to the recipient under the applicable allocation, formula or other determination of the award amount but will be deemed to be part of the award and to have been paid to the recipient.
The applicant can obtain guidance for completing a detailed justified budget on the CDC website, at the following Internet address:  

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

 Review and Selection Process

Applications will be reviewed for completeness by the Procurement and Grants Office (PGO) staff and for responsiveness jointly by NCCDPHP 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 submission requirements.

For Components 1, 2, 3 and 4: 
Applications will be reviewed by CDC, using a systematic technical acceptability review process. The quality and technical merits of the application will be scored using an objective set of criteria established by each of the cancer components. 

For Component 5:
An objective review panel will evaluate complete and responsive applications according to the criteria listed in Section V. Application Review Information, subsection entitled “Criteria”. The objective review process will be performed by CDC employees, both from inside and outside the funding center, and possibly by other federal employees.   

 Anticipated Announcement Award Dates

Awards will be announced on or before June 30, 2012.

VI.  Award Administration Information
Award Notices

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

Any application awarded in response to this FOA will be subject to the DUNS, CCR Registration and Transparency Act requirements.

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

Administrative and National Policy Requirements

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

Executive Order 12372

· AR-8 

Public Health System Reporting Requirements

· AR-9

Paperwork Reduction Act Requirements

· AR-10 

Smoke-Free Workplace Requirements

· AR-11 

Healthy People 2020

· AR-12 

Lobbying Restrictions

· AR-13 

Prohibition on Use of CDC Funds for Certain Gun Control 

Activities

· AR-14 

Accounting System Requirements

· AR-20 

Conference Support

· AR-23 

States and Faith-Based Organizations

· AR-24 

Health Insurance Portability and Accountability Act
                        Requirements

· AR-25

Release and Sharing of Data 

· AR-27

Conference Disclaimer and Use of Logos

· AR-29 

Compliance with E.O. 13513 Federal Leadership on                      
                        Reducing Text Messaging While Driving, October 1, 2009.
· AR-30

Information Letter 10-006. – Compliance with Section 508  
                        of the Rehabilitation Act of 1973 

· AR-31

Research Definition
· Additional information on the requirements can be found on the CDC Web site at the following Internet address: http://www.cdc.gov/od/pgo/funding/Addtl_Reqmnts.htm.

For more information on the Code of Federal Regulations, see the National Archives and Records Administration at the following Internet address: http://www.access.gpo.gov/nara/cfr/cfr-table-search.html
Reporting 

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

1. The name of the entity receiving the award 

2. The amount of the award 

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

4. The location of the entity receiving the award 

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

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

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

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

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

Each funded applicant must provide CDC with an annual Interim Progress Report submitted via www.grants.gov: 
1. The interim progress report is due 120 days prior to the budget period end date. The Interim Progress Report will serve as the non-competing continuation application, and must contain the following elements:

a. Standard Form (“SF”) 424S Form.

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

c. Budget Narrative.

d. Indirect Cost Rate Agreement.

e. Project Narrative.

Additionally, funded applicants must provide CDC with an original, plus two hard copies of the following reports:
2. Federal Financial  Report* (SF  425) and annual progress report, no more than 90 after the end of the budget period.

3. Final performance and Federal Financial  Reports*, no more than 120 after the end of the project period.

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

VII.  Agency Contacts

CDC encourages inquiries concerning this announcement.

For programmatic technical assistance, contact:


Tanya Hicks, Public Health Analyst 
Department of Health and Human Services

Centers for Disease Control and Prevention


4770 Buford Highway, MS K-57
Atlanta, GA  30341

Telephone: 770-488-4326

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

Shicann Phillips, Grants Management Specialist
Department of Health and Human Services


CDC Procurement and Grants Office


2920 Brandywine Road, MS E09

Atlanta, GA 30341


Telephone: 770-488-2615

E-mail: Sphillips2@cdc.gov
For assistance with submission difficulties, contact:


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

For submission questions, contact:


Technical Information Management Section

Department of Health and Human Services


CDC Procurement and Grants Office


2920 Brandywine Road, MS E-14


Atlanta, GA 30341


Telephone: 770-488-2700


Email:
pgotim@cdc.gov 

CDC Telecommunications for the hearing impaired or disabled is available at: 
TTY 1-888-232-6348

VIII. Other Information

For additional information on reporting requirements, visit the CDC website at:    http://www.cdc.gov/od/pgo/funding/grants/additional_req.shtm
Other CDC funding opportunity announcements can be found at www.grants.gov.
Addendum I, Travel
Participation in CDC sponsored training workshops and meetings are essential to the effective implementation of the funding opportunity. Participation or attendance in non-CDC sponsored professional meetings (e.g., ACS, NCI, APHA, other) may be requested but must be justified and directly relevant to work plan activities.  Participation may include the presentation of papers, poster sessions or exhibits on the project.  Specific requests should be submitted with appropriate justification. Each program component requires attendance at specific trainings and conferences as a term and condition of this award as noted under Recipient Activities. 
Applicants should take the following travel guidance into consideration when preparing itemized budgets and justifications for each Component.
Component 2: Policy and Environmental Approaches and Community-Clinical Linkages in the National Comprehensive Cancer Control 

	Meeting/Conference/Training
	# of Staff
	# of Days
	Location

	August 2012 DP12-1205 Kick-off Meeting & CDC National Cancer Conference 

(Principal Investigator & Program Director)
	2


	4-5
	Atlanta, GA

	NCCCP Business Meeting of Program Directors

(Program Director and/or Coordinator)
	2
	2
	Atlanta, GA

	(2) Meetings of NCCCP staff
	2
	2-3
	TBD


Component 3:  Health Systems Change and Quality Clinical Preventive Services in the National Breast and Cervical Cancer Early Detection Program

	Meeting/Conference/Training
	# of Staff
	# of Days
	Location

	August 2012 DP12-1205 Kick-off Meeting & CDC National Cancer Conference 

(Principal Investigator & Program Director)
	2


	4-5
	Atlanta, GA

	NBCCEDP Business Meeting of Program Directors

(Program Director and/or Coordinator)
	2
	2-3
	Atlanta, GA

	NBCCEDP Data Manager’s Meeting

(Data Manager and/or one key staff member)
	2
	2-3
	Atlanta, GA

	Program implementation progress ("reverse site visit"),Consultation/Technical Assistance or to participate on national work groups/committees
	2
	3-5
	TBD

	National/CDC Cancer Conferences 

(On alternating years, beginning 2012)
	2
	5
	Atlanta, GA


Component 4: Surveillance Activities in the National Program of Cancer Registries
	Meeting/Conference/Training
	# of Staff
	# of Days
	Location

	August 2012 DP12-1205 Kick-off Meeting & CDC National Cancer Conference 

(Principal Investigator & Program Director)
	2


	4-5
	Atlanta, GA

	North American Association of Central Cancer Registry (NAACCR) meeting 
	2
	3
	TBD

	National Cancer Registrars Association (NCRA) meeting
	2
	3
	TBD

	NPCR Program Directors’ Meeting

(Program Director and other key person)
	2
	3
	Atlanta, GA

	NPCR Education and Training Coordinator meeting
	1
	2
	Atlanta, GA or TBD


NOTE:  In accordance with the HHS Grants Policy Statement, travel is only allowable for personnel directly charged and approved on the cooperative agreement.

Addendum II - Naming Convention Codes for DP12-1205
	Grantee
	Naming Code 

	Alabama Department of Public Health
	AL

	Alaska Department of Health
	AK

	Alaska Native Tribal Health Consortium
	ANTHC

	American Samoa Department of Health
	AS

	Arizona Department of Health Services
	AZ

	Arkansas Department of Health
	AR

	Arctic Slope Native Association
	ASN

	California Department of Health
	CA

	Cherokee Nation Health Service Group
	CN

	Cheyenne River Sioux Tribe
	CRS

	Colorado Department of Public Health
	CO

	Commonwealth of Northern Mariana Islands
	CNMI

	Connecticut Department of Public Health
	CT

	Delaware Department of Health
	DE

	District of Columbia
	DC

	Federated States of Micronesia DoE
	FSM

	Florida Department of Health
	FL

	Fond Du Lac Reservation
	FDL

	Georgia Department of Human Resources
	GA

	Guam Department of Public Health
	GU

	Great Plains Tribal Chairmen’s Health Board
	GP

	Hawaii Department of Health
	HI

	Hopi Tribe
	HT

	Idaho Department of Health and Welfare
	ID

	Illinois Department of Public Health
	IL

	Indiana State Department of Health
	IN

	Iowa Department of Public Health
	IA

	Kansas Department of Health
	KS

	Kaw Nation of Oklahoma
	KN

	Kentucky Cabinet for Health
	KY

	Louisiana State University
	LSU

	Maine Department of Health
	ME

	Marshall Islands Ministry of Health
	RMI

	Maryland Department of Health
	MD

	Massachusetts Department of Health
	MA

	Michigan Department of Community Health
	MI

	Minnesota Department of Health
	MN

	Mississippi Department of Health
	MS

	Missouri Department of Health
	MO


	Grantee
	Naming Code 

	Montana Department of Public Health
	MT

	Native American Rehabilitation Assoc.
	NARA

	Navajo Nation
	NN

	Nebraska Department of Health 
	NE

	Nevada Department of Health
	NV

	New Hampshire Department of Health
	NH

	New Jersey Department of Health
	NJ

	New Mexico Department of Health
	NM

	New York State Department of Health
	NY

	North Carolina Department of Health 
	NC

	North Dakota Department of Health
	ND

	Northwest Portland Area Indian Health Board
	NPAIHB

	Ohio Department of Health
	OH

	Oklahoma State Department of Health
	OK

	Oregon Department of Health
	OR

	Pennsylvania Department of Health
	PA

	Poarch Band of Creek Indians
	PBC

	Puerto Rico Department of Health
	PR

	Republic of Palau Ministry of Health
	PAL

	Rhode Island Department of Health
	RI

	South Carolina Department of Health
	SC

	South Dakota Department of Health
	SD

	South Puget Intertribal Planning Agency
	SPIPA

	Southcentral Foundation
	SCF

	Southeast Alaska Regional Health Cons.
	SEARHC

	Tennessee Department of Health
	TN

	Texas Department of Health
	TX

	Tohono O'Dham Nation
	TODN

	University of Hawaii
	UHI

	Utah Department of Health
	UT

	Vermont Department of Health
	VT

	Virginia Department of Health
	VA

	Washington State Department of Health
	WA

	West Virginia Department of Health 
	WV

	Wisconsin Department of Health
	WI

	Wyoming Department of Health
	WY

	Yukon-Kuskokwim Health Corporation
	YKH


	
	
	

	
	
	

	Program Components of DP12-1205
	Naming Code
	

	Program Management, Leadership and

Coordination
	MLC
	

	National Comprehensive Cancer Control Program
	CCC
	

	National Breast and Cervical Cancer Early Detection Program
	B&C
	

	National Program of Cancer Registries
	NPCR
	

	Innovation Projects
	Innov
	


ADDENDUM III

DP12-1205

NCCCP Action Plan Instructions - Component 2
An Action Plan is a document created in chart form and used as a program management tool to provide direction and guidance for program recipient activities. Objectives should be S.M.A.R.T. 

· Specific –Is the objective specific? (identify who, what, where, & how)
· Measurable – Is the objective measurable?  (Quantify the amount of change expected)
· Achievable – Is the objective achievable?  (can be attained)
· Realistic – Is the objective realistic? (can be attained given time and resources available)
· Time-phased – Is the objective time-phased (identify when the objective will be measured or met) 
The Action Plan template attached is similar to the template provided to transition to the Management Information System (MIS).  Our intention is that this document when completed will help facilitate the transfer of information into the MIS after funding has been received.  A strong, complete Action Plan for Year 1 will support Action Plans for future years of this FOA.

Special Note:  Programs are not required to complete every page of the template.  We have tried to provide a “framework” for your action plan.  It is up to the program’s discretion to determine the # of PPO’s, AO’s and Activities needed to fully implement your Action Plan.
Action Plan – STEPS
Action Plan Structure:

· Project Period Objectives (PPO)
· Annual Objectives (AO) (as many as needed to support PPO)

· Activities (up to 4 activities to support AO)

1. Project Period Objectives (PPO) are long term objectives – planned objectives to attain over the life of the cooperative agreement (6/30/2012 – 6/29/2017).  Select 3-5 cancer priorities from your CCC Plan to help create your PPO’s.  
2. For each Project Period Objective, develop one or more Annual Objectives (AO).  Annual objectives are objectives that work toward attainment of the longer term PPO. 
3.  For each Annual Objective, create up to 4 Annual Activities.  These should be “major” activities to accomplish the annual objective.
The attached template has been pre-populated with a generic PPO for use with recipient activities 1-4:   (1) Program Administration, (2) Fiscal Management, (3) Routine Use of Cancer Surveillance Data and (4) Routinely Support, Collaborate, and Coordinate with Existing Cancer Coalition. We recommend creating an annual objective for each of these four recipient activities under the generic PPO we have provided.  

In addition to the prepopulated PPO, we recommend 3-5 additional PPO’s to support Recipient Activities (5) Maintain, Implement, and Periodically Revise a Comprehensive Cancer Control Plan & (6) Demonstrate Outcomes through Evaluation to Improve Program Performance.

We have included in the template a numbering system that will be utilized as the ID# in the MIS.
Example:

Project Period Objective 1

· 1.1 Annual Objective #1

· 1.1.1 Activity 1

· 1.1.2 Activity 2

· 1.2 Annual Objective #2

· 1.2.1 Activity 1

· 1.2.2 Activity 2

Project Period Objective 2

· 2.1 Annual Objective #1

· 2.1.1 Activity 1

· 2.1.2 Activity 2

· 2.2 Annual Objective #2

· 2.2.1 Activity 1
For the generic PPO the template includes sections to complete up to (5) Annual Objectives.  

For recipient activity 5 (Implement the Plan), the template includes sections to complete up to (3) PPO’s and up to (3) AO’s for each PPO.  

For recipient activity 6 (Evaluation), the template includes a section to complete (1) PPO and up to (3) AO’s.  

Special Note:  Programs are not required to complete every page of the template.  We have tried to provide a “framework” for your action plan.  It is up to the program’s discretion to determine the # of PPO’s, AO’s and Activities needed to fully implement your Action Plan.

Helpful hints:

· To insert Program Name on the top left side of the page – right click on “Program Name” and the header screen will appear – type in your Program name and then click the escape key.
· To select the appropriate check box:  highlight the box you want to select, then type “x” – the x should replace the check box.

Recipient Activities: RA 1 Program Administration, RA 2 Fiscal Management, RA 3 Routine Use of Cancer Surveillance Data, RA 4 Routinely Support, Collaborate, and Coordinate with Existing Cancer Coalition
	PROJECT PERIOD OBJECTIVE – 1 (This is a generic project period objective to support RA #1, 2, 3 & 4)

	Related Program Goal
	ENTER prioritized Goal from CCC Plan HERE

	Objective
	SMART objective is created below for you

	Description


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

	Recipient Activities #1-4


	Program administration, fiscal management, use of cancer surveillance data, and support, collaborate & coordinate with cancer coalition.
	Maintain
	Percent
	100
	100
	Program records
	6/30/2012 -  6/29/2017


	ANNUAL OBJECTIVE # 1.1   (Create a SMART objective by completing the cells below) 

	Description


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



	
	
	 FORMCHECKBOX 
 Increase

 FORMCHECKBOX 
Maintain

 FORMCHECKBOX 
Decrease
	 FORMCHECKBOX 
 # of

 FORMCHECKBOX 
 % of

 FORMCHECKBOX 
 Proportion of

 FORMCHECKBOX 
 Rate of
	
	
	
	

	Strategy
	ENTER prioritized Strategy 

	ANNUAL ACTIVITY

	Description
	Lead Personnel 
	Key Partners/Contractors 
	Start/Finish dates

	1.1.1
	
	
	

	1.1.2
	
	
	

	1.1.3 
	
	
	

	1.1.4 
	
	
	


Recipient Activities: RA 1 Program Administration, RA 2 Fiscal Management, RA 3 Routine Use of Cancer Surveillance Data, RA 4 Routinely Support, Collaborate, and Coordinate with Existing Cancer Coalition
(Continued)

	ANNUAL OBJECTIVE #1.2    (Create a SMART objective by completing the cells below)

	Description


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

	
	
	 FORMCHECKBOX 
 Increase

 FORMCHECKBOX 
 Maintain

 FORMCHECKBOX 
 Decrease
	 FORMCHECKBOX 
 # of

 FORMCHECKBOX 
 % of

 FORMCHECKBOX 
Proportion of

 FORMCHECKBOX 
 Rate of
	
	
	
	

	Strategy
	ENTER prioritized Strategy 

	ANNUAL ACTIVITY

	Description
	Lead Personnel 
	Key Partners/Contractors 
	Start/Finish dates

	1.2.1
	
	
	

	1.2.2
	
	
	

	1.2.3
	
	
	

	1.2.4
	
	
	


	ANNUAL OBJECTIVE #1.3    (Create a SMART objective by completing the cells below)

	Description


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

	
	
	 FORMCHECKBOX 
 Increase

 FORMCHECKBOX 
 Maintain

 FORMCHECKBOX 
 Decrease
	 FORMCHECKBOX 
 # of

 FORMCHECKBOX 
 % of

 FORMCHECKBOX 
 Proportion of

 FORMCHECKBOX 
 Rate of
	
	
	
	

	Strategy
	ENTER prioritized Strategy 

	ANNUAL ACTIVITY

	Description
	Lead Personnel 
	Key Partners/Contractors 
	Start/Finish Dates

	1.3.1
	
	
	

	1.3.2
	
	
	

	1.3.3
	
	
	

	1.3.4
	
	
	


Recipient Activities: RA 1 Program Administration, RA 2 Fiscal Management, RA 3 Routine Use of Cancer Surveillance Data, RA 4 Routinely Support, Collaborate, and Coordinate with Existing Cancer Coalition
(continued)
	ANNUAL OBJECTIVE #1.4  (Create a SMART objective by completing the cells below)

	Description


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

	
	
	 FORMCHECKBOX 
 Increase

 FORMCHECKBOX 
 Maintain

 FORMCHECKBOX 
 Decrease
	 FORMCHECKBOX 
 # of

 FORMCHECKBOX 
 % of

 FORMCHECKBOX 
 Proportion of

 FORMCHECKBOX 
 Rate of
	
	
	
	

	Strategy
	ENTER prioritized Strategy 

	ANNUAL ACTIVITY

	Description
	Lead Personnel 
	Key Partners/Contractors 
	Start/Finish Dates

	1.4.1
	
	
	

	1.4.2
	
	
	

	1.4.3
	
	
	

	1.4.4
	
	
	

	ANNUAL OBJECTIVE #1.5    (Create a SMART objective by completing the cells below)

	Description


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

	
	
	 FORMCHECKBOX 
 Increase

 FORMCHECKBOX 
 Maintain

 FORMCHECKBOX 
 Decrease
	 FORMCHECKBOX 
 # of

 FORMCHECKBOX 
 % of

 FORMCHECKBOX 
 Proportion of

 FORMCHECKBOX 
 Rate of
	
	
	
	

	Strategy
	ENTER prioritized Strategy 

	ANNUAL ACTIVITY

	Description
	Lead Personnel 
	Key Partners/Contractors 
	Start/Finish Dates

	1.5.1
	
	
	

	1.5.2
	
	
	

	1.5.3
	
	
	

	1.5.4
	
	
	


Recipient Activity: RA 5 Maintain, Implement, and Periodically Revise a Comprehensive Cancer Control Plan
	PROJECT PERIOD OBJECTIVE – 2

	Related Program Goal
	ENTER prioritized Goal from CCC Plan HERE

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

	Description


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

	
	
	 FORMCHECKBOX 
 Increase

 FORMCHECKBOX 
 Maintain

 FORMCHECKBOX 
 Decrease
	 FORMCHECKBOX 
 # of

 FORMCHECKBOX 
 % of

 FORMCHECKBOX 
 Proportion of

 FORMCHECKBOX 
 Rate of
	
	
	
	

	Priority Area
	ENTER Priority Area for this goal/objective HERE (See Appendix A)

	Cancer Focus
	ENTER the Cancer Focus this goal/objective HERE (See Appendix B)

	ANNUAL OBJECTIVE # 2.1   (Create a SMART objective by completing the cells below)

	Description


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

	
	
	 FORMCHECKBOX 
 Increase

 FORMCHECKBOX 
 Maintain

 FORMCHECKBOX 
 Decrease
	 FORMCHECKBOX 
 # of

 FORMCHECKBOX 
 % of

 FORMCHECKBOX 
 Proportion of

 FORMCHECKBOX 
 Rate of
	
	
	
	

	Strategy
	ENTER prioritized Strategy from CCC Plan HERE

	Rationale/Evidence-base
	ENTER the Rationale/Evidence-base for the Strategy HERE (See Appendix C)

	Scope
	 FORMCHECKBOX 
 National  FORMCHECKBOX 
Multi-state Region  FORMCHECKBOX 
State/Territory/PIJ  FORMCHECKBOX 
Within State/Territory/PIJ  FORMCHECKBOX 
Tribal Org.  FORMCHECKBOX 
City, County, Local

	Level of Change
	 FORMCHECKBOX 
Individual/population  FORMCHECKBOX 
Organization  FORMCHECKBOX 
Health System  FORMCHECKBOX 
Environment  FORMCHECKBOX 
Other

	Type of Change
	 FORMCHECKBOX 
Awareness/knowledge/attitude  FORMCHECKBOX 
Behavior/practice  FORMCHECKBOX 
 Policy

	Cross-Cutting Issues
	 FORMCHECKBOX 
Clinical trials  FORMCHECKBOX 
Health disparities/social determinants  FORMCHECKBOX 
Access to care  FORMCHECKBOX 
Quality of Care  FORMCHECKBOX 
Epidemiology/Surveillance  FORMCHECKBOX 
Other

	Setting
	 FORMCHECKBOX 
Community  FORMCHECKBOX 
Faith-based  FORMCHECKBOX 
Health Care  FORMCHECKBOX 
School,  FORMCHECKBOX 
Work Site

	Population Focus
	 FORMCHECKBOX 
General Population  FORMCHECKBOX 
Specific Population

	ANNUAL ACTIVITY

	Description
	Lead Personnel 
	Key Partners/Contractors 
	Start/Finish Dates

	2.1.1
	
	
	

	2.1.2
	
	
	

	2.1.3
	
	
	

	2.1.4
	
	
	


Recipient Activity: RA 5 Maintain, Implement, and Periodically Revise a Comprehensive Cancer Control Plan  (continued)

	ANNUAL OBJECTIVE # 2.2   (Create a SMART objective by completing the cells below)

	Description


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

	
	
	 FORMCHECKBOX 
 Increase

 FORMCHECKBOX 
 Maintain

 FORMCHECKBOX 
 Decrease
	 FORMCHECKBOX 
 # of

 FORMCHECKBOX 
 % of

 FORMCHECKBOX 
 Proportion of

 FORMCHECKBOX 
 Rate of
	
	
	
	

	Strategy
	ENTER prioritized Strategy from CCC Plan HERE

	Rationale/Evidence-base
	ENTER the Rationale/Evidence-base for the Strategy HERE (See Appendix C)

	Scope
	 FORMCHECKBOX 
 National  FORMCHECKBOX 
Multi-state Region  FORMCHECKBOX 
State/Territory/PIJ  FORMCHECKBOX 
Within State/Territory/PIJ  FORMCHECKBOX 
Tribal Org.  FORMCHECKBOX 
City, County, Local

	Level of Change
	 FORMCHECKBOX 
Individual/population  FORMCHECKBOX 
Organization  FORMCHECKBOX 
Health System  FORMCHECKBOX 
Environment  FORMCHECKBOX 
Other

	Type of Change
	 FORMCHECKBOX 
Awareness/knowledge/attitude  FORMCHECKBOX 
Behavior/practice  FORMCHECKBOX 
 Policy

	Cross-Cutting Issues
	 FORMCHECKBOX 
Clinical trials  FORMCHECKBOX 
Health disparities/social determinants  FORMCHECKBOX 
Access to care  FORMCHECKBOX 
Quality of Care  FORMCHECKBOX 
Epidemiology/Surveillance  FORMCHECKBOX 
Other

	Setting
	 FORMCHECKBOX 
Community  FORMCHECKBOX 
Faith-based  FORMCHECKBOX 
Health Care  FORMCHECKBOX 
School,  FORMCHECKBOX 
Work Site

	Population Focus
	 FORMCHECKBOX 
General Population  FORMCHECKBOX 
Specific Population

	ANNUAL ACTIVITY

	Description
	Lead Personnel 
	Key Partners/Contractors 
	Start/Finish Dates

	2.2.1
	
	
	

	2.2.2
	
	
	

	2.2.3
	
	
	

	2.2.4
	
	
	


Recipient Activity:  RA 5 Maintain, Implement, and Periodically Revise a Comprehensive Cancer Control Plan (continued)

	ANNUAL OBJECTIVE # 2.3   (Create a SMART objective by completing the cells below)

	Description


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

	
	
	 FORMCHECKBOX 
 Increase

 FORMCHECKBOX 
 Maintain

 FORMCHECKBOX 
 Decrease
	 FORMCHECKBOX 
 # of

 FORMCHECKBOX 
 % of

 FORMCHECKBOX 
 Proportion of

 FORMCHECKBOX 
 Rate of
	
	
	
	

	Strategy
	ENTER prioritized Strategy from CCC Plan HERE

	Rationale/Evidence-base
	ENTER the Rationale/Evidence-base for the Strategy HERE (See Appendix C)

	Scope
	 FORMCHECKBOX 
 National  FORMCHECKBOX 
Multi-state Region  FORMCHECKBOX 
State/Territory/PIJ  FORMCHECKBOX 
Within State/Territory/PIJ  FORMCHECKBOX 
Tribal Org.  FORMCHECKBOX 
City, County, Local

	Level of Change
	 FORMCHECKBOX 
Individual/population  FORMCHECKBOX 
Organization  FORMCHECKBOX 
Health System  FORMCHECKBOX 
Environment  FORMCHECKBOX 
Other

	Type of Change
	 FORMCHECKBOX 
Awareness/knowledge/attitude  FORMCHECKBOX 
Behavior/practice  FORMCHECKBOX 
 Policy

	Cross-Cutting Issues
	 FORMCHECKBOX 
Clinical trials  FORMCHECKBOX 
Health disparities/social determinants  FORMCHECKBOX 
Access to care  FORMCHECKBOX 
Quality of Care  FORMCHECKBOX 
Epidemiology/Surveillance  FORMCHECKBOX 
Other

	Setting
	 FORMCHECKBOX 
Community  FORMCHECKBOX 
Faith-based  FORMCHECKBOX 
Health Care  FORMCHECKBOX 
School,  FORMCHECKBOX 
Work Site

	Population Focus
	 FORMCHECKBOX 
General Population  FORMCHECKBOX 
Specific Population

	ANNUAL ACTIVITY

	Description
	Lead Personnel 
	Key Partners/Contractors 
	Start/Finish Dates

	2.3.1 
	
	
	

	2.3.2
	
	
	

	2.3.3 
	
	
	

	2.3.4
	
	
	


Recipient Activity:  RA 5 Maintain, Implement, and Periodically Revise a Comprehensive Cancer Control Plan (continued)
	PROJECT PERIOD OBJECTIVE – 3

	Related Program Goal
	ENTER prioritized Goal from CCC Plan HERE

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

	Description


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

	
	
	 FORMCHECKBOX 
 Increase

 FORMCHECKBOX 
 Maintain

 FORMCHECKBOX 
 Decrease
	 FORMCHECKBOX 
 # of

 FORMCHECKBOX 
 % of

 FORMCHECKBOX 
 Proportion of

 FORMCHECKBOX 
 Rate of
	
	
	
	

	Priority Area
	ENTER Priority Area for this goal/objective HERE (See Appendix A)

	Cancer Focus
	ENTER the Cancer Focus this goal/objective HERE (See Appendix B)

	ANNUAL OBJECTIVE # 3.1   (Create a SMART objective by completing the cells below)

	Description


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

	
	
	 FORMCHECKBOX 
 Increase

 FORMCHECKBOX 
 Maintain

 FORMCHECKBOX 
 Decrease
	 FORMCHECKBOX 
 # of

 FORMCHECKBOX 
 % of

 FORMCHECKBOX 
 Proportion of

 FORMCHECKBOX 
 Rate of
	
	
	
	

	Strategy
	ENTER prioritized Strategy from CCC Plan HERE

	Rationale/Evidence-base
	ENTER the Rationale/Evidence-base for the Strategy HERE (See Appendix C)

	Scope
	 FORMCHECKBOX 
 National  FORMCHECKBOX 
Multi-state Region  FORMCHECKBOX 
State/Territory/PIJ  FORMCHECKBOX 
Within State/Territory/PIJ  FORMCHECKBOX 
Tribal Org.  FORMCHECKBOX 
City, County, Local

	Level of Change
	 FORMCHECKBOX 
Individual/population  FORMCHECKBOX 
Organization  FORMCHECKBOX 
Health System  FORMCHECKBOX 
Environment  FORMCHECKBOX 
Other

	Type of Change
	 FORMCHECKBOX 
Awareness/knowledge/attitude  FORMCHECKBOX 
Behavior/practice  FORMCHECKBOX 
 Policy

	Cross-Cutting Issues
	 FORMCHECKBOX 
Clinical trials  FORMCHECKBOX 
Health disparities/social determinants  FORMCHECKBOX 
Access to care  FORMCHECKBOX 
Quality of Care  FORMCHECKBOX 
Epidemiology/Surveillance  FORMCHECKBOX 
Other

	Setting
	 FORMCHECKBOX 
Community  FORMCHECKBOX 
Faith-based  FORMCHECKBOX 
Health Care  FORMCHECKBOX 
School,  FORMCHECKBOX 
Work Site

	Population Focus
	 FORMCHECKBOX 
General Population  FORMCHECKBOX 
Specific Population

	ANNUAL ACTIVITY

	Description
	Lead Personnel 
	Key Partners/Contractors 
	Start/Finish Dates

	3.1.1 
	
	
	

	3.1.2
	
	
	

	3.1.3
	
	
	

	3.1.4
	
	
	


Recipient Activity: RA 5 Maintain, Implement, and Periodically Revise a Comprehensive Cancer Control Plan (continued)
	ANNUAL OBJECTIVE # 3.2   (Create a SMART objective by completing the cells below)

	Description


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

	
	
	 FORMCHECKBOX 
 Increase

 FORMCHECKBOX 
 Maintain

 FORMCHECKBOX 
 Decrease
	 FORMCHECKBOX 
 # of

 FORMCHECKBOX 
 % of

 FORMCHECKBOX 
 Proportion of

 FORMCHECKBOX 
 Rate of
	
	
	
	

	Strategy
	ENTER prioritized Strategy from CCC Plan HERE

	Rationale/Evidence-base
	ENTER the Rationale/Evidence-base for the Strategy HERE (See Appendix C)

	Scope
	 FORMCHECKBOX 
 National  FORMCHECKBOX 
Multi-state Region  FORMCHECKBOX 
State/Territory/PIJ  FORMCHECKBOX 
Within State/Territory/PIJ  FORMCHECKBOX 
Tribal Org.  FORMCHECKBOX 
City, County, Local

	Level of Change
	 FORMCHECKBOX 
Individual/population  FORMCHECKBOX 
Organization  FORMCHECKBOX 
Health System  FORMCHECKBOX 
Environment  FORMCHECKBOX 
Other

	Type of Change
	 FORMCHECKBOX 
Awareness/knowledge/attitude  FORMCHECKBOX 
Behavior/practice  FORMCHECKBOX 
 Policy

	Cross-Cutting Issues
	 FORMCHECKBOX 
Clinical trials  FORMCHECKBOX 
Health disparities/social determinants  FORMCHECKBOX 
Access to care  FORMCHECKBOX 
Quality of Care  FORMCHECKBOX 
Epidemiology/Surveillance  FORMCHECKBOX 
Other

	Setting
	 FORMCHECKBOX 
Community  FORMCHECKBOX 
Faith-based  FORMCHECKBOX 
Health Care  FORMCHECKBOX 
School,  FORMCHECKBOX 
Work Site

	Population Focus
	 FORMCHECKBOX 
General Population  FORMCHECKBOX 
Specific Population

	ANNUAL ACTIVITY

	Description
	Lead Personnel 
	Key Partners/Contractors 
	Start/Finish Dates

	3.2.1
	
	
	

	3.2.2 
	
	
	

	3.2.3
	
	
	

	3.2.4
	
	
	


Recipient Activity: RA 5 Maintain, Implement, and Periodically Revise a Comprehensive Cancer Control Plan (continued)

	ANNUAL OBJECTIVE # 3.3   (Create a SMART objective by completing the cells below)

	Description


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

	
	
	 FORMCHECKBOX 
 Increase

 FORMCHECKBOX 
 Maintain

 FORMCHECKBOX 
 Decrease
	 FORMCHECKBOX 
 # of

 FORMCHECKBOX 
 % of

 FORMCHECKBOX 
 Proportion of

 FORMCHECKBOX 
 Rate of
	
	
	
	

	Strategy
	ENTER prioritized Strategy from CCC Plan HERE

	Rationale/Evidence-base
	ENTER the Rationale/Evidence-base for the Strategy HERE (See Appendix C)

	Scope
	 FORMCHECKBOX 
 National  FORMCHECKBOX 
Multi-state Region  FORMCHECKBOX 
State/Territory/PIJ  FORMCHECKBOX 
Within State/Territory/PIJ  FORMCHECKBOX 
Tribal Org.  FORMCHECKBOX 
City, County, Local

	Level of Change
	 FORMCHECKBOX 
Individual/population  FORMCHECKBOX 
Organization  FORMCHECKBOX 
Health System  FORMCHECKBOX 
Environment  FORMCHECKBOX 
Other

	Type of Change
	 FORMCHECKBOX 
Awareness/knowledge/attitude  FORMCHECKBOX 
Behavior/practice  FORMCHECKBOX 
 Policy

	Cross-Cutting Issues
	 FORMCHECKBOX 
Clinical trials  FORMCHECKBOX 
Health disparities/social determinants  FORMCHECKBOX 
Access to care  FORMCHECKBOX 
Quality of Care  FORMCHECKBOX 
Epidemiology/Surveillance  FORMCHECKBOX 
Other

	Setting
	 FORMCHECKBOX 
Community  FORMCHECKBOX 
Faith-based  FORMCHECKBOX 
Health Care  FORMCHECKBOX 
School,  FORMCHECKBOX 
Work Site

	Population Focus
	 FORMCHECKBOX 
General Population  FORMCHECKBOX 
Specific Population

	ANNUAL ACTIVITY

	Description
	Lead Personnel 
	Key Partners/Contractors 
	Start/Finish Dates

	3.3.1
	
	
	

	3.3.2 
	
	
	

	3.3.3
	
	
	

	3.3.4
	
	
	


Recipient Activity:  RA 5 Maintain, Implement, and Periodically Revise a Comprehensive Cancer Control Plan (continued)

	PROJECT PERIOD OBJECTIVE – 4

	Related Program Goal
	ENTER prioritized Goal from CCC Plan HERE

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

	Description


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

	
	
	 FORMCHECKBOX 
 Increase

 FORMCHECKBOX 
 Maintain

 FORMCHECKBOX 
 Decrease
	 FORMCHECKBOX 
 # of

 FORMCHECKBOX 
 % of

 FORMCHECKBOX 
 Proportion of

 FORMCHECKBOX 
 Rate of
	
	
	
	

	Priority Area
	ENTER Priority Area for this goal/objective HERE (See Appendix A)

	Cancer Focus
	ENTER the Cancer Focus this goal/objective HERE (See Appendix B)

	ANNUAL OBJECTIVE # 4.1   (Create a SMART objective by completing the cells below)

	Description


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

	
	
	 FORMCHECKBOX 
 Increase

 FORMCHECKBOX 
 Maintain

 FORMCHECKBOX 
 Decrease
	 FORMCHECKBOX 
 # of

 FORMCHECKBOX 
 % of

 FORMCHECKBOX 
 Proportion of

 FORMCHECKBOX 
 Rate of
	
	
	
	

	Strategy
	ENTER prioritized Strategy from CCC Plan HERE

	Rationale/Evidence-base
	ENTER the Rationale/Evidence-base for the Strategy HERE (See Appendix C)

	Scope
	 FORMCHECKBOX 
 National  FORMCHECKBOX 
Multi-state Region  FORMCHECKBOX 
State/Territory/PIJ  FORMCHECKBOX 
Within State/Territory/PIJ  FORMCHECKBOX 
Tribal Org.  FORMCHECKBOX 
City, County, Local

	Level of Change
	 FORMCHECKBOX 
Individual/population  FORMCHECKBOX 
Organization  FORMCHECKBOX 
Health System  FORMCHECKBOX 
Environment  FORMCHECKBOX 
Other

	Type of Change
	 FORMCHECKBOX 
Awareness/knowledge/attitude  FORMCHECKBOX 
Behavior/practice  FORMCHECKBOX 
 Policy

	Cross-Cutting Issues
	 FORMCHECKBOX 
Clinical trials  FORMCHECKBOX 
Health disparities/social determinants  FORMCHECKBOX 
Access to care  FORMCHECKBOX 
Quality of Care  FORMCHECKBOX 
Epidemiology/Surveillance  FORMCHECKBOX 
Other

	Setting
	 FORMCHECKBOX 
Community  FORMCHECKBOX 
Faith-based  FORMCHECKBOX 
Health Care  FORMCHECKBOX 
School,  FORMCHECKBOX 
Work Site

	Population Focus
	 FORMCHECKBOX 
General Population  FORMCHECKBOX 
Specific Population

	ANNUAL ACTIVITY

	Description
	Lead Personnel 
	Key Partners/Contractors 
	Start/Finish Dates

	4.1.1 
	
	
	

	4.1.2
	
	
	

	4.1.3
	
	
	

	4.1.4
	
	
	


 Recipient Activity:  RA 5 Maintain, Implement, and Periodically Revise a Comprehensive Cancer Control Plan (continued)

	ANNUAL OBJECTIVE # 4.2   (Create a SMART objective by completing the cells below)

	Description


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

	
	
	
	
	
	
	
	

	Strategy
	ENTER prioritized Strategy from CCC Plan HERE

	Rationale/Evidence-base
	ENTER the Rationale/Evidence-base for the Strategy HERE (See Appendix C)

	Scope
	 FORMCHECKBOX 
 National  FORMCHECKBOX 
Multi-state Region  FORMCHECKBOX 
State/Territory/PIJ  FORMCHECKBOX 
Within State/Territory/PIJ  FORMCHECKBOX 
Tribal Org.  FORMCHECKBOX 
City, County, Local

	Level of Change
	 FORMCHECKBOX 
Individual/population  FORMCHECKBOX 
Organization  FORMCHECKBOX 
Health System  FORMCHECKBOX 
Environment  FORMCHECKBOX 
Other

	Type of Change
	 FORMCHECKBOX 
Awareness/knowledge/attitude  FORMCHECKBOX 
Behavior/practice  FORMCHECKBOX 
 Policy

	Cross-Cutting Issues
	 FORMCHECKBOX 
Clinical trials  FORMCHECKBOX 
Health disparities/social determinants  FORMCHECKBOX 
Access to care  FORMCHECKBOX 
Quality of Care  FORMCHECKBOX 
Epidemiology/Surveillance  FORMCHECKBOX 
Other

	Setting
	 FORMCHECKBOX 
Community  FORMCHECKBOX 
Faith-based  FORMCHECKBOX 
Health Care  FORMCHECKBOX 
School,  FORMCHECKBOX 
Work Site

	Population Focus
	 FORMCHECKBOX 
General Population  FORMCHECKBOX 
Specific Population

	ANNUAL ACTIVITY

	Description
	Lead Personnel 
	Key Partners/Contractors 
	Start/Finish Dates

	4.2.1
	
	
	

	4.2.2 
	
	
	

	4.2.3
	
	
	

	4.2.4
	
	
	


Recipient Activity:  RA 5 Maintain, Implement, and Periodically Revise a Comprehensive Cancer Control Plan (continued)

	ANNUAL OBJECTIVE # 4.3   (Create a SMART objective by completing the cells below)

	Description


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

	
	
	 FORMCHECKBOX 
 Increase

 FORMCHECKBOX 
 Maintain

 FORMCHECKBOX 
 Decrease
	 FORMCHECKBOX 
 # of

 FORMCHECKBOX 
 % of

 FORMCHECKBOX 
 Proportion of

 FORMCHECKBOX 
 Rate of
	
	
	
	

	Strategy
	ENTER prioritized Strategy from CCC Plan HERE

	Rationale/Evidence-base
	ENTER the Rationale/Evidence-base for the Strategy HERE (See Appendix C)

	Scope
	 FORMCHECKBOX 
 National  FORMCHECKBOX 
Multi-state Region  FORMCHECKBOX 
State/Territory/PIJ  FORMCHECKBOX 
Within State/Territory/PIJ  FORMCHECKBOX 
Tribal Org.  FORMCHECKBOX 
City, County, Local

	Level of Change
	 FORMCHECKBOX 
Individual/population  FORMCHECKBOX 
Organization  FORMCHECKBOX 
Health System  FORMCHECKBOX 
Environment   FORMCHECKBOX 
Other

	Type of Change
	 FORMCHECKBOX 
Awareness/knowledge/attitude  FORMCHECKBOX 
Behavior/practice  FORMCHECKBOX 
 Policy

	Cross-Cutting Issues
	 FORMCHECKBOX 
Clinical trials  FORMCHECKBOX 
Health disparities/social determinants  FORMCHECKBOX 
Access to care  FORMCHECKBOX 
Quality of Care  FORMCHECKBOX 
Epidemiology/Surveillance  FORMCHECKBOX 
Other

	Setting
	 FORMCHECKBOX 
Community  FORMCHECKBOX 
Faith-based  FORMCHECKBOX 
Health Care  FORMCHECKBOX 
School,  FORMCHECKBOX 
Work Site

	Population Focus
	 FORMCHECKBOX 
General Population  FORMCHECKBOX 
Specific Population

	ANNUAL ACTIVITY

	Description
	Lead Personnel 
	Key Partners/Contractors 
	Start/Finish Dates

	4.3.1
	
	
	

	4.3.2 
	
	
	

	4.3.3
	
	
	

	4.3.4
	
	
	


 Recipient Activity:  RA 6 Demonstrate Outcomes through Evaluation to Improve Program Performance
	PROJECT PERIOD OBJECTIVE – 5

	Related Program Goal
	ENTER prioritized Goal from CCC Plan HERE

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

	Description


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

	
	
	 FORMCHECKBOX 
 Increase

 FORMCHECKBOX 
 Maintain

 FORMCHECKBOX 
 Decrease
	 FORMCHECKBOX 
 # of

 FORMCHECKBOX 
 % of

 FORMCHECKBOX 
 Proportion of

 FORMCHECKBOX 
 Rate of
	
	
	
	

	Priority Area
	ENTER Priority Area for this goal/objective HERE (See Appendix A)

	Cancer Focus
	ENTER the Cancer Focus this goal/objective HERE (See Appendix B)


	ANNUAL OBJECTIVE # 5.1   (Create a SMART objective by completing the cells below)

	Description


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

	
	
	 FORMCHECKBOX 
 Increase

 FORMCHECKBOX 
 Maintain

 FORMCHECKBOX 
 Decrease
	 FORMCHECKBOX 
 # of

 FORMCHECKBOX 
 % of

 FORMCHECKBOX 
 Proportion of

 FORMCHECKBOX 
 Rate of
	
	
	
	

	Strategy
	ENTER prioritized Strategy from CCC Plan HERE

	
	

	ANNUAL ACTIVITY

	Description
	Lead Personnel 
	Key Partners/Contractors 
	Start/Finish Dates

	5.1.1 
	
	
	

	5.1.2
	
	
	

	5.1.3
	
	
	

	5.1.4
	
	
	


Recipient Activity: RA6 Demonstrate Outcomes through Evaluation to Improve Program Performance (continued)

	ANNUAL OBJECTIVE # 5.2   (Create a SMART objective by completing the cells below)

	Description


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

	
	
	 FORMCHECKBOX 
 Increase

 FORMCHECKBOX 
 Maintain

 FORMCHECKBOX 
 Decrease


	 FORMCHECKBOX 
 # of

 FORMCHECKBOX 
 % of

 FORMCHECKBOX 
 Proportion of

 FORMCHECKBOX 
 Rate of
	
	
	
	

	Strategy
	ENTER prioritized Strategy from CCC Plan HERE

	
	

	ANNUAL ACTIVITY

	Description
	Lead Personnel 
	Key Partners/Contractors 
	Start/Finish Dates

	5.2.1
	
	
	

	5.2.2 
	
	
	

	5.2.3
	
	
	

	5.2.4
	
	
	


Recipient Activity: RA6 Demonstrate Outcomes through Evaluation to Improve Program Performance (continued)

	ANNUAL OBJECTIVE # 5.3   (Create a SMART objective by completing the cells below)

	Description


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

	
	
	 FORMCHECKBOX 
 Increase

 FORMCHECKBOX 
 Maintain

 FORMCHECKBOX 
 Decrease
	 FORMCHECKBOX 
 # of

 FORMCHECKBOX 
 % of

 FORMCHECKBOX 
 Proportion of

 FORMCHECKBOX 
 Rate of
	
	
	
	

	Strategy
	ENTER prioritized Strategy from CCC Plan HERE

	
	

	ANNUAL ACTIVITY

	Description
	Lead Personnel 
	Key Partners/Contractors 
	Start/Finish Dates

	5.3.1
	
	
	

	5.3.2 
	
	
	

	5.3.3
	
	
	

	5.3.4
	
	
	


APPENDIX A
Priority Area
Select from the list below the priority area for the goal/objective and ENTER your selection in the table.

The priority area you select will likely correspond to the section within your CCC plan from which the goal and objective were taken.  If the section of your CCC plan is not specifically identified below, please select the priority area that most closely matches the section of your plan where the goal and objective were taken.

Prevention

· Alcohol

· Diet / nutrition

· Environment

· Obesity

· Physical activity

· Sun protection

· Tobacco

· Other (specify):

APPENDIX B
Cancer Focus
Select from the list below the focus of the goal and objective and ENTER your selection in the table.


All cancers

Breast

Cervical

Childhood cancers

Colorectal

APPENDIX C
Rationale/Evidence-base
Select from the list below the rationale or evidence-base for the strategy and ENTER the code (e.g., 2b) of your selection in the table.

1. Evidence-based Guidelines/Recommendations:

a. United States Preventive Services Task Force (USPSTF../../new file/) http:/www.uspreventiveservicestaskforce.org/ http://www.uspreventiveservicestaskforce.org/ 
b. National Guideline Clearinghouse (AHRQ) http://www.guideline.gov/
c. Guide to Community Preventive Services (The Community Guide) http://www.thecommunityguide.org/
d. MMWR Recommendations  http://www.cdc.gov/mmwr/
e. Best Practices for Comprehensive Tobacco Control Program  http://www.cdc.gov/tobacco/stateandcommunity/best_practices/index.htm
f. American Cancer Society http://www.cancer.org
g. Dietary Guidelines for Americans  http://www.cnpp.usda.gov/dietaryguidelines.htm
h. Physical Activity Guidelines for Americans  http://www.health.gov/paguidelines/
2. Systematic Reviews:

a. Cochrane Reviews http://www.cochrane.org/reviews/index.htm
b. National Cancer Institute’s (NCI) Physician Data Query (PDQ) http://www.cancer.gov/cancertopics/pdq
c. AHRQ effective healthcare program evidence reviews (EPC Evidence Reports) http://effectivehealthcare.ahrq.gov/healthInfo.cfm?infotype=rr
d. Institute of Medicine (IOM) Reviews http://www.iom.edu/
e. Surgeon General’s Reports on Smoking and Tobacco Use  http://www.cdc.gov/tobacco/data_statistics/sgr/index.htm
f. National Cancer Institute’s (NCI) Tobacco Control Monographs  http://cancercontrol.cancer.gov/tcrb/monographs/
g. Other published systematic reviews in the peer reviewed literature (e.g. PubMed Systematic Reviews)http://www.ncbi.nlm.nih.gov/pubmed/clinical 
3. Individual Peer Reviewed Published Studies:

a. Research-tested Intervention Programs (RTIPs): http://rtips.cancer.gov/rtips/index.do list reference

b. Individual peer reviewed published intervention study (can be found in PubMed but not listed with RTIPs):  describe and list reference (or website, if applicable)

4. Evidence-informed program/program evaluation/practice-based evidence: describe
a. Model Practice Database – NACCHO  http://naccho.org/topics/modelpractices/database/ 

b. AHRQ Innovations Exchange http://www.innovations.ahrq.gov/ 

c. Promising Practices – Partnership to Fight Chronic Disease http://promisingpractices.fightchronicdisease.org/
d. Individual program evaluation

e. Practice-based evidence-prior program experience (sources could be agency/government reports)  

5. Other: please describe
a. Other sources: 
















b. Your own program (e.g. developing the evidence-base): 











ADDENDUM IV

	National Comprehensive Cancer Control Program Priorities

	Emphasize Primary Prevention of Cancer

Support Early Detection and Treatment Activities

Address Public Health Needs of Cancer Survivors

Implement Policy, Systems, and Environmental Changes 

To Guide Sustainable Cancer Control         

Promote Health Equity as it Relates to Cancer Control

Demonstrate Outcomes Through Evaluation



	priority 1: Emphasize Primary Prevention of Cancer

	Strategies
	Example  Activities

	1. Coordinate with relevant partners such as tobacco, physical activity, nutrition, obesity, vaccine, and diabetes programs to implement evidence-based primary prevention interventions.
	1a. Define the expectations, outcomes, and measures of success for primary prevention of cancer. 



	
	1b. Conduct a gap analysis of partner skills, influence, representation, and participation, and use findings to inform decisions regarding partnership growth and sustainability.

	
	1c. Employ methods that increase participation and enhance collaboration (e.g., select leaders that can motivate and guide partners to achieve cancer plan objectives, use published partnership models and resources to guide the partners beyond networking and coordinating to collaborating.)

	
	1d. Create or maintain formal agreements (e.g., MOU) to support and coordinate primary prevention activities with relevant partners. 

	

	2. Develop primary prevention policy agenda as part of an overall cancer policy agenda.
	2a. Conduct a scan of existing policies in state, tribe, territory, or jurisdiction; identify and address gaps.

	
	2b. Educate policy makers and key stakeholders on primary prevention health policy evidence base.

	
	2b. Work with appropriate coalition members to implement effective policies such as: 

· Smoke-free policies and/or tobacco-free policies.

· Restricting tobacco sales (internet, to minors, at stores/events). 

· Human Papilloma Virus (HPV) and Hepatitis B Virus (HBV) vaccine policies.

· Policies requiring daily quality physical education (PE) and healthy foods in schools

· Regulating use of indoor tanning devices by children and adolescents.

	

	3. Develop and promote primary prevention messages consistent with chronic disease partner messages.
	3a. Coordinate with chronic disease partners to ensure use of consistent prevention messages.

	
	3b. Develop and implement a dissemination plan for prevention messages with partners.

	

	4. Ensure that effective programmatic interventions contribute to the evidence base.


	4a. Coordinate with relevant research partners to develop gap analyses of cancer risk factors and cancer outcomes.

	
	4b. Collaborate with appropriate research partners in the area of primary prevention and evaluate interventions.

	
	4c. Promote translation of primary prevention research into practice.


	priority 2: Support Early Detection and Treatment Activities

	Strategies
	Example  Activities

	1. Build or sustain coalitions with key stakeholders who can enhance early detection and treatment activities. 
	1a. Define the expectations, outcomes, and measures of success for coordinated activities that advance early detection and treatment.

	
	1b. Conduct a gap analysis of partner skills, influence, representation, and participation related to early detection and treatment activities and use findings to inform decisions regarding partnership growth and sustainability.

	
	1c. Enlist leaders who can motivate partners and build trust so that coalition members will want to work together to accomplish mutually beneficial objectives from the cancer plan. 

	

	2. Coordinate with cancer control programs, chronic disease programs, clinical and public health settings, and other key community sectors. 
	2a. Define the expectations and outcomes of coordinated activities to advance early detection and treatment activities.

	
	2b. Consider common risk factors across chronic disease programs and implement collaborative activities.

	
	2c. Identify and implement opportunities to link interventions related to common risk factors and health outcomes across chronic disease programs.

	

	3. Support policy, systems, and environmental (PSE) approaches to expand access to and utilization of early detection and treatment programs. 
	3a. Use data to identify and justify the selection of PSE interventions.

	
	3b. Implement and sustain programs intended to reduce disparities, such as patient navigator programs and/or community health worker programs (e.g., workforce development, financing mechanisms for sustainable employment, occupational regulation).

	
	3c. Facilitate improved healthcare payment and delivery systems and ensure access to medical home.

	
	3d. Implement systems and environmental changes to promote better access to quality cancer care, including improving availability of transportation, affordable child/elder care support, and culturally appropriate health information.

	
	3e. Develop an integrated system of health education, screening, referral, and patient navigation. 


	priority 3: Address Public Health Needs of Cancer Survivors

	Strategies
	Example  Activities

	1. Use the continuum of cancer survivorship (diagnosis/treatment, secondary prevention, post-treatment, tertiary prevention, palliation) as a framework for interventions.
	1a. Continue primary, secondary, and tertiary prevention efforts for survivors.

	
	1b. Ensure that cancer survivors have access to a medical home post-treatment.

	

	2. Assess and enhance capacity to support survivorship interventions.
	2a. Determine whether and to what extent current cancer plan addresses survivorship. 

	
	 2b. Determine level of expertise necessary and available to advance survivorship activities. 

	

	3. Develop, enhance, and use survivorship surveillance data to define the scope, needs, and health behaviors of the cancer survivor population.
	3a. Utilize and maintain the BRFSS and NHIS survivorship modules.

	
	3b. Use cancer registry data to define and implement interventions for follow-up treatment and care among cancer survivors.

	

	4. Use and contribute to evidence base of survivorship interventions.
	4a. Implement evidence-based interventions or promising practices regarding survivorship.

	
	4b. Evaluate survivorship interventions/activities including development of evaluation measures. 

	
	4c. Disseminate results from survivorship interventions (e.g., peer-reviewed journals, internal reports, conferences, presentations).

	

	5. Increase awareness and knowledge of issues relevant to cancer survivors.
	5a. Monitor and track progress of cancer survivors’ health, economic, and psychosocial issues.

	
	5b. Support development and use of plain language resources such as decision-aid tools and survivorship care plans (e.g. treatment summary, follow-up instructions, rescreening guidelines, risk factor reduction).

	
	5c. Disseminate current clinical management guidelines for cancer survivors.

	
	5d. Collaborate with relevant research partners to assess health risks associated with cancer treatment.

	
	5e. Identify and communicate health risks from cancer treatment.  


	priority 4: Implement Policy, Systems, and Environmental Changes To Guide Sustainable Cancer Control

	Strategies
	Example  Activities

	1. Develop or refine an overall cancer policy agenda.
	1a. Maintain staff with competency in issue framing, policy analysis, and formulation of a policy agenda. 

	
	1b. Conduct a scan of existing policies in state, tribe, or territory to identify and address gaps

	
	1c. Participate in workshops or training sessions on the use of policy and environmental change to affect sustainable cancer control.

	
	1d. Align cancer control policy activities with other CDC-funded chronic disease programs, in a manner that minimizes duplication, capitalizes on existing activities, and fosters rapid implementation. 

	

	2. Engage the community, including representatives of high cancer burden and communities experiencing disparities, to identify PSE interventions at the state and local level. 
	2a. Use cancer data to frame issues and engage representatives of high cancer burden and disparate communities. 

	
	2b. Identify key community groups/individuals/organizations/tribal groups to participate in town hall meetings or other appropriate forums.

	
	2c. Define a media strategy that includes a focus on earned media and outlines efforts to engage the media in support of policy interventions.

	

	3. Ensure that the partnership includes coalition members who can effectively implement evidence based cancer control PSE interventions 
	3a. Build and sustain existing policy workgroup or taskforce dedicated to planning and implementing policy and environmental changes, as an extension of the existing Comprehensive Cancer Control Program and/or coalition. 

	
	3b. Include in the task force organizations and individuals who can effectively advance the policy agenda.  Examples include, but are not limited to:  state and local legislators; state health commissioners; legal/policy experts; tribal leaders; Office of Minority Health; school board members; state education agencies; major health system organizations such as insurance companies and regional hospitals; private health care providers, federally qualified health centers; members of tobacco control, nutrition, or physical activity coalitions or programs; employers; leaders in the philanthropic or non-profit community; community board members; local faith based groups; human services agencies such as nutrition assistance program administrators and housing agencies; physicians; representatives from medical societies; transportation departments; and city planning and land-use experts. 

	
	3c. Define the policy related expectations, outcomes, and measures of success for the CCC coalition.  

	
	3d. Conduct a gap analysis of partner skills, influence, representation, and participation related to PSE change. 

	
	3e. Utilize findings of gap analysis to inform decisions regarding partnership growth and sustainability. 

	

	4. Increase awareness among coalition members and key stakeholders to effectively communicate the need for PSE intervention.
	4a. Educate policy makers and key stakeholders on evidence based interventions, from such sources as MAPPS Interventions for Communities Putting Prevention to Work (CPPW) or the Policy, Environmental and Systems Change Approaches to Cancer Control (FOA # DP10-1017).

	
	

	5. Implement PSE interventions that link directly with goals and outcomes in the cancer control plan.
	5a. Assess the cancer disease burden for the State/Tribe/Territory/Pacific Island Jurisdiction.

	
	5b. Determine the highest burden cancers in the state and local level.

	
	5c. Select policies with broad impact.

	
	5d. Identify factors that might contribute to the burden of cancer within the identified population.  Include policy or environmental barriers.

	
	5e.  Develop and coordinate new PSE initiatives aimed at primary, secondary and/or tertiary cancer preventive measures.

	

	6. Evaluate effectiveness of PSE interventions.
	6a. Use action plans to link proposed policy interventions to short and long term health outcomes

	
	6b. Use action plan and MIS system to monitor progress 

	
	6c. Measure program effectiveness through mixed methods qualitative evaluation, including case studies. 


	priority 5:   Promote Health Equity as it Relates to Cancer Control

	Strategies
	Example  Activities

	1. Enhance existing data sources used to collect and report incidence, prevalence, morbidity and mortality among subpopulations 

· by age, gender, race/ethnicity, income, education level, health literacy level, health insurance status, geographic location, language, or other socio-demographic factors
	1a. Identify existing data resources to measure disparate disease burden of cancer and related adverse conditions (e.g. use of GIS spatial analysis and electronic health records).

	
	1b. Expand existing or develop new data resources (e.g. state-based data, local surveys enhance registry data systems, create pertinent data linkages).

	

	2. Enhance methods to identify and describe health disparities.
	2a. Track progress in eliminating health disparities using periodic status reports.

	
	2b. Document impact and share successes, challenges and lessons learned. 

	
	2c. Conduct evaluations that focus on disparate/underserved/under-represented populations and communities.

	

	3. Promote equitable distribution of resources, services, and processes that influence health disparities to achieve health equity.
	3a. Strengthen and sustain specific partnerships with those serving underserved/underrepresented populations and communities.

	
	3b. Work with partners to develop common goals, objectives, and action plans that serve high-risk populations. 

	

	4. Support workforce development.


	4a. Provide training opportunities (e.g., conferences, workshops, fellowships, internships) to diversify the public health workforce.

	
	4b. Work with staff and partners to develop common training goals, objectives, and action plans that serve high-risk populations

	

	5. Build and sustain diversity within the coalition and coalition leadership. 
	5a. Use enhanced data collection for assessing/monitoring coalition structure. 

	
	5b. Recruit and include members of and organizations representing populations experiencing disparities on coalitions and in decision making. 


	priority 6: Demonstrate Outcomes Through Evaluation

	Strategies
	Example  Activities

	1. Ensure that all CCC interventions reflect most current data (incidence, mortality, behavioral, risk factors).
	1a.Utilize NPCR, YRBS, BRFSS, NHIS, GPRA, and other surveillance data to develop cancer control interventions. 

	
	1b. Scale efforts to address the 3-4 highest burden cancers in each state/tribe/territory/jurisdiction as measured by incidence and mortality data. 

	

	2. Ensure that all comprehensive cancer control interventions are evidence based or contribute to the evidence base.
	2b. Present and disseminate information on evidence based cancer control interventions to stakeholders.

	
	2b. Contribute to the evidence based by making it a high priority to evaluate promising practices 

	

	3. Develop and enhance capacity to evaluate outcome and impact.
	3a. Identify resources (e.g. tools, staff, and training) needed to enhance evaluation capacity.

	
	3b. Become familiar with and use CDC’s Evaluation Framework for Public Health Programs (see activities 4a-4d for steps noted in this framework).

	
	3c. Partner or consult with others with evaluation expertise.

	

	4. Evaluate the impact of the CCC partnerships, plan and program’s interventions.


	4a. Identify and engage evaluation stakeholders

	
	4b. Develop a program description that clarifies all components and intended outcomes, which can then be used to identify the most important evaluation questions.

	
	4c. Annually determine which components of the partnership, plan and program interventions will be evaluated and how (i.e., evaluation design and methods). 

	
	4d. Disseminate evaluation results and use the findings to inform program improvement efforts.
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Appendix A

NATIONAL PROGRAM OF CANCER REGISTRIES 

PROGRAM STANDARDS, 2012-2017
Performance Measures:  A functional central cancer registry must be able to support and participate in the following activities: 
· Report cancer incidence trends by geographic area and provide cancer data in support of cancer control programs.

· Collect and report incidence, burden, and stage data that can direct targeted interventions   and be used to evaluate the success of cancer prevention and screening programs.

· Identify disparities by age, gender, race/ethnicity and geographic areas in cancer incidence, stage at diagnosis, and mortality.

· Create and maintain registry and state policies supportive of research uses of cancer registry data.

Purpose:  The purpose of these standards is to:

· Ensure that cancer registries fulfill the overarching performance measures listed above.

· Establish priorities and activities that funded programs are expected to achieve. 
· Provide objective measures of program progress.
· Improve program processes that ultimately affect outcomes.
The following are CDC’s Program Standards for the National Program of Cancer Registries (NPCR).  These standards are based on authority provided to the CDC under the Public Health Service Act (Title 42, Chapter 6A, Sub-Chapter II, Part M, § 280e) and subsequent amendments, and apply to all reportable cancers as defined in the Act and amendments.  The CDC NPCR Program Standards may change during the project period of the cooperative agreement.  
All funded programs must meet the following standards for:

· Legislative Authority

· Administration
· Data Collection, Content, and Format
· Electronic Data Exchange

· Data Completeness/Timeliness/Quality
· Linkages
· Data Quality Assurance and Education
· Data Use and Data Monitoring

· Data Submission

· Collaborative Relationships
I. Legislative Authority
a. The state/territory has a law authorizing a population-based central cancer registry.

b. The state/territory has legislation or regulations in support of Public Health Service Act Title 42, Chapter 6A, Sub-Chapter II, Part M, 280e, authorizing the National Program of Cancer Registries.
II. Administration:

a. The central cancer registry maintains an operations manual that describes registry operations, policies and procedures. At a minimum the manual contains the following:

1. Most current reporting laws/regulations

2. List of reportable diagnoses

3. List of required data items

4. Procedures for data processing operations including:

i. Procedures for monitoring timeliness of reporting

ii. Procedures for receipt of data

iii. Procedures for database management including a description of the Registry Operating System (software).  This may be accomplished by citing a software vendor website and available documentation. 

iv. Procedures for conducting death certificate clearance

v. Procedures for implementing and maintaining the quality assurance/control program

a Procedures for conducting follow-back to reporting facilities on quality issues. These procedures include rules for identifying when action or further investigation is needed

b Procedures for conducting record consolidation

c Procedures for maintaining detailed documentation of all quality assurance operations.
d Procedures for education and training
vi. Procedures for conducting data exchange including a list of states with  which case-sharing agreements are in place
vii. Procedures for conducting data linkages
5. Procedures insuring confidentiality and data security including disaster planning

6. Procedures for data release including access to and disclosure of information

7. Procedures for maintaining and updating the operational manual

b. The central cancer registry has management reports that include processes and activities to monitor the registry operations and database. 
c. The central cancer registry has an abstracting and coding manual that is made available to and used by reporting sources that abstract and report cancer cases.
III. Data Collection, Content, and Format

a. Central cancer registries must collect and submit data for all reportable cancers and benign neoplasms, including at a minimum, primary site, histology, behavior, date of diagnosis, race/ethnicity, age at diagnosis, gender, stage at diagnosis, first course of treatment according to CDC specifications, and other information required by CDC.

b. For all CDC required reportable cases, the central cancer registry collects or derives all required data items using standard codes as prescribed by CDC. 

c. Regardless of residency, the central cancer registry collects data on patients diagnosed and/or receiving first course of treatment in the registry’s state/territory.

d. The central cancer registry uses a standardized, CDC-recommended data exchange format to transmit data to other central cancer registries and CDC. 
IV. Electronic Data Exchange
a. The central cancer registry is required to adopt and utilize standardized, CDC-recommended data transmission formats for the electronic exchange of cancer data (see CDC NPCR Electronic Reporting and Data Exchange Guidance).   Registries also promote the use of these formats by reporting sources that transmit data electronically to the registry. CDC-recommended data exchange formats include:

1. Hospital reporting: The NAACCR record layout version specified in year-appropriate Standards for Cancer Registries Volume II: Data Standards and Data Dictionary.
2. Anatomic Pathology Laboratory Reports: NAACCR Standards for Cancer Registries Volume V: Pathology Laboratory Electronic Reporting (Version 2.2 or higher).

3. Non-hospital sources using electronic medical records: Integrating the Healthcare Enterprise (IHE) Provider Reporting to Public Health-Cancer Registry (PRPH-Ca) Profile.
b. For hospitals reporting to the central cancer registry, annually increase the percent reporting electronically to meet the standard of having all of these facilities reporting electronically by the end of the five year project period. 
c.  For non-hospital facilities reporting to the central cancer registry, annually increase the percent reporting electronically to meet the standard of having at least 80% of these facilities reporting electronically by the end of the five year project period

d. The central cancer registry uses a secure Internet-based, FTP, https, or encrypted email mechanism to receive electronic data from reporting sources.  
e. The central cancer registry has a plan to implement a mechanism for receiving and processing data from electronic medical records (EMRs) over the 5 year project period; and will coordinate with CDC to develop plans for more rapid implementation if cancer reporting is included in Stage II of Meaningful Use.   

V. Data Completeness/Timeliness/Quality
a. Data being evaluated for the National Data Quality Standard (formerly known as the 24-Month Standard), must meet  the following five data quality criteria:

1. Data are 95% complete based on observed-to-expected cases as computed by CDC.

2. There are 3% or fewer death-certificate-only cases.
3. There is a 1 per 1,000 or fewer unresolved duplicate rate.
4. The maximum percent missing for critical data elements are:

i. 2%  age
ii. 2%  sex
iii. 3%  race
iv. 2%  county

5. 99% pass a CDC-prescribed set of standard edits
b. Data being evaluated for the Advanced National Data Quality Standard (formerly known as the 12-Month Standard),  must meet the following data quality criteria:

1. Data are 90% complete based on observed-to-expected cases as computed by CDC.

2. There is a 2 per 1,000 or fewer unresolved duplicate rate

3. The maximum percent missing for critical data elements are:

i. 3%  age

ii. 3%  sex

iii. 5%  race

iv. 3%  county

4. 97% pass a CDC-prescribed set of standard edits.
c. Annually increase the percent of urologists, dermatologists, and gastroenterologists that report to the central cancer registry, as required by state law, in order to meet the standard of having at least 75% of these physicians reporting by the end of the 5-year project period (see CDC NPCR Physician Reporting Guidance).

d. Annually increase the percent of medical oncologists, radiation oncologists, and hematologists that report to the central cancer registry, as required by state law, in order to meet the standard of having at least 90% of these physicians reporting by the end of the 5-year project period (see CDC NPCR Physician Reporting Guidance). 
e. The cancer registry exchanges data with all bordering central cancer registries and other central registries most likely to yield missed cases and implements data sharing agreements as needed.  Data exchange must meet the following minimum criteria: 

1. Occurs within 12 months of the close of the diagnosis year.

2. Occurs at least twice a year. 

3. Includes all cases not previously exchanged.

4. Includes all CDC-required data items.

5. 99% of data pass a CDC-prescribed set of standard edits.

VI. Linkage
a. The central cancer registry links with state death files at least every year and incorporates results on vital status and cause of death into the registry database.

b. The central cancer registry should link with the National Death Index at least every other year and incorporates results on vital status and cause of death into the registry database.
c. The central cancer registry links with the state breast and cervical cancer early detection program at least once a year to identify potentially missed cases, reconcile differences between the two systems, and update appropriate data field to capture post-linkage information. 
d. The central cancer registry links with IHS at least every five years.  Central cancer registries with IHS Contract Health Service Delivery Area counties link their records with patient registration records from IHS annually.  

e. The central cancer registry utilizes linkages to address gaps identified in data quality and completeness or to improve the utility of the data.  Potential sources of information include the following:
1. Statewide electronic health files for case-finding and completeness of required data items
2. Claims data for case-finding and completeness of required data items 

3. Census data (or similar) for socio-demographic variables

4. Birth records for demographic information
5. Department of Motor Vehicle records for demographic information

6. Voter registration files for demographic information
VII. Data Quality Assurance and Education
a. The central cancer registry has an overall program of quality assurance that is defined in the registry operations manual. The quality assurance program consists of, but is not limited to: 

1. A designated certified tumor registrar (CTR) responsible for the quality assurance program.

2. Quality assurance activities should be conducted by qualified experienced CTR(s) or CTR-eligible staff.

3. At least once every 5 years, a combination of case-finding and re-abstracting audits from a sampling of source documents are conducted for each hospital-based reporting facility, and may include external audits by CDC or SEER.
4. Data consolidation procedures are performed according to the central cancer registry protocol and nationally accepted abstracting and coding standards as available.

5. Audits of a routine sample of consolidated cases at the central cancer registry.

6. Feedback is provided to reporting sources on data quality and completeness. 

b. The central cancer registry has an overall education program that is defined in the registry operations manual. The education program consists of, but is not limited to:

1. Training for central cancer registry staff and reporting sources to assure high quality data.

2. A designated education/training coordinator who is a qualified, experienced CTR. 
3. Where feasible, the education/training coordinator may be regionally-based, such that CDC-NPCR applicants collaborate to identify one applicant to provide the education/training coordinator for activities to be carried out in the full region.
VIII. Data Use and Data Monitoring
a. Within 12 months of the end of the diagnosis year with data that are 90% complete, the central cancer registry produces preliminary pre-calculated data tables in an electronic data file or report of incidence rates, counts or proportions for the diagnosis year by Surveillance Epidemiology and End Results (SEER) site groups to monitor the top cancer sites within the state/territory.

b. Within 24 months of the end of the diagnosis year with data that are 95% complete, the central cancer registry, in collaboration with local cancer control programs, produces electronic reports to include the following:  

1. Reports on age-adjusted incidence rates, stage at diagnosis, and age-adjusted mortality rates for the diagnosis year using SEER site groups and, where applicable, stratifying by sex, race, ethnicity, and geographic area. 

2. Biennial reports providing data on stage and incidence by geographic area with an emphasis on screening-amenable cancers and cancers associated with modifiable risk factors (e.g., tobacco, obesity, HPV).

c. The central cancer registry ensures annual use of cancer registry data  for public health and surveillance research purposes in at least five of the following ways:  

1. Comprehensive Cancer Control.

2. Detailed incidence/mortality by stage and geographic area.

3. Collaboration with cancer screening programs for breast, colorectal, or cervical cancer. 

4. Health event investigation(s).

5. Needs assessment/program planning (e.g., Community Cancer Profiles).

6. Program evaluation.

7. Epidemiologic studies. 

d. The central cancer registry submits a success story to CDC at least annually detailing how registry data have been used to impact public health.

IX. Data Submission

The central cancer registry annually submits data files to the NPCR-Cancer Surveillance 
System (CSS) that meet the reporting requirements outlined in the NPCR-CSS 
Submission Specifications document and meet criteria for publication in United States 
Cancer Statistics.
· In appropriate data submission years, where the central cancer registry data file meets specified data completeness and quality standards, the central cancer data are included in the Cancer in Five Continents publication.
X. Collaborative Relationships
a. The central cancer registry actively collaborates in the state’s comprehensive cancer control planning efforts. 

b. The central cancer registry establishes a working relationship with other cancer control programs, including screening programs and tobacco control programs, to assess and implement cancer control activities.
c. The central cancer registry establishes and regularly convenes an advisory committee to assist in building consensus, cooperation, and planning for the registry and to enhance chronic disease program coordination and collaboration.  Representation should include key organizations and individuals both within (such as representatives from all cancer prevention and control components and chronic disease program) and outside the program (such as hospital cancer registrars, the American Cancer Society, American College of Surgeons liaison, clinical-laboratory personnel, pathologists, and clinicians). Advisory committees may be structured to meet the needs of the state/territory such as the Comprehensive Cancer Control Program committee structure, an advocacy group, or a focus group.

Appendix B

Centers for Disease Control and Prevention

National Program of Cancer Registries 

Attribution Guidelines

Background

In 1992, Congress responded to the need for local, state, regional and national cancer incidence data by passing the Cancer Registries Amendment Act, Public Law 102-515.  The act authorized the Centers for Disease Control and Prevention (CDC) to establish the National Program of Central Registries (NPCR).  Funds are provided through Congressional appropriation to the Division of Cancer Prevention and Control (DCPC), Cancer Surveillance Branch (CSB).   With fiscal year 2011 appropriations of approximately $37 million, CDC’s NPCR supports central registries and promotes the use of registry data in 45 states, the District of Columbia, the Commonwealth of Puerto Rico and the Pacific Island Jurisdiction Region.  

CDC-NPCR funds are also used to support activities of partners within the cancer surveillance community.  Support of these partnerships is essential to NPCR accomplishing its mission.

In order to demonstrate the effective use of program funds and to assure continued Congressional financial support, proper acknowledgment of products and activities supported through NPCR funding is critical.  This document provides guidance, developed by DCPC, CSB, for partners to follow in providing appropriate acknowledgment of CDC-NPCR support.  

General Guidelines

The guidelines outlined in this document are to be used by CDC-NPCR partners when CDC-NPCR funds are applied to cancer surveillance activities:

· Conducting an educational meetings or conferences

· Developing posters and presentations 

· Developing Web site content  Developing, producing and/or distributing articles, reports, publications and other products 
Specific Guidelines


Contracts 

· All contract deliverables must comply with U.S. Department of Health and Human Services (DHHS) and CDC logo requirements (the logo policy is an internal DHHS/CDC document, and copies of the appropriate sections will be provided by the program consultant as needed).  All contract deliverables must comply with funding attribution verbiage as listed within the notice of contract award (e.g., “This project was supported by contract number xxx-xxxx-xxxxx from Centers for Disease Control and Prevention.)”.

· The title, content and attribution of the products, publications, announcements and Web site postings are expected to reflect that it is a CDC-NPCR funded product or activity.

· The title, content and attribution of the products, publications, announcements, and Web site postings must be approved by the NPCR program consultant prior to release in electronic or other media.  

· Inclusion of the name of the contractor on the product, publication, announcement and/or Web site posting is at the discretionary approval of the NPCR program consultant.  


Cooperative Agreements 

· All cooperative agreement activities and products (e.g., training materials, conferences, publications, procedural guidelines, consensus workshop summaries, etc.) must comply with funding attribution verbiage as listed within the notice of grant award.

· Publications: “This publication (journal article, etc.) was supported by the cooperative agreement number xxx/xxxxxx-xx from The Centers for Disease Control and Prevention.  Its contents are solely the responsibility of the authors and do not necessarily represent the official views of CDC)” 

· Conferences: “Funding for this conference was made possible (in part) by the Centers for Disease Control and Prevention.  The views expressed in written conference materials or publications and by speakers and moderators do not necessarily reflect the official policies of the Department of Health and Human Services, nor does the mention of trade names, commercial practices, or organizations imply endorsement by the U.S. Government.”

Data Use in Research Activities and Publications


CDC-NPCR provides funding and technical support to states, territories and numerous national partners. Support for cancer registries is a line item in the budget from Congress, and these dollars are used to promote the collection of complete, timely, and high quality population-based cancer data for CDC-NPCR.  When the data, that are collected and reported through support from CDC-NPCR, are used for research and publication, acknowledgment of CDC-NPCR in the text is critical.  Text similar to the following sentence should be included: “These data were collected by cancer registries participating in the National Program of Cancer Registries (NPCR) of the Centers for Disease Control and Prevention (CDC).”  (e.g., CDC-NPCR should be described in the Technical Notes for Cancer in North America.) 

Appendix C

NPCR Work Plan Guidance

A work plan is a document, often created in chart form and used as a program management tool to provide direction and guidance for the overall program as well as each component (e.g., quality assurance, data collection, education and training, data analysis and use, and management).  There are eight recommended components that follow each other in the work plan development process and are designed to be used for program planning, implementation, and monitoring progress toward reaching program goals.  These components fit into the following categories:

Program Planning

1.  Goals (outcomes a program intends to accomplish to fulfill its mission)

        
Example:  100% of ambulatory surgery centers will report to the central cancer registry 


at the end of 1year

2.  Objectives (steps a program plans to take to achieve its goals)

        
 Example: Increase ambulatory surgery center reporting to the central cancer registry.

3.  Activities (steps taken to accomplish objectives)

         
 Example: Identify and contact non-reporting ambulatory surgery centers

          
            Provide software and training to ambulatory surgery centers for reporting 



Track number of ambulatory surgery centers reporting in relation to the number 



required to report

4.  Measures of Effectiveness 

          
Example:  Percentage of ASCs reporting to the central registry at the end of 1 year

5.  Data

        
  Example:  Management report showing percentage of ASCs reporting to the central 



registry

Implementation

6.  Time Frame for Assessing Progress

7.  Team members Responsible

Monitoring Program Progress

8.  Progress Report

PROGRAM PLANNING

Goals

Answer the following questions to establish goals:

· What are the strengths of this program?

· What are the areas that need improvement?

To determine the priority problems on which to focus:

· Do data show that this problem has had a negative impact on the success of the program?

· Has this issue been a problem for more than one year?

· Which of the program components are most affected by this problem?

Goals are general, ‘big picture’ statements of outcomes a program intends to accomplish to fulfill its mission.  (Be sure that you know your program’s mission.)  They should not contain a measurement.  A goal may focus on something new or it could concentrate on fixing a problem.  Either way, the goal should be written so that the desired outcome is clear.  One of the easiest ways to develop an appropriate goal is to focus on priority problems.

To assess whether this goal is appropriate, ask the following questions:

· Is this a general statement of what a program or program component hopes to accomplish during the year?

· Does it describe the desired outcome the program intends to accomplish?

· Is it clearly written?  That is, do you understand what the desired outcome is?

Objectives

Objectives state the ‘big steps’ a program will take to attain its goal.  They can be used to determine a program’s status at any given point in time, and they can be measured during the project period.

Objectives answer the question:

· What steps must be completed to accomplish our goal?

They should not include more than one expectation each.

Objectives should be S.M.A.R.T.  This is – 

· Specific-Is the objective specific? (identify who, what, where, and how);

· Measurable-Is the objective measurable? (identify how many);

· Achievable-Is the objective achievable? (can be attained);

· Realistic-Is the objective realistic? (can be attained given time and resources available; 

· Time-framed-Is the objective time-framed? (identify when).

Activities

Activities are a means to an end, not an end in themselves.  They are steps taken to accomplish objectives.  When related to objectives, activities have a purpose.  Activities are what a program does – its specific tasks to meet its objectives and ultimately fulfill its goal.

Activities answer the question:

· To meet this objective, what action(s) are needed?

Measures of Effectiveness

Effectiveness measures are realistic measurable standards that a program sets for itself to gauge progress in achieving its goals.  Because goals are broad, multiple measures of success may be required to fully assess progress toward a particular goal.  Measures of effectiveness should contain a numeric value or clearly observable behavior.

Measures of effectiveness answer the questions:

· How will we know if our program has achieved this goal?

· What would it take to convince me that our program has achieved this goal?

Data

Data are pieces of information gathered for purposes of evaluation or to determine direction of the program.  Data identified at this stage consist of information that can be used to determine success in reach goals and objectives.

Data collected through some type of assessment, such as management reports, can be used to determine which activities may be most successful.  A focused review of the literature, especially review articles or meta-analyses (i.e., analysis of many analyses), would be very useful when trying to determine which activities to implement.

When selecting specific activities, ask the following questions:

· Has it worked before?

· Do the data and theory support the idea?

· Does the literature support the idea?

· Did the members of the intended audience tell you they thought it would work?

· Does the program’s current status warrant such an activity (ready for advanced activities)?

IMPLEMENTATION

There are two parts to implementing a program:  a time-frame and assignment of team members.

Time-frame

Questions that may help determine a reasonable time-frame include:

· How long will it take to assess progress based on data or previous experience?

· Is this appropriate given the other activities you are planning?

· Is this time-frame reasonable based on your funding cycle?

Staff Responsible

Determine which staff members are responsible for each of the tasks involved.  Questions that should be considered are:

· Who is the appropriate team member to complete this task?

· Given the other activities you are planning, will this person be available to complete this task?

MONITORING PROGRAM PROGRESS

Progress Report

The final component of the work-plan is the progress report.  The progress report describes:

· Significant accomplishments to date;

· Major problems encountered;

· Strategies for problem solving; and

· Work plan revisions needed.

The progress report is a requirement for NPCR and can also be used as a communication tool internally with staff.

	NPCR Work Plan Template 

	Five Year Goal:  

	

	Work Plan [insert year]

	Objectives
	Activities 
	Measures of Effectiveness
	Data
	Time-frame for Assessing Progress
	 Staff Responsible

	 
	 
	 
	 
	 
	 

	Progress Report: This section will be used for reporting future progress to NPCR and will not be used for this application process.


Appendix D

Guidance for Use of NPCR Funding for Direct Collection of Data
As per the Cancer Registries Amendment Act (Public law 102–515), NPCR-funded states must provide a means to assure complete reporting of cancer cases to the statewide cancer registry by hospitals or other facilities and by physicians, surgeons, and all other health care practitioners diagnosing or providing treatment for cancer patients, providing screening, diagnostic or therapeutic services to patients with respect to cancer.

Therefore, a general guideline has been that NPCR funding should not be used for direct data collection (abstracting) from reporting facilities or other reporters.  However, exceptions can be made by specific request with adequate justification.

For ongoing FTE funding of direct data collection activities, annual evaluation and justification must be provided on a site-by-site basis for why it is more efficient and cost effective for the Central Cancer Registry staff and/or contractors to do direct data collection.

Acceptable justification includes:

1. All other means of obtaining the cases have been exhausted.

a. Registry facility has a temporary reporting delay due to medical or maternity leave.

b. Registry facility reporting is temporarily interrupted due to staffing  changes

2. Reporting facility has a small number of reportable cases.

3. Frequent turn-over in reporting staff at non-registry facility requires frequent re-training.

Unobligated funds can also be used on a one-time basis to catch up on abstracting delinquent cases.

Appendix E

PCR Central Cancer Registry Database System Maintenance and Support Activities

1. Software Maintenance Activities Include:

a. Keeping up maintenance and license contracts for all central registry application software

b. Software development activities associated with maintaining existing central registry software, including calculations of upgrade costs and outcome

c. Maintaining the latest product upgrades, maintenance releases, patches and documentation

d. Updating and replacing software to conform to state-specific standards and improve the scalability of the central registry system

e. Managing and creating management software maintenance reports

f. Upgrading applications and databases to conform to changing National/State/ Territorial/Jurisdiction/Tribe record layouts and standards

2. Hardware Maintenance Activities Include:

a. Keeping up maintenance contracts for critical central registry hardware

b. Managing and creating management maintenance reports for critical central registry hardware

c. Identifying and replacing defective hardware devices or identifying hardware improvement, including calculations of upgrade costs

d. Updating and replacing hardware to conform to state-specific requirements and improve the scalability of the central registry system

e. Performing Time and Material repairs for equipment that is not under maintenance contract and that needs to be done on a per call basis

f. Providing remote support and maintenance via modem or the Internet

g. Maintaining a spare part inventory (on-site spare parts)

3. Information Technology Support Activities Include: 

a. Providing database administrator support and maintaining central registry databases

b. Providing network administrator support and maintaining central registry networks

c. Obtaining and applying software patches for specific related operating system concerns

d. Conducting Performance Analysis to identify potential problems and optimize system

e. Supporting Central Cancer Registry software and platform products (operating system, database utilities, backup software and hardware, printers, network utilities, application development, security, encryption, and disaster recovery products)

f. Remotely storing data backups and media used for backup

g. Generating data sets for data submissions and ‘ad hoc’ data requests

Appendix F

Assurance of Compliance with the Cancer Registries Amendment Act

Public Health Service Act, (42 USC 280e-280e-4) (Public Law 102-515)

By signing and submitting this assurance form, the applicant certifies that it has complied in all particulars with the requirements set forth in Public Health Service Act, (42 USC 280e-280e-4) (Public Law 102-515, Section 399H(c) (2)).

The applicant hereby assures and certifies that it will:

A. provide for the establishment of a registry in accordance with Public Health Service Act, (42 USC 280e-280e-4) (Public Law 102-515);

B. comply with appropriate standards of completeness, timeliness, and quality of population-based cancer registry data;

C. provide for the annual publication of reports of cancer data; and

D. provide for the authorization under State Law of the statewide cancer registry, including promulgation of regulations as cited in Public Health Service Act, (42 USC 280e-280e-4) (Public Law 102-515).

__________________________________________________________

Name of Applicant (typed or printed)

_______________________________

Signature of Authorizing Official

_______________________________

Title of Authorizing Official
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