Attachment 1


CIGARETTE RESTITUTION FUND PROGRAM

CANCER PREVENTION, EDUCATION, SCREENING AND TREATMENT PROGRAM

Narrative Report – Fiscal Year 2016
Local Health Department/Program: ENTER  PROGRAM  NAME

	Time Period Covered
	Check as appropriate

	July 1, 2015 – December 31, 2015
	 FORMCHECKBOX 


	January 1, 2016 - June 30, 2016
	 FORMCHECKBOX 



Please describe your program’s progress during the reporting period. Enter your responses under the  Program Response heading in each section, or on the referred attachment provided as part of the Progress Report.
I. Major Program Accomplishments/Highlights 
A. Community Health Coalition Activities:  Provide a brief summary of your program’s Community Health Coalition (CHC) activities for the reporting period in FY16 by responding to items 1-2 below.
1. Complete the table below by providing the dates of completed CHC meetings in FY16 and indicate when the meeting minutes were submitted to DHMH.
Program Response:

	Date of Completed Meetings
	Date Meeting Minutes were submitted to DHMH 

	
	

	
	

	
	

	
	

	
	


2. Briefly summarize the coalition’s efforts to increase participation by minority representatives at meetings and the program’s progress in addressing minority/underserved individuals during this reporting period.
Program Response:

	


B. Education and Outreach Activities: Provide an update on your program’s plans to educate Health Care Professionals and the General Public about targeted cancers by completing the Outreach Work Plan (Attachment 2). Information provided should reflect information from the Outreach Work Plan submitted in your FY16 grant. 
C. Contracts: Provide sub-contract information requested for items 1-3 below by completing the Contracts List (Attachment 3).    
1. Clinical/Medical Sub-Contractors/Vendors: List all clinical/medical sub-contractors/vendors and facilities that the program has an executed contract(s) with. Also include type of service provided (including screening, diagnosis and/or treatment), contract period and rate of reimbursement.
2. Human Service/Cost Reimbursement Contracts: List the name of sub-contractors/vendors that have executed contract(s) with the program, type of service provided (e.g. mini-grants for education, outreach, etc.), contract period and if the contract has been submitted.  
Note: Per the Conditions of Award, provide signed/executed contracts for Human Service/Cost Reimbursement contracts and corresponding attestation within 30 days of execution of the agreement, if not previously provided to the CRFPU. Submit any executed HSCRC contracts as a separate attachment with the progress report.
3. HSCRC-regulated Facilities: List the HSCRC-regulated facilities that have executed contracts with the program. 

Note: The CCPC, CRFP Unit requests programs provide signed/executed contracts for all HSCRC contracts within 30 days of execution of an agreement, if not previously provided to the CCPC, CRFP Unit. Submit any executed HSCRC contracts as a separate attachment with the progress report.
D. Maryland Comprehensive Cancer Control Plan, 2011: Provide examples of any activities demonstrating how the program and/or the Community Health Coalition utilized the Maryland Comprehensive Cancer Control Plan and its strategies. Indicate the Plan’s Chapter number, the Goal number, the Objective number, and the Strategy number in parenthesis after the text of your accomplishment.
Example: In December 2015, our outreach staff distributed information from the following websites to 15 massage therapists and 4 acupuncturists in the county:  

· http://sunguardman.org/documents/2010SGMFactSheet.pdf 

· http://www.cancer.org/Cancer/CancerCauses/SunandUVExposure/SkinCancerPreventionandEarlyDetection/index 
(Chapter 7, Goal 1, Objective 1, Strategy 2).

Link to Maryland Comprehensive Cancer Control Plan: http://phpa.dhmh.maryland.gov/cancer/cancerplan/Pages/publications.aspx
Program Response:
	


E. Affordable Care Act (ACA) Implementation/Expanded Medicaid/Maryland Health Benefits Exchange: Please describe the experiences of the program, staff, prospective clients and/or clients with regards to the ACA implementation, expanded Medicaid and/or the Maryland Health Benefits Exchange.
Program Response:
	


F. Major Achievements: Describe or attach other special interest stories, examples of community partnering, etc. Please attach copies of newspaper articles, pamphlets or other materials developed to your Progress Report.
Program Response:

	


G. Overall Program Challenges: Discuss any problems or barriers encountered by the program and its impact on program implementation. For each problem or barrier listed, discuss the strategies used or proposed to resolve those problems or barriers.
Program Response:

	


I.     Patient Navigation: Provide a brief summary of the Patient Navigation Only services conducted by the program between January 1, 2016 and June 30, 2016, by responding to items 1-3.
1. Describe efforts your program has implemented to increase recruitment and referral of Patient Navigation clients.
Program Response:

	


2. Discuss any successes related to the following Patient Navigation activities:

a.    Recruitment and referrals

b. Assessing and addressing barriers

c.    Obtaining results from providers

d. Linking clients to screening and screening-related follow-up 
Program Response:
	


3. Discuss any challenges related to the following Patient Navigation activities:

a.    Recruitment and referrals
b. Assessing and addressing barriers

c.    Obtaining results from providers
d. Linking clients to screening and screening related follow-up

Program Response:
	


III. Expenditures  

A. Provide an Expenditure Report (Attachment 4) by completing an up-to-date budget summary to include current grant award information and up-to-date expenditures.
B. Confirm that the program is on track to spend at least 60% of the program’s total grant expenditures on Clinical Services (FC02N).  

Check appropriate response: 
 FORMCHECKBOX 
 Yes, our program is on track to spend at least 60% of our expenditures on clinical services (FC02N)

 FORMCHECKBOX 
 No, our program is NOT on track to spend at least 60% of our expenditures on clinical services (FC02N)

Programs are responsible for ensuring they have spent at least 60% of the program’s total expenditures on Clinical Services. Please note that programs that do not meet the 60% threshold will be notified during end of year reconciliation. 
C. Provide balance status information regarding any unspent FY15 encumbered and/or accrued CPEST funds by responding to the question below. Complete the appropriate tables below as needed. 
1. The CRF CPEST program allows local programs to encumber funds for treatment ONLY with an approved treatment plan. Did your program have any encumbered funds?
	
	Yes  FORMCHECKBOX 
 / No  FORMCHECKBOX 
, our program did  FORMCHECKBOX 
 / did not  FORMCHECKBOX 
 encumber FY15 CPEST funds for an approved client treatment plan.  



	
	If the program has any unspent FY15 encumbered funds, please complete the Encumbered Treatment Funds Table below:

  

	Encumbered Treatment Funds Table

	List Each

Client CDB ID #
	Total Amount of                 FY 2015

Encumbered Funds
	Current Year-to-Date Expenditure  of

Encumbrance Funds
	Current Year-to-Date Unspent Balance of Encumbrances

	
	
	
	

	
	
	
	

	
	
	
	

	TOTALS
	$(Total)
	$(Total)
	$(Total)


2. Programs accrue funds to satisfy outstanding expenditures and invoices. Did your program have any accrued funds for approved line item expenditure(s)?
	
	Yes  FORMCHECKBOX 
 / No  FORMCHECKBOX 
, our program did  FORMCHECKBOX 
 / did not  FORMCHECKBOX 
 have unspent FY15 CPEST funds for an approved line item.  



	
	If the program has any unspent FY15 accrued funds, please complete the Accrued Funds Table below:  

	Accrued Funds Table

	List the

Line Item Number
	Total Amount Approved in                  FY 2015
	FY15 Amount Accrued  
	Current Year-to-Date Unspent Accrual

	
	
	
	

	
	
	
	

	
	
	
	

	TOTALS
	$(Total)
	$(Total)
	$(Total)



Note: By the end of FY 2016, any unliquidated balance of FY 2015 encumbered/accrued program funds must be returned to DHMH CCPC Cigarette Restitution Fund Programs Unit. Refer to the program’s Conditions of Award for further information.

IV.      
Performance Measures - Screening and Education Data:  Complete and submit the  Performance Measures Data Summary (Attachment 5). For performance measures that were not met, please provide an explanation. 

· Use clinical and education data from the respective databases: Client Database (CDB), Education Database (EDB), and Breast and Cervical Cancer Program (BCCP) Database. 
· Note: Programs no longer need to submit CDB and EDB reports with progress reports, but it is important that the data be up-to-date.  
V. 
Cancer Clients: Complete the table below by entering information on each client in the program who was diagnosed and/or treated for cancer during the reporting period. Include the “Diagnosis/Treatment Only” cases. Also include information on linkage to diagnosis and treatment services and the payer for diagnosis/treatment services.
	CDB ID (or Local ID) of Cancer Client
	Type of Cancer Diagnosed
	Diagnosis/Treatment Status


	Payment Source (List source(s) of payment for treatment, linkage, etc.)

	1.


	
	 FORMCHECKBOX 
  Completed

 FORMCHECKBOX 
  Pending
	

	Additional Comment:



	2.

	
	 FORMCHECKBOX 
  Completed

 FORMCHECKBOX 
  Pending
	

	Additional Comment:


	3.

	
	 FORMCHECKBOX 
  Completed

 FORMCHECKBOX 
  Pending
	

	Additional Comment:



*Add additional rows below as needed.
VI.
Clients Screened for Other Cancers: Complete the table below by providing information for other cancer screening, diagnosis, or treatment conducted with CRF funding. Note: Other cancers include cancers other than Colorectal, Prostate, Skin, Oral, Breast or Cervical Cancer.
	Clients Screened for Other Cancers

	Type of Cancer

Total # of Returning clients who received screenings/diagnosis/treatment

Total # of New clients who received screenings/diagnosis/treatment

Total # of Minorities1



1. Total number of clients who are classified as minority (i.e. African-American/Black, Asian, American Indian, Alaska Native, Native Hawaiian or other Pacific Islander race, and/or Hispanic ethnicity).  

VII. Exams and Tests Completed for Other Cancers: Complete the table below by providing the following information about exams and tests completed for other cancers. Note: Other cancers include cancers other than Colorectal, Prostate, Skin, Oral, Breast or Cervical Cancer. (The intent of this section is to find out how many tests with results were done during the period).
	Exams and Tests Completed for Other Cancers

	Type of Cancer

Type of Examination/Test Completed

Number Exams/Tests1 Completed in Program with Results Returned During Reporting Period
Type of Results
Number of Clients with Negative Findings/Findings Not Suggestive of Cancer

Number of  Clients with Abnormal—Suspected/

Confirmed Cancer



1. This is the total number of results completed AND had the results returned during the reporting period. The count may include other clients who may have had tests done in an earlier period but the results were not returned until this reporting period. If the test was done during the period, but results are pending at the time of the report, wait and report that test in the next reporting period.  
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