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2015 PREVENTIVE HEALTH & HEALTH SERVICES BLOCK Grant

District of Columbia Department of Health
Terms for Requests for Applications & Funding

The following terms and conditions are applicable to this and all Requests for Applications (RFA)
issued by the District of Columbia Department of Health (DOH):

Funding for an award is contingent on continued funding from the DOH grantor or funding source.
The RFA does not commit DOH to make an award.

DOH reserves the right to accept or deny any or all applications, if the DOH determines, it is in the
best interest of DOH to do so. DOH shall notify the applicant if it rejects that applicant’s proposal.

DOH may suspend or terminate an outstanding RFA pursuant to its grant making rule(s) or any
applicable federal regulation or requirement.

DOH reserves the right to issue addenda and/or amendments subsequent to the issuance of the RFA,
or to rescind the RFA.

DOH shall not be liable for any costs incurred in the preparation of applications in response to the
RFA. Applicant agrees that all costs incurred in developing the application are the applicant’s sole
responsibility. No funds already awarded the applicant under other instruments or agreements shall be
used by the applicant to support the preparation of the application.

DOH may conduct pre-award on-site visits to verify the information submitted in the application and
to determine if the applicant’s facilities are appropriate for the services intended.

DOH may enter into negotiations with an applicant and adopt a firm funding amount or other revision
of the applicant’s proposal that may result from negotiations.

DOH shall provide the citations to the statute and implementing regulations that authorize the grant or
sub-grant; all applicable federal and District regulations, such as OMB Circulars A-102, A-133, 2 CFR
180, 2 CFR 225, 2 CFR 220, and 2 CFR 215; payment provisions identifying how the grantee will be
paid for performing under the award; reporting requirements, including programmatic, financial and
any special reports required by the granting Agency; and compliance conditions that must be met by
the grantee.

If there are any conflicts between the terms and conditions of the RFA and any applicable federal or
local law or regulation, or any ambiguity related thereto, then the provisions of the applicable law or
regulation shall control and it shall be the responsibility of the applicant to ensure compliance.

Additional information about RFA terms may be obtained at the following site: www.opgs.dc.tov (click
on Information) or click here: City-Wide Grants Manual.

If your agency would like to obtain a copy of the DOH RFA Dispute Resolution Policy, please contact
the Office of Grants Management and Resource Development at doh.grants@dc.gov or call (202) 442-
9237. Your request for this document will not be shared with DOH program staff or reviewers. Copies
will be made available at all pre-application conferences.



http://www.opgs.dc.tov/
http://capstat.oca.dc.gov/Archive.aspx?url=http://oca.dc.gov/oca/cwp/view,a,1402,q,611159.asp
mailto:doh.grants@dc.gov
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DISTRICT OF COLUMBIA DEPARTMENT OF HEALTH
COMMUNITY HEALTH ADMINISTRATION

NOTICE OF FUNDING AVAILABILITY
Request for Applications # CHA_PHBG041015

FY 2015 Preventive Health and Health Services Block Grant

The Government of the District of Columbia, Department of Health (DOH) Community Health Administration
(CHA) is soliciting applications to provide innovative services utilizing the Preventive Health and Health
Services Block Grant (PHHSBG) funding to improve chronic disease outcomes. The programs will address
education and awareness for proper nutrition, weight reduction, physical activity, and tobacco control and
cessation to District of Columbia residents.

This funding is provided through a grant (B01DP009009) received from the Centers for Disease Control and
Prevention (CDC) pursuant to the authority of Department of Health and Human Services, Public Health
Services, and Centers for Disease Control and Prevention, Title XIX, Section 1901, PHS Act as amended.

In FY 2015, approximately $ 650,000 in funding is expected to be available for up to 3 awards. Resulting grant
awards are projected to begin July 2015.

The following entities are eligible to apply for grant funds under this RFA: not-for profit, public and private
organizations located in and licensed to conduct business within the District of Columbia.

The release date for RFA# CHA_PHBGO041015 is Friday, April 10, 2015. RFA #CHA_PHBG041015 will
be available on the DC Grants Clearinghouse website http://opgs.dc.gov/page/opgs-district-grants-
clearinghouse on Friday, April 10, 2015. A limited number of copies will also be available at the
Community Health Administration, 899 North Capitol Street NE, Washington, DC on the 3rd floor.

The Request for Application (RFA#) submission deadline is 4:00 pm Monday, May 11, 2015. The Pre-
Application Conference will be held in the District of Columbia at 899 North Capitol St., NE, 3rd Floor
Conference Room, 306, Washington, DC 20002 on Tuesday, April 21, 2015 at 1:30p.m. - 3:30p.m.

Applicants are encouraged to e-mail their questions to sherry.billings@dc.gov prior to the Pre-Application
Conference date of Tuesday, April 21, 2015. For assistance, contact Sherry Billings at (202) 442-9173.
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CHECKLIST FOR APPLICATIONS

L1 The applicant has completed a DOH Application for Grant Funding and affixed it to the front of the
Application Package, which includes an applicant profile, proposal summary/abstract, contact
information, and all assurance and certification documents)

1 The complete Application Package should include the following:

v" DOH Application for Grant Funding

Project Narrative
Project Workplan

v

v

v Project Budget & Justification

v' Package of Assurances and Certification Documents
v

Other Attachments allowed or requested by the RFA (e.g. resumes, letters of support,
logic models, etc.)

1 Documents requiring signature have been signed by an AUTHORIZED Representative of the
applicant organization

1 The Applicant has a DUNS number to be awarded funds. Go to Dun and Bradstreet to apply for and
obtain a DUNS # if needed.

(1 The Project Narrative is printed on 8% by 11-inch paper, double-spaced, on one side, Arial or Times
New Roman font using 12-point type with a minimum of one inch margins. Applications that do
not conform to this requirement will not be forwarded to the review panel.

[ The application proposal format conforms to the “Application Elements” listed in the RFA.

1 The Proposed Budget is complete and complies with the Budget forms provided in the RFA. The
budget narrative is complete and describes the categories of items proposed.

L1 The Proposed Workplan is complete and complies with the forms and format provided in the RFA
L1 The Applicant is submitting one (1) marked original and three (3) hard copies.

[ The appropriate attachments, including program descriptions, staff qualifications, individual resumes,
licenses (if applicable), and other supporting documentation are enclosed.

[0 The application is submitted to DOH, 899 North Capitol St., NE, 3" Floor Reception Area no later
than 4:00 p.m., on the deadline date of Friday, May 11, 2015.

RFA# CHA_PHBGO041015
Page 2|48



2015 PREVENTIVE HEALTH & HEALTH SERVICES BLOCK Grant

.  GENERAL INFORMATION

A. Key Dates

Notice of Funding Availability: March 27, 2015
Request for Application Release Date: April 10, 2015
Pre-Application Meeting Date: April 21, 2015
Application Submission Deadline: May 11, 2015
Anticipated Award Start Date: July 01, 2015

B. Overview

The District of Columbia, Department of Health (DOH), Community Health Administration
(CHA) administers the Centers for Disease Control and Prevention (CDC) Preventive Health and
Health Services Block Grant (PHHSBG). PHHSBG funds are used for programs aimed at
improving the health of District residents. Block Grant funds have been used to provide support
when no other sources of funding exist, provide start-up dollars for community health programs,
provide supplemental support for categorical funding of state health programs, and provide funds
for rapid response to unexpected health threats.

Funds are distributed in accordance with statutory requirements detailed in Part A, Title XIX, of
the Public Health Services Act. CHA programs are designed to promote health and beneficial
health practices, reduce morbidity and mortality and to promote a healthy environment for the
District of Columbia residents and visitors. Priority areas are established based on CHA goals and
objectives, health status, and risk reduction objectives, testimony from a public hearing and input
from the PHHSBG Advisory Committee. The State’s annual work plan submitted to CDC is based
on National Healthy People 2020 objectives.

Public Law 102-531, mandates the establishment of a Public Advisory Committee to make
recommendations on the development and implementation of PHHSBG funded programs. The
PHHSBG Advisory Committee is made up of health care professionals and representatives of
private and community organizations, who have a vital and constructive role in preventive health
programs. Specific program models and interventions, as well as sub-target populations and
program venues outlined in this RFA, reflect the prioritization process conducted by the PHHSBG
Advisory Committee in collaboration with CHA.

RFA# CHA_PHBGO041015
Page 3|48



2015 PREVENTIVE HEALTH & HEALTH SERVICES BLOCK Grant

C. Source of Grant Funding

The grants are made available through the Department of Health and Human Services, Public
Health Services, Centers for Disease Control and Prevention, Notice of Block Grant Award
(2B01DP009009-13, CDFA 93.991) Authorization (Legislation/Regulation), Title XIX, Section
1901, PHS Act as Amended.

D. Amount of funding available

The following health priority areas have been identified for funding under this Request for
Applications to implement the following proposed projects:

Program Area Total Amount Approximate Number of
Available Awards

Focus Area A - Worksite Wellness $ 200,000 One Award

Focus Area B — Childhood Obesity $250,000 One Award

Focus Area C — Chronic Lower $200,000 One Award

Respiratory Disease

E. Performance and Funding Period

The anticipated performance and funding period is July 01, 2015 — June 30, 2016, one year (12
months). Award amounts and project periods are dependent upon receipt of funds from the federal
grantor agency, Centers for Disease Control and Prevention.

No obligation or commitment of funds will be allowed beyond the grant period of
performance. Grant awards are made annually and contingent on demonstrated progress by
the recipient in achieving performance objectives, and continued availability of funds. CHA
reserves the right to make partial awards (i.e. partial funding and/or proposed services) and
to fund more than one agency for each target population covered in all program areas.

F. Eligible Organizations/Entities
The following are eligible organizations/entities who can apply for grant funds under this RFA:

B Not-for-profit community-based organizations with 501 (C) (3) status serving residents of the
District of Columbia. Private non-profit organizations and for-profit organizations.

B Consideration for funding shall be organizations meeting the above eligibility criteria and
having documentation of providing intervention services to populations with high burdens of
chronic diseases, conditions and risk factors with the following experience and support in
place: demonstrated success working with multiple sectors or experience working with the
community and a demonstrated track record of improving community outcomes (including

RFA# CHA_PHBGO041015
Page 4|48



2015 PREVENTIVE HEALTH & HEALTH SERVICES BLOCK Grant

documented evaluations) through policy, environmental, programmatic and infrastructure
strategies; and demonstrated ability to meet reporting requirements related to programmatic,
financial and management benchmarks as required by the RFA.

. BACKGROUND & PURPOSE

A. Background

The District of Columbia (DC or the District) is an ethnically-diverse and compact
geographic area measuring 61 square miles and comprised of a population of 658,893(US
Census Bureau, 2014). This represents an increase of 5.2 percent between decennial census

years 2000 (572,059) and 2010.
FIGURE 1: MAP OF THE DISTRICT OF

L . . . . COLUMBIA WITH ELECTORAL WARDS
The District is geographically divided into four

quadrants (northeast, northwest, southeast, and
southwest) and eight electoral wards (Figure 1).
Located in the northwest quadrant of the city, Wards
1 and 4 are home to most of the District's Hispanic
American population, while Wards 5 and 6 are
located in the northeast quadrant of the city, and the
population is predominantly African--American.
The residents of Wards 7 and 8 are more than ninety
percent African-American. The wards are evenly
divided in terms of population size. However, they are extremely divergent relative to
socio-economic status, health and wellness and chronic disease.

The disparities in the prevalence of chronic conditions between the District’s Wards are
clear and startling as depicted in Table 1. The rate of diabetes in Ward 7 is almost two (2)
times that of Ward 2 and five (5) times that of Ward 3. When comparing diabetes rates to
Ward 8 the disparity is even greater: 2.5 times that of Ward 2 and almost seven (7) times
that of Ward 3. Obesity rates are also startling. The obesity rate in Ward 7 is more than
2.5 times that of Ward 2 and nearly five (5) times that of Ward 3. Ward 8 rates for obesity
are three (3) times that of Ward 2 and almost six (6) times that of Ward 3. The prevalence
of stroke is approximately eight (8) times greater in Ward 8 than in Ward 3.

RFA# CHA_PHBGO041015
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2015 PREVENTIVE HEALTH & HEALTH SERVICES BLOCK Grant

TABLE 1: Adult Health/Wellness-Chronic Disease Indicators by Ward

Wards — Percentage of Population (Prevalence)

Disease/Condition 1 2 3 4 5 6 7 8 DC
or Risk Factor
Smokers 14.4% 8.2% 9.2% 13.4% 18.5% 16.8% 23.3% 37.8% 18.5%
Overweight 27.2% 32.9% 27.3% 30.6% 33.4% 28.7% 23.3% 37.8% 29.9%
Obese 24.4% 14.8% 11.3% 26.0% 30.6% 20.7% 32.9% 40.4% 25.9%
— -

Participate in 719% | 807% | 8L0% | 682% | 701% | 78.4% | 59.4% | 53.9% | 69.6%
Moderate Physical
Activity
Diabetes 6.6% 4.8% 3.1% 8.4% 10.9% 6.4% 14.4% 16.0% 9.2%
Stroke 1.4% 3.2% 0.8% 4.4% 3.7% 2.6% 5.7% 5.5% 3.5%
Coronary Heart 1.8% 2.1% 3.3% 3.1% 3.0% 2.6% 3.2% 4.5% 3.0%
Disease
Cholesterol Testing 89.7% 92.8% 87.8% 82.5% 85.5% 86.6% 77.8% 77.8% 84.4%
(+5yrs)
Asthma 9.9% 12.5% 7.2% 9.5% 10.7% 12.3% 14.2% 20.6% 12.3%

Source: District of Columbia Behavioral Risk Factor Surveillance System (BRFSS) 2012

The elimination of chronic conditions and their causative racial, ethnic and socio-economic
factors is key to eradicating health disparities, poor health outcomes and premature death
among the District ethnic minority populations. Poor health outcomes disproportionately
affect certain District Wards and often correspond to demographic factors such as race and
ethnicity. As reflected in Table 2, when examining health data by race and ethnicity,
morbidity is not evenly distributed in the District’s population. The rate of chronic
conditions and risk factors for chronic disease are much higher among African-American
residents. The incidence of diabetes, for example, is twice as high among African-
Americans compared to the overall District population, and almost twice as high as the US

average.

RFA# CHA_PHBGO041015
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TABLE 2: Chronic Disease Risk Factors by Race and Ethnicity in the District of

Columbia
N . Race and Ethnicity Total DC us

Condition or Risk Factor Black White Hispanic Other Population Average
Lifetime Asthma 19.4% 13.6% 19.8% 20.9% 17.5% 14.1%

Current Asthma 14.1% 7.8% N/A 16.8% 11.9% 9.0%
Arthritis 27.3% 13.7% 5.5% 15.1% 19.5% 25.1%

Diabetes 13.3% 2.3% N/A N/A 7.8% 9.8%

Myocardial Infarction 7.1% 1.3% N/A N/A 4.1% 4.4%

Coronary Heart Disease 3.8% 1.8% N/A N/A 2.6% 4.1%

Stroke 5.2% N/A N/A N/A 3.2% 2.8%

Cancer 5.8% 5.7% N/A N/A 5.2% 6.7%

High Cholesterol 38.4% 30.9% 22.6% 34.2% 34.0% 38.4%
Obesity (Obese) 36.4% 9.8% 15.3% 16.7% 22.9% 28.9%
Obesity (Overweight) 31.4% 29.9% 39.1% 25.8% 30.9% 35.4%

N/A = Prevalence estimate not available if the unweighted sample size for the denominator was less than 50.
Source: District of Columbia Behavioral Risk Factor Surveillance System 2012; *District of Columbia

B. Purpose

The District of Columbia, Department of Health (DOH) PHHSBG, is soliciting
applications from qualified organizations located and licensed to conduct business within
the District of Columbia to implement systems, environmental, and programmatic changes
aimed at increasing physical activity and proper nutrition, reducing weight and to
improving chronic disease outcomes.

Overall Outcome Objectives: The outcomes of the proposed program(s) must align with a
Healthy People 2020 Objective for nutrition, obesity, physical activity and tobacco use.

e Healthy People 2020 Objective — Nutrition and Weight Status
e Healthy People 2020 Objective — Worksite Wellness
e Healthy People 2020 Objective — Respiratory Disease

RFA# CHA_PHBGO041015
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llIl. ADMINISTRATIVE REQUIREMENTS

A. Grant Uses

B The grant awarded under this RFA shall be used exclusively to pay costs associated
with the implementation of the grant.

B Payment requests will be monitored by DOH to ensure compliance with the approved
budget and work plan.

B. Conditions of Award

As a condition of award, a successful applicant who is issued a Notice of Grant Award
(NOGA) will be required to:

B Revise and resubmit a work plan and budget in accordance with the approved scope of
work and assignments prescribed by a DOH Notice of Intent to Fund and any pre-award
negations with assigned DOH project and grants management personnel.

B Meet Pre-Award requirements, including submission and approval of required
assurances and certification documents (see Section VII E- Assurances &
Certifications), documentation of non-disbarment or suspension (current or pending)
of eligibility to review federal funds.

B Adhere to mutually agreed upon terms and conditions of a grant agreement and Notice
of Grant Award issued by the Director of the Department of Health and accepted by
the grantee organization. The grant agreement shall outline the scope of work,
standards, reporting requirements, fund distribution terms and any special provisions
required by federal agreements.

W Utilize Performance Monitoring & Reporting tools developed and approved by DOH.

C. Indirect Cost

Indirect costs are costs that are not readily identifiable with a particular project or activity
but are required for operating the organization and conducting the grant-related activities
it performs. Indirect costs encompass expenditures for operation and maintenance of
building and equipment, depreciation, administrative salaries, general telephone services
and general travel and supplies.

D. Insurance

All applicants that receive awards under this RFA must show proof of all insurance
coverage required by law prior to receiving funds.

E. Audits

At any time or times before final payment and three (3) years thereafter, the District may
have the applicant’s expenditure statements and source documentation audited. Grantees

RFA# CHA_PHBGO041015
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2015 PREVENTIVE HEALTH & HEALTH SERVICES BLOCK Grant

subject to A-133 rules must have available and submit as requested the most recent audit
reports, as requested by DOH personnel.

F. Nondiscrimination in the Delivery of Services

In accordance with Title VI of the Civil Rights Act of 1964 (Public Law 88-352), as
amended, no person shall, on the grounds of race, color, religion, nationality, sex, or
political opinion, be denied the benefits of, or be subjected to discrimination under, any
program activity receiving Preventive Health and Health Services Block Grant funds under
this RFA.

G. Quality Assurance

DOH will utilize a risk-based management and monitoring assessment to establish a
monitoring plan for the grantee. Grantees will submit an interim and final report on
progress, successes and barriers.

Funding is contingent upon the Grantee’s compliance with terms of the agreement and
progress in meeting milestones and targets outlined in the approved work plan and
performance plan. All programs shall be monitored and assessed by assigned project and
grants management personnel. The Grantee will receive a performance rating and subject
to review at any time during the budget period.

A final performance report shall be completed by the Department of Health and provided
and held for record and use by DOH in making additional funding or future funding
available to the applicant. All performance reports are subject to review and oversight by
the DOH Office of Grants Management.

PERFORMANCE REQUIREMENTS

FOCUS AREA A: WORKSITE WELLNESS

Worksite Wellness is considered an important strategy to help address the burden of chronic
diseases such as diabetes, heart disease, obesity and their associated risk factors. Lack of
exercise or physical activity, poor nutrition, chronic stress and obesity are among the risk factors
that contribute too much of the illness, suffering and early death related to chronic diseases.
Chronic diseases, such as heart disease, diabetes, cancer, stroke, and osteoporosis are leading
causes of disability and death in the District, and 56% of DC residents are overweight or obese.
Approximately, 30% of DC residents have high blood pressure. In 2014, approximately $247
million was spent on hypertension-related medical costs in DC and hypertension-related work
absenteeism costs are at $12 million. Approximately, $372 million in health care costs are
attributable to obesity, including $64 million in Medicare costs and $114 million in Medicaid
costs.

With working adults spending at least half of their waking hours at work, Worksite Wellness
initiatives offer an ideal opportunity to:

RFA# CHA_PHBGO041015

Page 9|48



2015 PREVENTIVE HEALTH & HEALTH SERVICES BLOCK Grant

e Help employees take responsibility for lifestyle choices

e Educate workforce about healthy vs. unhealthy lifestyle choices and opportunities for
wellness

e Enhance employee productivity

e Reduce absenteeism

e Support the health care paradigm shift from treatment to prevention

PRIORITY STRATEGIES

Applicants are encouraged to utilize strategies that:

B Establish measurable goals for improving nutrition and physical activity in the
workplace

B Improve physical fitness of employees and increase opportunities for physical
activity during the work day

B Promote healthy lifestyles and educate employees on chronic disease prevention
and management through evidence-based models

B Support changes in the work environment to encourage healthy behaviors

B Design interventions that will maximize reach and impact a minimum of 500
people

PRIORITY POPULATIONS

B Government

School Systems

Health Care Systems
Private Business Clusters

Targeting any one priority population group or a combination is appropriate. Also
refer to priority settings below.

PRIORITY SETTINGS

B Government

School Systems

Health Care Systems
Private Business Clusters

FOCUS AREA B: CHILD OBESITY

Rates of overweight and obesity are at epidemic proportions for children, youth and adults in the
District of Columbia and nationwide. According to recent data, more than half (55%) of all adults
in the District are overweight or obese. These rates climb to 72% overweight/obesity rate in some
of the most underserved areas.

Blaming the individual for being overweight or obese and focusing on individual behavior change
has been and continues to be the prevalent lens through which this society views obesity. However,

RFA# CHA_PHBGO041015
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public health experts concur that the obesity epidemic is the result of an entrenched culture and an
environment that promotes sedentary lifestyles and over-eating of unhealthy foods—supersized
portions laden with excesses of sugar, salt and high fat. Thus, the challenge for public health is to
encourage and facilitate fundamental changes in a society that will make the healthy choice (in
terms of healthy eating and active living) the easy choice.

Obesity Impact on the District’s Population

Excess weight is associated with a host of chronic diseases, including Type 2 diabetes, heart
disease, asthma, stroke, and some cancers. In the District, 5 of the top 10 causes of death are
directly related to diet, physical activity, and weight: heart disease, cancer, high blood pressure,
diabetes and stroke. Obesity is also associated with a lower perception of cognitive ability, poor
school performance, increased teasing, higher unemployment rates, and depression.

More residents of DC die each year from the complications of obesity-related chronic diseases
than from AIDS, cancer and homicide combined. Healthy eating and active living are key to
preventing and reducing overweight and obesity; however, the District data documents that
significant segments of DC residents are not meeting minimal requirements for physical activity
or for consumption of healthy foods.

DC also has been among the highest rates of racial disparities in the nation with regards to obesity.
DC 2013 data shows, that Ward 8 has an obesity rate of 34.9%, while the rate in Ward 3 is 11.8%;
obesity rates are also very high in Ward 7 (36.2%), as well as Ward 5 (29.5%).

Childhood Obesity

According to the Leadership for Healthy Communities (LHC),! many African-American and
other vulnerable children and teens remain disproportionally impacted by the childhood obesity
epidemic, despite signs that there may be some leveling off in the national childhood obesity rate.
LHC cites childhood obesity as “one of the most significant social justice issues of our time” due
to:

(1) Disparate number of children of color affected by this epidemic;

(2) Neighborhoods that discourage physical activity;

(3) School systems that promote inactivity in children;

(4) Food advertising that continues to target African American youth more aggressively;
(5) Limited access to affordable, healthy foods.

Within the District, despite recent policy advances related to childhood obesity prevention and
reduction, more progress is needed. African American DC high school students have an obesity
rate of 15.4%, compared to 2.3% among white high school students in the District. Among high
school students in the District, only 27.9% of African American high school students are physically

! Leadership for Healthy Communities is “a national program of the Robert Wood Johnson Foundation designed to support
local and state government leaders nationwide in their efforts to reduce childhood obesity through public policies that
promote active living, healthy eating and access to healthy foods and beverages.”

RFA# CHA_PHBGO041015
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active at least 60 minutes per day, compared to 44.1% of white high school students. The over-
consumption of sugary, high fat, high sodium food in at risk neighborhoods continues to threaten
the health of young people, despite the growth of “healthy corner stores” in these neighborhoods.

Another example of policy progress mixed with significant challenges is the area of physical
activity within DC schools. In 2010, the D.C. Council passed the Healthy Schools Act, landmark
legislation designed to improve the health and wellness of students in DC schools. The Act has
accomplished a great deal. However, schools are having difficulty in meeting the Act’s Physical
Education (PE) and Physical Activity (PA) requirements—a problem that exists throughout the
nation due in part to an emphasis on academic testing and prioritization of academic core subjects.
Difficulty in prioritizing physical activity in school is yet another example of the challenge public
health advocates must tackle with regards to the prevention and reduction of childhood obesity.

PRIORITY STRATEGIES

Applicants are encouraged to utilize strategies that:

B Increase physical education/physical activity in schools

B Increase physical activity in early care and education

B Increase access to and utilization of healthier food options in food retail
convenient stores

PRIORITY POPULATIONS

B Children (Ages 4-13) in DC Public Schools and Chartered Schools

B Family members of children/youth in targeted wards (parents, caretakers,
siblings, grandparents)

B Specific neighborhoods within Wards 5-8

B Schools with limited resources for physical activity

B Food Retail/Convenient Stores located in close proximity to schools

PRIORITY SETTINGS

B Applicants are encouraged to utilize a population-based approach to addressing
the problem of childhood obesity. A population-based approach to public health
seeks to alter our environment through policy, changes in practices, forging new
social norms, facilitating the creation of a culture of wellness and an environment
that supports healthy choices. In the context of this RFP, population-based
approaches focus on communities, neighborhoods, and targeted segments of
underserved populations.
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FOCUS AREA C: CHRONIC LOWER RESPIRATORY

In 2010, Chronic Lower Respiratory Disease (CLRD) was the third leading cause of death in the
United States' and the fifth leading cause of death in the District of Columbia. CLRD,
characterized by shortness of breath caused by airway obstruction, includes three major conditions:
asthma, chronic bronchitis, and emphysema.

Mortality rates for the top two leading causes of death, cardiovascular diseases (CVD) and cancer,
continue to fall while deaths from CLRD continue to rise. According to the National Heart, Lung
and Blood Institute NHLBI), the National projected annual cost for Chronic Obstructive
Pulmonary Disease (COPD) in 2010 was $49.9 billion (which includes $29.5 billion in direct
health care costs, $8.0 billion in indirect morbidity costs and $12.4 billion in indirect mortality
costs*). Meanwhile, between 2002 and 2007, the average annual direct health care cost of asthma
was approximately $50.1 billion; indirect costs $5.9 billion, for a total of $56.0 billion dollars.
Assuming these rates stayed stable, the US would have spent an estimated $105.9 billion on
CLRD. In the District, the average annual smoking-attributable productivity losses for the period
1997-2001 and smoking — attributable expenditures in 2008 were estimated to be $219,192,000
and $190,000,000, respectively.

The applicant shall select at least one of the following two strategies:

1. COMMUNITY-BASED EDUCATION

The applicant will plan and implement a strategy that will increase the knowledge of CLRD
physiology, treatments and improve self-management among targeted communities
including women, older adults, members of a faith community and racial/ethnic groups
with any form of CLRD. The applicant will also be responsible for the development of
materials describing the course of the illness, treatment modalities and management. The
training will also promote consistent visits to primary care providers and use of care plans,
i.e. the asthma action plan.

The initiative should consider effective approaches such as:

B Use of community health workers or community-based champions

Leveraging community resources

Establishing linkages with community health services

Using novel technology to provide training and track adherence ( i.e. use of
mobile applications or web-based training)

Collaboration with community partners

B Referral to resources for disease management, (i.e. Quitline or self-management)

2. WORKSITE-BASED EDUCATION

The applicant will plan and implement a strategy that will increase the knowledge of CLRD
physiology, treatments and improve self-management among employees with any form of
CLRD. The applicant will also be responsible for the development of materials describing
the course of the illness, treatment modalities and management. The training will also
promote consistent visits to primary care providers and use of care plans, i.e. the asthma
action plan.

RFA# CHA_PHBGO041015
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The training will also promote consistent visits to primary care providers and use of care
plans, i.e. the asthma action plan.

The initiative should consider effective approaches such as:

Use of community health workers or workplace health champions

Leveraging clinical or community resources

Establishing linkages with clinical health services

Using novel technology to provide training and track adherence

Collaboration with clinical partners

Referral to resources for disease management, (i.e. Quitline or self-management)

PRIORITY POPULATIONS

Young Adults (18-35 years of age)
Adults (35-65 years of age)
Older Adults (65+ years of age)

Targeting any one population priority group or a combination is appropriate.

PRIORITY SETTING

Faith-based setting

Community center (i.e., recreational center, YMCA’s)
Community-based clinics

Schools (Parent Teacher Association Meetings)
Worksites (i.e., Academic institutions, hospital)

APPLICATION SECTION: FOCUS AREAS A, B&C
Applicant will provide the following:

PROGRAM OVERVIEW

Persons to be reached (targeted populations)

Interventions/Program Models

Recipient Responsibilities/Activities

Describe current capacity to support the activities identified in the recipient
activities.

Describe past policy, environmental, programmatic and infrastructure successes,
including lessons learned, if applicable. Identify past policy, environmental,
programmatic and infrastructure successes that have demonstrated improved
community outcomes.

Describe the area in which the project will be located and the intervention
population to be served, including population size and other characteristics.
Where feasible and appropria