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ABSTRACT
APPLYING DOSE-RESPONSE THEORY TO COALITION TRAINING:
UNDERSTANDING THE RELATIONSHIP BETWEEN TRAINING DOSAGE AND
COALITION CAPACITY FOR COMMUNITY PROBLEM SOLVING FOR
SUBSTANCE ABUSE PREVENTION
By
Evelyn Yang

Coalitions are common vehicles to reduce substance abuse on a population-wide
scale. Coalitions bring together diverse community representatives to work
collaboratively toward achieving a common goal, and the level of skill, capacity and
effort required for coalitions to be effective is quite substantial. Current emphasis is on
building coalitions to be strong community problem solvers, i.e., local experts with the
tools, knowledge and expertise to eftectively address their own community concerns.
Training has been used to help coalitions develop these skills and knowledge to be
successful. However, one of the limitations with existing training studies is lack of
information on how much training is needed to benefit the coalition. Dose-response
modeling has been used in other fields to understand the relationship between
intervention amount and intervention outcomes.

This study applied dose-response modeling to coalition training provided by a
national training institute to increase understanding of the conditions under which
training can increase a coalition’s community problem solving capacity to successfully
prevent substance abuse. A pre- and post-test study design with a control condition was
used to examine the relationship between training and three elements of community

problem solving capacity: coalition internal functioning, comprehensiveness of strategies,

and facilitation of community changes. The following research questions were examined



in this study:
1. Does training improve coalition capacity for community problem solving?
2. What is the nature of the relationship between training dosage and elements of
capacity for community problem solving?
3. Which type of training dosage received is the strongest predictor of each element
of capacity for community problem solving?

This study found that coalitions that have received training have higher post-test
levels of coalition internal functioning than those that have not been trained. Study
findings indicate a weak relationship between training dosage and elements of capacity
for community problem solving. High levels of training frequency, operationalized as the
number of individuals attending more than one training, are associated with greater
coalition internal functioning. The relationship between training and community problem
solving capacity appears to be complex. Other factors including receipt of technical
assistance and transfer of learning from training and technical assistance appear to be

critical elements needed to build a coalition’s capacity for community problem solving.
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CHAPTER 1: INTRODUCTION

Coalitions are collaborative entities comprised of various stakeholders, agencies
and community groups that work together to address a common goal of improving the
health and well-being of its community members and environment. Coalitions are
commonly formed for public health and promotion to address some of the most
challenging problems facing society such as teen pregnancy (Paine-Andrews et al., 2002),
cardiovascular disease and substance abuse (Francisco, Paine, & Fawcett, 1993),
substance abuse prevention (Hallfors, Cho, Livert, Kadushin, 2002; Hingson, Zakocs,
Winter, Rosenbloom, & DeJong, 2005), and child immunization (Butterfoss, 2007). The
fundamental premise of coalition theory argues that this country’s most difficult
problems are unlikely to be solved by a single agency or organization and that a
collaborative response is needed (Lasker & Weiss, 2003).

Complex community health problems require comprehensive, collaborative
solutions in order to achieve benefit for the entire community or targeted population.
This broad degree of change, called population-level change, is the ultimate goal of
coalitions (Roussos & Fawcett, 2000). Population-level outcomes represent changes in
health status, behavior changes in a population sample and improvements in social
indicators of well-being. Examples of population-level improvements in health outcomes
include reductions in rates of domestic violence, decreases in teen pregnancy rates, and
reductions in the incidence and prevalence of substance abuse among youth.

However, population-level outcomes are difficult to achieve. Evaluations of
coalition efforts have shown only a limited impact in modifying behaviors at the

population level (Fawcett et al., 2001; Merzel & D’ Affitti, 2003; Roussos & Fawcett,



2000). Other studies have demonstrated nonsignificant findings, such as the national
evaluation of the Robert Wood Johnson Foundation’s Fighting Back Initiative, a multi-
million dollar coalition initiative targeting substance abuse prevention. The evaluation
found that participating coalitions were unsuccessful at reducing population-level
substance abuse rates (Hallfors, Cho, Livert, Kadushin, 2002). Many comprehensive
reviews of coalition efforts have concluded “only limited empirical evidence exists on
their effectiveness in improving community-level outcomes” (Roussos & Fawcett, 2000,
p- 370). While coalition success stories do exist, they tend to be found in individual case
studies, such as a Midwest coalition’s contribution to reductions in teen pregnancy rates
(Paine-Andrews et al., 2002) and declines in infant mortality rates in an initiative
targeting a high-risk area of Boston (Plough & Olafson, 1994 as cited in Kreuter, Lezin &
Young, 2000). While promising, these study findings are limited in their generalizability
to other settings and issues.

The difficulty in linking coalitions to population-level outcomes has many
proposing the need to examine other more proximal outcomes signifying a coalition’s
success. One of the criticisms made by coalition researchers (Allen, Watt, & Hess, 2008;
Green & Kreuter, 2002; Roussos & Fawcett, 2000) is that much of the previous coalition
research has focused on the direct effect of coalitions on population-level change
variables, such as the Fighting Back study. This has a variety of researchers (Kreuter et
al., 2000; Merzel & D’ Affitti, 2003; Roussos & Fawcett, 2000) suggesting that one of the
reasons for the modest findings of coalition evaluations may be that improvements in
widespread behaviors and community health outcomes are so far downstream that they

are unlikely to be measured within the timeframe of most evaluation studies.



Consequently, efforts need to be made to determine intermediate outcomes that are more
likely to be measured within the timeframe of most evaluations and that coalitions can
affect more directly. By identifying and assessing relevant intermediate outcomes,
success for the coalition field may be redefined in such a way to offer more realistic and
appropriate targets to achieve within a fairly short time frame. Additionally, an improved
focus on coalition intermediate outcomes may also provide a stronger understanding of
the process by which coalitions achieve population-level change (Roussos & Fawcett,
2000).

One core intermediate outcome proposed by Roussos and Fawcett (2000) is
community change, which are new or modified programs, policies and practices brought
about by the coalition related to its mission. Examples of community changes include:
infusing contraceptive information into abstinence only pregnancy prevention
programming, expanding health clinic hours so that community members have better
access to these services, and changing policy to increase the tax paid for tobacco
products. These community changes represent progress toward achieving long-term goals
and can be documented with reliability (Fawcett et al., 1997; Francisco, Paine, &
Fawcett, 1993). Fawcett and colleagues have demonstrated this link in a variety of
empirical case studies, including those of teen pregnancy prevention and substance abuse
prevention coalition efforts. These cases documented the relationship between high
levels of community change and subsequent reductions in the targeted public health
problems (Fawcett et al., 1997; Paine-Andrews et al., 2002). Other researchers agree that
markers of intermediate outcomes toward more distal health outcomes are changes in the

community environment, such as the shifts in programs, policies and practices described



above (Butterfoss, 2007; Kegler, Twiss & Look, 2000). Given the time frame, it was not
possible to see population-level outcomes within the scope of this particular study.
However, as community change agents, coalitions are helping to bring about new and
modified programs, polices and practices that address their mission. Since promise exists
in the role of coalitions as community change agents, further study is needed to determine
how coalitions can become the change agents that facilitate improvements in these
intermediate outcomes. This study examines the role training plays to help coalitions
accomplish these intermediate outcomes (i.e., community changes) indicative of coalition
effectiveness. Specifically, this study investigates how training impacts a coalition’s
ability to facilitate these changes, and whether higher levels of training participation are
associated with greater degree of community changes facilitated by the coalition.
Research examining the relationship between community changes and population-
level outcomes provides some indication that these community changes are important
precursors of improvements in population-level health outcomes. Fawcett and colleagues
(1997; Paine-Andrews et al., 2002) have demonstrated in numerous case studies that
reductions in population-level health outcomes are more likely when a sufficient number
of community changes have been achieved. When coalitions are effective at facilitating
new or modified programs, policies and practices, such as increasing enforcement of
underage drinking laws, increasing availability of contraceptives, and implementing
evidence-based prevention programs, they are more likely to experience population-level
decreases in targeted health outcomes, such as the reduction of teen pregnancy rates and
alcohol-related crashes and fatalities. These studies provide strong examples of

community changes as intermediate outcomes toward population-level outcomes.




However, it is apparent that not all coalitions are successful at facilitating
community changes. Kreuter and colleagues (2000) examined 68 studies of coalition
efforts to change health systems and health status. Of these, only two documented
examples were found where coalitions were likely to have contributed to systems
improvements, such as the establishment of a clinic in a health services initiative for rural
homeless and changes in blood lead testing practices in a lead poisoning initiative.
Hingson and colleagues (2005) reexamined the Fighting Back coalitions in a post hoc
study, studying more closely the number of community changes these coalitions helped
bring about to reduce availability of alcohol and expand access to alcohol treatment. Of
the 12 Fighting Back communities included in this study, the majority were not
successful at changing their community systems at high enough levels to facilitate
population-level reductions in alcohol related crash fatalities.

It is critical, then, to think about how to help coalitions become active community
change agents, engaged in making concerted modifications of programs, policies and
practices in their communities. One approach taken by a large, national training
organization is a community problem solving approach. Community Anti-Drug
Coalitions of America (CADCA) is a national, nonprofit organization whose mission is
“to strengthen the capacity of community coalitions to create and maintain safe, healthy
and drug-free communities.” CADCA houses the National Coalition Institute (Institute)
that has the aim of building more effective community anti-drug coalitions through
training, technical assistance and education. Since its inception in 2002, the Institute has
trained over 2800 coalitions and other substance abuse prevention groups using a

community problem solving for change framework based upon a model developed by the



University of Kansas (Collie-Akers, Fawcett, Schultz, Carson, Cyprus & Pierle, 2007,
Fawcett et al., 2001; Roussos & Fawcett, 2000). This community problem solving
approach puts solution-generation in the hands of the community who are the real experts
on their local issues and the resources they can put into play to address these concerns
(Lasker & Weiss, 2003). The Institute’s community problem solving approach to
substance abuse prevention encompasses a comprehensive theory of change that starts
with building internal coalition functioning and ends with population-level reductions in
substance abuse rates (see Figure 1).

Figure 1. CADCA Institute’s Framework for Effective Community Problem Solving

Strong Coalitions
Coalition Pursuing Facilitating Population
Internal Comprehensive Community - Level
Functioning Strategies Changes Changes

The intent of CADCA Institute training is to improve coalition community
problem solving capacity in the following areas: improving coalition internal functioning,
helping coalitions pursue comprehensive strategies and activities, and helping them
facilitate community changes, which then contribute to population-level changes in
health outcomes. The Fighting Back study (Hallfors, et al., 2002) clearly indicates that
the mere existence of a coalition is unlikely to achieve outcomes. Current research
suggests effective coalitions attune to improving both internal (e.g., coalition operations,
assessment and planning) and external functioning (e.g., interventions and strategies)
(Foster-Fishman, Berkowitz, Lounsbury, Jacobson & Allen, 2001; Stevenson & Mitchell,

2003; Zakocs & Edwards, 2006; Zakocs & Guckenburg, 2007). This model incorporates




both aspects of functioning, also linking them to coalition engagement as community
change agents, an intermediate outcome toward population-level change.

However, becoming a coalition capable of strong community problem solving is
difficult, and efforts must be made to help develop coalitions develop this capacity.
Training is one important tool that has often been used to support coalitions in their
development and success (Butterfoss, Morrow, Webster & Crews, 2003; Florin, Mitchell
& Stevenson, 1993; Quinby et al., 2008). Coalition training is associated with improved
knowledge and skills, such as understanding community risk and protective factors
(Feinberg, Greenberg, Osgood, Anderson & Babinski, 2002) and coalition building and
public policy action (Stevens & Lodl, 1999). Training is recommended as a critical tool
to support coalitions in becoming active community change agents (Roussos & Fawcett,
2000) and appears to be an essential tool for building coalition capacity for community
problem solving. |

While training appears to be necessary and is occurring on a frequent basis, the
coalition field still lacks information about the correct form and function of training
needed to achieve optimal results. Investments in training are costly, requiring both
monetary and human investments. Additionally, extensive research on training
specifically for coalitions has not been conducted. How training is offered and the extent
to which coalitions take advantage of training varies considerably. However, more
detailed, specific information is needed on what amounts of training participation are
critical for coalitions to benefit from training. This study focused on determining the
relationship between different amounts of training and different types of coalition

training outcomes in order to better determine how training can benefit coalitions and



how coalitions can use scare resources to make more informed decisions about how they
access training.

Other fields, such as pharmacology (Calabrese and Baldwin, 2001) and
psychotherapy (Howard, Kopta, Krause, & Orlinsky, 1986) have looked to dose-response
theory to understand if higher amounts of an intervention, such as training, are related to
better outcomes. Dose is a measure of exposure or participation in an activity or
intervention, such as attendance in a youth-focused program to prevent teen pregnancy,
exposure to a media campaign to reduce alcohol and drug abuse, and attendance at a
training event. The link between dose and outcomes has been tested in other fields,
suggesting that higher dose is associated with better outcomes; for example, greater
involvement in an after-school program is related to better grades (Chaput, Little &
Weiss, 2004; Marsh & Kleitman, 2002).

However, dose-response theory has not been applied comprehensively to coalition
training. While coalitions are often trained as part of grant requirements (Department of
Health and Human Services RFA No. SP-09-002), we do not understand how
participation in training should be operationalized. Does greater attendance, as measured
by a greater number of individuals trained within a coalition, lead to greater coalition
capacity for community problem solving? If coalitions send a team of members to a
training, does the coalition reap more benefits than one that sends just a single member?
As of yet, research has not provided answers to these questions. There is little empirical
evidence to enhance understanding of how training dosage should be conceptualized, nor
how varying levels of training dosage relate to coalition outcomes. This study undertook

the first large-scale approach to understanding this relationship and developing a



framework to understand coalition training dosage. Specifically, this study focused on
determining the measures of training dosage that are relevant for coalitions and the
relationship between different types of dosage and a coalition’s capacity for community
problem solving.

This study focused on the role one major training institute plays in helping
coalitions become community problem solvers for population-level outcomes. The
CADCA Institute trains on each aspect of the community solving framework described in
Figure 1, and its training is designed to help coalitions improve their capacity in each
component of the model. Evaluations of the Institute’s model suggest that coalitions
trained by the Institute are more likely to have better internal functioning, be more
comprehensive and engage as community change agents (Foster-Fishman, Law & Ahn,
2008). The relationship between Institute training and coalition achievement of distal,
population-level outcomes has not yet been tested. However, the Institute’s evaluation
findings support the training center’s role in building coalition capacity to achieve
community changes, the intermediate outcome toward population-level outcomes. This
study continued to investigate Institute training and its relationship to building coalition
community problem solving capacity, and attempted to fill a gap in the training literature
by examining more closely how varying levels of training participation relate to different
community problem solving capacity outcomes.

In conclusion, the purpose of this study was to understand how training increases
coalition capacity for community problem solving for population-level substance abuse
prevention by examining the role training participation plays to improve coalition skills

and capacities in different elements of community problem solving. This study examined



how training builds coalition skills and investigated more closely the specific relationship
between training attendance amount and coalition capacity for community problem
solving. If training can build strong coalition community problem solvers for population-
level substance abuse prevention and aspects of training attendance necessary for training
to be successful are defined, then future studies that examine the entirety of the theory of
change depicted in Figure 1 can be carried out (i.e., how community change triggers
long-term benefits in improved behaviors and health indicators). This is necessary to
fully understand how coalitions can be effective vehicles for population-level change and
the key supports needed to build their capacity to do so.
To explicate the relationship between training exposure and coalition community

problem solving capacity, the following research questions were examined in this study:

1. Does training improve coalition capacity for community problem solving?

2. What is the nature of the relationship between training dosage and

elements of capacity for community problem solving?
3. Which type of training dosage received is the strongest predictor of each

element of capacity for community problem solving?
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CHAPTER 2: LITERATURE REVIEW
Coalitions as Mechanisms to Prevent Substance Abuse
Substance abuse is a problem facing each community in America. The
pervasiveness of substance abuse is apparent in how it cuts across racial, socio-economic,
geographic and generational lines (Substance Abuse and Mental Health Services
Administration, Office of Applied Studies, 2008). Results from the 2008 Monitoring the
Future study, an annual survey on in the incidence and prevalence of youth substance use
rates funded by the National Institute on Drug Abuse (NIDA), indicate that past declines
in substance abuse rates are leveling off and researchers are concerned that softening
attitudes among youth on the perceivéd risk and disapproval of marijuana and inhalant
use may predict future increases in usage rates (Johnston, O'Malley, Bachman, &
Schulenberg, 2008). With 47.4% of 12" graders reporting they have used an illicit drug
in their lifetime, 32.1% of 8" graders reporting drinking alcohol in the last year, and
13.8% of 10™ graders reporting using marijuana in the last month, the potential costs of
substance abuse are enormous, especially if efforts are not put into prevention and
treatment. These costs go beyond the individual and their family, affecting society as
well. According to the National Highway Traffic Safety Administration (2008), while
the proportion of alcohol-related traffic fatalities attributable to alcohol has been in
decline in the last 20 years, as of 2005 they were still as high as 33%. Additionally, the
cost of substance abuse to society is staggering; in 1992 the estimated economic cost of
drug and alcohol abuse was $245.7 billion. This includes prevention and treatment costs
as well as costs accrued in the justice and social welfare systems (Harwood, Fountain &

Livermore, 1999).
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Starting in the 1980s, private foundations (Hallfors et al., 2002) and the federal
government (Yin and Kaftarian, 1997) began to put funds into developing local
community coalitions to address the substance abuse epidemic. The core belief behind
this approach was that substance abuse prevention required a collaborative, community-
based solution to change conditions in the community environment, system and structures
that contributed to substance abuse problems (Saxe et al., 1997). Coalitions are “a group
of individuals representing diverse organizations, factions or constituencies who agree to
work together in order to achieve a common goal” (Feighery & Rogers, 1989, p.1). Since
no two communities are alike, the premise of coalitions for substance abuse prevention is
that local, coordinated efforts best address the local, unique needs of the community.
Substance abuse coalitions are comprised of multiple groups of stakeholders, often a mix
of citizens, including youth and parents, service agencies, including prevention and
treatment providers, public health, law enforcement, schools, and community
organizations, including representatives from the faith community, businesses and
volunteer groups. By encouraging collaboration among stakeholders, these coalitions
take a comprehensive approach to addressing substance abuse in their communities.
Recent studies conducted on substance abuse coalitions suggest that most coalitions
appear to be serving rural areas with budgets of less than $200,000 (ONCDP, 2007
Foster-Fishman et al., 2008). Coalitions vary in size from small to large (Butterfoss,
2007) and also in their focus, some focusing solely on substance abuse and others
including it as a priority among larger community health issues (Stevenson & Mitchell,
2003). Substance abuse coalitions are engaged in a variety of strategies and activities,

including implementing evidence-based prevention programs (Collins, Johnson &
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Becker, 2007), providing information about the harms associated with substance abuse
(Florin et al., 1993), and changing local policies to enforce underage drinking laws
(Hingson et al., 2005).

Over time, coalitions have become very popular mechanisms for addressing
substance abuse at the community level (Collins et al., 2007; Florin et al., 1993; Green &
Kreuter, 2002; Hallfors, et al, 2002; Hingson et al., 2005; Stevenson & Mitchell, 2003).
The Drug-Free Communities Support Program (DFC) has funded approximately 1500
coalitions since 1998 (Department of Health and Human Services RFA No. SP-09-002);
the Center for Substance Abuse Prevention will be investing over $38 million dollars to
fund an additional 20 states, territories and tribal entities through their Strategic
Prevention Framework-State Incentive Grants, which requires funding to be dispersed to
communities to implement local, strategic efforts to prevent substance abuse (Center for
Substance Abuse Prevention RFA No SP-09-011); the Community Capacity and
Development Office within the Office of Justice Programs funds Weed & Seed
communities, which are local coalitions engaged in law enforcement and community
mobilization efforts to address both the supply and demand for drugs (Department of
Justice, 2009). Whiie the investment into substance abuse coalitions has been substantial,
it represents a small portion of the overall federal budget. Regardless, much attention has
been placed on coalitions as solutions to prevent substance abuse problems in this
country. Even with comparably limited resources in comparison to substance abuse
treatment and interdiction (Carnevale Associates, 2008), the spotlight on coalitions is
intense.

Consequently, the bar for coalition success is set high. Coalitions are considered
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a “population strategy”, targeting an entire community to achieve the largest impact on
the public health issue (Merzel & D'Affitti, 2003). As such, accountability must be placed
at the population-level. While grant funding exists to create and maintain coalitions,
coalitions are being held to accountability measures for long-term reductions in substance
use and abuse within a population sample. For example, the Drug-Free Communities
Support Program (DFC) Grant administered by the White House Office of Drug Control
Policy has designated “core measures” that grantees are required to report on, which
include measures of past 30-day use and lifetime use of alcohol, tobacco and marijuana
among youth. Grantees are required to track and report data at the population-level for
the community they are targeting with their prevention efforts (Department of Health and
Human Services RFA No. SP-09-002; ONDCP, 2007; ONDCP, 2008).

While there is a growing number of substance abuse coalitions, evaluations of
their ability to reduce substance abuse at the population-level are mixed. Perhaps one of
the most commonly cited coalition evaluations in the substance abuse field is that of the
Fighting Back Initiative, a 72 million dollar investment made by the Robert Wood
Johnson Foundation (Hallfors et al., 2002; Hingson et al., 2005; Zakocs & Guckenburg,
2006). Participating communities had a great deal of flexibility in determining how to
implement their grant and address substance abuse in their communities. The national
evaluation of the Fighting Back Initiative examined the specific intervention strategies
the coalitions implemented, the comprehensiveness of the strategies, and the coalition’s
success at reducing youth substance abuse. The researchers found that strategies
targeting youth and community prevention outcomes had no effect when compared to

matched community comparison sites. Additionally, some strategies targeting adults had
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a negative effect in that adults in Fighting Back sites had worse program outcomes, such
as binge drinking, than adults in non-Fighting Back sites. Furthermore, communities that
implemented more comprehensive interventions were not more effective than those
communities who were less comprehensive ‘(Hallfors et al., 2002). Comprehensiveness
was defined as implementing a broad array of strategies focusing on change at multiple
levels and multiple targets, such as use of youth prevention programs, reducing alcohol
outlet density and public awareness campaigns. Limited population-level change in
health behaviors have also been found in the Community Intervention Trial for Smoking
Cessation (COMMIT). While the intervention demonstrated decreases in smoking among
light to moderate smokers, no changes in heavy smokers were found, the primary target
group of the initiative (COMMIT Research Group, 1995).

Coalitions as Community Change Agents for Population-Level Outcomes

One potential reason for why research does not consistently show sufficient
evidence of coalitions influencing population-level health outcomes is that most studies
and funders have unrealistic expectations of the amount and type of outcome that can be
achieved within a funding or study period (Kreuter et al., 2000; Merzel & D’ Affitti,
2003; Roussos & Fawcett, 2000). Population-level outcomes may take longer than the
lifetime of the grant funding period. For example, researchers in the COMMIT study
indicated that it might require more than the four years of the initiative to change
behaviors among heavy smokers (COMMIT Research Group, 1995). Given the
complexity of ameliorating a difficult community health issue such as substance abuse,
the current approach of focusing exclusively on long-term outcomes of changes in health

status and behaviors as the primary indicator of coalition effectiveness outcomes may
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mask other important outcomes resulting from coalition work (Allen et al., 2008; Roussos
& Fawcett, 2000). Other more short-term and intermediate outcomes are ignored when
distal outcomes are the sole measure of coalition success. Allen and colleagues suggest
the need to put more attention and emphasis on the specific activities coalitions pursue to
achieve their mission. Their evaluation of domestic violence councils suggests that in
addition to sharing information and building relationships, these coalitions are effective at
promoting community changes to increase a community’s ability to respond to domestic
violence, such as modifying community practices or creating new programs. Focus on
community changes brought about by these entities appears to add value to understanding
coalitions (Allen et al., 2008).

Coalition researchers have made some progress by focusing on changes in the
community environment as intermediate outcomes toward population-level outcomes
(Allen et al., 2008; Collie-Akers et al., 2007; Hays, Hays, DeVille & Mulhall, 2000;
Kegler, Twiss & Look, 2000; Watson-Thompson, Fawcett, & Schultz, 2008). They
suggest that focusing on more near-term and intermediate markers of success provides
some benefit to coalition evaluations, improving traditional coalition evaluations that
have predominantly emphasized changes in distal health outcomes. These intermediate
outcomes consist of new and modified programs, policies and practices brought about by
the coalition related to its mission. Changing physician practice to incorporate drug and
alcohol prevention information during annual school physicals, improving lighting in
areas known for drug sales and illicit behaviors, and changing policy to make party hosts
responsible for incidents of underage drinking are all examples of community changes a

coalition can facilitate.
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Evaluation of Project Freedom, a substance abuse coalition in Wichita, KS
(Fawcett et al., 1997) describes how community change relates to achievement of long-
term population-level outcomes. The findings suggest that the coalition was engaged in
high levels of community mobilization and was effective at facilitating new or modified
programs, polices and practices targeted at their mission of preventing substance abuse.
Additionally, survey data from high school seniors showed a modest impact on reducing
use of alcohol. Examination of single nighttime vehicle crashes, a population level
indicator of community health, also suggests a negative correlation between this variable
and the number of community changes the coalition helped bring about. The researchers
investigated this relationship further, and discovered that rates of single nighttime vehicle
crashes were more likely to decrease when a sufficient number of community change had
been achieved, suggesting that the coalition contributed to reductions in crash rates.

Reexamination of the Fighting Back initiative with the perspective that coalitions
can facilitate necessary community changes that are important intermediate outcomes of
success sheds light on the contributions these coalitions made that were obscured by the
initial evaluation study by Hallfors and her colleagues (2002). Hingson et al. (2005)
conducted a follow-up study of the Fighting Back Program, looking more carefully at a
subset of the communities that devoted a significant portion of their time and effort to
limiting access to alcohol and expanding treatment services. The researchers identified 5
of the 12 Fighting Back sites that brought about significant environmental and
community changes targeted at reducing alcohol availability and expanding treatment.
Examples of community changes included: conducting responsible beverage training;

enacting ordinances to prohibit public consumption or beverage sales; closing liquor
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stores/blocking new stores/monitoring problematic outlets; limiting
marketing/advertising; increasing publicly funded treatment; initiating hospital
emergency room screens/referrals; establishing drug courts; and opening new
treatment/aftercare facilities.

These five communities, in comparison to matched controls and the remaining
Fighting Back communities, had more significant decreases in aicohol related fatal
crashes the 10 years following implementation of the Fighting Back program compared
to the 10 years prior, even taking into consideration the decreasing trend in fatal crashes
witnessed in recent years. The Hingson et al. (2005) study indicates that effective
Fighting Back coalitions were able to bring about a higher number of community
changes, targeting both availability of alcohol and expanding treatment, and that these
community changes were precursors to reductions in alcohol-related crashes and
fatalities. What this study highlights is that coalitions vary in how effective they are, and
that when they are better community problem solvers, they bring about more community
changes. As such, greater focus needs to be placed on how to make coalitions better
community problem solvers. This study takes this next step, examining the role training
plays to increase a coalition’s capacity for community problem solving.

Community Problem Solving for Substance Abuse Prevention

One promising approach to help coalitions become effective change agents is the
community problem solving model used by Community Anti-Drug Coalitions of America
(CADCA) and its National Coalition Institute (Institute), a coalition training and capacity
building center that works with thousands of anti-drug coalition members across the

country. This model for community problem solving is based on work conducted by
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coalition researchers at the Work Group for Community Health and Development at the
University of Kansas (KU Work Group) (Collie-Akers et al., 2007; Fawcett et al., 2001;
Roussos & Fawcett, 2000). The KU Work Group created their model from the Institute
of Medicine’s framework for collaborative community health initiatives (Institute of
Medicine, 2002). According to this model, the aim of local coalition efforts is to modify
their community environments and systems, transforming targeted community sectors
such as the business, health and education sectors by changing programs, policies and
practices to increase the likelihood of healthier behaviors on a population-wide scale.
CADCA’s Institute has adapted this model for use with anti-drug coalitions on a nation-

wide scale. Its interpretation of the research-based model is depicted below in Figure 2.
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Figure 2. CADCA Institute’s Training Impact of Framework for Effective Community
Problem Solving
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experts on the unique local issues and conditions promoting substance abuse and
coalitions use local solutions to address the problem (Lasker & Weiss, 2003). As
depicted above, this model includes aspects of coalition inner work (i.e., internal
functioning), external work (i.e., implementation of comprehensive strategies), and role
as community change agents and their link as intermediate outcomes to population-level
change. While population-level outcomes are the long-term targets for coalitions, this
study focuses on how training improves capacity in the first three components: internal
coalition functioning, comprehensiveness of strategies, and facilitation of community
changes. Each of these is discussed below.
Coalition Internal Functioning

Coalition internal functioning refers to the inner work of the coalition, such as
activities and processes to create, improve and maintain the coalition (Butterfoss, 2007,
Foster-Fishman et al., 2001). Coalitions vary extensively in their internal coalition
functioning, and many studies have been conducted to understand the characteristics of
internal functioning found in effective coalitions (Roussos & Fawcett, 2000; Watson-
Thompson, Fawcett & Shultz, 2008; Zakocs & Edwards, 2006). This research suggests a
well functioning coalition is more likely to achieve its goals. In the Community Problem
Solving Model, coalition internal functioning is comprised of four dimensions: 1)
coalition use of essential decision-making processes; 2) development and use of quality
planning products; 3) active membership involvement; 4) and a climate for collaboration.
The training approach targeted in this study is designed to help coalitions improve in each

of these four elements.

21



Coalition Use of Essential Decision-Making Processes

Fawcett and colleagues propose detailed processes to help coalitions increase their
capacity to be effective community change catalysts (KU Work Group for Community
Health and Development, 2007; Watson-Thompson et al., 2008). Their review of the
coalition literature suggests “essential processes” that support community change and
improvement. Essential processes are “modifiable factors or activities that have been
shown to increase the likelihood of making an impact” (KU Work Group for Community
Health and Development, 2007,
http://communityhealth.ku.edu/ctb/explore_best_processes.shtml). By engaging in these
essential processes, coalitions are more likely to bring about changes in programs,
policies and practices specific to the community health problem they are tackling (KU
Work Group for Community Health and Development, 2007; Watson-Thompson et al.,
2008). The Institute’s community problem solving model trains coalitions in the
following evidence-based essential processes:

Assessing community needs and resources. This process refers to a coalition
engaging in a comprehensive assessment process to understand the needs and resources
in their community (Butterfoss, 2007). This is a fundamental component of most
coalition building models, such as the Framework for Participation for Community
Development (Habana-Hafner, Reed & Associates, 1999 as cited in Butterfoss, 2007) and
Community Coalition Model (Butterfoss, Goodman & Wandersman, 1993). Research
suggests that this is one important process coalitions need to invest in. For example,
evaluation of the Community Care Network indicated that the most successful

partnerships engaged in efforts to gather community input on the issue of health. These
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communities sought to solicit information on the needs and concerns within the
community, some using focus groups, community forums and surveys (Shortell et al.,
2002). This process is important because it supports coalitions in implementing the right
strategies to address local concerns that fit community context (Foster-Fishman et al.,
2001; Shortell et al., 2002)

Analyzing information about the problem or goal. Researchers suggest that
coalitions examine and understand the nature of the problem affecting the community.
For example, problem analysis was one key process used by the community partnerships
in the W. K. Kellogg Foundation’s Turning Point Initiative to improve local public health
infrastructure (Lasker & Weiss, 2003). Some studies suggest that this may help a
coalition be more targeted in their approach by clearly articulating key problems to
address (Kreuter et al., 2000). This also sets the stage for selecting interventions based
on local context versus implementing strategies at random (Florin et al., 1993).

Developing a framework of change. In this process, the coalition specifies how it
will move from current conditions to improvements in population-level health and
behaviors. This process emphasizes the development of a visual map, such as a logic
model, to represent the coalition’s theory of action (i.e., the outcomes the coalition is
targeting and what they will do to achieve these outcomes) (KU Work Group for
Community Health and Development, 2007). Julian (1997) used a logic model in his
work with a United Way targeting changes in the human service delivery system. This
case study indicated that the logic model improved the organization’s planning and
evaluation processes by making explicit the community changes the organization was

targeting and the expected outcomes of such changes.
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Developing and using strategic and action plans. This process helps the coalition
put more detail into its theory of action, specifying what will be accomplished, by when,
and by whom (Hays, Hays, DeVille, & Mulhall, 2000). The coalition selects specific
strategies to address identified problems. Kreuter and colleagues (2000) suggest that poor
planning that does not match strategies to outcomes is one reason coalitions never move
beyond implementation of intervention to the achievement of outcomes. Proper coalition
planning that delineates specific interventions to target local outcomes is one critical
process for a coalition.

Identifying, adapting and implementing interventions. Often called evidence-
based programs or best practices, coalitions need to implement a variety of interventions
that match their particular community setting (Foster-Fishman et al., 2001). The more
successful partnerships in the Community Care Network were ones that implemented
strategies that complemented each other in such a way that brought the coalition closer to
achieving the targeted aims of the community health initiative (Shortell et al., 2002).

Evaluating the coalition. Achieving long-term outcomes requires time and
coalitions should track indicators to know if they are making progress toward their
mission and to improve their work (KU Work Group for Community Health and
Development, 2007; Roussos & Fawcett; 2000). Most coalitions become involved in
evaluation because an external funder requires coalitions to track specified outcomes for
accountability purposes. However, when a coalition takes on an evaluation out of its own
curiosity about the effectiveness of their efforts and motivation to learn more and
improve, the evaluation process can be more successful (Wolff, 2003).

Sustaining projects and initiatives. A coalition needs to attune to the variety of
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resources (funding, staff, material and other resources) needed to maintain and sustain
their coalition so that they are in existence long enough to bring about wide scale change
and improvements. Roussos and Fawcett’s (2000) review of the coalition literature
indicates that coalition success at securing financial resources for its efforts may predict
sustainability. For example, resources can be used to hire staff to help run and maintain
the coalition. While this may not be the most critical factor for coalition success (Wolff,
2001), a coalition’s ability to bring in human and financial resources may indicate some
level of strong functioning (Roussos & Fawcett, 2000).

The presence of these essential processes appears to be an indicator of effective
internal functioning. There is evidence to suggest that coalition use of these essential
processes promote community changes (KU Work Group for Community Health and
Development, 2007). Putting these essential processes to practice seems to be an
important function of coalition work and was measured in this study as one aspect of
internal coalition functioning.

Development and Use of Quality Planning Products

Another element of internal functioning is the development and use of quality
planning products. There is some support in the research literature for the development
of planning products to improve coalition functioning (Fawcett et al., 2001; Hays et al.,
2000; Roussos & Fawcett, 2000; Watson-Thompson et al., 2008). In an empirical case
study of a coalition created to decrease risk for cardiovascular disease, one key
determinant of the coalition’s ability to facilitate these changes was the development of
planning products: a strategic plan that included vision and mission statements, a logic

model and an action plan (Collie-Akers et al., 2007). The distinction between the
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Essential Processes and these Planning Products is that these are tangible documents to
guide the decision-making of the coalition. For example, while a coalition may decide to
implement a variety of interventions, mapping them on paper and having a “reference
guide” appears to be an important aid to coalition work. The Institute’s training approach
incorporates the development and use of planning products (Community Assessment,
Logic Model, Strategic/Action Plan, Evaluation Plan and Sustainability Plan) to help
coalitions engage in the essential processes in their community. This study incorporated
a measure of coalition use and development of quality planning products as a measure of
internal functioning critical to a coalition’s community problem solving capacity.
Active Member Involvement

The importance of coalition member involvement is highlighted in a variety of
coalition frameworks, such as the Conceptual Framework of Coalition Assessment
(Sofaer, 1993 as cited in Butterfoss, 2007), Framework for Partnerships for Community
Development (Habana-Hafner, Reed and Associates, 1989 as cited in Butterfoss, 2007)
and the Community Coalition Action Theory (Butterfoss & Kegler, 2002 as cited in
Butterfoss, 2007). Membership is important because “members are the lifeblood of a
coalition-without them, there is no organization at all...members determine the vision,
the course and the outcomes of effective coalitions” (pg. 138, Butterfoss, 2007).
Coalitions by definition bring different stakeholders together to work in collaboration
toward a mutually agreed upon goal. These stakeholders or members then do the work of
the coalition, each within their realm of influence, contributing varied skills,
relationships, knowledge and resources. As such, coalitions with greater diversity in their

membership may also have more expertise and assets to put into play at addressing the
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targeted community concern (Foster-Fishman et al., 2001; Mays, Halverson & Kaluzny,
1998 as cited in Lasker, Weiss & Miller, 2001).

Research has put attention into examining the role membership plays in coalition
functioning, examining both the diversity of membership involvement (i.e., how many
different groups/individuals are represented) and how actively they are involved (Allen,
2005; Allen, 2007; Hays et al., 2000). While diversity of membership is important, the
degree to which these stakeholders are actively involved may be the more critical factor
related to coalition member involvement. For example, greater member participation may
require greater coordination of efforts in order to keep members engaged, so a key issue
may be how successfully a coalition can engage members in the work of the coalition.
Allen’s (2005 and 2006) study of coalitions addressing domestic violence supports this
premise. Her study found that active member participation was a predictor of council
effectiveness (i.e., making progress on intermediate and long-term goals). This study
measured breadth of active participation as a key component of coalition internal
functioning.

Coalition Climate for Collaboration

Much attention has been given to the relationship between the quality and degree
of collaboration within a coalition and coalition functioning (Foster-Fishman et al., 2001;
Lasker, Weiss & Miller, 2001; Weiss, Anderson, & Lasker, 2002). While coalitions
bring diverse stakeholders, skills, viewpoints and resources to the table, coalitions also
need to create a climate that supports and promotes these diverse members in working
together toward a common goal (Lasker et al., 2001).

High functioning coalitions create a climate for collaboration (Foster-Fishman et
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al., 2001; Zakocs & Edwards, 2006). Foster-Fishman and colleagues (2001)
conceptualized this as positive internal relationships illustrated by characteristics such as
trust, cohesiveness, common vision, collective decision-making, and effective conflict
resolution processes. When this internal climate exists, members may feel more
comfortable taking risks together, sharing different viewpoints, transforming conflict
from fighting to growth and learning, and participating more fully in the coalition effort
(Butterfoss, 2007; Chavis, 2001; Lasker & Weiss, 2003). The ability of coalitions to
create such a supportive climate for their work appears to be a critical element of
coalition internal functioning and was included in this study as one of the four
components of a well functioning coalition.
Comprehensiveness of Strategies

Another key factor that characterizes capacity for community problem solving is a
coalition’s ability to engage in multi-strategy, comprehensive action. The convergence of
community stakeholders is not an end in and of itself. The real work of an effective
coalition is its efforts to change community norms, attitudes, behaviors, systems and
environments. A single intervention is unlikely to achieve the high level of community
transformation needed to improve health and well-being (Merzel & D’ Affitti, 2002).
Instead, ecological theory proposes that behavior, such as substance use and abuse, is
influenced at multiple levels and as such interventions must be broad-based,
comprehensive and seek change at multiple levels (Bronfenbrenner, 1979; Sorensen,
Emmons, Hunt & Johnston, 1998). In addition to changing individual-level factors,
coalitions need to engage in strategies to improve conditions in families, organizations,

systems and communities. Coalitions need to take action using a wide array of
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interventions at its disposal, including advocacy efforts and implementation of evidence-
based interventions (Fawcett, Francisco & Schultz, 2004).

Comprehensiveness of strategies, in this study, refers to actions the coalition
engages in to address substance abuse in the community (i.e., strategy implementation).
It involves all the planning, meeting, coordinating, mobilizing, etc. that a coalition
engages in to bring about a community change. This may be working on changing a
local policy or planning with schools to implement a Student Assistance Program, a
school-based program to prevent, identify, and intervene in areas of identified needs that
may have a negative impact on academic achievement and youth development, including
substance abuse. These are the actions coalitions take in their work toward bringing
about a community change

Examination of substance abuse coalition actions suggest that the primary areas of
coalition intervention are in information dissemination, such as education about the
harms associated with substance use, building individual skills, such as communication
and drug refusal competencies, and providing support, such as drug-free alternative
activities (Florin et al., 1993; Hallfors et al., 2002). 