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Abstract Community coalitions are a prominent organiza-
tional structure through which community-based substance
abuse prevention efforts are implemented. There is little em-
pirical evidence, however, regarding the association between
coalition attributes and success in achieving community-level
reductions in substance abuse behaviors. In this study, we
assessed the relationship between coalition capacity, based
on coalition coordinator responses to 16 survey items, and
reductions in underage drinking prevalence rates. The coali-
tions were funded through the federally sponsored Strategic
Prevention Framework State Incentive Grant (SPF SIG). We
first examined whether coalition capacity increased over the
life of the projects. Mean capacity scores increased for all 16
capacity items examined (N=318 coalitions), the majority of
which were statistically significant. Analysis of the associa-
tions between capacity and reductions in underage drinking
was limited to coalitions that targeted underage drinking and
provided usable outcome measures based on student survey
data for either past 30-day alcohol use (N=129) or binge
drinking (N=100). Bivariate associations between the capac-
ity items and prevalence reductions for each outcome were
consistently positive, althoughmany were not statistically sig-
nificant. Composite measures of correlated items were then
created to represent six different capacity constructs, and in-
cluded in multivariate models to predict reductions in the
targeted outcomes. Constructs that significantly predicted

reductions in one or both outcome measures included internal
organization and structure, community connections and out-
reach, and funding from multiple sources. The findings pro-
vide support for the expectation that high functioning commu-
nity coalitions can be effective agents for producing desirable
community-level changes in targeted substance abuse
behaviors.
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In recent decades, multicomponent community-based inter-
ventions targeting health outcomes have become a prominent
vehicle for addressing a variety of public health issues. The
earliest of these large prevention-oriented interventions fo-
cused on cardiovascular disease, and included the Stanford
Three-Community (Stern et al. 1976) and Five-City
(Farquhar et al. 1990) projects, the North Karelia Project
(Puska et al. 1985), the Minnesota Heart Health Program
(Luepker et al. 1994), and the Pawtucket Heart Health
Program (Carleton et al. 1995). These projects suggested
that multicomponent preventive interventions implemented
in broad segments of the community could have
measureable and sustained impacts on population health
indicators (Winkleby et al. 1996).

Over time, the use of community-based strategies
was extended to other behavioral health issues, includ-
ing substance abuse prevention. Lessons learned from
early trials in which highly prescribed interventions
were implemented with tight control, such as the
Midwestern Prevention Project (MPP) (Pentz et al.
1989) and Project Northland (Perry et al. 1996) led
to subsequent interventions in which community-based
organizations, often operating as coalitions representing
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multiple sectors from within the community, were di-
rectly involved in planning and executing these projects
(Roussos and Fawcett 2000; Wandersman and Florin
2003). These projects include both researcher-initiated
studies conducted primarily to test the effectiveness of
specific approaches, as well as several large-scale initia-
tives to which evaluation components were added.
Given the widespread promotion and popularity of coa-
lition-based projects, it is safe to say that community
coalitions now play a central role in the dissemination
and implementation of substance abuse prevention ef-
forts across the US. Community Anti-Drug Coalitions
of America (CADCA) reports that over 5000 coalitions
are members of its national network.

Are Community Coalitions Effective?

Although coalitions are a popular structure for delivering sub-
stance use prevention interventions in community settings,
evidence for their effectiveness has been inconsistent.
Evaluation results from large-scale substance abuse preven-
tion initiatives involving community coalitions such as
Fighting Back (Hallfors et al. 2002), A Matter of Degree
(Weitzman et al. 2004), Center for Substance Abuse
Prevention (CSAP)’s Community Partnership Program (Yin
et al. 1997), SAMHSA’s Drug Free Community Support
Program (ICF International 2012), the Enforcing Underage
Drinking Laws (EUDL) program (Wolfson et al. 2011), and
various state-level evaluations of the CSAP’s Strategic
Prevention Framework (SPF) (Flewelling et al. 2005;
Collins et al. 2007; Florin et al. 2012), have been mixed, with
positive findings often limited to a subset of the targeted out-
comes or to selected subgroups only. Results from researcher-
initiated projects that included a focus on underage drinking
are similarly mixed. Noteworthy examples of rigorously eval-
uated programs involving community coalitions include the
Community Trials Project (Holder et al. 2000), Communities
Mobilizing for Change on Alcohol (Wagenaar et al. 2000),
Reducing Youth Access to Alcohol (Flewelling et al. 2013),
PROSPER (Spoth et al. 2013), and Communities that Care
(Hawkins et al. 2014). Collectively, the findings substantiate
the common critique that, although popular, the evidence for
the effectiveness of community-based substance abuse pre-
vention coalitions is highly variable and far from definitive
(Wandersman and Florin 2003; Flewelling et al. 2005; Saxe
et al. 2006; Institute of Medicine 2012).

Characteristics of Effective Community Coalitions

Given these mixed findings and the continued ubiquity of
community coalitions in substance abuse prevention, it is

important to identify and understand the factors, both internal
and contextual, that contribute to a community coalition’s
success in achieving its objectives. The term “capacity” has
been used to broadly characterize organizational attributes that
collectively reflect a coalition’s ability to be effective. Indeed,
building state and community capacity was one of the primary
goals for the massive federal SPF State Incentive Grant (SIG)
initiative. As briefly summarized below, efforts to delineate
and measure characteristics of community coalitions that re-
flect their capacity are well represented in the literature.
Research that empirically examines the associations between
attributes used to define coalition capacity and desired chang-
es in health behavior outcomes, however, are extremely
scarce.

It is worth noting that coalition capacity is a different con-
struct than the more general concept of community capacity.
The latter has also received considerable attention in the liter-
ature and pertains to a variety of community-level attributes
that transcend any individual organization (Goodman et al.
1998; Edwards et al. 2000; Chilenski et al. 2007). For the
purposes of the current study, we differentiate coalition capac-
ity from community capacity insofar as the former refers to
characteristics of the organization(s) within the community
charged with coordinating the implementation of specific pre-
vention activities, whereas the latter refers to characteristics of
the broader community in which the intervention is
implemented.

A variety of definitions for coalition capacity have
been proposed. CADCA described coalition capacity as
“the various types and levels of resources that an orga-
nization or collaborative has at its disposal to meet the
implementation demands of specific interventions”
(Community Anti-Drug Coalitions of America 2005, p.
41). CADCA then identified four essential components
of coalition capacity: participation and membership,
leadership, cultural competence, and organizational man-
agement and development. Numerous related and some-
times more elaborate conceptualizations of coalition ca-
pacity have been presented in the literature (e.g.,
Chinman et al. 2005; Zakocs and Edwards 2006;
Butterfoss and Kegler 2009; Yang et al. 2012; Nargiso
et al. 2013; Brown et al. 2012; Shapiro et al. 2013).
Commonly cited attributes across these and other per-
spectives include organizational structure, clearly stated
mission and goals, formalized procedures, efficiency of
operations, inter-organizational connections and commu-
nications, level of member participation, member skills,
member diversity, effective leadership, group cohesion,
community outreach, and resources. Distinctive features
emerge from each of the various treatises as well. For
example, Wandersman et al. (2008) differentiate general
capacity from innovation-specific capacity, a theme that
is further developed and tested by Nargiso et al. (2013).
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Likewise, Brown et al.(2012) identified member participation
benefits and member participation difficulties as impor-
tant and empirically distinct features of community
coalitions.

Regardless of the specific framework, it appears to be gen-
erally agreed that capacity is a multidimensional construct.
Attributes believed to be important determinants of coalition
capacity have been based largely on conceptual justification,
in some cases supported by applying knowledge about orga-
nizations in general to community prevention coalitions.
Furthermore, research has focused primarily on process-ori-
ented, or intermediate, outcomes as indicators of coalition
effectiveness in examining the influence of coalition attri-
butes. Specific outcomes examined include the following:
success in implementation of annual strategic plans (Kegler
et al. 1998), creating system change (Hays et al. 2000), per-
ceived effectiveness by community leaders (Florin et al.
2000), implementing programs and/or policies (Zakocs and
Guckenburg 2007), and adoption of evidence-based programs
(Brown et al. 2010; Shapiro et al. 2015). In the largest such
study identified in the literature, Yang et al. (2012) analyzed
data from 551 substance abuse coalitions and found that coa-
litions with higher levels of capacity (defined as use of essen-
tial decision-making processes, development of quality plan-
ning products, and expanded coalition membership) pursued
more comprehensive strategies than those with lower capacity
levels and reported greater implementation of new programs
and policies.

Studies that have examined the effects of coalition capacity
on distal outcomes such as health behaviors or indicators of
population-level health status are far less common. In their
review of the literature on coalition effectiveness, Zakocs
and Edwards (2006) identified studies published between
1980 and 2004 that examined the effects of coalition attributes
and/or implementation activities on various indicators of ef-
fectiveness. Of the 26 that met the inclusion criteria, 19 mea-
sured various aspects of coalition functioning (i.e., process-
oriented outcomes) as indicators of effectiveness, while only 3
examined changes in community-wide health behaviors or
health status. Unfortunately, those three studies (Hallfors
et al. 2002;Weitzman et al. 2004; SAMHSA 2000) all focused
on measures of the quality or intensity of intervention imple-
mentation, which are more indicative of intermediate out-
comes than underlying organizational attributes reflecting ca-
pacity, and therefore did not directly address the underlying
question that is the focus of this paper.

Community Coalition Capacity in the Context
of the SPF SIG

In 2004, CSAP introduced its Strategic Prevention
Framework (SPF), which is a planning and implementation

model for states and communities consisting of five key steps:
needs assessment, capacity building, strategic planning, im-
plementation of evidence-based programs, policies, and prac-
tices (EBPPPs), and evaluation. To promote adoption of the
SPF for substance abuse prevention efforts, CSAP initiated
the SPF SIG program. Each state, territory, or tribal govern-
ment receiving an SPF SIG was expected to conduct the five
SPF steps at the state level and then again in selected commu-
nities. CSAP funded 21 SPF SIGs in 2004 (cohort I) and an
additional five in 2005 (cohort II). Additional awards (cohorts
III, IV, and V) have been made in subsequent years. This
initiative has now provided funding to all 50 states and a
number of other jurisdictions including US territories and trib-
al governments, which in turn have funded community-based
organizations, primarily coalitions, to build their prevention
capacity and then plan and implement prevention strategies
locally. An explicit goal of the SPF SIG was to build preven-
tion capacity and infrastructure at the state and community
levels.

The SPF SIG initiative also emphasized the importance of
achieving population-level reductions in targeted substance
use behaviors among the funded communities. Although
states varied with respect to how prescriptive they were in
specifying the interventions to be implemented by community
grantees in pursuing this goal, most states either required or at
least emphasized the use of evidence-based and environmen-
tal strategies. Guidance to states and communities regarding
the criteria for determining that an intervention is evidence-
based was provided by Center for Substance Abuse
Prevention (2009), although the criteria are admittedly broad
and open to interpretation. Although it is unknown how care-
fully the criteria were applied, 69 % of all interventions were
reported by the community grantee coordinators as being ev-
idence-based. With respect to the types of interventions im-
plemented, process data collected from cohorts I and II states
(Buchanan et al. 2010) showed that 44 % of all interventions
implemented by funded communities were classified as envi-
ronmental strategies, followed by information dissemination
(16 %), preventive education (16 %), community-based pro-
cesses (14 %), and alternative drug-free activities (8 %). In
addition to considering the research evidence for the effective-
ness of interventions, other criteria used by communities in
selecting interventions included their capacity to implement
them, costs, and fit of the interventions with the demographics
of the community. The mean number of interventions imple-
mented per community was five.

The SPF SIG and its national evaluation provide a unique
opportunity to examine attributes of community coalitions and
whether these attributes contribute to their effectiveness in
reducing targeted outcomes. The SPF SIG may have been
the first large-scale national substance abuse prevention initia-
tive to fund community-based prevention efforts that also put
a strong emphasis on the collection and cross-site analysis of
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outcome measures representative of the populations in the
covered communities. The purpose of the study is to examine
data from a relatively large N of community coalitions, col-
lected as part of the SPF SIG cohorts I and II cross-site eval-
uation, in order to (1) assess whether and to what extent coa-
lition capacity increased during the timeframe of their SPF
SIG funding and (2) whether aspects of coalition capacity
are correlated with success in reducing selected substance
abuse outcomes, in this case, measures of underage drinking.

Methods

Description of Sample

A total of 452 community-based grantees in 26 states provid-
ed data for the cross-site evaluation. Of those, 318 grantees in
24 states defined themselves as community-based coalitions,
and were responsible for planning and implementing SPF
SIG-funded intervention activities in their communities. It is
these 318 coalitions that provide the base sample for the pres-
ent analyses. Other grantees were typically single community-
based agencies such as community-based non-profit social
service organizations (32 %), local government offices
(24 %), or hospitals and other community health care pro-
viders (23%). For assessing the associations between capacity
measures and outcomes, the sample was further limited to
coalitions that both targeted underage drinking and provided
pre-and post-intervention outcome measures for either any
past 30-day alcohol use (N=129) or past 30-day binge drink-
ing (N=100) by students in some or all grade levels 6 through
12. Underage drinking was the most common priority selected
across SPF SIG states and communities and therefore was the
best choice of outcomes for providing a sufficient sample size
for the planned analyses. The 129 coalitions providing out-
come data on any alcohol use were drawn from 13 states, with
the number of coalitions per state ranging from 1 to 19. The
100 coalitions providing data on binge drinking were from 10
states. Most of these coalitions (88 coalitions from nine states)
were also in the N=129 sample. The additional 12 coalitions
were from one state that provided outcome measures on binge
drinking but not any alcohol use.

Data Sources and Measures

Coalition attributes

Community grantees submitted extensive process evaluation
information twice a year for 3 years, for a total of six rounds,
starting in the spring of 2008, through a Web-based tool re-
ferred to as the Community Level Instrument (CLI). Data
obtained through the CLI included background items about

the grantee and process data pertaining to each step of the SPF.
Most coalition capacity measures analyzed for this study were
part of the “coalition sub-form,” which contained capacity
measures specific to community coalitions and was completed
by grant coordinators who self-identified their organizations
as coalitions.

Table 1 provides the capacity measures used in the analy-
ses. The measures have been organized according to the broad
category (or domain) of organizational capacity to which they
appeared to pertain conceptually. Also shown in the table are
the labels used in subsequent tables to identify the measures,
the wording1 of the specific CLI items used, and the response
options and corresponding numerical values used in the anal-
yses. Three items (coalition needs more structure to be effec-
tive, there is not enough follow-through, coalition does not
monitor whether there is follow-through) were reverse coded
so that higher values represent higher capacity for all items
used in the analyses.

For each community, a baseline and follow-up value was
determined for each item. Baseline values were defined as the
value from the first round for which a valid response was
provided, as long as a valid response was also provided in at
least one subsequent round. Likewise, follow-up values were
determined by using the value from the last round for which
data were available, provided that community provided a valid
response on at least one previous round. As noted in the table,
exceptions were made for three items that reflect activities that
could vary from one round to another based on project needs
and therefore are not necessarily expected to show progress
over time. These items were converted to cumulative counts
of the number of unique response options provided across all
rounds (e.g., the number of different community groups
targeted for raising awareness at any time throughout the pro-
ject). The absence of valid responses to items for any particu-
lar round was due primarily to either community grantees not
yet being operational at the time data were due, or community
grantees not self-identifying as a coalition for one or more
rounds and therefore not being directed to the coalition sub-
form. The majority of coalitions (61 %), however, provided
capacity measures for all six rounds of the CLI.

Outcomes

The community-level outcome data analyzed for this study
were derived from student surveys conducted in middle and/
or high schools. Because the survey data inmany states are not
publically accessible, or require specialized knowledge and
procedures to extract the data, the cross-site project relied on

1 For most measures, their exact definition is apparent from the informa-
tion provided in Table 1. For measures based on counts, however, the
specific elements that contribute to each measure are not listed. This
information is available in the CLI instrument, which can be obtained
from the corresponding author.
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the SPF SIG evaluators for each state to obtain, assemble, and
submit their state’s community outcome data. The surveys that
generated the data are typically used by states and communi-
ties for a variety of purposes, and are generally designed to
provide estimates at either the community or school district
level. As such, most are based on large samples or censuses of
students and are well suited to provide community-level out-
come measures as needed for evaluation of initiatives such as
the SPF SIG. For the 141 communities contributing outcome

data for the analyses reported here, the mean student-level
response rate for the student surveys (defined as the actual
number of respondents divided by the target sample size)
was 73.6 %.

Outcome measures in the form of prevalence rates were
reported either annually or biannually, depending on the stu-
dent survey used. The majority of states employed student
surveys that are conducted every 2 years. The student survey
measures were based on items inquiring about any use of

Table 1 Capacity measures and measurement scales

Capacity domain Label Survey item Scale

Mission/vision Has a clear vision and focus The coalition has a clear vision and focus 1 = strongly disagree; 5 = strongly agree

Organizational
structure

Broad-based, diverse
membership

The coalition has a broad-based, diverse
membership that represents the various
groups and organizations involved in
substance use prevention

1 = strongly disagree; 5 = strongly agree

Needs more structure to be
effective

The coalition needs more structure in order to
be effective

1 = strongly agree; 5 = strongly disagree

Responsibilities are fairly and
effectively delegated

Responsibilities among coalitionmembers are
fairly and effectively delegated

1 = strongly disagree; 5 = strongly agree

Leadership Leader is a paid position Is the leader of the coalition a paid position? 0 =No; 1 =Yes

Has collaborative leadership The community coalition has a collaborative
leadership

1 = strongly disagree; 5 = strongly agree

Tracking and
follow-through

Not enough follow-through There is too much talking and not enough
follow-through with actions

1 = strongly agree; 5 = strongly disagree

Has a process for tracking
decisions

The coalition has a process for tracking
decisions

1 = strongly disagree; 5 = strongly agree

Does not monitor whether
there is follow-through

The coalition does not monitor whether or not
there is follow-through on decisions

1 = strongly agree; 5 = strongly disagree

Community
connections
and outreach

Number of keya partners Have you partnered with (group name)? Number of partners identified from a
list of 8 potential key partners
(maximum value = 8)

Number of total partners Have you partnered with (group name)? Number of partners identified from a
more comprehensive list of 16
potential partners (maximum
value = 16)

Number of groups targeted for
raising awarenessb

Indicate which community members and/or
groups you are focusing your awareness
raising efforts on

Number of unique members/groups
selected across all waves (maximum
value = 16)

Number of mediums used to
raise awarenessb

Indicate the activities that are being conducted
to raise awareness

Number of unique mediums selected
across all waves (maximum
value = 5)

Data
infrastructure

Number of data sources used
for assessmentb

Indicate below the types of data you used in
conducting your needs and resources
assessment and indicate if the data were
provided to you by the State Epidemiology
and Outcomes Workgroup

Number of unique data sources used
across all waves (maximum
value = 12)

Cultural
competence

Has a written cultural
competence policy

Indicate the areas in which you, as the
community partner, have formal, written
policies and practices in place to address
cultural competence

0 = no areas selected; 1 = at least one
area selected

Funding and
sustainability

Has funding from other
sources

Do you currently receive alcohol, tobacco, or
other drug prevention funding from sources
other than the SPF SIG Initiative?

0 =No; 1 =Yes

a Key partners are youth groups, parent/family/caregiver groups, business community, media, schools, youth-serving groups, law enforcement, and local
government agencies
bMeasures were defined as cumulative counts of unique (i.e., unduplicated) response options across rounds rather than discrete values for each round
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alcohol in the past 30 days (any use) and about whether five or
more drinks were consumed on a single occasion within the
past 30 days (binge drinking). Slight variations in the wording
of the items were noted across the various surveys used, al-
though many of the states used standard items from national
surveys such as the Youth Risk Behavior Survey (YRBS). The
measures were aggregated across years in order to produce a
single pre-intervention data value and a single post-
intervention value for each community. Pre-intervention years
were defined as the two most recent survey years up to and
including the year in which community residents were first
exposed to SPF SIG intervention activity, and post-
intervention years were defined as the first two survey years
following the first year of exposure to SPF SIG intervention.
For some communities, however, only a single survey year
was available for calculating the pre-intervention or post-
intervention values. The average time interval between pre
and post measurements, calculated as the difference between
the pre-intervention year and post-intervention year mid-
points, was 2.9 years (SD=0.85) for any alcohol use and
3.0 years (SD=0.94) for binge drinking.

Change scores for the two outcomes of interested were
calculated as the pre-intervention prevalence value minus the
analogous post-intervention value, thereby making higher
positive change scores desirable. Across the 129 coalitions
targeting underage drinking that had pre- and post-
intervention measures for any alcohol use, the change scores
ranged from −12.2 (i.e., a 12.2 percentage point increase) to
15.0 (a 15.0 percentage point decrease). The mean value was
2.9 (SD=5.3). For binge drinking (n=100), the range was
from −9.1 to 11.7, with a mean of 1.2 (SD=5.4). Both mea-
sures exhibited approximately normal distributions with only
modest levels of skewness (−0.39 and −0.58, respectively)
and kurtosis (0.38 and 0.30).

Analytic Procedures

The analyses employed were designed to address the two
primary goals of the study previously specified. For the first
goal, which was to assess whether coalition capacity increased
over time, the baseline and follow-up mean item values are
reported for each capacity measure for which an assessment of
change over time was appropriate. A change score was then
calculated for each capacity measure, defined as the difference
between the mean follow-up and mean baseline values (i.e.,
follow-up minus baseline, thereby again ensuring that positive
values reflect desirable change). To determine the statistical
significance of the changes over time, we first examined the
within-community correlations between the baseline and
follow-up values for each measure. Because all correlations
were at least moderate, ranging from 0.47 to 0.78, the use of a
paired t test was appropriate for this purpose.

To test the significance of the relationships between capacity
items and reductions in alcohol use and binge drinking preva-
lence rates (study goal 2), we employed a mixed model regres-
sion approach using SAS Proc MIXED, with state as a random
effect to accommodate non-independence of community-level
measures within state. The post-test capacity item scores were
used as the predictors for these analyses, as theywere assumed to
better reflect coalition capacity levels during the period when
intervention activities were at peak levels of implementation
(i.e., generally in the last year of the grants). An initial analysis
was conducted in which each capacity item was examined in a
separate model with no covariates, thereby providing an over-
view of the bivariate associations between the items and the
outcome measures. We also examined the effect of an overall
composite capacity score, calculated as themean of the standard-
ized values across all the individual capacity items as shown in
Table 1. Although numerous bivariate relationships were tested
both for this analysis and the pre-post change analysis described
previously, the purpose of these analyses was to explore the
overall pattern and strength of the relationships observed rather
than definitively assess the statistical significance of any partic-
ular association. For that reason, no adjustment for the number of
tests conducted was applied to the significance levels reported.

We then ran models assessing all capacity measures simul-
taneously in order to identify features that independently pre-
dicted each of the two outcomes. To make the models more
parsimonious and avoid potential multicollinearity issues, we
first conducted a factor analysis, using principle component
extraction and varimax rotation, to identify subsets of items in
which the items were highly interrelated. The results of the
analysis, conducted using all 318 coalitions, supported the
conceptual domains into which the items were initially cate-
gorized as shown in Table 1, with three exceptions. First,
“paid coalition leadership” was categorized as a separate
single-item construct because it was only mildly correlated
with the other leadership item and with the other capacity
items. The other leadership item (“coalition has collaborative
leadership”), was assigned to the organizational structure con-
struct. Second, items associated with mission/vision, organi-
zational structure, and tracking and follow-through were all
moderately inter-correlated (with correlations ranging from
0.33 to 0.58) and loaded on the same factor. We therefore
combined these domains into a single construct we labeled
“internal organization and structure.” Third, because the num-
ber of key community partners and total number of partners
were very highly correlated (r=0.86), only the number of key
partners was used to calculate the construct score for commu-
nity connections and outreach. Scores for the six constructs
were calculated as the mean value of the standardized items
comprising each construct.2 As anticipated, the correlations

2 For internal organization and structure, the score was the mean value of
its three component domain scores.
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among the six resultant capacity construct scores were all
relatively small, the highest being 0.25, indicating that no
further consolidation of capacity items was necessary. For
each outcome measure, scores for all six capacity constructs
were entered simultaneously into a mixed model regression.
Community population size, represented as the square root of
the total population in order to reduce the influence of large
outliers, was included as a covariate. Due to the exploratory
nature of these analyses, “marginally” significant effects (i.e.,
p<0.10) are noted as such in the text. To achieve greater
precision in the estimates, the full models were then reduced
by removing predictors using a stepwise elimination proce-
dure if they did not attain a significance level of at least
p<0.10.

Results

The baseline and follow-up mean scores and associated stan-
dard deviations for each capacity item, across the 318 com-
munity grantees that self-identified as coalitions, are presented
in Table 2. The items have been grouped according to the six
revised constructs as explained earlier. Also shown are the
change scores, t test statistics, and p values. Themean capacity
score across the coalitionsmoved in a favorable direction from
baseline to follow-up for all items examined. Additionally, the
change was significant at the p<0.05 level in all cases except

for the percentage reporting that the leader of the coalition was
a paid position. Although changes in the mean values for the
items based on 5-point rating scales appear to be modest,
changing only one or two tenths of a point, the relatively small
standard deviations for these items and strong pre-post corre-
lations contributed to the finding that even small shifts in
perceptions were statistically significant.

Before assessing the associations between capacity mea-
sures and outcomes, we examined whether the 141 coalitions
included in these analyses differed from the 177 coalitions that
either did not target underage drinking or did not provide the
necessary outcome measures needed for the analysis.
Coalitions included tended to serve smaller communities, as
the mean population size of these communities was 71,000
residents, significantly lower than 137,000 for the communi-
ties not contributing to the analysis (p=0.004).With respect to
coalition capacity constructs, those included in the analysis
were less likely to have a paid leader (p=0.022) and also
had marginally higher scores on community connections and
outreach (p=0.053). Differences on the other four capacity
constructs were negligible and statistically non-significant.

With respect to the bivariate associations between capacity
items and outcomes, 29 of the 32 associations examined were
positive, thereby depicting a fairly consistent pattern of posi-
tive associations between higher capacity and larger decreases
in current and binge alcohol use over time. Of the three neg-
ative correlations, all were small and non-significant, whereas

Table 2 Changes in capacity item values over time (n= 318)

Capacity construct Measure Pre mean
(SD)

Post mean
(SD)

Mean
differencea

t statistic
(df)

p value

Internal organization and
structure

H as a clear vision and focus 4.4 (0.7) 4.6 (0.6) 0.17 3.83 (317) <0.0001

Broad-based, diverse membership 4.1 (0.8) 4.2 (0.8) 0.10 2.49 (317) 0.0133

Needs more structure to be effective 3.3 (1.1) 3.4 (1.1) 0.13 2.24 (317) 0.0258

Responsibilities are fairly and effectively
delegated

3.6 (0.9) 3.8 (0.8) 0.17 4.60 (317) 0.0002

Has collaborative leadership 4.3 (0.7) 4.4 (0.7) 0.09 2.58 (317) 0.0104

Not enough follow-through 3.6 (0.9) 3.8 (0.9) 0.20 3.96 (317) <0.0001

Has a process for tracking decisions 3.9 (0.8) 4.0 (0.8) 0.16 3.64 (317) 0.0003

Does not monitor whether there is follow-
through

3.9 (0.8) 4.1 (0.7) 0.15 3.80 (317) 0.0002

Paid leadership Leader is a paid position (%) 62.1 (48.6) 62.4 (48.5) 0.32 0.18 (313) 0.8578

Community connections and
outreach

Number of key partners 5.7 (1.8) 6.8 (1.4) 1.10 11.52 (314) <0.0001

Number of total partners 9.6 (3.1) 11.5 (2.7) 1.85 11.73 (314) <0.0001

Number of groups targeted for raising
awarenessb

– 12.2 (2.5) – –

Number of mediums used to raise
awarenessb

– 4.0 (0.8) – –

Data infrastructure Number of data sources used for assessmentb – 8.8 (2.3) – –

Cultural competence Has a written cultural competence policy (%) 28.0 (45.0) 41.8 (49.4) 13.84 5.18 (317) <.0001

Funding and sustainability Has funding from other sources (%) 63.7 (48.2) 71.9 (45.0) 8.20 3.47 (316) 0.0006

a Computed as post mean minus pre mean
b Cumulative values are reported in the post-test column
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eight of the positive associations were statistically significant
at the p<0.05 level and five more were marginally significant
(p<0.10). The composite capacity score was a stronger pre-
dictor of reductions in both any alcohol use and binge drinking
than any of the individual measures, significant at the
p<0.001 level for both outcomes.

Summaries of both the full and the reduced mixed model
regressions for each of the two outcome measures examined,
using the six construct scores along with population size as
predictors, are provided in Table 3. The full model for
predicting reductions in any alcohol use prevalence identified
three statistically significant predictors. As expected, higher
scores on internal organization and structure (p=0.039) and
community connections and outreach (p=0.011) were both
related to greater reductions in any alcohol use. Contrary to
expectation, data infrastructure, as measured by the number of
different data sources used for assessment purposes, had a
negative effect on reductions on any alcohol use prevalence
(p=0.029). The significance levels for these effects did not
change appreciably and no additional statistically significant
effects emerged after dropping constructs that were not signif-
icant at the p<0.10 level.

For predicting declines in binge drinking rates, two predic-
tors exhibited a marginally significant positive effect in the
full model: internal organization and structure (p= 0.099)
and funding and sustainability (p= 0.088). In the reduced
model, the significance probability level for internal organiza-
tion and structure improved to p=0.031.

Although community population size was positively associat-
ed with declines in both alcohol use and binge drinking, it was
not a statistically significant predictor for either outcome. Finally,
even though statistically significant predictors were identified in
both models, the percentage reduction in the error variance at-
tributable to the predictors included (which has an interpretation

similar to R2) was 10.8 % for the any alcohol use reduced model
and 7.6 % for the binge drinking reduced model.

Discussion

The findings presented here addressed two distinct research ques-
tions. The first, regarding whether coalition capacity in SPF SIG-
funded communities increased over the life of their projects,
reflected the explicit goal of the SPF SIG initiative to increase
prevention capacity in states and communities. Previously pub-
lished findings from the cross-site evaluation of SPF SIG cohorts
I and II have demonstrated that state-level capacity did increase
during the grant periods (Orwin et al. 2014) and continued to
show improvement 1 year following the conclusion of each grant
(Edwards et al. 2015). Findings from the study reported here
confirmed that capacity of community-based coalitions also in-
creased during the timeframe in which they were funded. The
enhancements were surprisingly robust in the sense that signifi-
cant increases in mean capacity scores across the 318 coalitions
were observed for 15 of the 16 items used to tap various aspects
of coalition capacity. The single capacity item that showed basi-
cally no change was the yes/no item regarding whether the coa-
lition leadership was a paid position. This made sense given that
the funding from the state agencies to the community grantees
was generally fixed over the life of the community grants, which
in turn encouraged grantees to structure their budgets similarly in
each year of their grant. Unfortunately, no further data were
collected from coalitions after the conclusion of the SPF SIG
grants, so it is unknownwhether these coalitionsmaintained their
increased levels of capacity after their SPF SIG funding ended as
was the case for the state-wide prevention systems.

The second question addressed in this study was whether,
and to what degree, measures of coalition capacity are

Table 3 Full and reduced model
results for predicting reductions in
any alcohol use and binge
drinking prevalence rates

Any use (n= 129) Binge drinking (n = 100)

Full model Reduced model Full model Reduced model

Predictors B p B p B p B p

Capacity constructs

Internal organization and
structure

1.491 0.0386 1.586 0.0232 1.071 0.0991 1.363 0.0307

Paid leadership 0.201 0.6777 – – 0.728 0.2006 – –

Community connections
and outreach

1.992 0.0106 2.162 0.0050 0.824 0.2618 – –

Data infrastructure −1.114 0.0285 −1.091 0.0292 0.251 0.5790 – –

Cultural competence 0.401 0.3945 – – −0.012 0.9784 – –

Funding and
sustainability

0.580 0.2046 – – 0.818 0.0876 0.868 0.0643

Covariate

Community population
size

0.003 0.4398 – – 0.004 0.1705 – –
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independently associated with the reductions achieved in two
population-level measures of the most commonly targeted
outcome, underage drinking. One notable feature of the find-
ings addressing this question was the pattern of consistently
positive bivariate relationships observed. Disregarding signif-
icance levels, 14 of the 16 associations between capacity items
and reductions in any past 30-day use of alcohol, and 15 of the
16 associations of these items with binge drinking, were pos-
itive. Even though many of these associations were individu-
ally not statistically significant, the overall pattern of almost
all associations examined being positive was suggestive of an
overarching, if modest, association between coalition capacity
and success in achieving desired behavioral changes in the
target populations. This inference was further supported by
the highly significant associations observed between the com-
posite capacity measure and each of the two outcomes.3

The regression modeling results were helpful in identifying
certain aspects of coalition capacity that are associated with reduc-
tions in underage drinking prevalence. In order to do so, it was first
necessary to combine individual measures into empirically sup-
ported composites. In particular, the data supported the concept of
internal organization and structure as being a key coalition attribute
comprising multiple interrelated features such as clarity of its mis-
sion, collaborative leadership, diverse membership, fair delegation
of responsibilities, and procedures for ensuring follow through of
plans. This construct was the only one found to be a significant
predictor of reductions in both any alcohol use and binge drinking.
The other capacity constructs found to positively predict preva-
lence reductions for one or the other targeted behavior were com-
munity connections and outreach, and diversity of funding
sources. Both have been identified in the literature as potentially
important characteristics of effective coalitions, and in that regard,
the finding of their association with prevalence reductions in the
targeted behaviors was not unexpected. Paid versus unpaid coali-
tion leadership and cultural competence do not appear to have
received as much attention in the literature, and were not found
to be significant predictors of the outcomes assessed here. Clearly,
however, the limitations of our single-item measure of cultural
competence may have mitigated the likelihood of finding a signif-
icant effect for this construct. The negative association observed
between data infrastructure (i.e., the number of data sources used
for assessment) and reductions in any alcohol use was unexpected,
and for which no explanation is readily apparent.

The associations reported here are not particularly strong, as
indicated by the relatively small reductions in the error variance
attributable to the capacity measures. With respect to specific ef-
fects tested, differences of one standard deviation in the statistically
significant capacity measures were found to be associated with

greater declines in prevalence rates of roughly between 1 and 2
percentage points for the two outcomes examined. Because these
are population-level outcomes, however, even small reductions in
prevalence such as those observed here are of public health signif-
icance. Furthermore, the fact that statistically significant associa-
tions were observed at all is remarkable considering that the ca-
pacity data and the outcome measures were derived from two
entirely different data sources. It is unlikely that coalition coordi-
nators were biased or otherwise influenced in how they responded
to the capacity items by knowledge of their post-intervention out-
come data, given the specificity of the capacity items and the lag
that typically occurs between when student surveys are conducted
and when community-level estimates from those surveys become
available.

How well the findings from this study generalize to other pre-
vention initiatives and contexts is uncertain. The SPF SIG was
implemented across states with substantial flexibility regarding
which interventions community grantees implemented. Although
there was an overarching emphasis on the achievement of
population-level change, the funding levels, training and technical
support, and requirements placed on community grantees by the
state agencies varied from state to state. It is therefore reasonable to
assume that the primary findings from this study would be robust
with respect to how they might apply to a variety of other initia-
tives and fundingmechanisms that support coalition-based preven-
tion activities. Clearly, however, if the sponsoring agency for a
multi-community initiative or project applies an overall strategy
and a set of requirements and expectations that are inherently
ineffective, even the highest functioning coalitionsmay be stymied
in reaching their objectives. This concern is reflected in the mixed
findings from coalition-based projects identified earlier in this pa-
per, and emphasizes the need for well-conceived and conceptually
sound overall approaches supported by appropriate levels of
funding and high quality training and technical assistance to com-
munity grantees (Florin et al. 2012).

Certain limitations to the study methodology should be kept
in mind in interpreting the findings just discussed. The findings
are based on correlational evidence rather than effects produced
through experimentally manipulated variables, and therefore, de-
finitive attribution of causality in the associations between capac-
ity and outcomes achieved is unwarranted. Nevertheless, the
associations observed certainly are consistent with a causal inter-
pretation, especially as no other obvious explanations leap to the
forefront and because many other studies have identified inter-
mediate outcomes that conceptually mesh with the operation of a
causal mechanism (e.g., the finding from previously cited studies
that coalitions with higher capacity implement more evidence-
based strategies). The capacity measures used are subject to two
potential limitations. First, they are based solely on the responses
of the coalition coordinator, which could be biased towards a
more positive assessment thanwarranted. Second, the study used
a relatively small and previously untested set of capacity mea-
sures. The measures analyzed do not provide a comprehensive,

3 In addition, regression models that tested all the capacity measures
simultaneously showed that the entire set was highly significant
(p < .001) in predicting changes in both outcome measures (detailed find-
ings not shown).
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psychometrically validated, and theoretically driven assessment
of all potentially important aspects of coalition capacity.
Coalition coordinator and member knowledge and experience,
for example, would seem to be potentially important aspects of
coalition capacity. Further analyses with other data sets would be
useful to help confirm or refine the constructs identified here, as
well as identify other potentially important aspects of coalition
capacity.

Results from this study demonstrated that community coali-
tion capacity, evenwhen assessedwith a limited set of items, was
associated with the level of reductions achieved in a targeted
population-level outcome— in this case, underage drinking.
This finding represents a significant step forward in
community-based prevention research, increasing confidence
that attention to coalitions’ organizational capacity is warranted
and suggesting that successful efforts to increase coalition capac-
ity may have a meaningful influence on their effectiveness. More
specifically, organizational capacity, as applied to community
prevention coalitions, is not just an abstract term, but it can be
measured, enhanced over time, and it is a significant predictor of
a coalition’s level of success in achieving community-level pre-
vention outcomes. Furthermore, certain aspects of capacity ap-
pear to drive the association and therefore suggest attributes that
warrant heightened attention in efforts to build and maintain
coalition capacity. These include awell-organized and effectively
managed internal structure, strong community connections and
outreach, and multiple funding sources. Left unanswered from
this study are the mechanisms through which coalition capacity
is linked to success in achieving the desired population-level
outcomes. Among the possible explanations, the choice of inter-
ventions implemented and the quality or intensity of their imple-
mentation would seem to be likely candidates worthy of future
research.
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