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Abstract 

Background:  The translation of evidence-based practices and rapid uptake of innovations into global health practice 
is challenging. Design thinking is a consultative process involving multiple stakeholders and has been identified as a 
promising solution to create and apply implementation strategies in complex environments like health systems.

Methods:  We conducted a process evaluation of a real-world example, namely an initiative to innovate hypertension 
screening, diagnosis and care in São Paulo, Brazil. The parameters of the evaluation were informed by a specification 
rubric and categorization system, recommended for the investigation of implementation strategies, and the double-
diamond conceptual framework to describe and examine the strategic architecture and nature of the design think-
ing approach, with particular emphasis on identifying potential areas of “value-add” particular to the approach. The 
retrospective evaluation was performed by an independent partner who had not been involved in the setting up and 
implementation of the design thinking process.

Results:  The evaluation unveiled a dense catalogue of strategically driven, mostly theoretically based, activities 
involving all identified health system stakeholders including patients. Narrative reconstruction illuminated the system-
atic and coherent nature of this approach, with different resulting actions progressively accounting for all relevant lay-
ers of the health system to engineer a broad selection of specific implementation solutions. The relevance of the 
identified features and the mechanics used to promote more successful implementation practices was manifested 
in several distinct ways: design thinking offered a clear direction on which innovations really mattered and when, as 
well as several new dimensions for consideration in the development of an innovation mindset amongst stakehold-
ers. It thereby promoted relationship quality in terms of familiarity and trust, and commitment to evidence-based 
enquiry and action. Design thinking was also able to navigate the territory between the need for intervention “fidelity” 
versus “adaptation” and provide the operational know-how to face familiar implementation hurdles. Lastly, it brought 
a new kind of skill  set to the public health stakeholders that incorporated diplomacy, multidisciplinary approaches 
and management sciences—skills that are considered necessary but not yet widely taught as part of public health 
training.

Conclusions:  Design thinking is a sound and viable tool to use as part of an implementation strategy for engaging 
with health system stakeholders and successfully translating evidence-based practices and new innovations into 
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Background
Evidence-based public health decision-making requires 
knowledge not only about effective interventions but 
also about strategies for their successful implementa-
tion, to achieve the intended public health goals. How-
ever, in global health there is a poor history of translating 
proven evidence-based practices and promising health 
system interventions into real-world settings [1, 2]—
often referred to as the know–do gap [3, 4]. A key chal-
lenge is the translation of successful pilot approaches into 
routine implementation without increased monitoring, 
resulting in an effectiveness decay over time. Maintaining 
the theoretical efficacy of tools and interventions under 
routine conditions requires listening to, and addressing 
the needs of, frontline workers—those who deliver the 
intervention—and listening to patients to understand 
factors governing health-seeking behaviour and treat-
ment adherence [5]. Historically, whilst well-meaning, 
implementation research contributed to this issue empir-
ically at the expense of giving attention to the theoreti-
cal underpinnings of implementation [6]. Now there is 
wide recognition of the need to establish the theoretical 
bases of implementation strategies, and a proliferation 
of theories, models and frameworks have emerged [7]. 
Whilst these tools identify diverse barriers to, and ena-
blers of, implementation, many lack a clear specification 
of determinants associated with implementation success 
[7]. As such, public health decision-makers, programme 
planners and practitioners are left wanting for better 
“how-to” guidance to integrate and adapt best practices 
and recommendations into local health systems in a way 
that is synchronous and truly reflects local needs. Simi-
larly, health system research has often not been designed 
in the frame of a systematic process but has rather been 
driven by theoretical considerations and practical needs 
[8, 9].

Design thinking represents a potential implementation 
strategy to bridge these theoretical and technical gaps 
and advance global best practice for healthcare delivery. 
However, as a relatively new approach in public health, 
and as with other systems approaches [10, 11], evidence 
is needed to substantiate the potential value of design 
thinking in a health systems context. The purpose of this 
paper is to present and examine design thinking as an 
approach to adapt a global population health initiative 
for cardiovascular health to the specific conditions of São 

Paulo, Brazil. We also assessed its potential value as an 
implementation strategy to achieve implementation suc-
cess and sustainable practice transformation in global 
health services.

Health system complexity and rapidly changing demands
Over the past two decades, implementation challenges 
have been compounded by shifting expectations of health 
systems. Specifically, systems need to adapt in order to 
respond adequately to rapidly changing health challenges 
(e.g. urbanization, increasing burden of noncommunica-
ble diseases [NCDs]), and to deliver on calls for a more 
fundamental paradigm shift in the way health services are 
funded, managed and delivered [12]. Overall, there is an 
emphasis on maximizing social value including through 
prevention whilst producing better health outcomes [13]. 
These expectations should be met whilst operating in an 
already pressured environment of increasing healthcare 
costs and decreasing per capita resources [1]. The chal-
lenge is even more acute for health systems in resource-
constrained settings [12].

Clearly, this is no easy transition. Health systems are 
complex adaptive systems comprising highly hetero-
geneous groups of actors (i.e. different types of health 
providers, managers, policy-makers, patients, regula-
tors, funders) intervening at multiple levels through a 
variety of services and functions [14]. In contrast to the 
more traditional disciplines within public health, like 
epidemiology, interactions of system components are 
typically complex and nonlinear, so they are also not eas-
ily controlled or predicted [14]. They act in parallel and 
constantly react to what other “agents” are doing, which 
in turn influences behaviour and the network as a whole 
[15]. Under such conditions, problems become inherently 
complex or “wicked”—a “class of social system problems 
which are ill-formulated, where the information is con-
fusing, where there are many clients and decision-makers 
with conflicting values, and where ramifications in the 
whole system are thoroughly confusing” [16].

In recognition of this challenge, and as the stakes grow 
ever higher, opinions about how to engage with health 
challenges within a systems context are shifting. Spe-
cifically, there is increasing recognition of the contextual 
limitations [14] of continuing to use linear biomedical 
approaches based on linear predictions and reductionist 
thinking [17–19] to solve system problems. There is also 

routine practice, thereby addressing an important knowledge—practice gap and, more broadly, contributing to the 
strategic repertoire available to implementation science.
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a rapidly growing desire and demand for more innova-
tive [1], holistic and nonlinear methods for global health 
system improvement efforts [20, 21]. Achieving national 
and global health goals requires dynamic approaches that 
can appreciate the multifaceted and interconnected rela-
tionships amongst health system components and varied 
stakeholder perspectives [22]. Support is also required 
for more pragmatic ways of working to enable successful 
translation and sustainable implementation of relevant 
interventions [4].

Systems approaches and design thinking
Systems approaches hold several attractions. One, they 
enable a more integrated biopsychosocial way of think-
ing about health [23]. Two, they are specifically designed 
to address complex problems [10]. And three, they allow 
for meaningful participatory research that brings stake-
holders—patients, health workers, managers and politi-
cians—together. In this way, the value of the population 
as partner and co-participant in discussions addressing 
shared health problems is made paramount—a necessary 
commitment to the practice of public health [17] and in 
alignment with current strategic directions to develop 
more integrated and people-centred health services [12].

Design thinking is a systems thinking approach that 
has been used successfully for several decades by diverse 
organizations across both the public and private sectors 
[24] to facilitate the evidence-to-practice leap and sup-
port organizational change. There are different models 
of design thinking [25], but in general the approach can 
be described as a social technology [26], offering a struc-
tured and defined creative problem-solving method that 
emphasizes engagement, dialogue and learning in order 
to enable and accelerate successful innovation. Moreo-
ver, it operates well in contexts characterized by uncer-
tain environments and complex problems [27] and can 
embrace the uniqueness of the local context in terms of 
social, political and cultural idiosyncrasies [14]. In terms 
of expected benefits, Liedtka [26] explains that design 
thinking supports innovation because it is able to (i) pro-
duce superior solutions based on well-founded problem 
definitions, (ii) reduce the risk of failure upon implemen-
tation due to the continuous stakeholder engagement 
and feedback, and (iii) deliver employee or end-user buy-
in. In combination, these features make design thinking 
a promising innovation tool and implementation strategy 
to use in health system strengthening.

An evidence‑building opportunity: design thinking 
and the Better Hearts Better Cities initiative
Heart disease is a major cause of morbidity and mortality 
worldwide, with highest prevalence in urban populations 
and hypertension as one of its main risk factors [28, 29]. 

In 2017, the Novartis Foundation launched the Better 
Hearts Better Cities urban population health initiative—
hereafter “the initiative”—aimed at improving cardio-
vascular health in high-prevalence urban communities 
in three low- and middle-income countries, focusing on 
hypertension as a key risk factor and designed to build a 
model that can be replicated across settings and for other 
cardiovascular risk factors [30]. The initiative was imple-
mented across Dakar (Senegal), São Paulo (Brazil) and 
Ulaanbaatar (Mongolia). Engagement in Brazil was initi-
ated in late 2016 and reached the megacity of São Paulo 
in April 2017, where the initiative was locally named Cui-
dando do Seu Coração and became operational in 2018, 
with Instituto Tellus as implementation partner. It sought 
to develop and implement an innovative programme to 
improve the healthcare system on different levels, fol-
lowing the CARDIO framework, shorthand for quality of 
Care, early Access, policy Reform, Data and digital tech-
nology, Intersectoral collaboration, and local Ownership 
[28].

The decision to engage with Brazil was based on sev-
eral criteria: first, the characteristics of the healthcare 
system—Brazil has a public health system [31] that rec-
ognizes health as a universal constitutional right, pro-
vides access to medicines [32] and vests the responsibility 
to execute primary care delivery at the municipal level. 
Second, the burden of hypertension in São Paulo is high 
and is increasing [33], and the health system faces bur-
geoning pressures in the face of urbanization, a double 
disease burden where NCDs overtake communicable 
diseases, and political interference. It is understood that 
there remains ample opportunity to make greater use of 
known evidence-based practices for reducing hyperten-
sion in resource-constrained settings [29], despite docu-
mented improvements in hypertension diagnosis and 
management across several geographies [34]. And third, 
the government of the municipality of São Paulo took 
leadership in the initiative and approved a multisectoral 
collaborative approach. As such, the initiative came at 
an opportune time and carried the potential for positive 
change. Design thinking was identified as the implemen-
tation tool of choice to translate the CARDIO framework 
into local action. 

Study aims and objectives
In this study, we seek to answer the question: Does design 
thinking carry value as a strategy to bridge the evidence–
practice gap in health systems? To do this, we aimed to 
set out what design thinking in a health systems context 
looks like in terms of process and nature, and define how 
it is expected to function to support implementation. 
Accordingly, our objectives were to:
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1.	 retrospectively identify, describe and comprehen-
sively specify the activities undertaken in the adapta-
tion phase of the initiative rollout in the Itaquera dis-
trict of São Paulo, Brazil;

2.	 critically review the findings, with particular atten-
tion to implementation strategies used and expected 
implementation outcomes to delineate dimensions of 
potential value.

Methods
Capturing the design thinking process: data sources 
and data collection
An in-depth retrospective list of primary activities 
undertaken to establish and run the design thinking pro-
cess was generated by Swiss TPH, an independent evalu-
ation partner not involved in the decision to deploy nor 
the implementation of the design thinking process. Data 
were collected through a review of project documents 
and interviews with the core implementation team from 
Novartis Foundation and Instituto Tellus. This activity 
list covered activities that took place preceding the selec-
tion of São Paulo as a participating city, and the  subse-
quent project work undertaken during the pilot phase. 
The pilot took place in Itaquera district and incorporated 
six pilot primary care clinics representing the different 
administrative models for the local delivery of primary 
care, namely under direct supervision of the municipal 
health secretariat or managed by the social organization 
Santa Marcelina. Key evaluation steps included building 

familiarity with the locally deployed design thinking 
approach, understanding its essential logic, and exam-
ining its strategic character to appreciate dimensions of 
value to inform future replication in terms of process and 
expected benefits (implementation outcomes). Details 
were captured in a custom-designed Excel table (Addi-
tional file  1: Table  S1) and narrative (Additional file  2: 
Table S2) format.

Analytical frameworks and data analysis
There is little guidance in the literature on the best 
approach for evaluating implementation strategies in 
the context of complex, multicomponent interventions. 
There can be many different strategies running at the 
same time that are frequently overlapping [35]. There-
fore, we adapted the structure of the Excel table using 
a combination of sources in addition to referencing the 
Standards for Reporting Implementation Studies (StaRI) 
statement [36] and minimum reporting  standards indi-
cated elsewhere [37]. The primary sources included the 
following:

First, the double-diamond concept [38] used in design 
thinking to visually illustrate the pattern of divergent 
and convergent thinking that defines the four traditional 
phases of the approach. They include diagnosis, explo-
ration, co-creation and implementation (Fig.  1). The 
last phase—implementation—was initially included in 
the process review but later set aside because it gener-
ated a large amount of data and content that reflected 

Fig. 1  Double-diamond concept used in design thinking to visually illustrate the pattern of divergent and convergent thinking that defines the 
four phases of the approach: diagnosis, exploration, co-creation and implementation
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a significant step-change in the process. Instead, we 
included an additional phase—groundwork—to capture 
introductory activities. All primary activities were chron-
ologically mapped to the phase in which they began, 
although it is possible, and indeed expected, that the 
impact of many will carry influence in later phases.

Second, to align with recommendations for report-
ing on the use of implementation strategies with 
greater specificity and provisions [37], each activity was 
described according to Proctor et  al.’s [39] specifica-
tion rubric, that sets out seven domains including: the 
actors involved, actions undertaken, action targets, tim-
ing or temporality, dose, implementation outcomes and 
theoretical justification. The specification of strategies is 
desirable for several reasons: to support the development 
of an evidence base for their efficiency, cost and effective-
ness; to extend the use of consistent labels and descrip-
tions; to show any theoretical justifications for use; and 
lastly, to “unpack” complex interventions and provide 
clarity and depth for future replication [39].

Third, the actions within each primary activity were 
first coded to a strategic category and then linked to a 
related, higher-level “conceptual cluster” as proposed 
by Waltz et  al. [40]. Conceptual clusters are referred to 
as strategic themes in this paper. In addition to meet-
ing requirements around specification, this step was 
intended to allow for a simpler, more overarching, bird’s-
eye view of the details, thereby providing a more acces-
sible summary of activities and intent from which to 
consider the developmental nature (timing and sequenc-
ing) of the design thinking approach. Lastly, theoreti-
cal implementation outcomes (TIOs) were defined, and 
activities mapped against them.

Findings
The list of primary activities that took place in prepa-
ration for the initiative in São Paulo is presented in 
Tables 1, 2, 3 and 4. The strategic themes are mapped to 
the activities in Additional file 3: Table S3. Implementa-
tion outcomes are identified for each activity in the right-
hand part of the matrix (Additional file 1: Table S1).

Groundwork (April 2017–February 2018)
This phase included the initial groundwork and strate-
gic alignment between the high-level initiative coordi-
nator and co-funder Novartis Foundation and leading 
municipal and health system decision-makers. The 
ground was prepared by assessing the need for an initia-
tive, investigating challenges and opportunities with local 
thought leaders and academics, validating initial hypoth-
eses against stated in-country needs, and engaging the 
health authorities. After obtaining this institutional 
green light, Novartis Foundation, the health authorities 

and the future implementation partner Tellus built a 
shared vision and common agenda about how the initia-
tive should be developed. Overall, in terms of strategic 
direction, much emphasis was given to key stakeholder 
engagement, particularly at higher levels in munici-
pal, district and subdistrict governments. To remain 
grounded in field realities, those positioned at the opera-
tional front line (i.e. primary care providers) were equally 
engaged to seek out potential local partners across dif-
ferent sectors and shape the initiative’s concept into a 
local programme. From the very beginning there was an 
awareness to proactively address sustainability, with ben-
efits for society and the public. Relationships and respon-
sibilities were formalized early on.

During this phase, every activity used multiple engage-
ment strategies, which were often repeated using differ-
ent techniques. For example, all except one activity (#6) 
contributed to the development of a needs assessment 
(strategic theme: use of evaluative and iterative strat-
egies) and included elements of facilitation (provide 
interactive assistance). Similarly, every activity sought to 
contribute to building a coalition across different levels of 
hierarchy and responsibility, promoting network-weaving 
(both: develop stakeholder interrelationships). Whilst 
working to develop relationships, partners were encour-
aged to consider alternative models for the delivery of 
hypertension services. These efforts translated into offi-
cial mandates to support change (change infrastructure) 
and educational meetings in the spirit of collaborative 
learning (train and educate stakeholders).

As regards expected benefits (i.e. TIOs), this strategic 
activity carried the primary intentions of establishing 
a working environment based on respectful exchange, 
mutual learning and a desire to work in partnership, 
where critical thinking about the possibilities could be 
seeded and promoted (TIOs: feasibility; acceptability; 
readiness for change; innovation mindset) and also spark 
positive affect (TIOs: acceptability; desirability; relation-
ship quality) towards the initiative, resulting in stronger 
and more committed stakeholder engagement (TIOs: 
engagement/buy-in; sustainability of innovation).

Diagnosis (February–March 2018)
This first official design thinking phase included a period 
of inquiry-based action, reflection and connection. The 
aim was to capture as much knowledge as possible and 
start to examine, understand and build group consensus 
about the key issues and contextual challenges for hyper-
tension services through the local health system and how 
these might all be combined to dovetail with the strate-
gic pillars of the initiative. Throughout this phase, much 
emphasis was given to continuously acquiring, updating 
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and validating knowledge using an increasingly repre-
sentative group of stakeholders.

To achieve this, design thinking sought to use multi-
disciplinary research efficiently and effectively as its pri-
mary tool for strategic action. For example, a traditional 
needs assessment was conducted to identify barriers and 
facilitators that might affect system readiness to change 
(strategic theme: use evaluative and iterative strategies). 
These findings were then combined with prior knowl-
edge. Once consolidated, these insights were used to 
identify and guide additional research requirements (e.g. 
target subjects, interview topics) and to share acquired 
knowledge in local consensus meetings (adapt and tailor 
to context; develop stakeholder interrelationships; train 
and educate stakeholders).

In terms of expected benefits, it was anticipated that 
through this broad, inclusive and adaptive approach, a 
learning environment, culminating in group alignment, 
would be created and stakeholder engagement would 
be enhanced (TIOs: learning environment; acceptabil-
ity; desirability [of initiative]; engagement/buy-in). This 
period of activity was also approached as an opportunity 
to positively influence implementer–stakeholder rela-
tionships and promote an innovation mindset amongst 
those involved (TIOs: relationship quality; innovation 
mindset). The rapid and iterative conversion of research 
findings and new information into accessible summary 
formats presented an element of rigor, whereby decision-
making and actions were evidence-based, and additive 
to dimensions of sustainability (TIO: evidence-based 
inquiry/action; sustainability of innovation).

Exploration (March–April 2018)
The exploration phase incorporated all layers of the 
health system, including patients, to build a complete 
picture of the local context and the way different actors 
interrelated with it to better understand the dynam-
ics of hypertension care and potential trajectories of 
impact from any interventions. The activities during 
this phase centred around further multidisciplinary 
research that sought to represent the perspectives of key 
system actors and to help build empathy with actors at 
the  health system—public user interface (e.g. shadow-
ing community health workers, interviewing members 
of the public, patients and primary healthcare profes-
sionals, and actively participating in health promotion 
programmes).

Further, activities sought to be sensitive to the dynam-
ics of system hierarchies and the need to foster engage-
ment and consensus across all levels, in the belief that 
this supports the innovation journey. For example, indi-
vidual meetings were held with the managing coun-
cils—comprising healthcare professionals, health system 

managers and community representatives/clinic users—
of each pilot primary care clinic (n = 6). These meetings 
had a multipurpose character: to create an opportunity 
to share and validate new learnings from the ongoing 
research; to continue enquiries and foster different ways 
of thinking through co-creative sessions; to enable cross-
system collaboration and consensus-building about the 
true nature of the system, processes and decision points; 
and to enhance relationships and understanding between 
the implementation team and the health system actors as 
well as the patients. Further efforts were made to galva-
nize these expectations through frequent meetings with 
local management teams and the creation of primar-
ily visual evidence summaries, to bring all learnings to a 
point of convergence, ready to be used as education and 
co-creation tools in subsequent phases.

Altogether, these actions reflected an interwoven stra-
tegic approach, combining ongoing assessments of local 
needs, barriers, facilitators and readiness with patient 
feedback, local knowledge sharing and consensus dis-
cussions (strategic themes: use of evaluative and itera-
tive strategies; engage consumers; develop stakeholder 
interrelationships). Moreover, research efforts were 
facilitated by multidisciplinary experts (provide interac-
tive assistance) who worked at an intense pace and paid 
immediate attention to learnings, in an effort to pro-
mote adaptability to needs (adapt and tailor to context). 
Finally, the breadth of system participation and engage-
ment reflected an emphasis on promoting network-
weaving and coalition-building (develop stakeholder 
interrelationships).

As regards expected benefits, activities in the explora-
tion phase were heavily directed by the guiding principle 
of building empathy in the belief that focusing efforts in 
this way would build engagement with the initiative and 
promote positive, and increasingly team-oriented, rela-
tions with stakeholders, including patients (TIOs: rela-
tionship quality; engagement/buy-in). It was assumed 
that these outcomes would be enhanced through the 
creation of learning environments and attention to col-
lective, evidence-informed processes (TIOs: learning 
environment; evidence-based inquiry/action; innovation 
mindset). Independently and collectively, each of these 
outcomes were seen to influence the acceptability of the 
initiative and ultimate sustainability of related change 
and innovations (TIOs: acceptability; sustainability of 
innovation).

Co‑creation (May–June 2018)
The co-creative phase included a series of guided par-
ticipatory workshops that brought together target 
stakeholders in hypertensive care, including patients 
and members of the public. The workshops were 
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formatted to first educate participants about the ini-
tiative, using the evidence base that had been created, 
and then hand over the opportunity—and responsibil-
ity—for the innovation process to local experts. This 
approach sought to maintain user centricity and build 
ownership of created solutions and future action. This 
phase was heavily reliant on specialist design skills, 
but all decision-making was by stakeholder consensus.

Like all other phases, co-creation drew on many 
different strategies to construct an environment con-
ducive to innovation and shared understanding, own-
ership and commitment. First, all participants were 
presented with the evidence using selected design 
techniques (e.g. visual evidence summaries) which 
were intended to allow participants to quickly under-
stand the situation and the problems they would be 
working to develop solutions for, as well as shift criti-
cal thinking into a creative mode (strategic themes: 
train and educate stakeholders; engage consumers). 
Second, facilitated through specialized design tech-
niques (e.g. idea generation, prototyping), participants 
entered into a rapid solution-creation process whereby 
they worked to tailor and adapt group ideas into fea-
sible, desirable and acceptable solutions through ver-
bal exchange and low-fidelity prototype testing (use 
evaluative and iterative strategies; provide interactive 
assistance; adapt and tailor to context). This highly 
interactive exchange was considered an opportunity 
to model and simulate change in a safe way, augment 
learning, build local consensus, promote networks, 
and identify innovation champions (develop stake-
holder interrelationships; train and educate stakehold-
ers; engage consumers). As a last step, technical design 
skills were used to facilitate decision-making on final 
solutions to be piloted in the implementation phase, 
allowing for continued adaptation and consensus-
building (use evaluative and iterative strategies; pro-
vide interactive assistance; adapt and tailor to context; 
develop stakeholder interrelationships).

The expected benefits from these activities were to 
continue to promote stakeholder engagement through 
a learning environment in which active participa-
tion and innovative thinking were encouraged. This 
process was expected to elicit realistic reflections on 
the system and organizational readiness for change. 
Inclusion of the final high-level consensus meeting, 
during which formal commitments to the initiative in 
its updated form were confirmed by the participants, 
meant that important features for the sustainability of 
the innovation were met before moving into the imple-
mentation phase.

Discussion
This study pursued two main objectives—one, to cap-
ture in detail the design thinking process pursued 
in the planning of a project in São Paulo; and two, to 
examine the strategic value and purpose of the design 
thinking approach. The study assumed a potential value 
of design thinking as an implementation strategy to 
reduce the know–do gap to address health system chal-
lenges related to hypertension. The use of the specifi-
cation rubric proved essential  to adequately describe 
what took place as part of the Better Hearts Better 
Cities programme  in São Paulo. The  design thinking 
approach  is critically analysed in terms of implemen-
tation outcomes, its value as a research tool and the 
potential to facilitate the introduction of innovations 
into routine intervention packages.

Characterization of the Better Hearts Better Cities design 
thinking approach
Concepts and tools to replicate design thinking pro-
cesses are available [11]. For example, the process of 
“clarify, ideate, develop and implement” [41], the activi-
ties, environments, interactions and objects (AEIO) 
framework [42, 43], and  journey maps or problem 
framing tools. The case study described here reflects 
several of these elements and demonstrates the viability 
and applicability of design thinking for a public health 
challenge where it might be particularly beneficial due 
to the needs- and user-focused approach which consid-
ers not only pain points in the patient journey but also 
components of health professionals, the health system, 
caregivers and the broader ecosystem.

In terms of process, the implementation activi-
ties  remained true to design thinking’s disciplinary 
concept, tracking to a pattern of divergent and conver-
gent thinking and action paired with repeated cycles of 
consolidation and reflection to inform the deliberate 
placement of next steps in the implementation pro-
cess. Further, the approach was liberal in its openness 
to method and thinking, rigorously applying multidis-
ciplinary tools and techniques in a committed effort 
to promote creative and adaptive processes, but also 
structured and systematic, with every action serving 
multiple purposes that were expected to build towards 
successful implementation. In essence, operations were 
anchored to democratic and cooperative principles 
of engagement, and by the end of the third phase (co-
creation), the approach delivered on expectations of 
product, namely a set of co-created solutions for pilot 
implementation (to be communicated separately).



Page 15 of 18Jarrett et al. Health Research Policy and Systems           (2022) 20:91 	

Design thinking and implementation outcomes
The specification process allowed for the delineation of 
expected implementation outcomes that could then be 
used to test whether expected benefits were achieved 
and assumptions held. An extra benefit of the specifi-
cation process was that it highlighted the need to con-
sider additional aspects and layers of value in at least 
two ways. First, it highlighted an important point of 
differentiation from typical implementation framework 
outcomes in terms of breadth and dimensionality. For 
example, implementation is usually seen as starting at 
the point of intervention adoption—and the chain of 
outcomes typically presented also starts at “adoption”. 
In contrast, the design thinking method suggests an 
earlier starting point and proposes a revised set of rel-
evant outcomes alongside a rapid continuous improve-
ment process (test-pilot-adapt-scale), specifically 
those that target the establishment of positive work-
ing relationships, shared ownership of the initiative, 
and active engagement with, and overall acceptability 
of, the innovation process. Further, the identification 
of potentially new and more nuanced outcomes (e.g. 
innovation mindset, evidence-based inquiry and action, 
and relationship quality with dimensions of familiarity 
and trust) provides potential candidates for inclusion 
in implementation frameworks and suggests that there 
may be use in including higher-order outcomes (e.g. 
resilience) that encapsulate groups of multiple, interre-
lated lower-order outcomes. And second, through the 
required articulation of purpose and justification, the 
specification process created a clearer narrative about 
the role and nature of different outcomes and showed 
that they carried both individual (e.g. chronological 
position) and collective (e.g. increasing interconnected-
ness as part of the evolving process) value.

Current implementation frameworks function as 
repositories for outcomes of interest but do not specify 
degrees of importance. In contrast, the design thinking 
approach does exactly this in that it brings its own meth-
odological concept, design principles and theory-based 
practices to implementation. In particular, the approach 
emphasizes continuous learning, drawing stakeholders 
including patients into the innovation process early on as 
active participants and experts, anchoring to empatheti-
cally driven processes, and incrementally enabling them 
to acquire a more innovative mindset through visual 
and experiential learning. The anticipated value here is 
that by already being familiar and meaningfully engaged 
with the innovation process, stakeholders will be more 
receptive to changes within the system that will accom-
pany the implementation phase and will possess the skills 
to manage future adaptations when the context inevita-
bly changes. Moreover, the emphasis on learning and 

acquiring new skills fosters resilience, which is recog-
nized as one of four primary values underpinning high-
quality health systems [13]. Specifically, resilient systems 
are systems that can prepare for, and effectively respond 
to, crises while maintaining core functions and reorgan-
izing if needed [44].

Design thinking as a research tool
Whilst the design thinking approach can be considered 
an implementation strategy in its own right, the specifi-
cation process makes it clear that it also proposes many 
different strategies that are operating on multiple levels 
and seeking diverse outcomes. Moreover, considera-
tion of the way in which strategic activities are arranged 
indicates that the design thinking approach is akin to a 
form of implementation research and, in fact, incorpo-
rates many features that are considered best practice in 
the field [4]. Implementation research is defined as an 
integrated concept that links research and practice and 
uses multiple disciplines and methods while emphasizing 
partnerships between health system actors to create and 
apply knowledge in the most practical ways to improve 
the implementation of health policies, programmes and 
practices [4]. Key features—all of which were found in 
this case study—include an emphasis on being locally 
present and investing repeatedly in understanding the 
local context and any changes over time; working from a 
position of need and with a clear set of mutually agreed 
objectives; using multidisciplinary methods; develop-
ing and securing working partnerships across all phases 
with co-production and concurrent use of knowledge; 
and a continuous effort to nurture trusting partnerships 
between authorities, health system actors and patients in 
the face of a politicized public debate about health and 
the role of the state in healthcare.

Design thinking for intervention design, adoption 
and adaptation
In this case study, we describe a design thinking pro-
cess incorporating concentrated and repeated efforts to 
co-direct and co-produce the initiative with all relevant 
health system actors. The intention was to include many 
of those who would ultimately be implementing, and 
benefitting from, the interventions, in the design process 
[45]. The potential value was twofold: first, it resulted 
in the creation of tangible solutions that would either 
help to translate already existing evidence from clinical 
guidelines into routine practice, or suggest completely 
new ways of working towards priority needs and solu-
tions ready to be piloted in the implementation phase. 
And second, it was expected that a co-creation process 
would reach context-sensitive outcomes and as a conse-
quence, suitably prime the implementation stakeholders 
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to accept, adopt and action innovative change as part of 
the implementation process, maintaining the interven-
tion even in the event of adversity. Moreover, with all 
actors positioned to carry knowledge about, and affec-
tive connections with, the process, the innovation work is 
anticipated to be more protected from political interfer-
ence. Indeed, the initiative managed to expand its activi-
ties significantly over the course of only 2 years, from 6 
to currently 71 primary care clinics across two districts, 
despite considerable changes in the political landscape 
including leadership changes in relevant services.

Design thinking and implementation discourse
Design thinking is inherently efficient, adaptive and 
agile. Such qualities are relevant to the fidelity–adapta-
tion dilemma where there is continued examination of 
the difficulties of reconciling the importance of interven-
tion fidelity versus intervention adaptation for success-
ful implementation [46]. In this example we see evidence 
being integrated into the innovation process, with clini-
cal guidelines informing the thinking around solutions. 
Where design thinking diverges from fidelity, however, is 
in how it handles evidence and, where necessary, makes 
space for novel solutions. Of note, it does not guarantee 
that evidence-based practices will remain immutable or 
that all evidence will be adequately considered. This sug-
gest that the design thinking approach may indeed offer 
the technical repertoire to bridge how evidence can be 
integrated to optimize effectiveness.

From a global implementation practitioner perspective, 
there exists an “implementation bottleneck” [47]. For 
cardiovascular disease in low- and middle-income coun-
tries, barriers include uncertainty about the effective-
ness and feasibility of interventions in different contexts; 
fragmented stakeholder efforts; lack of focused leader-
ship and collaboration in line with clearly defined goals 
and outcomes; and insufficient financial, individual and 
institutional resources [48]. These reasons are familiar 
and recur across healthcare domains [49]. Frieden [50] 
sets out six components necessary for effective public 
health programme implementation: innovation; techni-
cal packages of evidence-based interventions; effective 
performance management; partnerships and coalitions 
with public- and private-sector organizations; accurate 
and timely communication to effect behaviour change 
and build engagement; and political commitment to 
resources and support for action [50]. This underlines 
that the primary challenge is not knowledge in itself but 
rather what to do with it. Design thinking incorporates 
all of these components but also, critically, brings knowl-
edge about barriers and strategies together to make solu-
tions operational.

Design thinking and global health skill sets
A particular set of skills including diplomacy, design and 
communications are applied to drive the design thinking 
approach. For example, during the groundwork phase, an 
act of diplomacy played out which combined advocacy (a 
new way of working through multidisciplinary partner-
ships), negotiation (Novartis Foundation engagement 
with the initiative) and problem-solving with missions of 
reflection and problematization (e.g. needs assessment, 
early and repeated networking and high-level discus-
sion) [51]. The subsequent phases employed specialist 
design skills, in particular the creation and use of visual 
tools and a thinking style that was open and integrative, 
that lend themselves to innovative change. The arrange-
ment of skills is worth noting, because whilst diplomacy 
and communications do fall within public health compe-
tency frameworks, design does not. More critically, the 
extent to which key skills are recognized as being impor-
tant, taught in training environments and operational-
ized, differs across countries. Public health training often 
has a narrow perspective on population health and can 
be restrictive in its training for nonclinical students [52].

Limitations
Converting actions into implementation strategies using 
codes as defined by Waltz et al. [40] proved more cum-
bersome than initially anticipated. This was because, for 
each primary activity, there were generally numerous and 
diverse related actions which in turn aligned with multi-
ple strategies. Therefore, the coding process was to some 
degree subjective when making the interpretive leap from 
action to strategy, and only one researcher performed 
this task.

Conclusions
The overarching logic of design thinking for addressing 
health system challenges such as translating evidence-
based practices  is accessible but there is limited under-
standing of the “how” and “why” of its operation. In 
deconstructing the approach in the context of a real-world 
example, a clear set of strategic methods and expected 
implementation outcomes have been identified, and 
the nature of their interrelationships characterized. The 
results present new perspectives for the evolution of cur-
rent implementation frameworks. We also provide criti-
cal reflection on the potential value of design thinking for 
overcoming broader implementation issues that are com-
monly debated, as well as highlighting current disciplinary 
deficits in public health that may be inadvertently under-
mining implementation efforts. Lastly, this study contrib-
utes contemporary evidence to inform a wider disciplinary 
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discourse across health systems operations, global health 
practices and implementation science.
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