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ABSTRACT
Background Social innovation in health is a
community-engaged process that links social
change and health improvement, drawing on
the diverse strengths of local individuals and
institutions. However, there are few studies that
examine community engagement, financing and
outcomes. The purpose of this study is to use a
qualitative descriptive analysis to assess 40 social
innovations in health identified through a global
open call.
Methods This qualitative analysis examined
social innovation case studies from low- and
middle-income countries identified by a global
social innovation network. A crowdsourcing
open call identified projects and key components
of each social innovation were evaluated by
an independent panel. We used a US Centers
for Disease Control and Prevention framework
to measure community engagement as
shared leadership, collaboration, involvement,
consultation or informing. We used descriptive
statistics to examine key aspects of community
engagement, financing, health outcomes and
non-health outcomes.
Results Data from 40 social innovations were
examined. Social innovations were from Africa
(21/40), Asia (11/40), and Latin America and
the Caribbean (8/40). Community engagement
was diverse and robust across the cases and
60% (24/40) had either shared leadership or
collaboration. Financing for social innovation
came from research grants (23), national or
provincial government support (15), revenues
from sales (13), donations (13) and local

WHAT IS ALREADY KNOWN ON THIS TOPIC
⇒ Social innovation in health suggests
innovations may be more effective when
organically emerging from local actors in
partnership with community members.
⇒ Importance of community engagement
has been recognized but more research
and action on community engagement is
needed to ensure sustainability.
WHAT THIS STUDY ADDS
⇒ Data suggests robust community

engagement across the life of social
innovations, with over half of the cases
meeting criteria for shared leadership or
collaboration.
Diverse funding sources support
social innovations and these financing
mechanisms enable the sustainability of
social innovations.
HOW THIS STUDY MIGHT AFFECT RESEARCH,
PRACTICE AND/OR POLICY
⇒ Community engagement is a critical
component of social innovations which
should be highlighted for programmatic
and policy considerations.
⇒ Exceptional innovation opens space for
the implementation of both health and
non-health outcomes; further research is
needed.

government support (10). Social innovations
reported health and non-health outcomes.
Conclusion Our data demonstrate social
innovations had robust community engagement.
Innovative financing mechanisms provide
mechanisms for sustaining social innovations.
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INTRODUCTION
Health systems and services remain largely implemented
through an expert-driven, top-down process which often
fails to recognise community engagement as a key feature
of improving health and well-being. However, the field of
social innovation in health suggests that innovation may
be more effective when it organically emerges from local
actors in partnership with community members, especially
people in low- and middle-
income countries (LMICs).
Social innovation in health is a community-
engaged
process that links social change and health improvement,
drawing on the diverse strengths of local individuals and
institutions.1 Social innovation provides innovative solutions to address healthcare delivery challenges, engaging
community from multiple sectors.
Drawing on the expanding social innovation in health
movement, the Social Innovation in Health Initiative
(SIHI) was launched in 2014.2 SIHI is a diverse network
of community members, innovators, researchers and
government leaders focused on creating an enabling environment for social innovation and engage countries in
advancing social innovation through research, capacity
strengthening and advocacy. SIHI aims to unlock the
capacity of all health system actors and stakeholders,
including innovators, policymakers, front-
line workers
and academics, and to advance community-
engaged
social innovation. Community engagement, defined as the
process of working collaboratively with groups of people
who are affiliated by geographic proximity, special interests or similar situations with respect to issues affecting
their well-being,3 remains a critical factor in driving this
culture shift. While the importance of community engagement has been recognised for decades,4 there has been
more research and action on community engagement to
ensure sustainability. In addition, non-
health collaborations can help social innovations to have impact on social,
environmental and other outcomes.
There is limited research on social innovation
in health.5 Few studies have examined community
engagement or financing related to social innovation.
In addition, research has not explored relationships
between Sustainable Development Goals (SDGs) and
health and non-health outputs emerging from social
innovations. Better understanding community engagement, financing and outcomes related to social innovation will help to expand this field and increase
the rigour of research.6 TDR (the UNDP/UNICEF/
World Bank/WHO Special Programme for research
and training in tropical diseases), the WHO and other
organisations have underlined the importance of high-
quality research on social innovation.5 7
In this paper, we assess social innovation cases identified through a crowdsourcing open call approach.8
2

Crowdsourcing has a group of individuals solve all or part
of a problem and then share solutions with the public.9 The
comprehensive open call process appointed independent
expert panels to review key aspects of each social innovation. The crowdsourcing open call was conducted in 2015
and subsequent open calls resulted in selection of a total
of 40 case studies conducted by SIHI researchers. These
solutions have increased access to affordable and effective healthcare delivery and strengthened public health
systems. This analysis uses descriptive case study research
methodology to investigate mechanisms of operation
and learn transferable lessons from social innovations,
including critical elements of community engagement.
The purpose of this study is to use a qualitative descriptive
analysis to assess 40 social innovations in health identified
through a global open call to better understand community engagement, financing and social determinants.
METHODS
Scope

The overarching goal was to gain insights from existing
case studies of social innovations used across Africa,
Asia and Latin America, to determine best practices
and gaps to be addressed. A qualitative analysis of 40
social innovations identified characteristics of successfully initiating community-led or community-engaged
innovations to enhance healthcare delivery.
Study design

The study adopted a qualitative analysis of case studies
identified by the SIHI network. We used textual
methods to identify themes and extract relevant data on
community engagement and other characteristics from
40 selected social innovation case studies. This qualitative analysis involved an iterative process combining
elements of content analysis and thematic analysis. We
also examined the depth and nature of engagement
using the community engagement framework.3
Case study recruitment

The SIHI network has periodic global and regional
crowdsourcing open calls to identify social innovation.
More details about crowdsourcing open calls can be
found in the TDR/SESH/SIHI practical guide.10 The
network has consensus guidelines on implementing
open calls.11 The first crowdsourcing open call took
place in 2015, with subsequent regional open calls
during 2017–2018. The open calls invited individuals
and organisations from all backgrounds and sectors to
nominate social innovation initiatives that help to solve
local healthcare delivery challenges. Nominations
were received through a dedicated online platform
and open during a 6- to 8-week period. To review and
select innovations, SIHI appointed independent panels
comprising external experts to review submissions
received through the call according to a predefined
criteria: degree of innovativeness, affordability, inclusiveness and effectiveness. Each project was reviewed
Moscibrodzki P, et al. BMJ Innov 2022;0:1–8. doi:10.1136/bmjinnov-2021-000902
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Further research on health and non-health outcomes of social
innovation is needed.
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Data extraction

We used qualitative data analysis methods to examine
text in the case studies. Thematic content analysis
addresses a priori issues embedded within the data
while allowing enough flexibility to incorporate new
and hitherto unconsidered issues. Specific themes
generated prior to coding were merged with existing
data-driven codes to develop analytical and descriptive
themes, respectively. Three coders individually coded
the case studies. During coding, if a theme was unclear,
it was discussed within a core group of five authors for
resolution.
Data analysis

Following extraction of key elements of community
engagement and other characteristics of social innovations from detailed descriptions of 40 selected case
studies, content analysis was carried out using inductive and deductive coding. Our coding drew on a

based participatory research framework
community-
developed by the US Centers for Disease Control and
Prevention.13 This framework (figure 1) was developed which aligned with the levels of engagement
framework as defined as: Inform (provides community
with information); Consult (gets information or feedback from the community); Involve (involves multiparticipation with community on issues); Collaborate
(forms partnerships with community on each aspect of
the project), and Shared Leadership (strong or long-
term partnership structure is formed).14 We also used
content analysis aligned with community engagement
framework3 to generate themes that are potential
facilitators and barriers of community engagement. A
summary codebook was then used to code each case
study submission separately. An analysis of descriptive characteristics of social innovations were similarly
examined to facilitate understanding of phenomenon
across social innovations.
We also categorised each social innovation according
to which SDGs it could potentially address. We undertook this analysis because social innovations often
reach beyond the health sector,1 and this provides a
more rigorous framework for categorising non-health
values in a structured way.
RESULTS
Among the 40 case studies (table 1), more than half of
them, that is, 52.5% (21/40) were from Africa. 27.5%

Figure 1 Spectrum of community engagement demonstrated in social innovation in health projects. Categories adapted from the
US Centers for Disease Control and Prevention framework.
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by at least two panel members and high scoring projects
proceeded to a second round of review. This second
review assessed the extent to which cases contributed
to knowledge about social innovation in health. SIHI
researchers then travelled to each local partner to see
the implementation and collect additional data in the
form of document reviews, participant observations
and semistructured interviews. This resulted in a total
of 40 case studies.12
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Variable

n

Continent
 Africa

21

 Asia

11

 Latin America and the Caribbean

8

Health focus
 Primary healthcare

19

 Maternal and child health

7

 Malaria

6

 HIV

3

 Neglected tropical diseases

4

 General

3

 Others*

7

Areas of interest
 Private providers

6

 Community mobilisation

14

 Alternate care providers

3

 Community health workers

5

 Digital technology

7

 Last mile distribution

3

 Franchising

3

 Health research

5

 Health education

5

 Service delivery

6

 Others†

34

Health system focus
 Service delivery

14

 Healthcare financing

4

 Community service delivery

7

 Health workforce

7

 Information systems

4

 Medical products and technologies

3

 Others‡

9

Beneficiaries
 Women

35

 Men

28

 Children

31

 Families

5

 Others§

14

Financing
 Research grants

23

 National or provincial government support

15

 Local government support

10

 Revenues or sales

13

 Private sector

5

 Donations

13

*Community health, Sexually transmitted diseases, Tuberculosis, Infectious disease.
†Indigenous people, Health promotion, Disease prevention, Cross-sector
collaboration, Intercultural health, Education sector involvement, Transport
and logistics, Disease control and elimination, Community Health, Community
engagement, Renewable energy, Crowdsourcing, Medical technology, Public–
private partnerships, Women’s health, Community empowerment, Financial risk
protection, Maternal and child health, Maternal health, Technology, Community
health insurance, Child care.
‡Community empowerment, Health insurance, Medical resources, Leadership/
governance, Logistics, Information.
§Health offices, Health facilities, Healthcare workers, Non-government
organisations, Community-based organisations, Faith-based organisations, Teaching
institutions, Community leaders, Decision-makers, Policymakers and Businesses.
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(11/40) of cases were from Asia. 20.0% (8/40) of cases
were from Latin America and the Caribbean. Nearly
half of the social innovations 47.5% (19/40) focused
on provision of primary healthcare services whereas
others provided maternal and child health, malaria
and HIV services. Regarding the health system focus
of these social innovations, slightly more than a third
aimed at improving service delivery while 17.5% (7/40)
of them were focused on improving health workforce
and community service delivery.
Majority of the beneficiaries of the social innovations were women (87.5%), children (77.5%) and
men (70.0%). It was noted that most of these social
innovations 57.5% (23/40) were financed through
research grants. We observed substantial community
engagement across the cases studies. The largest group
of social innovation projects was classified as shared
leadership (n=13, 32.5%), followed by collaborate
(n=11, 27.5%), involve (n=9, 22.5%), consult (n=4,
10%) and inform (n=3, 7.5%). Shared leadership
demonstrated strong and often long-standing relationships, grounded in shared principles, co-ownership or
partnerships between social innovators and community stakeholders. Processes of inclusive training and
capacity building were shown in shared leadership
cases (online supplemental table 1). One team provided
medical and management training programmes to
faith-based primary care clinics, nurturing mentorship.
This service also provided access to drug delivery and
medication insurance.
Collaborative cases involved community partners
at several steps. One case study had teachers facilbased malaria detection and treatment
itate school-
referral in Malawi. Community members, especially
parents, were mobilised to develop and evaluate the
programme. The District Health and Education officials supervised and supported teachers on a monthly
basis.
In ‘involving cases’, communities participated in
only some processes of the project. Another social
innovation had community partners providing knowledge, materials and craftsmanship to build and maintain boats used for the intervention. Boats were then
assigned to midwives in each of the village health
stations. In consultative cases, community stakeholders
participate in either the initial stages being required
for information or offered feedback or both. Lastly,
in informative cases, social innovators directly spread
information or provided suled by local nursesrveys
to community members. One project in Kenya delivered health promotion and disease screening services
in a neighbourhood-based primary healthcare chain at
affordable private rates.
Our analysis identified a wide range of financing
mechanisms to localise support for social innovation
projects, studies and pilots. Social innovation financing
came from research grants (23), national or provincial
government support (15), revenues from sales (13),
Moscibrodzki P, et al. BMJ Innov 2022;0:1–8. doi:10.1136/bmjinnov-2021-000902
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Table 1 Characteristics of social innovation case studies
included in this analysis (n=40)
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Localisation of financing demonstrated in social innovations.

donations (13), local government support (10) and
private sector contributions (5). Although financing
mechanisms included both foreign and domestic
sources, there was a prominent trend towards localisation and strong local municipal, regional and national
support. The often long-standing relationships between
social innovators and local community stakeholders
were leveraged to create resources for the development and maintenance of the social innovation. One
social innovation in China15 was initially supported by
foreign grants, but then support was transitioned to a
mix of foreign and domestic research grants. In addition, strong links between social innovators and beneficiaries provided mechanisms for revenue generation.
We also identified innovative mechanisms to finance
social innovations for health (figure 2). These include
community-
based health insurance and nurse franchising. One community-
based health insurance
model16 provided coverage for hard-
to-
reach rural
areas in Malawi. A Rwandan project created a system
of rural health centres led by local nurses.17 Nurses
with at least 5 years of experience can join the network
and have access to a rent-free building in their village
to provide health services as part of a franchise system.
They received training on essential primary care
services and then generated income by charging small
fees with services. Partnerships with the Ministry of
Health increased the likelihood of sustainability as
they were able to scale or embed the initiative more
broadly.
Social innovations reported on both health and
non-health outcomes. The most frequently reported
health outcomes focused on improving disease-specific
services (n=22). Other health outcomes included an
increase in the overall efficiency of healthcare service
delivery (n=10), improving maternal and child health
(n=8) and providing health education (n=4). When
mapped against the SDGs (table 2), all social innovations addressed SDG3 (Good Health and Wellbeing).
However, some health-
related benefits may have a
Moscibrodzki P, et al. BMJ Innov 2022;0:1–8. doi:10.1136/bmjinnov-2021-000902

dual impact by addressing multiple SDGs (table 2).
This can be seen with interventions that provide health
interventions embedded within education (SDG3 and
SDG4) as well as health interventions that improve
industry, innovation and infrastructure (SDG3 and
SDG9).

Table 2 Social innovation health and non-health impacts
mapped against the Sustainable Development Goals (SDGs)
Social innovation outcomes
Health
 Improved disease-specific services
 HIV
 Tuberculosis
 Malaria
 Chagas disease
 Schistosomiasis
 Leprosy
 All diseases
 Increased efficiency of healthcare service
delivery
 Improved child health
 Improved antenatal care
 Improved maternal and child health
 Improved sexual health services
 Decreased malnutrition
 Improved sanitation
 Health education
 Reduce harms from counterfeit drugs
 Affordable medical diagnostics
Non-health
 Community engagement
 Capacity building
 Digital innovation
 Housing reform
 Women’s empowerment
 Stigma reduction
 Transportation
 Employment
 Task shifting
 Public–private partnership
 Financial risk protection
 Improved infrastructure
 Clean energy

Frequency

SDGs

2
1
2
3
1
2
2
10
3
1
8
1
1
1
4
1
1

3
3
3
3
3
3
3
3
3
3
3
3
3
3
3, 4
3
3, 9

15
16
8
3
2
3
2
3
3
2
1
1
1

10, 17
4, 17
9
9
5
10
9, 10
8
17
17
8
9
7

5
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Figure 2
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DISCUSSION
This qualitative study analysed social innovation case
studies from LMICs to assess community engagement, financing and outcomes. Our data suggest
robust community engagement across the life of the
social innovations, with over half of the cases meeting
criteria for shared leadership or collaboration. Diverse
and novel financing mechanisms were used in these
cases. Non-health outcomes captured social benefits
from the interventions. Our study extends the literature by focusing on social innovation in LMICs, examining non-health outcomes related to social innovation
and measuring community engagement.
Our study showed robust community engagement
across all types of case studies included. This finding
contrasts a broader literature showing minimal community engagement18 19 and is consistent with other social
innovation research. While shared leadership projects
achieved long-term investments in community partnerships and empowered the community to make their
own decisions, projects with a lower level of community engagement were still able to increase awareness
and knowledge in the community. Our study provides
insights on community engagement that could similarly
be organised in other LMIC settings. Potential explanations for the higher level of community engagement
include more diverse funding, engagement of community leaders and local government stakeholders20
and involvement of beneficiaries in the planning of
social innovations.21 We speculate that the increased
community governance in social innovation research
studies may allow for greater sustainability, but further
dissemination and implementation research is needed.
Our data show diverse funding sources to support
social innovation. In addition to traditional scientific
research grants, governments at all levels supported
social innovation through funding, in-kind support,
policy support and advocacy. This is important
because cooperation between organisations and the
public sector plays a key role in creating an environment conducive to social innovation. Social innovation
collaboration between organisations and public sector
partners can accelerate universal health coverage
programmes and contribute to SDGs.1 In addition,
sustainable funding is essential for health services,
especially services for marginalised groups like people
6

living with HIV. These diverse funding sources increase
the likelihood of sustainability.
The study suggested that many social innovation
projects addressed health service delivery gaps. Similarly, other studies noted that health innovations
improve health service delivery in LMICs.22–25 The
focus on health service delivery may be related to the
importance of this topic within LMIC health systems.
In addition, this finding may have been related to
many social innovations directly related to primary
care services. Many studies indicate that comprehensive primary healthcare services are an essential part of
strengthening the health system.26 27 This suggests the
importance of social innovations in expanding primary
care services to achieve universal health coverage.
Our analysis of social innovations demonstrated
non-health outcomes that align with the framework
of the SDGs. Social innovations are wide ranging
and encompass products, services, behavioural practices, and models or policies which can work to solve
various community challenges. Improving healthcare delivery involves influencing the social determinants in the environment. As a result, it is important
to explore innovations that can alter environments
through non-
health spillover effects and indirectly
improve health. Our research shows that social innovations may have direct and non-direct mechanisms
for improving health outcomes. Cocreation through
community engagement provides an opportunity for
stakeholders to contribute and learn processes that
affect their health and can influence scale-
up and
sustainability. For example, social innovations that
build modern home infrastructure to facilitate vector
control show how health and non-health outcomes are
often tightly linked. Research on non-health outcomes
and spillover effects produced by social innovations is
warranted.
A few limitations should be considered when interpreting the study findings. First, this is a small sample
of social innovations and is not representative of the
various community-
based solutions present within
the selected contexts. As a result, the study was not
powered to assess differences in community engagement, financing or other key outcomes. However,
our sampling frame was determined through a global
consortium that intentionally focused on LMICs.
Second, the data collected were limited to the compendium text alone. Qualitative research is needed to better
understand the social context of social innovation and
community engagement. Third, the extent of community engagement was not completely captured in the
case study texts. At the same time, each social innovation was assessed by an external expert panel.28 Fourth,
our data did not include detailed information about
the evolution of financing over time, mechanisms for
securing government support and how financing could
work outside of SIHI hubs. Each of these financing
issues is worthy of further consideration.
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health social benefits of the innovative
The non-
community-
based interventions were substantial.
The most common non-health impact was community engagement (n=15) which is characterised by
reducing inequities (SDG10) and strengthening partnerships (SDG17). Other common outcomes included
capacity building (n=16), fostering digital innovation (n=8), building resilient infrastructure through
housing reform (n=3) and empowering women and
girls (n=5). Additional health and non-health impacts
related to SDGs are highlighted in table 2.
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that catalyse the achievement of the SDGs. There is
a need for more rigorous community engagement
research to better understand underlying elements to
emulate in similar conditions. From a policy perspective, this study demonstrates the funding mechanisms
that may be useful for social innovators and partnerships to support future social innovation initiatives.
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