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Background
The Bureau of Community and Environmental Health’s Diabetes, Heart Disease and Stroke Prevention Programs are funded by the Centers for Disease Control and Prevention (CDC). This funding announcement addresses priorities of the State Public Health Actions to Prevent and Control Diabetes, Heart Disease, Obesity and Associated Risk Factors and Promote School Health (CDC-RFA-DP13-1305) CFDA# 93.757. 

Purpose
The Idaho Diabetes, Heart Disease and Stroke Programs will be soliciting workplan and budget proposals from eligible Primary Care Healthcare Systems and ADA/AADE Diabetes Self-management Education Programs (DSME) to develop and implement interventions or policy/system changes to improve hypertension and diabetes prevention and control for the fiscal year (July 1, 2016 – June 29, 2017).  Applications will be evaluated and scored based on compliance with the application guidelines and capacity of the organization to achieve the proposed activity goals and objectives.  Each section of the application has an assigned point value for scoring. 

The goals of this funding are to improve hypertension and diabetes outcomes through:
· Improved delivery and use of quality clinical and other health services aimed at preventing and managing high blood pressure and diabetes; and
· Increase links between community and clinical organizations to support prevention, self-management and control of diabetes, high blood pressure, and obesity.

There are three distinct funding opportunities in this FOA, Components A, B, and C. The purpose of the first opportunity, Component A, is to provide funding to Primary Health Care Systems that supports the development and implementation of interventions or policy/system changes that improve hypertension and diabetes outcomes. The last two opportunities, Component B and C will provide funding that supports the expansion of DSME programs for the provision of community-based diabetes prevention and self-management interventions.

Subgrantees spending $750,000.00 or more in federal funds during the Subgrantee’s fiscal year shall have a Single Audit performed according to 2 CFR 200.500-521 (previously OMB A-133) and shall provide proof of spending. Entity shall comply with subaward and executive compensation reporting requirements as required by the Federal Funding Accountability and Transparency Act (FFATA). Applicant acknowledges the Single Audit requirements according to 2 CFR 200.500-521 (previously OMB A-133), FFATA, and any specific grant requirements.

Strategies
COMPONENT A: Hypertension and Diabetes Improvement Project (Up to $15,000 for up to three (3) health systems each)
Eligible healthcare systems shall outline a work plan (an example work plan is included with this application) to address at least 3 or more of the following objectives:
1. Increase the effective use of electronic health records (EHR) and health information technology (HIT) to ensure that all hypertensive, diabetic and prediabetic patients are identified and report NQF18* and NQF59* to a reporting entity, i.e. NCQA, HEDIS or PQRS.
2. Increase use of team-based care for hypertension and diabetes control (including the use of evidence-based community resources for hypertension and/or diabetes control such as:  DSME, CDC-recognized DPP, Weight Watchers and TOPS).
3. Increase the implementation of quality improvement processes (i.e. PDSA cycles or other quality improvement processes) to control and prevent hypertension and diabetes.
4. Increase access to DSME programs in the primary care setting by becoming an American Diabetes Association (ADA) Recognized or American Association of Diabetes Educators (AADE)-Accredited Program.
5. Increase access to the National Diabetes Prevention Program (DPP) in the primary care setting by developing and implementing a standardized referral process for patients with prediabetes or patients at high risk to develop diabetes.
6. Increase use of self-measured blood pressure monitoring tied with clinical support.
* NQF18: The percentage of patients 18 to 85 years of age who had a diagnosis of hypertension (HTN) and whose blood pressure (BP) was adequately controlled (<140/90) during the measurement year. NQF59: The percentage of patients 18-75 years of age with diabetes (type 1 and type 2) whose most recent HbA1c level during the measurement year was greater than 9.0% (poor control) or was missing a result, or if an HbA1c test was not done during the measurement year.
COMPONENT B: DSME Program Expansion (Up to $7,300 for up to four (4) DSME programs each)
Eligible ADA/AADE DSME Programs shall outline a work plan (an example work plan is included with this application) to address at least 3 or more of the following objectives: 
1. Promote participation and increase proportion of people with diabetes who have at least one encounter at a DSME program.
2. Increase access to ADA/AADE DSME programs in community settings by developing at least one new alternative location for delivery of DSME appealing to both patients and providers (e.g. churches, community centers, libraries, etc.).
3. Increase access to the National DPP in community settings for the primary prevention of type 2 diabetes.
4. Increase use of self-measured blood pressure monitoring tied with clinical support.
COMPONENT C: DSME Hypertension Project (Up to $4,500 for up to three (3) DSME Programs each)
Eligible ADA/AADE DSME Programs shall outline a work plan (an example work plan is included with this application) to address the following objective: 
1. Increase use of self-measured blood pressure monitoring tied with clinical support.

Timeline and Funding Availability for Opportunity
Activities funded by this process shall commence on or about Tuesday, November 1, 2016, and must be completed by June 29, 2017.  Funding will be provided in an amount up to $15,000 for up to three (3) healthcare systems for Component A, up to $7,300 for up to four (4) DSME programs for Component B, and up to $4,500 for up to three (3) DSME programs for Component C.  Funding will be negotiated between BCEH and the health system and commensurate with the work plan submitted. These funds should be considered one-time only.



Eligible Applicants
COMPONENT A. Health Systems: Funds for this opportunity are available to primary care healthcare systems in Idaho that have not received two (2) years of funding supported by CDC-RFA-DP13-1305 (FY13-14 – FY15-16).
INELIGIBLE HEALTH SYSTEM APPLICANTS FOR FY2016-2017:
	Family Health Services
	Health West, Inc.

	Terry Reilly Health Services
	Upper Valley Community Health Services/Grand Peaks

	Clearwater Valley Hospital & Clinics
	Shoshone Family Medical Center

	St. Mary’s Hospital & Clinics
	Community Health Association of Spokane (CHAS)





COMPONENT B. DSME Expansion Project: Funds for this opportunity are available to Idaho’s ADA-recognized/AADE-accredited Diabetes Self-Management Education Program Sites that have not received funding supported by CDC-RFA-DP13-1305 (FY14-15 – FY15-16).
INELIGIBLE DSME APPLICANTS FOR FY2016-2017:
	Eastern Idaho Health Services  - Diabetes Education Center

	North Canyon Medical Center – Diabetes Education Program

	Madison Memorial Hospital - Diabetes Education Center

	Shoshone Bannock Tribes Diabetes Project

	Gritman Medical Center - Diabetes Education Program

	Clearwater Valley Hospital & Clinics – Diabetes Education Program

	Tri-State Memorial Hospital – Diabetes Education Program

	St. Luke’s Humphreys Diabetes Center - Boise

	St. Luke’s Humphreys Diabetes Center - Meridian









COMPONENT C. DSME Hypertension Project: Funds for this opportunity are available to Idaho’s ADA-recognized/AADE-accredited Diabetes Self-Management Education Programs that have not received funding supported by CDC-RFA-DP13-1305 to address self-measured blood pressure monitoring as an objective.

INELIGIBLE DSME APPLICANTS FOR FY2016-2017:
	Madison Memorial Hospital Diabetes Education Center

	Shoshone Family Medical Center





Reporting and Project Requirements
A. Award recipients will be required to track activities and complete a total of three (3) quarterly reports utilizing the template (Appendix C). 
B. Award recipients will be required to track personnel and other expenditures and submit a minimum of three (3) quarterly invoices.  These invoices shall include the Personnel Detail Report (Appendix C) and the Fiscal Operating Detail Report (Appendix C) for operational costs includes at a minimum the following information: expenditure description, vendor name (if applicable), date of expenditure and amount.
C. The Idaho Diabetes, Heart Disease and Stroke Programs Program Specialist will communicate with funded programs regarding project progress as needed.
D. A site visit will be required for all award recipients. The purpose of this visit is to provide technical assistance and discuss program updates.
E. Award recipients will be required to participate in four out of six training and collaborative webinars during FY16-17. Schedule to be announced.
F. Applicants must submit a final quarterly report to Nicole Stickney at sticknen@dhw.idaho.gov by 5:00 p.m. M.T, July 15, 2017.

Funding Restrictions
· Recipients may not use funds for clinical, laboratory or behavioral research.
· Recipients may not use funds for clinical care, diabetes screening services, laboratory services, providing patient care or for building projects.  
· Recipients may not use funds to provide Diabetes Self-Management Education (DSME) classes.
· Recipients may not use funds to provide the National Diabetes Prevention Program (DPP) classes. 
· Recipients may not use funds for the purchase of furniture or equipment (exceeding $500) without a detailed explanation in the budget and demonstrated relevance to project activities.
· Reimbursement of pre-award costs is not allowed.
· Recipients may not use funds to supplant state, local or organizational funding. 
· Funds may not be used for lobbying, e.g. to influence legislation or intervene in any political campaign.
· Recipients may only use funds for reasonable project purposes such as supplemental materials, costs associated with educational events or meetings, staff time, etc.  Funds may not be used for food.
· Recipients must perform a substantial role in carrying out the project objectives, not merely serve as a conduit to another party.
Grant Timeline
Wednesday, September 7, 2016		Funding Opportunity Announcement
Monday, September 19, 2016		Conference call for Q&A
3:00-4:00 p.m.  M.T. 				1+ (872) 240-3212 	Access Code 798-661-725
Thursday, September 29, 2016		Application deadline by 5:00 pm M.T.
Friday, October 7, 2016			Grantees will be notified
October 11 - 30, 2016				Grant negotiations
Tuesday, November 1, 2016			Estimated Activities Start Date
Thursday, June 29, 2017			Funds must be spent and activities completed











COMPONENT A: HEALTH SYSTEMS EXAMPLE WORK PLAN
(Remember to address at least 3 or more of the project strategies. The following are examples, please customize as appropriate for your healthcare system or develop different workplan activities based upon prior experience and success in your healthcare system.)

Strategy A.1 Example: Increase the effective use of electronic health records (EHR) and health information technology (HIT) to ensure that all hypertensive, diabetic and prediabetic patients are identified and to report NQF18* and NQF59* to a reporting entity, i.e. NCQA, HEDIS or PQRS.
	Objective 1: By June 29, 2017, develop and review hypertension registry and diabetes registry quality.  

	Proposed Activities to Achieve the Objective (Steps) 
	Measures of Effectiveness 
(How will you show it was completed and the level of success) 
	Timeline/Date of Completion

	A.1.1 Upgrade software for diabetes and hypertension registries.
	· Software Upgraded
	September 30, 2016

	A.1.1.2 Develop and implement a quality control review of the registries
· Are data validated pre/post upgrade?
· What workflows can be adapted based on new registry capabilities?
	· Review of registry conducted and any refinements addressed
	October 31, 2016

	A.1.1.3 Review analysis of registries from quality control review with healthcare providers and their teams
	· Discussion of quality control review
	November 30,2016

	A.1.1.4 Develop and document criteria for hypertension registry
	· List of hypertensive patients is produced by healthcare provider (list not requested to be shared)
	September 30, 2016

	A.1.1.5 Develop and document criteria for diabetes registry
	· List of diabetic patients is produced by healthcare provider (list not requested to be shared)
	September 30, 2016

	A.1.1.6 Develop and document criteria for pre-diabetes registry
	· List of pre-diabetic patients is produced by healthcare provider (list not requested to be shared)
	October 31, 2016

	A.1.1.7 Develop and implement a quality control review of hypertension registry

Review Million Hearts: Leveraging Health Information Technology, Quality Improvement and Primary Care Teams to Identify Hypertensive Patients Hiding in Plain Site (HIPS Change Package)
http://mylearning.nachc.com/diweb/fs/file/id/229350

Examples:
NorthShore University Health System did the following to identify undiagnosed patients:  Embedded 5 algorithms into their EHR to identify patients at risk for undiagnosed hypertension: 1. Patients whose 3 most recent encounters yielded a mean SBP ≥140 mm Hg or a mean DBP ≥90 mm Hg and reading at the most recent encounter was SBP ≥140 or DBP ≥90 mm Hg 2. Patients whose 3 most recent encounters yielded a mean SBP ≥140 mm Hg or a mean DBP ≥90 mm Hg and reading at the most recent encounter was not SBP ≥140 or DBP ≥90 mm Hg 3. Patients satisfying algorithm 1 or having a reading at the most recent encounter of SBP ≥180 or DBP ≥100 mm Hg 4. Patients who had 3 encounters with a SBP ≥140 or DBP ≥90 mm Hg within 12 months before their most recent encounter 5. Patients satisfying algorithm 4 or having an encounter with a SBP ≥180 or a DBP ≥100 mm Hg within 12 months before their most recent encounter. 
OR
Geisinger Health used the following to ensure they were identifying all hypertensive patients:
1. The problem list
2. ICD9-CM diagnosis
3. Antihypertensive medications prescribed and
4. Two elevated BP values based on JNC-7 criteria
They identified an additional 106,000 hypertensive patients.
	· Review of registry conducted and any refinements addressed

Are all individuals diagnosed with hypertension in the registry and are all patients that meet hypertension diagnosis being identified?

	October 31, 2016

	A.1.1.8 Develop and implement a quality control review of diabetes registry
	· Are all individuals with diabetes in the registry?

	October 31, 2016

	A.1.1.9 Develop and implement a quality control review of pre-diabetes registry
	· Are all patients that meet pre-diabetes criteria in the registry
	October 31, 2016

	A.1.1.10 Review analysis of registries from quality control review with healthcare provider and their teams
	· Discussion of quality control review
	January 15, 2017

	A.1.1.11 Develop reporting format to facilitate quality improvement activities (ie dashboard, etc)
	· Report format agreed upon for overall healthcare system and by healthcare provider or healthcare site
	December 31, 2016

	A.1.1.12 Review baseline data on hypertension (NQF18) and diabetes (NQF59) with healthcare providers
	· Baseline data presented to healthcare providers and their teams
	January 31, 2017






	Objective 2:  By June 29, 2017, complete at least one data report on NQF18 and NQF59 to an appropriate entity, i.e. NCQA, HEDIS, PQRS or UDS

	A.1.2.1 Data aggregated and reported to appropriate entity
	· Report data to entity
	May 30, 2017



	Objective 3:  By June 29, 2017, assess quality improvement needs for the reporting process

	A.1.3.1 Attend additional training in report writing or EHR end-use
	· Report data to entity
	May 30, 2017

	A.1.3.2 Assess improvement needs for program
	· At least one improvement identified and included in quarterly report
	June 29, 2017



	Objective 4: By June 29, 2017 develop and implement electronic referrals to DSME programs.  

	Proposed Activities to Achieve the Objective (Steps) 
	Measures of Effectiveness 
(How will you show it was completed and the level of success) 
	Timeline/Date of Completion

	A.1.4.1 Identify capacity of EHR to make electronic referrals
	· Capacity identified
	September 30, 2016

	A.1.4.2 Identify DSME programs that serve patient panel(s)
	· Programs identified
	September 30, 2016

	A.1.4.3 Include DSME programs in EHR 
	· Any necessary additions to EHR made
	October 28, 2016

	A.1.4.4 Review success of referrals with DSME programs that serve patient panel
	· Meet with DSME programs to review experience
	November 30, 2016

	A.1.4.5 Implement any identified alterations and begin referrals
	· Alterations identified and made
	January 6, 2017




Strategy A.2 Example: Increase use of team-based care for hypertension and diabetes control (including the use of evidence-based community resources for hypertension and/or diabetes control such as:  DSME, CDC-recognized DPP, Weight Watchers and TOPS).
	Objective 1: By June 29, 2017, address improving the use of team-based care for hypertension and diabetes patients

	Proposed Activities to Achieve the Objective (Steps) 
	Measures of Effectiveness 
(How will you show it was completed and the level of success) 
	Timeline/Date of Completion

	A.2.1.1 Identify community resources for hypertension control and diabetes control and develop workflows and referral processes to those resources (particularly Diabetes Self-Management Education)
	· List of community resources developed

	December 5, 2016

	A.2.1.2 Identify “teams” of healthcare provider and community resources to address improving hypertension control
	· List of ideal team composition for hypertension patients are developed
· “Teams” identified
· Outreach to community resources completed
	December 5, 2016

	A.2.1.3 Identify “teams” of healthcare provider and community resources to address improving diabetes control
	· List of ideal team composition for diabetes patients and hypertension patients are developed
· “Teams” identified
· Outreach to community resources completed
	January 27, 2017

	A.2.1.4 Have team members (i.e. Nurses, front office staff, Medical Assistants, community health workers, Pharmacy technicians) complete the American Association of Diabetes Educators (AADE) Level 1 diabetes training
	· Team members begin training
· Complete training within 6 months
	April 30, 2017

	A.2.1.5 Have team members (i.e. MDs and Pharmacists) complete the American Association of Diabetes Educators (AADE) Level 2 diabetes training
	· Team members begin training
· Complete training within 12 months
	April 30, 2017

	A.2.1.6 Hold team meetings
	· Team meeting held and regular meetings outlined
	March 31, 2017

	A.2.1.7  Discuss quality improvement activities and outcomes at team meetings
	· Team meeting held and regular meetings outlined
	June 29, 2017



	Objective 2:  By June 29, 2017, complete at least one quality review of use of team-based care for hypertension and diabetes patients

	A.2.2.1 Assess team structure for diabetes and hypertension patient care teams
	· Identify the composition of the usual care team for diabetes patients and hypertension patients
	April 30, 2017

	A.2.2.2 Develop a survey of team members to gather qualitative information about team functionality
	· Develop and administer survey
	May 30, 2017

	A.2.2.3 Identify any relative patient satisfaction survey data
	· Review and summarize related data
	May 30, 2017

	A.2.2.4 Review survey data with teams
	· Meet and review data
	June 15, 2017

	A.2.2.5 Identify desired improvements and implement
	· Document improvement plan
	June 29, 2017




Strategy A.3 Example: Increase use of quality improvement activities (i.e. PDSA cycles or other quality improvement process) for hypertension and diabetes control.
	Objective 1: By June 29, 2017 complete at least two PDSA cycles (or other quality improvement process) and measure impact on hypertension control and diabetes control outcome measures.

	Proposed Activities to Achieve the Objective (Steps) 
	Measures of Effectiveness 
(How will you show it was completed and the level of success) 
	Timeline/Date of Completion

	A.3.1.1 Identify quality improvement process to be utilized and review the Million Hearts Hypertension Control Change Package for Clinicians http://millionhearts.hhs.gov/Docs/HTN_Change_Package.pdf 
	· Quality improvement process selected
	October 14, 2016

	A.3.1.2 Review baseline data on outcome measures NQF18 and NQF59
	· Baseline date reviewed in aggregate and by provider
	December 5, 2016

	A.3.1.3 Develop target improvements for outcomes measures NQF18 and NQF59
	· Targets set
	January 9, 2017

	A.3.1.4 Develop first improvement and conduct PDSA cycle
	· Change to be made documented
· PDSA cycle completed
	February 13, 2017

	A.3.1.5 Review data after PDSA cycle completed
	· Review conducted
	March 13, 2017

	A.3.1.6 Develop second improvement and conduct PDSA cycle
	· Change to be made documented
· PDSA cycle completed
	April 10, 2017

	A.3.1.7 Review data after second PDSA cycle completed
	· Review conducted
	May 10, 2017



	Objective 2:  By June 29, 2017 design and implement a quality improvement plan to increase medication adherence for patients with hypertension and patients with diabetes.

	A.3.2.1 Identify quality improvement process to be utilized
	· Quality improvement process selected
	October 14, 2016

	A.3.2.2 Develop measure of medication adherence
	· Workflow designed
	December 5, 2016

	A.3.2.3 Identify baseline medication adherence rate for patients with hypertension
	· Baseline data reviewed by quality improvement team
	January 27, 2017

	A.3.2.4 Identify baseline medication adherence rate for patients with diabetes
	· Baseline data reviewed by quality improvement team
	January 27, 2017

	A.3.2.5 Set targets for improvement
	· Targets set
	January 27, 2017

	A.3.2.6 Develop first improvement and conduct PDSA cycle
	· Change to be made documented
· PDSA cycle completed
	February 28, 2017

	A.3.2.7 Review data after PDSA cycle completed
	· Review conducted
	March 31, 2017

	A.3.2.8 Develop second improvement and conduct PDSA cycle
	· Change to be made documented
· PDSA cycle completed
	April 28, 2017

	A.3.2.9 Review data after second PDSA cycle completed
	· Review conducted
	May 19, 2017



	Objective 3:  By June 29, 2017 design and implement a quality improvement plan to increase use of self-management plans for patients with hypertension and patients with diabetes.

	A.3.3.1 Identify quality improvement process to be utilized
	· Quality improvement process selected
	October 14, 2016

	A.3.3.2 Develop workflow to develop and deliver patients’ self-management plans for patients with hypertension and patients with diabetes
	· Workflow designed
	December 5, 2016

	A.3.3.3 Identify baseline rate of developing patient self-management plans for patients with hypertension
	· Baseline data reviewed by quality improvement team
	January 27, 2017

	3.3.4 Identify baseline rate of developing patient self-management plans for patients with diabetes
	· Baseline data reviewed by quality improvement team
	January 27, 2017

	3.3.5 Set targets for improvement
	· Targets set
	January 27, 2017

	3.3.6 Develop first improvement and conduct PDSA cycle
	· Change to be made documented
· PDSA cycle completed
	February 28, 2017

	3.3.7 Review data after PDSA cycle completed
	· Review conducted
	March 31, 2017

	3.3.8 Develop second improvement and conduct PDSA cycle
	· Change to be made documented
· PDSA cycle completed
	April 28, 2017

	3.3.9 Review data after second PDSA cycle completed
	· Review conducted
	May 19, 2017



Strategy A.4 Example: Increase access to Diabetes Self-Management Education (DSME) in the primary care setting by becoming an American Diabetes Association (ADA) Recognized or American Association of Diabetes Educators (AADE) Accredited Program.
	Objective 1: By June 29, 2017 complete the necessary programmatic elements to become ADA or AADE certified/recognized

	Proposed Activities to Achieve the Objective (Steps) 
	Measures of Effectiveness 
(How will you show it was completed and the level of success) 
	Timeline/Date of Completion

	A.4.1.1 Determine whether to pursue ADA or AADE certification/recognition (resource:  http://www.diabeteseducator.org/ProfessionalResources/accred/Application.html )
	· Selection made
	October 13, 2016

	A.4.1.2 Develop mission statement/goals, advisory group, identify target population
	· Mission Statement developed
· Goals developed
· Organizational chart developed
· Advisory group developed
· Target population identified
	November 30, 2016


	A.4.1.3 Develop policies and procedures for assessment, education, charting/record keeping, patient follow up plan examples, plan for ongoing self-management support
	· Policy and Procedure Manual developed
· Education plan developed
	December 28, 2016

	A.4.1.4 Develop patient materials
	· Patient materials developed
	January 31, 2017

	A.4.1.5 Develop Continuous Quality Improvement Plan
	· Continuous Quality Improvement Plan documentation developed
	Feb 28, 2017

	A.4.1.6 Begin seeing patients
	· First patient enrolled in program
	March 30, 2017

	A.4.1.7 Begin application process with ADA or AADE
	· Application submitted
	April 30, 2017









Strategy A.5 Example: Increase access to the National Diabetes Prevention Program (DPP) in the primary care setting by developing and implementing a standardized referral process for patients with prediabetes or patients at high risk to develop diabetes.
	Objective 1: By June 29, 2017, develop and implement standardized identification of patients at high-risk for diabetes or with prediabetes and implement a standardized referral process for patients to a DPP recognized or pending recognition by CDC.  Registry of recognized programs can be accessed at: https://nccd.cdc.gov/DDT_DPRP/State.aspx?STATE=ID.

	Proposed Activities to Achieve the Objective (Steps) 
	Measures of Effectiveness 
(How will you show it was completed and the level of success) 
	Timeline/Date of Completion

	A.5.1.1 Identify and meet with DPP providers in geographical area and review the AMA/CDC Prevent Diabetes STAT Toolkit http://www.ama-assn.org/sub/prevent-diabetes-stat/toolkit.html 
	· Meeting held
	December 5, 2016

	A.5.1.2 Develop policies, procedures and workflow for prediabetes assessment and referral.
	· Policy, Procedure and Workflow developed and documented
· Referral process implemented (utilizing EHR or Idaho Prevents Diabetes referral form) 
	March 5, 2017

	A.5.1.3 Begin to refer patients
	· Referrals made and recorded
	April 5, 2017

	A.5.1.4 Evaluate assessment and referral process and make any improvements indicated
	· Meeting with DPP provider to review referral success
· Patient survey completed
	June 12, 2017



Strategy A.6 Example: Increase use of self-measured blood pressure monitoring tied with clinical support.
	Objective 1: By June 29, 2017, develop and implement a workflow and appropriate policy/protocols to increase the use of self-measured blood pressure among their patients and provide hands-on instruction on proper blood pressure measurement technique along with available tracking resources.


	Proposed Activities to Achieve the Objective (Steps) 
	Measures of Effectiveness 
(How will you show it was completed and the level of success) 
	Timeline/Date of Completion

	A.6.1.1 Determine workflow changes needed to deliver education on self-measured blood pressure 
	Workflow re-designed as necessary
	October 14, 2016

	A.6.1.2 Identify tools needed for self-measured blood pressure education
	Education tools identified and obtained
	November 18, 2016

	A.6.1.3 Develop education component on self-measured blood pressure
	Education component developed
	January 20, 2017

	A.6.1.4. Test workflow changes and education component and evaluate
	Results of evaluation on test population
	March 17, 2017

	A.6.1.5. Make any necessary adjustments to workflow or educational component and implement with patient population
	Finalized policies, procedures, workflows are finalized and education implemented
	April 28, 2017



	Objective 2:  By June 29, 2017 design and implement a quality improvement plan to increase use of self-measured blood pressure for patients with hypertension and patients with diabetes.

	A.6.2.1 Identify quality improvement process to be utilized
	· Quality improvement process selected
	October 14, 2016

	A.6.2.2 Develop workflow to develop and deliver education on self-measured blood pressure
	· Workflow designed
	October 14, 2016

	A.6.2.3 Identify baseline rate of use of self-measured blood pressure for patients with hypertension
	· Baseline data reviewed by quality improvement team
	January 20, 2017

	A.6.2.4 Identify baseline rate of use of self-measured blood pressure for patients with diabetes
	· Baseline data reviewed by quality improvement team
	January 20, 2017

	A.6.2.5 Set targets for improvement
	· Targets set
	January 20, 2017

	A.6.2.6 Develop first improvement and conduct PDSA cycle
	· Change to be made documented
· PDSA cycle completed
	March 17, 2017

	A.6.2.7 Review data after PDSA cycle completed
	· Review conducted
	March 31, 2017

	A.6.2.8 Develop second improvement and conduct PDSA cycle
	· Change to be made documented
· PDSA cycle completed
	April 28, 2017

	A.6.2.9 Review data after second PDSA cycle completed
	· Review conducted
	May 19, 2017






 COMPONENT B: DSME EXPANSION EXAMPLE WORK PLAN 
(Remember to address at least 3 or more of the strategies. The following are examples, please customize as appropriate for your DSME Program or develop different workplan activities based upon prior experience and success in your program.)

Strategy B.1 Example: Promote participation and increase proportion of people with diabetes who have at least one encounter at in DSME programs.
	Objective 1: By June 29, 2017, develop a comprehensive health communication and marketing plan to promote DSME services to people with diabetes and healthcare providers and begin implementation

	Proposed Activities to Achieve the Objective (Steps) 
	Measures of Effectiveness 
(How will you show it was completed and the level of success) 
	Timeline/Date of Completion

	B.1.1.1 Conduct assessment of primary care providers, within DSME Program’s service area, to identify barriers and solutions to increase referrals to DSME.
	Completion of assessment and analysis, submitted to DPCP  
	October 31, 2016

	B.1.1.2 Draft a comprehensive health communication and marketing plan to reach people with diabetes and healthcare providers, based on assessment results
Marketing Activity Examples: 
· Develop marketing materials that describe DSME program and the benefits of participation; be sure to use the audience’s native language and to incorporate culturally appropriate symbols and key messages. Post flyers in stores and community gathering places (e.g., faith-based institutions, schools, community centers, ethnic centers, senior centers, supermarkets, libraries, healthcare centers, fitness centers, pharmacies), targeting those areas your intended audience most frequents. Include a registration form in your promotional material, which can be filled out and returned by mail, e-mail, or fax.
· Engage local faith-based leaders, tribal leaders, ethnic leaders, community health workers, and other respected community figures to help with program promotion among members of the community.
· To help spread the word, consider developing “DSME prescription pads” that have a preprinted description of your DSME program and contact information on them. When educating healthcare providers about your community-based DSME program, you can provide them with these handy tear-off sheets for referring adult patients with type 2 diabetes to your activities.
· Enlist local media (i.e., television, newspaper, radio, and Internet sources) to help with program promotion. Prepare a press release to be distributed to the media.
· Set up a web page or web site that details information about the DSME program and provides contact information for reaching program staff. Depending on your resources, give visitors the option to register online.
· Consider offering an “open house” or informational class about the DSME program before it begins, which will address questions that potential participants may have, provide them with an overview of the program, and introduce them to staff.
AADE Resource:
Diabetes Educators: Tips For Reaching Prescribers 
https://www.diabeteseducator.org/practice/practice-documents/diabetes-educator-practice-levels/reaching-prescribers 
	Completed marketing plan outlining timeframe, target audience, evaluation, and budget for each marketing activity included in the plan
	November 30, 2016

	B.1.1.3 Identify activities in marketing plan that can be achieved by 6/29/17 with project funding.  Identify other resources to achieve additional activities in marketing plan.  
	Activities and resources identified and plan submitted to DPCP 
	November 30, 2016

	B.1.1.4 Implement health communication and activities as detailed in the marketing plan.
	Implementation of health communication and marketing activities
	June 29, 2017



	Objective 2: By June 29, 2017, establish referral processes with at least one (1) new Primary Care Health System

	Proposed Activities to Achieve the Objective (Steps) 
	Measures of Effectiveness 
(How will you show it was completed and the level of success) 
	Timeline/Date of Completion

	B.1.2.1 Identify primary care providers in service area.   
	List of primary care providers in service area 
	November 30, 2016

	B.1.2.2 Utilize the marketing plan to outreach to primary care providers in service area to promote the development of workflows and referral processes to DSME program.
	Outreach to primary care providers completed 
	December 31, 2016

	B.1.2.3 Partner with healthcare system(s) to implement workflows and referral process from primary care provider(s) to DSME program.
	Referral processes in place
	June 29, 2017



Strategy B.2 Example: Increase access to ADA/AADE DSME programs in community settings by developing at least one new alternative location for delivery of DSME appealing to both patients and providers (e.g. churches, community centers, libraries, etc.).
	Objective 1: By June 29, 2017 develop at least one new alternative location for delivery of DSME appealing to both patients and providers (e.g. churches, community centers, libraries, etc.) 


	Proposed Activities to Achieve the Objective (Steps) 
	Measures of Effectiveness 
(How will you show it was completed and the level of success) 
	Timeline/Date of Completion

	B.2.1.1 Identify patient population(s) in service area experiencing barriers to attending the current DSME Program location.
	Patient population(s) identified
	November 30, 2016

	B.2.1.2 Conduct assessment with this population(s) to learn about self-perceived needs and personal and environmental barriers to program participation (e.g. transportation and time constraints; child care needs; family, cultural, and community practices; poor access to clinical care; lack of social support, high-quality foods, and physical activity opportunities).
	Completed assessment
	December 31, 2016

	B.2.1.3 Utilize assessment results to choose a new community location for classes that is acceptable and easily accessible to the target audience.
	List of possible locations
	January 27, 2017

	B.2.1.4 Discuss any applicable rental or use procedures with the appropriate individuals at chosen location.
	Identify new location and secure agreement 
	February 28, 2017

	B.2.1.5 Begin delivering DSME services at new location.
	Delivery of services at new location
	March 31, 2017




Strategy B.3 Example: Increase access to the National DPP in community settings for the primary prevention of type 2 diabetes by developing a business plan to implement the National DPP and apply for CDC-recognition.
	Objective 1: By June 29, 2017 develop a business plan to implement the National Diabetes Prevention Program (DPP) and apply for CDC-recognition  

	Proposed Activities to Achieve the Objective (Steps) 
	Measures of Effectiveness 
(How will you show it was completed and the level of success) 
	Timeline/Date of Completion

	B.3.1.1 Review the Diabetes Prevention Program Recognition (DPRP) Standards. http://www.cdc.gov/diabetes/prevention/pdf/dprp_standards_09-02-2011.pdf 
	Reviewed DPRP standards
	September 30, 2016

	B.3.1.2 Conduct the DPP capacity assessment (before applying for CDC-recognition). http://www.cdc.gov/diabetes/prevention/pdf/standards_appendixa.pdf 
	Completed capacity assessment
	October 7, 2016

	B.3.1.3 Address any capacity gaps identified by the DPP capacity assessment. 
	Capacity gaps identified and addressed
	December 31, 2016

	B.3.1.4 Develop policies and procedures to implement the DPP.
	Completed business plan 
	June 29, 2017

	B.3.1.5 Develop recommendations for sustaining the delivery of the DPP.
	Completed business plan
	June 29, 2017


	B.3.1.6 Have at minimum two (2) staff attend a DPP lifestyle coach training in person or virtually.
	Number of staff trained
	June 29, 2017




Strategy B.4 Example: Increase use of self-measured blood pressure monitoring tied with clinical support.
	Objective 1: By June 29, 2017, develop and implement a workflow and appropriate policy/protocols to increase the use of self-measured blood pressure among their patients and provide hands-on instruction on proper blood pressure measurement technique along with available tracking resources.


	Proposed Activities to Achieve the Objective (Steps) 
	Measures of Effectiveness 
(How will you show it was completed and the level of success) 
	Timeline/Date of Completion

	B.4.1.1 Determine workflow changes needed to deliver education on self-measured blood pressure 
	Workflow re-designed as necessary
	October 14, 2016

	B.4.1.2 Identify tools needed for self-measured blood pressure education
	Education tools identified and obtained
	November 18, 2016

	B.4.1.3 Develop education component on self-measured blood pressure
	Education component developed
	January 20, 2017

	B.4.1.4. Test workflow changes and education component and evaluate
	Results of evaluation on test population
	March 17, 2017

	B.4.1.5. Make any necessary adjustments to workflow or educational component and implement with patient population
	Finalized policies, procedures, workflows are finalized and education implemented
	April 28, 2017







	Objective 2:  By June 29, 2017 design and implement a quality improvement plan to increase use of self-measured blood pressure for patients with hypertension and patients with diabetes.

	B.4.2.1 Identify quality improvement process to be utilized
	· Quality improvement process selected
	October 14, 2016

	B.4.2.2 Develop workflow to develop and deliver education on self-measured blood pressure
	· Workflow designed
	October 14, 2016

	B.4.2.3 Identify baseline rate of use of self-measured blood pressure for patients with hypertension
	· Baseline data reviewed by quality improvement team
	January 20, 2017

	B.4.2.4 Identify baseline rate of use of self-measured blood pressure for patients with diabetes
	· Baseline data reviewed by quality improvement team
	January 20, 2017

	B.4.2.5 Set targets for improvement
	· Targets set
	January 20, 2017

	B.4.2.6 Develop first improvement and conduct PDSA cycle
	· Change to be made documented
· PDSA cycle completed
	March 17, 2017

	B.4.2.7 Review data after PDSA cycle completed
	· Review conducted
	March 31, 2017

	B.4.2.8 Develop second improvement and conduct PDSA cycle
	· Change to be made documented
· PDSA cycle completed
	April 28, 2017

	B.4.2.9 Review data after second PDSA cycle completed
	· Review conducted
	May 19, 2017



























COMPONENT C: DSME HYPERTENSION PROJECT
Strategy C.1 Example: Increase use of self-measured blood pressure monitoring tied with clinical support.
	Objective 1: By June 29, 2017, develop and implement a workflow and appropriate policy/protocols to increase the use of self-measured blood pressure among their patients and provide hands-on instruction on proper blood pressure measurement technique along with available tracking resources.


	Proposed Activities to Achieve the Objective (Steps) 
	Measures of Effectiveness 
(How will you show it was completed and the level of success) 
	Timeline/Date of Completion

	C.1.1.1 Determine workflow changes needed to deliver education on self-measured blood pressure 
	Workflow re-designed as necessary
	October 14, 2016

	C.1.1.2 Identify tools needed for self-measured blood pressure education
	Education tools identified and obtained
	November 18, 2016

	C.1.1.3 Develop education component on self-measured blood pressure
	Education component developed
	January 20, 2017

	C.1.1.4. Test workflow changes and education component and evaluate
	Results of evaluation on test population
	March 17, 2017

	C.1.1.5. Make any necessary adjustments to workflow or educational component and implement with patient population
	Finalized policies, procedures, workflows are finalized and education implemented
	April 28, 2017


	Objective 2:  By June 29, 2017 design and implement a quality improvement plan to increase use of self-measured blood pressure for patients with hypertension and patients with diabetes.

	C.1.2.1 Identify quality improvement process to be utilized
	· Quality improvement process selected
	October 14, 2016

	C.1.2.2 Develop workflow to develop and deliver education on self-measured blood pressure
	· Workflow designed
	October 14, 2016

	C.1.2.3 Identify baseline rate of use of self-measured blood pressure for patients with hypertension
	· Baseline data reviewed by quality improvement team
	January 20, 2017

	C.1.2.4 Identify baseline rate of use of self-measured blood pressure for patients with diabetes
	· Baseline data reviewed by quality improvement team
	January 20, 2017

	C.1.2.5 Set targets for improvement
	· Targets set
	January 20, 2017

	C.1.2.6 Develop first improvement and conduct PDSA cycle
	· Change to be made documented
· PDSA cycle completed
	March 17, 2017

	C.1.2.7 Review data after PDSA cycle completed
	· Review conducted
	March 31, 2017

	C.1.2.8 Develop second improvement and conduct PDSA cycle
	· Change to be made documented
· PDSA cycle completed
	April 28, 2017

	C.1.2.9 Review data after second PDSA cycle completed
	· Review conducted
	May 19, 2017


APPLICATION

	Organization:
	Tax ID Number:

	Contact Name:
	Contact Title:

	Address:
	City & Zip:

	Contact Phone:
	Contact Email:

	D-U-N-S Number:

(Dun & Bradstreet (D&B) provides a D-U-N-S Number, a unique nine digit identification number, for each physical location of your business. D-U-N-S Number assignment is FREE for all businesses required to register with the US Federal government for contracts or grants.)



Applications must be received by 5:00 M.T. Thursday, September 29, 2016.
Only one application per organization will be accepted. 
	
1. Funding Amount Requested: ____________________________________________

2. Title of the Project: ______________________________________________________________

3. Component(s) Addressed by Project:
____ A Primary Care Health Systems Hypertension and Diabetes Improvement Project 
____ B DSME Expansion Project
____ C DSME Hypertension Project
4. Organization Capacity: Briefly describe any current activities which demonstrate the applicant organization’s capacity to complete the proposed project or activities for this funding opportunity. (15 points)
	



5. Workplan:  Provide a work plan for this opportunity.  An example workplan is provided in this document (see Appendix A for a workplan template). Identify on your workplan how you will evaluate the success of your proposed activities.  The workplan shall be attached to this application.  Strategies should be specific, measurable, achievable, realistic, and time-phased (SMART). Remember to address at least 3 or more of the project strategies for Component A and/or 4 or more for Component B or Component C’s one strategy. (60 points)


6. Roles and Responsibilities: Identify key people who will assist in the development and implementation of the selected activities. (10 points)
 
	Key Person
	Role in Organization for this Opportunity

	
	

	
	

	
	

	
	

	
	



7. Budget: Provide a budget and justification for your proposed project.  Proposals must include an itemized detailed budget with justification (see Appendix B for a budget template/example). (15 points)


Proposals should be sent electronically to: 
Nicole Stickney, Program Specialist
				sticknen@dhw.idaho.gov   

a. All material submitted or developed becomes the property of the Idaho Department of Health and Welfare’s Bureau of Community and Environmental Health (BCEH).  Any publication developed and printed should include the wording: “This publication was supported by Grant No CDC-RFA-DP13-1305 from the Centers for Disease Control and Prevention through the Idaho Heart Disease and Stroke Prevention Program.  Its contents are solely the responsibility of the authors and do not necessarily represent the official views of the CDC.” 

Application Review
Each section of the application has an assigned point value for scoring.  Reviewers will score the applications based on compliance with the application guidelines and capacity of the organization to achieve the proposed activity goals and objectives.  Determination will be made after all funding requests are received and reviewed. 

Conference Call 
There will be a conference call on Monday, September 19, 2016, at 3 pm M.T., for organizations to ask questions related to this funding opportunity.  To participate on the call email Nicole Stickney at sticknen@dhw.idaho.gov

Notification of Project Funding  
All applicants will be notified by email by 5:00 pm M.T. Friday, October 7, 2016.


APPENDIX A
Workplan Template (May be put in landscape format and customized as needed) Objectives should be specific, measurable, achievable, realistic, & time phased (SMART). 

COMPONENT A: HEALTH SYSTEMS 
HYPERTENSION AND DIABETES IMPROVEMENT PROJECT WORKPLAN TEMPLATE

Remember to address at least 3 or more of the project goals.

Strategy A.1: Increase the effective use of electronic health records (EHR) and health information technology (HIT) to ensure that all hypertensive, diabetic and prediabetic patients are identified and to report NQF18* and NQF59* to a reporting entity, i.e. NCQA, HEDIS or PQRS.
	Objective 1: 

	Proposed Activities to Achieve the Objective (Steps) 
	Measures of Effectiveness 
(How will you show it was completed and the level of success) 
	Timeline/Date of Completion

	A.1.1.1 
	· 
	

	A.1.1.2 
	· 
	

	A.1.1.3  
	· 
	

	A.1.1.4  
	· 
	

	A.1.1.5  
	· 
	

	A.1.1.6  
	· 
	

	A.1.1.7  
	· 
	

	Objective 2:

	A.1.2.1
	· 
	

	Objective 3:

	A.1.1.1
	· 
	

	A.1.1.2
	· 
	

	A.1.1.3
	· 
	

	A.1.1.4
	· 
	

	A.1.1.5
	· 
	



Strategy A.2: Increase use of team-based care for hypertension and diabetes control (including the use of evidence-based community resources for hypertension and/or diabetes control such as:  DSME, CDC-recognized DPP, Weight Watchers and TOPS).
	Objective 1: 

	Proposed Activities to Achieve the Objective (Steps) 
	Measures of Effectiveness 
(How will you show it was completed and the level of success) 
	Timeline/Date of Completion

	A.2.1.1 
	· 
	

	A.2.1.2 
	· 
	

	A.2.1.3  
	· 
	

	A.2.1.4  
	· 
	

	A.2.1.5 
	· 
	

	A.2.1.6  
	· 
	

	Objective 2: 

	A.2.2.1
	· 
	

	A.2.2.2
	· 
	

	A.2.2.3
	· 
	

	A.2.2.4
	· 
	


Strategy A.3: Increase use of quality improvement activities (i.e. PDSA cycles or other quality improvement process) for hypertension and diabetes control.
	Objective 1: 

	Proposed Activities to Achieve the Objective (Steps) 
	Measures of Effectiveness 
(How will you show it was completed and the level of success) 
	Timeline/Date of Completion

	A.3.1.1 
	· 
	

	A.3.1.2
	· 
	

	Objective 2: 

	A.3.2.1
	· 
	

	A.3.2.2
	· 
	



Strategy A.4: Increase access to DSME programs in the primary care setting by becoming an American Diabetes Association (ADA) Recognized or American Association of Diabetes Educators (AADE) Accredited Program.
	Objective 1:  

	Proposed Activities to Achieve the Objective (Steps) 
	Measures of Effectiveness 
(How will you show it was completed and the level of success) 
	Timeline/Date of Completion

	A.4.1.1 
	· 
	

	A.4.1.2 
	· 
	

	A.4.1.3 
	· 
	

	A.4.1.4  
	· 
	

	A.4.1.5 

	A.4.1.6
	· 
	

	A.4.1.7
	· 
	



Strategy A.5: Increase access to the National Diabetes Prevention Program (DPP) in the primary care setting by developing and implementing a standardized referral process for patients with prediabetes or patients at high risk to develop diabetes.
	Objective 1: 

	Proposed Activities to Achieve the Objective (Steps) 
	Measures of Effectiveness 
(How will you show it was completed and the level of success) 
	Timeline/Date of Completion

	A.5.1.1 
	· 
	

	A.5.1.2 
	· 
	

	A.5.1.3 
	· 
	

	A.5.1.4
	· 
	



Strategy A.6: Increase use of self-measured blood pressure monitoring tied with clinical support.

	Objective 1: 

	Proposed Activities to Achieve the Objective (Steps) 
	Measures of Effectiveness 
(How will you show it was completed and the level of success) 
	Timeline/Date of Completion

	A.6.1.1 
	· 
	

	A.6.1.2 
	· 
	

	A.6.1.3  
	· 
	

	A.6.1.4  
	· 
	

	Objective 2:

	A.6.2.1
	· 
	

	A.6.2.2
	· 
	

	A.6.2.3

	A.6.2.4
	· 
	

	A.6.2.5
	· 
	



COMPONENT B: DSME EXPANSION WORKPLAN TEMPLATE 
	
Remember to address at least 3 or more of the project goals.

Strategy B.1: Promote participation and increase proportion of people with diabetes who have at least one encounter at in DSME programs.
	Objective 1:

	Proposed Activities to Achieve the Objective (Steps) 
	Measures of Effectiveness 
(How will you show it was completed and the level of success) 
	Timeline/Date of Completion

	B.1.1.1 
	
	

	B.1.1.2 
	
	

	B.1.1.3 

	
	

	B.1.1.4  
	
	

	Objective 2:
	
	

	B.1.2.1
	
	

	B.1.2.2
	
	

	B.1.2.3
	
	



Strategy B.2: Increase access to ADA/AADE DSME programs in community settings by developing at least one new alternative location for delivery of DSME appealing to both patients and providers (e.g. churches, community centers, libraries, etc.).
	Objective 1: 

	Proposed Activities to Achieve the Objective (Steps) 
	Measures of Effectiveness 
(How will you show it was completed and the level of success) 
	Timeline/Date of Completion

	B.2.1.1 
	
	

	B.2.1.2 
	
	

	B.2.1.3 
	
	

	B.2.1.4
	
	

	B.2.1.5
	
	

	B.2.1.6
	
	




Strategy B.3: Increase access to the National DPP in community settings for the primary prevention of type 2 diabetes by developing a business plan to implement the National DPP and apply for CDC-recognition.
	Objective 1: 

	Proposed Activities to Achieve the Objective (Steps) 
	Measures of Effectiveness 
(How will you show it was completed and the level of success) 
	Timeline/Date of Completion

	B.3.1.1 
	
	

	B.3.1.2 
	
	

	B.3.1.3  
	
	

	B.3.1.4  
	
	

	B.3.1.5  
	
	



Strategy B.4 Example: Increase use of self-measured blood pressure monitoring tied with clinical support.
	Objective 1: 


	Proposed Activities to Achieve the Objective (Steps) 
	Measures of Effectiveness 
(How will you show it was completed and the level of success) 
	Timeline/Date of Completion

	B.4.1.1 
	
	

	B.4.1.2 
	
	

	B.4.1.3 
	
	

	B.4.1.4. 
	
	

	Objective 2: 
	
	

	B.4.2.1
	
	

	B.4.2.2
	
	

	B.4.2.3
	
	




COMPONENT C: DSME HYPERTENSION PROJECT

Strategy B.4 Example: Increase use of self-measured blood pressure monitoring tied with clinical support.
	Objective 1: 


	Proposed Activities to Achieve the Objective (Steps) 
	Measures of Effectiveness 
(How will you show it was completed and the level of success) 
	Timeline/Date of Completion

	B.4.1.1 
	
	

	B.4.1.2 
	
	

	B.4.1.3 
	
	

	B.4.1.4. 
	
	

	Objective 2: 
	
	

	B.4.2.1
	
	

	B.4.2.2
	
	

	B.4.2.3
	
	












































APPENDIX B
COMPONENT A: Health System Budget Guidance/Example
Budget Summary (Include only the relevant items)

Item									Total Amount
Healthcare Team Personnel	.	.	.	.	.	.	$  3,000
Training	.	.	.	.	.	.	.	.	         55
Other		.	.	.	.	.	.	.	.                    55
							Total Request	  $ 3,110

Itemized Budget and Justification	

												            Total $3,000
	Personnel (staff position)
	Hourly rate
	Number of hours
	Amount Requested

	Name, Position title/Role
	$30/hr
	100
	$3,000.00

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Justification:  Could enter very basic description of personnel included in line item above and their role. 

										                                        Total $55
	Training
	Cost
	Number
	Amount Requested 

	Training 
	$55
	1
	$55.00

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Justification: Example:  Training to support patient-centered medical home transformation/increased team-based care.

										                                        Total $55 
	Other expenditures
	Cost
	Number
	Amount Requested 

	List any other expenses not included in above categories
	$55
	1
	$55.00

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Justification: Category for types of items not captured in the above categories.
Note:  No medical equipment can be purchased under this grant.


COMPONENT B: DSME Expansion Budget Guidance/Example
Budget Summary (Include only the relevant items)

Item									Total Amount
Personnel	.	.	.	.	.	.	.	.	$  11,300
Supplies	.	.	.	.	.	.	.	.	         300
Marketing	.	.	.	.	.	.	.	.	      6,300
Training	.	.	.	.	.	.	.	.	      1,000
Other	.	.	.	.	.	.	.	.	.                   100
							Total Request	 $ 19,000

Itemized Budget and Justification	
										    Total $11,300
	Personnel (staff position)
	Hourly Rate	
	Number of Hours
	Amount Requested

	Name, Position title/role 
	$30/hr
	377
	$11,300

	
	
	
	

	
	
	
	


Justification: Include basic description of personnel and their role in project (e.g. oversee and carry out the required activities for the completion of this project including, but not limited to, making key contacts, scheduling meetings and arranging logistics, researching literature, staffing the activities and completing required reports).	
											       Total $300
	Supplies
	Cost
	Number
	Amount Requested

	General office supplies
	$100
	1
	$100

	DPP class handouts 
	$5/each
	40
	$200


Justification: General office supplies are needed for project function such as paper, markers, flipcharts, etc.
Note:  No medical equipment can be purchased under this grant.
											      Total $6300
	Marketing Expenses
	Cost
	Number
	Amount Requested 

	DSME Program Advertising (e.g. radio PSAs, print ads, marketing collateral, etc.)
	$5550
	1
	$5550

	Facility rental (March - June 2016)
	$400
	1
	$400

	Misc. materials for open house (specify items)
	$7/each
	50
	$350


Justification: Advertising will be needed to increase attendance at DSME Program locations.  Materials for open house will be provided (bags with educational tools).  
											     Total $1,000
	Training Expenses
	Cost
	Number
	Amount Requested 

	2 day DPP Lifestyle Coach Training (5 staff)
	$200
	5
	$1,000


Justification: Five (5) staff trained as DPP lifestyle coaches.
										                    Total $100
	Other expenditures
	Cost
	Number
	Amount Requested 

	List any other expenses not included in above categories
	$100
	1
	$100



Justification: Category for types of items not captured in the above categories
This funding opportunity supported by Grant No. CDC-RFA-DP13-1305 from the Centers for Disease Control and Prevention through the Bureau of Community and Environmental Health.
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COMPONENT C: DSME HYPERTENSION BUDGET GUIDANCE/EXAMPLE
Budget Summary (Include only the relevant items)

Item									Total Amount
Healthcare Team Personnel	.	.	.	.	.	.   $3,600
Other		.	.	.	.	.	.	.	.                   400
								Total Request	   $ 4,000

Itemized Budget and Justification	
										Total	$3,000
	Personnel (staff position)
	Hourly rate
	Number of hours
	Amount Requested

	Name, Position title/Role
	$30/hr
	120
	$3,600

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Justification:  Could enter very basic description of personnel included in line item above and their role. 

										Total	$55 
	Other expenditures
	Cost
	Number
	Amount Requested 

	List any other expenses not included in above categories
	$400
	1
	$400

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Justification: Category for types of items not captured in the above categories.
	
Note:  No medical equipment such as blood pressure monitors can be purchased under this grant.

















APPENDIX C
REPORTING TEMPLATES

PERSONNEL DETAIL REPORT
Quarter _______ (Date) ___________
YEAR FOUR:   November 2016 – June 2017
	Staff Name and Position
	Number of Hours
	Priority Area Addressed
(Priority Area found in contract, indicate if more than one area addressed)

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	





This funding opportunity supported by Grant No. CDC-RFA-DP13-1305 from the Centers for Disease Control and Prevention through the Bureau of Community and Environmental Health.
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	                     Fiscal Operating Detail
	
	

	
	
	
	

	VENDOR NAME
	INVOICE DESC
	CALENDAR DATE
	TOTAL AMOUNT

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	Summary Total
	
	
	



___(Name)__________________
HYPERTENSION AND DIABETES IMPROVEMENT PROJECT
QUARTERLY REPORT EXAMPLE
 Quarter _______ 	Date___________
YEAR FOUR:   November 2016 – June 2017

	Year Four:  9/2016 – 06/29/17

	Priority Area 1: List from contract (include in report all areas selected)

	Deliverables (List products, data, reports that demonstrate work conducted)
	Progress Report (Provide narrative, report numbers, summarize outcomes of activities during the quarter; report progress; include pertinent attachments)

	·  Example: Aggregated patient data report on NQF18 and NQF59 or progress toward reporting NQF18 and NQF59
· Example:  Update on registries for hypertension and diabetes
		QR1: (11/1/2016 – 12/2016)

	QR2: (1/2017 – 03/2017)

	QR3: (04/2017 - 06/2017)







	Priority Area 2:  List objective from contract

	Deliverables
	Progress Report (Provide narrative, report numbers, summarize outcomes of activities during the quarter; report progress; include pertinent attachments)

	· Example: Aggregated patient data report on NQF18 and NQF59 or progress toward reporting NQF18 and NQF59
· Example:  Update on registries for hypertension and diabetes
		QR1: (11/1/2016 – 12/2016)

	QR2: (1/2017 – 03/2017)

	QR3: (04/2017 - 06/2017)







	Priority Area 3:  List area from contract (if more than two selected)

	Deliverables
	Progress Report (Provide narrative, report numbers, summarize outcomes of activities during the quarter; report progress; include pertinent attachments)

	· Example:  PDSA cycle description and impact on NQF18
· Example:  Description of Quality Improvement Process and Progress
		QR1: (11/1/2016 – 12/2016)

	QR2: (1/2017 – 03/2017)

	QR3: (04/2017 - 06/2017)






	Priority Area 4:  List area selected from contract (if more than three selected)

	Deliverables
	Progress Report (Provide narrative, report numbers, summarize outcomes of activities during the quarter; report progress; include pertinent attachments)

	· Example:  Training Certificates
· Example:  DSME Program Materials
		QR1: (11/1/2016 – 12/2016)

	QR2: (1/2017 – 03/2017)

	QR3: (04/2017 - 06/2017)






	Priority Area 5:  List area selected from contract (if more than three selected)

	Deliverables
	Progress Report (Provide narrative, report numbers, summarize outcomes of activities during the quarter; report progress; include pertinent attachments)

	· Example:  Policies, procedures and workflows
· Example:  Assessment of referral process
		QR1: (11/1/2016 – 12/2016)

	QR2: (1/2017 – 03/2017)

	QR3: (04/2017 - 06/2017)






Contract Monitoring: (Quarterly reports and attachments sent electronically with invoice.  Quarterly reports are reviewed and returned; invoices paid.)
QR1: (11/1/2016 – 12/2016)
QR2: (1/2017 – 03/2017)
QR3: (04/2017 - 06/2017)











DSME PROJECT
QUARTERLY REPORT EXAMPLE
 Quarter _______ (Date)___________
YEAR FOUR:  November 2016 – June 2017

	Goal 1: Promote participation in American Diabetes Association (ADA)-recognized, American Association of Diabetes Educators (AADE)-accredited diabetes self-management education (DSME) programs

	Objective 1: By June 29, 2017, develop a comprehensive health communication and marketing plan to promote DSME services to people with diabetes and healthcare providers and begin implementation

	Deliverables (List products, data, reports that demonstrate work conducted)
	Progress Report (Provide narrative, report numbers, summarize outcomes of activities during the quarter; report progress toward achieving evaluation questions; include pertinent attachments)

	· Example: Conduct assessment of primary care providers, within DSME Program’s service area, to identify barriers and solutions to increase referrals to DSME, (assessment and analysis attached)
· Example:  Created a comprehensive health communication and marketing plan to reach people with diabetes and healthcare providers, (marketing plan attached)
	QR1: (11/1/2016 – 12/2016)

	· 
	QR2: (1/2017 – 03/2017)

	· 
	QR3: (04/2017 - 06/2017)












	Goal 2:  Increase proportion of people with diabetes who have at least one encounter at an ADA/AADE DSME program

	Objective 1: By June 29, 2017, establish referral processes with at least one (1) new Primary Care Provider

	Deliverables
	Progress Report (Provide narrative, report numbers, summarize outcomes of activities during the quarter; report progress toward achieving evaluation questions; include pertinent attachments)

	· Example: Identified primary care providers in service area   
· Example: Utilized the marketing plan to outreach to primary care providers in service area to promote the development of workflows and referral processes to DSME program
	QR1: (11/1/2016 – 12/2016)

	· 
	QR2: (1/2017 – 03/2017)

	· 
	QR3: (04/2017 - 06/2017)




	Goal 3: Increase access to ADA/AADE DSME programs in community settings

	Objective 1: By June 29, 2017, develop at least one new alternative location for delivery of DSME appealing to both patients and providers (e.g. churches, community centers, libraries, etc.) 

	Deliverables
	Progress Report (Provide narrative, report numbers, summarize outcomes of activities during the quarter; report progress toward achieving evaluation questions; include pertinent attachments)

	· Example: Identified a patient population in service area experiencing barriers to attending the current DSME Program location

· Example:  Conducted assessment with this population to learn about self-perceived needs and personal and environmental barriers to program participation
	QR1: (11/1/2016 – 12/2016)

	· 
	QR2: (1/2017 – 03/2017)

	· 
	QR3: (04/2017 - 06/2017)



	Goal 4:  Increase access to lifestyle intervention programs in community settings for the primary prevention of type 2 diabetes

	Objective 1: By June 29, 2017 develop a business plan to implement the National Diabetes Prevention Program (DPP) and apply for CDC-recognition  

	Deliverables
	Progress Report (Provide narrative, report numbers, summarize outcomes of activities during the quarter; report progress toward achieving evaluation questions; include pertinent attachments)

	· Example: Reviewed the Diabetes Prevention Program Recognition (DPRP) Standards
· Example: Conducted the DPP capacity assessment (before applying for CDC-recognition)
· Example: Addressed capacity gaps identified by the DPP capacity assessment
	QR1: (11/1/2016 – 12/2016)

	· 
	QR2: (1/2017 – 03/2017)

	· 
	QR3: (04/2017 - 06/2017)



	Goal 5: Increase use of self-measured blood pressure monitoring tied with clinical support.

	Objective 1: By June 29, 2017, develop and implement a workflow and appropriate policy/protocols to increase the use of self-measured blood pressure among their patients and provide hands-on instruction on proper blood pressure measurement technique along with available tracking resources.

	Deliverables
	Progress Report (Provide narrative, report numbers, summarize outcomes of activities during the quarter; report progress toward achieving evaluation questions; include pertinent attachments)

	· Example: Determined workflow changes needed to deliver education on self-measured blood pressure
· Example: Identified tools needed for self-measured blood pressure education
· Example: Developed education component on self-measured blood pressure
· Example: Tested workflow changes and education component and evaluated
	QR1: (11/1/2016 – 12/2016)

	· 
	QR2: (1/2017 – 03/2017)

	· 
	QR3: (04/2017 - 06/2017)



QR1: (11/1/2016 – 12/2016)
QR2: (1/2017 – 03/2017)
QR3: (04/2017 - 06/2017)













DSME HYPERTENSION PROJECT
QUARTERLY REPORT EXAMPLE
 Quarter _______ (Date)___________
YEAR FOUR:   NOVEMBER 2016 – JUNE 2017

	Goal: Increase use of self-measured blood pressure monitoring tied with clinical support.

	Objective 1: By June 29, 2016, develop and implement a workflow and appropriate policy/protocols to increase the use of self-measured blood pressure among their patients and provide hands-on instruction on proper blood pressure measurement technique along with available tracking resources.

	Deliverables
	Progress Report (Provide narrative, report numbers, summarize outcomes of activities during the quarter; report progress toward achieving evaluation questions; include pertinent attachments)

	· Example: Determined workflow changes needed to deliver education on self-measured blood pressure
· Example: Identified tools needed for self-measured blood pressure education
· Example: Developed education component on self-measured blood pressure
· Example: Tested workflow changes and education component and evaluated
		QR1: (11/1/2016 – 12/2016)

	QR2: (1/2017 – 03/2017)

	QR3: QR3: (04/2017 - 06/2017)






QR1: (11/1/2016 – 12/2016)
QR2: (1/2017 – 03/2017)
QR3: (04/2017 - 06/2017)

