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bstract Purpose: To describe coalition membership, examine associations between coalition processes and
short-term coalition outcomes, and assess the relative contribution of key coalition processes to
perceived accomplishments in teen pregnancy prevention coalitions.
Methods: A self-administered survey was distributed to active members of 21 teen pregnancy
prevention coalitions in 13 communities. The overall response rate was 67%, with 471 surveys
returned. Process measures included staff competence, member influence in decision making, and
coalition functioning. Short-term outcome measures included perceived accomplishments, member
satisfaction, member participation, and coalition viability.
Results: About 50% of coalition members represented health or teen pregnancy prevention or
youth development service organizations, with 13% participating primarily as residents or youth.
None of the process measures were associated with coalition viability (defined as active 2 years
post-survey). Many bivariate associations between coalition processes and other short-term out-
comes were significant at the individual and coalition levels of analysis. In a multivariate random
coefficients model, coalition functioning (p �.001) and member influence in decision making (p �
.019) were significantly associated with perceived coalition accomplishments.
Conclusion: Consistent with research on coalitions that have addressed other health issues, good
coalition processes were associated with short-term indicators of effectiveness in these teen preg-
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nancy prevention coalitions. Coalition processes were not associated with coalition viability 2 years
post-survey, however, suggesting that other factors influence coalition survival. © 2005 Society for
Adolescent Medicine. All rights reserved.
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The Centers for Disease Control and Prevention (CDC)
ivision of Reproductive Health established the Commu-
ity Coalition Partnership Programs for the Prevention of
een Pregnancy in 1995. CDC awarded cooperative agree-
ents to 13 communities, each with a population of 200,000

r more, a teen birth rate 1.5 times higher than the national
verage, and an established lead agency and coalition that
ad demonstrated readiness to address the causes of teen
regnancy. Similar to many federally funded prevention
nitiatives in the 1990s, CDC’s funded communities were
equired to use a coalition approach. Coalitions have con-
iderable appeal to funders, community researchers, and
ractitioners committed to solving complex public health
ssues such as teen pregnancy. Coalitions are grounded in
rinciples of participatory democracy and have the potential
o engage residents in community life [1–3]. Active com-
unity involvement is believed to increase the likelihood

hat interventions will meet genuine community needs, be
ulturally appropriate, and facilitate local ownership,
hereby increasing the likelihood of institutionalizing the
oalition and its programs [4–7].

Pooling social and material resources to achieve a
ommon goal that members could not achieve indepen-
ently is a defining characteristic of a coalition [8,9].
asker and colleagues describe partnership synergy as

he mechanism through which collaborative approaches
uch as coalitions gain advantage over more traditional
ingle organization efforts [10]. They and others argue
hat synergy created by pooling the knowledge, skills,
erspectives, and other resources of diverse members
eads to more creative solutions and more comprehensive
nd integrated programs [3,10 –12]. Other commonly ac-
epted benefits of coalitions include the potential to in-
olve community members in new and often broader
ssues without the burden of sole responsibility, to mo-
ilize individuals and groups for collective action, to
uild constituencies for particular issues, to change com-
unity norms and social environments, to share costs and

isks associated with tackling community problems, and
o minimize duplication and facilitate coordinated action
8,13–17].

By creating a mechanism through which residents and
rganization and group representatives can work together
o address problems, coalitions also potentially enhance
ommunity capacity. Coalitions can create new leaders,
xpand social and organizational networks, add to knowl-
dge and skills, and enhance a sense of community

12,18,19]. These areas are key components of a com- s
unity’s capacity to “identify, mobilize and address so-
ial and public health problems,” and each is an impor-
ant outcome of coalition-based initiatives [18].

Much of the research on coalitions examines dimen-
ions of coalition functioning (communication, decision-
aking, staffing, leadership, organizational climate) and

hort-term and intermediate indicators of effectiveness
uch as member participation and satisfaction, action
lan quality, and implementation [12,20 –26]. Collec-
ively, these studies show that coalitions with more fre-
uent and productive communication, greater member
nfluence in decision-making, more skilled staff and lead-
rship, and positive organizational climates have higher
evels of member participation and satisfaction. Action
lan quality appears more related to staffing and leader-
hip than do other dimensions of coalition functioning
21–24]. Communication, organizational structure and
limate, staff time, and resource mobilization were cor-
elated with implementation in one of the few studies that
sed implementation as an indicator of effectiveness
24].

Although evidence has steadily accumulated over the
ast decade that supports associations between coalition
unctioning and short-term outcomes, no such evidence
as demonstrated coalition effectiveness in achieving
ealth or social outcomes. Two recent literature reviews
ocumented only modest evidence of positive outcomes
ssociated with collaborative partnerships, including co-
litions [27,28]. Since then, another major and well-
unded coalition-based effort, the Robert Wood Johnson
oundation Fighting Back initiative against substance
buse, reported disappointing results [29]. Kreuter et al
nd others offer several explanations for the lack of
vidence linking collaborative efforts to longer-term out-
omes [28]. First are the well-documented difficulties
ssociated with evaluating any community-based health
romotion initiative, including secular trends in key out-
omes, complex models of action in which coalitions are
ypically only one component, small sample size when
he unit of analysis is the community, and constantly
hanging community environments [28,30 –34]. Second,
reuter et al speculate that collaborative mechanisms
ay not be suited to planning and implementing preven-

ion strategies [28]. Hallfors et al and Florin et al found
hat public awareness efforts were the most common
ctivities in coalitions they studied [29,35]. Although
wareness activities may be an appropriate first step for

ome communities, they alone are unlikely to lead to
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ignificant changes in health status. Third, coalition-
ased projects often have limited time and resources.
hanges in health outcomes may be an unrealistic expec-

ation for a three- to five-year intervention [1,25,27,28].
Evaluating the impact of teen pregnancy prevention

oalitions is no easier. Although birth rates declined over
he last decade, it is virtually impossible to detect, much
ess attribute, contributions made by the 13 coalition-
ased teen pregnancy prevention programs [36]. The
urpose of the Community Coalition Partnership Pro-
rams for the Prevention of Teen Pregnancy was to
emonstrate that community partners could mobilize and
rganize community resources in support of comprehen-
ive, effective, and sustainable programs to prevent ini-
ial and repeat pregnancies. Over time, the coalitions
dopted a youth development approach; activities primar-
ly involved creating supportive environments to reduce
dolescent risk behaviors that lead to pregnancy and
elated problems. One purpose of this paper is to assess
hether communities can mobilize and organize teen
regnancy prevention resources using a coalition ap-
roach. Additional goals include examining whether pat-
erns among coalition processes and short-term coalition
utcomes observed in other coalition studies also exist in
een pregnancy prevention coalitions, and assessing the
elative contributions of key coalition processes to per-

able 1
escription of teen pregnancy prevention coalitions by community

Community and coalition Number of coalition members Respo

hicago, IL
A 7 57.1
B 22 63.6
C 15 20.0

acksonville, FL 84 60.7
ansas City, MO
A 19 78.9
B 8 100.0
ilwaukee, WI 87 43.7
klahoma City, OK 53 84.9
rlando, FL 36 91.7
hiladelphia, PA
A 35 51.4
B 55 36.4

ittsburgh, PA
A 45 62.2
B 14 100.0

ochester, NY 59 78.0
an Antonio, TX 60 85.0
an Bernardino, CA
A 16 87.5
B 50 76.0
C 31 71.0

akima, WA 11 81.8
otal 707 66.6
eived accomplishments of the coalitions.
ethods

tudy participants

The study population consisted of all teen pregnancy
revention coalition members from each of 13 CDC-funded
ommunities—Boston, Chicago, Jacksonville, Kansas City,
ilwaukee, Oklahoma City, Orlando, Philadelphia, Pitts-

urgh, Rochester, San Antonio, San Bernardino, and
akima. A total of 21 coalitions were reported in the 13

ommunity sites. Boston, with two initial coalitions, did not
ave an active coalition in the 12 months prior to survey
dministration and was excluded from the analysis. Most
ommunities had community-wide coalitions; many had at
ome time also had one or more neighborhood coalitions
Table 1). Coalitions were guided by local CDC-funded
rogram staff who were housed by a hub agency that func-
ioned as the program’s institutional home. Each site’s di-
ector and lead evaluator defined coalition membership
ased on the unique structure of that community’s program.
lthough the term coalition is applied to all the groups for

he purpose of this article, at the local level they were also
eferred to as steering committees and networks of partners.
ll study participants identified themselves as active mem-
ers of their community teen pregnancy prevention initia-
ives and had participated in coalition activities within the
2 months prior to survey administration.

Type of coalition Percent of members involved � 1 year

Community-wide 0
Community-wide 15.4
Community-wide 33.3
Community-wide 22.9

Community-wide 26.7
Steering committee 62.5
Community-wide 26.7
Network of partners 7.5
Community-wide 9.1

Neighborhood 35.7
Neighborhood 20.0

Community-wide 40.0
Teen advisory group 85.7
Community-wide 22.2
Community-wide 22.0

Community-wide 42.9
Neighborhood 33.3
Community-wide 47.6
Community-wide 0

26.6
nse rate
Local evaluation staff conducted the surveys. Surveys
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ere distributed to 707 members across the communities,
nd 471 individuals returned completed surveys. The over-
ll response rate was 67%. Thirty-eight respondents who
eported that they had not participated in coalition activities
n the 12 months prior to survey administration were ex-
luded from the analysis. Response rates varied signifi-
antly by coalition, ranging from 20% to 100% (Table 1).
hree coalitions with response rates of less than 50% were
xcluded from selected analyses, as described below.

tudy procedures

The questionnaire was designed by a workgroup com-
osed of evaluators from the CDC-funded community sites,
DC consultants, and CDC staff. Communities were given

he opportunity to add or remove certain questions; how-
ver, a core set of questions was retained to facilitate cross-
ite analysis. The protocol was approved by the CDC Hu-
an Subjects Office and determined to be exempt from

nstitutional Review Board review.
Questionnaires were printed and distributed to local eval-

ation staff for distribution to coalition members in Novem-
er 2000. The questionnaires were distributed by mail or at
oalition meetings and returned directly to local evaluation
taff in December 2000 and January 2001. Respondents
ere assigned unique identification numbers and only local

valuation staff members could connect the numbers with
espondent names. Follow-up procedures for nonrespon-
ents differed slightly from site to site; the majority of local
valuators made contact at least three times after the initial
ailing via telephone, reminder postcards, additional mail-

ngs, or a combination of methods. Once follow-up mea-
ures were completed, questionnaires were sent to a CDC
ontractor for coding and entry into a cross-site database.

easures

Although the coalition member survey varied slightly by
ommunity, it consisted of 18 core questions used to create
ariables for the cross-site analyses. Specific items were
dapted from survey instruments used in similar coalition
esearch and scales were constructed to measure many of
he constructs [20,22,24]. In addition to excluding from
cale construction the three coalitions whose response rates
ere less than 50% (Chicago C, Milwaukee, Philadelphia
), one coalition was excluded because it had fewer than
ve respondents (Chicago A), and two more were excluded
ecause too few of the returned surveys contained data
atterns complete enough to support the statistical analyses
escribed in the Analysis section (Pittsburgh B, Yakima).
or the remaining 13 coalitions, individual items were ex-
mined for completeness; any item that was missing for
ore than 20% of respondents was excluded from the con-

truction of scales. For any particular scale, individual re-
pondents were assigned scores for that scale only if they

rovided definitive answers for at least 70% of the scale d
tems. When an individual’s response pattern satisfied this
riterion, any missing item responses were imputed by sub-
tituting the coalition average for that item. Scales scores
ere then calculated by summing item responses as de-

cribed below.

hort-term coalition outcomes (dependent variables).

erceived accomplishments. Coalition accomplishments
ere assessed by asking respondents to evaluate the extent

o which nine possible accomplishments were achieved.
ossible accomplishments included seeking support for co-
lition programs and services from community leaders, con-
ributing to successful youth development and teen preg-
ancy prevention strategies in the community, increasing
ooperation among agencies and organizations involved in
outh development, and raising enough funds to initiate and
nsure the continuation of its programs. Response options
anged from 4 � a great deal to 1 � not at all. Two items
ere missing responses for more than 20% of respondents

nd were excluded from the accomplishments scale. Thus,
even items were summed to form a measure of perceived
ccomplishments with a Cronbach’s alpha of .90.

ember participation in the coalition. Respondents were
iven a list of 11 possible coalition roles and asked to
ndicate whether they had served in each role during the past
2 months. Roles included planning coalition meetings or
ctivities, attending meetings, training other coalition mem-
ers, organizing community activities and programs, help-
ng raise funds, sharing data or preparing media or market-
ng materials, and working directly with youth. The number
f roles/activities was summed for each respondent.

atisfaction with planning process. Member satisfaction
as assessed with one question that asked respondents to

ndicate how satisfied they were with the coalition planning
rocess. The item consisted of a 4-point Likert-type scale
ith 1 � not at all satisfied and 4 � extremely satisfied.

oalition viability. The viability of each coalition was
ased on whether it was still active in 2003 (two years
ost-survey). CDC staff, local evaluators, and project direc-
ors provided this information. Coalitions that had main-
ained structure and focus, evolved into new structures,
aken on new issues, or reduced activity levels but were still
ctive were considered viable. Each coalition scored 1 for
ctive in 2003 and 0 for inactive in 2003.

oalition processes (independent variables).

oalition functioning. Respondents were asked to indicate
ow much they agreed or disagreed with 10 statements
bout coalition functioning. Topics included working rela-
ionships, good communication, realistic plans given re-
ources, strong emphasis on accomplishing work within
pecific time periods, clearly defined roles, and several other

imensions of coalition functioning. Response options
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anged from 4 � strongly agree to 1 � strongly disagree.
tems were summed to create a coalition functioning score
ith a Cronbach’s alpha of .86.

ub agency/staff competence. Respondents were asked to
ndicate how much they agreed or disagreed with 10 state-
ents related to hub agency staff. Statements covered ex-

erience levels in teen pregnancy prevention and youth
evelopment, and whether staff informed the coalition of
oals and objectives, provided enough information about
oalition activities, shared results of a needs and assets
ssessment, helped members plan and implement activities,
elped partners find resources needed to implement pro-
rams, and several other functions. Response options
anged from 4 � strongly agree to 1 � strongly disagree.
tems were summed to create a hub agency staff compe-
ence score with a Cronbach’s alpha of .92.

ember influence in decision-making. Decision-making in-
uence was measured by summing eight items that assessed
ow much influence a member had on coalition decisions
uch as setting goals and objectives, selecting or designing
rograms, and setting activity budgets. Each item consisted
f a 4-point Likert-type scale with 4 � a lot of influence and
� no influence. Cronbach’s alpha for this measure was

93.

escriptive variables.

emographics. Demographic variables assessed in the sur-
ey included gender, age, and race/ethnicity.

ype of involvement. Respondents were asked how long
hey had been involved with the coalition and whether they
articipated as neighborhood residents or concerned youth
r adults, or as representatives of particular groups or
rganizations.

ector representation. Those who reported representing
roups or organizations were asked to indicate the types of
rganizations they represented from a list of 13 options.
xamples included business community, local government,
ervice agency involved with teen pregnancy prevention or
outh development, health organization, religious organiza-
ion, and media/communications organization.

enefits and difficulties associated with involvement. Ben-
fits were assessed by asking respondents to indicate how
uch they valued each of 11 possible benefits, using a

-point scale in which 4 � very much a benefit and 1 � not
t all a benefit. Example benefits included learning new
kills, getting to know other organizations or people in-
olved in teen pregnancy prevention, gaining personal rec-
gnition and respect from others, and improving the lives of
eople in the community. Difficulties were assessed by
sking respondents to describe how much they currently
xperienced each of nine potential difficulties, with re-

ponse options ranging from 1 � not at all a difficulty to 4 r
very much a difficulty. Example difficulties included
akes too much personal time, feel unwelcome in a com-
ittee or working group, conflicts with the mission of my

rganization or group, and the coalition is not fully using
y skills.

nalysis

Demographic characteristics and items comprising
erceived benefits and difficulties associated with in-
olvement, perceived accomplishments, member satis-
action, and member participation were examined de-
criptively using SAS software (Version 8.2, SAS
nstitute, Cary, NC) for the 16 coalitions whose response
ates were greater than 50%. Bivariate and multivariate
nalyses were conducted with the 13 coalitions for which
cales were constructed. Bivariate relationships between
oalition viability (active or inactive in 2003) and all
rocess and short-term outcome variables were evaluated
sing the rank sum test [37]. To examine bivariate rela-
ionships between coalition process variables and the
emaining short-term coalition outcomes, correlations
ere calculated at the individual and coalition levels.
nalysis of correlations at the coalition level was com-
leted because coalition members share similar experi-
nces, structures, and processes, thereby contributing to
ossible intraclass correlations within coalitions. Aggre-
ating individual-level responses, however, brings to
ind the usual cautions associated with the “ecological

allacy,” thus motivating examination of correlations
ased on individual responses. The ecological fallacy is
haracterized by aggregated data implying correlations
tronger than those that actually exist at the individual
evel [38]. The correlations also provided useful infor-
ation for selecting an appropriate set of predictors for

he multivariate phase of analysis.
To investigate the combined influence of coalition pro-

ess variables on the accomplishment scale, we used PROC
IXED in SAS to fit random coefficient multiple regression
odels to the study data [39,40]. In this type of mixed
odel, the influence of each coalition is treated as a random

ffect at one level, whereas item responses are measured at
lower (individual) level. To be conservative, statistical

ests of significance employ the coalition as the primary unit
f analysis. This approach allows simultaneous recogni-
ion of underlying relationships (fixed effects) and unique
raits affecting outcomes at both individual and coalition
evels (random effects). For the mixed-model approach to
e statistically valid, random coefficients as well as re-
iduals associated with individual responses should be
ormally (or near-normally) distributed. Conformity to
his assumption was evaluated by applying formal statis-
ical tests and visual diagnostic methods (normal Q-Q
lots) to estimated random coefficients and individual

esiduals [41].
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esults

oalition descriptions

Table 1 lists each coalition by community, along with its
ize and response rate. Three coalitions had a clear neigh-
orhood focus and 13 coalitions were community-wide,
ith some focusing efforts in central city areas. Other col-

aborative arrangements included a steering committee, a
etwork of partners, and a teen advisory group. Each coa-
ition’s percentage of new members varied significantly,
anging from 85.7% of members involved for less than 1
ear in Pittsburgh B (teen advisory group) to 0% in Chicago

and Yakima. On average, 26.6% of survey respondents
ere relatively new (less than one year) members. Fewer

han half (n � 9) of the coalitions were still active in 2003,
ncluding six of the 13 community-wide coalitions and one
f the three neighborhood coalitions.

Member characteristics across all coalitions and by coa-
ition type are presented in Table 2. The majority of mem-
ers were women (74.6%). In terms of race/ethnicity, Af-
ican Americans (37.0%) and Caucasians (42.7%) were well
epresented, with lower percentages of Hispanics (14.6%),
merican Indians (1%), and Asians/Pacific Islanders

1.6%). About a third of members lived in neighborhoods
erved by the coalition and only 12.8% participated primar-
ly as residents or youth. Organizational representatives
ominated the membership, with most members represent-
ng teen pregnancy prevention/youth development service
rganizations (27%) or health organizations (20%). Several
ommunity sectors were poorly represented, constituting
ess than 5% of members: business, college or university,
eligious organization, parent organization, voluntary com-
unity organization, recreation/sports, juvenile justice, and
edia/communications.

enefits and difficulties associated with involvement

Benefits associated with participation in the coalition
re listed in Table 3. Across respondents, networking was
iewed as the most significant benefit, followed closely
y improving the lives of people in the community,
earning, and gaining support. Gaining new skills had the
owest mean score but was still viewed as a benefit. None
f the difficulties associated with coalition membership
Table 3) were viewed as substantial. Of those listed,
ime away from organizational commitments and incon-
eniently timed meetings and events were viewed as most
ubstantial. Feeling unwelcome, conflict with the organi-
ational mission, and disagreeing with coalition goals or
ctivities were viewed as least significant.

hort-term outcomes

According to respondents, top coalition accomplish-

ents included seeking support from community leaders, (
ncreasing cooperation among youth development agen-
ies, contributing to successful youth development strat-
gies, and sharing resources among community agencies
nd organizations (Table 4). Raising funds to initiate and
nsure the continuation of its programs ranked lowest in
he list of possible accomplishments. The satisfaction
easure was limited to satisfaction with the planning

rocess. Respondents appeared somewhat satisfied with
his dimension of coalition activities (mean score 3.2).
he most common participation roles were attending
oalition meetings (95.2%) and incorporating youth de-
elopment and teen pregnancy prevention into their work
87.4%). Less common roles included helping raise funds

able 2
escription of coalition members

haracteristic Total
members

n %

ender (n � 378)
Male 96 25.4
Female 282 74.6

ge (n � 380)
10–14 13 3.4
15–19 14 3.7
20–29 55 14.5
30–39 79 20.8
40–49 110 28.9
50–59 95 25.0
60� 14 3.7

ace/ethnicity (n � 384)
Black/African American 142 37.0
Caucasian 164 42.7
Hispanic/Latino 56 14.6
American Indian/Alaska Native 4 1.0
Asian/Pacific Islander 6 1.6
Multiracial 12 3.1

ive in neighborhood served, % Yes (n � 358) 116 32.4
articipate as resident or youth, % Yes (n � 384) 49 12.8
articipate as group or organization member (n � 384) 330 85.9
ommunity sector representationa (n � 385)
Business community 8 2.1
Local government 28 7.3
Elementary or secondary school 27 7.0
College or university 15 3.9
Teen pregnancy prevention/youth development

service organization
104 27.0

Health organization 78 20.3
Religious organization 15 3.9
Parent organization 2 .5
Volunteer community organization 14 3.6
Recreation/sports 3 .8
Juvenile justice 10 2.6
Media/communications 3 .8
Other 46 11.9
Do not represent a sector 56 14.5

a Respondents were allowed to select more than one sector, so percent-
ges do not total 100.
29.2%) and training coalition members (17.8%).
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ivariate analysis

Almost all correlations between coalition processes and
hort-term outcomes were significant at the individual level
Table 5). Perceived accomplishments is most strongly cor-
elated with staff competence (r � .59, p � .001) and
oalition functioning (r � .60, p � .001). Similar strong
elationships exist among member satisfaction, staff com-
etence, and coalition functioning. Influence in decision
aking is strongly correlated with member participation

r � .52, p � .001) and less strongly correlated with per-
eived accomplishments (r � .25, p � .001) and satisfaction
ith the planning process (r � .33, p � .001).
Individual-level correlations may be contrasted with cor-

elations at the coalition level. Similar relationships exist,
lthough they are noticeably stronger than parallel correla-
ions at the individual level (Table 5). For example, the
orrelation between coalition accomplishments and staff
ompetence is .80 (p � .001), and the correlation between
ccomplishments and coalition functioning is .76 (p � .01).

Coalition viability, measured at the coalition level, was
ot significantly related to any coalition-level process vari-
bles (staff competence, influence in decision-making, co-
lition functioning). Nor was it significantly associated with
ny other outcome variable (perceived accomplishments,
atisfaction with the planning process, member participa-
ion) at the coalition level. Even when the analyses were
imited to community-wide coalitions, no statistically sig-

able 3
enefits and difficulties associated with coalition involvementa

erceived benefits and difficulties

erceived benefitsb

Network with others in teen pregnancy prevention.
Network with others in youth development.
Improve the lives of the people in the community.
Learn more about teen pregnancy prevention.
Learn more about youth development.
Gain support by working with others in the community.
Support my organization’s concerns or mission.
Gain satisfaction by being involved in an important project.
Gain personal recognition and respect from others.
Gain new skills.

erceived difficultiesc

Takes too much time from my organizational commitments.
Meetings or events are at inconvenient times.
The coalition has difficulty reaching its goals and objectives.
Takes too much personal time.
The coalition is not fully using my skills.
I personally disagree with the goals or activities of the coalition.
Conflicts exist with the mission of my organization.
I feel unwelcome in a committee or working group.

a Questions not asked in Rochester.
b Response options ranged from 1 � not at all a benefit to 4 � very m
c Response options ranged from 1 � not at all a difficulty to 4 � very
ificant relationships were observed. t
ultivariate analysis

The bivariate analysis revealed a strong association be-
ween the coalition functioning and staff competence mea-
ures. It is inadvisable to combine strongly correlated pre-
ictors in a multivariate model due to well-known problems
rising from multicollinearity. To circumvent this problem,
he coalition functioning scale and the decision-making
cale were selected as candidate predictor terms for the
ultivariate analysis using perceived accomplishments as

he outcome of interest.
The initial random coefficients model included main

ffects and an interaction term. The interaction was not
ignificant (p � .31) and was subsequently dropped. In the
esulting main effects model (Table 6), coalition function-
ng is significant (p � .001), as is influence in decision

aking (p � .019). The magnitudes of estimated coeffi-
ients suggest that functioning has a greater influence on
erceived accomplishment (b � .52) than does influence in
ecision-making (b � .10). Formal statistical diagnostics
ndicate that random coefficients in the final model may not
trictly satisfy the normality assumption, although visual
iagnostics indicate that the departure is not extreme. A
imilar conclusion may be drawn from an analysis of indi-
idual residuals.

Also of interest are the variance estimates associated
ith random coalition influences. All scales were centered

bout their respective means, such that estimates of the
andom intercept offsets reflect coalition differences near

n Mean SD

327 3.7 .51
329 3.7 .48
326 3.6 .64
331 3.5 .68
329 3.5 .67
328 3.5 .69
318 3.5 .65
320 3.5 .68
303 3.1 .84
299 3.0 .92

307 2.0 .88
320 2.0 .86
293 1.9 .96
315 1.8 .81
297 1.7 .88
301 1.4 .75
301 1.3 .62
316 1.3 .73

enefit.
difficulty.
uch a b
he center of the response scales rather than at the lower
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xtremes. The estimated standard error of the random in-
ercept offsets is approximately 1.0, whereas the estimated
tandard deviation of individual response residuals is ap-
roximately 2.9. Because both are measured on the same
cale, this result suggests that membership in a particular
oalition may have an influence on shaping views, although
he overall variation is apparently more attributable to in-
ividuals than to their coalitions.

iscussion

This study examined whether patterns between coalition
rocesses (staff competence, member influence in decision-
aking, coalition functioning) and short-term outcomes ob-

erved in other coalition research also exist in teen preg-
ancy prevention/youth development coalitions. Previous
esearch, largely conducted with coalitions formed to ad-
ress alcohol, tobacco, and/or other drugs, has consistently
hown that good coalition processes are associated with
ember satisfaction and participation [12]. The current

tudy found that staff competence and coalition functioning
ere strongly correlated with member satisfaction. Staff

able 4
hort-term indicators of effectiveness: perceived coalition accomplishmen

ndicator and items

erceived coalition accomplishmentsa

Sought support for its program activities and services from community
Increased cooperation among agencies involved with youth developmen
Contributed to successful youth development strategies in the commun
Increased sharing of resources among community agencies and organiz
Increased cooperation among agencies involved with teen pregnancy

prevention.
Helped build understanding and acceptance of diverse views on how to

prevent teen pregnancy.
Contributed to successful teen pregnancy prevention strategies in the

community.
Provided necessary training to implement its programs.
Raised enough funds to initiate and ensure the continuation of its progr
ember satisfaction with planning process

ember participation in coalition and related activities
Attend coalition meetings.
Incorporate youth development and teen pregnancy prevention into my
Add an assets-oriented approach to the delivery of programs supported

organization.
Work directly with youth.
Plan meetings of the coalition.
Assist in the planning and staging of programs.
Organize activities and programs in my community.
Select, implement, or evaluate activities and programs.
Share data or prepare media/marketing materials.
Help raise funds for activities and programs.
Train coalition members.

a Response options ranged from 1 � not at all to 4 � a great deal.
ompetence was linked to member satisfaction in two stud- c
es of tobacco control coalitions [20,24]. Communication,
nfluence in decision-making, leadership, and organizational
limate have been linked to member satisfaction in other
oalition research [20,22,24]. Member participation can
lso be viewed as a short-term coalition outcome. In the
urrent study, influence in decision-making was strongly
orrelated with member participation. This, too, is consis-
ent with findings from other studies [22].

Constructs similar to perceived coalition accomplish-
ents were used as intermediate coalition outcomes in at

east one other study [42]. In an examination of state-level
obacco coalitions, Gottlieb et al found that organizational
arriers, personnel barriers, and formality of structure were
elated to perceived effectiveness and perceived activity
42]. In the current study, staff competence and coalition
unctioning were strongly correlated with perceived accom-
lishments at the individual and coalition levels. At the
ndividual level, decision-making influence was also signif-
cantly correlated with perceived accomplishments. In the
nal multivariate model, which simultaneously recognized

ndividual and coalition-level influences, decision-making
nd coalition functioning were significantly related to per-

ber satisfaction with planning process, and member participation

n Mean SD

. 325 3.4 0.70
340 3.4 0.72
334 3.4 0.71
322 3.4 0.70

321 3.3 0.72

334 3.3 0.81

328 3.2 0.77
295 3.1 0.87
220 2.6 0.95
352 3.2 0.78

Total n Number reporting
yes

Percent reporting
yes

378 360 95.2
350 306 87.4

315 234 74.3
361 263 72.9
365 234 64.1
363 213 58.7
360 207 57.5
357 182 51.0
345 165 47.8
346 101 29.2
343 61 17.8
ts, mem

leaders
t.

ity.
ations.

ams.

work.
by my
eived coalition accomplishments, with coalition function-
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ng appearing to have a greater influence. Thus, coalitions
ith good communication, realistic plans, a focus on work,

nd member influence in making decisions were viewed as
ccomplishing more than were coalitions with lower levels
f functioning on these and related dimensions.

Another purpose of the study was to provide insight into
hether communities could use coalitions to successfully
obilize resources to address teen pregnancy prevention

nd youth development. Findings from this study suggest
hat it is not an easy task. For the most part, coalition
embers were the usual players—women working for teen

regnancy prevention, youth development, or health orga-
izations. Although about a third lived in the community
erved by the coalition, relatively few (12.8%) participated
s residents (or youth). Moreover, the coalitions that formed
ppeared fairly fragile, as evidenced by a significant number
hat disbanded during or before the final year of the project
when funds were substantially diminished and devoted
argely to evaluation activities). Some that survived had
ndergone significant restructuring and taken on new issues.
heoretical work on coalitions predicts that they cycle

hrough stages of development over time, as they add new
ssues, recruit new members, update plans, and as funding
ources change [12].

Other coalitions have faced similar difficulties in recruit-
ng diverse and broad representation across community sec-
ors. Studies of tobacco-control coalitions have found that
ealth and education sectors are strongly represented, with
ess involvement from other parts of the community [20,24].
lthough low participation from some community sectors

uch as business and media may be expected, the relatively
omogeneous nature of many coalitions has implications for

able 5
ndividual- and coalition-level correlations between coalition processes an

Short-term outcomes

Satisfaction
w/planning

Me
par

ndividual-level analysis (n � 330)
Short-term outcomes

Perceived accomplishments .59*** .
Satisfaction with planning process .
Member participation

Coalition processes
Hub agency/staff competence
Influence in decision making

oalition-level analysis (n � 13)
Short-term outcomes

Perceived accomplishments .81*** �.
Satisfaction with planning process .
Member participation

Coalition processes
Hub agency/staff competence
Influence in decision-making

* p � .05; ** p � .01; *** p � .001.
he notion of partnership synergy [10]. If coalitions have a
ollaborative advantage over other forms of community-
ased health promotion because of the potential pooling of
iverse perspectives, knowledge, skills, and other resources,
hat is the advantage when diversity is limited?
Similarly, the ideal of coalitions as vehicles for engaging

esidents in community life is also difficult to realize. Kaye
escribes several reasons for this, including the following:
ommunity organizers are rarely hired to work with coali-
ion-based projects; problems and, to a lesser extent, solu-
ions are often predetermined and there is little room for
rassroots input; coalitions often have track records of com-
ng and going and may not be trusted; and coalitions often
evelop cultures that are at odds with and intimidating to
otential grassroots participants [43]. Despite these chal-
enges, this study shows that, across the participating com-
unities, hundreds of people were engaged in efforts to

revent teen pregnancy and promote positive youth devel-
pment. Participants felt strongly that the coalitions suc-
essfully sought support for programs and services from
ommunity leaders, increased cooperation among agencies,
ontributed to successful youth development strategies in
he community, and increased resource sharing among com-
unity agencies and groups. Members also benefited per-

-term outcomes

Coalition processes

on
Staff
competence

Decision-making Coalition
functioning

.59*** .25*** .60***

.60*** .33*** .67***

.15** .52*** .13

.27*** .77***
.26***

.80*** �.40 .76**

.83*** �.06 .78**

.39 .58* .43

.11 .88***
�.03

able 6
ultivariate associations between coalition processes and perceived

ccomplishments

odela b p Value

inal model for coalition accomplishments
Coalition functioning .52 �.0001
Decision-making influence .10 .0196
d short

mber
ticipati

14*
11

06
15
a Based on a random coefficients multiple regression model.
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onally from increased networking and new knowledge
bout teen pregnancy prevention and youth development.
xpanded networks and new knowledge should, in theory,
nhance capacity for addressing future community prob-
ems [18,19].

In the current study, none of the process variables, in-
luding staff competence, decision-making influence and
oalition functioning, were related to coalition viability.
his suggests that factors external to the coalitions may be
ore important to sustainability of coalition structures than

nternal coalition processes. Factors such as the impetus for
ormation (e.g., external funding opportunity, response to a
ommunity need), history of collaboration, and community
ontext may be more critical for longevity [12]. It may also
e unrealistic to expect communities to sustain all elements
f externally prompted initiatives for extended lengths of
ime. Maintaining coalitions is only one dimension of sus-
ainability of an initiative. Other aspects of sustainability,
ot examined in the current study, include success in secur-
ng funding for the coalition’s effective programs, and suc-
ess in maintaining coalition principles and values, connec-
ions and capacity, and program effects [44].

This research has several limitations. First, the study was
ross-sectional, making it difficult to infer causality. Sec-
nd, response rates varied significantly across the coalitions,
anging from 51.4% to 100% among the coalitions included
n the main analyses. Those not responding to the survey
ay have different perceptions of the coalitions and the

ssociated accomplishments than did those completing the
urvey. Third, data were collected only from active coalition
embers; this may have biased results in a positive direc-

ion because less satisfied members may have left the coa-
itions. Fourth, data were self-reported and some measures
ere limited in scope. For example, satisfaction was limited

o satisfaction with the planning process. Fifth, coalitions
ppeared to be at various stages of development; some were
everal years old and fairly stable, others were newly
ormed or recently restructured. Finally, several different
ypes of collaborative arrangements existed within the coa-
itions examined. It may be that relationships unique to
ifferent types of structures were masked by analyzing all
tructures collectively as coalitions.

This study has implications for research and practice.
he findings that staff competence, influence in decision-
aking, and coalition functioning are related to perceived

ccomplishments suggest that careful attention must be paid
o establishing and maintaining coalition processes and
tructures. Coalition leaders and staff should strive to in-
olve members in making decisions, define roles clearly,
xhibit strong communication, emphasize work and com-
letion of tasks, and foster strong working relationships
ith lead agencies. Important staff competencies and prac-

ices include experience in relevant health issues, sharing of
nformation, assisting partners in implementing programs

nd obtaining resources, and maintaining relationships be-
ween members. Regular self-assessments could help coa-
itions monitor some of these key processes and make ad-
ustments as needed. Many such self-assessment tools exist
nd typically cover: shared vision and goals, structure, in-
lusivity and participation, shared decision-making, effec-
ive communication, facilitative leadership, and effective
eeting management, among other topics [45–47].
Additional research is needed to examine relationships

mong coalition processes, intermediate outcomes, and
onger-term outcomes such as changes in policies, pro-
rams, practices, and, ultimately, behavior and health status.
ongitudinal qualitative research on coalitions would also
e useful, to shed light on how coalitions evolve through
tages of development and recycle through stages, and the
vents that trigger such movement. Further research is also
eeded to examine how variables such as history of collab-
ration, geographic setting, target area, grassroots involve-
ent, and number of funding sources influence coalition

ffectiveness and sustainability. Research on various mod-
ls of collaboration is needed to provide guidance on the
ypes of collaborative approaches that are most appropriate
n various contexts. A deeper understanding of coalitions
nd the circumstances in which they are preferred over other
pproaches to community-based health promotion would
reatly advance our health promotion efforts, including pro-
otion of positive youth development and teen pregnancy

revention.
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