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Abstract

Background In seeking the attainment of Universal Health Coverage (UHC), there has been a renewed emphasis on
the role of communities. This article focuses on social innovation and whether this concept holds promise to enhance
equity in health services to achieve UHC and serve as a process to enhance community engagement, participation,
and agency.

Methods A cross-country case study methodology was adopted to analyze three social innovations in health in
three low- and middle-income countries (LMICs): Philippines, Malawi, and Colombia. Qualitative methods were used
in data collection, and a cross-case analysis was conducted with the aid of a simplified version of the conceptual
framework on social innovation as proposed by Cajaiba-Santana. This framework proposes four dimensions of social
innovation as a process at different levels of action: the actors responsible for the idea, the new idea, the role of the
institutional environment, and the resultant changes in the health and social system.

Results The study found that each of the three social innovation case studies was based on developing community
capacities to achieve health through community co-learning, leadership, and accountability.

The process was dependent on catalytic agents, creating a space for innovation within the institutional context. In so
doing, these agents challenged the prevailing power dynamics by providing the communities with respect and the
opportunity to participate equally in creating and implementing programs. In this way, communities were empow-
ered; they were not simply participants but became active agents in conceptualizing, implementing, monitoring, and
sustaining the social innovation initiatives.

Conclusion The study has illustrated how three creative social innovation approaches improved access and quality
of health services for vulnerable rural populations and increased agency among the intervention communities. The
processes facilitated empowerment, which in turn supported the sustained strengthening of the community system
and the achievement of community goals in the domain of health and beyond.
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Background

In recent times the conceptualization of health systems
has evolved, from initially being regarded through a nar-
row, reductionist lens as comprised of ‘system hardware’
components, to include a greater awareness of and sen-
sitivity to the role of human choice, ingenuity and ‘sys-
tem software’ such as relationships, power and trust [1,
2]. In seeking the attainment of the Sustainable Develop-
ment Goal target on Universal Health Coverage (UHC;
SDG@G 3.8), the role of citizens and their communities has
been re-emphasized. UHC is defined and aims at ensur-
ing as all people have access to the health services they
need, when and where they need them, without financial
hardship. It includes the full range of essential health ser-
vices, from health promotion to prevention, treatment,
rehabilitation, and palliative care [3]. A cross-case review
by Allotey and colleagues [4] states community participa-
tion and engagement “as key towards making the univer-
sality of health care possible,” especially for marginalized
and previously excluded population groups.

Yet, despite positive phrases used in global policies
and international guidelines emphasizing the value of
‘the participation of individuals, citizens and commu-
nities in the development and implementation of poli-
cies and plans [5] and the importance of mechanisms to
‘voice their needs and so influence the way care is funded,
planned and provided ’[6], in reality, community engage-
ment remains mostly a top-down prescription. At best,
care is ‘co-produced’ under the guidance of an exter-
nal expert and is not fully owned and led by communi-
ties. The World Health Organization defines community
participation as occurring when people are enabled to
become actively and genuinely involved in defining the
issues of concern to them” [7]. A systematic review by
George et al. [8] aimed to identify the extent to which
participation of community health workers occurred
across the full continuum, from identifying issues, to
designing interventions, implementing these interven-
tions, managing the necessary resources, and monitoring
and evaluating the outcomes. In this review, the authors
found that full participation was still very limited; from
260 health systems research studies reviewed, only four
studies illustrated community involvement across the
full continuum. Methodologies such as Participatory
Appraisal or Participatory Action Research have been
designed to overcome these problems by encouraging the
involvement of community members in the discovery,
planning, and implementation process [9], but despite
their popularity, these methodologies are often ineffec-
tive or subverted [10, 11, 12, 13]. Furthermore, devel-
opment critics such as Escobar [13] and Norber-Hodge
[14] claim that all development methodologies coerce
people to engage in a process initiated by outsiders; even
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participatory development interventions usurp commu-
nity autonomy. There is some value in this statement as
although community participation has been upheld since
the 1978 Alma Ata declaration, it has not yet become an
embedded and sustained phenomena in health systems.
A reason for this thus could be as the authors above point
out, the initiatiation of community participation pro-
cesses have been done by external agencies and it has
failed to give communities the opportunity to be the ini-
tiators or custodians of the process themselves, based on
their needs and goals they wish to attain.

Haldane et al .[15] cautions further that empowerment
is frequently perceived as an natural outcome of com-
munity participation, but often clear measurements of
impact and empowerment require sustained engagement
over time, which in turn are dependent on program sus-
tainability. Although Haldane et al. [15] report evidence
of community engagement as having a positive impact
on health, they raise questions of how this be translated
to a sustained reality at grassroots level. To answer this,
we focus on social innovation, and consider whether this
approach holds promise both to enhance equity in health
services to achieve Universal Health Coverage, and to
provide greater opportunities for community involve-
ment and empowerment in health attainment.

Social innovation has been hailed as a new way of
achieving change in complex problem domains, espe-
cially those with convoluted overlaps in authority and
multiple actors and institutions operating at varied scales
[16]. Complex problems, like those faced by health sys-
tems, require more than mere improvements, tweaks, or
controlled interventions. Rather, complexity demands
adaptative solutions that can address the root causes of
the problem while absorbing ongoing shocks [17]. Mou-
laert [18] defines three goals which social innovations
seek to achieve: meeting unmet human needs (often
neglected); raising participation levels among marginal-
ized groups; and empowering people through greater
access to resources and increased social and political
capacities. Westley and Antandze [19] articulate another
goal of social innovation, that of changing the underlying
and internalized institutions responsible for the problem
in the first place — “social innovation is a complex pro-
cess of introducing new products, processes or programs
that profoundly change the basic routines, resources and
authority flows or beliefs of the social system in which the
innovation occurs” Cajaiba-Santana [20] defines social
innovation as the collective, intentional, and goal-ori-
ented creation of new practices aiming at social change.
According to this author, social innovation takes place
when a new idea establishes a different way of thinking
and acting that changes existing paradigms, and this pro-
cess is interactively influenced by both agents and social
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structures (See Fig. 1). This process implies that agents
actively and reflexively interact with their social context,
transforming and being transformed by it, as they pro-
mote social change through social innovation [20].

Social innovation does not always result in empower-
ment; the extent to which it does so depends on the para-
digm adopted — a technocratic or a democratic paradigm
of social innovation [21]. As stated by Montgomery, the
technocratic paradigm of social innovation is under-
pinned by faith in experts (hero entrepreneurs) develop-
ing solutions to achieve efficiency, scale, and a return on
investment [21]. Although ‘social capital building’ and
‘community empowerment’ are stated as objectives, this
is tokenistic insofar as power distribution remains verti-
cal, with the underlying political objective of reinforcing
a neoliberal political agenda. In contrast, empowerment
entails extending people’s capacity to make choices, to
act and to bring about change. A lack of empowerment
stems from inequalities in access to ‘opportunities and
rewards for different social positions or status within
a group’ [22]. The counter or democratic paradigm of
social innovation thus embraces the horizontal distribu-
tion of power, and through this, seeks to establish greater
inclusiveness, the participation of unlikely actors, and
the mobilization of communities whose voices are not
heard [21, 23]. The outcome of solutions arising from this
democratic paradigm goes beyond impact in a specific
social domain and results in creative transformations of
social relationships that lead to shifts in power dynam-
ics and, consequently, empowerment [21]. Ibrahim
[24] demonstrates how social innovation can result in
empowerment through expanding people’s agency. Espe-
cially in resource constrained settings, empowerment
often occurs as result of people’s expanded individual
and collective agency, leading to the re-organization and
re-distribution of social capital along with other already
existing resources at both a communal and societal level.
Social innovation operates as a conversion factor to turn
people’s needsand aspirations to become met needs or
achieved goals [25].

The purpose of this article is to explore the outcome
of three social innovations in health in rural community
systems in Malawi, Philippines and Colombia, and con-
sider whether and how the agency and empowerment of
community members are achieved by these initiatives.
We consider the various approaches taken to enhance
healthcare for rural low-resource populations, the role of
initiating actors, the influencing institutional factors, and
the effects that the innovation had on the community as
a whole, including in relation to health. We conclude by
describing the implications social innovation may hold
for the extension of UHC, and whether social innovation

Page 3 of 15

could help extend beyond tokenism our current notion of
people-centeredness and community participation.

Methods

Study design and context

Given the limited knowledge about social innovation
in health within low- and middle-income countries
(LMICs), qualitative case study research was selected as
an appropriate methodology. A key feature of case study
research is its exploratory and explanatory potential.
It enables the description and analysis of phenomena
occurring in ‘open systems’ where context is not con-
trolled, and variables interact in changing ways over time
[26]. Case studies are regarded as a key source of infor-
mation in exploring the effectiveness of social and cul-
tural strategies in social innovation research [27].

We conducted data collection to produce individual
social innovation case studies, and subsequently con-
ducted a secondary cross case analyses on the data
to assess, in particular, the influence of these social
innovation on UHC. To identify cases for this analy-
sis, 38 case studies from the TDR Social Innovations
in Health Initiative repository were reviewed (www.
socialinnovationinhealth,org). This repository is com-
prised of case studies, which were included following six
public crowdsourcing contests across LMIC countries
between 2014 and 2020. A standardized criteria and inde-
pendent assessment were the hallmarks of this process
[28]. Case studies were conducted, by the same research-
ers, using a unified approach examining the case studies
in several areas: the innovative initiative, the implemen-
tation process, the organization, the founder, the partici-
pants, and the relationship with the health system. All 38
case studies were assessed against the following inclu-
sion criteria for this secondary analysis: the initiative was
deemed to be a social innovation (as per the inclusion
criteria of the TDR case database) with a focus on pri-
mary care delivery; a social innovation implemented in a
rural or remote area; and a social innovation with an ele-
ment of active community involvement. Once a short list
of cases was attained, one case (best suited to the topic of
investigation) was selected from each geographic region.
Three case studies were selected for secondary analysis:
The Seal of Health Governance, Philippines; the Kaundu
Community Health Insurance Initiative, Malawi; and the
Model of Integral Healthcare for Rural Areas, Colombia.

Although the country context for each case was signifi-
cantly different (see Table 1 below), the health systems
of these three countries have several similarities: Philip-
pines [29], Malawi [30] and Colombia [31] each made a
commitment to work towards achieving Universal Health
Coverage; access to primary care provision in rural areas
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was significantly less than in urban areas; and affordabil-
ity was a major limitation to health service access [32].

Data collection

Primary case data collection occurred at different time
intervals at each of the case implementation sites: Janu-
ary 2018 — February 2019 (Philippines); May — August
2018 (Malawi) and November 2019 — February 2020
(Colombia). Data collection included qualitative inter-
views and focus groups, participant observation, and
organizational and national document reviews, with
semi-structured interview guides or focus group guides
tailored according to the actors involved (founder; other
implementers, beneficiary community members, initia-
tive partners). These interview guides were standardized
across countries, for all case studies done as part of the
TDR database. Interviews and focus group sessions were
conducted in person, at the implementing initiative site
(in the rural area). Interviews lasted 30 — 60 minutes
each and were recorded and subsequently transcribed.
Informal discussions, as occurred during the site visit
of the various activities, provided further information.
Notes from these discussions and observations from the
researcher were captured in study journals.
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Actors were selected for participation in each initia-
tive, based on a stakeholder mapping exercise conducted
for each initiative, as determined by the actor categories.
Where possible, actors not directly associated with each
of the case studies, were interviewed to get a broader
range of perspectives in challenges, conflicts and influ-
ences on social innovation initiative on the country’s
health system.

Data were stored on research online password pro-
tected databases.

Analysis

A cross-case analysis was conducted taking a case-based
approach by which the integrity of the entire case was
retained and then synthesized with emerging patterns
arising within each case. Our goal was to explore holisti-
cally and advance the understanding of the role of social
innovation in extending UHC within rural contexts. The
cross-case analysis was conducted with the aid of a sim-
plified version of the conceptual framework on social
innovation as proposed by Cajaiba-Santana [20] (see
Fig. 1). The framework, drawing upon neo-institutional
theory [33] and structuration theory [34], proposes four
dimensions of the social innovation process at different

ACTORS

CONTEXT

Agency
Resources

COMMUNITY (HEALTH)
SYSTEM

INSTITUTIONS

e Micro-level / Community-structures

* Meso-level /| Organizations

Enabling factors
Constraining factors

Fig. 1 Social innovation process framework (modified) [20]
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levels of action: the actors or agents responsible for the
idea, the new idea, the influencing role of the institutional
environment, and the observed changes in the system as
a result of the innovation. The process and practices asso-
ciated with the new idea result in changes which impact
on the actors, institutions, and systems. To this frame-
work we add context, as social innovation is contextually
dependent and constructed.

Ethics and other considerations

Researchers involved in this study were drawn from
each of the participating universities and independent
research agencies including: the University of Malawi,
the University of the Philippines, Centro Internacional
de Entrenamiento e Investigaciones Médicas (CIDEIM)
and the London School of Hygiene and Tropical Medicine
(LSHTM). These institutions received a research grant
from TDR, the Special Programme for Research and Train-
ing in Tropical Disease. Ethics approval for this research
was gained from the respective research ethics boards
of partners involved in the research: University of the
Philippines Research Ethics Commission; Malawi National
Commission for Science and Technology, the CIDEIM
Research Ethics Board, and the LSHTM Ethics Committee.
Social innovation initiatives received no financial compen-
sation for their participation in this study.

Results

In the sections below, we discuss the cases using the
analytic framework. We first describe each ‘new idea,
which led to the social innovation case being adopted,
designed to enhance universal health coverage. We then
focus on the agentic actors who were responsible for
developing and implementing each ‘new idea’ within
their respective context and describe and analyze the
enabling and constraining factors inherent in the larger
institutional environment within which the innovations
were implemented. We conclude by highlighting the
effects each social innovation ‘idea; had not only on
the health but also on the community system in each
setting.

New ideas and approaches to extend UHC
Each of the three cases adopted a different and creative
approach towards achieving Universal Health Coverage
within their localized rural setting. Approaches focused
on enhancing access to care, reducing out-of-pocket
expenditure, improving quality of care provision, and
addressing select social determinants responsible for ill
health. Table 2 below provides brief summaries of each of
the social innovation initiatives.

A key principle underlining each of these initiatives
was the shift required in prevailing power dynamics
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associated with health expertise and knowledge, as well
as accountability.

"The theme park in public health, which is the sce-
nario where we do the processes of education of
recovery of this knowledge of the farmers, of dialogue
of knowledge ... really there has been an interaction
between the farmer and the health professional,
becoming omne, with a dialogue of knowledge in
which we are equal ... we plant medicinal plants, it
is called the medicinal garden, and that is what we
want to keep alive this knowledge that the grandpar-
ents have” (Model of Integral Healthcare for Rural
Areas, Implementer, Sumapaz).

"Our (chief) role is to oversee everything we see
how things are going with the committee (insurance
committees — community members responsible for
community mobilization and day to day imple-
mentation of the community insurance). And the
committee, when they are working, they are also
meant to report back to the chiefs. The chiefs and
the community are called and briefed together this
is how things are progressing, like this, then we tell
them that ok, go and deliver the money to the hos-
pital in agreement with village members” (Kaundu
Community Health Insurance, Village Headwoman,
Dedza-East).

The social innovation models in Colombia, Malawi
and the Philippines all challenged the notion that health
expertise and knowledge can only be derived from tech-
nical experts. These innovations were grounded in a core
belief that community members have valuable knowl-
edge to contribute, based upon indigenous cultural prac-
tices and lived experiences. These innovations created
a space within the institutional context where this form
of knowledge was welcomed and regarded as a resource.
Implementation responsibility and accountability for
each initiative was given to the community. The Malawi
case study provides a strong example of how even finan-
cial management and oversight can be delegated to com-
munity members. Tasking and trusting the communities
with this function shifted the focus of power to them, and
as a result enhanced their ownership and sustained their
involvement in the initiatives.

Agents activating agents

Each social innovation was created by a different type of
actor, with varying backgrounds in healthcare and from
different sectors. In the case of the Philippines, the ini-
tiator was the municipal mayor, from the Local Govern-
ment Unit. Under the Filipino Local Government Code,
all responsibility for service delivery, including health
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service delivery, is devolved to local government level
with oversight from the national Department of Health.
With no prior background in healthcare, the mayor
had the opportunity to be part of a leadership program
hosted by a Filipino-based family non-governmental
foundation (Zuellig Family Foundation). This program
stimulated him to shift his thinking regarding barangay
captains (local village leaders). Barangay captains oversee
each village within a defined geographic area. The mayor
saw the opportunity to leverage their local leadership to
a greater extent as a way to address a number of subop-
timal health indicators. The mayor, wanting to ‘pay for-
ward’ the leadership training he received, established a
leadership and governance capacity training and coach-
ing program for the barangay captains. In typical rural
municipalities like Del Carmen, these barangay captains,
in the governance of health and wellbeing of the com-
munity, used to serve as passive implementers of vertical
health programs or merely report data. The opportunity
for barangay captains to extend their leadership capac-
ity, and hence their autonomy, was extended through the
implementation of the inter-village competition based on
co-created scorecards between the villages and the local
government office. In this way, barangay captains, in col-
laboration with their communities, had to propose and
develop their own ideas to improve the scorecard indica-
tors. The resources required for this new initiative were
supported by the mayor through the municipal budget.

"There is a necessity to create more leaders to share
your vision and to do the work with you for the peo-
ple. That is essentially what we have been doing
through bridging leadership and the Seal of Health
Governance: empowering more health stakehold-
ers, empowering more health leaders that share our
vision of a healthier community for Del Carmen”
(Seal of Health Governance, Senior Leader; Del Carmen).

In the case from Malawi, the initiator was a parliamen-
tary health leader, a nurse-midwife by training. Within
her area of jurisdiction, the Dedza-East district in Central
Malawi, she engaged local health stakeholders to assist
her to realize the idea of a community-owned micro
health insurance program. As the majority of health
services in the area are provided through the Christian
Health Association of Malawi (CHAM), this agency drew
upon its technical, training and administrative exper-
tise to assist the development of the community-owned
insurance and health needs mapping. The agency lever-
aged its existing relationships with frontline staff, com-
munity members and local leaders in order to support
these processes. Start-up funds were provided through
a micro-finance model (Village Savings and Loans) by
CHAM, which provide small business loans to groups
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of community members to establish local enterprises.
Through the profit generated, the community had the ini-
tial funds required to invest in a community-based insur-
ance scheme. The day-to-day management of the scheme
is undertaken through involving community members
and local staff of the primary health care center. Health
Insurance Committees were established, comprised of
community health workers, traditional leaders (chiefs
and village headman) and community members. These
committees took responsibility for educating the com-
munity, mobilizing member enrolment, registering new
insurance members, collecting monthly membership
premiums, and providing updates to the traditional lead-
ers. Monthly premiums are deposited at the local health
center, and committee members track each community’s
trend on expenditure and service use. Community mem-
bers volunteer their time to support health week, out-
reach activities and delivery of services. In addition, they
conduct patient satisfaction surveys and provide feed-
back to the health center on the type and appropriateness
of services they receive.

In the third social innovation case from Colombia, the
initiative was developed by a small group of frontline
health workers from the local primary health center. The
health center adopted a systematic bottom-up approach
to determine the health needs and the environmental
risks related to health of the local farming community.
Community members were integral in this process as
it gave them the opportunity to share their challenges,
needs and opportunities, but also to contribute their own
cultural and social knowledge of the region and daily
life. Additional epidemiological and cartographic data
on the environment were also collected. This combina-
tion of methods, data and knowledge assisted in provid-
ing a comprehensive understanding of the complexity of
people’s lives, interpreting and prioritizing health needs
in a contextually sensitive manner. This process laid the
groundwork to inform the further development of dif-
ferent programmatic components or strategies, in close
partnership with the farming community. In addition,
the model placed strong emphasis on promoting educa-
tion and leadership in the population, through different
strategies. This led to the development of health leaders
with knowledge of their rights, who were able to guide
their communities to adopt practices that are regarded to
improve health, and to actively participate in identifying
the needs and creation of solutions:

"In order to gemerate impacts and that families
really believe us ... has been precisely because their
needs have been identified, and they have been par-
ticipants with influential participation in the whole
process, we have never managed to impose things
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that occur to us, but always from the reading of what
are those needs that the farmer has” (Model of Integral
Healthcare for Rural Area, Implementer, Sumapaz).

Institutional enablers and constraints

To understand social innovations implemented within
rural settings, a deeper insight is needed of the broader
institutional and health system context within which
social innovations are brought into being. Noteworthy
factors within the institutional context contributed to
enabling or constraining aspects of each of these three
cases.

In all three countries, the health system was decentral-
ized. Within this institutional framework, the prescribed
devolution of power from the top to the lower levels of
the health system enabled actors such as the Mayor of
Del Carmen (Philippines), the Christian Medical Health
Association (CHAM, Malawi), and the local hospital
team (Colombia) to have implementation authority. In
the Colombian case, the innovation was also supported
by a policy framework encouraging social participation
in Bogotd City, and this in turn motivated the health
team to try new forms of community-based health inter-
ventions in which the community was included in both
development and delivery. In Malawi, 29% of health ser-
vice provision is delivered by CHAM [26], of which the
primary care facility is one such facility. In each of the
cases, the seniority position of the social innovators con-
tributed to moving from idea to implementation stage.

Crucial also were arrangements made by institutions
to enable increased representation of community mem-
bers and other stakeholders. In the Philippines, the law
mandates the creation of local special committees — such
as the Local Health Board — to inform policymaking.
In the case study, the municipal government expanded
the Local Health Board to include village leaders and
civil society actors. In Malawi, the Health Facility Advi-
sory Committee was reorganized to play an important
accountability role for health services provided by the
respective facility. The existence of formalized commu-
nity accountability structures supported the implementa-
tion of the community-based insurance scheme.

A second enabling factor was the willingness of organi-
zations and agencies across the health system, and from
other sectors, to participate. A key principle of the
Colombian innovation was to ‘build upon that which has
been built; and in so doing, giving continuity to existing
processes. Simply by linking actors, new resources were
unlocked. Intersectoral and interinstitutional collabora-
tion was core to the successful implementation of this ini-
tiative. Partners in this initiative included organizations
from across all health system levels (primary, secondary
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and tertiary care) as well as universities and environmen-
tal agencies. In this way, the model’s potential impact was
extended more widely, new holistic knowledge on health
was generated, and social determinants responsible for
ill health could be addressed in a harmonized way. Simi-
larly, in the case of the Philippines, the Mayor and Local
Government continued to receive support from the Zuel-
lig Family Foundation in the first round of implementa-
tion. This initiative also enabled greater collaboration
between local government structures and the Munici-
pal Health Office as they shared implementation duties.
This provided local elected officials with a deeper under-
standing of the health system, leading to their increased
buy-in to support health programs. In the Malawian
social innovation case, extensive effort was undertaken
to ensure all health system structures were engaged in
the initiative: these included the district health manage-
ment team, the district executive committee, the area and
village development committees, and the health facil-
ity advisory committee. The broad base of collaboration
within the institutional environment served to unlock
new resources that were required to implement these
initiatives.

Barriers faced by these social innovations included ini-
tial resistance from local actors and communities lack-
ing the knowledge or understanding of the subject area.
In the Malawi case, insurance was a new concept for the
rural community and significant investment was made in
community education. In the Philippines, the community
did not have sufficient understanding of health metrics,
and as part of the initiative, they were educated to under-
stand the implication of their own local health indicators
and to contribute to improving these indicators accord-
ing to set targets, without significant monetary incentives
for participation. Further, efficient and timely monitoring
of programs remained in dispersed geographic settings
as found in Dedza in Malawi and Sumapaz in Colom-
bia. Poor mobile phone coverage as well as limited inter-
net and electricity made basic reporting functions more
cumbersome. In the Malawi case study, all data collec-
tion remained paper-based and dependent on volunteers
covering vast distances to collect data from community
members.

In Colombia and the Philippines, the initiatives are
dependent on the current political leadership, so poten-
tially limiting the future of these initiatives. In Colombia,
the initiative is influenced by political changes within the
greater Bogotd district and is entirely dependent on the
municipal budgetary allowance. In the Philippines, the
momentum for the initiative comes from the Mayor and
Municipal Health Officer, and both these positions are
subject to change.
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As in all new or creative initiatives, resources are essen-
tial. Although sustained resources (financial or in-kind)
were required by all three initiatives, ways were identi-
fied to attract resources vis a vis private sector partners,
community involvement, locally established non-profit
foundations, community contributions (especially time
investment). In the Colombian case resources for the ini-
tiative came from multiple sources: funding came from
the Bogotd city district health office; an award from the
City’s botanical garden provided resources for infrastruc-
ture in agricultural education park, the National Uni-
versity provided community training on food security
income generation projects, the Ministry of Science pro-
vided research support to the expert researchers from the
university and the implementing team. Most importantly,
community volunteers provided their time to run and
manage the community networks.

Effects on the community system

Each of the three cases resulted in a marked improve-
ment in local health indicators. Among the most sig-
nificant were indicators on maternal and child health.
In the Philippines case, four out of 20 participating vil-
lages reduced malnutrition identified in infants and chil-
dren to zero; facility-based deliveries in the municipality
increased from 89 to 98%, so halving the infant mortal-
ity rate [35]. In Malawi, the social innovation initiative
resulted in a ten-fold increase in facility-based deliveries,
service utilization by children under-5 increased by 60%,
and there was a near doubling of adults presenting to
outpatient services (September 2014 to September 2017)
[36, 37]. The Colombia innovation was able to achieve
100% service coverage for its population, reduced mater-
nal mortality and under-five mortality, and malnutrition
down to zero in the last three consecutive years (2016,
2017, 2018, most recent data) [38].

An additional observed effect was an improvement in
the motivation and attitudes of local health center staff
in each of these initiatives. Staff generally expressed
their pleasure and willingness in participating in these
innovations:

"It helps a lot especially now that we have received
an award. It’s like we are challenged or pressured
to either maintain the initiative or do even bet-
ter. Perseverance and determination are really key.
Serve from your heart so that the people will see and
appreciate it" (Seal of Health Governance, Nurse,
Del Carmen).

"At times in the past when community members see
us (health workers) coming, they would run away,
thinking we are coming to collect debts on services
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provided. Now with this insurance, communities see
and recognize our role as part of the process for good
health” (Kaundu Community Health Insurance,
Head Nurse, Dedza-East).

In the Colombian social innovation case, through the
home health visits, health workers expressed their satis-
faction in being able to deepen relationships with their
community and to get to know community members as
whole people, beyond the diseases that brought them to
seek clinical advice. The increased level of engagement of
frontline staff with community members and the creation
of more equal and open channels for dialogue between
them led to improvements in staff motivation and atti-
tudes; this, they suggested, was likely a contributing fac-
tor enhancing service quality in these areas:

“the recognition that they [ the Sumapaz commu-
nity] also make us, so let's say we [health workers]
are one more family” (Model of Integral Healthcare
for Rural Areas, Implementer, Sumapaz).

The most significant influence of the three social
innovation cases were on strengthening the community
system, in health but also in areas such as the environ-
ment, economic development and gender equality. In the
Philippines, local villagers proposed the development of
ceramic toilet bowls as a way to improve the indicators
around sanitation. This micro-initiative was so successful
that it became a source of income for the local commu-
nity, as once their own demand was met, they were able
to sell toilet bowls at an affordable price to other villag-
ers. Similarly, in Malawi, the seed capital provided for
new business development, as a way for villagers to earn
the income required to join the insurance scheme, sup-
ported local economic development. In Colombia, some
of the most important actions related to food security,
nutrition and environmental education were aimed at
women’s groups, so that while improving health, women’s
empowerment was also supported:

“Community members in one of the catchment vil-
lages rented a rice scheme and all the proceeds
after selling were deposited at the health facility to
ensure that each member was part of the insurance”
(Kaundu Community Health Insurance, Health Sur-
veillance Assistant, Dedza-East).

In Colombia, community members played an impor-
tant role in various community health networks and par-
ticipated in the maintenance of the agricultural training
center. Ten community networks were created to train
health promoter community leaders on different topics
related to integrated health and differential care. Each of
these networks is made up of a minimum of eight people
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who maintain their participation during the 4-year imple-
mentation cycles. According to needs identified by the
community, theoretical-practical training is provided
in hands-on workshops in a public health park on spe-
cific topics unique to the network such as the promotion
of home vegetable gardens, organic waste management,
healthy eating practices, healthy work, good agricultural
practices, and the decreased use of and control in the use
of pesticides.

Discussion

The three cases studied are social innovations in health
based on the development of community capacities to
achieve health. This is understood as the process by
which individuals, groups, organizations, institutions
and societies increase their abilities [36], through differ-
ent means: in the Philippines, the focus was on building
leadership capacity among barangay captains; in Colom-
bia, on co-learning through knowledge sharing between
professionals and the community; and in Malawi on
enhancing community implementation and accountabil-
ity capacity. Below we seek to describe the process that
unfolded that led to the success of these social innova-
tion initiatives in improving access and quality of health
services for the local rural and vulnerable population
(Fig. 2).

Institutionally embedded agents as catalysts of community
social innovation

The three cases illustrated how a single actor or small
group of actors played a catalytic role as institutional
entrepreneurs in initiating a process of social innovation
[39]. These actors drew on their embedded knowledge
and influence within the institutional context to create a
space for innovation, in an otherwise very structured and
bureaucratic environment. By playing the role of ‘bound-
ary-spanners’ [40], the spaces created by these institu-
tional contexts, these actors facilitated interaction with
other stakeholders across different levels of the health
system (communities to authorities) and across sectors.
Each of these initiatives were made possible by a multi-
level inter-institutional network and cross-sectoral net-
work. In operating in this unique role, these actors were

CATALYTIC
AGENTS

Fig. 2 Social innovation process at community level

‘ @/ m STRENGTHENED
‘ ‘ _______ N 7 > COMMUNITY
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able to effectively engage with communities and at politi-
cal levels within their countries. They were successful in
unlocking dormant system resources which, once pooled,
enabled implementation to occur despite the resource
constraints of each setting.

The founders of each of these initiatives had a rela-
tive level of authority over a specific sphere of influence
and instead of following traditional public health lines of
top-down, vertically imposed authority flows, they each
operated with a more distributed and shared leadership
approach — acknolwdging the authority and agency resid-
ing within community members and working in collabo-
ration with them.

Social innovation participation as a means of community
empowerment
In each of the three social innovation cases communities
were involved along the full continuum - from initiative
design, implementation, and monitoring. The innova-
tion design process was heavily influenced by a co-learn-
ing and knowledge exchange process. The institutions
offered new ideas and platforms of solutions, at the same
time as communities shared their own embedded cul-
tural and social knowledge of daily life within the defined
areas. From the beginning, a power shift took place, away
from an initiative being imposed in a top-down manner
by ‘external experts’ to one that was co-created and co-
owned by the community. This respectful participation
of community members and the value placed on their
knowledge and skills, albeit non-technical or non-aca-
demic, was key to community empowerment.
Community members were not only given a role as par-
ticipants but also as leaders. This was achieved through
recognizing their existing leadership (e.g. Barangay Cap-
tains or Village Chief) and by providing opportunities for
education such that people had the knowledge to make
informed decisions on behalf of their community — train-
ing on health insurance in Malawi, agricultural training
in Colombia, and leadership training in Philippines. The
communities became the leading actors in the imple-
mentation, while institutions assumed a support role for
the communities by providing technical guidance and
unlocking resources in other sectors.

SYSTEM
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Agentic communities taking action for health

Sen defines agency as ‘what a person is free to do and
achieve in pursuit of whatever goals or values he or she
regard as important’ [41]. As also described by Tiwari
[25], social innovation plays an important role as a ‘con-
version factor’ to help communities go from their aspired
goals to achieved goals. In each of the cases we observed
how the social innovation process was key to facilitat-
ing a shift in power (by giving communities an opportu-
nity for participation). The intrinsic value of respect for
the community within this process, by regarding com-
munity knowledge as at an equal level to those of tech-
nical experts, led to empowerment being concretized
in the form of agency. This agency enabled community
members to play an active role in the implementation of
these initiatives, and in turn this was a strong contribu-
tor to the sustainability of each social innovation and
to the achievement of sustained improvement in health
indicators. In addition, the raised levels of agency in the
community supported greater social accountability of
the local health services. To date, several mechanisms
have been considered to enhance social accountability,
including community action groups, social audits, score
cards, and so on [42], but social innovation appears to
be a mechanism to achieve greater social accountability
within communities.

Achieving universal health coverage

The case studies illustrate how social innovation as an
approach can be useful to achieve changes in the social
and institutional system, and to build sustainability.
These creative solutions were not only based upon actu-
alized community needs, but also took into consideration
a much broader perspective on health — one inclusive of
social, environmental, and cultural factors. Not only did
community health indicators in each setting improve, but
simultaneously greater capacity was built for community
leadership, economic development, and environmental
stewardship. By raising community empowerment and
agency, these communities were able to apply the skills
and knowledge they received to solve other social chal-
lenges in their area, and to nurture their own personal
and career development. In particular, the Colombian
case illustrates how a strengthened community sys-
tem was a key factor to support the sustainability of the
social innovation for 20years beyond the short duration
of funding or political cycles. Beyond supporting the
progress towards the Sustainable Development Goal 3
(Universal Health Coverage), these social innovation ini-
tiatives also supported progress towards Goal 1 (poverty
reduction), Goal 2 (hunger reduction), Goal 5 (gender
equality), Goal 12 (responsible consumption and produc-
tion environment) and Goal 13 (climate action).
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Limitations and future research

This study is an initial exploration of the role of social
innovation on community health systems. We recognise
the limitations of the small comparative sample. Each of
the case studies represents a distinct geographic context,
and there would be benefit in enhancing the contextual
analysis and implications of each setting. All case stud-
ies included in the TDR database, from which this sam-
ple was purposefully selected, were included because of
them being ‘cases of successes. Thus, this study is limited
in that it did not study examples of initiatives which were
unsuccessful, thus missing out on the learning that could
be gained from failed cases.

Future research would benefit in developing a set of
indicators by which the success of social innovations
in strengthening community health systems could be
measured. Further opportunities for future research
also entail: a quantitative analysis complementing qual-
itative exploratory work; deeper investigation of the
power structures and dynamics at play, both at an indi-
vual and institutional level and longitudinal research to
better understanding the evolving processes over time.

Conclusion

Despite the value placed on the role and participation
of communities in the achievement of Universal Health
Coverage, there is limited practical guidance available
on how this can be achieved and sustained. This study
found that three social innovation models were based
on the development of community capacities to achieve
health through community co-learning, leadership, and
accountability. Through a multi-country cross-case anal-
ysis, we have illustrated how three creative social inno-
vation approaches have been successful in enhancing
access and equity of health services for rural and vulner-
able populations. Underpinning each of these processes
were a series of practical steps and actions that supported
community participation across the full continuum of
initiative development, implementation, and design.
These processes facilitated empowerment and increased
agency among the community. These in turn supported
sustained strengthening of the community system and
the achievement of community goals, in the domain of
health and beyond.
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