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A Commonwealth of Empowered Individuals 

Free of Substance Abuse 
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Mission:

To strengthen communities’ efforts to reduce substance abuse and its consequences by using the Strategic Prevention Framework

Dr. Clarese Holden

Project Director

Center for Substance Abuse Prevention

Substance Abuse and Mental Health Services Administration

Dear Dr. Holden:
Attached please find Kentucky’s Strategic Plan for Substance Abuse Prevention, submitted in response to the requirements of the Strategic Planning Framework – State Improvement Grant # SP1117701.  To format this document, we used the SPF SIG program document, entitled Guidance for Developing the State Strategic Plan.

The Strategic Planning Committee worked in close collaboration with the Data Analysis (SEW) Committee in determining the priorities for Kentucky as we seek to achieve the goals set forth in the SPF SIG.  Their work was further enhanced by the SPF SIG Advisory Committee which played an important role in assuring the issues of race, age, ethnicity and culture are adequately addressed.  

We appreciate the opportunity this grant initiative has provided to the citizens of the Commonwealth as we work to combat the abuse of substances and their numerous, life- diminishing consequences.   We look forward to your review of this first phase of our plan and to beginning our work with the target communities.

Sincerely,
John M. Burt, Ed.D.
Commissioner
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1

Assessment
This section provides information about Kentucky’s substance abuse related problems, our substance abuse related systems, the rationale used for determining priorities, and a description of the proposed SPF SIG priorities.
Assessing the Problem (Epidemiological Profile)
Upon receipt of the SPF SIG, the Data Analysis (SEW) 
Committee was formed as a subcommittee of Kentucky’s Epidemiological Workgroup.  This committee is comprised of a number of prominent researchers, epidemiologists, statisticians, and demographers in Kentucky. Each brings a unique perspective on substance abuse and specific types of expertise.

Dr. Richard Clayton, Professor and Associate Dean

School of Public Health and Center for Prevention Research

University of Kentucky

Mr. Ron Crouch, Director

KY State Data Center

University of Louisville

Dr. Ellen Hahn, Associate Professor

College of Nursing

University of Kentucky

Dr. Robert Illback, Senior Evaluation Researcher

REACH of Louisville

Professor, Spalding University

Dr. Carl Leukefeld, Professor & Director

Center on Drug and Alcohol Research (CDAR)

Chair, Department of Behavioral Sciences

University of Kentucky

Dr. David Mathews, Clinical Director 

Kentucky River Comprehensive Care Center

Dr. Teri Wood

Chronic Disease Epidemiologist

Kentucky Department for Public Health

The group began with an organizational meeting that included comprehensive training on the Strategic Prevention Framework using material provided by CSAP. (Attachment 1 – Organizational Meeting of the Data Analysis (SEW) Committee)
The general strategy adopted from the outset by the Data Analysis (SEW) Committee was to move from the general to the specific. This began with a derivation of social, demographic, and other contextual variables that were seen as important in Kentucky, based on literature review and expert analysis. (Attachment  2- Process for Deriving County-Level Demographic and Contextual Variables Correlated with Substance Abuse).

We spent time initially conceptualizing the decision-making process, which was conceived as a series of specific decisions that narrowed the focus.  The elements of this decision-making scheme were: (1) estimating ATOD problem magnitude and priority in Kentucky; (2) estimating current and desired community resources; (3) learning about prospective communities of concern; (4) assessing readiness for change; and, (5) making final selections for target communities. (Attachment 3- Decision-Oriented Framework for Implementation of the Strategic Prevention Framework Initiative in Kentucky)  
The Data Analysis (SEW) Committee decided that it was important to organize data in support of the types of decisions that needed to be made as the process evolved. It was also deemed important to “chunk” data because it was easy to get lost in the voluminous data available. This led to a decision to examine data in a sequential and systematic fashion, as follows: (1) national patterns of ATOD consumption and consequences; (2) contextual/demographic data on Kentucky (causes and conditions); (3) Kentucky ATOD consumption patterns; (4) Kentucky ATOD consequences; (5) linkages between consumption and consequences; (6) Kentucky county-level and risk indices (comparisons); (7) Kentucky ATOD availability; (8) Kentucky service demand and utilization; and, (9) current ATOD prevention resources in Kentucky. (Attachment 4 - Outline of Sequential Data Analysis Process). 

At this point in the process, it became clear that there were a number of special issues and populations in Kentucky about which decision-makers needed to be sensitive in examining data. For this reason, comprehensive literature reviews and training was completed related to African-American substance abuse, Hispanic substance abuse, substance abuse within the elderly population, the special needs and culture of Appalachia, and underage drinking (with a focus on college “culture”). The Data Analysis (SEW) Committee, strategic planning committee, and advisory board received this training. (Attachments 5, 6, 7, 8, 9 –PowerPoint’s)  The Data Analysis Committee then undertook a study which sought to determine whether KIP (Kentucky Incentives for Prevention) data showed meaningful and interpretable differences across white, African-American, and Hispanic school populations (Attachment 10 – Sub-Cultural Differences in Youth ATOD Abuse). The findings and recommendations associated with this exploratory study were as follows:
· African-American youth in Kentucky are less likely to smoke cigarettes than white and Hispanic youth, but much more likely to use marijuana than white youth.

· There are strong indications of greater abuse in general among Hispanic 10th graders, including both legal and illegal substances. However, interpreting this finding is complicated by the small number of responding youth (n=338).

· When examined in the context of six Zip Codes, Hispanic students in Grade 8 exhibit high rates (compared to other groups) of alcohol, inhalant, and methamphetamine abuse.

· If drinking, inhalant abuse, marijuana, and/or methamphetamine abuse become priority areas of concern, these findings may warrant consideration of a special project component aimed at Hispanic youth in an identified county. 

· Should marijuana use become a priority concern, these findings may warrant consideration of a special project component in an identified county that has a high concentration of African-American youth. 

Our next step was to identify all potential sources of data relative to substance abuse (consumption and consequences), risk and protective factors, and other social and demographic factors that could impact the decision-making process. This led initially to the production of a four-volume set of data that examined national and Kentucky demographic data on a global level. National data were reviewed to provide a general context, and Kentucky data were reviewed so that Data Analysis (SEW) Committee members could begin thinking about distal factors that may influence or shape the problem. (Four volumes available upon request) 
As anticipated, the volume of initial data was overwhelming and difficult to digest. This led to a recommendation to engage in data reduction with respect to contextual/demographic data. A factor analysis yielded a ten-factor solution which was mapped at the county level to demonstrate variability across the state. Factor scores were also used in subsequent analyses to determine their predictive value with respect to various types of substance use and abuse (Attachment 11 - Data Reduction for County-Level Demographics and Contextual Variables).
A follow-up study was undertaken by the data analysis committee to explore the relationship between general/contextual variables and high-rate substance use among youth. Comprehensive data on 30-day heavy consumption of ATOD were successfully reduced (through factor analysis) to five groupings, labeled as: (1) acute (emergent) illegal drugs, (2) alcohol, (3) chronic illegal drugs, (4) tobacco, and (5) inhalants. It was found that measures of SES, school bonding, and family functioning had a strong predictive relationship for tobacco use (cigarettes, smokeless); measures of school bonding and family functioning were moderately predictive of chronic use of illegal drugs; and small to insignificant relationships were found for the remaining three groupings. (Attachment 12- Do Characteristics of Kentucky Counties Influence Rates of Heavy ATOD Consumption Among Youth?)
During this part of the process, it became important to delineate in detail what county-level data were available (or could be derived or procured from various governmental and other sources). This became the core dataset for the decision-making process (Attachment 13- County-Level Data Elements for Kentucky), but was richly supplemented with other types of data (described below).
Assessing the Systems (Capacity and Infrastructure)
Relevant to capacity and infrastructure are the statewide prevention systems that have been developed in Kentucky over the past 20 years.  All 120 Kentucky counties are served by a Regional Prevention Center (RPC)
, all but 10 have developed a local Kentucky ASAP board, and over 50 communities have a Champions group that has developed plans that comply with the Principles of Effectiveness.  Data on evidence-based programming has been gathered for several years, and forms the basis for a performance measurement system implemented with RPC’s.  Kentucky’s capacity is further enhanced by our active partnership with REACH of Louisville, an organization that specializes in data management and evaluations of community-level and systems of care programs.  Currently, REACH contributes approximately 2.0 FTE in support of the SPF SIG.  REACH staff contributing time are Robert Illback (Project Evaluator), Margaret Pennington (Consultation and Support), Benjamin Birkby (Evaluation Researcher), Sam Stodghill, Daniel Sanders (Statistician) and related support staff.
Kentucky’s Substance Abuse Prevention Program contributes significantly to the state-level infrastructure through in-kind services totaling approximately 3.0 FTE.  State-level project staff includes Connie Smith (Project Director), Steve Cambron (Project Coordinator), Dave Meredith (Prevention Data Manager), Stan Hankins (Community Development Specialist), Johnnie Woods (Health Program Administrator/Expert Panel), Patrick Rupinen (Training), Amy Baker (Branch Manager), Donna Hillman (Director, KY Division of MH and SA Services) and Cathy Prothro (Administrative Assistant).  

Vital components of our infrastructure are the Regional Prevention Centers (RPCs).  Having been established as an integral part of Kentucky’s Prevention efforts since the early 90’s and providing services to all 120 counties, the RPCs are funded to provide professional assistance to Kentucky communities in the planning and resource of activities aimed at preventing substance abuse.  Our Master Trainers, whose technical assistance will be the driving force in implementing the Strategic Prevention Framework in designated communities, are also composed of preventionists from these centers.  
As described in future sections, our partnering SPF SIG Home Team organizations also contribute greatly to Kentucky’s prevention capacity and infrastructure development.  Much of the money for mental health, education, public health, public safety programs and juvenile justice programming in the state comes from federal sources.  All have utilized strategic planning frameworks similar to the SPF (e.g. DOE Principles of Effectiveness).  Each home team agency has affiliate organizations at the community level with a vested interest in the prevention of the substance abuse.  The state-level Home Teams will greatly enhance Kentucky’s ability to implement the strategic prevention framework by addressing inter-organizational challenges related to planning and implementation of the SPF at both the State and local level.  Each Home Team agency is also involved in implementing prevention programming through their local affiliates.  For example, the mental health agency funds “Bridges” – a local collaboration between schools and community mental health centers to provide evidence-based prevention programming to universal, selected and indicated populations in schools.  Similarly, the Department of Juvenile Justice (DJJ) currently partners with the Substance Abuse Prevention program to implement an evidence-based curriculum for youth in juvenile detention facilities.  
Other vital components of the state-level infrastructure include:

· the Office of Alcohol Beverage Control (ABC) which through education and enforcement ensures alcohol and tobacco products are available only to legally eligible persons and that alcoholic beverages are sold and served in a safe environment and used in a responsible manner; 
· Champions for a Drug-Free Kentucky, which provides state-level assistance for communities desiring to form a coalition and provides state oversight and funding opportunities for established coalitions;
· the Office of Drug Control Policy (ODCP) which serves as a state leader and catalyst for improving the health and safety of all Kentuckians by promoting strategic approaches and collaboration to reduce drug use, related crime and to support recovery from drug abuse; 
· Prevention Enhancement Sites (PES) which consist of two sites, each with a particular area of expertise (tobacco and alcohol); and 
· the Kentucky Agency for Substance Abuse Policy (KY-ASAP), created in 2000 by the General Assembly, which works to promote the reduction of alcohol, tobacco and other drug use in Kentucky by working with communities to help them identify existing needs and resources.  
Finally, the following entities have been created specifically for the SPF: (a) the Executive Committee (b) the Advisory Council (c) the Data Analysis (SEW) Committee and (d) the Strategic Planning Committee.
Many of the gaps within our current state-level infrastructure were documented by the 2003 CSAP Prevention System Assessment Report.  These included a concern about the lack of integration of programming across agencies, the need for better integration and utilization of data, and the need for additional knowledge about specific populations and cultures. Similar gaps are evident at the local and regional levels.  These gaps and the efforts being undertaken to address them are explained in more detail in Section 2, 28-35.
At the local level, Kentucky’s prevention infrastructures include the Regional Prevention Centers (described earlier); KY-ASAP local boards (described earlier); Champions coalitions (described earlier); Family Resource and Youth Service Centers (FRYSCs) which are located in many schools across the Commonwealth and provide a variety of support services to students and families, including prevention services; the local and district-level health departments which provide prevention programming; many school systems already implementing evidence-based programs (documented in GIS resource mapping described elsewhere); and the communities across Kentucky who are implementing environmental strategies.  More recently, and resulting from the SPF SIG, Master Trainers have been developed in each region of the state to assure adequate capacity at regional and local levels.  Through Master Trainers, high quality training and consultation will be made available to communities throughout the state as they adopt and implement the SPF.
In general, the effectiveness of the community prevention infrastructure can be demonstrated through the following: (a) the number of environmental strategies has increased at the community level each year (b) KY-ASAP was created and has become an active component of local prevention programming (c) evidence-based interventions continue to be implemented in the schools (d) use of the KIP survey continues to grow and most recently enjoyed its largest implementation ever (e) communities are becoming more sophisticated in their approaches to prevention practices and use of prevention technologies (f) Kentucky continues to be one of the leading states in the number of Drug-Free Communities grants and (g) Kentucky has one of the highest pass rates in the nation for the Certified Prevention Professional Exam and is among the leading states for the number of CPP in the field.  
The capacity of communities across the State to collect, analyze and report on data are facilitated through the following: (a) our partnership with REACH of Louisville (b) the requirement of Champions groups, KY-ASAP local boards, and Drug-Free Communities recipients to collect and analyze needs assessment data each year for continued funding (c) the large-scale implementation of the KIP
 student survey every other year (d) monthly data submissions from the RPCs on prevention services provided, evidence-based programming, and related information from Regional Prevention Centers (e) and the monitoring of tobacco use by the Local Health Departments and Districts.


Criteria and Rationale for SPF SIG Priorities
The next step of the decision process (as outlined above) was to examine global Kentucky data and make some determinations about priority areas of concern. These would eventually become foci for the identification of communities of concern. Data from all sources were examined, with heavy reliance on quantitative data available from reputable and reliable sources (e.g., NSDUH, BRFSS, YRBS, Kentucky’s KIP survey of school-aged youth). These were organized and summarized by the Data Analysis (SEW) Committee and presented to the Strategic Planning Committee with a set of recommendations (based on analysis by Data Analysis (SEW) Committee). (Attachment 14- Estimates of ATOD Use and Abuse in Kentucky & Seven Proposed Priorities/Targets for Intervention).
The Strategic Planning Committee met on September 8, 2005 and considered this material. Data about consumption and consequences were reviewed. Through systematic discussion and formal vote, they designated SPF SIG priority areas of concern for Kentucky as: (1) tobacco (all ages); (2) underage drinking (college and community); (3) diverted prescriptions (with focus on Appalachian counties); (4) methamphetamine (with focus on western Kentucky counties); and, (5) inhalants (counties with highest rates of self-reported use by 8th graders). Because Kentucky has the highest rates of tobacco use for adults and youth in the nation (both cigarettes and smokeless), the inclusion of tobacco seemed obvious. While underage drinking was not as pronounced when compared to national (Monitoring the Future- MTF) statistics, the number of youth on the 2004 KIP survey (97,000 students in grades 6, 8, 10, and 12) engaged in high rate drinking and binge behavior was alarming to the committee. The use of diverted prescriptions is epidemic, especially in the southeastern part of the state. Data from a state surveillance system demonstrated that this region has very high rates of oxycodone and hydrocodone prescriptions. Methamphetamine also appears to be on the increase in Kentucky, with rates double the MTF national average. Finally, inhalants were included because 2004 KIP data showed rates much higher than national data suggests and because of their long term consequences on developing brains.

The discussion and decision-making process was facilitated by the use of worksheets (termed prioritization charts) distributed to all members of the committee. These were conceived as aides to organizing one’s thoughts on key issues and variables associated with a particular substance. For each, the estimated number of persons using in Kentucky was given, followed by any information on trends, severity of consequences, estimated cost to society, and current level of effort (resources already allocated). Columns were also provided for members to individually record information about the availability of evidence-based programs or practices for that area, political will to address the problem, and evidence of geographic and/or demographic variability. (Attachments 15 - 22 – Prioritization charts for all initial substances)  

In all instances, the primary concern of the committee was to document the link between the prevalence of a given substance to consequences. This was most readily documented with tobacco (e.g., rates of cancer and heart disease) and underage drinking (e.g., school violations, DUIs, juvenile collisions, arrests). It is more difficult to link methamphetamine and diverted prescriptions to specific consequences since current data on arrests, DUIs, health, and similar variables do not typically specify substances at that level of specificity. The link between use of inhalants and frightening health (e.g., neurological) consequences has been well documented in the literature, and the committee found the vulnerability of early adolescents combined with evidence of high rates of use compelling. There are, of course, many other substances, and it was not the intent of the group to minimize these, but rather to establish some realistic priorities for the SPF SIG funded effort. 
Before proceeding any further with the prioritization process, the Strategic Planning Committee decided to devote an entire meeting to issues involving the impact of culture, age, race and ethnicity on substance abuse prevention.  Prior to the meeting, committee members reviewed PowerPoint presentations that distilled information from the literature and available data systems on the use and abuse of substances among: African Americans, Hispanics, the elderly, college age individuals, and people from rural Appalachia.  Then, at their September 29, 2005, committee members heard presentations on cultural competence from panel of experts.  This was followed by a discussion between the committee members and the experts.  This was a crucial meeting in terms of the SPC members’ further thoughts about the decisions they were about to make, and the need for cultural competency and inclusiveness in all of their decisions. (Attachment 23– minutes) 

Once priority areas of concern had been identified by the Strategic Planning Committee, it became the task of the Data Analysis Committee to pinpoint prevalence, consequences, and risk/protective factors at the community (county) level across the state. This was done to narrow the focus to “hot spots” and identify a manageable number of communities to assess in more detail. The methodology for this part of the process involved drilling down into data sets and organizing data at the county and regional levels (see Description of SPF SIG Priorities on page 18 for full description).
Once a subset of communities (counties) with both high-magnitude and high-priority needs was identified in step one, the second step of the decision process (outlined earlier) was to examine the current state of affairs with respect to programmatic and financial resources across the state prevention system.  These data allowed the Strategic Planning Committee (SPC) to determine overall variability in prevention resources across the State and among the high-need communities, and ultimately helped them “narrow the field” by determining those communities (with high needs) that had relatively low resources.  Then, communities with both high needs and low resources were considered “finalist” communities, which were then assessed for community readiness in the next step (see below).  Community resource mapping was utilized as a strategy for portraying resource data to the Strategic Planning Committee.  

For programmatic resources, a comprehensive review of Kentucky’s Prevention Data Set (PDS) was completed that resulted in a data extraction yielding the total number of participants in all “science-based or promising” prevention programs (CSAP Level 3 or higher) per county for the prior 18-month period (1/1/04 through 6/30/05).  Programs included both youth and adult-oriented curriculums.  

Ultimately, thirty-four (34) GIS maps were created and presented to the Strategic Planning Committee (Attachment 24– KY Resource Maps: Participation in Science-Based Programs).  Each map contained: (a) the name of one science-based or promising prevention program (b) a brief description of the program (c) the number of participants in the program per county and (d) the source of the data, which in almost all cases was the PDS.  In one instance another data source was used because it was considered to be more accurate (KY State Police data on participation in D.A.R.E.).

Thus, at a glance, the Strategic Planning Committee was able to “see” which counties were currently (or had recently been) utilizing science-based or promising programs and how many participants were being served in each county for the prior 18 months.  In addition, several maps were created that showed: (a) the total number of participants in all science-based or promising programs by county (b) the rate of participation (per 1000) in science-based or promising programs by county and (c) the total number of different science-based or promising programs by county.

For prevention funding resources, a similar process was used.  Beginning with a comprehensive review of all known significant ($10,000 or more) federal and state prevention funding resources, eight (8) GIS maps were created and presented to the Strategic Planning Committee (Attachment 25– KY Resource Maps: Prevention Funding).  These maps contained: (a) the Regional Prevention Center (RPC) annual budgets for FY06 (b) the Regional Prevention Center funding rate (per 1000) for FY06 (c) 2005 funding by county for Champions for a Drug-Free Kentucky recipients (d) KY-Agency for Substance Abuse Prevention (KY-ASAP) funding for FY05 by county (e) current (2001-2004) Drug Free Communities Support Program grantees by county (f) RWJF Reclaiming Futures grantees by county from 2003-2007 (g) 2006 allocation rate (per 1000) of Tobacco Prevention/Cessation Funding to Kentucky Health Department Districts and (h) Operation UNITE funding (across relevant counties) from 2003 until present.

Program resource maps and prevention funding resource maps were considered by the Strategic Planning Committee (in conjunction with data on high need counties) during an intensive, day-long meeting held on October 13th.  Through discussion and use of the resource maps, the SPC began to identify “low resources”.  They used disparities in funding resources across counties as a key deciding factor, in addition to information about the use of science based interventions.  Ultimately, a final list of high priority communities was identified through discussion and formal vote. 
Once “finalist” communities (counties) were identified in steps one and two, the third step of the decision process was to learn more about each finalist community and assess its readiness for strategic planning.  These data allowed the Strategic Planning Committee to ascertain the overall viability and potential for success of each of the finalist communities, and ultimately allow for a final proposed grantee to be selected for each priority substance area.   

Kentucky approached the task of assessing community readiness earnestly.  Beginning in January 2005, a comprehensive review of community readiness models was undertaken.  The task was to ascertain the basic conceptual foundation, practical utility, and empirical support for each model in order to inform Kentucky’s SPF Project in creating a community readiness assessment protocol.  A working paper describing the context of community readiness within Kentucky’s SPF SIG, the research review process, a brief description of each community readiness model, the relationship between community readiness and sustainability, Kentucky’s approach to assessing community readiness, and supportive documents was completed in this regard (Attachment 26– Community Readiness for Strategic Planning in Substance Abuse Prevention: Literature Review, Conceptual Framework, and Proposed Plan) and can be reviewed for a complete account.

Kentucky’s approach to assessing community readiness included two steps.  The first step involved implementing a key informant survey with all 14 Regional Prevention Center Directors, in which each Director was asked to rate all the counties in their (respective) regions on five dimensions of readiness (Attachment 27– Community Readiness for Strategic Planning: Key Informant Survey).  The dimensions of readiness were derived by SPF SIG staff from their existing knowledge of factors that were correlated with previously successful collaborative and strategic planning efforts across Kentucky.  These dimensions included: (1) the level of RPC involvement in each county (2) the quality of RPC relationships with community leaders in each county (3) the level of effective interagency collaboration demonstrated in each county (4) the demonstrated capacity to develop strategic plans that were acceptable to prevention funding agencies and (5) the demonstrated commitment to implementation of funded prevention programs.  

Each RPC Director rated the counties in their respective regions on each dimension using a simple scale of 0 – 3, with 0 representing “not applicable” or none of the dimension, 1 representing low amounts of the dimension, 2 representing medium amounts of the dimension, and 3 representing high amounts of the dimension.  While admittedly “subjective,” these ratings were also considered to be “highly informed” by years of experience, connection to the core infrastructure of Kentucky’s prevention system, and extensive hands-on knowledge of county-level performance across each dimension.  All ratings were aggregated, organized, analyzed and then portrayed via GIS maps (Attachment 26).

The second step in assessing community readiness involved conducting comprehensive site visits with each finalist community to assess for (a) overall knowledge and commitment to the SPF (b) desire to engage in a structured, long-term prevention planning effort with an evidence-based focus and (c) estimated time needed for capacity-building prior to implementation.  Using an adapted version of the NIDA Community Readiness Inventory (Attachment 28– SPF SIG Kentucky Community Readiness Inventory), site visit teams conducted focus groups with stakeholders from each county to learn more about each county, and gather and organize information on seven factors of community readiness.  These seven factors included: (1) problem definition/agreement (2) recognition of problem by community (3) existence of and access to resources (4) vision and plan (5) energy to mobilize and sustain prevention activities (6) networking with and support of stakeholders and (7) talent; leadership structure; sense of community.

Site visits were conducted by teams of three individuals.  One member was a Home Team Leader, and the other two members were comprised of Master Trainers.  Each site visit team was responsible for visiting finalist counties for only one priority substance area (e.g. methamphetamine) to provide consistency.  Teams were arranged such that Master Trainers (who are affiliated with RPC’s) would not assess a community within their own respective regions.  In addition, each site visit team received a comprehensive community readiness “kit” and several hours of training and preparation.  A site visit schedule was arranged, and site visits were conducted between November 8, 2005, and December 1, 2005.
Description of SPF SIG Priorities
The Strategic Planning Committee met again on October 13, 2005 to review the results of this further analysis. The organization and depiction of data varied by substance, based on theoretical and conceptual distinctions that were deemed important for that substance or problem, as well as availability of data. Prior to this meeting, the committee reviewed documents for each substance which provided important terminology, background information, national data, and issues related to the substance. (Attachments 29 -33 – five PowerPoint’s on substances for SPC). 

For tobacco, there were vast amounts of community-specific data available, thanks in part to long-term research efforts of Dr. Ellen Hahn (a member of the Data Analysis (SEW) Committee) in conjunction with the Department for Public Health. These data were supplemented by substate NSDUH data, vital statistics data, and school-based data from the 2002-2004 KIP surveys, the American Drug and Alcohol Survey, and the PRYDE survey. The plethora of tobacco-related data allowed for a highly elaborated set of graphs and maps showing: (1) prevalence of both cigarette and tobacco use among adults and youth at both regional and local levels, (2) data on smoking during pregnancy, (3) peer use, (4) personal and parental disapproval, (5) risk perception, (6) illegal sales to minors, (7) perceived availability, (8) smoke-free restaurants and non-smoking seats in restaurants, (9) implementation of evidence-based tobacco curricula in schools, (10) tobacco cessation services delivered, (11) school tobacco policies, (12) cancer, heart disease, and lower respiratory mortality, and, (13) risk and protective variables that may be correlated with tobacco use.  Because the most comprehensive and reliable data were available from the KIP and similar youth surveys, these data were used to make the first “cut”. Using mapping technology, a distribution was created, and the nine counties with the highest rate of youth smoking were included, in addition to seven counties with the highest youth smokeless tobacco rates. Given one overlap, this narrowed the field to 16 counties of concern (from 120 KY counties). Almost all were found within southeastern KY. Using a simple tallying method, the presence or absence of each of the variables, including: prevalence, risk, community norm, and availability, was calculated and a sum score was obtained. This created a distribution that showed some clear distinctions and narrowed the field to five counties that appeared to have the highest magnitude problems (and the lowest resources). These were Owsley, Breathitt, Perry, and Leslie (all in Appalachian southeastern Kentucky), as well as Gallatin County in northern Kentucky (Attachment 34 - Tobacco Use in Kentucky: Identifying the Communities Most in Need).

Underage drinking data were not quite as voluminous as tobacco, but there was a considerable database for pinpointing “hot spots” nonetheless. Using a similar approach to tobacco, the communities with the highest rates of youth alcohol abuse and binging were first identified from KIP/ADAS/PRYDE data. This narrowed the field to 14 counties. These data were supplemented with self-reported drunkenness, poor school bonding, low perceived risk for alcohol, high rates of peer use, high rates of drunk driving collisions, high rates of juvenile DUIs, rates of referral to DUI diversion programming, school alcohol violations, illegal sales to minors, accidents involving alcohol, and youth self-reported perception of drinking problems. When these factors were summed, seven counties emerged, including Nelson, Grant, Carroll, Spencer, Henry, Owen (these six are arrayed in a line from below Louisville to northern Kentucky) and Lyon (in far west Kentucky, in a high-use recreation area – the Land Between the Lakes). From these, the committee selected Lyon, Nelson, Henry, and Owen Counties for site visits (Attachment 35 – Underage Drinking in Kentucky: Identifying the Communities Most in Need). 

Although not nearly as prevalent as tobacco and alcohol use, methamphetamine has become a high profile concern in Kentucky, especially for law enforcement and social service officials. A somewhat different strategy was used to pinpoint this phenomenon. The Administrative Office of the Courts and the Kentucky State Police were the best sources of data on methamphetamine-related arrests (methamphetamine and related drug charges, clandestine production lab busts, theft of anhydrous ammonia, and illegal storage and possession of anhydrous ammonia). Maps derived from their data showed that problem was heavily concentrated in the western part of the state in three regions (called Area Development Districts), although there was some emerging evidence that it had begun to spread to eastern Kentucky as well. There was a recognition that methamphetamine is a rapidly emerging problem more typical in highly rural settings. These data were supplemented with KIP data showing an increase eastern Kentucky involvement. Ultimately, it was decided that there were insufficient data to pinpoint the problem at the county level. Two regions of concern were identified in the western part of the state (River Valley and Pennyroyal). Regional Prevention Center directors in each of those regions were asked to identify one county with the highest need to narrow the field, and they identified Muhlenberg and Ohio Counties. In addition, the eastern Kentucky county with the highest rate of student-reported methamphetamine use (Laurel County) was included for further examination (Attachment 36 – Targeting Methamphetamine Use in Kentucky: Identifying the Communities Most in Need).

Diverted prescription use is of special concern in the southeastern part of the state, where the rate of controlled substance prescription is especially high (contributing to easy availability). The analysis began with KIP/ADAS/PRYDE data on self-reported student misuse of prescription drugs including Oxycontin (because these are the most reliable data). A decision was made early in the process to focus primarily on eastern and southeastern Appalachian Kentucky, since historically this problem is tied to the culture of the region. A number of demographic and contextual variables were considered (i.e., they were presumed to be correlates), including poverty, rates of injury, arrests for synthetics and non-narcotic but dangerous drugs, drug arrests and collisions, theft/robbery/burglary rates, elderly SSI recipients, teen violent death rate, and civilian unemployment rate. From this analysis, the following counties emerged: Clay, McCreary, Letcher, and Clinton (Attachment 37– Targeting Diverted Prescriptions in Kentucky: Identifying the Communities Most in Need). 

Finally, inhalant use was considered. This is an area for which minimal data are available, but the committee felt the issue was serious enough to warrant further investigation to determine whether a community-level intervention could be mounted. The only reliable piece of data was youth self-report, indicating that the rate of inhalant use among youth in Kentucky is twice that of the national average. From this analysis, six counties emerged as having very high rates: Clay, Nelson, Monroe, Green, Webster, and Lyon. The committee selected Lyon, Monroe, and Clay to be visited (Attachment 38 – Targeting Youth Inhalant Use in Kentucky: Identifying the Communities Most in Need).

Recommended Communities for SPF SIG Priorities

 During the December 8th meeting of the Strategic Planning Committee, the five site visit teams presented their findings and recommendations.  The presentations included the strengths and weaknesses of each county along the readiness dimensions, and there was an opportunity for SPC members to ask questions about the findings.  

For each of the five teams, there was at least one county that demonstrated a high degree of readiness to address the identified problem through the SPF process.  In the area of methamphetamine use, a second county was identified as having a high degree of readiness.  Subsequent to the presentations, the SPC members discussed the findings of the site teams.  Ultimately, the SPC concurred with the priority recommendations of the site teams.  However, based on the high degree of readiness for two of the high need/low resource counties visited by the methamphetamine site team, a second county is being recommended for funding in the area of methamphetamine.    

The findings that formed the rationale for the selection of six counties for funding by the SPF SIG are presented below:

Tobacco – Owsley County

Twenty community members participated in the Owsley County site visit, including the Mayor, the County Judge Executive, a District Judge, the Sheriff, a bank president, an economic developer, a business owner, the school superintendent, and representatives from the school system, faith based organizations, the ACTION Team and the Regional Prevention Center.

Site team members described a cohesive and committed group with a demonstrated willingness to address the problem of tobacco use in their community.  Owsley County received a score of “high” on the majority of the seven readiness dimensions, with only one score of moderate (in the area of networking with and support of stakeholders).  Owsley County’s readiness to tackle the problem of tobacco use was evident in their recent efforts to institute environmental strategies.  For example, the court house has issued a ban on the use of tobacco that will become effective in January 2006; the agricultural department at the high school has switched from growing tobacco to growing sorghum in an effort to educate students about an alternative to tobacco farming; and the Owsley Youth Foundation enforces a “no tobacco” policy, which prohibits both youth and adults from using tobacco products during youth-attended events.  Historically, the Owsley County community has come together to address issues and accomplish goals pertaining to a community animal control shelter and a city park.  The ACTION Team, a non-profit group in operation since 1992, also has a history of community achievements.  Further, the community has a proven record of sustainability with regard to their achievements; these successes are documented on a wall of annual achievements. There are experienced grant writers located within Owsley County, as well as a regional epidemiologist.  
At the meeting with the site team, community members referred to tobacco as “the elephant in the living room,” and expressed a willingness to address the issue.  The Owsley County district judge delivered a passionate presentation and concluded by noting, “We’re ripe for change.”  Community representatives mentioned that because they live in such a small community, they tend to “put faces on the statistics.”  Community members noted their cohesiveness indicated that they speak in terms of “we and us” as opposed to “I and me.”  There is a high level of key leader involvement in the county, and there is a core group of dedicated youth that attend community meetings.  An expressed belief in prevention was conveyed with the statement that, “prevention is a lot easier than treatment.” 
The Master Trainer team summed up their overall impressions of Owsley County by saying, “Although Owsley County is the second poorest county in the nation, the site visit team was overwhelmed with the demonstration of community cohesiveness and dedication to improving the overall living conditions, health, and quality of life in Owsley County.  The participation and support of key leaders and community members indicates this community is ready.  The site visit team concurs with the County Judge Executive [who stated], “We [Owsley County] have proven our commitment.”

Alcohol (Underage Drinking) – Owen County

Nine community members, including the Mayor and the County Judge Executive, participated in the meeting with the site team.  Site team members described a high energy group who are willing to make a commitment to a long term process.

Owen County received a high score on four of the seven areas of readiness; on the other three dimensions they received a moderate to high-moderate score. It was apparent to the site team visitors that the community members had worked together in the past and noted that everyone participated in the discussion.  The community members rated underage drinking as a significant problem: on a scale of 1 to 10 they gave it a score of  8.5.  However, they stated that there seems to be, “no stigma associated with alcohol or marijuana use” in their community.
As an example of community cohesiveness, attendees cited an instance when the county came together and raised $750,000 to save the hospital.  Owen County has an active group called Golden Triangle which brings together 501c3 corporations with an emphasis on expanding the network to improve services.  There are people in the county with strong planning skills who are currently working on a 20/20 survey. The mayor stated that he would like to see an initiative that would be “sustainable, not just a bunch of money.”  Further, the county judge and mayor stated that they would be willing to put a line item in their budget specifically for this project.
Although the community was unaware of the SPF SIG process prior to the meeting, they seemed ready to embrace the vision and assist in prevention.  The community would like to hire an individual to spearhead an alcohol abuse project and assist with its sustainability.  The Regional Prevention Center is willing to designate one staff person one day per week for this community.  These assets, combined with their existing network and record of achievements, should position this community for change.

The overall impression was that Owen County gives “every indication of a high degree of collaboration and team spirit.  They believe changes can be made, and that prevention works.”  
Diverted Prescription Drugs – Letcher and Clinton Counties
Because of the high degree of readiness of two of the high need/low resource counties, the Strategic Planning Committee is recommending that two projects be funded in the area of diverted prescription drugs.  These are Letcher County and Clinton County in the Kentucky River and Lake Cumberland regions respectively.

LETCHER COUNTY:  Thirteen community members participated in the Letcher County site visit, and included the County Judge Executive, the Sheriff, the County Coroner, and representatives from the RPC, the University, the Community and Technical College, the Action Team, Operation Unite, the school district, Head Start, the Cabinet for Health and Family Services,  and Appalshop, the Appalachian Media Institute.

Site team members described a “high energy group with the majority of the members participating in the site visit process and questions.”   Letcher County received a “high” score in each of the seven areas identified in the readiness process.  Representatives of this community appeared to understand the need and value of collecting and utilizing community data to construct prevention strategies in their community.  They appeared to collaborate very well between agencies and already had been involved in efforts to increase community awareness about the problem of prescription drugs in their community.    For example, community leaders already have been working with medical professionals to target the prescription drug abuse problem in their community.  The site team found them capable of developing a comprehensive strategic plan to target prescription drug abuse prevention, in part based upon their history of implementing collaborative efforts.  In anticipation of the site team visit, the group already had discussed a plan for evaluation and sustainability of this project once funding subsides.  This community showed a medium to high level of awareness of the SPF process and its merits, and indicated a clear willingness to work within this process.  

The overall impression was that the Letcher County representatives collaborate well together, do not appear to have any significant “turf” issues, and exhibit strong leadership within the group.

CLINTON COUNTY:  Seven people were in attendance at the site visit in Clinton County, and included the County Judge Executive, Regional Prevention Center personnel, a pharmacist with the county hospital, a member of the Clinton County Agency for Substance Abuse Policy (ASAP) board, a court designated worker, staff from the Department of Juvenile Justice, and a minister.

All community representatives participated in the discussion.  The group displayed high energy and appeared to collaborate well with one another.

On the seven readiness dimensions, they received four “highs” and three “moderates”.   Although they received a score of “moderate” on the awareness dimension, they have increased their community’s awareness of the prescription drug abuse issue through community forums, each of which were attended by key community leaders. Representatives demonstrated knowledge of the existing data and the problems that prescription drug abuse has created for their community. Participants displayed creative thinking in targeting problems within their community. They also have the capability to develop a comprehensive prescription drug prevention plan within the Strategic Prevention Framework.
The overall impression was that the Clinton County representatives are motivated and will address the issue of prescription drug abuse with a high degree of energy.  They have strong community mobilization capabilities and have the involvement of key leaders.  They have been involved in successful planning efforts and have maintained the capacity to plan.  Ways to sustain the initiative without having to have an additional appropriation will need to be a high-priority focus of the planning efforts, as there are limited sources for new funding in this county.

Methamphetamine – Ohio and Muhlenberg Counties

Because of the high degree of readiness of two of the high need/low resource counties, the Strategic Planning Committee is recommending that two projects be funded in the area of methamphetamine use.  These are Ohio County and Muhlenberg County, in the River Valley and Pennyroyal regions respectively.

OHIO COUNTY:  Community members participating in the Ohio County site visit included representatives of law enforcement, juvenile probation, the Board of Education, healthcare, and the Regional Prevention Center.  They possessed a good understanding of prevention and how the SPF SIG would be incorporated into the current infrastructure.

Community members expressed an acute awareness of the problem of methamphetamine production and use in their community and an eagerness to combat the problem through a SPF SIG supported initiative.  Community members acknowledged its impact on all sectors of society, regardless of race, ethnicity, or socioeconomic background.    They expressed a desire to implement a strategy that will promote an increased awareness of the problem among adults, as well as children, and a desire to implement a strategy that reaches into the most rural portions of the county.   Community members expressed a strong willingness to be involved and to provide in-kind supports, but felt additional resources through the SPF SIG would give them a greatly needed opportunity to make a difference in the rates of use and the numerous consequences associated with methamphetamine use.  There appeared to be good rapport with the Regional Prevention Center.

The overall impression  was that Ohio County  representatives are extremely aware of the problem, they are eager to address the problem, and they welcome the opportunity to partner with the state and federal government in the implementation of the SPF.  Community members have a history of working well together and they are optimistic about their ability to engage in a process that will bring about change.

MUHLENBERG COUNTY:  Approximately sixty community members attended the Muhlenberg County site visit, and included the County Judge Executive, a state Representative, the CEO of the local hospital, the editor of the local newspaper, and representatives from the Regional Prevention Center, the police department, the Drug Endangered Teens Coalition, and other health and human services agencies.

Community members were extremely aware of the problem of methamphetamine use in their community and they were concerned about its pervasive impact.  They were able to cite numerous statistics regarding the use of this drug and its consequences.  Leaders expressed a need to focus on prevention and a desire to reduce future demands on the criminal justice and health care systems created by the problem of methamphetamine production and use.  The media has been used in Muhlenberg County to build an awareness of the problem throughout the community.

The overall impression was that Muhlenberg County has a high awareness of their needs in this area and a widespread interest in addressing it at the level of prevention.

Inhalants – Clay and Monroe Counties
Because of the high degree of readiness of two of the high need/low resource counties, the Strategic Planning Committee is recommending that two projects be funded in the area of diverted prescription drugs.  These are Clay County and Monroe Counties in the Cumberland Valley and Barren River regions respectively
CLAY COUNTY:  Ten community members participated in the Clay County site visit, and included the Regional Prevention Center Director, a retired social worker, the Clay County Drug Free Communities Coordinator, a deputy sheriff, a registered nurse and Tobacco Coordinator with the Clay County Health Department, and a representative from the community action agency. 

Although attendees were surprised to hear that inhalants are an issue in their community, they demonstrated a desire to work together to combat the problem.  The group provided numerous examples of the community working together historically to achieve goals, including a tremendous drug march that garnered national attention.  Several groups were named that would be willing to incorporate inhalant abuse education into their programs/curriculum.  There appeared to be a network in place among local agencies; it was obvious that those attending the meeting were familiar with one another and had worked together successfully in the past.  

Finding space and other sources of in-kind support for an individual to spearhead a prevention effort would not be a problem in this community.  Several attendees offered up space and supplies willingly.  The Clay County superintendent is very involved with the school and the county, and stated a willingness to provide support, facilities, etc.  Several attorneys, local media, and the health department were identified as agencies willing to help as well.  It also was noted that the Cabinet for Health and Family Services has people with planning skills available.  The Community Action Agency representative stated that her company has much experience with evaluation.  All support the use of evidence-based practices.  The group expressed that they were “glad to have the site team members present,” and stated that the “community is ready; by reducing ATOD abuse, they will reduce abuse and neglect in the home.”
The overall impression was that Clay County representatives are eager to learn more about the SPF SIG process and about the particular problem of inhalant abuse in their community.   Their history of working together effectively was viewed as a good predictor of their ability to use this opportunity to make a difference in the rates substance abuse and the consequences            
MONROE  COUNTY:  Eight people participated in the Monroe County site visit, including the Director of the Regional Prevention Center, the Health and Family Resource Center Coordinator for Monroe County Schools, the Director of the Monroe County Health Department and representatives from the Department of Juvenile Justice, the sheriff’s office, and the community mental health center.

The community members present indicated that drug abuse was one of the top five problems within their community.  Although Monroe County representatives were surprised about the relative size of the inhalant problem in their community, they expressed an eagerness to address the issue.

The citizens of this county have continued to be actively involved in the local Agency for Substance Abuse Policy (ASAP) board, and there is strong participation at meetings about drug problems.  Other identified resources were the Ministerial Association, the local newspapers and the local radio station. Representatives acknowledged a good working relationship with the Regional Prevention Center and a history of working with Western Kentucky University in efforts involving planning and evaluation.  Agency representatives also expressed a willingness to provide in-kind supports, such as office space and office supplies.
Participants recognized a growing diversity in their community and expressed an interest in having materials in Spanish for the increasing number of Hispanic immigrants in their county.  An increasing percentage of Monroe County’s population is elderly.

The overall impression was that Monroe County has a high degree of community cohesion and a willingness to tackle difficult issues.  While the first step will be one of building a greater awareness of the particular problem of inhalant abuse, the representatives were confident of their ability to obtain widespread support of leadership throughout the community.

Section
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Capacity Building
This section addresses areas in need of strengthening, state and community level capacity building activities, and the role of the Data Analysis Committee.  The Data Analysis Committee is the name that has been given to the State Epidemiological Workgroup assigned to support the work of the SPF SIG.
Areas Needing Strengthening
As mentioned in Section 1, many of our prevention system challenges were documented by the 2003 CSAP Prevention System Assessment Report.  For example, the report cited lack of integration of programming across major human service organizations as problematic.  While Kentucky’s prevention activities continue to be deployed in relative isolation as a function of administrative and funding “silos”, the strategies being deployed as a result of this grant are breaking down these barriers.  
CSAP also recommended improvements related to the integration of data, strengthening the advisory process, and monitoring for program implementation fidelity.  While a considerable amount of data was available at the inception of this grant, there was a tendency for data to be used in a superficial or mechanistic fashion.  Too often there were not clear links between planning, program implementation, and outcome assessment.  Particularly at the community level, emphasis on data-based planning and evidence-based prevention interventions was too often seen as a burdensome bureaucratic hurdle, rather than as a functional and effective technology to guide substance abuse prevention.  Through the capacity building efforts of this grant, the challenge of making data-based planning real and vital is being addressed.  
Another gap in our knowledge base is related to the needs and circumstances of specific populations, including people of African American and Hispanic heritage,  people in rural Appalachia, and the elderly.  Again, this grant has provided the impetus for additional opportunities to better inform our service delivery systems and make them relevant to the people they serve.  
Also, this grant is providing a critical role in further enhancing Kentucky’s existing prevention infrastructure, at both the state, regional, and community levels.  This infrastructure has over a 20 year history, and is viewed as a major strength upon which to build.   The role of the Regional Prevention Centers, entities with a statutory mandate for regional planning and program oversight, will be supported and enhanced through capacity building efforts identified below.    

State- and Community- Level Activities

A variety of strategies have been enlisted to address the areas in which Kentucky needs to strengthen its capacity in order to effectively implement the SPF-SIG.  They include the creation of home teams, the development of master trainers, and the development of a web-enabled data warehouse.  They also include a number of efforts, through research, key informants, and focus groups, to learn more about the role of culture and to identify approaches that take cultural differences into consideration.  The activities mentioned below are designed not only to support the existing infrastructure in the statewide implementation of the SPF-SIG, but also to encourage integrated, comprehensive approaches among all agencies and coalitions with a vested interest in the prevention of substance abuse.

Creation of Home Teams and Home Team Leaders 
In order to address inter-organizational challenges of planning and implementation, Kentucky proposed an engagement approach that created “home teams” in each of the state-level partner organizations.  Each of these agencies was chosen based upon their role in preventing or addressing the consequences of substance abuse.  All of the home team agencies have affiliate organizations at the community level, with a vested interest in the prevention of substance abuse.  The grant funds 25% of the salary of a senior level administrator in each of the home team agencies in return for their commitment to the performance of certain functions that will promote the utilization of the Strategic Prevention Framework in their agencies and among their affiliates. 
A Memorandum of Agreement (contract) was executed with each of the home team agencies containing the expectations and obligations of the participating agencies (Attachment 39- Memorandum of Agreement).  Recognizing that the success of the SPF initiative may depend in part on system changes within these agencies, each agency has formed a working group.  These “home teams” involve staff responsible for program areas that are relevant to substance abuse prevention and include, in all cases, the information manager.  Examples of system changes referenced in the Memorandum of Agreement are:
· Leveraging and redirecting funds towards more effective, evidence-based prevention efforts;

· Engaging the state agency and local affiliates in the five steps of the SPF process;

· Utilizing an interagency prevention data system for planning and evaluating prevention efforts; and

· Implementing agency activities in support of the state strategic plan.

The duties of the Home Team Leader, specific to the SPF-SIG and listed in the Memorandum of Agreement, are listed below:
· Oversee/coordinate and or facilitate training;

· Coordinate with appropriate agency personnel;

· Write agency communications;

· Deliver or coordinate presentations ;

· Represent the agency on SPF Strategic Planning Committee;

· Engage local agency affiliates in the five steps of SPF planning;

· Publicize and encourage prevention training for state and local affiliate staff;

· Suggest new agency policies and procedures

· Along with the RPC’s, facilitate communication between target communities and the Strategic Planning Committee to identify and resolve issues;

· Gather process and outcome data from local affiliates as needed for evaluation; 

· Coordinate agency data processes with the statewide data system; and 

· Build support for agency policies and procedures relative to the data system.

Home Team Leaders have been selected and home teams have been formed in each of the identified agencies: the Department of Mental Health and Mental Retardation Services (Division of Mental Health and Substance Abuse); the Department for Public Health; the Department of Education; representation from the Division of Family Resource and Youth Services Centers; and the Justice Cabinet, with representation from the Department of Juvenile Justice and the Governor’s Highway Safety Program.  The Home Team Leaders participate in a regular schedule of coordinating meetings and they are members of the Strategic Planning Committee.  All home team members received SPF orientation training and Prevention 101; and, each home team presented information specific to their agency’s interest/role in the prevention of substance abuse for the home teams of the other participating agencies.  The value of these agency-specific presentations was noted anecdotally by the comments of other agency staff, including those with numerous years of state government experience, as well as by the comments of staff from the presenting agency.  People within and across agencies had an opportunity to get a comprehensive look at the role of each agency in preventing substance abuse or in addressing the consequences, the programs being implemented under their direction, and the funding streams and dollar amounts being used.  In addition to the anecdotal information, the cross (agency) training was evaluated through a survey of responses from Home Team Members and Home Team Leaders (Attachment 40- Cross-Training Survey).
The positive impact of the Home Team strategy is evident in the Strategic Planning Committee meetings.  All of the Home Team Leaders are present, engaged, and watchful for opportunities to link the work of their respective agencies with the SPF-SIG activities.  They also have been effective communicators within their home agencies and with their affiliates at the regional and local levels in promoting the SPF-SIG.  Throughout (and beyond) the duration of the grant, they will be a resource for technical assistance and troubleshooting as their affiliate agencies become involved in the SPF-SIG and other comprehensive, interagency efforts to address the risk and protective factors associated with substance abuse.

Development of Master Trainers/Consultants
The availability of a Master Trainer to each region of the state is a key strategy for assuring adequate capacity at the regional and local level.  Through this initiative, high-quality training (through a train-the-trainers approach) and consultation will be made available to communities throughout the state as they adopt and implement the 5-step Strategic Prevention Framework process.  

Individuals seeking to become Master Trainers were selected through an application process, directed at Regional Prevention Center (RPC) Directors and their staff.  The application consisted of: (1) the recommendation of the RPC Director, (2) a letter of support from the Community Mental Health Center Director, (3) a description of the nominee’s experience with each of the five steps of the SPF process, and (4) a list of qualifications and credentials.  Applications were reviewed by a committee of six people, three of whom were outside prevention experts.  Master Trainer applicants were selected from ten of the fourteen regions.   Four state level prevention specialists also are participating in the Master Trainer sessions and will be credentialed to assist those regions that do not have their own trainer.  

The training, developed with the assistance of SECAPT, consists of distance based and monthly conference calls as part of the Master Trainers’ program, and eight  face-to-face sessions, over a twelve month period.  Each session consists of 2-3 days of training.  Session topics are: (1) Introduction to SPF SIG/Orientation; (2) Assessing Community Readiness; (3) Building Capacity, Part I; (3) Building Capacity, Part II; (4) Strategic Planning; (5) Implementation; (6) Implementation; (7) Evaluation; (8) Sustainability.  These trainings were modified/enhanced to meet specific requests of the participants. The first three (orientation, assessment, capacity building) topics were addressed in calendar year 2005; the remaining sessions be completed by July 20, 2006.

This core group of Master Trainer/Consultants, anchored in the Regional Prevention Center system, will assist in the development of PowerPoint presentations and other community training materials, which will be made available on a website for use by all RPC staff.  Along with the RPCs, these individuals will be a resource for training and mentoring other RPC staff and members of community coalitions. They will play a pivotal role in supporting SPF SIG grantees and in supporting and encouraging other communities within their region to adopt and implement the strategic prevention framework.  Because of their knowledge of their local communities and their connection to the core infrastructure of Kentucky’s prevention system, the Master Trainer/Consultants will be both a resource to the community and to the state.  They will expand the state’s capacity for the provision of technical assistance and the early identification of problems so that accountability can be assured and timely and strategic course corrections can be made. 

Creating Resources for Understanding the Role of Culture
Kentucky is using a multi-pronged strategy for building its capacity to design and implement strategies that are responsive to the cultures of the people in the communities of focus.  First, individuals who represent the perspective of a particular culture are members of the Advisory Committee.  This includes individuals of African heritage, individuals of Hispanic heritage, individuals of rural Appalachia, subject matter experts for underage (including college-age) drinking, and subject matter experts for the elderly.  These individuals brought the perspective of the population they represent to the work of the Advisory Committee, and they helped inform the deliberations of the Strategic Planning Committee. 

The effort to understand the role of culture in planning prevention strategies also involved a review of the literature.  Under the auspices of the Data Analysis (SEW) Committee, five PowerPoint presentations were created, citing information from books and articles on the impact of a particular culture on the issue of substance use and abuse.  Prior to making the PowerPoint presentations available, they were reviewed by members of the Advisory Committee who claimed membership in a particular culture (African American, Hispanic, rural Appalachia) or who were subject matter experts for a particular population (underage and elderly).   Additionally, information was sought from key informants through individual interviews and focus groups.  

The Strategic Planning Committee devoted one of its early meetings to the role of culture.  Committee members were given the PowerPoint presentations as homework.  During the meeting, experts were invited to react to the information in the PowerPoint documents and expand on it, using their own experience and their formal and informal research as an additional resource (Attachments 5-9).

This information is being made widely available through the websites and through individual training sessions; and it will be a resource to individual communities as they participate in the SPF process.  Master Trainers are also explaining how to apply cultural competency throughout the SPF process
Creating Resources for Improving Access to Data
The Data Analysis (SEW) Committee has played a significant role in the identification of data sources and the analysis of the data.  Their work-products, created to date, are an extremely valuable resource for the agencies and communities involved in the SPF process.  This information is maintained on a website (www.reachoflouisville.com/SIG).  While most of this information can be easily accessed by prevention specialists and other users, sensitive information is password protected and can only be seen by authorized individuals.  The ongoing role of the Data Analysis (SEW) Committee will be addressed in the subsequent section.
In addition to the capacity building activities of the Data Analysis (SEW) Committee, Kentucky is engaged in the development of a web-based data warehouse.  This initiative is being undertaken in close consultation with the information technology department of the Cabinet for Health and Family Services.  
The vision statement of this parallel project is provided below:

The opportunity envisioned for the present project is to create a centralized data repository that is accessible to substance abuse prevention program managers across state government and at the community level (based on need and authorization). The proposed system will allow for flexible generation of data at various levels (county, regional, statewide) that can be displayed in a variety of formats (e.g., geo-maps, tables). The opportunity to create and deploy such an information system designed specifically for program-level decision makers in substance abuse prevention is created by the recent award of a federal State Improvement Grant to the substance abuse prevention program. The envisaged system will support decision making in the context of the Strategic Prevention Framework to be implemented with these federal funds, and over the longer term, will have benefit for a broader audience. 

Implementation of the proposed data warehouse in the context of the SPF activities described above will effect a “quantum leap” in the state’s capacity to support effective substance abuse prevention.  State officials at ODCP and the six key agencies will have a much greater understanding and appreciation for data-driven and evidence-based prevention strategies, as will community-level program managers. With the improved information available, they will be in a better position to redirect available resources to effective approaches, seek additional funding for those approaches, and mobilize the service system toward collaboration at all levels. As a result, comprehensive, evidence-based strategies targeted at the highest-need communities will be implemented and monitored for outcomes on an on-going basis.

The data warehouse will be populated with summary and aggregate information already available from a variety of sources, including the Department of Public Health, the KIP Survey, Department of Community Based Services, the Kentucky Department of Education, the Kentucky Center for School Safety, KIDS Count (Casey Foundation), the Kentucky State Police, Kentucky’s Regional Prevention Centers, Centers for Disease Control (CDC), and the Kentucky State Data Center (University of Louisville), among others.

Through a close collaboration between REACH of Louisville and the CHFS IT Department, and consistent with state standards, the data warehouse will be built through an integration of the following information platforms and applications:

Microsoft .Net framework

Microsoft Windows Server 2003

Microsoft SQL Server 2000

Spatially Aware Mapsuite Webforms Edition    

Business Objects XI (now incorporating Crystal Reports)

Role of the Data Analysis (SEW) Committee
Kentucky’s Data Analysis (SEW) Committee has been extremely productive in the identification and analysis of data for use by the Strategic Planning Committee in its deliberations.  The process they have used to date, and the work products that have been created are described in Section I: Assessment.  

During the remaining years of the grant, the Data Analysis (SEW) Committee will continue its role in facilitating the collection, organization, and dissemination of surveillance information on substance abuse and its correlates across Kentucky, with data aggregation and portrayal at the local, regional, and state levels. A primary objective continues to be that of making determinations about indicators that have the greatest salience for measurement and understanding, and can be utilized for both needs assessment and on-going progress assessment. 

The Committee began its work at the global level, collecting and analyzing data from national and statewide data sets.  Once statewide priorities were determined, the Data Analysis Committee undertook additional analysis involving data specific to particular counties and target populations.  Upon final selection of the communities to receive SPF SIG funding, the Data Analysis Committee will work with the Strategic Planning Committee in providing support to the identified communities throughout each of the five steps of the SPF process.  

This group will continue to suggest appropriate data analyses, facilitate appropriate interpretation of findings, suggest methods for sharing data across disciplines, ascertain underutilized sources of data, and promote new forms of data collection. With respect to community-level activity, the Data Analysis Committee will ensure that community planners have available useable survey, risk/resilience, community contextual, enforcement, treatment, mortality, and morbidity indicator data. Special emphasis will be given to analysis of data on underage drinking as well as community level data specific to race, ethnicity, age and culture.  

The Data Analysis (SEW) Committee will, in effect, become the “data warehouse manager” for Kentucky’s substance abuse prevention data. In gathering and organizing these data, close attention will be paid to maintenance of confidentiality and strict compliance with research protections and HIPAA regulations. Memoranda of agreement will be established with all organizations and entities furnishing data to establish the limits and uses of the data. Under this arrangement, data will be available for a variety of purposes, including spatial analysis and visualization, statistical analysis, program planning, and outcomes assessment. 

The Data Analysis Committee will continue to include social scientists from the epidemiology branch of the Department for Public Health (Dr. Teri Wood), the University of Kentucky Center for Drug Abuse Research (Dr. Carl Leukefeld), Kentucky State Data Center (Ronald Crouch, Director), University of Kentucky Center for Prevention Research (Dr. Richard Clayton), Kentucky Substance Abuse Expert Panel (Dr. Ellen Hahn, University of Kentucky, and a behavioral health professional from Appalachia, Dr. David Mathews.  Dr. Robert Illback, Chief Executive Officer of R.E.A.C.H. of Louisville, will continue to serve as chair.

Section

3
Planning
This section provides a description of the planning model used by Kentucky, community activities that we propose to support, the allocation approach and the implications of that approach.
State Planning Model 
Kentucky is using a State Priority Problem Model, whereby the State Strategic Planning Committee, aided by the work of the Data Analysis (SEW) Committee, identified five (5) priority problems.  The elements of this decision-making scheme were: (1) estimating ATOD (Alcohol, Tobacco and Other Drugs) problem magnitude and priority in Kentucky; (2) estimating current and desired community resources; (3) learning about prospective communities of concern and assessing their readiness for change; and, (4) making final selections for target communities. (Attachment 3 - Decision-Oriented Framework for Implementation of the Strategic Prevention Framework Initiative in Kentucky)  
The majority of the remainder of this sub section is a repeat of the information included in Section 1, Criteria and Rationale for SPG SIG Priorities.  The Strategic Planning Committee used the information produced by the Data Analysis (SEW) Committee as guidance for its deliberations, and worked in partnership with that committee in determining the state’s priorities.  

 The first step of the decision process was to examine global Kentucky data and make some determinations about priority areas of concern. These eventually became foci for the identification of communities of concern. Data from all sources were examined, with heavy reliance on quantitative data available from reputable and reliable sources (e.g., NSDUH, BRFSS, YRBS, Kentucky’s KIP survey of school-aged youth). These were organized and summarized by the Data Analysis (SEW) Committee and presented to the Strategic Planning Committee with a set of recommendations. (Attachment 13- Estimates of ATOD Use and Abuse in Kentucky & Seven Proposed Priorities (Targets for Intervention).
The Strategic Planning Committee met on September 8, 2005 and considered this material. Data about consumption and consequences were reviewed. Through systematic discussion and formal vote, they designated SPF SIG priority areas of concern for Kentucky as: (1) tobacco (all ages); (2) underage drinking (college and community); (3) diverted prescriptions (with focus on Appalachian counties); (4) methamphetamine (with focus on western Kentucky counties); and, (5) inhalants (counties with highest rates of self-reported use by 8th graders). Because Kentucky has the highest rates of tobacco use for adults and youth in the nation (both cigarettes and smokeless), the inclusion of tobacco seemed obvious. While underage drinking was not as pronounced when compared to national (MTF) statistics, the number of youth on the 2004 KIP survey (97,000 students in grades 6, 8, 10, and 12) engaged in high rate drinking and binge behavior was alarming to the committee. Diverted prescriptions were selected as a focus because the inappropriate use of prescription drugs has been deemed an epidemic in the southeastern part of the state. Data from a state surveillance system demonstrated that this region has very high rates of oxycodone and hydrocodone prescriptions. Methamphetamine was determined to be a top priority because it appears to be on the increase in Kentucky, with rates double the MTF national average. Finally, inhalants were included, in spite of the fact that they are poorly understood; because 2004 KIP data showed rates much higher than national data suggests, and because the impact of inhalant abuse on the developing brains of school age youth has significant and irreparable consequences.

The discussion and decision-making process was facilitated by the use of worksheets (termed prioritization charts) distributed to all members of the committee. These were conceived as aides to organizing one’s thoughts on key issues and variables associated with a particular substance. For each, the estimated number of persons using in Kentucky was given, followed by any information on trends, severity of consequences, estimated cost to society, and current level of effort (resources already allocated). Columns were also provided for SPC members to individually record information about the availability of evidence-based programs or practices for that area, political will to address the problem, and evidence of geographic and/or demographic variability. (Attachments 14 – 21) 

In all instances, the primary concern of the committee was to document the link between the prevalence of a given substance to consequences of its use. This was most readily documented with tobacco (e.g., rates of cancer and heart disease) and underage drinking (e.g., school violations, DUIs, juvenile collisions, arrests). It is more difficult to link methamphetamine and diverted prescriptions to specific consequences since current data on arrests, DUIs, health, and similar variables do not typically identify substances at that level of specificity. The link between use of inhalants and frightening health (e.g., neurological) consequences has been well documented in the literature, and the committee found the vulnerability of early adolescents combined with evidence of high rates of use compelling. 

In the discussions, the Strategic Planning Committee acknowledged the existence of and problems associated with many other illicit substances.  It was not the intent of the group to minimize these, but rather to establish some realistic priorities for the SPF SIG funded effort. For example, considerable effort has already gone into prevention of marijuana use in Kentucky (a high rate problem), and it was felt that while this may be an important area for the overall Kentucky strategic plan, it did not rise to the level of inclusion in this project. A secondary reason was the lack of compelling data about consequences associated with marijuana, as compared to the substances described above.

Once priority areas of concern had been identified by the Strategic Planning Committee, it became the task of the Data Analysis (SEW) Committee to pinpoint prevalence, consequences, and risk/protective factors at the community (county) level across the state. This was done to narrow the focus to “hot spots” and identify a manageable number of communities to assess in more detail. The methodology for this part of the process involved drilling down into data sets and organizing data at the county and regional levels. For a more complete description of the data that informed this step of the process, please refer to Section 1, Assessment: Description of SPF SIG Priorities, pages 18 - 20.
Community Based Activities
Kentucky’s planning process to date has been guided by the desire to follow an epidemiological approach to the identification of communities to be funded by the SPF SIG and the desire to provide these communities with a sufficient level of funding to bring about a change in ATOD use and its consequences.  This approach, informed by the data gathered and analyzed by the Data Analysis (SEW) Committee, led us to the identification of statewide priorities; the identification of counties that were particular “hot spots” among those priorities (where rates of abuse and or consequences were particularly high); and the identification, within those counties of high need, of the counties with a particular lack of resources to address their need.  

Once the sites and the site selection process have been approved by CSAP, we will work with each of the sites, in conjunction with the Master Trainers, on the five steps of the Strategic Prevention Framework and the development of a strategic plan.  In that process, we will identify, in collaboration with the community, the community-based activities that need the support of the SPF SIG and a projected budget for use of the dollars.  Activities (that are not currently funded or otherwise available) associated with any of the five steps would be appropriate for SPF SIG expenditures.  However, the majority of the funding for each community is expected to be directed toward the evidence based strategies that are employed to bring about a reduction in abuse, a reduction in negative consequences related to use and abuse, and/or a delay in the age of use.  For those communities that select a strategy that demonstrates “documented effectiveness” but does not have a strong base of evidence; there will be an expectation for an enhanced evaluation component that will lead to an increase in the pool of evidence.
Allocation Approach
As discussed in Section A, on the work of the Data Analysis (SEW) Committee in facilitating the assessment process, and in Section C1, in the description of the priorities set by the Strategic Planning Committee, Kentucky has focused on substances where there is evidence of “high need” as reflected in consequence and consumption data.  Also as described in these sections, the prioritization of high need substances was followed by an identification of high need counties for each of the prioritized substances.  Additional criteria were then applied, before the final group of communities was identified for recommendation to CSAP.  The first of the additional criteria was resource availability.  Detailed information about the resources available for substance abuse prevention was gathered from all available sources, and a subset of the counties of high need were identified, bases upon the relatively low level of resources available to them to combat their high need. This subset of counties then received a site visit from a team, consisting of a Home Team Leader and two Master Trainers, whose purpose was to assess readiness for strategic planning.  

This process of narrowing and targeting the focus of SPF SIG dollars and activities to communities of high need, low resource, and high readiness has lead us to an allocation approach that should maximize the impact of this initiative on the outcomes listed in C 2 above.

Kentucky has made a concerted effort to remain faithful to the epidemiological approach, and has “followed the data” in determining the communities of focus.  This deliberate and rigorous approach yielded the identification of 17 counties where the greatest impact can be made.  This approach has precluded the typical allocation processes of funding competitive applications in response to a Request for Proposals or of disseminating the funds equitably across all regions of the state.  Therefore, Kentucky has decided to utilize Kentucky’s network of regional Community Mental Health Centers to serve as the fiscal agents for the community level initiatives.  These entities, established by statute, can receive funding for services in their regions, without the state having to engage in a process of competitive bidding.  Utilization of this mechanism will enable funds to be directed to the target communities, and it will provide an appropriate linkage to the Regional Prevention Center (where the Master Trainers are housed) for additional oversight and support.

Through a contract amendment involving the Cabinet for Health and Family Services’ contract with relevant Community Mental Health Centers (CMHC), the SPF SIG funds can be directed to the identified counties and specified for the work of the SPF SIG, in accordance with state and CSAP approval.  A Memorandum of Agreement can be adopted between the CMHC and the lead entity in the target county.  All relevant assurances placed in the contract between the Cabinet for Health and Family Services and the CMHC for purposes of this project will be made a part of the Memorandum of Agreement.  

Within the dollars available through the SPF SIG, we are projecting an ability to fund 5-8 projects, with an estimated per-project amount of $240,000 to $350,000 per year.  The process by which the counties have been chosen has been explained in detail in Section 1, and Section 3.

Kentucky will use a number of methods for ensuring that relevant and appropriate policies and programs are funded at the sub recipient level.  First, the contracts and the Memoranda of Agreement will contain assurances involving adherence to the steps of the SPF, the development and implementation of a plan that is culturally inclusive and competent, and the use of evidence-based strategies or strategies that have demonstrated “documented effectiveness”.   The Data Analysis (SEW) Committee will assist in gathering and analyzing data to assist in identifying subgroups (by race, ethnicity, and age) within the population who would benefit from a targeted intervention.
Second, the sub recipient activities will receive intensive support from the State’s substance abuse prevention staff, which will include at least quarterly visits to the grantee sites.  This support will come in the form of technical assistance and training through the availability of a Master Trainer.  These visits also will provide an opportunity for monitoring and trouble-shooting.   Information from state prevention staff will be shared with leadership through the Executive Committee.  Under this structure, the assistance and influence of the Office of Drug Control Policy will be available. 
Third, the Regional Prevention Center Directors (6 of which are Master Trainers) and staff will perform a technical assistance and monitoring function for the site(s) within their regions.  These individuals know their communities and they know prevention.  They also know how to access state and federal prevention resources, whether it is training or information about a particular evidence- based strategy.  

In the areas of tobacco and alcohol, the resources of Kentucky’s Prevention Enhancement Sites will be made available.  The scope of work for these sites was changed in 2006 to reflect the expectations SPF SIG and to complement Kentucky’s effort to implement the SPF throughout its prevention system.
Also, for the substances of tobacco and alcohol, substance abuse prevention staff has developed a Decision Support Tool/Matrix as an aid for communities in selecting an appropriate strategy.  The matrix provides a cross-reference between the evidence-based strategies and the intended outcomes for which there is a basis in research.
Fourth, the Home Team Leaders will provide a link between their affiliate agencies and the state’s Strategic Planning Committee, which will provide an additional dimension for assessing accountability and for generating assistance.  Finally, the Strategic Planning Committee will be a resource to the communities and to the state as it fulfills its role of providing oversight to the grantees. 

Multiple strategies will be used to ensure that funded activities are culturally competent and culturally inclusive.  These issues were a focus of the readiness reviews, and they will be a focus of the plan and the contract provisions.  Listed below are questions that were used in assessing readiness.  Also below are questions that will be used in reviewing the plans and assurances to be incorporated into the contract 

Readiness assessment questions related to cultural inclusion and competency:

· Do the coalition and/or its leading members and staff have a documented history of positive programmatic involvement with the population to be served?  

· Have staff participated in training that focused on the values, traditions, culture of the target population?

· Are staff familiar with, or are themselves members of, the population on which the intervention will be focused.

· If the focus of the intervention will include people who do not speak English fluently:

· Are bilingual staff available? or, 

· Do the coalition and/or staff have realistic suggestions for addressing the issues of language?

Questions related to cultural inclusion and competency to be used in review of community’s strategic plan:

· Does the plan assess the needs and risk factors associated with the 
population to be served?

· Does the plan take the needs and risk factors of the population to be 
influenced into consideration in determining the prevention 
strategies?

· Does the plan include a strategy for involving individuals who are 
knowledgeable about the values, traditions, and culture of the target 
population(s)?   (This could include the recruitment or retention of 
culturally competent staff, advisory council members and/or board 
members.) 

· Does the plan address the issue of making audiovisual and print materials gender/age/culturally appropriate for the population/community to be served?

Assurances related to cultural inclusion and competency to be included in the contract:

· The prevention strategies implemented as part of this contract will take into consideration the culture of the population to be served.

· Written and audiovisual materials produced as part of this project will be linguistically and culturally appropriate to the population to be influenced.

· Individuals who directly identify with the history, traditions and culture of the target population will have opportunities for guiding the work of the project, either as staff, board members or advisors/consultants.

Additionally, as stated above, the resources of the Data Analysis (SEW) Committee will be made available to the target communities to assist them in identifying subgroups within their community that are at particular risk for substance abuse and its consequences.   Also, the subject matter experts on the Advisory Committee will be encouraged to play a consultative role to the communities as they seek to address the needs of particular populations, including members of different cultures and people in high risk age groups (underage and elderly).  Finally, Kentucky will seek the assistance of CSAP and it’s contractors as we c a prevention system that is both inclusive and competent.

Kentucky has maintained a focus on sustainability from the inception of the grant, and will continue to do so throughout the grant’s duration.   Our approach to establishing a transformed and sustainable prevention system is focused on sustainability and grounded in principles and procedures derived from the planned change literature (Bennis, 1976; Glaser, et.al, 1983). These include articulating a clear vision for the transformed system and obtaining consensus on its desirability; assessing and addressing readiness for change; recognizing and respecting organizational and community culture; defining roles and responsibilities; creating benchmarks and milestones to track progress and identify problems; emphasizing cross-training and team-building at all levels; involving top management in a meaningful way; measuring continuously; engaging in frequent and sustained communication; attending to details; and insuring accountability and decision-making.

We took the first step towards sustainability in the development of this application.  Our proposal was developed through close consultation with members of our target populations, specifically our partner agencies, stakeholders, and advocacy groups across Kentucky, as was documented by their letters of support. We listened to their interests and concerns and responded by including in the project design specific incentives for their active engagement.  In developing the proposal, we also elicited the support of department heads from all the state organizations through individual meetings, we met with prevention directors from 12 of the 14 regions, we engaged community representatives from the Kentucky Drug Summit, and we elicited support from community leaders within Kentucky’s African-American and Hispanic communities.  Additionally, as a function of our prior SIG initiative, we helped to develop and pilot a sustainability instrument for the Pacific Institute for Research and Evaluation (PIRE). This effort aimed at sustaining the work of the Kentucky Agency for Substance Abuse Policy (KY-ASAP).  Two Prevention Enhancement Sites (PES) were established to assist communities sustain their local strategies.   The Funding Prevention Enhancement Site (now not a site but located at the state offices) provided training and technical assistance to help prevention groups secure federal, state, local and private funding.  The Sustainability PES taught preventionists the concepts of sustainability and assisted them in utilizing sustainability instruments and processes with their local planning groups.  Finally, as the original SIG project came to a close, four of the SIG-funded communities were selected to design a sustainability plan and were provided with additional funds to implement it.  Data on the success of these efforts was gathered and analyzed for a special project report.  

From our prior experience, two factors are likely to be crucial in promoting sustainability at both state and community levels: (1) empowering a leadership team that feels a high degree of “ownership” of the SPF process (engagement); and, (2) producing results that the community sees as meaningful (social validity). It is also important to note that a substantial portion of the effort for this project is in the form of in-kind contributions from various partner agencies. By re-allocating current resources in this manner, we intend to build the SPF into the routine of our state and community organizations.  This will move us beyond seeing the SPF as an innovation, to seeing the SPF process as the way we “do business”.   Compelling evidence of this is available in the redesign of the Annual Plan and Budget process.  The Annual Plan and Budget is the document upon which all mental health and substance abuse funding (specified in the contract with the Regional Prevention Centers and Community Mental health Centers) is based.  For FY 07, the instructions for that document have been changed to reflect the expectation that all prevention funding, including funds allocated for the Alcohol and Tobacco Prevention Enhancement Sites, be driven by the SPF.  

Additionally, it is our expectation that once exposed to the level of useable information the project will afford, demand for such data from program managers at all levels will be a sustaining factor. Having such data will also enable us to make more effective funding justifications, and target resources more efficiently. We expect our state to continue its long-term commitment to leadership in substance abuse prevention, providing the resources necessary to be effective.
Implications of Allocation Approach
As described in the beginning of Section C 3, Kentucky has pursued a rigorous epidemiological approach to the identification of counties where there is evidence of high need as reflected in consequence and consumption data.  We also have identified an allocation strategy that will make the SPF-SIG funding available to these communities. 

We chose the county as the level of analysis because it is the smallest geographical unit for which sufficient data is available; because Kentuckians, particularly rural Kentuckians, typically identify themselves with their county; and because community based coalitions generally operate at a county level.

There are opportunities and challenges within any approach, but we believe this methodology provides the greatest chance of demonstrating the effectiveness of prevention.  We have repeatedly used the phrase “moving the needle” as a way of expressing our goal of showing a measurable reduction in incidences of substance abuse and its consequences.  With the selection of high need and low resource communities that also have demonstrated a readiness or capacity to “get ready”, there is a substantial opportunity for making an impact on the numbers.  An ability to demonstrate a reduction in use and consequences in a set of counties that are distinguished by their high rates and low resources will constitute a compelling argument about the value of prevention and the efficacy of evidence-based strategies.  Even though success through demonstrable change in these counties will not be sufficient to alter the numbers at a statewide level, it will give us leverage for full and ongoing support of the SPF and for future requests related to the expansion or redirection of funds for prevention.

Kentucky is also viewing the SPF SIG as a mechanism for demonstrating effectiveness of the SPF in combating the negative consequences of more than one substance/drug.  The need to focus on tobacco and underage drinking was made obvious early in the process because of the numbers of individuals affected and the health consequences associated with the use of these substances.  The selection of the other three substances of focus (methamphetamines, diverted prescription drugs, and inhalants) occurred after considerable discussion and an effort on the part of each committee member to identify those substances that are taking a particular toll on Kentucky’s citizens and the systems that serve them.  The data regarding the use/abuse of methamphetamines, diverted prescription drugs, and inhalants revealed that for all three substances, Kentucky’s problems are substantially greater than those of the nation as a whole.

Kentucky’s capacity to support the community grantees is excellent, in part because of Kentucky’s historical infrastructure, and in part because of the infrastructure that is being made available through the resources of the SPF SIG.  Please refer to Section 2 for a detailed description of our success in enhancing the existing infrastructure relative to cross system involvement, data collection, training and technical assistance.  Also, Section 3 contains a description of the role of Kentucky’s Prevention Enhancement Sites and the Decision Support Tool in supporting of evidence-based strategies.  In some areas, such as the methamphetamine and inhalant use, the research to support particular strategies is less available.  In identifying strategies to be used in communities targeting these substances, we will work with CSAP and its subcontractors, as well as with R.E.A.C.H. of Louisville, our partner for research and evaluation, to avail ourselves of the best available knowledge.  Also, we will use these sites as a way of expanding the knowledge base as we conduct our evaluation.

Kentucky plans to focus the vast majority of the community portion of the SPF SIG on the identified counties of high need, low resource, and adequate readiness.  Similarly, state prevention staff will prioritize these counties for their assistance, as progress in these communities will build momentum for similar initiatives throughout the state. 

However, a parallel process is being undertaken so that the SPF SIG will have an impact on counties throughout the state.  That process involves the infusion of the SPF into the fourteen Regional Prevention Centers throughout the state, as described in Section C 3.  It also involves the extension of training to all regions of the state through the Master Trainer program (Section B 2).  It includes the data analyses being made available through the Data Analysis (SEW) Committee and the planned availability of a web-based data warehouse.  Further, it involves the influence of the home team leaders in coordinating and enhancing the work of their agencies to capitalize on knowledge gained through their participation in the SPF SIG.  For example, the statewide planning requirements for each of the involved agencies have been analyzed for their relationship to substance abuse prevention and/or its consequences.  This analysis is the first step toward additional involvement of prevention staff and an enhanced focus on substance abuse prevention in the state plans of other agencies.  The home team leaders also are playing a pivotal role in identifying other revenue streams and personnel who can support the activities and vision of the SPF SIG.  For example, the home team leader from the Department of Education produced a document detailing all of the related funding that is going into the school systems within the high need/low resource counties.  This information will be extremely helpful to these communities as they identify the various components that can be incorporated into their strategic plans.

Finally, but very importantly, the Kentucky Office of Drug Control Policy has identified an additional $500,000 for prevention.  These funds will be used to support the high need/low resource counties that were identified by the Strategic Planning Committee but were not prioritized for SPF SIG funding in the final selection process.  While the dollar amount will be less for these counties than for the SPF SIG counties, the state and Regional Prevention Centers will work with them in a similar manner to support their efforts to reduce substance abuse and its consequences.

Section

4
Implementation
This section provides a description of mechanisms the state will put in place to support the work of the communities, the role of coalitions, and Kentucky’s strategy for assuring that new dollars to not supplant existing initiatives.
The majority of the efforts during this first year of the grant have been devoted to developing the structures, and to enhancing the knowledge of the people within those structures, that will support the work of the communities.  This includes the creation of home teams in each of the relevant state agencies, the training of home team leaders, and the regular opportunity for collaboration among the home team leaders.  These ongoing meetings will provide a forum for supporting the community based counterpart of the state agency and for trouble-shooting problems associated with interagency collaboration at the community level. 

These efforts also include the development of master trainers and the creation of web based training modules from the master trainer curriculum for use by a broader audience.  This cadre of master trainers will be available to the target communities and, as time allows, to other communities throughout the state.  All educational modules have a post-test component.  Scores are based on a 100% scale, and 70% is considered passing.  Additionally, the workshops for master trainers have encluded and end-of-workshop evaluation prepared by SECAPT.  Results of these evaluations are shared with state administrators.  The training infrastructure is further strengthened through monthly conference calls between the Master Trainers, state administrators and our SECAPT partner.  These calls provide an opportunity for raising and addressing concerns and for ongoing dialogue and support.
The web is also being used as an easily accessible pathway to the variety of work products that have been developed as a result of the SPF SIG.  Websites are being maintained both by the Division of Mental Health and Substance Abuse and by R.E.A.C.H. of Louisville.

The Data Analysis (SEW) Committee and the subcontracted resources of R.E.A.C.H. of Louisville also will play a key role in supporting the work of the communities.  Their data analysis capacity will be used to drill down into the various data sets to focus on particular sub-populations (as defined by culture, race, ethnicity or age) or particular areas (school, neighborhoods, etc.) of interest to the community.  Their expertise in planning and evaluation also will be a resource to the state and communities.

State prevention program staff will make site visits to each of the SPF SIG funded counties on a quarterly basis.  This will provide a strategic opportunity for providing support and for identifying training and technical assistance needs.  Once needs are identified, the core resources of the substance abuse prevention program and the additional resources of the SPF SIG state level infrastructure can be made available.  The possible linkages are too numerous to mention, but the following are two examples:
· The Office of Drug Control Policy’s recent effort in collaboration with Kentucky’s Family Resource and Youth Services Centers related to inhalant abuse may be a resource for Clay, Monroe and Lyon counties in their efforts to address their high rate of inhalant abuse.   

· The state’s participation in the National PSA (Public Service Announcement) Campaign against Underage Drinking may be useful to Lyon, Nelson, Henry and Owen counties as they address underage drinking.

Kentucky’s implementation activities also included a joint effort by the Office of Drug Control (ODCP) and the state substance abuse prevention staff to visit each of the high need communities prior to the visits by the readiness assessment teams.  This “good will” tour of identified communities throughout the state provided visible evidence of the level of support at the state level.  It also provided an opportunity to let communities know that, even if they are not chosen to be one of the SPF SIG grantees, there will be an opportunity for additional financial support through the ODCP.

Although their roles will vary, we envision community based coalitions being involved in every target community.  Kentucky’s network of local ASAP (Agency for Substance Abuse Policy) Boards and Champions groups are excellent examples of the strength of a diverse group of people committed to a common cause.  If an available group is not involved already, then securing their involvement will become an element of the plan for capacity building. 

However, we will ensure that the dollars allocated through the SPF SIG do not supplant existing sources of revenue for any of Kentucky’s existing anti-drug coalition infrastructures.  We will ensure this through the assurances contained within the contract, and we will ensure it through our knowledge of funding streams and our ability, through the home team structure, to track the funds of the various agencies.

Section

5
Evaluation
This section provides a brief, preliminary narrative of State-level surveillance, monitoring, and evaluation activities.  It describes what we are expecting to track, how we plan to do the tracking, and what we are expecting to change.
The main objective for Kentucky is to develop a monitoring and evaluation system for our SPF SIG-related activities that will: (a) assess implementation of the SPF SIG (b) assess overall effectiveness of the SPF SIG (c) provide ongoing monitoring of Kentucky’s substance abuse problems (d) report on SAMHSA’s National Outcome Measures (NOM’s) (e) provide recommendations for quality improvement (f) identify successful practices and promote their sustainability and (g) provide training and technical assistance to communities about evaluation and performance measurement.
Our evaluation will be utilization-focused.  The systematic collection of reliable and valid information about SPF processes and outcomes will inform decision-making as the initiative unfolds and develops.  Data-gathering will be centered on the information needs of state- and community-level program administrators.  Participatory and collaborative approaches are anticipated.  Evaluation activities will be culturally relevant, and data will be “funneled” back to key program administrators.
Evaluation design considerations, while subject to change as the project continues to develop, will involve the collection of both quantitative and qualitative types of data from multiple sources (e.g. surveys, social indicators, statistical processes, record reviews, etc.).  Both process- and outcome-level data will be gathered.  The ambitious nature of the SPF SIG necessitates a range of design considerations since it is likely that various evaluation questions will emerge, and numerous processes will need to be observed.  Quasi-experimental (e.g. time-series, non-equivalent groups), qualitative, and theory-based methods are anticipated as primary approaches.  

Implementation evaluation will serve to document the evolution of the SPF SIG, determine if the 5 steps of the SPF were implemented as intended (at state and local levels), and assess various processes associated with the SPF SIG, such as the diffusion of the SPF across Kentucky’s prevention infrastructure (e.g. Perception of Attributes, Adoption of SPF), or the Home Team collaboration.  Outcome evaluation will serve to assess the effectiveness of the SPF SIG in Kentucky through specification of baseline indicators (e.g. Data Analysis (SEW) Committee) and subsequent tracking of these indicators along with a range of state-wide variables related to consumption and consequences of substance abuse.  Quantitative analysis of social indicator data will occur annually (including risk, consumption and consequence indices).  Community-level outcome (impact) data will be collected since access to multiple sources of data is possible due to the partnership between so many agencies.  These data will likely include various demographic, participant, service delivery, program-specific and social indicator outcomes.  
The development of a draft evaluation planning model, in conjunction with key SPF administrators, has been created (Attachment 41– KY SPF SIG Evaluation Planning Model – draft).  This model seeks to surface Kentucky’s program theory by establishing links between proposed activities, processes and outcomes, and will serve as a guide for our evaluation.  This model also begins to describe, with more specificity, the short-term indicators of change that we are expecting to change.  
An initial set of draft evaluation questions has been generated and will help to provide focus for the state-level evaluation.  These evaluation questions include: 

1. At the state level, has the Strategic Prevention Framework (SPF) been implemented as planned?

2. At the community level, has the SPF been implemented as planned?

3. What are the program activities associated with each step of Kentucky’s SPF?  Are they consistent with CSAP expectations?

4. To what extent has the SPF been diffused across Kentucky’s prevention system?  How do core program planners perceive the attributes of the SPF?  To what extent has the SPF been adopted at the state and community levels?

5. To what extent has the Home Team framework been implemented?  Were the stated objectives achieved?  Is there evidence of systems changes within the respective Home Team agencies and affiliates?

6. Was the statewide SPF training system anchored in the SPF?  Were prevention staff trained to criterion?

7. Was the SPF effective in prevention the onset and reducing the progression of substance abuse?  In reducing the substance abuse-related problems in communities?

8. Did the SPF build prevention capacity and infrastructure at State and community levels?

Through the contracting and subcontracting process, sub recipient communities will be required to collect SAMHSA/CSAP National Outcomes Measures data.  To assure compliance with contracted expectations, the ongoing release (payment) of contracted funds will be contingent on the community’s continuing participation in collecting and submitting data relevant to both the national and state evaluations.  In order to facilitate this process, Kentucky’s evaluation consultants (e.g. REACH of Louisville) will work directly (in person) with sub recipient communities to identify, enter, and submit NOM, state and national cross-site evaluation data accordingly.  
. 
� The State Epidemiology Workgroup in Kentucky is known as the Data Analysis Committee.  Throughout this plan, we have entitled it Data Analysis (SEW) Committee for ease of understanding by the federal reviewers.


� RPC’ are the foundation of Kentucky’s prevention infrastructure.  Fourteen centers are set up to serve all counties across the State.  Prevention Specialists at each center provide community development, consultation/technical assistance, training/education, information, and early intervention.


� KIP is a four-page survey, developed in collaboration with CSAP with funds from Kentucky’s original SIG project.  It is given to all students in grades 6, 8, 10, and 12 in participating school districts; and it includes questions about use, risk perception, and related safety issues.
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