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Abstract

Background: Social innovation has been applied increasingly to achieve social goals, including improved healthcare
delivery, despite a lack of conceptual clarity and consensus on its definition. Beyond its tangible artefacts to address
societal and structural needs, social innovation can best be understood as innovation in social relations, in power
dynamics and in governance transformations, and may include institutional and systems transformations.

Methods: A scoping review was conducted of empirical studies published in the past 10 years, to identify how social
innovation in healthcare has been applied, the enablers and barriers affecting its operation, and gaps in the cur-

rent literature. A number of disciplinary databases were searched between April and June 2020, including Academic
Source Complete, CIHAHL, Business Source Complete Psych INFO, PubMed and Global Health. A 10-year publication
time frame was selected and articles limited to English text. Studies for final inclusion was based on a pre-defined
criteria.

Results: Of the 27 studies included in this review, the majority adopted a case research methodology. Half of these
were from authors outside the health sector working in high-income countries (HIC). Social innovation was seen

to provide creative solutions to address barriers associated with access and cost of care in both low- and middle-
income countries and HIC settings in a variety of disease focus areas. Compared to studies in other disciplines, health
researchers applied social innovation mainly from an instrumental and technocratic standpoint to foster greater
patient and beneficiary participation in health programmes. No empirical evidence was presented on whether this
process leads to empowerment, and social innovation was not presented as transformative. The studies provided
practical insights on how implementing social innovation in health systems and practice can be enhanced.

Conclusions: Based on theoretical literature, social innovation has the potential to mobilise institutional and systems
change, yet research in health has not yet fully explored this dimension. Thus far, social innovation has been applied
to extend population and financial coverage, principles inherent in universal health coverage and central to SDG

3.8. However, limitations exist in conceptualising social innovation and applying its theoretical and multidisciplinary
underpinnings in health research.

Keywords: Barriers to care, Healthcare, Social innovation, Systems change

Background

People cannot operate in a new way unless they can
see afresh their real cultural circumstance [1]

The global community has made significant invest-
ments in realising health for all people. Yet, despite
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experienced by millions of people in high-, middle- and
low-income countries [2]. While progress has been made
to strengthen health systems, 2020 has been an unprec-
edented year in which both robust and fragile health
systems have encountered significant additional pres-
sures to provide care in the face of the novel coronavirus
pandemic, climate-related changes and environmental
disasters, economic recession, migration and civil unrest
[3-6].

Even prior to the SDGs and most recently the pan-
demic, social innovation had grown rapidly as an
approach to address social challenges across all fields,
including in healthcare. The enthusiastic interest in and
application of this approach occurred despite a lack of
conceptual clarity [7-10]. The hindrance to its wider
application, McGowan [11] argues, is that the term ‘social
innovation’ has not been employed clearly or consistently.

However, social innovation is regarded as a label for
structural change and social reform [12]. From historical
accounts, two examples in healthcare are cited as being
social innovations: Florence Nightingale’s work, sup-
ported by the Irish Sisters of Mercy, in pioneering reform
of nursing care [13]; and Cicely Saunders’ creation of
what became a global hospice movement for palliative
care [14]. Contemporary challenges and the dominant
technocratic culture, that often operates at a cost to the
human and humane in healthcare systems, services or
programme delivery, provide continued impetus for
social innovation.

In this article, we consider how social innovation has
been applied conceptually in the past 10 years to support
the achievement of global health goals, such as universal
health coverage. We firstly provide conceptual clarity and
framing of the multi-dimensional nature of social innova-
tion, as underpinned by a variety of theories. Secondly,
we synthesise the results of a scoping review of peer-
reviewed research literature, published in English from
2010 to 2020 on social innovation in health. We conclude
by discussing limitations and gaps in the current litera-
ture and directions for future research.

Dimensions of social innovation

Nature and attributes of social innovation

In 2017, Edwards-Schachter and Wallace [8] conducted a
systematic review and identified 252 discrete definitions
of social innovations. In this article, we provide a concep-
tual framing of characteristic aspects of social innovation
based on various definitions (Table 1). We seek to high-
light the different theoretical applications and paradigms
related to social innovation. In Fig. 1, we draw on the
work of Ayob et al. [7], and supplement their proposed
framing with factors pertaining to understanding social
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innovation. In the follow text, we briefly discuss each
aspect.

Challenges

The stimulus to social innovation, as for any innova-
tion, is in response to a challenge. By the 1970s scholars
had developed an awareness of the limitations of tech-
nological innovation and business approaches to effec-
tively meet explicit social needs. Increasingly in the last
decade, social innovation has emerged as an alternative
to address complex and intransigent societal challenges
such as climate change, poverty, the effects of globalisa-
tion and inequality, and as a way to produce lasting social
change. Social innovation challenges transcend geo-
graphic, administrative and political boundaries [9, 25].
For this reason, van Wijk and colleagues argue, challenges
best addressed by social innovation have been labelled as
‘wicked problems’ [26], ‘metaproblems’ [27], ‘grand chal-
lenges’ [28], or complex challenges with interdependen-
cies across multiple systems and actors [24]. Mulgan [16]
highlights the systemic nature of these challenges by not-
ing that existing systems and structures often fail the very
people they intend to serve. Others point to the exist-
ence of ‘institutional voids’—absent or weak institutional
arrangements—in the context of markets and govern-
ments that may hinder the participation of communi-
ties. The result is that social and economic inequalities
emerge or are reinforced [29, 30]. However, Mair argues
that these same institutional voids alternatively represent
an opportunity for social innovation, allowing new forms
of participation by a range of actors with complementary
objectives [31].

Participation

A second distinguishing feature of social innovation, as
compared to technological innovation, is its participatory
process that promotes social inclusion—reforming exist-
ing and promoting inclusive social relationships among
individuals, especially those previously neglected from
political, cultural or economic engagement [19, 20, 32,
33]. This is often referred to as ‘innovation in social rela-
tions’ [15, 34]. It extends beyond the notion of participa-
tory governance, as despite the ability of participatory
governance to achieve greater social accountability, it
can do so still by focusing only on special interest groups
or by limited inclusion [33]. Co-creation, co-production
and co-design have become popular mechanisms, used
especially by governments, to actively engage citizens
in policy and program development [35-37]. Parra [38]
connects social innovation with sustainable develop-
ment, by highlighting how alternative forms of expertise,
such as indigenous and citizen knowledge, can result
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in greater collective learning and knowledge building
beyond the technical rationality of scientific protocols.

Four actor groups participating in social innovation
are commonly identified: individuals (citizens); social
movements; organisations including state and non-state
entities (governments, non-governmental organisations,
charities, community-based organisations); and new
hybrid organisations such as social enterprise [39-41].
Social innovation is unique in terms of cross-boundary or
cross-sectoral partnerships at the intersections of busi-
ness and non-profit sectors. Relationships and trust play
an important role in fostering these partnerships [42].

Creative solutions

Most definitions reference social innovations as creating
new ideas or solutions but remain agnostic of the form
that this could take being it new products, programs, ser-
vices, processes, activities, practices or social movements
[9, 13, 15, 21, 23, 43]. Yet, social innovations are rarely
based on something entirely novel; instead they com-
bine or involve a ‘bricolage’ of two or more existing ideas,
theories or products [44]. Diverse theoretical approaches,
disciplinary perspectives and even geographic contexts
result in different paradigmatic views. One example is
the instrumental or technocratic paradigm, originating
out of organisational and management studies and public

policy from a European context, focused on promoting a
neoliberal policy agenda, addressing market failures and
reducing public spending [34, 45]. This paradigm regard
the most important characteristics of social innovations
being ‘more effective, efficient, sustainable or just than
existing solutions; and thus often take the form of social
enterprises (or other hybrid organisational models),
social finance, corporate social responsibility and pub-
lic private partnerships [17]. Some scholars have been
critical of this paradigm due to its politicised nature.
Marques [33] cautions that social innovation can be used
as a way of ‘rebranding of political agendas, community
development and corporate social responsibility’ by pol-
icy makers or academics, without fundamentally altering
the goals or outputs. Montgomery [45] warns that the
technocratic social innovation solutions could reinforce
rather than disrupt top-down vertical power distribu-
tions within social relations.

Empowerment and agency

A second view of social innovation, the democratic para-
digm, extends to include components of empowerment
and agency [45]. Moulaert [46] regard social innovation
as being way to meet human needs by increasing par-
ticipation levels and empowerment, enabling greater
access to resources, and increasing social and political
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capacities. The quality of participation conceptualised
in this view contrasts with that of the technocratic para-
digm. While the technocratic paradigm can result in the
‘creative destruction’ of social relations, the democratic
paradigm results in the ‘creative transformation of social
relations’ [45]. In a case study on the Great Bear Rainfor-
est, Moore and colleagues [47] highlight the role and the
redistribution of power between citizens and government
in social innovation, that led to governance transforma-
tions. Development scholars like Tiwari [48] and Ibrahim
[49] have drawn on Sen’s capability approach for human
development [50-52] as a way of explaining a bidirec-
tional relationship between agency and social innova-
tion. They argue that through generating agency, social
innovations can help achieve new collective capabilities,
which can be used by communities to achieve what they
value most in life. This work presents a broader view on
empowerment, not only as a transfer of power but as the
expansion of people’s agency.

Institutional and systems change
In a subset of definitions, social innovation is presented
as institutional change or transformation in complex
adaptive systems with authors labelling it the institu-
tional [34], structural or structuration [9, 33] or sys-
temic [22] paradigm. Theoretically it is underpinned by
institutional theory, which is regard rules, norms and
beliefs as being socially constructed and where micro-
level patterns of interaction influence to the creation of
macro-level social structures[53]. However, institutional
theory does not adequately explain the role of actors in
reforming or creating new social systems and struc-
tures [9]. Scholars have drawn on neo-institutional and
structuration theory to further explore the role of actors
as institutional entrepreneurs and their ability to trans-
form the very institutional structures that are meant
to constrain action (so called, the paradox of embed-
ded agency) [54—56]. These scholars regard agency as a
core catalyst in institutional change which in turn will
stimulate transformative change in the social system. In
the domain of ecology, scholars have drawn on adaptive
cycle heuristic to explain how social innovation gener-
ates constant change within social systems by challenging
the basic routines, resources, authority flows and beliefs
of the social system; so doing social innovation enhances
resilience in the system [22, 23, 44, 57]. This approach
helps to explain the multi-scalar nature of social innova-
tion—in that micro-level local innovations (within com-
munities and organisations) can cascade up, leading to
transformations at larger scales [56].

In summary, social innovation is a multi-dimensional
concept that has been studied from different theoreti-
cal streams and viewed through different paradigmatic
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lenses. Beyond regarding social innovations as tangible
outputs or solutions, created to address unmet soci-
etal needs, social innovations at its core challenges the
underlying culture and values of the dominant system. As
described above, social innovation also includes innova-
tion in social relations and in power dynamics, leading to
governance transformation and changes in internalised
(mindsets) as well as externalised (structural) institu-
tions. Social innovation thus holds potential to alter the
root issues responsible for systems not delivering their
intended objectives to society as a whole.

Methods

A scoping review was selected as an appropriate method
because social innovation has been studied in multiple
academic fields such as organisational and management
studies, public policy, economics, ecology, urban studies,
creativity research and psychology, with each discipline
using its own set of research methods. A scoping review
assisted us to determine the coverage of the literature
on social innovation as pertaining to health, by mapping
the available evidence and identifying knowledge gaps or
limitations [58, 59]. Three questions were identified to be
answered through this review:

+ How is social innovation as a concept applied to
health, health care or health services?

+ What barriers inhibit and what enabling factors sup-
port the design and implementation of social inno-
vations in health within the health system or wider
context?

+  What are the limitations of the current literature on
social innovations associated with health systems
strengthening?

Search strategy
Online databases were examined between April-June
2020, including Academic Source Complete, CINAHL,
Business Source Complete, Psych INFO, Pub Med and
Global Health. Databases were selected for their discipli-
nary breath. The following search terms were used:
(social innovation [subject heading]; OR “social inno-
vat*” [abstract]; OR “social innovat*” [title]; OR social N1
innovat* [abstract] OR social N1 innovat* [title]) AND
health OR healthcare OR health care OR health system
OR health services (abstract).

Inclusion criteria

The inclusion criteria for articles were as follows: (1) pub-
lished between 2010 and 2020; (2) used the term ‘social
innovation’ as a concept and provided a definition; (3)
applied social innovation to a dimension of health; (4)
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described the methods provided; and (5) were avail-
able as a full text in English from university databases. A
10-year time frame was selected as it was expected that
this period will yield the most significant results, as social
innovation research have been on the increase, and also
be the most relevant.

Analytical approach

An analytical framework was developed to assist with
analysis, informed by the conceptualisation of the dimen-
sions of social innovation and the framework used by
Edwards-Schachter and Wallace [60] (Fig. 1). This frame-
work (Fig. 2) was used to deductively analyse the different
aspects of each article included in the review, with NVivo
12 used for the management and coding of material. The
framework derived for this study included six areas that
contributed to a broad understanding of the literature, as
discussed below.

Results

Overview of studies included

A total of 27 studies met the eligibility criteria and were
included in the scoping review (Fig. 3). The majority of
articles (21/27) were published between 2015 and 2020.
Half (14/27) were published in health-specific journals
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and the remaining half in a range of other disciplines
including management and business studies and pro-
gramme, policy and planning studies, innovation and
informatics, and agriculture. The most common methods
were case studies (14/27), and scoping, systematic and
general literature reviews (4/27). The literature was dom-
inated by research originating from high-income country
contexts, particularly in Europe. Nine published studies
were conducted in low-income, low-middle income or
upper-middle countries (two in Africa; four in Asia; three
in Latin America). Low-income country researchers (first
author) and institutions were under-represented in the
sample, limited to only three representing institutions in
Colombia, Uganda and India.

Focus

Social innovation has been applied to a variety of disease
focus areas and to meet public health policy objectives
(Table 2). Social innovations in low- and middle-income
countries (LMICs), 3/27 studies, focused on infectious
diseases, targeting prevention and access to services
for malaria, HIV and Chagas disease [61-64]. A sec-
ond focus of social innovations in LMICs, 9/27 studies,
was to achieve equity in access to care and this included
women’s health issues and social determinants of health
such as poverty, rurality, and infrastructure (basic sanita-
tion) [61, 64, 65]. These focus areas were in line with both

Table 2 Social innovation challenge focus
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national health agendas as well as global agendas as set by
the Millennium and Sustainable Development Goals. The
literature from high-income countries describes a differ-
ent application of social innovation in terms of disease
focus and public health objectives. Many European coun-
tries have adopted social innovation to address welfare
state failures, particularly related to the inability of gov-
ernments to sustain rising health expenditures for ageing
populations [66—72]. In this context, social innovations
have also been developed in response to policy objectives
concerning public participation in health, often as a sec-
ondary strategy to move the burden of care from the state
to individuals and other actors through social enterprise
[71, 73-75]. As this indicates, social innovation is typi-
cally applied to address health system failures. Kreitzer
et al. [76], for example, explored the Buurtzorg (Neigh-
bourhood Care) Model in the Netherlands, designed to
overcome vertical service delivery, low health worker
satisfaction, and burdensome bureaucratic processes of
care. De Freitas et al. [73] presents a participatory process
involving families of patients affected by congenital dis-
orders in the design interventions in areas where health
systems responsiveness is poor, and Windrum et al. [77]
presents the case of creating a standardised diabetes pre-
vention and management programme based on patient-
centred principles. This programme led to the reform of
care provision across multiple countries.

Disease focus

Public health objective

Health equity (including
access & affordability)

Health promotion &
prevention

Health system & care-
coordination

Expense reduction

Infectious disease

Non-communicable disease

Maternal, women & child
health

Ageing population

Mental health/disability

Social determinants of health

(poverty, gender, water &
sanitation)

No disease focus

Srinivas et al. (2020), [63]

Mason et al. (2015), [66]

Mason et al. (2015), [66]
Cheema et al. (2019), [82]
Awor et al. (2020), [64]

Mason et al. (2015), [66]

Castro-Arroyave et al.
(2020a), [61]

Castro-Arroyave et al.
(2020a), [61]

Castro-Arroyave et al.
(2020b), [62]

Srinivas et al. (2020), [63]

McCarthy et al. (2013), [75]
Ruge et al. (2013), [78]
Grindell et al. (2017), [79]
Windrum et al. (2018), [77]

Castro-Arroyave et al.
(2020a), [61]
Ghiga et al. (2020), [83]

McCarthy et al. (2013), [75]
Pless et al. (2012), [65]

McCarthy et al. (2013), [75]
Henry et al. (2017), [80]

Valentine et al. (2017), [81]
Windrum et al. (2018), [77]

McCarthy et al. (2013), [75]
Dufour et al. (2014), [88]
Farmer et al. (2018), [74]

McCarthy et al. (2013), [75]
Kim HK, et al. (2019), [84]

de Freitas et al. (2017), [73]

Kreitzer et al. (2015), [76]
Ballard et al. (2017), [85]
Vijay et al. 2018), [86]

Cicellin et al. (2019), [72]

Dubé et al. (2014), [67]

Currieet al. (2014), [68]
De Rosan et al. (2017), [69]
Merkel et al. (2018), [70]

Wass et al. (2015), [71]
Cicellin et al. (2019), [72]
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Form and function
The classification of social innovations was problematic
because of their divergent operational definitions. Two
articles provided a proposed typology for social innova-
tions in health. Mason et al. [66] proposed four types of
social innovations in health equity: as social movements;
services; social enterprises; and digital products. Farmer
et al. [74] proposed a typology developed by frontline
providers to promote child dental health as: extending
existing practices; developing cheaper versions of existing
products; adapting existing practices in different contexts
or practice spaces; and translating ideas directly from
evidence. From these cases studies of specific social inno-
vations, however, the proposed typologies proved too
narrow or restrictive as classification structures. The case
studies fell into two functional categories, with social
innovation treated either as a process or an outcome.
Four studies focused on social innovation as a pro-
cess. These studies employed participatory mechanisms
to support the development of new solutions to local
challenges. The goal in all cases was to enhance patient
or public participation in health care and enhance social
relationships. Collaborative workshops occurred in the
form of design sprints, co-design processes and think
tank methodologies [73, 74, 81]. All these workshops
were led by professional facilitators who were described
as being ‘bricoleurs, providing inspiration to partici-
pants, protecting the innovations, and linking them to
resources. Srinivas [63], for example, presented a case
that used crowdsourcing contests to give men who have
sex with men the opportunity to design health promo-
tional material to encourage other men to test for HIV.
Where social innovations were described as an out-
come, models included different components (services,
products, processes, social movements) and delivery
in different settings. Neither single component of the
model was particularly unique, but the combination or
‘bricolage’ of these components resulted in innovation.
Three types of models were identified: care models (6/27
studies); social network/connection models (3/27 stud-
ies); and entrepreneurial models (2/27 studies) (Table 3).
These models may or may not have a digital component
or a financial component. Innovation in care models
involved the re-organisation of care processes, including
how services were delivered, often moving facility-based
services directly into the community, with the role and
scope of providers modified to give more autonomy or
allow for task-shifting to non-health professionals [63,
70, 76, 77, 80, 86]. These care models reported positive
outcomes on extending access to health services, enhanc-
ing affordability and improving effectiveness on disease
or wellbeing indicators. The innovative aspect of social
network models were the connections and relationships
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fostered between different actors and sectors [79, 84, 87].
Digital products such as mobile apps or online websites
were leveraged to facilitate connections between actors.
The outcomes of these models included positive behav-
ioural change, building community social capital, and
enhancing women’s participation and roles. The innova-
tion within the entrepreneurial models were mechanisms
to reduce costs of services [72, 82], while also improv-
ing access to services and creating new employment
opportunities.

Followers

In the literature, creators of social innovation can operate
either as individuals or as collectives, the latter including
citizen movements, cross-disciplinary collaborative actor
teams and institutions. The characteristics of individual
social innovators in health are not well described, but
three case studies offer insight into the role of personal
experience, hardship or challenge, or of a community
playing a significant contribution in the innovator’s work.
Among the indigenous Maori population of New Zea-
land, innovations can often be constrained by culture and
place, especially when diverted from acceptable main-
stream western approaches [80]. However, social innova-
tors in health used cultural, social and place-based capital
to create solutions to serve their own communities [65,
80, 86]. In each case, community trust in the innovation
was critical to its success.

The collective creation of social innovation in health
(8/27 studies), either in cross-disciplinary actor teams
or networks, has received greater attention. Firstly, the
social innovation development process is used to over-
come the siloed nature of health and to foster greater
interdisciplinarity and intersectionality [61, 62, 66, 67,
69, 81, 82, 87]. This is particularly well illustrated in rela-
tion to Chagas disease in Guatemala, where innovation in
interventions involved collaboration from epidemiology,
biology, anthropology, sociology, engineering and archi-
tecture, and various funding agencies, international non-
governmental organisations, government and universities
[61]. The benefit of teams and collective networks is their
capacity to move beyond boundaries and draw on collec-
tive cognition, capital, and the pooling and complemen-
tarity of capabilities [67].

Within these teams, opportunity was created for
the participation of non-expert actors. As described
in these articles [61, 74, 81], the value of social inno-
vation from a public health policy perspective is the
opportunity it affords less powerful actors (patients,
families, beneficiaries, community members) to con-
tribute to new health solutions, drawing on experi-
ential knowledge and personal knowledge that can
meaningfully contribute to and complement expert or
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academic knowledge. Applying social innovation as a
process in itself leads to new forms of power relations
and empowerment. The participation of actors in solu-
tion creation in some cases has translated into com-
munity action, but little beyond anecdotal evidence is
presented in the health literature of sustained interven-
tion success or actor empowerment [61, 73, 74]. Case
studies from the management and development litera-
ture (3/27 studies) provide more depth and longitudinal
evidence to substantiate the extent to which communi-
ties can be empowered, ensuring that self-governance
and community autonomy of initiatives are achieved.
The Kerala Palliative Care model, for example, has
scaled far beyond its initial locus of implementation.
From 1995 to 2012, 230 community organisations and
26 000 social activists became involved in the delivery
of home-based services to 70 000 patients at the end of
life [86]. The Graham Vikas social innovation in India
also illustrates that the core to its approach is one hun-
dred percent inclusion of members of the community,
particularly women’s involvement in all decision-mak-
ing processes. As a starting point, the program estab-
lished a representative committee in each village, and
a sustainability fund into which community members
contributed, according to their means, to co-fund the
work. Throughout project implementation, train-
ing was delivered on leadership, accounting and other
operational procedures to ensure the community can
fully manage the initiative independently [65]. Another
example, the Business-in-a-Box initiative in Pakistan,
illustrates how adopting a micro-entrepreneurship
approach to extending access to contraception can
empower women to become self-employed income
generators while meeting their health needs [82].

In addition to embedding social innovations directly
into communities, institutionalised actor networks can
work to ensure sustainability. One model which has suc-
cessfully embedded an initiative across multiple institu-
tional levels is the Therapeutic Patient Education Model
for Diabetes [77] in Austria. This case demonstrates the
importance of social innovations engaging in institu-
tional and political work with existing professional bodies
at local and international levels, while creating new pro-
fessional bodies to support its translation from research,
its diffusion and its sustainability.

In summary, no category of actor is excluded from
social innovation, irrespective of his/her background,
organisational affiliation or hierarchical level. Across
the literature, social innovation is seen as a democratis-
ing catalyst for health, enabling broad-based sectoral
action, inclusion of marginalised individuals (including
women) and providing communities with opportunities
for action.
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Values

To examine the principles and values upon which social
innovations are based, articles were sub-classified
according to the social innovation paradigm to which
they ascribed. As illustrated above (Fig. 1), three main
paradigms, nested within each other, exist: the instru-
mental or technocratic paradigm that accounts for social
inclusion in the creation of new solutions; the democratic
paradigm that accounts for the empowerment of actors
through social innovation; and the institutional or struc-
tural paradigm that accounts for changes within existing
institutions and systems. The majority of articles (16/27)
upheld the instrumental or technocratic paradigm in
which context social innovation was regarded as a solu-
tion to address challenges, and occurred through par-
ticipatory processes that promoted the social inclusion
of different actors. Although encouraging engagement
in social innovation, this paradigm does not differ vastly
from other approaches to public or patient participation
and participatory governance in public health and devel-
opment. These solutions offer improved ways to ensure
greater effectiveness or efficiency, but do not transform
relations or structures. These articles originate mainly
from Europe, where the approach to social innovation
has been influenced by the European Commission’s
inclusion of the principle into policy with neoliberal
agendas [45].

A second but smaller number of articles (8/27)
engage with empowerment. These go beyond giving
actors a voice or opportunity to provide input through
consultation, and provide them with the opportunity to
take control. By building the capacity of marginalised
or under-represented actors, they develop an enhanced
level of agency and action which suggests a change in
power relations taking effect. Many larger-scale social
innovation care models had people-centredness as a
core organising principle [76, 80, 82]. Models were
designed to involve not only the patient or the ben-
eficiary at the health centre, but also health workers.
The Buurtzog Neighbourhood Care model, for exam-
ple, illustrated how, by enhancing patient and provider
(nurse) autonomy, better outcomes in care provision
were achieved and provider motivation and satisfac-
tion were enhanced [76]. The iMOKO (New Zealand)
and Business-in-a-Box (Pakistan) cases both illustrate
empowerment of the local community by placing access
to healthcare in the hands of trusted community mem-
bers such as teachers, and by giving women in the com-
munity opportunities for income generation [80, 82].
The Time Bank model ascribed dignity and worth to
the life of each person, and this highlighted the value of
community members as active participants in health-
care: “The first core value of the Time Bank operations
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is asset, something of value to share with someone
else ... no one is worthless in the world ... everyone is
a contributor to society in his or her own way” [84].
Social innovations show how trusted community mem-
bers such as teachers can play a vital role in promoting
health and access to services; how women can play a
role in the delivery of health products while being lifted
from poverty through income generating opportuni-
ties; and how elderly people can be both consumers and
providers of services [61, 62, 76, 80, 82, 84, 87].

The third and smallest number of articles (4/27)
ascribed and recognised the systemic or structural
paradigm of social innovation, and in the research,
assessed the changes and dynamics that occurred at
an institutional level. The research conducted by Vijay
and Monin [86] in India adopted an institutional per-
spective to examine how certain contexts are more
‘poised’—receptive and ready—for social innovations.
They also examined how actors, operating as insti-
tutional entrepreneurs, exercised agency to play an
important role to increase the readiness of specific con-
text to innovation and overcome the perceived resist-
ance of existing institutions and structures. The Kerala
Palliative Care model demonstrated large scale insti-
tutional change as it reframed palliative care provision
from a medical frame to a social justice frame, with a
professional hospice or hospital model replaced by the
bottom-up organisation of services delivered primar-
ily by community volunteers. The Therapeutic Patient
Education Model for Diabetes revealed that, at the core
of this initiative, systems level change was achieved by
the institutional work of actors from national profes-
sional associations. They worked to embed the model
into existing institutions (e.g. health insurance funds),
while they created new institutions (new professional
bodies) to ensure that new norms, values and practices
were embedded at a systems level. Windrum et al. [77]
recognised the potential of a model of patient centred
care as having the potential of democratising medicine.

Lastly, research conducted by Pless and Appel [65]
illustrated how social innovations can transform the
norms, values, perceptions and roles within social insti-
tutions at community level through several approaches:
the complete inclusion of all community members; the
establishment of self-governing community structures;
the provision of skills building; and service delivery.
The project placed community members in the role of
clients, so that project staff only acted upon commu-
nity request. The long-term commitment (> 20 years) of
this social innovation ensured that the outcome of an
equitable and social society was achievable. This inno-
vation recognised health as an outcome of sustainable
development.
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Facilitators and barriers

As a final part of the framework analysis, the facilita-
tors and barriers of social innovations were considered
that are relevant at different stages of the social innova-
tion life cycle (Table 4). There were several common-
alities across the literature in terms of enablers for idea
development and implementation including: creating a
safe, protective and facilitated environment; the demo-
cratic sharing of knowledge; the importance of timing
and context; and implementing self-governance struc-
tures to support ongoing implementation and sustain-
ability. Moving beyond the innovation locus to engage
more broadly with partners and the existing system influ-
enced innovation transfer, diffusion and scale. Only two
studies—Therapeutic Patient Education Model and the
Kerala Community Palliative Care model—described the
process of institutionalising a social innovation [77, 86].
In both cases, a clear strategic approach was adopted by
the innovators and implementers to replace prior insti-
tutional logics with new logics. This entailed deep con-
textual awareness and engagement in different forms of
institutional work: advocacy to support movement build-
ing; locating the challenge in a moral or social justice
frame; engaging existing institutions and creating new
ones; and investing in the education of those involved in
the innovation, both to attain legitimacy and ensure that
standards can be maintained. Both of these social inno-
vations have proven sustainable, and as models, they have
been scaled to different settings and countries (Austria
and India). Barriers negatively affecting across the vari-
ous stages of social innovation development included
cost considerations and resource constraints, a unrecep-
tive or changing political context, limited evidence of
effectiveness and implementer attitudes in terms of low
motivation and drive.

Discussion

Social innovation is a multi-dimensional concept used
in relation to innovations in social relations, govern-
ance transformation, and social and complex adaptive
systems. Actors, as individuals or collectives, play a key
role in the social innovation process, especially moving
initiatives from a localised level to a macro-level. In this
article we sought to critically review the application of
social innovation in health care and present the results of
a scoping review of peer review research published from
2010 to 2020. In doing this, several research gaps and
opportunities for social innovation in health and related
research emerged.

The 27 research articles revealed the that social inno-
vation draws on diverse disciplines and fields, with half
of the articles arising from fields other than health. Case
study research was the main method applied in studying
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Table 4 Enablers and barriers
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Enablers

Barriers

Stage 1: Idea development & implementation

A facilitator overseeing the process—guidance, bricolage, linkages with the
system [73]

A protective niche/environment—a safe setting for ideas to be developed
and granting participants permission

Open information sharing between participants and stakeholders across
different sectors and disciplines, including involving community or front-
line voices [61, 71, 73]

Timing/Leveraging windows of opportunity—when resources and support
is available. [70]

Context—history of innovation and enterprise in a specific people group,
alignment with cultural values, existing organizations, active civic partici-
pation [80, 86]

External support—A social innovation process facilitated by professionals
would be costly at scale [73]

Political context—a changing policy landscape and mandates [88]

Characteristics of the innovator—an insider (from local community, embed- Characteristics of implementers—Ilacking motivation and drive [88]

ded and lived experience), access to different forms of capital (cultural,
intellectual, political, social, financial) [65, 80]

Community ownership—self-governance structures to place the commu-
nity (beneficiaries) in charge of the innovation [64, 65]

Stage 2: Transfer/diffusion/scale
Alignment with existing regime and structures [74, 77]

Partnerships with stakeholders & especially policy makers [65, 74]
Digital formats e.g. applications, mobile phones, online networks [64, 66, 79]

Stage 3: Institutionalisation

Political context—encouraging civic engagement and participatory
democracy through discussion and deliberation between civil society
and state; history of community organizing and social movements; politi-
cal capacity of government to bring about changes in healthcare [86]

Communication and advocacy—movement building by engaging a range
of organizations to engage in the discussion/spread the message [77, 86]

Leveraging available infrastructure and competencies (in contrast to creat-
ing new ones)—health facilities, health providers including traditional
providers [77, 82, 86]

Political work—engaging existing institutions e.g., professional associations
and forming new ones [77]

Educating work—developing training for new actors to become involved
(medical professionals or volunteers) [77, 86]

Policing work—through certification of certain actors, quality is enforced
and monitored [77]

Political culture—A lack of willingness of the existing system or govern-
ment to make allowance for the integration of the innovation or for
new actors to play a role [69, 70]

Resource constraints—limitations in funding [65]

Limited evidence on social innovation effectiveness and unintended
consequences [83, 85]

social innovation. As a result, the evidence remains
exploratory and descriptive, with weak proof of impact.
Most case studies are snapshots of social innovations at
specific points in time, without strong theoretical under-
pinning. No case studies adopted a health systems and
policy research perspective. The lack of longitudinal or
historic evidence underpinned by theory are barriers to
the deeper understanding of the evolutionary process
by which social innovation develops, how it is sustained
over time through community embeddedness, and how
systems change as a result of the adoption and institu-
tionalisation of social innovation. Although research on

social innovation in health has increased in recent years,
there is still very little research originating from low- and
middle-income countries. There is consequently ample
opportunity and a need to build stronger evidence on
social innovation in health, to deepen the investigation,
engage more social scientists, draw on theory from man-
agement, organisational and institutional studies, adopt
a health systems perspective, and build capacity for this
concept and its processes and outcomes in LMICs.
When comparing research conducted and published
in health journals with those published in other disci-
plines, health researchers often adopted a reductionistic
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view of social innovation, limited to the instrumental and
technocratic paradigm of social innovation as a means
to an end. Most definitions used to conceptualise social
innovation in this literature only addressed the first three
dimensions of social innovations: addressing a challenge;
adopting a participatory process; and creating solutions.
The focus of many of the health solutions presented in
this literature was to enhance the effectiveness and effi-
ciency of current health systems. The literature from
Europe focused on cost reduction and cost savings to
reduce the burden of the state, in line with the neo-liberal
political agenda. In this literature, social innovations were
described as a variety of disconnected solutions without
evidence of how these might act in a coherent and com-
plementary way to achieve systems transformation. This
approach appears to re-emphasise the prevailing belief of
health systems as mechanistic and compartmentalised,
led by technical experts. Social innovation has not been
studied through a health systems lens that views systems
as social and human institutions [89].

In several studies, the inclusive and participatory pro-
cess of social innovation has been applied without evi-
dence that led to the empowerment of beneficiaries,
patients, frontline workers; social innovation appeared
simply as a new buzz word [90]. In line with this, the
health literature emphasises the need for facilitators. But
cultivating an enabling environment for social innova-
tion does not necessarily require an external, and often
costly, facilitator. This current emphasis raises the ques-
tion whether social innovation is yet another top-down
process in health, instead of one that encourages and
supports those actors who already demonstrate embed-
ded agency despite constraining institutional structures
or settings [55]. For these barriers to be overcome and
for social innovation to deliver value, it is imperative to
move towards a more democratic and systems paradigm
of social innovation. Health researchers would benefit by
adopting an interdisciplinary research approach, review-
ing and engaging with theories used by other disciplinary
scholars, while reflecting on their own expert-driven
notions of health.

Recommendations for policy

Social innovation provides practical insights into how
implementation in health systems and practice can be
enhanced. It also provides a framework towards under-
standing systems innovation—the change and transfor-
mation of existing systems, beyond mere incremental
improvement, or the creation of new systems organised
around people’s needs, realities and desires instead of
only based on structures solely designed to achieve func-
tional efficiency.
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Social innovation supports the development of people-
centred systems by suggesting ways to extend the range
of actors beyond those traditionally involved in pub-
lic health programmes. It enhances equity by giving a
voice, and thus power, to ideas and solutions, especially
those emerging at the grassroots level. By recognising the
value inherent in individuals and the knowledge gained
from their lived experience, it achieves deeper insight
into the structures of power that dictate and limit the
roles, capacities and functions of actors and by shifting
the power dynamics, new avenues for involvement and
participation in health services are created. In addition,
social innovation does not seek to provide symptomatic
solutions but often addresses the root causes that pro-
duce marginalisation, such as addressing community and
societal perceptions around the role and participation of
women. By design, social innovation initiatives place ‘the
last, first' —those with the least experience or least per-
ceived value by society become the creators, drivers and
implementers. It invites beneficiaries, frontline provid-
ers and community members to be part of the full con-
tinuum of implementation, extending them power and
agency to become the leaders and ultimately the owners
of health interventions and programmes. In this way also
addresses the limits of community engagement noted in
public health and extends it beyond mere tokenistic con-
sultation [91].

Social innovation’s system’s transforming capacity is
further derived from it being inherently interdisciplinary
and intersectoral, with boundary-spanning incorporat-
ing approaches and practices from different fields and to
applied in health care, such as from environmental stud-
ies. It thus can be a useful tool for policy makers seek-
ing to enhance holistic socio-developmental policies as
espoused in the Sustainable Development Goals, and to
solve complex systemic challenges outside sectoral silos.

Limitations

This scoping review was conducted only on English peer-
review literature. Articles in other non-English languages
could provide further insights on the concept as applied
to health care. A small number of abstracts could not be
retrieved via available university access.

Conclusion

Key in its implementation, social innovation emphasises
context. No two contexts are approached in the same
way and the nuances and uniqueness are accounted for,
so limiting ‘one-size fits all' models. Case studies illus-
trate how this has occurred through contextual embed-
ding, adaptation and participation of communities and
beneficiaries. Caution should be given however to avoid
social innovation becoming a new label for tokenistic
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participation without a shift in power dynamics across
the full spectrum of implementation. Finally, social inno-
vation illustrates the importance of addressing prevail-
ing institutional voids, while holding steadfast the vision
of what renewed institutional logics could achieve and
providing an inclusive opportunity for all actors to move
forward. In this way change occurs slowly, requiring mul-
tiple micro-shifts in individuals, communities and health
care institutions to ensure sustainability and embedding.
To explore the full potential contribution that social
innovation offers healthcare, further research is required
that adopts an institutional theoretical underpinning and
systemic paradigmatic lens.
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