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Abstract 

Background: Coalitions are a popular mechanism for delivering community‑based health promotion. The aim of 
this systematic review was to synthesize research that has quantitatively analyzed the association between coalition 
characteristics and outcomes in community‑based initiatives targeting the social determinants of health. Coalition 
characteristics described elements of their structure or functioning, and outcomes referred to both proximal and 
distal community changes.

Methods: Authors searched six electronic databases to identify peer reviewed, published studies that analyzed 
the relationship between coalition characteristics and outcomes in community‑based initiatives between 1980 and 
2021. Studies were included if they were published in English and quantitatively analyzed the link between coalition 
characteristics and outcomes. Included studies were assessed for quality using the Joanna Briggs Institute analytical 
cross‑sectional studies assessment tool.

Results: The search returned 10,030 unique records. After screening, 26 studies were included from six countries. 
Initiatives targeted drug use, health equity, nutrition, physical activity, child and youth development, crime, domes‑
tic violence, and neighbourhood improvement. Community outcomes measured included perceived effectiveness 
(n=10), policy, systems or environment change (n=9), and community readiness or capacity (n=7). Analyses included 
regression or correlation analysis (n=16) and structural equation or pathway modelling (n=10). Studies varied in 
quality, with a lack of data collection tool validation presenting the most prominent limitation to study quality. Statisti‑
cally significant associations were noted between community outcomes and wide range of coalition characteristics, 
including community context, resourcing, coalition structure, member characteristics, engagement, satisfaction, 
group facilitation, communication, group dynamics, relationships, community partnership, and health promotion 
planning and implementation.

Conclusion: Existing literature demonstrates that coalition characteristics, including best practice health promotion 
planning and evaluation, influence community outcomes. The field of coalition research would benefit from more 
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Contributions to the literature

• This systematic review is the first known to focus 
exclusively on international research quantitatively 
analyzing the associations between coalition charac-
teristics and outcomes

• In a field with many competing theoretical frame-
works, the review outlines which relationships 
between coalition characteristics and outcomes have 
empirical evidence behind them, and which do not

• The review provides a basis for health promotion 
coalitions to structure their development and work 
upon, globally

Introduction
Health promotion aims to address the health and social 
conditions that drive health outcomes [1], known as 
the social determinants of health (SDOH). The SDOH 
encompass the economic, environmental and social 
conditions that influence the differences in health status 
experienced by groups and individuals within a popula-
tion, and include: the social gradient, early life, work, 
unemployment, social support, addiction, food, educa-
tion, health services, colonialism, gender, and disability 
[2, 3].

Internationally, there is agreement that health pro-
motion is done most effectively when interventions are 
place-based [4]. That is, focusing on structural determi-
nants above individual behavior change, understanding 
multiple drivers of the health outcome(s), and designed 
and implemented in partnership with the local commu-
nity [1]. Such initiatives require collaborative work, or 
coalitions, to plan and implement strategies across the 
community or target setting [5, 6]. A health promotion 
coalition is a group of individuals, organisations, com-
munity groups, or other bodies, who undertake joint 
work including planning, resourcing and implementa-
tion, in order to achieve an agreed goal [5, 7, 8]. Coalition 
approaches, such as the Community Coalition Action 
Theory (CCAT) [9] or Collective Impact [5], underpin 
large health promotion initiatives such as Healthy Cities 
[8], Communities That Care [10], the Whole of Systems 
Trial of Prevention Strategies for Childhood Obesity 

(WHOSTOPS) [11], and Healthy Together Victoria [12]. 
Coalition working has also been mandated through gov-
ernment policy and funding schemes in places such as 
the United States of America [13], and the United King-
dom [14].

Coalition building has been approached theoreti-
cally from perspectives as diverse as business consult-
ing, human rights, and collectivism [5, 6, 15, 16]. Each 
provides differing perspectives; the business consulting 
approach prioritises efficiency, and frames collabora-
tive practice as adding value to health promotion work 
in terms of resourcing, reach, or scope of change [5]; a 
human rights approach prioritises power, and frames 
coalitions as a mechanism for people who are typically 
unheard to contribute to decisions that impact them-
selves and their communities [15, 16];meanwhile the col-
lectivist approach prioritises partnership ‘synergy’, which 
describes a belief that collaborative culture produces bet-
ter resourcing, decision making and impact that would 
not be possible outside of a coalition approach [6].

Much like the health and social issues they are formed 
to address, coalitions are complex. Collaborative work 
commonly brings together people from multiple sectors, 
resourcing levels, degrees of individual and organisa-
tional power, lived experiences, priorities and perspec-
tives [5, 15, 16]. In an attempt to evaluate and optimise 
the work of coalitions, a number of studies have emerged 
that aimed to define and measure characteristics criti-
cal to their success [7, 9, 17, 18]. Some researchers have 
translated research from other disciplines, such as man-
agement practice [17], to explore which coalition char-
acteristics are likely to influence community outcomes. 
Others have looked at qualitative reflections from practi-
tioners involved with coalitions and attempted to synthe-
size them [19], while yet others have turned to their own 
direct health promotion practice for inspiration [20, 21].

There appears to be a broad range of potential measures 
in evaluating the impact of coalitions. For example, char-
acteristics can refer to both structural and functional ele-
ments of coalitions, such as resourcing, governance and 
management, member characteristics, member engage-
ment, communication, relationships, group dynamics, 
community partnership, and the adoption of best prac-
tice health promotion planning, implementation and 

consistent description and measurement of coalition characteristics and outcomes, and efforts to evaluate coalitions 
in a wider range of countries around the world. Further research using empirical community outcome indicators, and 
methods that consider the interrelationship of variables, is warranted.

Trial registration: A protocol for this review was registered with PROSPERO (CRD42 02020 5988).

Keywords: Collaboration, Coalitions, Coalition Functioning, Coalition Impact, Community‑Based Prevention, Health 
Promotion

https://www.crd.york.ac.uk/prospero/display_record.php?ID=CRD42020205988
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evaluation [6, 16, 21, 22]. Previous attempts to define 
the characteristics of coalitions assume coalitions are 
effective implementation mechanisms [7], and that their 
function influences their outcomes [16]. These assump-
tions have not been well evaluated, and the most efficient 
and effective ways of working for coalitions to achieve 
improvements in the social determinants of health are 
not well understood.

The aim of this systematic review was to synthesize 
empirical research that quantitatively analyzed the asso-
ciation between coalition characteristics and outcomes in 
community-based initiatives targeting the SDOH.

Methods
Inclusion criteria
Researchers constructed the search strategy using 
PRISMA [23] and PROSPERO [24] guidelines for system-
atic searching, and registered it with PROSPERO [25]. 
Studies were included that met the following criteria:

a. described community-based primary prevention 
initiative(s) targeting at least one social determinant 
of health

b. in free living human populations
c. utilised a coalition model
d. conducted a quantitative analysis of the association 

between coalition characteristics and community 
outcomes

e. peer-reviewed, original research
f. published from 1980 to May 2021
g. English language

The search was not restricted by study design, however 
authors excluded studies if they did not quantitatively 
analyze the relationship between coalition characteristics 
and outcomes. Coalition characteristics were defined as 
elements of coalition structure or functioning, and coa-
lition outcomes referred included both proximal (e.g. 
readiness to change, social capital) and distal (e.g. health 
outcomes, policy change) community-level changes. 
Studies were excluded if they reported on individual 
behavior change rather than community-level preven-
tion, only analyzed associations between coalition char-
acteristics (i.e. only process indicators), or only exhibited 
community participation below the level of ‘partner-
ship’ on Arnstein’s Ladder of Citizen Participation [26]. 
Reviews and meta-analyses were excluded, and their ref-
erences examined for relevant studies.

Search strategy
Researchers conducted the search in May 2021 using six 
electronic databases; Medline, Embase, Global Health, 
Informit Health Collection, SocINDEX, and Cochrane 

Library. Search terms were based around the four key 
concepts of ‘collaboration’, ‘community-based initiatives’, 
‘prevention of health and social issues’, and ‘evaluation’ 
(see Additional file 1).

One author (PNS) carried out all database searches, 
citation management, and uploading to Covidence sys-
tematic review software (Veritas Health Innovation, 
Melbourne, Australia). Covidence removed many dupli-
cates automatically, with additional duplicates removed 
through the screening process. Two researchers (PNS 
and LA or JD or KB or MJ) independently screened all 
papers based on pre-determined eligibility criteria, first 
by title and abstract, and then by full text. Conflicting 
assessments were discussed and resolved by consensus 
between PNS and JD.

Data extraction and analysis
One author (PNS) extracted all data using a data schema 
(Additional file  2), with a second author (LA) indepen-
dently cross-checking a 10% sample for accuracy. The 
quality of each study was assessed by PNS using the 
Joanna Briggs Institute Checklist for Analytical Cross 
Sectional Studies, with JD cross-checking 10% of arti-
cles for accuracy [27]. This tool was used to evaluate 
the appropriateness of the study design, data collection 
instruments, data analysis, and study reporting. The 
checklist allows each study to be given an objective rat-
ing (yes, no, unclear) on eight domains, with a score of 1 
being given for each ‘yes’ rating, a score of 0 for each ‘no’ 
or ‘unclear’ rating, and a maximum score of 8.

Researchers included associations between coali-
tion structure or function and coalition outcomes in the 
analysis if they were statistically significant. Research-
ers adhered to each authors’ own definition of both 
outcomes and statistical significance, excluding results 
described as ‘approaching significance’ or similar. The 
Community Coalition Action Theory (CCAT) framework 
informed thematic groupings, under headings such as 
‘coalition resources’, ‘member engagement and satisfac-
tion’ and ‘planning and implementation’.

Results
The search retrieved 13,115 articles in total. Thirty-four 
reviews were excluded and hand searching of the refer-
ence lists of these reviews yielded one further paper. A 
total of 26 studies met the inclusion criteria ([Insert Fig. 1 
here]

Study characteristics
Researchers extracted data from 26 studies, published 
between 1996 and 2019. Studies were unevenly distributed 
globally, with the majority of studies (n=20) conducted in 
the USA (Table  1). The most common study design was 
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cross sectional (n=12) [28–39], and seven studies did not 
specify a study design [13, 40–45]. Of those, based on the 
study description, it is likely that four (n=4) [13, 40, 41, 45] 
were cohort studies, two (n=2) [42, 43] were quasi-experi-
mental and one (n=1) [44] was cross sectional.

Coalitions
All studies collected data from more than one coalition 
(range: 2 to 551 coalitions, 18 to >19,663 participating 
coalition members). Seven studies did not provide a total 
number of participants: [13, 40, 41, 43, 46–48] three pro-
vided the number participating in different data collec-
tion waves noting that there was an unclear cross-over 
in respondents [41, 43, 48], three provided the number 
of coalitions or organisations only [13, 40, 47], and one 
study did not provide any descriptive data about their 
participants, including number [46].

Fourteen studies were state-wide or regional efforts 
comprised of multiple communities using the same 

implementation framework, such as the Strategic Pre-
vention Framework State Incentive Grant [SPF-SIG], 
Healthy Cities, or Communities That Care [13, 28–31, 33, 
34, 36, 37, 40, 41, 46, 48, 49]. A smaller number of studies 
investigated coalitions with structural or contextual dif-
ferences [42, 50, 51], or that were linked through a fund-
ing program or community of practice [32, 35, 38, 43, 46, 
52]. Ten studies included coalitions that were formed in 
response to a funding opportunity and/or government 
policy [13, 30, 31, 34, 36, 37, 41, 43, 45, 46], four included 
coalitions formed in response to a research project [33, 
48–50], three included coalitions that were explicitly 
grassroots [47, 50, 51], and ten studies included coali-
tions with unclear origins [28, 29, 32, 35, 38–40, 42, 44, 
52]. Compared to nation-wide projects, the three grass-
roots coalitions tended to focus on discrete programs or 
problem solving, did not have guiding theoretical frame-
works, and used the coalition model to increase their 
access to decision makers and funding bodies [47, 50, 51].

Fig. 1 PRISMA diagram of systematic screening. Adapted from: Page MJ, McKenzie JE, Bossuyt PM, Boutron I, Hoffmann TC, Mulrow CD, et al. The 
PRISMA 2020 statement: an updated guideline for reporting systematic reviews. BMJ 2021;372:n71. doi: 10.1136/bmj.n71
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Eight coalitions targeted multiple health determinants, 
including neighbourhood improvement, substance use, 
educational attainment, violence, nutrition, physical 
activity, unemployment, and housing [28, 29, 31, 33, 34, 
41, 48, 51]. Coalitions with a single focus targeted alco-
hol and other drug use (n=7) [36, 38, 45, 46, 49, 50, 52], 
family violence (n=2) [39, 47], health equity (n=2) [30, 
37], youth empowerment (n=1) [43], early childhood 
development (n=1) [40], food environments (n=1) [44], 
and environmental issues (n=1) [42]. Two studies did not 
specify the focus of the coalitions [35, 40]. Table 2 pro-
vides a summary of each of the included studies.

Conceptual framework
Authors cited a variety of guiding frameworks for their 
research. Five papers cited a collaborative capacity 
framework, including the Community Coalition Action 
Theory [34], CSAP Strategic Prevention Framework 
[13], Institute of Medicine’s Framework for Collaborative 
Public Health Action in Communities [51, 52], the Food 
Policy Council Framework [44]. Four used untitled mod-
els built through literature reviews [28, 39, 47, 50]. Three 
studies were grounded in Community Based Participa-
tory Research (CBPR) [32, 35, 37], three in organisational 
theory [33, 36, 48], and three in a community readiness 
model [33, 38, 46].

Intervention target (SDOH)
Five studies included evaluation of the target SDOH [13, 
35, 40, 41, 45]. All studies that evaluated the target SDOH 
featured large, multi-community initiatives that had 
either regular data collection built into the design [13, 35, 
40, 45], or funding specifically allocated to evaluation of 
the program [41]. Crowley et al.’s research into substance 
abuse used a self-reported survey of coalition members 
to measure perceived community behavior change [45], 
Emshoff et  al.’s study addressing health service access 
evaluated the impact of using service coordination and 
utilisation data [40], Flewelling et al.’s study focusing on 

Table 1 Selected study characteristics

Summary characteristics na %b

Location

 USA 20 77

 Israel 2 8

 Mexico 1 4

 United Kingdom 1 4

 Italy 1 4

 Malaysia 1 4

Participants

 People (range) 18 ‑ >19,633

 Coalitions (range) 2 ‑ 551

Study design

 Cross sectional 12 46

 Quasi‑experimental 2 8

 Mixed methods 2 8

 Randomised controlled trial 2 8

 Case study 1 4

 Not specified 7 27

Theoretical framework

 Collaborative capacity (various) 9 35

 Community Based Participatory Research 3 12

 Organisational development 3 12

 Community readiness to change 3 12

 Health promotion framework 3 12

 Empowerment theory 2 8

 Social network theory 2 8

 Other 3 12

Condition (SDOH) data collection tool

 Survey with self‑reported ratings 2 8

 Community survey 2 8

 Case studies 1 4

 No data collected 21 81

Exposure (coalition characteristics) data collection tool

 Survey with self‑reported ratings 20 77

 Survey with researcher ratings 1 4

 Interview 3 12

 Survey/interview and document scan 2 8

Outcome (community change) data collection tool(s)

 Coalition survey 22 85

 Interview 6 23

 Document scan 4 15

 Observational data collection 2 8

Outcome (community change) indicators

 Perceived effectiveness 10 38

 Policy, systems, environment change 9 35

 Community readiness / capacity 7 27

 Social capital 6 23

 Partner capacity 4 15

 Interagency coordination 4 15

 Empowerment 4 15

Table 1 (continued)

Summary characteristics na %b

 Health condition / risk factor prevalence 3 12

Analysis type

 Correlation / regression 16 62

 Statistical or pathway modelling 10 38

 Other 3 12

Total 26 100
a Some studies contain multiple tools, indicators or analyses, so totals in each 
section may not equal n=26 or 100%
b Rounded to the nearest whole number
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youth alcohol used self-reported survey data from young 
people [13], Lawless’s multi-focus study addressing work-
lessness and educational attainment used regional data 
collected by the social disadvantage research centre [41], 
and Oetzel et  al.’s study, which didn’t specify a health 
issue, used a community survey to collect data on unde-
fined indicators [35].

Exposure (collaboration characteristics)
Twenty three studies used participant surveys, most 
commonly Likert-type questionnaires administered 
to coalition coordinators or participants [13, 28–30, 
34–52]. With the exception of Donchin et al.’s tool [30], 
which required researchers to allocate a rating to par-
ticipant responses, all surveys collected self-reported 
ratings on communication, trust, efficiency, task-focus, 
decision making and participation. Almost half (n=11) 
of the studies used tools that were tested for reliability, 
but fewer (n=8) were validated. Four studies used par-
ticipant interviews, with responses scored by research-
ers on a number of domains to enable quantitative 
analysis [31–33, 35]. Two studies audited existing coali-
tion documentation, which looked for evidence of coa-
lition characteristics or functioning [35, 46].

Community outcomes
Community outcome evaluation included proximal 
(shorter-term) and distal (longer-term) measures (Table 3). 
Proximal indicators included community capacity or read-
iness to change [28, 29, 32, 34, 35, 39, 45–47], social capital 
[34, 39, 42, 44], and member empowerment [29, 32, 36, 39, 
43]. Despite similar conceptions of community capacity 
between studies, a variety of indicators were used. Distal 
indicators included policy change [30, 37, 52], community 
change [14, 28, 32, 37, 38, 40, 45, 51, 52], health outcomes 
[13, 50], and perceived effectiveness [31, 33, 36, 44, 48]. 
The most common data collection method was a survey 
[28–30, 32, 34–42, 44, 45, 47–50, 52] or interview [31, 33, 
35, 42, 46, 51] of coalition members.

Quality appraisal findings
The methodological quality of the included studies var-
ied (Table 2). Twenty studies met >50 percent of the eight 
quality appraisal standards, and six met ≥75 percent of 
the standards. Eighteen (69 percent) described partici-
pating coalitions and individuals adequately. Validation 
was the largest quality gap in the appraised studies: eight 
(31 percent) used validated tools to measure coalition 
characteristics, seven (27 percent) used validated tools to 
measure community outcomes, and two (8 percent) used 
validated tools to measure the target SDOH.

Data analysis
Most studies (n=16) used regression or other analysis of 
correlation to ascribe links between coalition character-
istics and community-level outcomes [13, 20, 28–33, 37, 
40, 42, 46–50]. Four of these studies included analysis 
of mediating factors, to understand how multiple coali-
tion characteristics interact to reinforce or subdue each 
other’s effects on community outcomes [31, 33, 34, 40]. 
Ten used a modelling technique, such as structural equa-
tion modelling (SEM) [29, 34–36, 38, 39, 43–45, 47]. Of 
the studies that used mediation analysis or modelling, 
all found mediational effects relevant to the relationship 
between coalition characteristics and outcomes. Eleven 
studies [13, 28–31, 33, 35, 48, 49, 51, 52] analyzed data at 
a coalition level, three studies [32, 36, 53] analyzed data 
at an individual respondent level, and five studies [34, 39, 
42, 44, 50] included both levels of analysis. Two studies 
[41, 46] analyzed data at a regional level that included 
multiple coalitions, and five [37, 38, 40, 43, 45] studies 
did not specify their unit of analysis.

Coalition characteristics
There was consistent evidence that coalition characteris-
tics are positively associated with community outcomes 
(Table  4). There were a range of significant associations 
between coalition characteristics reported, however 
these results are outside the scope of this review.

Table 3 Summary of community outcome measures

Short-term Medium-term Long-term

    ‑ Service diversity
    ‑ Targeting of multiple program and policy sectors
    ‑ Sustaining the work
    ‑ Collaborative service delivery
    ‑ Resource acquisition
    ‑ Enhanced opportunity for impact
    ‑ Self‑efficacy
    ‑ Coalition efficacy
    ‑ Make outcomes matter
    ‑ Partnership capacity / capability
    ‑ Synergy
    ‑ Member capacity

‑ Community capacity
‑ Social capital
‑ Community empowerment
‑ Awareness (of issue)
‑ Perceived effectiveness

‑ Community change (not specified)
‑ Health promoting environments
‑ Program, policy and procedure change
‑ Equitable policy change
‑ Health issue specific indicators e.g. prevalence
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Community context
Nine studies showed significant associations between 
community context and coalition outcomes [31–33, 39, 
40, 42, 44–46]. Socioeconomic position and vibrancy 
(descriptions in Table 4) were positively associated with 
systems changes relating to shared decision making 
(p<0.05) [40], coalition resourcing (p<0.05) [40], and col-
laborative service delivery (mediated through chair ten-
ure) [40]. Social capital was positively correlated with 
medium and long-term community outcomes [32, 39, 
42]. Existing capacity, or readiness, within both the com-
munity and the coalition was positively associated with 
a range of short [31], medium [32, 33, 44, 45] and long-
term [31, 32, 39, 46] outcomes, though the strength of 
this relationship weakened after the effect of coalition 
functioning was controlled for [33].

Coalition resources
Nine studies found coalition resourcing to be positively 
associated with outcomes, including the level of finan-
cial resources [30, 47], resource management [35, 40, 
49], staffing [34], and training and technical assistance 
[46, 49, 52]. Resourcing levels were positively associ-
ated with community participation (p<0.001) [30] and a 
range of medium-term outcomes such as knowledge and 
awareness (p<0.01) [47] and social capital (p<0.01) [47]. 
There were positive associations between community 
control over coalition resources and partnership synergy 
(p=0.01) [32], intermediate outcomes (p<0.01) [35], and 
distal outcomes (p<0.01) [35]. Adequate staffing sup-
ported community capacity building through increased 
member satisfaction with the coalition (p<0.01) [34], and 
training and technical assistance supported coalitions 
through improved short-term [46, 49, 52] and medium-
term outcomes [46].

Coalition structure
Five studies showed direct, positive associations between 
formalisation of the coalition (e.g. through a written 
agreement or formal structure) and coalition outcomes, 
including health behavior change (p=0.031) [13], pro-
gram array (positive, p<0.05) [40], perceived effectiveness 
(p<0.05) [50], social capital (p<0.05) [39], equal power 
between coalition and community (positive, p<0.01) 
[32], community transformation (positive, p<0.05) [32], 
and health equity (positive, p<0.05) [32]. Analysis of the 
relationship between coalition maturity and outcomes 
showed mixed results. Two studies found significant, 
positive relationships between coalition age and short-
term outcomes, including engagement with systems 
change (p value not supplied) [47] and community sup-
port for the coalition’s work (p<0.05) [28]. They also 
showed improvements in coalition functioning with age, 

including strategy implementation (p value not supplied) 
[51], leader-member communication (p<0.05) [28] and 
sectoral diversity (p<0.05) [28]. However, multiple stud-
ies found that early stages of health promotion focus on 
needs assessment and planning rather than implementa-
tion which may influence results [45, 51], and other stud-
ies found no significant relationship between coalition 
age and longer-term outcomes [42, 48].

Member characteristics
Five studies [28, 31, 34, 39, 48] considered the role of 
sectoral diversity amongst coalition members in driving 
coalition impact, with three finding significant associa-
tions [31, 34, 39]. There was evidence of higher levels of 
participation in homogenous groups (p≤0.001) [34], and 
a greater number of actions being successfully imple-
mented (p<0.05) [31]. However, looking towards imple-
mentation quality, heterogenous groups were more likely 
to implement diverse strategies that have a systems-
change focus (p<0.01) [31], and increase social capital 
(p<0.05) [39]. Diverse membership was not directly asso-
ciated with improved outcomes in three studies [28, 31, 
48], was positively associated with coalition outcomes in 
one study where it was part of a composite measure of 
coalition capacity (p<0.01) [35], and was negatively cor-
related with community capacity in one study (p≤0.001), 
unless there was a high level of member satisfaction, 
which mediated the result (p≤0.001) [34]. In this con-
text, satisfaction was shaped by shared decision making, 
task focus, frequency and productivity of communica-
tion, group cohesion, quality leadership, and adequate 
staffing. The psychological and political empowerment 
of members was positively associated with perceived 
effectiveness (p<0.01) [36], while past experience influ-
enced collaborative practice. Coalitions led by coordi-
nators with a health promotion background were more 
likely to see community participation and intersectoral 
diversity (p<0.05) [30], while a history of collaborative 
work was negatively associated with trust (p<0.05) [42]. 
The number of years working in the field and educational 
attainment of coalition members did not show significant 
associations with community outcomes [47, 48].

Member engagement and satisfaction
Coalition member engagement was predominately meas-
ured through time and participation, both in meetings 
and other coalition activities. Member engagement was 
positively correlated with community outcomes in eight 
studies [31, 33, 34, 40, 43, 45, 47, 48]. Greater engage-
ment was also associated with better coalition manage-
ment (p<0.001) [30], more collaborative service delivery 
(p<0.01) [40], increased member and partner organisa-
tion capacity [43, 47], and coalition finances (p<0.05) 
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[40]. More specifically, coalition attendance [47] and the 
time spent dedicated to the coalition beyond meetings 
[33, 40, 45, 48] were correlated with perceived coalition 
impact, however the amount of time spent in meet-
ings, and talking in meetings, were not [48]. One study 
found that member participation and satisfaction medi-
ated relationships between other coalition characteris-
tics such as sectoral diversity, decision making, cohesion, 
leadership, and staffing, and community outcomes [34]. 
Member empowerment, the extent to which coalition 
members were encouraged to step into coalition leader-
ship roles, and sense of connectedness and cohesion, pre-
dicted coalition effectiveness [39, 44].

Coalition facilitation and communication
Twelve studies showed associations between the stabil-
ity and quality of coalition leadership and community 
outcomes [29, 30, 32–36, 38, 39, 42, 43, 47]. Five stud-
ies found a direct, positive correlation between higher 
quality coalition leadership and community outcomes, 
including community capacity (p≤0.001) [34], per-
ceived effectiveness (positive, p<0.01) [36], social capital 
(p<0.001 [47], p<0.05 [39]), and community transforma-
tion and health equity change (positive, p=0.05) [32]. 
Nowell and Foster-Fishman [47] found that member per-
ception of leadership and decision making within a coali-
tion was positively correlated with coalition functioning 
including gains in knowledge and awareness (p<0.01), 
opportunity and impact (p<0.001), and resource acquisi-
tion (p<0.01).

Collaborative capacity or functioning was positively 
associated with partnership synergy (working well 
together), community readiness or capacity to change, 
social capital, project efficacy, and intermediate and dis-
tal community outcomes [28, 29, 34–36, 39, 42, 44]. Stud-
ies that investigated discreet qualities, demonstrated 
significant associations between coalition effectiveness 
and open and cohesive group dynamics [34, 36, 39, 44], 
leadership [39, 44], supportive and trusting relationships 
[36, 42], communication quality [28, 42], internal organi-
sation and structure [13, 31, 33, 39, 44], decision making 
[34], and task focus [34]. Partnership structural values, 
which was a composite construct that included bridg-
ing social capital and shared values, was associated with 
improved intermediate and distal community outcomes 
(p<0.01) [35].

Group dynamics
There were positive correlations between commu-
nity outcomes and cohesion, support, dialogue, trust, 
and group safety [34, 35, 43]. Mutual support and dia-
logue showed associations with perceived effectiveness 
(p<0.01) [36], group safety (p<0.001) [43], and equitable 

power dynamics between the coalition and wider com-
munity (p=0.05) [32]. One study concluded that mem-
ber turnover and conflict were important factors when 
assessing internal functioning, finding that coalitions 
with the lowest level of implementation reported higher 
levels of infighting (p value not supplied) [33]. In a youth-
adult partnership context, youth voice was positively 
associated with the target community outcomes of youth 
leadership (p<0.01), policy control (p<0.001), and per-
ceived program safety (p<0.001) [43].

Relationship and network structure
Three studies found significant, positive correlations 
between the number of collaborative partnerships and 
community outcomes [28, 37, 46]. An increase in col-
laborative partnerships over time was associated with 
the number of community changes achieved (p=0.31) 
[46] and community readiness to change (p=0.056) [46]. 
Social network analysis (SNA) showed a significant rela-
tionship between intersectoral out-degree, or the num-
ber of intersectoral relationships reported by coalition 
members, and level of community activity (p≤0.01) [37] 
and policy engagement (p≤0.05) [37]. There was also a 
correlation between the percentage of intersectoral ties 
that were reciprocal (i.e. both parties said it was impor-
tant) and level of community activity (p≤0.01) [37], grant 
submissions(p≤0.01) [37], and perceived success (p<0.05) 
[42]. Two studies investigating network density had 
opposing findings. Drach-Zahavy et al. [31] found that a 
loosely bound network, emphasising part-time and mod-
erate turnover of positions, was positively associated with 
working on multiple strategies (p<0.05) and coalition 
effectiveness (p<0.01). A tightly bound coalition network 
was positively associated with the number of health plans 
implemented (p<0.05) [31]. Conversely, Valente et al [49] 
found that network density, defined as the total num-
ber of ties divided by the total number of possible ties, 
was positively associated with coalition planning near its 
inception (p<0.05), but significantly, inversely correlated 
with coalition functioning (p<0.05) and planning (p<0.05) 
at 18 months.

Community partnership
Seven studies investigated associations between engage-
ment with community members [32, 35, 41] or profes-
sionals [13, 30, 31, 33] external to the coalition, and 
coalition outcomes. Community engagement was posi-
tively related to community empowerment in two studies 
[32, 41], coalition outcomes in three studies [32, 35, 41], 
and negatively associated with at least one target health 
outcome in two studies [31, 41]. Maintaining professional 
partnerships was positively associated with working on 
multiple strategies (p<0.05) [31], coalition effectiveness 
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(p<0.05) [31], healthy environments (p<0.01) [31]. Politi-
cal support was found to be strongly and positively asso-
ciated with equitable policy change (p<0.01) [30] and 
engaging with communities of practice (p=0.043) [30], 
which itself was supportive of a range of short-term 
outcomes [30]. One study did not find significant asso-
ciations between community partnerships and coalition 
outcomes, but concluded that external linkages may be 
more important for coalitions that rely on local organisa-
tions to provide resources for the work [33].

Planning and implementation
Positive associations were observed across ten studies 
between the use of best practice [4] health promotion 
planning and evaluation, and coalition outcomes [13, 31, 
33, 35, 38, 40, 42, 45, 48, 51]. The existence of strategic 
plans was positively associated with number of strategies 
(p<0.05) [31], number of strategies implemented (p value 
not supplied) [51], and coalition effectiveness, health pro-
moting environments, and community empowerment (in 
a pathway via the number of strategies, p<0.05) [31]. The 
number of data sources used to inform strategic plan-
ning (p=0.029) [13], comprehensiveness of the strategies 
(p<0.01 [38], p<0.05 [40]), board governance of the coali-
tion’s activities (p<0.001) [48], and implementation fidel-
ity (p<0.05) [48] were all associated with coalition impact. 
The level of policy change (p≤0.05) [45] and number of 
programs implemented (p<0.05) [31] were positively cor-
related with community change outcomes. Coalitions 
were more likely to adhere to best practice health pro-
motion, and to produce community outcomes when they 
developed their operational and problem-solving capaci-
ties, such as through training [38, 49, 52].

Discussion
Key themes
Research methods
Our review found few studies (n=26) globally, over the 
past 40 years, that analyzed the relationship between 
coalition characteristics and outcomes in health pro-
motion initiatives that targets the SDOH. Studies had a 
limited geographic spread and were published recently, 
with over half (n=15) the studies being published in 
the past decade. There was no unifying theory guiding 
the research, which possibly drove the heterogeneity of 
study designs, measures, and analyses. Due to the cross-
sectional research design used in many studies included 
in this review, it was difficult to assign directionality to 
results. For example, it is unclear if coalitions and com-
munities who experience positive impacts are more likely 
to rate strategic planning as important, or if coalitions 
with stronger strategic planning deliver better outcomes 
[51]. The same can be said for the relationship between 

resource acquisition and knowledge, impact, and social 
capital [47]. Future research should use more rigor-
ous and consistent methods, and longer time scales, in 
order to better understand the impact of interventions to 
improve coalitions.

Definition and measurement of outcomes
The measurement of coalition characteristics and out-
comes varied greatly, with the majority of studies using 
unvalidated, self-reported measures of perceived func-
tioning and/or effectiveness. Several indicators were clas-
sified inconsistently between studies as process, impact, 
or outcome measures. For example, community empow-
erment appears as a coalition characteristic in some stud-
ies [31, 35, 41] and outcome in others [29, 36, 43]. The 
variation in indicators used to measure similar constructs 
made it difficult to draw conclusions on ideal measures 
of coalition functioning and their impacts on commu-
nity outcomes, as some were shown to be more relevant 
than others. For example, meeting attendance was com-
monly used as a measure of coalition engagement, but 
studies did not capture information about the quality and 
purpose of engagement, which is likely to be most rel-
evant to coalition effectiveness [48]. This was magnified 
where researchers used composite constructs, combin-
ing several indicators to measure coalition effectiveness 
[35]. The majority of studies did not include distal out-
come evaluation relating to their target SDOH, rely-
ing instead on self-reported indicators of shorter-term 
organisational, attitudinal, policy, systems or environ-
mental change. In their review of evaluation methods 
used in coalitions, Kegler, Halpin and Butterfoss [6] note 
that large, government-funded initiatives often provide 
communities with a list of acceptable activities, based on 
established evidence. If a relationship between particu-
lar interventions and outcomes has already been estab-
lished, coalitions might focus their evaluation resources 
on shorter-term goals, rather than replicating existing 
research. This may explain the outcome reporting gaps in 
the studies included in this review. Further, authors used 
inconsistent cut-off points to determine significance, 
possibly driven by sample size, data collection tools, and 
the types of associations investigated. However, a greater 
focus on evaluating outcomes using validated, objective 
tools is required to reduce the risk of bias. Evidence of 
mediational effects and complex relationships between 
variables in studies that used SEM suggest that this 
approach to developing a framework for understanding 
coalitions might be more useful than more traditional, 
linear models of cause and effect. For example, Keg-
ler and Swan [34] showed that the relationship between 
coalition characteristics and community capacity was 
mediated by the level of participant satisfaction, and 
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the model by Oetzel et  al. [35] showed that some char-
acteristics were better predictors of success than others. 
Understanding the relative importance of various coali-
tion characteristics, and the way they enhance or sup-
press other determinants of success, offers practitioners 
the chance to direct their efforts to aspects of coalition 
functioning that give the best return on investment.

Best practice health promotion
Coalition researchers who favour a collectivist 
approach have defined new concepts and language to 
describe why coalitions work well, such as synergy and 
emergence, to reflect the view that a key driver of coali-
tion success had not been captured in existing health 
promotion frameworks [21, 54]. However, this review 
showed that well-established, best-practice health pro-
motion approaches are likely key determinants of coali-
tion outcomes: well informed, multi-pronged strategies 
that were implemented, monitored, and included pro-
visions for building capacity in the people leading them 
as well as the wider community, were associated with 
coalition success [13, 31, 38, 48, 49, 51, 52]. While the 
consistency of evidence that health promotion best 
practice is critical to success indicates that coalition 
characteristics will not fix a problem or create change 
on their own [45], it is likely that aspects of coalition 
structure and function, in particular group facilitation, 
have an important role in influencing health promotion 
outcomes [29, 30, 32–36, 38, 39, 42, 43, 47].

Facilitation, leadership and power sharing
The findings of this review that facilitation and leader-
ship are critical to success, are consistent with earlier 
reviews. Costumato [55] found that power sharing, 
trust, leadership style and formalisation can increase 
the effectiveness of public interagency collabora-
tion. Brush et  al. [56] found that member diversity, 
power sharing, decision making, engagement, trust, 
conflict resolution, fair allocation of resources, and 
moving research into systems and policy change are 
critical success factors in community research partner-
ships. Hoekstra et  al. [57] found that power dynamics 
between partners, including co-production of knowl-
edge, meaningful stakeholder engagement, building 
capacity and resources, and considering ethical issues 
are important in research partnerships. An interesting 
finding of this review is the importance of health pro-
motion skills in the coalition coordinator, due to their 
ability to support diversity and community participa-
tion [30]. In their critical review of Collective Impact 
initiatives, Ennis and Tofa [5] note that the complex-
ity of coalition models, and importance of address-
ing power and equity in the work, requires skill and 

attention. In this context, health promotion profes-
sionals may contribute as much through partnership 
brokerage and equity planning as they do through tech-
nical skills such as strategic planning.

Diversity and conflict
Coalition membership may improve effectiveness 
through the capacity it builds in members and mem-
ber organisations, including awareness, social capital, 
enhanced opportunity and impact, and resource acqui-
sition [47]. Whether member diversity had a positive 
impact on outcomes depended on the aims of the coa-
lition, and the mechanisms put in place to assure har-
mony [31, 34, 48]. Membership diversity appeared to 
be a high-risk, high-reward proposition. Diversity, and 
the looser relationships that can result, were important 
in coalitions where multi-strategy systems change was 
the goal, as long as high quality leadership and good 
conflict resolution was in place [31, 34, 48]. If these ele-
ments were not a focus of coalition functioning, there 
was evidence that members would engage less in both 
current and future coalition work [42]. Homogeneity 
and closer relationships tended to result in greater par-
ticipation, and faster, less complex implementation and 
results [31, 39]. Where a quick start or relatively simple 
solution is needed, beginning the work in a high-trust, 
familiar group may be beneficial. Prior assertions on the 
role of diversity in coalitions have been largely theory 
driven [58], or devoid of nuance about when, why, or 
how diversity might influence outcomes [16]. Studies 
that focus on business team performance explore pos-
sible mechanisms behind reduced outputs in diverse 
groups such as increased conflict, the challenge in inte-
grating practices, values, and activities, a need for for-
malisation to facilitate centralised decision making, 
lower starting levels of familiarity and communication, 
which are necessary for problem solving in collaborative 
work, and lower participation from people when they 
perceive that they are different to the rest of the group 
[59–61]. Studies in the same field also demonstrate that 
diverse groups develop more creative solutions [62]. On 
the whole, the impact of diversity in business teams is 
consistent with the findings of this review, and indicate 
that more research into how to overcome challenges 
associated with diversity is required, as the outcomes 
are worthwhile. This need for relationship building 
and working through conflict should be considered 
when developing timelines and funding arrangements 
for coalitions: unless a coalition has existed for some 
time already, there may need to be significant time and 
resourcing dedicated in the early stages, to ensure that 
decision making and conflict management processes 
support effective practice later on.
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Community engagement
Community member involvement was, unexpectedly, 
negatively correlated with outcomes in two studies [31, 
41]. Given that diversity in coalition membership can 
lead to outcomes taking longer to emerge, and that how 
well the group is managed has a strong influence on this, 
the time scale of the studies that evaluated coalitions 
including community members may have been too short 
[31, 33, 41]. Another possibility is the relative power of 
citizens in effecting systems change is low, when com-
pared to government, universities, and other institutions 
that commonly partner in coalitions [63]. The influence 
of starting socio-economic position and social capital on 
the likely success of coalitions shows that coalitions are 
really only effective if they, or the members, have power 
through access to resourcing, decision making, and 
political influence [32, 39, 40, 42]. A group of thought-
ful, committed citizens might be able to change the 
world, but only where they have access to the tools and 
resources to do so.

Strengths
This systematic review was the first to provide a system-
atic, rigorous exploration of empirical research on the rela-
tionship between coalition characteristics and community 
outcomes globally, using a comprehensive search of six 
databases. Where much prior research on this topic uti-
lises reflective analysis [16, 17], the research question and 
inclusion criteria of this review ensured that all included 
studies featured a quantitative analysis of the influence of 
coalition characteristics on community outcomes. This 
offers an opportunity to assess the strength of quantified 
relationships, rather than repeating existing theory on 
the topic of collaboration. This review included a range of 
interventions using systems theory, which has been absent 
in previous reviews [6]. The diversity of theoretical frame-
works and settings in the included studies improves gener-
alisability of results, as other notable reviews focus on one 
particular methodology such as CBPR [56], or setting such 
as the public service [55] or research [57].

Limitations
There are several limitations to this review, includ-
ing that there was only a small number of homogenous 
studies that met the inclusion criteria, precluding a 
meta-analysis. As with all systematic reviews that only 
include published literature, the evidence synthesis 
could also be limited by publication bias, where studies 
with neutral or negative results may not be published, 
thus skewing results. Only English-language studies 
were included, excluding research reported in other lan-
guages [64]. The review excluded 174 qualitative stud-
ies showing that most research published on the topic 

of community-based coalition is qualitative. The focus 
of the review was on measures of community coali-
tion  functioning, and while the qualitative studies pro-
vide rich detail, they do not provide insight on how these 
things are measured quantitatively.

Implications for policy and practice
The findings of this review direct practitioners to invest 
their energy in coalition characteristics to produce suc-
cess, and researchers to guide future research to vali-
date theoretical frameworks of coalition functioning. 
Coalition practitioners would benefit from using coali-
tion models to enhance best-practice health promotion 
approaches, rather than replace them. Issues of power 
sharing, conflict management, and collaborative leader-
ship should be active considerations in the design and 
implementation of coalition work, with more tradi-
tional planning and evaluation staying at the centre of 
the approach. Future research should focus on evaluat-
ing community outcomes, rather than perceived effec-
tiveness or other shorter-term measures of success. 
Coalition characteristics and outcomes should be evalu-
ated using validated tools, to strengthen the quality of 
research in this field. Study designs that allow for mul-
tiple data collection points and a quantitative analysis 
of change over time is needed to understand causation 
in efforts to improve coalition performance and out-
comes. Due to the complex and non-linear relationships 
between coalition characteristics and community out-
comes, analytical methods addressing this complexity 
such as SEM are best placed to inform future theoretical 
frameworks and evaluation.

Conclusion
Despite the wider recognition of the importance of coa-
litions in health promotion work, our study found a 
paucity of literature, with high heterogeneity between 
the small number of studies published over the past four 
decades. Existing literature demonstrates that coalition 
characteristics, alongside best practice health promo-
tion planning and evaluation, influence community out-
comes. Statistically significant associations were noted 
between community outcomes and wide range of coa-
lition characteristics, including community context, 
resourcing, coalition structure, member characteris-
tics, engagement, satisfaction, group facilitation, com-
munication, group dynamics, relationships, community 
partnership, and health promotion planning and imple-
mentation. Further research using consistent descrip-
tion and measurement of coalition characteristics and 
outcomes, empirical and validated evaluation measures, 
and analytical methods that consider the interrelation-
ship of variables such as SEM, is warranted.
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