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Background: Multistakeholder alliances that bring together diverse organizations to work on health-related issues
are playing an increasingly prominent role in the U.S. health care system. Prior research shows that collaborative
decision-making and effective leadership are related tomembers’ perceptions of value for their participation in alliances. Yet,
weknow little abouthowcollaborativedecision-makingand leadershipmightmatter over time inmultistakeholder alliances.
Purpose: The aim of this study was to advance understanding of the role of collaborative decision-making and leadership
in individuals’ assessments of the benefits and costs of their participation in multistakeholder alliances over time.
Methods:We draw on data collected from three rounds of surveys of alliance members (2007Y2012) who participated
in the Robert Wood Johnson Foundation’s Aligning Forces for Quality program.
Findings: Results from regression analyses indicate that individuals’ perceptions of value for their participation in alliances
shift over time: Perceived value is higher with collaborative decision-making when alliances are first formed and
higher with more effective leadership as time passes after alliance formation.
Practice Implications: Leaders of multistakeholder alliances may need to vary their behavior over time, shifting their
emphasis from inclusive decision-making to task achievement.

Multistakeholder alliances in the health care field
involve voluntary efforts to bring together di-
verse organizations to work on health-related

issues in a community (Hasnain-Wynia et al., 2003; Shortell
et al., 2002). These alliances, which often include providers,
employers, insurance companies, government agencies, and
consumer groups, play an increasingly prominent role in the
U.S. health care system (Institute ofMedicine, 2013; Young,
2012). By leveraging the expertise and resources of their
members, alliances can promote improvements in commu-
nity health more effectively than actors working indepen-
dently (Hearld, Alexander, & Shi, 2014). For example,
results from a recent study show that alliances in several U.S.
communities were able to increase awareness of public re-
ports on provider performance among racial and ethnic
minority groups that typically know little about such reports
(Yonek, Mittler, & Hasnain-Wynia, 2014).
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Prior work on alliances suggests that their priorities as
organizations, including their members’ needs, change
over time (D’Aunno & Zuckerman, 1987; Kale & Singh,
2009; Zajac, D’Aunno, & Burns, 2011). In particular, when
alliances first form, participants must identify shared
goals and purposes that will attract organizations and in-
dividuals who have many competing demands and oppor-
tunities. Thus, there is a premium on inclusive, collaborative
decision-making not only to harness the ideas that come
from diverse members but also to send a message that each
member’s views are needed and valued (Alexander, Comfort,
Weiner, & Bogue, 2001; Weiner, Alexander, & Shortell,
2002).

In contrast, over time, alliances need leadership that is
task-focused and that promotes attainment of important
objectives, thus making members feel that their efforts
are worthwhile and sustaining their participation (Shortell
et al., 2002). Nonetheless, prior research has not examined
how the relative importance of collaborative decision-
making and leadership may differ over time in alliances.

Thus, this article aims to develop understanding of the
role that collaborative decision-making and leadership can
play in members’ assessments of the value of their partici-
pation in alliances over time. We focus on members’ per-
ceptions of the value they receive from their participation
in an alliance because these views are critical to main-
taining their contributions and, by extension, alliance per-
formance and sustainability. We draw on two relatively
well-established sets of literature, one on alliances (Zajac
et al., 2011) and the other on the importance of matching
leadership behaviors to situations (Gilmartin & D’Aunno,
2007). On the basis of these literatures, we argue that col-
laborative decision-making and leadership matter differen-
tially over time in alliances.

Conceptual Approach and
Hypotheses

Participation Value

Member participation is a critical factor for getting work
done in volunteer organizations such as alliances (Chinman,
Andersen, Imm,Wandersman,&Goodman, 1996;Metzger,
Alexander, &Weiner, 2005). Individuals often decide how
much, if any, effort to contribute to an alliance based on
their assessments of the benefits and costs associated with
participation (Chinmanet al., 1996;Chinman&Wandersman,
1999). In this case, we define benefits as the rewards mem-
bers or their organizations receive as a result of participating
in the alliance, whereas costs relate to the negative conse-
quences of participation (Chinman et al., 1996). In short,
we conceptualize decisions about participation using a
social exchange perspective (Chinman & Wandersman,
1999; Homans, 1974). That is, members will dedicate their

time, effort, and other resources to the extent that they
believe they will receive something of equal or greater worth
in exchange.

Leadership, Decision-making and
Participation Value in Alliances

Much prior research on leadership concludes that effective
leaders both build relationships with individuals they aim
to influence and emphasize task achievement (Gilmartin&
D’Aunno, 2007; Robbins& Judge, 2010). Furthermore, the
situational leadership model argues that leaders are more
effective to the extent that they vary their emphasis on
relationship building (i.e., people focus) versus attain-
ing objectives (i.e., task focus) depending on key condi-
tions, such as individuals’ levels of experience (Hersey &
Blanchard, 1977). Drawing on this work, we argue that
both collaborative decision-making (i.e., a focus on in-
volving people) and leadership that is task-focused are
needed to make alliances work well and, ultimately, to
achieve their goals.

Collaborative decision-making is needed to define and
foster consensus about the vision of alliance. Individuals
are more likely to agree on, and be committed to, a vision
for an alliance to the extent that they participate in dis-
cussions and decisions about its elements. In turn, to the
extent thatmembers share a clear and compelling vision for
an alliance, they can assess their alignment with it, thus
promoting their ability to see the value of their participation.

At the same time, a shared vision reduces participa-
tion costs by ensuring that members do not feel that they
are working at cross-purposes. Furthermore, collaborative
decision-making sends a signal that each member’s views
are valued, and this is especially important as alliances
are launched.

Leadership, especially when it is task-focused, plays an
important role for alliances that differs from collaborative
decision-making. Following Alexander, Hearld, and Mittler
(2011) and others (Robbins & Judge, 2010), we define
leadership as behaviors that individuals engage in to
influence others to achieve a common goal, in this case,
goals that were derived from an alliance vision. Such be-
haviors tend to be task-focused and include goal setting
and measurement, monitoring performance, acquiring re-
sources, and resolving conflicts. Leadership that is task-
focused promotes productivity and thus brings tangible
benefits to members. In turn, productive work on alliance
initiatives builds trust and confidence that the alliance as
a whole can achieve its aims.

In fact, prior research links both collaborative ap-
proaches to decision-making and leadership to members’
perceptions of the costs and benefits of participating in an
alliance (Metzger et al., 2005; Shortell et al., 2002). Using
cross-sectional data from a study of community health
coalitions, Metzger and colleagues (2005) show that
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collaborative decision-making (e.g., the extent to which
decision-makers willingly cooperate with each other)
enhances members’ perceptions of the value (both costs
and benefits) of alliance participation. Results from this
study also show that effective leadership is related to per-
ceived value of alliance participation.

In summary, the arguments above suggest that collab-
orative decision-making and leadership in alliances both
play important, though distinctive, roles in members’ per-
ceptions of the benefits and costs they experience for
participating in alliances. Collaborative decision-making
may be especially important in developing a shared vision
and goals for an alliance; leadership may be especially im-
portant in helping members and the alliance, as a whole, to
attain goals. We develop below the hypothesis that these
effects are likely to vary over time.

Priorities of Alliances Vary Over Time

Prior conceptual work suggests that the work of alliances as
organizations and indeed the needs of their members may
vary over time (D’Aunno & Zuckerman, 1987; Provan,
1984; Zajac et al., 2011). More specifically, we argue that
alliances are likely to set priority on two tasks over time:
first, at their formation, alliances and their members need
to agree on a mission, vision, and shared goals; second, as
time passes, alliances need to achieve some specific project-
related goals and objectives to satisfy stakeholders.

When alliances form, environmental threats, opportu-
nities, and uncertainty lead organizations and individuals to
seek others with similar views and dependencies. The
challenge for leaders is to facilitate discussions that enable
each of the potential alliance members to express their
needs and, importantly, to understand what the others
are seeking. This discussion enables individuals to identify
similarities and differences that can form the basis for mu-
tually beneficial exchange. For example, in the formation of
a hospital alliance, individual members might identify a
shared interest in group purchasing of materials (e.g., beds,
surgical supplies) to decrease expenses. In short, alliances
and their members need some early sense of a shared vision,
goals, and purposes.

We argue that collaborative decision-making is espe-
cially important at this time. There is a premium on col-
laborative decision-making not only to harness the ideas
that come from diverse members but also to send a message
that each member’s views are needed and valued. In con-
trast, to the extent that decision-making is not especially
collaborative, individuals are less likely to feel that alliance
purposes reflect their needs and, as a result, are less likely to
perceive value from their participation.

Furthermore, we expect collaborative decision-making
to be less important as time passes. When individuals have
been working together for one or more years, they are likely
to develop an understanding of each other’s expertise,

divide work for purposes of efficiency, and develop trust in
each other’s abilities. In other words, the passage of time
increases the willingness of alliance members to defer to
others when decisions need to be made. Thus, we hypo-
thesize an interaction effect between collaborative decision-
making and time:

H1: Alliance members will report higher levels of
participation benefits and lower levels of participa-
tion costs withmore collaborative decision-making at
the time alliances are formed compared to later time
periods.

A second critical priority for alliances is likely to occur
after their formation (D’Aunno& Zuckerman, 1987). This
is the challenge to make progress on specific initiatives that
support the overall mission of the alliance; to do so may
require establishing mechanisms and tools for coordination
and control of activities across the alliance (Kale & Singh,
2009). These tools may include, for example, guidelines,
checklists, andmanuals that specify best practices andmake
current and future projects more efficient and effective
(Zajac et al., 2011).

Yonek et al. (2014) provide a useful example of these
challenges in their analysis of how six multistakeholder
alliances improved access to reports on provider performance
for minority groups in their communities. Accomplishing
this task required making use of a variety of media outlets
that had minority groups as their main audience. In turn,
alliance leaders needed to skillfully promote both creativity
in their work teams (e.g., to come up with ideas about how
to use diverse media outlets) and coordination to imple-
ment these solutions (e.g., to effectively manage disagree-
ments among team members about how to proceed).

We argue that, because of the relatively high degree of
innovation and coordination they require, the work in-
volved to attain alliance objectives requires effective task-
focused leadership more than when alliances first form.
In particular, although people-focused leadership skills are
clearly needed to facilitate discussions to launch an alliance
(e.g., skills such as effective listening), both people-focused
and task-focused skills (e.g., setting timelines, acquiring
resources to implement ideas) are needed to promote pro-
ductive work, which is critical to maintaining the alliance
(Gilmartin& D’Aunno, 2007; Robbins & Judge, 2010). In
the example above, leaders of project teams needed a
relatively complete set of skills to develop and put into
practice new approaches to overcome barriers to access of
health information. As a result, members’ perceptions of
the value of their participation in an alliance will depend
evenmore heavily on leadership effectiveness as timemoves
on. If nothing else, members are likely to have higher ex-
pectations for returns on their investments the older an
alliance is. Thus, we hypothesize an interaction effect be-
tween leadership effectiveness and time:
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H2: Alliance members will report higher levels of
participation benefits and lower levels of partici-
pation costs with more effective leadership in later
time periods compared to the time when alliances
are formed.

In summary, we argue that the challenges of launching
an alliance especially require a collaborative approach to
decision-making, whereas the challenges of promoting
alliance performance postformation require especially ef-
fective leadership. In short, the complexity of multistake-
holder alliances in health care requires highly skilled
leaders who can take into account how organizational
and member needs may vary over time.

Methods

Study Context

This study was part of a larger investigation of Aligning
Forces for Quality (AF4Q), a multisite, multiyear initiative
(2006Y2015) funded by the Robert Wood Johnson Foun-
dation. The premise of AF4Q is that the greatest im-
provements in the quality of care for the chronically ill can
be achieved when aligning the efforts of key actors, in-
cluding health care providers (physicians/physician groups,
nurses, and hospitals), health care purchasers (employers
and insurers), and health care consumers (patients), through
multistakeholder alliances. Table 1 shows important char-
acteristics of the 16 participating alliances, including their
organizational form (type and status as nonprofit), mission
statement, location, and size of market.

We emphasize two points about this empirical context
that make it useful for testing the proposed hypotheses. First,
these alliances received funds to launch the AF4Q program
at the same point in time (2006Y2007). This means that we
could assess key variables across the alliances at the time they
were formed. Second, the alliances faced uniform pressure to
produce results by the time that funding from Robert Wood
JohnsonFoundation ended (inmid-2015). In particular, these
alliances operated under the same general vision of improv-
ing the quality of care in their respective communities and
were expected to use the same general strategies to pursue
that vision. These strategies focused on initiatives for public
reporting, quality improvement, consumer engagement, and
equity associated with race and ethnicity.

The operational aspects of these strategies (e.g., how the
initiatives were developed and implemented), however,
were determined by the alliances and thus differed across
the sites. As Table 1 shows, the alliances also used different
organizational structures (e.g., partnership among local orga-
nizations, single organization coordinating efforts of other
organizations) to implement these strategies.

In summary, there is a degree of homogeneity in both the
conditions that prompted the formation of these alliances
and expectations for their performance. In turn, homoge-
neity stemming from Robert Wood Johnson Foundation
sponsorship of the alliances enables us to have a relatively
refined test of our hypotheses about the roles of collabora-
tive decision-making and leadership inmembers’ perceptions
of the value of their participation over time.

Data Collection

The unit of analysis is the individual participant. We focus
on individual participants because they are both the active
participants in the alliance and representatives of organi-
zations in the community. Because these participants have
an awareness of the alliance and its activities as well as their
own organization’s interests and efforts, they provide an
important perspective on the benefits and costs of partic-
ipating in the alliance and the factors that may be associated
with these benefits and costs.

We used data drawn from an Internet-based survey of
alliance participants fielded in three different periods: Round 1
(April 2007 to December 2007), Round 2 (October 2008 to
October 2009), and Round 3 (October 2010 to February
2012). Five hundred seventy of 1,191 possible respondents
completed surveys in the first round, for an overall response
rate of 47.8% (range across alliances 29.4%Y83.6%). The
second round yielded a similar response rate of 48.5% (range
30.5%Y76.5%), with 623 of a possible 1,283 respondents
completing the survey. The third round yielded a response
rate of 56.5% (range 41.5%Y78.9%), with 604 of a possible
1,069 respondents completing the survey. The final analytic
sample, after accounting for respondents not relevant for the
analysis (e.g., alliance staff) and item nonresponse, consisted
of 1,154 alliance members, 324 in the first round, 387 in the
second round, and 443 in the third round.

We conducted analyses to identify possible nonresponse
bias in the survey data. These multivariate analyses com-
pared responders to nonresponders in all three time periods
and used several important variables as covariates (e.g.,
measure of perceived benefits from alliance participation).
Results show that, compared to responders, nonresponders
were significantly more likely to be alliance members in
name only and thus only peripherally involved in an
alliance. We also note that the organizations participating
in the alliances remained the same over the study period.

Measures

Benefits and costs of participation. FollowingMetzger
et al. (2005), Hearld et al. (2014), and Alexander et al.
(2011), we use two outcome variables to measure members’
perceptions of the benefits and costs of participating in an
alliance (See Appendix, Digital Content 1, http://links.
lww.com/HCMR/A8). The benefits of participation scale
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Table 1

Key characteristics of the participating alliances

Geographic
region Alliance name Organization type Alliance mission

Market population
(in millions)

501
(c)(3)

Cincinnati, Ohio The Health Collaborative
of Greater Cincinnati

Single organization We bring diverse
community stakeholders
together in a neutral
forumVat times enabling
competitors to become
collaboratorsVin
generating measurable,
sustainable health
improvement initiatives.

2.21 Yes

Cleveland, Ohio Better Health Greater
Cleveland

Single organization To improve the health and
quality of care for
Greater Cleveland’s
residents with common
chronic medical conditions.

1.3 No

Detroit, Michigan Greater Detroit Area
Health Council

Single organization GDAHC is southeastern
Michigan’s health care
coalition of leaders from
business, labor, hospitals
and health systems,
physician organizations,
payers, government, and
community organizations
that provides leadership
on regional issues of
health care quality,
access, and cost and
aligns leaders to activate
transformative solutions
through collaboration
and partnerships.

4.88 Yes

Humboldt
County,
California

Aligning Forces
Humboldt at the
California Center
for Rural Policy

Partnership model To build a healthy
community by promoting
an all-inclusive health care
system through partnerships
and collaborations and to
maintain local management
of an appropriate and
cost-effective health care
system that optimizes
the health status of all
community members.

0.13 No

Kansas City,
Kansas

Kansas City Quality
Improvement
Consortium

Single organization To build a forum for health
practitioners to encourage
an opportunity for best
practice and community
health status improvement
and participate in creating
a process for broadly
inclusive best practice
implementation.

1.64 Yes

(continues)
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Table 1

Key characteristics of the participating alliances, Continued

Geographic
region Alliance name Organization type Alliance mission

Market population
(in millions)

501
(c)(3)

Maine Maine Aligning
Forces for Quality

Partnership model Quality Counts is committed
to working together across
organizations and across
communities to improve
health care systems and
outcomes with the people
of Maine. Quality Counts
will coordinate existing but
disparate efforts across
the state to support local,
patient-centered, and
coordinated systems of
care and the resources
that support them.

1.32 No

Memphis,
Tennessee

Healthy Memphis
Common Table

Single organization To support and encourage
people working together
to improve the health
of everyone in our
Mid-South community.

0.91 Yes

Minnesota Minnesota Aligning
Forces for Quality

Partnership model The mission of the Minnesota
Community Measurement
is to accelerate the
improvement of health
by publicly reporting
health care information.

5.19 No

Oregon Oregon Health Care
Quality Corporation

Single organization To improve the quality of
health care in Oregon
through community-wide
collaboration.

3.77 Yes

Puget Sound,
Washington

Puget Sound Health
Alliance

Single organization To build a strong alliance
among patients, doctors,
hospitals, employers,
health plans, and others
to promote health and
improve quality and
affordability by reducing
overuse, underuse, and
misuse of health
care services.

3.78 Yes

South Central
Pennsylvania

Aligning Forces for
Quality Y South
Central Pennsylvania

Single organization South Central Pennsylvania
area community leaders,
consumers, physicians,
nurses, employers and
insurers have come
together to help improve
health care quality in
our community.

0.52 No

West Michigan Alliance for Health Single organization To perform and support
resources planning, health
education, and health
delivery systems information
sharing, so that all people
of West Michigan will have
optimal health and the
most effective and efficient
health care services available.

1.52 Yes

(continues)
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was an average across 11 survey items that asked respondents
to indicatewhether they, or the organization they represented,
realized certain benefits from participating in the alliance.
Examples of these items included Bdeveloping collaborative
relationships with other organizations[ and Bhelping my
organization move toward its goals.[

The costs of participation scale was an average across 11
survey items that asked respondents to rate whether they or
the organization they represented experienced different
concerns associated with their participation. Examples of
these items included Balliance activities do not reach my
organization’s primary constituency[ and Bmy skills and
time are not well used.[

All items were rated on a 5-point scale, with 1 reflect-
ing BStrongly disagree[ and 5 reflecting BStrongly agree.[
Cronbach alphas for the participation benefits scale across
the three survey rounds were .91, .92, and .93; Cronbach
alphas for the participation costs scales across the same
three survey rounds were .86, .87, and .87, respectively.

Leadership. Wemeasure leadership behavior in alliances
using a scale from Alexander et al. (2011), which has
several strengths. First, items for this leadership measure
were generated based on the literature on collaborative
leadership and consultation with experts and practitioners
in the field (Avery, 1999; Bennis, 1999; Chrislip & Larson,
1996; Silvia & McGuire, 2010).

Second, because leadership in alliances is not necessarily
embodied in a single individual, the Alexander et al. (2011)
measure specifically included items to assess behavioral as-
pects of leadership generally, as opposed to personal attrib-
utes of leaders, as well as items that reflected a broad range
of potential behavioral characteristics of effective alliance
leadership. Specifically, the survey items reflected 10 con-
ceptual categories of leadership: creativity/innovativeness,
vision, personal relationships withmembers, teamwork and
collaboration, goal setting and measurement, performance
monitoring, resource acquisition, focus, external relations, and

conflict resolution. Examples of items include BCreates a cli-
mate of productive accomplishment in the alliance,[ BGets
things done,[ and BGets people to work productively
together.[

Third, this scale was developed using an iterative pro-
cess that included exploratory factor analysis, followed by
confirmatory factor analysis. Results from these analyses
indicated a good fit for a one-factor solution (i.e., a
unidimensional scale). The final scale consists of themean
score on 12 items, all of which were measured on a 5-point
scale ranging from BStrongly disagree[ (1) to BStrongly agree[
(5). The Cronbach alphas for this scale across the three
survey rounds were .94, .95, and .94, respectively.

Finally, this scale matches well with the conceptual ap-
proach and hypotheses developed above because it includes
several items to assess the extent towhich alliancemembers
perceived that leaders exhibited behavior focused on
achieving tasks.

Collaborative decision-making. Following Metzger et al.
(2005), we used a two-item index to measure collaborative
decision-making in alliances. Respondents indicated (on a
5-point scale) how much they agree or disagree with these
statements: BCoalition decision-makers willingly collaborate
and cooperate with each other[ and BCoalition decision
makers share ideas and information freely.[ This scale was
developed following the same steps as the leadership scale,
including the use of both exploratory and confirmatory
factor analyses. The Cronbach alphas for this scale (the
mean value of the two items) across the three survey rounds
were .78, .84, and .87, respectively.

Relationship between collaborative decision-making
and leadership. As noted above, collaborative decision-
making and leadership are related concepts because bothhave
some focus on involving people in decisions and teamwork.
As a result, the two concepts overlap empirically. Indeed,
ourmeasure of collaborative decision-making and leadership

Table 1

Key characteristics of the participating alliances, Continued

Geographic
region Alliance name Organization type Alliance mission

Market population
(in millions) 501 (c)(3)

Western
New York

P2 Collaborative
of Western
New York

Single organization Dedicated to improving
the health of people in
Western New York.

1.53 Yes

Wisconsin Wisconsin
Collaborative
for Health Care
Quality

Single organization We are a voluntary consortium
of organizations learning
and working together to
improve the quality and
cost-effectiveness of
health care for the people
of Wisconsin.

5.60 Yes
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are correlated at .70Y.72 in each time period. Given this
correlation, we conducted extensive tests of multicollinearity
to assess the extent to which, if any, this overlap would affect
the regression results.

The most widely used diagnostic test for multicollinearity
is the variance inflation factor (Allison, 2012).We obtained
a variance inflation factor of 2.1, which is below the value
(2.50) that is a cause for concern. Furthermore and perhaps
more importantly, we ran the regression models below
leaving out each variable (collaborative decision-making
and then leadership), and the results did not differ at all
from the results we obtain when both variables are in the
equation (results available from the authors). In summary,
we conclude that these two concepts are related but are also
distinct both conceptually and empirically.

Control variables. We controlled for the effects of key
characteristics of alliances that could influence the results,
including alliance size (number of individual members);
diversity (alliance diversity is measured by a Gini coefficient,
which indicates the dispersion of individual members
across organizational types; higher Gini scores indicate
more diversity of organizational members in the alliance);
and organizational structure (partnershipVparticipating
organizations formedanalliance as a partnership, subsidiaryV
an alliance was incorporated as a subsidiary of one of the
member organizations, and single organizationVan alliance
was formed as a free-standing entity). Temporal trends were
accounted forwith three dummyvariables: (a) SurveyRound1
(referent), (b) Survey Round 2, and (c) Survey Round 3.

Analytic Strategy

We used general estimation equations (GEE) multivariate
regression models to examine the relationships between

leadership effectiveness, collaborative decision-making, and
life cycle stage and members’ perceptions of participation
benefits and costs while controlling for the factors noted
above.We first estimatedmodels withmain effects (reported
in Table 3), and then interaction effects (i.e., to test H1YH2;
see Table 4) were estimated. These models used robust
standard errors to account both for member clustering
within alliances and repeated measures over time. As noted
above, results from checks for multicollinearity showed
acceptable levels of correlation among the predictor and
control variables.

Results

Table 2 shows descriptive statistics for the study variables
at each of the three time periods at the individual level
of analysis.

Results From Regression Analyses: Main
Effects for Perceived Benefits and Costs of
Alliance Membership

Table 3 presents results fromGEE regression analyses of the
main effects for collaborative decision-making and leader-
ship effectiveness, along with results for control variables.
Consistent with prior work (Metzger et al., 2005), these
results indicate that respondents are more likely to perceive
higher levels of benefits and lower levels of costs from al-
liance participation to the extent that leaders are effective
and decision-making is more collaborative.

In addition, the results show significant effects for one
control variable: With greater alliance diversity, members
perceive higher levels of benefits from their alliance. Finally,
respondents report both greater participation benefits and

Table 2

Descriptive statistics for all variables, by survey wave

Wave 1 n = 324 Wave 2 n = 387 Wave 3 n = 443

Variable Mean SD Mean SD Mean SD

Benefits 3.61 0.67 3.67 0.66 3.67 0.68
Costs 2.40 0.64 2.31 0.63 2.17 0.62
Leadership 3.80 0.69 3.94 0.69 3.98 0.67
Collaborative decision-making 3.69 0.73 3.76 0.74 3.85 0.78
Alliance size 115 85 114 74 84 39
Alliance diversity 0.38 0.13 0.46 0.14 0.47 0.11
Organizational structurea N % N % N %
Partnership 58 18 43 11 49 11
Subsidiary 13 4 58 15 71 16
Single, free-standing 253 78 286 74 323 73

aNumber and percentage of individuals working in each type of alliance organizational structure.
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costs in the early time period compared to later time
periods.

Interaction Effects for Perceived Benefits
and Costs of Alliance Membership: Time
Period by Collaborative Decision-making
and Leadership

As indicated in Table 4, results from GEE regression
analyses show partial support for H1: respondents report
higher levels of participation benefits (but not participa-
tion costs) with more collaborative decision-making in the
formative stages of alliances compared to later time periods.

Similarly, results from GEE regression analyses also
show partial support for H2: Respondents report higher
levels of participation benefits (but not participation
costs) with more effective leadership in later time periods
compared to the period of alliance formation.

Discussion

The results from GEE regression analyses are consistent with
the view that the perceived benefits from participation in
alliances are greater to the extent that there is collaborative
decision-making at the time of alliance formation and ef-
fective leadership as time passes after alliances form.

These results hold implications for research on the
leadership of multisector alliances. First, more fine-grained
analyses are needed to identify key tasks that arise in various
stages of alliance development. For example, we need to

know more about the extent to which visions and goals for
alliances are set early in their development and what con-
sequences, if any, follow from failing to do so. We did not
explicitly measure challenges and tasks that occur across
time in alliances. Such measurement certainly can and
should be included in future work.

Indeed, De Rond (2003) has criticized life cycle models
of alliances for overemphasizing linear patterns of devel-
opment. The effects we report here are from averages
across alliances: There may well be differences in when,
if at all, alliances deal with major tasks, and we know very
little about alternative patterns of alliance development.

Second, we need similarly fine-grained studies of the
extent to which leadership and decision-making ap-
proaches are matched to tasks across time in alliances
and, importantly, the effects that such matching pro-
duces. For example, to what extent do complex tasks,
such as developing an alliance’s mission and vision state-
ment or establishing a governance structure, require more
participative leadership styles to be completed effec-
tively? Furthermore, because leadership in alliances is
often distributed among multiple individuals (Alexander
et al., 2011), it is important to examine the extent to which
individuals versus teams are effective for leading particular
initiatives across stages of alliance development.

Limitations

The results reported above do not fully support our hypoth-
eses and should be interpreted in light of limitations that
may provide opportunities for future research. Specifically,

Table 3

Results from general estimation equation main effects analyses of perceived benefits and
costs of alliance participation

Benefits Costs

Estimate p Estimate p

Predictor variables
Wave 1 0.07 .0309 0.11 .0005
Wave 2 0.02 .4155 0.11 .0004
Wave 3 (ref)
Leadership 0.52 G.0001 j0.43 G.0001
Collaborative decision-making 0.16 G.0001 j0.14 G.0001

Control variables
Alliance size 0.00 .9377 0.00 .9522
Alliance diversity (Gini coefficient) 0.33 .0004 j0.01 .8870
Organizational structureYpartnership 0.04 .3257 j0.08 .0404
Organizational structureYsubsidiary j0.05 .2592 j0.03 .5743
Organizational structureYsingle (ref)
Intercept 3.62 G.0001 2.24 G.0001

Note. Significant p values (G.05) are marked in bold font; n = 1,154.

Leadership and Decision-Making in Multistakeholder Alliances 9

Copyright © 2015 Wolters Kluwer Health | Lippincott Williams & Wilkins. Unauthorized reproduction of this article is prohibited.



there is no support for the view that the passage of time
moderates the relationship between individuals’ perceptions
of the costs of their participation andmeasures of leadership
and collaborative decision-making. Although we found
main effects for this relationship, the two interaction effects
we tested were not significant. It is possible, of course, that
individual perceptions of the costs of participation in alli-
ances are related to factors that we did not examine, in-
cluding, for example, practical matters such as travel time
to meetings, lack of support for participation from their
managers or coworkers, or personality clashes with alliance
project leaders.

A related possibility centers on our approach to measuring
the costs and benefits of alliance participation. We used
two 11-item global assessments of participation benefits and
costs; although the Cronbach alpha coefficients for these
indices are relatively high, there may be different types of
participation benefits and costs. For example, our assess-
ment included both individual and organizational benefits
and costs associatedwith participation. Future researchmay
explore the extent to which leadership is differentially
related to different types of participation benefits and costs.

A third possibility is simply that the costs of participa-
tion do not matter much to individuals’ calculations of the
value of their participation in alliances. Individuals who
voluntarily participate in alliances may expect to incur

costs, and as a result, when it comes to assessing the value of
their participation, they focus on the benefits they receive.
To the extent this is true, wemay need to revise our approach
to defining and measuring the value that individuals receive
from their participation in alliances.

Future work should also examine the link, if any, between
alliancemembers’ perceived value for their participation and
alliance performance and outcomes. At face value, a positive
relationship seems likely between perceived value from
participation in alliances and their performance. Yet, mem-
bers may value participation in alliances for reasons that are
only weakly related to alliance performance, such as the
personal or social rewards they gain from interacting with
other community members. Possible unintended effects of
alliance participation and perceived value of participation
should be examined, including issues of how individuals’
participation in alliances may affect their social networks,
power, status, and job satisfaction.

Finally, we note that a limitation of this article is its
reliance on data from a common source, that is, surveys of
participants. Thus, the data may be subject to common
method bias (Podsakoff, MacKenzie, Lee, & Podsakoff,
2003). AlthoughHearld et al. (2014) checked for common
method bias in the survey data we draw on and found no
evidence of any, future research should draw on multiple
sources of data.

Table 4

Results from general estimation equation regression analyses of leadership and time interaction
effects for perceived alliance benefits and costs

Benefits Costs

Estimate p Estimate p

Predictor variables
Wave 1 0.07 .0409 0.11 .0007
Wave 2 0.02 .4264 0.10 .0004
Wave 3 (ref)
Leadership 0.62 G.0001 j0.42 G.0001
Collaborative decision-making 0.06 .2450 j0.16 .0004
Leadership * Wave 1 j0.17 .0257 0.00 .9586
Leadership * Wave 2 j0.11 .1328 0.00 .9454
Leadership * Wave 3 (ref)
Collaborative decision-making * Wave 1 0.19 .0082 j0.01 .8273
Collaborative decision-making * Wave 2 0.11 .0803 0.05 .3600
Collaborative decision-making * Wave 3 (ref)

Control variables
Alliance size 0.00 .9212 0.00 .9667
Alliance diversity (Gini coefficient) 0.31 .0007 j0.01 .9049
Organizational structureYpartnership 0.03 .4001 j0.09 .0387
Organizational structureYsubsidiary j0.06 .2244 j0.03 .5573
Organizational structureYsingle (ref)
Intercept 3.62 G.0001 2.25 G.0001

Note. Significant p values (G.05) are marked in bold font; n = 1,154.
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Implications for Practice

Despite these limitations, this study’s results carry impor-
tant implications for practice. The results clearly reenforce
the importance of collaborative decision-making for al-
liance leaders and members in the formation of alliances.
The implication is that participants in alliances need to
move carefullyVand probably slowlyVin the early days
and months of launching an alliance to ensure that indi-
viduals have opportunities tomake their concerns and views
known and, further, feel that such exchanges are respectful,
inclusive, and not rushed. Although this advice may seem
rather obvious, it is common for leaders to fall into Beffi-
ciency traps[ in which they place a high premium on Bget-
ting things done[ at the expense of effectively listening to
individuals and thus building a strong foundation for al-
liance development that rests on as much member input as
possible. In fact, some stakeholders (e.g., from the business
community) may be accustomed to and prefer Btop-down[
leadership approaches that do not involvemuch discussion.

Going slowly and exercising patience are likely to be
challenging, but rewarding. In support of this view, the
results in Tables 3 and 4 show that respondents perceive
more benefits from alliance participation to the extent
that the alliance has diverse members. Leveraging this
diversity seems to require collaborative decision-making,
especially in the early stages of alliance development.

Similarly, the results suggest that the importance of
increasing emphasis on effective leadership post alliance
formation. Here again, the implications for alliance leaders
should be clear: It may be natural for them to relax a bit
once they have accomplished the hard work of launching
an alliance. But, this is precisely when alliance partici-
pants may have increased expectations for leaders to
Bstep up[ to advance projects and deliver results. In
other words, the successful launch of an alliance should
not be viewed as an end in itself. Yet, the temptation to
do so may be great, especially to the extent that impor-
tant external stakeholders, including funders, are satisfied
to see an alliance remain operating several years after launch.

Given the increasingly important role that multi-
stakeholder alliances are playing in community health
and health care, this study fills a gap in prior empirical
work that has rarely examined alliances over time. The
work of building and sustaining alliances takes years:
We need more research that takes into account this key
fact and develops understanding of alliance dynamics over
time, especially focusing on the complex tasks and roles
that leaders need to play in multistakeholder alliances.
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