medRXxiv preprint doi: https://doi.org/10.64898/2026.05.21.26353487; this version posted May 30, 2026. The copyright holder for this preprint
(which was not certified by peer review) is the author/funder, who has granted medRxiv a license to display the preprint in perpetuity.
It is made available under a CC-BY 4.0 International license .

Coaching for quality improvement under performance-
based contracting: a theory-of-change evaluation in
Honduras

Short title: Coaching for quality improvement in Honduras
Authors and affiliations:

Wolfgang Munar, MS, MD'

L. Esther Aranda, DrPH, MPH, MCP?
Molly E. Lauria, MPH'

Pedro Bernal, PhD*

Cinzia Innocenti, PhD°®

Marvin Rodriguez, BA, MS°®
Affiliations:

' Department of Global Health, Milken Institute School of Public Health, The George Washington
University, Washington, DC, USA.

2 Independent Researcher, Bethesda, MD, USA

% Department of Global Health, Milken Institute School of Public Health, The George Washington
University, Washington, DC, USA.

4 Health, Nutrition and Population Division, Inter-American Development Bank, Washington, DC, USA
5 Independent Researcher, San Salvador, El Salvador

® Independent Researcher, San Jose, Costa Rica
Corresponding author:

Wolfgang Munar, MS, MD
Associate Professor and Director, Gill-Lebovic Centre for Community Health in the Caribbean and Latin

America - Department of Global Health

NOTE: This preprint reports new research that has not been certified by peer review and should not be used to guide clinical practice.


https://doi.org/10.64898/2026.05.21.26353487
http://creativecommons.org/licenses/by/4.0/

medRXxiv preprint doi: https://doi.org/10.64898/2026.05.21.26353487; this version posted May 30, 2026. The copyright holder for this preprint
(which was not certified by peer review) is the author/funder, who has granted medRxiv a license to display the preprint in perpetuity.
It is made available under a CC-BY 4.0 International license .

Milken Institute School of Public Health, The George Washington University
950 N. Hampshire Ave, NW, Washington, DC 20552, USA

Email: wolfgangmunar@gwu.edu

Telephone: +1-202-995-1015

ORCID: http://orcid.org/0000-0002-9234-987X


mailto:wolfgangmunar@gwu.edu
https://doi.org/10.64898/2026.05.21.26353487
http://creativecommons.org/licenses/by/4.0/

medRXxiv preprint doi: https://doi.org/10.64898/2026.05.21.26353487; this version posted May 30, 2026. The copyright holder for this preprint
(which was not certified by peer review) is the author/funder, who has granted medRxiv a license to display the preprint in perpetuity.
It is made available under a CC-BY 4.0 International license .

ABSTRACT

Introduction. Practice coaching is increasingly used to strengthen quality improvement (Ql) capacity in
primary healthcare (PHC) systems in low- and middle-income countries (LMICs), yet the causal
pathways through which it shifts provider behaviour, and the systemic conditions that enable or
constrain those pathways, remain under-theorised. Using a theory-based qualitative evaluation, we
examined how and why a practice-coaching intervention influenced QI in cervical cancer screening
(CCS) and antenatal care (ANC) within Honduras's decentralised PHC system during the third phase of

the Salud Mesoamerica Initiative (SMI).

Methods. We conducted a within-case explanatory case study. A programme theory was reconstructed
before data collection and iteratively refined against evidence. Data comprised semi-structured
interviews with 11 mid-level managers, 6 PHC team medical leads, and 2 regional managers,
complemented by direct observation and document review. We applied combined deductive—inductive

coding, thematic analysis, and pattern matching, and reporting per COREQ.

Findings. We identified four causal patterns that refined the initial programme theory. Three were
activated pathways: (1) novel professional identity among participating managers; (2) collective efficacy
and data-driven learning, sustained through verifiable progress on observable indicators, strong for
CCS but null for ANC, where outcomes were less attributable to teams’ actions; and (3) relational
coordination, psychological safety, and trust, which provided the interpersonal basis for the first two. A
fourth, unanticipated pattern showed structural misalignment between coaching's enabling, learning-
based logic and the directive, punitive logic of Honduras's performance-based contracting environment,

confining gains to localised "enabling bubbles."

Conclusion. Coaching can activate meaningful QI pathways in LMIC primary care, but sustained,
equitable impact requires deliberate alignment between coaching's learning-oriented principles and the
institutional performance-management architecture, and matching of coaching investment to clinical

processes with observable, attributable outcomes.
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KEY MESSAGES
What is already known on this topic

Practice coaching can improve clinical processes in primary care, but the evidence base is
concentrated in high-income settings, effectiveness varies across contexts, and evaluations rarely test

explicit causal hypotheses about how coaching produces change in LMIC health systems.
What this study adds

We identified four causal-link patterns: three activated pathways: novel managerial identity, data-driven
collective efficacy, and relational coordination; and a fourth unanticipated pattern of misalignment
between coaching's enabling logic and the directive, punitive logic of performance-based contracting,

which limited gains to localised "enabling bubbles" of improvement.
How this study might affect research, practice or policy

Sustained impact of coaching in decentralised LMIC PHC systems requires deliberate alignment
between coaching's learning-oriented principles and the performance verification and the system’s
accountability architecture. Coaching investment should be matched to clinical processes whose
outcomes are observable and attributable; field mentoring should be maintained during scale-up; and
longitudinal, comparative research should characterise how directive and enabling performance-

management logics interact over time.
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INTRODUCTION

Expanding access to PHC in LMICs has been a major achievement of global health investment over
the past two decades, yet a persistent quality gap undermines these gains (1). Suboptimal provider
practices remain a leading cause of preventable mortality and morbidity in LMICs, limiting population-
level effective coverage. The Lancet Global Health Commission on High-Quality Health Systems
estimated that poor-quality care accounts for a substantial share of excess mortality in low-income

settings and called for system-level strategies that go beyond access (2).

Over the past four decades, LMIC health systems have increasingly adopted performance
management (PM) strategies to align provider behaviour with clinical standards and organisational
priorities. However, an evidence gap map of such strategies in LMIC primary care found that the
literature is dominated by individual-level financial incentive schemes such as pay-for-performance and
results-based financing, while organisationally focused strategies and outcomes remain understudied

and poorly theorised (3).

Practice coaching has emerged as one such organisationally focused strategy. Defined as a
collaborative, relationship-based intervention, it is designed to build organisational capacity for QI by
empowering frontline teams to use data to make decisions and solve problems (4). Systematic reviews
show that coaching can improve clinical processes and, in some instances, patient outcomes, but the
evidence base remains concentrated in high-income settings and effectiveness varies substantially
across contexts (5—7). Supportive performance-improvement interventions, including supervision,
mentoring, and coaching, have been implemented in LMICs (8), but evaluations rarely test explicit
causal hypotheses about how and why coaching produces change (9). This theoretical thinness makes
it difficult to distinguish between theory failure, where the intervention's causal logic is itself flawed, and

implementation failure, where the logic is sound, but execution was inadequate (10).
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Conceptual framework

We adopt a complexity-informed conceptual framework (11) as our organising lens for understanding
how PM operates within complex health systems. The framework distinguishes two ideal-typical
orientations to PM. Directive approaches seek to control provider behaviour through hierarchical
answerability, targets, routine monitoring, and extrinsic incentives. Rooted in agency theory (12,13),
such approaches assume that providers are self-interested actors whose behaviour diverge from
organisational goals unless externally monitored and rewarded; such is the logic underpinning pay-for-
performance schemes, whose results in LMICs have been mixed (14). Enabling approaches, by
contrast, aim to promote collective responsibility, intrinsic motivation, trust, and team self-organisation
through shared sensemaking and iterative learning. The latter draws on stewardship theory's (15)
premise that providers are intrinsically motivated professionals broadly aligned with organisational

goals (16).

The directive—enabling distinction is analytic rather than descriptive: real-world health systems contain
both elements, and their interaction shapes how PM strategies evolve. Practice coaching sits within the
enabling orientation; collaborative, relationship-based, and designed to strengthen frontline teams'
capacity to identify problems, interpret data, and develop locally owned solutions rather than enforce
compliance with externally imposed targets (8). What remains less well understood is what happens
when an enabling intervention is introduced into a PHC system whose context reflects a different, or

mixed, set of management logics. The latter is the focus of the evaluation presented here.

Context and intervention

Honduras is one of Latin America's poorest and most unequal countries. By 2024, 49.3% of the
population lived below US$6.85 per day (2017 PPP), exceeding the Central American average of
37.5%; rural poverty reached 63%, with half of rural inhabitants in extreme poverty (17,18). These
conditions shape both the demand for and the delivery of PHC, particularly in the remote municipalities

where the intervention under study was implemented.
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Honduras's PHC system combines decentralisation with New Public Management principles, including
performance-based contracts and pay-for-performance incentives tied to maternal and child health
targets (19-21). The Ministry of Health (Secretaria de Salud - SESAL) retains central stewardship,
setting policy, establishing clinical standards, and allocating resources, while delegating service
delivery to a diverse set of PHC operators: municipal governments, associations of municipalities, non-
governmental organisations, and SESAL-run facilities. SESAL delegated oversight and technical
coordination of operators to its regional offices (21). Operators receive flexible budgets tied to maternal
and child health targets, with financial penalties for unmet performance. This contractual architecture
corresponds to a directive PM environment. The diversity of operator types functioning under distinct
institutional arrangements within a single national programme creates natural internal variation, making

Honduras an instructive setting for evaluative research on PM strategies such as coaching.

The SMI was a multi-phase, multi-country public—private partnership started in 2011. It was established
to improve health system performance and reproductive, maternal, and child health outcomes in the
poorest rural municipalities in Mesoamerica (22). Beginning during SMI’s third phase (2019-2022) and
extending into one additional year, a practice coaching intervention was introduced to strengthen QI
capacity of mid-level managers and frontline teams among participating operators. A concurrent impact
evaluation (23) found a positive effect on cervical cancer screening (CCS) and improved QI knowledge
among managers, but no significant effect on antenatal care (ANC) guideline adherence and no

measurable change in organisational culture.

This study addresses the overarching learning question: How and why does a practice coaching
intervention influence QI in the Honduran PHC system? It is operationalised through three specific
questions: (1) To what extent were the hypothesised causal links between coaching activities and the
intermediate outcomes of provider capability, opportunity, and motivation realised? (2) To what extent
were the underlying causal-link assumptions supported by the empirical evidence? (3) How did the

structural diversity of Honduras's decentralisation context shape the activation of the coaching theory?
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METHODS

Evaluation design

We conducted a theory-of-change (ToC) evaluation as a within-case explanatory case study of the
practice coaching intervention implemented during SMI Phase 3 in Honduras. ToC evaluation, a type of
theory-driven evaluation (24,25), treats a programme's articulated theory as a series of testable causal
hypotheses and assesses them against empirical evidence, asking how and under what conditions
causal pathways are activated, partially realised, or constrained rather than only whether the
programme worked. ToC evaluation is suited to addressing the gaps described earlier. By making
causal pathways and programme actors' assumptions explicit, it enables researchers to move beyond

asking whether a programme worked to explaining how and why its effects occurred or did not (26—28).

The choice of a within-case design was appropriate because the evaluation focuses on a single
bounded case, the coaching intervention as implemented in Honduras in SMI-supported municipalities,
while exploiting the natural internal variation created by the country’s diverse operator arrangements to
examine how the same intervention landed in different organisational environments. The unit of

analysis is the coaching intervention as embedded in the Honduran PHC system during SMI Phase 3.

This study operates from a post-positivist integration of scientific realism and pragmatism (29) and is
complemented by complexity and critical realism perspectives to help understand how program
resources trigger psychological and social mechanisms in specific contexts (25,30,31). It assumes that
real causal processes exist within complex health systems and can be identified through systematic,
theory-driven inquiry, while acknowledging that knowledge of those processes is constructed through
both participatory dialogue and empirical testing (32). Accordingly, causal-link assumptions embedded
in the programme theory are treated as testable hypotheses rather than fixed truths, and the evaluation

seeks coherence between observed evidence and a broader body of theory.
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Programme theory reconstruction

Prior to primary data collection, we reconstructed the programme theory following procedures for
surfacing programme logic (33), drawing on programme design and policy documents, participatory
workshops with stakeholders, semi-structured interviews with programme actors at multiple system
levels, and a targeted scoping of social and behavioural science literature. The reconstructed theory
was supported by self-determination theory (34) and adult learning theory (35) at the individual level,
social cognitive theory (36) at the interpersonal level, and situated learning theory (37) at the
organisational level. Theory reconstruction was also informed by the COM-B model of behaviour
change (38) and a systematic process of assumption surfacing (39). The theory was refined after data

collection and analysis.

The preliminary programme theory in Figure 1 is represented as a linear causal chain in which
coaching activities, including in-person training and field mentoring, would build mid-level managers'
capability (leadership, communication, and QI tool use), which would in turn expand their opportunity to
apply new practices (protected time, support to teams, and peer influence), thereby strengthening their
motivation (beliefs, goals, and habitual routines). Motivation was hypothesised to translate into two
proximal behavioural outcomes: team-level QI behaviours and improved supervision quality, which
would jointly drive the distal service-delivery outcomes of CCS and ANC adherence. Each arrow

represents a testable causal-link assumption.
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Participants were recruited through a purposive, maximum-variation strategy designed to maximise the

information power of the sample with respect to the causal hypotheses being examined (39).

Figure 1. Preliminary Programme Theory

| } |

Manager motivation CCS and ANC
9 Team-level QI 3
(beliefs, goals, e service
habitual routines) delivery

Coaching activities Manager Capability Manager
(training and (leadership, Opportunity (time,
mentored field communication, QI support to teams,
application) tools) peer influence)

Improved
supervision
quality

Recruitment proceeded in two stages. First, at the operator level, we invited mid-level managers from
every decentralised PHC Operator engaged in the intervention, ensuring that the full institutional range
of contracted providers was represented. Second, within each Operator we drew a smaller, nested sub-
sample of PHC team medical leads, selected for being supervised by the managers sampled and by
their direct, first-hand experience of the coaching activities at the team level. Two regional SESAL

managers were included to triangulate operator- and team-level accounts against their perspective.

An interview guide (Appendix A) was developed from the programme theory and the above theoretical
framework; it covered eight thematic areas, including training history, supervision and monitoring
practices, knowledge of national CCS and ANC standards, responses to the coaching intervention, Ql
implementation experience, and perceptions of external influences on national-standard
implementation. Secondary data comprised SESAL and Honduran Government policy documents;
sector diagnostics from regional development banks and other multilateral organisations; programme

documents and IHME performance verification surveys; and targeted peer-reviewed and grey literature.

10
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Data analysis

Analysis followed a structured, iterative theory-testing strategy. We built chronological narratives, then
three coders applied combined deductive coding derived from the programme theory and theoretical
framework, and inductive coding to identify emergent themes, working iteratively among the articulated
theory, the impact evaluation findings (23), and the primary data. Pattern matching (24,40) was used to
compare hypothesised and observed causal patterns, and alternative explanations were systematically
assessed. Coding was conducted in two cycles by a three-member team in ATLAS.ti, with intercoder
consistency established on shared transcripts in the two cycles of coding; an audit trail documented
coding decisions and the evolution of the analytical framework. The codebook is presented in Appendix

A

Table 1. Participant characteristics by respondent type

Respondent type Total Women Men
Mid-level managers / supervisors 11 8 3
and medical coordinators

PHC team medical leads 6 5 1
Regional SESAL Managers 2 1 1
Total 19 14 5

Operational and budgetary constraints impeded member checking. Credibility was instead
strengthened through triangulation across interviews, programme documents, and the impact
evaluation, as well as through systematic searches for disconfirming evidence. Dependability was
supported by collaborative two-cycle coding and independent coding by team members not previously

involved in the programme. Reporting follows the COREQ checklist (41) presented in Appendix A.

Positionality

Four of the authors have prior involvement with the SMI. Authors A, B and E have participated in
evaluations of the SMI since 2016, providing deep contextual knowledge of the programme and its

evolution across phases. Author D is the principal investigator of the impact evaluation of the coaching

11
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intervention and works at the IDB, one of the two funding sources for this evaluation. These positions
provide interpretive depth but also create a risk of confirmation bias toward a favourable reading of the
intervention. We mitigated this risk through three strategies: (i) two team members (Authors C and F)
without prior SMI involvement participated in data analysis; (ii) disconfirming evidence was actively
sought throughout analysis, helping identify patterns not present in the initial program theory; and (iii) all

evolving interpretations were subject to full-team review before finalisation.

Patient and public involvement

Patients and members of the public were not involved in the design, conduct, reporting, or
dissemination plans of this research. The study focused on the experiences and practices of mid-level
managers, primary healthcare team medical leads, and regional health authority managers; no patient-

level data were collected.

FINDINGS

We identified four causal-link patterns through which the coaching intervention interacted with
Honduras's PHC system. Three describe activated pathways linking coaching activities to changes in
mid-level managers' and frontline teams' capabilities, opportunities, and motivation. A fourth,
unanticipated pattern describes the systemic conditions that constrained those pathways and confined
their effects to localised "enabling bubbles" of improvement. Table 2 summarises the patterns and their
evidential support; Table 3 maps illustrative quotes to each pattern by respondent type. Additional

supporting evidence is presented in Appendix B.

Pattern 1. Professional identity transformation and enhanced confidence
Mid-level managers consistently reported that their prior medical and nursing education had not
equipped them for supervisory roles, leading them to default to the directive, command-and-control
styles prevailing in their organisational environment. The coaching intervention combined structured

workshops on QI tools with mentored field application of soft skills. Participants framed this combination

12


https://doi.org/10.64898/2026.05.21.26353487
http://creativecommons.org/licenses/by/4.0/

medRXxiv preprint doi: https://doi.org/10.64898/2026.05.21.26353487; this version posted May 30, 2026. The copyright holder for this preprint
(which was not certified by peer review) is the author/funder, who has granted medRxiv a license to display the preprint in perpetuity.
It is made available under a CC-BY 4.0 International license .

as filling a gap not addressed by university training. One manager reported, "We received training on

soft skills like assertive communication and decision-making... tools for continuous improvement... and

finally, data analysis for timely decision making."

Table 2. Causal-link patterns, theoretical foundations, and evidential support.

Pattern

Causal-link assumption tested

Theoretical foundation

Evidential support

1. Professional
identity
transformation

If managers receive integrated soft-
and hard-skill training plus mentored
field practice, then they will shift from
directive to facilitative supervision.

Adult learning theory
(Knowles); social identity
theory (Hogg & Terry).

Strong. Consistent across 11
manager interviews; partial
fidelity loss in cascade training
(1 case).

2. Collective efficacy
and data-driven
learning

If teams apply QI tools and receive
timely data feedback, then collective
efficacy will emerge and behaviour
change will be sustained.

Social cognitive theory
(Bandura); communities
of practice (Lave &
Wenger).

Partially supported. Strong for
CCS where indicators are
observable; weak for ANC;
gaming hypothesis raised by 1
regional director.

3. Relational
coordination,
psychological safety,

If coaching strengthens
communication and supportive
leadership, then teams will

Self-determination theory
(Ryan & Deci);
psychological safety

Strong. Cited across manager
and provider interviews; rapid
catalytic shifts triggered by

misalignment and
systemic constraints

enabling coaching logic conflicts with
directive, punitive performance
verification and resource constraints,
confining gains to localised enabling
bubbles.

and trust-building experience increased psychological (Edmondson). external validation.
safety and improved coordination.
4. Incentive Not in initial theory. Emergent: Performance Strong. Convergent across

management in complex
systems (Newton-Lewis et
al., 2021); stewardship vs
agency theory.

PHC managers, providers,
and regional directors viewed
from complementary angles.

Managers described a deliberate shift from enforcer to facilitator behaviours,

repositioning themselves

alongside their teams: "As licensed nurses, we are often made to command, and almost all the

operators practically command. 'l am the boss. | do this. And | want this and that." (Supervisor). The

shift cascaded into routine supervision and peer development with PHC team leads. One PHC team

lead described receiving only second-hand training through a one-day cascade and acquiring a partial

version of the content.

13
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Pattern 2. Collective efficacy and data-driven learning

The second pattern describes a reinforcing feedback loop through which teams sustained behaviour
change by verifying their own progress against measurable indicators. PHC teams moved from passive
compliance with reporting requirements to active use of data for problem-solving. Visible progression
on indicators triggered satisfaction and motivated application of QI tools. One manager noted, "l think it
helped us a lot to reach the goal. For example, with cervical cancer. We were in yellow, then we went to

green. It has helped us organise our work better."

The pattern was strongest in CCS, where process indicators made progress immediately observable
and where teams could trace concrete clinical impact. A PHC team lead noted, "Now we are more
organised. The cytology is done on the proper day. The sample is sent to the lab. The patient is called.

She is told that her results are here."

One PHC team lead described the current CCS target as "only 13 cytologies per month, which is very
low," producing what was perceived as hollow rather than motivating achievement. This raises the
question of potential gaming in the respondent’s specific operator. However, the extent to which such
CCS targets were softened ex-post to ensure compliance with the performance targets cannot be

addressed with the present data.

Pattern 3. Relational coordination, psychological safety, and trust-building

The third pattern served as the interpersonal “connective tissue” enabling previous patterns to take
hold. Managers reported that coaching addressed gaps in collaborative capacity that technical QI tools
alone could not bridge. Supervision was increasingly experienced as helpful rather than punitive; as
one manager stated, "My team views me as a co-worker; we are on the same level. | tell them, 'We are

working toward the same goal.” Reframed as partners, managers described modelling open

14
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relationships and teams reportedly redistributing workload, reducing overtime, and improving work-life
balance: "We improved our interpersonal relationships, distributed the work more effectively, and [work]

was less of a burden."

External validation appeared to serve as a catalyst for psychological safety. One team lead described
initial resistance reversed by the first mentoring visit, when the international team "started
congratulating us. The team was motivated and totally changed.” This suggests that supportive external
feedback can trigger emotional reorientation, complementing the slower identity transformation of

Pattern 1.

Pattern 4. Incentive misalignment and systemic constraints

A fourth pattern, unanticipated by the initial programme theory, emerged from respondents' accounts of
the broader institutional environment. Participants described a structural mismatch between the
coaching intervention's enabling, learning-based logic and the directive, inspection-oriented logic that
characterised SESAL's performance verification. Regional offices’ audits were experienced as
unidirectional: "Regarding the 'region,' they do a type of follow-up. They do something called technical
audits, where they come in, identify the problem, and leave a lot of requirements that sometimes people
don't even understand. And they leave and never come back. Or they come back one or two years
later. Or six months later. And there is no review of previous commitments or follow-up of the process."
Punitive consequences are direct: " They monitor compliance with monitoring indicators; they do this
every three months. They choose a health facility at random. And that is punitive for us. If we don't

have something, they take away funds."

Regional managers described the same monitoring architecture in a markedly different manner, framing
it as the principal mean for generating accountability and noting that "if you do not have a goal, you are
just going to be there and give the minimum you can give." The two perspectives are complementary
but disconnected (Box 1). Layered on top of this, chronic resource shortages, including the absence of

basic supplies such as cytology gloves, staff turnover, and delayed operator payments, the cumulative
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effect was that improvements remained confined to localised enabling bubbles whose boundaries were

set by the surrounding directive logic.

Box 1. Two views of one monitoring system

Frontline experience (Mid-level manager): "They do something called technical audits where they come, they identify the
problem, and they leave a lot of requirements here that sometimes people don't even understand. And they leave and never
come back. They come back one or two years later... There is no review of previous commitments or follow-up of the
process."

Regional managerial framing (Regional Director): "With constant monitoring of the health centres, people work a little bit
based on a goal... If you do not have a goal to establish, if you do not know your indicators, then you are just going to be there
and give the minimum you can give."

Frontline PHC team directors and Regional Health Authority directors articulated behavioural outcomes
across various levels of engagement. PHC directors offered ground-level, experientially detailed
accounts that included negative outcomes and demoralisation, alongside specific positive routines,
such as patient sign-in books to verify delivery of CCS results. Regional directors described
aggregated, system-level outcomes framed within the logic of compliance and oversight. These
complementary yet disconnected perspectives show that the concrete demotivators most salient to
operators, such as funding delays, stock-outs, and job insecurity, were largely absent from regional

directors’ accounts, consistent with Pattern 4.

Table 3. lllustrative quotes by causal-link pattern and respondent type

Pattern Mid-level manager / Coordinator PHC Medical Director / Regional Director

1. Identity "Instead of accusing or pointing fingers, we first focus on | "They learned... measuring what you do is

transformation the positive aspects... allowing the provider to guide us very important... and learning to analyse
on how to improve, rather than dictating to them what to the results of what they are getting." (HF-
do." (OP-12) 04)

2. Collective "It helped us a lot to reach the goal. With cervical cancer, | "There was improvement, and yes, it can

efficacy we were in yellow, then we went to green." (OP-08) be done." (HF-02)

3. Psychological | "My team views me as a co-worker; we are on the same | "The international coaching team... started

safety level. | tell them, 'We are working toward the same congratulating us. The team was motivated
goal." (OP-02) and totally changed." (HF-03)

4. Incentive "They monitor compliance... that is punitive for us. If we "If you do not have a goal to estabilish...

misalignment don't have something, they take away funds." (OP-03) then you are just going to be there and give

the minimum you can give." (DIR-02)
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DISCUSSION

This theory-of-change evaluation identified four causal-link patterns that, taken together, refine the
intervention’s initial programme theory. Three describe activated pathways at the individual, team, and

Figure 2. Refined programme theory of the C4QI coaching intervention interpersonal levels: professional

Directive performance management logic --> PATTERN 4 - : |dent|ty transformation from
Incentive misalignment & systemic constraints
(Directive logic constraints the bubble envrronm?nts‘; punitive audits; fund withdrawal; d | re Ctive tO su p po rtive su perViS ion
supply gaps; cascade fidelity losses)

(Pattern 1); collective efficacy and

Enabling "bubble" activated by coaching data_d r|ven |earn|ng’ th rough

which teams sustained behaviour

Coaching activities
(In-person training + field

change by verifying measurable

mentoring)
| | progress (Pattern 2); and
relational coordination,
FATITERNT PATTERN 2
Novel professional identity Rélational-coordination .
(directive -> supportive peychologieal Edety anditrust . psychological safety, and trust-

supervision)

l—\ building, which constituted the

_ PATTERN2 interpersonal basis for the first two
Collective efficacy & data-driven
learning -
(reinforcing feedback loop - strong (Pattern 3) A fourth pattern,
for CCS but weak for ANC)
7'y
unanticipated by the initial theory,
v
Data verifies Fuels action deSCFIbeS a StrUCtU ral
Localised QI gains
(CCS process improvement; ANC null; gains bounded misalignment between the
by enabling "bubble" environments)

intervention's enabling, learning-

based logic and the directive,

inspection-oriented logic of

Honduras's established performance-based contracting environment (Pattern 4). These patterns are
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synthesised in the refined programme theory in Figure 2. In the refined model, three coaching-activated
mechanisms generate localised QI gains within an enabling 'bubble’, which is constrained by the
directive performance-management logic of the wider system (Pattern 4). The CCS/ANC asymmetry is

represented in the strength of the Pattern 2 reinforcing loop.

The clearest explanatory contribution of this evaluation is to provide plausible explanation for the
asymmetric findings in the concurrent impact evaluation. Cervical cancer screening is a service whose
process indicators, such as completion rates and the use of dashboard colour bands, made team
performance immediately observable, and whose clinical impact is occasionally vivid and proximate.
These features appear to have activated the Pattern 2 reinforcing loop: data-verified success
strengthened collective efficacy, which motivated continued application of QI tools, which produced
further measurable gains, consistent with social cognitive theory's predictions about performance
feedback (36). Antenatal care adherence, by contrast, is a multi-step process whose outcomes are
diffuse, delayed, and harder to verify through routine indicators. The reinforcing loop was activated
more weakly, providing a plausible mechanism-level explanation for the null ANC effect that an
outcome-focused trial cannot supply on its own. Also, provider adherence, while necessary, is not
sufficient to address the demand side of ANC and CCS. This may generalise beyond Honduras:
coaching interventions are likely to produce stronger, faster gains where clinical processes generate

observable, attributable, and frequent feedback, and weaker gains where they do not.

Our findings indicate that coaching's enabling logic, triggered by collaborative problem-solving, data for
learning instead of judgement, and supportive supervision, operated within an institutional context
characterised by a directive logic: performance-based contracts and pay-for-performance with explicit
financial penalties, episodic technical audits experienced as unidirectional and demoralising, and
indicator monitoring tied to funding withdrawal. A previously published framework on PM in complex
adaptive health systems (11) predicted that such mixed institutional environments would produce

outcomes shaped by the interaction of the two logics rather than by the intervention alone, and our
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evidence seems to confirm such prediction in behavioural terms. The two logics did not simply coexist;
they generated competing demands on frontline managers and teams, who were asked to conduct QI
routines while being audited for indicator compliance. They also triggered the experiential demotivators
that are most significant to providers, such as funding delays, supply stock-outs, and job insecurity,
largely invisible to the regional managers in charge of system oversight. The result was the "enabling
bubble” (42) phenomenon: real but spatially and temporally bounded improvement, contingent on local
relational conditions and vulnerable to system constraints. This finding is consistent with the
conceptualisation of health systems software and hardware (43,44); with Hood's (45) caution that
performance-by-numbers regimes can simultaneously enhance and obstruct service performance,
depending on organisational culture and the credibility of metrics; and with realist evaluation evidence

from other LMIC settings (46-50) that motivational mechanisms are highly context-contingent.

Three implications for policy and practice are outlined below. First, sustaining coaching's gains in LMIC
PHC systems requires deliberate alignment between the intervention's enabling principles and the
institutional performance-management architecture, not merely co-location. Design considerations
include remaking regional performance verification engagement as developmental rather than punitive,
decoupling fund-withdrawal triggers from indicators where coaching is in active use and creating shared
dashboards that make frontline experiential data legible to regional managers, which we term
supportive accountability. Second, programme designers should match coaching investment to the
feedback observability of the targeted clinical processes; where outcomes are diffuse, complementary
measurement infrastructure (proxy process indicators, structured patient-flow tracking) is likely a
precondition for the Pattern 2 loop to activate. Third, the train-the-trainer fidelity weakness that surfaced
in Pattern 1 suggests that scale-up should preserve field mentoring rather than rely solely on train-the-

trainer, cascade approaches, even at the cost of slower geographic reach.

Two research priorities emerge. First, longitudinal mixed-methods studies are needed to characterise

how directive and enabling performance-management logics interact over time within single
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decentralised health systems, and whether "enabling bubbles" expand, persist, or collapse once
external coaching support is withdrawn. Also, comparative work across SMI countries would test
whether the four causal-link patterns generalise or whether their relative strength varies with
institutional configuration. Such work would inform the design and evaluation of coaching interventions
in decentralised LMIC health systems and clarify the conditions under which enabling interventions can

reshape, rather than merely coexist with, directive performance-management environments.

Strengths and limitations

Study strengths include the explicit theory-testing design, the iterative theory refinement, the
triangulation of interview data with direct observation and programme documentation, and the
complementary pairing with an impact evaluation. Limitations should be acknowledged. Sampling was
limited to managers, PHC team leads, and regional directors; neither other team members nor patients
were interviewed, and their perspectives may modify Pattern 3. The evaluation took place at the end of
an established multi-phase programme, and even if the intervention included all operators in SMI areas,
it raises the possibility that the most successful PHC teams were over-represented. Given well-known
unintended effects of PM strategies (51), the gaming hypothesis raised by the "low cytology target"

observation could not be resolved with the available data and requires future work.

CONCLUSION

Practice coaching can activate meaningful causal pathways toward quality improvement in PHC
systems of LMICs, transforming supervision from directive to supportive, catalysing data-driven
collective learning, and building the relational conditions on which both depend. In Honduras, however,
these gains remained confined to localised "enabling bubbles" because the intervention's enabling logic
operated within an institutional architecture organised around directive performance management.
Sustained system-wide impact, therefore, requires deliberate alignment between coaching's learning-

oriented principles and the regional verification and contracting architecture: what we term supportive
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accountability. Further longitudinal and comparative research is needed to characterise how directive
and enabling performance-management logics interact over time in decentralised health systems, and
to inform the design of coaching interventions that can reshape, rather than merely coexist with,

prevailing institutional logics.
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