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1. Goal: Ensure an adequate staffing plan.

Programs will continue implementing all of the following SDPI Initiative program activities, such as recruitment, retention, community-based activities, evaluation, and dissemination for FY 2015.  The Work Plan should include a staffing plan that will support these activities.
1.1 Use the table below to describe your program’s staffing plan for FY 2015. Describe the staffing plan by accounting for all initiative staff listed in III.b (Basic Health Infrastructure) in the 2010 FOA to ensure adequate staffing is available to implement program activities. Some examples of key personnel are listed in the table below. Use this format as a guide and complete the table with the rest of your project staff.
	Position or Title
	Individuals Name or  “Vacant”
	Brief Description of Roles and/or Responsibilities
	Percent of effort devoted directly to grant
	In Kind? (Yes or No)

	Program Director

** If Vacant see instructions below
	
	
	
	

	Program Coordinator
	
	
	
	

	Administrative/ Clerical Staff
	
	
	
	

	Data Coordinator
	
	
	
	

	
	
	
	
	


1.2 If the Program Director position is vacant, explain why and what plans are in place to have the position filled.

1.3 Use the table below to describe the basic health infrastructure, as listed in section III.b of the 2010 FOA, which are currently in place.  Also provide a description of the services you are providing to meet each component of the basic health infrastructure.
	Infrastructure/ Services
	Is This Service Provided? (Yes/No)

**If “no” see instructions below
	Brief Description of Services Provided

	Clinical Services
	
	

	Laboratory
	
	

	Financial Services
	
	

	
	
	


1.4 If your program does not have any of the basic health infrastructure as listed above, please explain how long the service has not been available and why.  In addition, please describe any alternative currently in place to help accomplish the services.
1.5 Use the table below to list your objectives for this goal and related activities for each.
	Objective
	Related Activity

	
	

	
	


2. Goal: Screen and recruit enough eligible individuals to meet the target enrollment goal (Diabetes Prevention Program-48 participants/year; Healthy Heart Project-50 participants/year) from September 30, 2015 to September 29, 2016.
The target goal will remain the same for September 30, 2015 to September 29, 2016.  Recruitment and screening will continue with the same purpose of meeting the target goal for each year.

2.1 Describe your plan for screening and recruitment for September 30, 2015 to September 29, 2016.

Methods of recruiting individuals to participate could include, but are not limited to:

· Community activities and events

· Advertisements in local media sources and clinic/health/wellness facilities

· Targeted mailings from existing records

· Targeted home visits by Community Health Representatives

· Identification and referral by clinical staff and family events
2.2 Use the table below to list your objectives for this goal and related activities.
	Objectives
	Related Activities

	
	

	
	


3. Goal: Successfully maintain the Intensive Activities

There is no change in the requirements for Intensive Activities for the Initiatives for September 30, 2015 to September 29, 2016.  Grant programs will continue to implement Intensive Activities for this grant year.  The key components, strategies, and target goal for the intensive activities include the following:
For the Diabetes Prevention Program:
· Intensive education curriculum modeled after the NIH DPP 16-week curriculum but using a group approach, taught by a diabetes educator and/or nutritionist and/or physical activity specialist, weekly for 16 weeks.

· Individual coaching sessions-participants will meet with a coach monthly during curriculum and quarterly thereafter to review progress, encourage retention, use tool box strategies for motivation/ retention, and meet with family at least once.

· Strategies include at least 150 minutes per week of physical activity, 1200-1800 kcal/day (these will be individualized for each participant), and <25 percent of calories from fat

· Target goals: 7% weight loss and maintenance
For the Healthy Heart Project:
· Individual case management including assessment of participant needs, development and implementation of a care plan, monitoring and coordination of care with referrals and follow up, use of flow sheets, and care team meetings.  There will be monthly visits (risk reduction phase), then quarterly (risk management phase) per provider judgment.

· Disease management utilizing the IHS Standards of Care, IHS Best Practices for CVD, and American Diabetes Association recommendations.  Key risk factors for CVD will be monitored through regular laboratory testing and treated to recommended targets at monthly clinic visits.  Strategies include smoking cessation in those who smoke, daily aspirin use (as indicated), stress reduction/management, medication therapy, improved nutrition, increase in physical activity, and addressing mental health issues.  Treatment targets are blood pressure control (<140/90 mmHG); glycemic control (A1C<7.0% for most patients; A1c < 8% acceptable based on specific patient circumstances); weight management/reduction (BMI <25 or loss of at least 7% body weight; waist circumference <40 inches in men and 35 inches in women); and statin therapy for patients with diabetes 40-75 years of age and patients <40 or >75 with known CVD, unless contraindicated.
· Self-management education on diabetes and CVD risk reduction can occur in individual or group settings.  In addition to knowledge about diabetes and increased risk of CVD, other components of education could include motivational activities, involvement of families, lifestyle changes, assessment of readiness to change, and self-management blood glucose monitoring.  Some recommended resources are Balancing Your Life with Diabetes Curriculum, Honoring the Gift of Heart Health Curriculum, and National Standards for Diabetes Self-Management Education.

3.1 Use the following table to list planned activities that will be used to implement the Diabetes Prevention Program Key Components from September 30, 2015 to September 29, 2016.
	Key Components Elements
	Planned Activities

	Intensive education curriculum modeled after the NIH DPP 16-week curriculum 
	

	Individual coaching sessions
	

	Strategies include at least 150 minutes per week of physical activity 1200-1800 kcal/day and <25 % of calories from fat
	

	Target goal of 7% weight loss and maintenance
	


3.2 Use the table below to list planned activities that will be used to implement the Healthy Heart Program Key Components from September 30, 2015 to September 29, 2016.
	Key Components
	Planned Activities

	Individual Case Management (include assessment of participant needs, development and implementation of a care plan, etc.)
	

	Disease Management utilizing the standards of care (strategies include smoking cessation, daily aspirin use, stress reduction/management, etc.)
	

	Self –management education on diabetes and CVD risk reduction (motivational activities, involvement of families, lifestyle changes, etc.)
	


3.3 Describe any modifications you will make to the intensive activities for September 30, 2015 - September 29, 2016. 
3.4 Use the table below to list your objectives for this goal and related activities for each. Be sure to list objectives for all the key components of the intensive activities.
	Objective
	Related Activities

	
	

	
	


4. Goal: Successfully retain participants in program activities
Programs will continue to conduct activities to retain participants in the program.  The retention goal, for both Diabetes Prevention and Healthy Heart, is 100%
.
For the Diabetes Prevention Program, retention activities should include:

· After-Core activities (minimum quarterly) - After Core activities are provided quarterly, at a minimum, and are meant to provide follow up with participants after the 16-week curriculum.  Examples of After Core activities include in-person visits, phone contact, group activities, cooking classes and DPP refresher classes.
· Retention activities promote continued participation and could include, but are not limited to, group events and field trips, newsletters, tracking progress, incentives, competitions, raffles, healthy food at activities, role mode success stories, recognition of achievements, items displaying program identification, motivational postcards, contracts, reminder mailings or phone calls, motivational speakers, buddy system, cooking demonstrations, fitness challenges and talking circles.
· Retention activities may also include the identification and removal of barriers to participation, such as child care, elder care, family involvement and activities, transportation and parking, flexible scheduling, employer approval for activities during working hours, extra sessions, evening sessions, and community awareness of program.
For the Healthy Heart Program retention activities should include:

· Retention activities could include ,group events and field trips, newsletters, tracking progress, incentives, competitions, raffles, healthy food and activities, role model success stories, recognition of achievements (graduation), items displaying program identification, motivational postcards, contracts, reminder mailings or phone calls, motivational speakers, buddy system, and talking circles.
· Retention activities may also include the identification and removal of barriers to participation such as child care, elder care, family involvement in activities, transportation and parking, flexible scheduling, employer approval for activities during working hours, extra sessions, evening sessions, and community awareness of program.
4.1 Describe how you will continue to meet the Retention Activities.
4.2 Use the table below to list your objectives for this goal and list related activities. 
	Objective
	Related Activities

	
	

	
	


5. Goal: Provide Less Intensive Community-Based Activities (Community/Group Activities)
· Individuals with pre-diabetes (DP), and those with diabetes (HH) will participate in less intensive community-based awareness and motivational activities. These activities can include, monthly walks, health fairs, competitions, etc.  Families can participate in these activities and provide an opportunity for the grant program to tailor activities to community needs.

· Individuals identified with diabetes and those at risk for cardiovascular disease will participate in less intensive community-based awareness and motivational activities that help educate the community on ways to reduce their risk of cardiovascular disease.  Families can participate in activities such as monthly walks, health fairs, competitions, etc.  These activities provide an opportunity for the award recipient to tailor activities to the community’s needs.
5.1 Describe how you will continue to provide the less intensive community-based activities.
5.2 Use the table below to list your objectives for this goal and list related activities.
	Objective
	Related Activities

	
	

	
	


6. Goal:  Successfully participate in dissemination activities
Dissemination is defined as the targeted distribution of information and intervention materials to the I/T/U communities’ audience.  The intent of dissemination is to increase awareness about the associated evidence-based interventions and provide people with the necessary materials and tools to implement these interventions.

Implementation is defined as the use of strategies to adopt and integrate evidence-based health interventions and to change practice patterns within I/T/U settings.

During FY 2015, grantees will continue to participate in developing and accessing a multi-media toolkit intended to disseminate the knowledge, skills, strategies, tools, materials, and other relevant resources of the SDPI Diabetes Prevention/Healthy Heart Initiatives to other American Indian and Alaskan Native communities.

Participation will include (but will not be limited to) assisting with:
· Preparation of the toolkit content including narrative and selection of other components such as tools, materials, graphics, and links to other resources in collaboration with DDTP and the CC;

· Development and implementation of a marketing plan.  The marketing plan may include presentation to the AI/AN community leaders and health care organizations given by the program staff.  Presentations could be web-based or on-site;
· Appoint an individual from your staff to serve as the dissemination liaison.  The dissemination liaison will be responsible for all requests and communications related to dissemination activities, including toolkit-related activities;

· Formation of a panel of experts (Resource Bank) from among program staff to provide advice and guidance to toolkit users. Possible mechanisms to include mentorships, web-based conferencing, conference calls, site visits, and regional trainings facilitated by the CC;

· Development of a toolkit evaluation plan with focus on content, format, delivery and relevance and assisting with implementation of the plan;
· Toolkit review, testing and revisions as needed.

6.1 Name the individual designated from your staff to serve as the dissemination liaison and describe how your program will successfully participate in dissemination activities.

6.2 Use the table below to list your objectives for this goal and list the related activities for each.
	Objective
	Related Activities

	
	

	
	


7. Goal: Participate in Training, Technical Assistance, and Meetings 
Grantees must participate in DP/HH Initiative training sessions, technical assistance (TA) activities, peer-to-peer learning activities, and working meetings. Ongoing continuing educating staff will include:

· DP/HH Initiative face-to-face virtual meetings,

· DDTP and CC conference calls, online trainings and regular web-based conferencing,

· One-on-one conference calls with key DDTP and CC staff as well as DDTP and CC visits, 

· As-needed regional technical assistance trainings, using peer-to-peer learning facilitated by the CC.
7.1 Use the table below to list your objectives for this goal and list the related activities for each.
	Objective
	Related Activities

	
	

	
	


8. Goal: Successfully collect and submit required data to the Coordinating Center.
Programs will continue to participate in the evaluation of the program and will collect and submit data to the Coordinating Center as instructed.  The evaluation is intended to monitor the effectiveness of the DP/HH programs and demonstrate accountability to stakeholders including Congress.

Documentation of outcomes and activities include an assessment and questionnaire:
· At baseline (DP and HH)
· Immediately after completion of the Native Lifestyle Balance (NLB) Curriculum (DP only) 

· Annually, on the anniversary of the first attended NLB Curriculum class (DP) or case management visit (HH).

· The assessments include:
Medical clearance for participation (this should include physical exam, and may include cardiac clearance for physical activity and ECG for high risk individuals)
Clinical measurements (weight, height, waist circumference, blood pressure)
Lab tests including lipid profile and glycemic measurement for DP and HH, and urine albumin: creatinine ratio or HH only;
Clinical history, and
Prescribed medications.
· The questionnaires address health and health behaviors and are completed by the participant.

8.1 Describe how you will ensure that the data will be collected and submitted to the Coordinating Center in a timely manner and meet all required rules and requirements.

8.2 Use the table below to list your objectives for this goal and the related activities for each.
	Objective
	Related Activities

	
	

	
	


9. Historical Overview

In one page provide answers to the following three questions based on the SDPI-DP/HH initiative program experience.

9.1 What are the three (3) major challenges that your grant program has encountered in the implementation of the Initiative Project Interventions (Diabetes Prevention or Healthy Heart) within your community?

9.2 What are the three (3) most important things you and your SDPI initiative program have learned over the history of this grant that should be disseminated to other I/T/U programs?

9.3 In your opinion, what have been the most successful ways that the Coordinating Center and the IHS Divisions of Diabetes have used to deliver useful information to you, the grantee?

10. Goal: Implement your activities using a Timeline.

· Programs will develop a timeline for their activities the full year.
10.1 Develop a separate timeline that lists Activities for each Goal 1 through 8.  (See appendix 4 of the Continuation Application Instructions for a sample timeline.)
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