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Abstract

Effective models for aligning public health and civil society at the local level have the poten-

tial to impact various global health issues, including tobacco. Georgia and Armenia Teams

for Healthy Environments and Research (GATHER) is a collaboration between Armenia,

Georgia and U.S. researchers involving a community randomized trial testing the impact of

community coalitions to promote smoke-free policy adoption and compliance in various set-

tings. Community Coalition Action Theory (CCAT) was used to guide and describe coalition

formation, implementation and effectiveness. Mixed methods were used to evaluate 14

municipality-based coalitions in Georgia and Armenia, including semi-structured interviews

(n = 42) with coalition leaders and active members, coalition member surveys at two time-

points (n = 85 and n = 83), and review of action plans and progress reports. Results indi-

cated successful creation of 14 multi-sectoral coalitions, most commonly representing

education, public health, health care, and municipal administration. Half of the coalitions cre-

ated at least one smoke-free policy in specific settings (e.g., factories, parks), and all 14 pro-

moted compliance with existing policies through no-smoking signage and stickers. The

majority also conducted awareness events in school, health care, and community settings,

in addition to educating the public about COVID and the dangers of tobacco use. Consistent

with CCAT, coalition processes (e.g., communication) were associated with member

engagement and collaborative synergy which, in turn, correlated with perceived community

impact, skills gained by coalition members, and interest in sustainability. Findings suggest

that community coalitions can be formed in varied sociopolitical contexts and facilitate

locally-driven, multi-sectoral collaborations to promote health. Despite major contextual
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challenges (e.g., national legislation, global pandemic, war), coalitions were resilient, nimble

and remained active. Additionally, CCAT propositions appear to be generalizable, suggest-

ing that coalition-building guidance may be relevant for local public health in at least some

global contexts.

Introduction

Community coalitions, a form of strategic association characterized by multiple sectors of a

community working together to achieve a shared goal, are a common approach to health pro-

motion. In the U.S., thousands of coalitions exist to address diverse public health and social

goals [1–9]. Ideally, coalitions are action-oriented and operate by actively engaging both orga-

nizational representatives and community members in making decisions and jointly imple-

menting collaboratively developed action plans based on a deep understanding of local

context. By offering a mechanism to pool diverse perspectives, expertise and resources, coali-

tions are able to implement multiple complementary interventions that synergistically contrib-

ute to the desired community change [1,10]. Within tobacco control, especially in the U.S.,

local coalitions are considered an integral part of a comprehensive approach and are often

innovating new intervention strategies as well as implementing evidence-based interventions

[11–15].

Outside of the U.S., one of the largest coalition initiatives is the World Health Organiza-

tion’s Healthy Cities movement. The model highlights the critical role municipalities play in

“establishing the conditions for health” [16–19], and encourages diverse resident participation

and widespread community ownership [17,20]. With respect to global tobacco control, com-

munity coalitions are less prominent. The Framework Convention for Tobacco Control

(FCTC) outlines a series of evidence-based intervention strategies, but focuses less on how

they are to be achieved and implemented [21,22]. Within global tobacco control, coalitions are

discussed most often at the national level, but rarely at the local level where they could poten-

tially help to strengthen compliance with smoke-free legislation, which is known to be less

than ideal in some countries [23–26]. There have been, however, a few calls to more deeply

engage civil society and local grassroots organizations in tobacco control to build stronger

public support for the FCTC articles and related policies [15,27,28].

Research and practice on community coalitions have been synthesized into the Community

Coalition Action Theory (CCAT) [1,29]. Briefly, CCAT posits that when coalition processes

and structures are functioning well, coalition members will contribute their resources to create

collaborative synergy that leads to higher quality assessments and action plans, and implemen-

tation of evidence-based and promising interventions. Culturally appropriate and science-

based interventions then lead to changes in policies, systems, environments and sustainable

programs that can drive population-level outcomes. Coalitions develop through stages and can

cycle back through them as new issues or priorities are added, and community context influ-

ences all aspects of coalition work, from formation through institutionalization [1]. CCAT has

been used to synthesize findings from coalition research across a range of topics from

COVID-19 to food environments [30–36]. Considerable evidence supports that various

aspects of coalition processes such as communication, shared decision-making and leadership,

as well as community context, are associated with member participation, satisfaction and other

indicators of intermediate effectiveness [7,37–43]. Few studies, however, have examined the

full set of associations along the pathway from coalition processes, to member engagement

and collaborative synergy, to effectiveness, especially over time [2,39,44–46].
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The current mixed methods study describes formation of 14 community coalitions, imple-

mentation of their action plans, and intermediate indicators of effectiveness as part of a com-

munity randomized trial evaluating whether multi-sectoral coalitions can be formed in

countries with different histories of governance than the U.S. (e.g., countries from the former

Soviet Union), and if so, whether they can decrease exposure to secondhand smoke through

shifting of community norms and adoption of smoke-free policies. Specifically, the paper

examines community coalitions formed to promote adoption of and compliance with smoke-

free policies to reduce secondhand smoke exposure in 14 medium-sized municipalities in

Armenia and Georgia. These countries are ideal settings to examine these overall aims, not

only because of their sociopolitical history, but also because they represent countries with two

of the highest male smoking prevalence rates globally and have historically lagged in tobacco

control [47,48].

Specific research questions informed by CCAT (see Fig 1) include: 1) Which community

sectors and demographic groups were most likely to join the coalitions? 2) What were the

major barriers and facilitators to coalition formation? 3) What settings did coalitions prioritize

and what were their major intervention strategies and accomplishments? 4) What contextual

factors influenced coalition functioning, implementation and accomplishments? 5) Which

intervention strategies were viewed as most effective in reducing SHS exposure? 6) Are associ-

ations between coalition processes, member engagement, collaborative synergy, and interme-

diate outcomes consistent with CCAT predictions?

Fig 1. Community coalition action theory operationalized for GATHER.

https://doi.org/10.1371/journal.pone.0289149.g001
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Methods and materials

Tobacco control and COVID-19 context in Georgia and Armenia

Georgia and Armenia Teams for Healthy Environments and Research (GATHER) is a collabo-

ration between the Georgia National Center for Disease Control and Public Health, the

National Institute of Health in Armenia, National Centers for Disease Control Armenia,

American University of Armenia, George Washington University, and Emory University. The

partnership was funded by the Fogarty International Center to build tobacco control research

capacity. As part of a community randomized trial, 14 of 28 municipalities were randomized

to the intervention group to form a community coalition in 2019. Funds were provided to

cover part-time salary support for a local or regional public health professional to form the

coalitions and to cover coalition expenses.

At the time the coalitions were formed, both countries had ratified the WHO FCTC over a

decade prior and Georgia had just recently (2018) strengthened their national smoke-free pol-

icy such that comprehensive smoking restrictions covered a broad range of indoor and out-

door public places, with relatively few exceptions (e.g., parks, mini-stadiums). Armenia

strengthened their smoke-free policy in 2020, with implementation of the majority of the pro-

visions in 2022. At the time of the coalition work described here, smoking was still allowed in

many public places in Armenia including restaurants and bars, taxis, parks and beaches, hotels,

outdoors on school and university grounds, and hotels, and smoking was partially restricted at

worksites and playgrounds. Both countries had enforcement practices in place, with compli-

ance monitoring, citations and fines.

In this study, coalition leaders were paid staff members. They attended a 1.5 day in-person

training in February of 2019 to learn how to conduct a situational analysis for tobacco control

(i.e., purpose, key informant interviews, template), and how to form a local coalition (i.e.,

recruitment, functioning). A second in-person training was held in June 2019 on developing

an action plan (i.e., SMART objectives) and maintaining a community coalition. Coalitions

began implementing their action plans in Fall of 2019 and were fully operational about six

months before COVID-19 began to influence their planned implementation activities. Coali-

tions were able to continue through the pandemic, but planned activities shifted to accommo-

date local restrictions (e.g., social distancing, closed businesses, remote learning in schools).

Coalitions implemented action plans through 2021, for a total implementation phase of 27

months. See Fig 2 for a timeline of the project, which also calls out timing of contextual factors,

including national policy implementation, the COVID-19 pandemic, and the war between

Armenia and Azerbaijan.

Data collection methods, measures and analysis by data source

Three types of data were used in the evaluation: interviews with coalition leaders and an active

coalition member, program documents including action plans and progress reports, and coali-

tion member surveys at two points in time. The protocol was reviewed and approved by the

Emory University Institutional Review Board, the National Academy of Sciences of the Repub-

lic of Armenia Institutional Review Board, the Institutional Review Board of the American

University of Armenia, and the National Center for Disease Control and Public Health of

Georgia Institutional Review Board. We obtained written informed consent for the key infor-

mant interviews and a waiver of documentation of consent for the web-based coalition mem-

ber survey.

Key informant interviews with coalition leaders and active coalition members. Semi-

structured interviews were conducted with local coalition leaders in Summer 2020, about one
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year after coalition formation and action plan development. The interview guides were

adapted from prior evaluations of community coalitions [3,43] and covered: prior tobacco

control efforts, the situational analysis, coalition formation, membership criteria, coalition

structure, staffing, member involvement, the action planning process, implementation, early

outcomes and accomplishments, and facilitators and barriers to coalition formation and action

plan implementation.

A second round of interviews were conducted in Spring of 2022 after completion of the

implementation phase. Local leaders were interviewed, along with the most active member per

coalition, as identified by the leader. The interview guides covered: member involvement and

contributions, action plan implementation, barriers to implementation, important outcomes

including policy change, pros and cons of coalitions as a public health strategy, and interest in

sustaining their coalitions. In both rounds of data collection, interviews took 45–60 minutes,

were conducted in-person in Georgia and by video conference in Armenia, and audio-

recorded.

Qualitative interviews were transcribed verbatim, then translated into English. Members of

the Emory team developed a codebook based on the interview guides and review of several

transcripts, and then double-coded the interviews. Qualitative data were managed in NVivo

12. Reports were generated for each major NVivo code, and themes were identified. Teams in

Armenia and Georgia were involved in identifying and confirming themes, with matrices used

to assess strength of theme, similarities and differences across countries, and to provide an

audit trail to increase trustworthiness of the findings [49,50].

Program documents. The evaluation included two types of document reviews: annual

action plans and progress reports. An action plan template was provided and included a menu

of 13 settings for policy-related efforts (e.g., restaurants, cultural facilities, public

Fig 2. Timeline for GATHER coalition formation and implementation. Action Planning & Strategy Selection: Include SMART (specific, measurable,

achievable, realistic, and time-based) annual objectives, tasks, timelines, and persons responsible for completing each task. Based on examples of best practices

in the US and elsewhere for creating policy change in each type of setting. Steps for policy change include documenting local problems (e.g., observations, key

informant interviews), formulating policies (e.g., developing/sharing model policies for different sectors), building awareness (e.g., creating promotional

materials, holding awareness and earned media events, developing press releases to media, using social media), and persuading decision-makers (e.g., meeting

with decision-makers, encouraging/supporting surveys to assess support for policy change, finding/sharing personal stories, making health/cost savings

arguments). Maintain sensitivity to the four step policy-making process (i.e., formulation, enactment, implementation, maintenance).

https://doi.org/10.1371/journal.pone.0289149.g002
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transportation, parks). Coalitions were asked to select their priorities, and then indicate

whether their efforts would focus on creating/strengthening policy or enforcing it. For each

selected priority setting, the coalitions developed a measurable annual objective, with an

accompanying description of tasks, timeframe and who was responsible for completing each

task.

Similarly, progress reports were structured to focus on the prioritized settings, along with

coalition membership. Specifically, the reports included a list of coalition members with sector

represented and date of joining the coalition, and a list of coalition meetings with the number

in attendance and a brief summary of the meeting. Additionally, the reports requested a listing

of the major activities and progress for each of the prioritized settings, as well as a summary of

significant accomplishments, challenges, and technical assistance needs. Coalitions were asked

to attach any relevant materials such as presentations and photographs of major events. Tim-

ing of the progress reports varied slightly by country, but all coalitions submitted three over

the course of the project. Annual action plans and progress reports were submitted to the

National Institute of Health in Armenia and the National Center for Disease Control and Pub-

lic Health in Georgia as part of the GATHER project reporting requirements.

All progress reports and annual action plans were translated into English, imported into

NVivo 12, and coded into broad categories (e.g., meetings, policy settings, annual objectives,

most significant accomplishment) by one member of the Emory team. Code reports were gen-

erated for the settings targeted by the coalitions, and abstracted by one analyst to document

which coalitions prioritized which settings, along with a description of the policies adopted.

These were then summarized by both setting and coalition, with review and confirmation

from teams who provided technical assistance to the coalitions in Armenia and Georgia.

Coalition member surveys. The first coalition member survey was conducted from

December 2020 to March 2021, about 15 months into the implementation phase (T1). Coali-

tion leaders provided e-mail addresses to the study team, who then sent a web-based survey

link to coalition members, followed by up to four reminders. Overall the response rate was

85.9% (85 of 99), with coalition-level responses ranging from 66.7% to 100% (13 of 14

coalitions� 70% response rate). The second was conducted from April and May 2022, follow-

ing the almost 2.5-year implementation phase (T2), using the same approach. Overall response

rate was 85.6% (83 of 97), with coalition-level response rates ranging from 33% to 100% (12 of

14 coalitions� 75% response rate. Results were shared with coalitions at both time points.

The coalition surveys were adapted from previously-published surveys examining coalitions

[37,38,40,42,51]. Items were translated into both Armenian and Georgian languages, back-

translated, and in a few instances, modified for clarity. Consistent with CCAT, measures are

described below in five broad categories: coalition membership, coalition functioning, mem-

ber engagement and collaborative synergy, intermediate indicators of effectiveness, and con-

textual influences.

Coalition membership. Broad sector representation was assessed through a coalition-level

measure of the number of sectors represented on the coalition [37]. The survey included a list

of 16 sectors with several adapted for local context (e.g., nongovernmental organization

instead of community-based organization and civic groups separately, local/municipal admin-

istration instead of local government) and members were asked to indicate the sector they best

represented. Demographic information included gender, education level and age. Representa-

tion and demographic characteristics were assessed similarly at both time points (early in the

implementation phase and post-implementation).

Coalition functioning: processes, leadership and structure. Four coalition processes were mea-
sured at each time point: communication, decision-making influence and method, task focus and
cohesion. Frequency and productivity of communication among members and between
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members and staff was assessed on a 5-point semantic differential scale (Cronbach’s α = .94 at

T1 and α = .95 at T2), 1 = frequent or productive, and 5 = infrequent, unproductive, respec-

tively. Decision-making influence was measured by assessing the extent to which members had

influence (1 = a lot of influence, 4 = no influence) on three types of decisions at T1 (e.g., setting

goals and objectives for the initiative) and four at T2 (e.g., deciding how to implement specific

projects), with Cronbach’s α = .93 at T1, and α = .95 at T2 [37,42]. Items were reverse coded

for the initial administration, and assigned differently at the second administration such that

higher scores indicated stronger processes.

Four items assessed task focus of the coalitions (e.g., there is a strong emphasis on practical

tasks in this coalition), with Cronbach’s α = .54 at T1 [37]. One negatively worded item was

reworded for the second administration, from “this coalition rarely accomplishes anything

concrete” to “accomplishes a lot.” Cronbach’s alpha was .81 for the T2 measure.

Cohesion was similarly assessed by averaging four items (e.g., group spirit among member),

however the Cronbach’s α indicated the scale was unacceptable, even with deletion of selected

items [37]. The question was modified at T2 to avoid negative wording; Cronbach’s alpha

became acceptable (Cronbach’s alpha = .79) with the removal of the item “members share a

strong commitment to this coalition”.

Because coalition leaders in this study were paid staff, items often used for leadership and
staffing were combined into a 16-item leadership measure at T1 (e.g., has a clear vision, is

respected, works well with coalition members), and reduced to eight items for the second sur-

vey [37]. Cronbach’s alpha was .92 and .84, respectively.

Coalition size, a dimension of structure, was operationalized as the number of active coali-

tion members, defined as attending at least one coalition meeting in the past year.

Member engagement (participation and satisfaction) and collaborative synergy. Participation
was assessed through roles played by coalition members and meeting attendance [37]. At the

first time point, participants were asked about seven roles they might have played on the coali-

tion (e.g., participated in action planning). At the second time point, they were asked about

seven roles in the implementation phase. The number of roles was summed for each respon-

dent. Meeting attendance was assessed by asking, “Have you attended: almost all of the meet-

ings, some, very few, or none.”

The satisfaction measure asked about seven aspects of the coalition (e.g., usefulness of the

situational analysis, programs and/or activities selected) at the first time point, and about nine

aspects at the end of the implementation phase, with a stronger emphasis on implementation

and reach at T2 (Cronbach’s α = .90 at T1 and .92 at T2) [37].

Collaborative synergy was assessed with seven items at T1. Sample items included: identify

new and creative ways to solve problems, include the views and ideas of all of the partners,

implement strategies that are most likely to work in your community, and carry out compre-

hensive activities that complement each other to produce community change [46]. For each,

members were asked: Please think about the people and organizations that are members of

your coalition. By working together, how well are these partners [synergy outcome]. Responses

(1 = not at all well to 5 = extremely well) were combined to create a scale, with Cronbach’s

alpha = .92 at T1. The synergy outcome measure was expanded at T2, with the addition of:

break down the work in a way that allows all partners to contribute, achieve outcomes that

could not be accomplished by working alone, create feelings of energy, excitement and passion

about the work [52]. Cronbach’s alpha for this expanded measure was .97.

Intermediate outcomes of coalition effectiveness. To assess implementation, coalition mem-

bers were presented with a list of possible coalition activities within five broad categories:

school-based events, signage and stickers promoting smoke-free environments, creating

smoke-free policies in specific settings, health care and/or COVID-related messages, and
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community-based awareness activities. They were asked to indicate which of the activities

their coalition completed and allowed to check all that apply. This item was created by the

study team and the activities were based on review of progress reports.

For each of the coalition activities implemented, members were asked to indicate their

opinion about the effectiveness of that activity in contributing to reduced SHS exposure.

Response options were: 1 = very ineffective to 5 = very effective. This measure was adapted

from the Partnership Self-Assessment Survey [53].

We assessed skills gained by coalition members as a measure of strengthened community

capacity as new skills have potential to be applied to other community problem-solving efforts.

At T2, we assessed 12 skill areas, such as assessing needs and assets, understanding new

tobacco control strategies, and funding or mobilizing resources for projects. Members were

asked, “for each of the skill areas below, indicate whether your skills have improved 1 = not at

all to 4 = a great deal.” Items were summed to create a composite measure of skills gained.

Perceived community impact was assessed by asking coalition members the extent to which

their coalition brought about improvements in their community such as reduced exposure to

SHS and improved compliance/enforcement of smoke-free policies [54]. Response options

were 1 = not at all to 4 = a great deal.

Contextual influences. Given most of the coalition efforts were conducted in the midst of

the COVID-19 pandemic (see Fig 2), we assessed member perceptions of the impact on coali-

tion functioning, implementation, and community views of smoking. For functioning, we

assessed frequency of meetings, communication in meetings, and participation levels, with

response options of 1 = decreased greatly, 3 = no change, 5 = increased greatly. For implemen-

tation, we assessed impact on action plan implementation, innovation in outreach methods,

changed coalition priorities and activities, and shifted own priorities away from coalition

work, with response options of 1 = decreased greatly, 3 = no change, 5 = increased greatly for

the first two items, and 1 = not at all to 4 = a great deal for the latter two items. For community

views, we asked about community interest in smoking and impact on attitudes toward smok-

ing, with response options of 1 = not at all to 4 = a great deal.

Coalition member survey data analysis. Coalition member survey data were analyzed

descriptively using SPSS 26.0. Descriptive results are reported with both countries combined

and by country for most constructs, given the different tobacco control contexts (i.e., smoke-

free legislation) in the two countries, as well as possible cultural differences that might influ-

ence results. Because coalition functioning, engagement and outcome variables were theorized

to operate at the coalition level, coalition member responses were aggregated within each coali-

tion to form a coalition-level score. Spearman rank-order correlations were used to examine

associations between constructs at the coalition level.

Mixed methods analysis

Using a convergent triangulation approach, qualitative and quantitative data were combined

to provide a comprehensive understanding of coalition formation, implementation and inter-

mediate effectiveness measures (e.g., perceived impact, policy change). Specifically, all three

data sources were triangulated to assess coalition structure, implementation, perceived effec-

tiveness, and likelihood of sustainability. To keep results somewhat parsimonious, the richest

data sources were used to describe additional aspects of coalition processes and outcomes.

Interview data were used to describe coalition formation, the action planning process, and per-

spectives on a coalition approach. Coalition member survey data were used to document

membership composition, coalition processes, and correlations predicted by CCAT. Program

records were used to report coalition priorities and policy adoption.
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Results

Lead agency and staffing

Regional public health branches in Armenia and local public health centers in Georgia served

as lead agencies for the coalitions, with paid staff employed by these organizations serving as

coalition leaders. All of the coalition leaders in Georgia lived in the community covered by the

coalition, the majority did not in the Armenian coalitions. Time devoted to the coalitions and

their work varied widely across leaders, from a couple of hours per week to several days in a

typical week (Table 1). Leaders generally felt the coalition work aligned with their job responsi-

bilities, with a leader from Georgia stating, “It is basically the same, as I work for the local public
health center”.

Situational analysis as an early coalition-building activity

To begin the coalition-building process, each coalition leader led a situational analysis of

smoke-free environments in their communities. Leaders sought to interview representatives

from various community sectors and age groups. They most commonly interviewed people

affiliated with schools and medical centers, but across the 14 coalitions, they interviewed repre-

sentatives from municipal government, supermarkets, TV directors, journalists, colleges, phar-

macies, hotels, taxi drivers, and general residents. The interviews aided in planning their local

Table 1. Description of coalition membership at T1 (early implementation), coalition member survey.

Dimension Total Coalition Members

(n = 85)

Armenian Coalition

Members

(n = 38)

Georgia

Coalition

Members

(n = 47)

Range of

Coalition-Level

Responses

(n = 14)

Live in community, n, % yes 81 (95.3%) 35 (92.1%) 46 (97.9%) 66.7% to 100%

Hours per month, mean, SD 10.7 (23.71) 6.6 (9.77) 13. (30.13) 2.2 to 48.0

Meeting attendance, n, % almost all 49 (57.6%) 18 (47.4%) 31 (66.0%) 0% to 85.7%

Represent group/organization, n, % yes 65 (77.4%) 28 (75.7%) 37 (78.7%) 50% to 100%

Part of paid duties, n, % yes 15 (18.8%) 1 (2.9%) 14 (30.4%) 0% to 66.7%

Gender, n, % female 57 (67.1%) 26 (68.4%) 31 (66.0%) 14.3% to 100%

Education, n, % college/graduate school 76 (92.7%) 33 (94.3%) 43 (91.5%) 80% to 100%

Age, mean, SD 47.8 (10.42) 50.5 (10.76) 45.7 (9.76) 39.3 to 58.3

Sector representation, n, %

Education 25 (30.5%) 12 (33.3%) 13 (28.3%) 14.3% to 60%

Public health 14 (17.1%) 2 (5.6%) 12 (26.1%) 0% to 50%

Health care facilities/clinics/hospitals 14 (17.1%) 11 (30.6%) 3 (6.5%) 0% to 50%

Local/municipal administration 10 (12.2%) 3 (8.3%) 7 (15.2%) 0% to 33.3%

Nongovernmental organizations 6 (7.3%) 3 (8.3%) 3 (6.5%) 0% to 20%

Private business 3 (3.7%) 2 (5.6%) 1 (2.2%) 0% to 20%

Interested resident 2 (2.4%) 1 (2.8%) 1 (2.2%) 0% to 20%

Criminal justice/safety/police 2 (2.4%) 1 (2.8%) 1 (2.2%) 0% to 25%

Student/child 1 (1.2%) 0 1 (2.2%) 0% to 14.3%

Media 1 (1.2%) 0 1 (2.2%) 0% to 14.3%

Neighborhood group 1 (1.2%) 1 (2.8%) 0 0% to 16.7%

Other 3 (3.7%) 0 3 (6.5%) 0% to 16.7%

Number of sectors represented 12 9 11 3 to 5

Note: Missing excluded from denominator.

https://doi.org/10.1371/journal.pone.0289149.t001
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efforts and in identifying potential coalition members. A leader from Armenia commented,

“The interviews helped me to select coalition members, who assisted me to understand their
vision, mentality and willingness to work”.

Coalition membership

Coalitions averaged seven members. Table 1 lists demographic characteristics of the coalition

members, as well as the community sectors represented. Across both countries, the vast major-

ity of coalition members lived in the communities served by the coalition (95.3%). Coalition

members generally represented a group or organization (77.4%), but only 18.8% saw the coali-

tion work as part of their paid duties. Education levels were very high with 92.7% reporting a

college or graduate degree. The majority were women (67.1%) and the mean age was 47.8 (SD

10.42). Members most commonly represented education (30.5%), health care (17.1%), public

health (17.1%), and local municipal administration (12.2%). Media, NGO’s, private business,

interested residents, and criminal justice/police were also represented on a few of the coali-

tions. Church or religious organizations were not represented, nor were housing/property

management or social/human services, perhaps because the latter two sectors are not as com-

mon as in the U.S. Twelve sectors were engaged across all of the coalitions combined, with

nine and eleven sectors represented in Armenia and Georgia, respectively.

Also shown in Table 1 are coalition-level characteristics as assessed through the coalition

member survey, with significant variation in composition by coalition. For example, at least

one coalition had no members who viewed their time devoted to the coalition as part of their

paid duties, and another had mostly men on their coalition (14.3% women) in contrast to at

least one with 100% women. Sector representation also varied by coalition with an average of

just 3 to 5 sectors represented on any given coalition. At least one coalition reported 60% of its

members from the education sector, and another reported just 14.3%.

Coalition structure

The coalitions had relatively simple structures; just one formed a subcommittee and only one

leader described formal operating procedures. A coalition leader in Armenia shared, “We have
operating procedures and specific days designed for meetings. Before starting the work in the coa-
lition, the members sign an agreement regarding their involvement in the coalition.” There were

no formal leadership positions (e.g., volunteer chairperson, secretary). The majority of leaders

felt their coalition structures were working well.

Coalition functioning, member engagement, and collaborative synergy

Table 2 presents descriptive findings on coalition functioning, member engagement and col-

laborative synergy. In general, coalition members felt they had “some” influence in coalition

decisions, felt that communication was productive and frequent, that leaders were competent,

and that coalitions had relatively high levels of cohesion and task focus. Median coalition

scores are also presented by county, along with range of scores across coalitions. Decision-

making influence varied across coalitions from 2.6 to 4.0. Similarly, communication ranged

from 3.3 to 4.9, and cohesion and task focus ranged from 2.9 to 4.0 across coalitions.

Member engagement and collaborative synergy results are also in Table 2. Satisfaction was

generally high, with variation from 3.1 to 4.0 across coalitions. Meeting attendance was closer

to “some” of the meetings than “almost all” and members participated in 4.9 of 7 roles, with

considerable variation across coalitions. Collaborative synergy was notably different across

countries with a median of 3.1 in the Armenian coalitions and 4.2 in the Georgian coalitions.
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Table 2. Coalition functioning, intermediate outcomes and influence of COVID-19, overall and by coalition, coalition member survey.

Coalition Characteristic Overall

(n = 83)

Coalition-Level (aggregated)

Armenia

(n = 7)

Coalition-Level (aggregated)

Georgia

(n = 7)

Mean (SD) Median and Range Median and Range

Coalition Functioning (T2)

Decision-making influence a 3.1 (.60) 3.0 (2.6–4.0) 3.3 (2.7–3.8)

Communication b 4.2 (.95) 3.8 (3.3–4.8) 4.7 (3.9–4.9)

Task focus c 3.6 (.56) 3.4 (2.9–4.0) 3.8 (3.3–4.0)

Cohesion c 3.7 (.47) 3.8 (3.0–4.0) 3.9 (3.6–4.0)

Leadership c 3.6 (.54) 3.5 (3.0–3.6) 3.8 (3.3–4.0)

Member Engagement & Collaborative Synergy (T2)

Satisfactiond 3.5 (.48) 3.2 (3.1–3.7) 3.8 (3.0–4.0)

Participation

Meeting attendancee 3.3 (.83) 3.6 (2.5–4.0) 3.1 (2.8–4.0)

Roles played on coalitionf 4.9 (1.55) 5.3 (3.5–6.5) 4.9 (3.8–5.5)

Collaborative synergyg 3.7 (.76) 3.1 (2.3–3.7) 4.2 (3.5–4.8)

Intermediate Outcomes (T2)

Skills gainedh 3.4 (.55) 3.2 (2.9–3.9) 3.7 (3.2–3.9)

Community impacth 3.3 (.54) 3.2 (2.6–3.8) 3.5 (3.3–4.0)

Reduced exposure to SHS 3.3 (.61) 3.0 (2.8–4.0) 3.4 (3.0–4.0)

Influenced/created new smoke-free policies 3.2 (.71) 3.0 (2.2–3.6) 3.4 (3.2–4.0)

Improved compliance/enforcement of smoke

free policies

3.4 (.59) 3.3 (2.6–3.7) 3.6 (3.2–4.0)

Increased smoking cessation 3.2 (.67) 3.5 (2.7–3.7) 3.0 (2.6–3.9)

Prevented youth from smoking 3.3 (.80) 3.0 (2.7–3.9) 3.6 (2.2–4.0)

Increased the number of smoke-free homes 3.1 (.71) 2.7 (2.4–3.7) 3.2 (2.9–4.0)

Increased knowledge of SHS harms 3.5 (.67) 3.2 (2.6–4.0) 3.8 (3.5–4.0)

Built public support for smoke-free policies 3.4 (.62) 3.0 (2.6–3.7) 3.6 (3.4–4.0)

Increased knowledge of COVID-19 and tobacco 3.5 (.59) 3.3 (3.0–3.6) 3.8 (3.4–4.0)

Interest in sustainabilityi 3.5 (.74) 3.2 (2.2–3.5) 4.0 (3.1–4.0)

COVID-19 Impact (T1)

On coalition functioning

Frequency of coalition meetings j 1.3 (1.05) 1.5 (1.2 to 1.8) 2.0 (1.6 to 3.9)

Communication in the coalition j 2.3 (.98) 1.8 (1.5 to 2.4) 2.3 (1.8 to 4.3)

Participation levels j 2.4 (1.06) 1.8 (1.5 to 2.6) 2.4 (1.7 to 4.1)

On implementation

Action plan implementation j 2.3 (1.16) 1.8 (1.2 to 2.4) 2.5 (1.5 to 4.1)

Innovation in outreach methods j 2.5 (1.24) 2.6 (1.4 to 3.8) 2.3 (1.5 to 4.0)

Changed coalition priorities and activities h 2.8 (.77) 2.8 (2.6 to 3.0) 2.7 (2.4 to 3.0)

Shifted own priorities away from coalition work h 2.9 (.81) 3.0 (2.8 to 3.3) 2.7 (2.3 to 3.5)

On community views of smoking

Community interest in smoking h 2.7 (1.29) 2.7 (1.6 to 3.2) 2.5 (1.7 to 4.7)

(Continued)
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Action planning process

Coalition leaders were asked about their action planning process. When describing the selec-

tion of priority issues to address, leaders spoke about the training they received from the initia-

tive, situational analysis results, or specific knowledge and experience of the coalition

members as influencing the selection. A leader from Armenia stated, “We ourselves partici-
pated in educational activities, the ones in [training site], and the situational analysis was dis-
cussed, and the topics were chosen based on the situational analysis.” Other factors included

community priorities and needs, and coalition member expertise and experience. Coalitions

in Georgia selected up to three priorities, with the majority selecting two. In Armenia, coali-

tions tended to select more priority areas.

Schools, parks and transportation were prioritized most often. Review of the submitted

action plans documented that schools were the most common setting for coalition work (12

coalitions), even though all were covered by the national smoke-free legislation. Parks and

public transportation were also common intervention targets (10 coalitions). Other settings

were targeted as follows: homes/apartment buildings (8), restaurants/catering facilities (7),

hospitals and clinics (6), public places such as stores/beauty salons (6), worksites/factories (5),

cultural facilities such as theaters and museums (5), kindergartens (4), universities (4), hotels

(2), stadiums/mini-stadiums (2), and playgrounds (2).

Implementation of the action plans and perceived effectiveness of major

intervention strategies

In the first round of interviews, coalition leaders suggested that efforts to promote smoke-free

homes and to increase awareness and build support for smoking restrictions, tobacco use pre-

vention, and tobacco cessation were common. Children were often engaged in these efforts,

through essay writing, videos, games and flash mobs. Table 3 lists common coalition activities

categorized into five domains: school-based events, signage and stickers promoting smoke-

free environments, creating smoke-free policies in specific settings, health care and/or

COVID-related messages, and community-based awareness activities. Most common activities

across all coalitions were giving smoke-free signs or stickers to specific settings such as taxis or

Table 2. (Continued)

Coalition Characteristic Overall

(n = 83)

Coalition-Level (aggregated)

Armenia

(n = 7)

Coalition-Level (aggregated)

Georgia

(n = 7)

Mean (SD) Median and Range Median and Range

Impacted attitudes toward smoking h 2.8 (.89) 2.8 (2.3 to 3.0) 2.9 (2.4 to 3.4)

Note: T1-Early in implementation, T-2 end of implementation
a 1 = No influence, 4 = A lot of influence
b 1 = infrequent/unproductive, 5 = Frequent/productive
c 1 = Strongly disagree, 4 = strongly agree
d 1 = very dissatisfied, 4 = very satisfied
e 1 = none of the meetings 4 = almost all of the meetings
fSum of 7 roles
g 1 = not well at all, 3 = somewhat well, 5 = extremely well
h1 = not at all, 4 = a great deal
i1 = not at all, 4 = very
j 1 = decreased greatly, 3 = no change, 5 = increased greatly.

https://doi.org/10.1371/journal.pone.0289149.t002
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hotels and hanging posters about the dangers of SHS. Educating youth and families on the

harms of SHS and tobacco use, meeting with decision-makers to gain commitment for a

smoke-free policy, design contests, surveys to assess support for smoke-free policies, and dis-

tributing information about the national smoke-free law were also very common. Coalition

members were asked about the effectiveness of the various activities in reducing SHS exposure.

Most activities were viewed as somewhat effective, with the highest effectiveness scores for rec-

ognizing/rewarding settings that created a smoke-free policy.

Facilitators and barriers to implementation, including contextual factors

When asked what facilitated their success, respondents described responsible and committed

coalition members. A coalition leader in Georgia stated, “Each coalition member is involved in
all activities with heart and responsibility. This brings success.” Involvement of key community

leaders/members was viewed as another strong facilitator. An active coalition member in

Armenia explained, “I think the fact that people saw quite serious government employees and

Table 3. Common coalition activities and perceived effectiveness, coalition member survey.

Coalition Activity

Number of

Coalitions

(Armenia/Georgia)

*

Perceived

effectiveness in

reducing SHS

exposure

School-Based Events 13 (6/7) Mean SD

To educate youth on the dangers of tobacco to prevent initiation 13 (6/7) 4.1 1.15

To educate youth on the harms of SHS 13 (6/7) 3.9 1.35

Targeting families on the harms of SHS & importance of smoke-free homes 13 (6/7) 3.7 1.26

Competitions for winning designs for no smoking messages 13 (6/7) 3.9 1.45

Signage and stickers promoting smoke-free environments

Giving smoke-free home signs/stickers to families/parents 13 (7/6) 3.6 1.35

Giving smoke-free signs/stickers to specific settings (e.g., taxis, hotels) 14 (7/7) 3.6 1.24

Hanging posters about dangers of SHS (e.g., public transport) 14 (7/7) 3.7 1.21

Creating smoke-free policies in specific settings

Meeting with owners/managers/administrators to gain commitment for a smoke-free policy (e.g., universities, hotels, parks

factors, restaurant owners, hospitals, schools)

13 (6/7) 3.8 1.25

Drafting and sharing sample policies for different settings 6 (2/4) 3.7 1.07

Recognizing/rewarding settings that create a smoke-free policy 12 (5/7) 4.2 .93

Conducting surveys/interviews in specific locations to document support for smoke-free policies (e.g., parks) 13 (6/7) 3.7 1.28

Cleaning up parks or stadiums to remove cigarette butts and build support for smoke-free policies 3 (0/3) 3.6 1.42

Health care and/or COVID-related messages

Education on SHS harms in health care settings 12 (5/7) 3.8 1.05

Distributing printed materials on tobacco harms in COVID-related settings (COVID hotels, testing sites) 10 (4/6) 3.9 .95

Distributing COVID-related face shields/masks with anti-tobacco messages (e.g., taxi drivers, police) 12 (7/5) 4.0 .92

Hanging posters about COVID and tobacco in public locations 6 (0/6) 3.7 1.17

Community-based awareness activities

Student flash mobs in community settings to promote awareness of SHS harms 9 (4/5) 3.6 1.26

Sporting events with education on tobacco harms (e.g., wrestling) 5 (0/5) 3.6 1.41

Distributing “give-aways” at community events to promote smoke-free policies 11 (4/7) 4.2 1.27

Distributing information about the national smoke-free law 13 (6/7) 4.1 1.23

Distributing information on smoking cessation support (e.g., Quitline, self-help information) 7 (1/6) 4.2 1.02

*Reported by at least 2 of the coalition members responding to the coalition member survey per coalition, or ½ of members in one coalition with just two respondents.

https://doi.org/10.1371/journal.pone.0289149.t003
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doctors among us, such as the deputy mayor. . . and we also invited people who were not mem-
bers of the coalition, but they came and attended our events. That made people more alert and
excited.” A coalition leader in Georgia explained how the involvement of the city hall employee

was instrumental, “He [employee of a City Hall] is a necessary person, he helps us and he is there
with all his will. . . assists us in implementation of events. For example, if we want to plan a sports
event, we have to agree it with the City Hall, in this case he helps us in everything without any
problem.” Compelling ideas or topics, involvement of children, use of educational materials

and incentives, and competition and awards were also seen as significant facilitators to success-

ful implementation.

Challenges were generally related to COVID-19 and the associated restrictions. When

asked to describe any activities that did not go well and the reasons why, representatives from

almost all of the coalitions described how COVID impacted their work. As an active coalition

member in Armenia explained, “The main challenge, I think, was the situation of the country in
general, that we could have done more, but we took into account the psychological state of the
people, the obligation of people to stay away from each other because of the epidemic and kept
ourselves as restrained as possible in our plans.” A coalition leader in Georgia stated, “Ours was
one of the first districts to get closed—the army was standing here. The public was so frightened.

We had an event planned, we wanted to hold an art event for children and we couldn’t do it
because of the pandemic. Students, youth, when we mentioned before, we had planned this activ-
ity with them. We could not gather people because of the pandemic.”

Other challenges to implementation, discussed primarily by the Armenian coalition repre-

sentatives, included the weather, some pushback from those the coalitions were trying to reach

(e.g., taxi drivers), caution by some organizations about needing approval to collaborate,

scheduling and timing barriers, and the war with Azerbaijan which resulted in thousands of

displaced people, injuries and deaths. With respect to the war, one coalition leader com-

mented, “Well, of course, there are people who say, well, is this an appropriate time for that? We
are in a war, we are in COVID. There were such pessimistic people. People who objectively
thought so. But, well, it is natural. Everyone has their own opinion.”

Coalition members were asked about the impact of COVID-19 on their work in late Fall

2020 (Table 2). In both countries, frequency of coalition meetings, communication, and partic-

ipation levels were viewed as decreasing due to COVID-19. Similarly, COVID-19 was viewed

as negatively influencing action plan implementation, innovation in outreach methods, coali-

tion priorities and activities, and shifting of one’s owns priorities away from the coalition

work. COVID-19 was also viewed as having some influence on community interest in smoking

and general attitudes toward smoking.

Policy-related successes

Much of the policy-related work focused on increasing awareness of the national smoke-free

laws and promoting compliance with the laws. The national laws were strengthened right

before and after the coalition work creating a rather fluid policy environment and reducing

the opportunity for new smoke-free policies at the community level. Nevertheless, the coali-

tions were able to make some progress.

In Armenia, several factories and café’s, and cultural facilities adopted or strengthened

smoke-free policies (e.g., removed designated smoking areas), along with a hotel. Additionally,

schools clarified and strengthened their enforcement of smoke-free outdoor spaces, and a

broad range of settings (e.g., shopping malls, city halls, taxis, public transport) were encour-

aged to comply with the law and/or protect nonsmokers from SHS. Even in settings covered

by the law, it was often not enforced leaving substantive room for improvement in creating
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smoke-free environments. All of the coalitions contributed to clarification and better enforce-

ment of school-related smoke-free policies, and in terms of new policies not covered by the

national policy at the time, four coalitions facilitated new policies. One coalition facilitated

smoke-free policies in a factory, bakery and hotel. A second in a café’, a third in a café and a

dairy factory, and a fourth in a café and a mineral water factory.

In Georgia, where a stricter smoke-free policy was in place shortly prior to coalition forma-

tion, coalitions focused on enforcement and compliance with existing policies (e.g., signage

and stickers) in schools, business establishments, clinics/hospital settings, cultural facilities,

municipal buildings, restaurants, shops, and stadiums. Three coalitions achieved new policy

outcomes. One coalition’s efforts led to a smoke-free mini-stadium, another led to a smoke-

free park, and a third contributed to smoke-free city parks and a smoke-free residential

building.

Major accomplishments and perceived community impact

Coalition leaders and members were asked to describe their most important outcomes.

Respondents answered in two ways. One group described a specific tobacco outcome (e.g.,

increased awareness of SHS harms, impact on smoking cessation, new smoke-free policies and

spaces). For example, a coalition member in Georgia elaborated on a policy victory along with

increased awareness, “Smoking was banned in the children’s playground, we put up no smoke
signs there and this is our achievement. Even the fact that a single child tells me that my family
no longer smokes is an achievement. Something concrete and huge- no, not that way. Raise
awareness—this is the achievement of the coalition. We worked faithfully and unanimously.”

Another group focused on the coalitions, describing a new way of working together and/or

new and valuable relationships within the coalition and with key community leaders. A coali-

tion leader in Armenia described, “The achievement of our coalition consisted in the fact that
we were strangers, but we got together and became relatives, and the team work was very pleas-
ant, everyone made their own proposal, it was accepted, we discussed, nothing happened by the
decision of one person, but together we decided what to do․”

Table 2 presents coalition member perspectives on the impact of the coalition on a range of

possible outcomes. Greatest impact was thought to be on increased knowledge of SHS harms

and increased knowledge of COVID-19 and tobacco. Lower levels of impact were perceived

for smoke-free homes, smoking cessation, and new smoke-free policies.

Perspectives on a coalition approach to tobacco control

When asked about the strengths of a coalition approach in public health, coalition leaders and

members described how group work is more effective than working alone and how discussion

within coalitions makes strategies more effective. A coalition leader from Georgia explained, “I
think that the coalition is good, it is very important who will be its members. If there are members
in the Coalition who are decision-makers, then the coalition will work well, because many barri-
ers are being removed and time will be saved. You don’t have to spend so much time with them
to overcome these barriers and depend on their attitude and kindness. If they want to work in
this direction, of course they have influence on the society.” An active coalition member from

Armenia stated, “They complete each other, if you are suggesting something, another suggestion
accompanies it and it is better than alone. According to me group work is better. It is not possible
for us to do all that work alone. Someone manages, the other takes pictures, the other helps and
the work becomes more complete.” Coalitions were viewed as a structure for like-minded and

influential people to work together, and seen as enjoyable and fun, as well as good for network-

ing by some.
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Interest in sustaining the coalitions

Most of the members and leaders interviewed expected or hoped that their coalition would

continue, although a few were not sure. A coalition leader in Armenia stated, “Our coalition
already has the experience and completed work, it has recognition, and there are already estab-
lished collaborations. I think we can think about public health programs, in general, monitoring
programs, and the coalition will implement those activities, especially, when we have experience
in working with health programs and there is no need to make discoveries.” A coalition member

in Georgia explained, “We continue to think that the coalition shall continue its work, all mem-
bers of the coalition want to plan events as much as possible and work in the medical facilities
and spaces where we worked, we are happy to do it and we want to continue like this and be so
united, we have gathered such a team, we liked to work when you are not limited, you will plan
the activity, you will carry it out, no one will limit you in this, you will do whatever you desire.”

Several coalition leaders and members, more commonly in Armenia, had greater confi-

dence the coalition would continue if there was something specific for them to work on. A coa-

lition member of an Armenian coalition explained, “If there are new ideas concerning health, it
seems to me that everyone will agree to work again within the framework of the coalition, espe-
cially when the main experienced core has already been formed․” A few had not yet discussed it,

but sensed that the connections between coalition members would continue even if the formal

coalition did not.

Coalition member interest in sustaining the coalitions mirrored the coalition leaders’ views

(Table 2), with high interest among coalition members in Georgia and some interest among

coalition members in Armenia, while coalition-level interest varied.

Associations between coalition functioning and member engagement/

collaborative synergy

Table 4 shows coalition-level correlations between decision-making influence, communica-

tion, task focus, cohesion and leadership, several measures of member engagement, and collab-

orative synergy. Early in the implementation phase, all of the coalition processes (i.e., decision-

making influence, communication, task focus and leadership) were significantly correlated

with satisfaction and collaborative synergy. They were not significantly associated with roles

played on the coalition, but decision-making influence and communication were associated

with attendance at coalition meetings. Number of sectors represented on the coalition was

associated with both measures of participation (i.e., attendance and roles played), as well as

satisfaction.

Associations between early coalition processes (T1) and indicators of member engagement

and synergy at the end of the implementation phase (T2) were similar, with just a few changes.

Decision-making influence at T1 was not correlated with satisfaction or collaborative synergy

at T2, and the number of sectors was no longer significantly correlated with satisfaction.

At the end of implementation (T2), all of the processes were significantly correlated with

attendance, satisfaction and collaborative synergy, but not with roles played. Number of sec-

tors was not significantly correlated with satisfaction and collaborative synergy.

Associations between member engagement, collaborative synergy and

intermediate outcomes

As predicted by CCAT, satisfaction was associated with each of the intermediate indicators of

effectiveness, including skills gained, community impact, and interest in sustainability

(Table 5). One of the participation measures (i.e., meeting attendance) was associated with
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most of the intermediate indicators with the exception of community impact. Number of roles

played on the coalition, however, was not associated with any of the intermediate outcomes.

Collaborative synergy, hypothesized by CCAT to be the bridge between member engagement

and improved outcomes, was associated with two of the engagement indicators (i.e., meeting

attendance and satisfaction, and with all three of the intermediate outcomes (i.e., skills gained,

community impact, interest in sustainability).

Discussion

This paper describes the formation and implementation phases of 14 smoke-free air coalitions

in Georgia and Armenia. With both countries formerly part of the Soviet Union, it was

unknown whether engagement of community members to drive local community change

Table 4. Cross-sectional and longitudinal associations among coalition factors, member engagement and collaborative synergy.

Member Engagement and Collaborative Synergy Early in Implementation (T1)

Coalition Functioning and Sector Diversity Early in Implementation (T1)

Attendance at Meetings (T1) Roles Played (T1)

Satisfaction (T1)

Collaborative

Synergy

(T1)

Decision-making influence .648* .337 .640* .590*
Communication .712* .271 .774* .724*
Task focus .372 .316 .740* .636*
Leadership .483 .366 .770* .739*
Sectors .557* .570* .637* .461

Member Engagement and Collaborative Synergy at the End of Implementation (T2)

Coalition Functioning and Sector Diversity Early Implementation (T1) Attendance at Meetings (T2) Roles Played (T2)

Satisfaction (T2)

Collaborative

Synergy

(T2)

Decision-making influence .615* .251 .411 .332

Communication .828* .022 .582* .789*
Task focus .522 .042 .651* .717*
Leadership .551* .128 .618* .727*
Sectors .543* .109 .514 .514

Coalition Functioning and Sector Diversity End of Implementation (T2)

Decision-making influence .685* .119 .622* .543*
Communication .648* .002 .831* .712*
Task focus .668* .334 .625* .708*
Cohesion .841* .137 .627* .679*
Leadership .632* .251 .697* .604*
Sectors .015 -.015 .456 .334

*Significant at p < .05; Spearman rank order correlation, n = 14.

https://doi.org/10.1371/journal.pone.0289149.t004

Table 5. Correlations among member engagement, collaborative synergy and intermediate coalition outcomes, end of implementation (T2).

Collaborative Synergy Skills Gained Community Impact Interest in Sustainability

Meeting attendance .615* .780* .454 .590*
Roles on coalition -.196 .278 -.048 -.164

Satisfaction .864* .727* .842* .742*
Collaborative Synergy 1.0 .793* .780* .880*

*Significant at p < .05; Spearman rank order correlation, n = 14.

https://doi.org/10.1371/journal.pone.0289149.t005
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would be embraced as a public health strategy. Historically, decisions and major initiatives in

Armenia and Georgia were driven through a centralized, top-down approach. Additionally, it

was uncertain whether associations predicted by CCAT, which was informed heavily by wis-

dom literature in the U.S., would generalize to a different political context.

Community coalitions were successfully formed and sustained in all 14 municipalities over

a three-year period, even in the midst of a global pandemic. Multi-sectoral coalitions com-

pleted situational analyses, and developed and implemented action plans. Further, almost all

of the associations predicted by CCAT were observed in these coalitions. CCAT predicts that

well-functioning coalitions, as assessed by shared decision-making, frequent and productive

communication, cohesion and task-focus, lead to higher levels of satisfaction and participation

among members [1,29]. In the GATHER coalitions, most of the coalition processes were asso-

ciated with satisfaction and collaborative synergy both early in the implementation phase and

at the end. Other studies have shown similar associations [37,38,44]. Additionally, coalition

processes as assessed early in the implementation phase were still associated with satisfaction,

meeting attendance and collaborative synergy at the end of implementation. Member satisfac-

tion, meeting attendance and collaborative synergy, in turn, were associated with skills gained,

perceived community impact, and interest in sustainability. Prior studies of collaborative syn-

ergy have documented associations with coalition processes, but not linked collaborative syn-

ergy to outcomes [44–46].

Diversity of coalition membership and the number of roles played on the coalitions did not

operate as hypothesized by the theory, but were consistent with prior studies [37]. Diversity of

sectors was significantly correlated with satisfaction early in the initiative, but not at end of the

implementation phase. Diversity, while valued positively and with potential to contribute to

both collaborative synergy and equitable processes, is complex in that it can create challenges

in cohesion and other coalition processes, but may still contribute to community changes [37].

In the GATHER coalitions, which were relatively small, diversity was modest with the majority

of members highly educated and from just a few community sectors. Roles played on the coali-

tion, which has been used as a measure of participation in other studies, warrants more study

as associations are mixed [37,38].

A large number of studies have documented that coalitions are able to influence changes in

policies, systems and environments that support health at the local level [2,6,8,55–58]. In the

current study, half of the coalitions contributed to at least one new smoke-free policy in a local

setting, such as parks, worksites and hotels. Local policy change was the original goal of the

GATHER project, however with the passage of comprehensive smoke-free legislation at the

national levels during the course of the project, the number and types of new local policies that

coalitions could target was reduced, particularly in Georgia whose policy was implemented

just prior to coalition formation. Nevertheless, coalitions were active in strengthening aware-

ness and enforcement of the existing legislation in a wide range of settings, from schools to

museums to stadiums. Coalitions were forced to be creative in awareness activities given

restrictions on use of mass media to avoid contaminating control communities. Thus, many of

the awareness activities were done in the schools with youth (e.g., flash mobs, essay contests),

likely also influenced by a relatively high proportion of coalition members from the education

sector. Studies in the U.S. have shown that population-level outcomes are dependent on

whether coalition activities are evidence-based and have sufficient reach into the full popula-

tion, as well as a sufficiently long timeframe for change to occur [2,41,59–61]. Smoke-free poli-

cies themselves are considered evidence-based [15,21,22], but at present there is not a strong

evidence base for how to create local policies and/or how to encourage enforcement [21,22].

In addition to the influence of national smoke-free legislation, the coalitions adapted to

other major contextual factors including the COVID-19 pandemic which necessitated shifting
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strategies to accommodate social distancing as well as the closure, at least for a few months, of

many of the organizations and settings that were targeted for intervention work (e.g., schools,

restaurants, workplaces). This, in combination with the national smoke-free legislation, shifted

some of their work to COVID and tobacco messaging, and general messaging against SHS

exposure and tobacco use, the latter heavily focused on youth and their families. Coalition

members felt that their impact was greatest in increasing knowledge about the harms of SHS

and health effects of COVID-19 and tobacco. New smoke-free policies, smoking cessation,

and smoke-free homes were viewed as areas with less impact. Further complicating an already

dynamic context, coalitions in Armenia also experienced a war with neighboring Azerbaijan

during this timeframe, which not surprisingly, focused attention away from tobacco control.

While this study had a number of strengths such as the longitudinal mixed methods design

and triangulation of data sources, it also had limitations that should be considered in interpret-

ing results. These coalitions were formed in mid-size communities with populations ranging

from 5,700 to 48,300, and may not generalize to smaller or larger communities with varying

levels of resources for public health. Similarly, coalitions may operate differently across coun-

tries and communities with varying levels of historical experience with collaborative local

efforts to improve health. Those interviewed as key informants were heavily involved in the

coalition work and likely do not reflect perspectives from all coalition members. They may

also have been influenced by social desirability, thus portraying the coalitions more positively

than warranted. Additionally, while response rates were generally high, coalition members

who chose not to respond to the survey may have had very different perspectives which are

missing from the evaluation.

Conclusion

This study showed that community coalitions can be formed in political contexts outside of

the U.S., and generate enthusiasm for locally-driven collaborative efforts across multiple sec-

tors. While challenged by major contextual barriers (e.g., national legislation, global pandemic,

and war), coalitions were resilient, nimble and remained active throughout the project period.

Additionally, given the implementation of national smoke-free policies during the timeframe

of this study, opportunities for local policy change were more limited than anticipated. As a

result, coalitions focused heavily on community education in a range of settings, with a strong

emphasis on youth and their families. Whether local efforts were able to strengthen policy sup-

port, decrease exposure to SHS, or promote smoke-free policies in private spaces (i.e., homes)

will be assessed in the larger trial. The current study documented that CCAT propositions

appear to be generalizable, suggesting that coalition-building guidance may be relevant for

local public health in at least some global contexts. Future studies could examine how coali-

tions are formed, who joins, how they operate and what they accomplish in a range of settings.

Although not a focus of this study, a train-the-trainer model generally worked in that partners

in the U.S. shared coalition expertise with public health officials at the national-level in Arme-

nia and Georgia, who translated the “how to” of coalition building, as well as developing and

implementing action plans to the local level with public health as the convener.
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