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Abstract 88 

Introduction  89 

Social innovation in health is a community-engaged process to stimulate creative solutions to 90 

local health challenges. Although it has expanded, little is known about core competencies 91 

required for training social innovation in health. This evidence synthesis included data from a 92 

global scoping review and crowdsourcing open call to identify core competencies in social 93 

innovation in health training. 94 

 95 

Methods 96 

We organized a scoping review and a crowdsourcing open call to identify existing studies on 97 

training practices in social innovation in health. The scoping review followed PRISMA 2020 98 

guidelines, and the protocol was uploaded on the Open Science Framework (OSF). We extracted 99 

studies from 2007 and 2023 describing training on social innovation in health from nine 100 

databases. The purpose was to solicit training approaches for social innovation in health, 101 

focusing on low and middle-income country (LMIC) settings. Textual data describing social 102 

innovation learning competencies from the open call and studies from the scoping review were 103 

descriptively analysed. 104 

 105 

Results 106 

Six skills, six mindsets and four types of knowledge were categorized as core competencies from 107 

20 scoping review studies and 38 eligible open call entries. Seven competencies were further 108 

addressed for their frequent presence in the social innovation in health training. Communication 109 

skill(12 studies and 18 entries) and collaborative mindset(15 studies and 19 entries) were 110 
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highlighted in training to connect stakeholders and partners from local community; Community-111 

engaged participatory methods(14 studies and 16 entries), and intersectional knowledge (9 112 

studies and 13 entries)were considered crucial in understanding the health context and designing 113 

the solutions. 114 

 115 

Conclusion 116 

Our evidence synthesis identified core competencies in social innovation in health through a 117 

scoping review and crowdsourcing open call. These findings informed a co-created SIH training 118 

workshop series and consensus-building on the competencies list. Future training programs or 119 

health curricula could integrate these competencies to develop standardized SIH learning 120 

frameworks.  121 
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What is already known on this topic 122 

Social innovation in health stimulates creative solutions to local health challenges. Limited 123 

research had focused on the training process to develop core competencies of social innovation. 124 

What this study adds 125 

This research identified sixteen core competencies in the social innovation in health training 126 

from the evidence of a scoping review and a global crowdsourcing open call. Evidence from both 127 

high-income settings and low-and-middle income settings highlighted the problem-solving skills, 128 

collaboration mindset, community-engaged participatory method and intersectionality 129 

knowledge as core competencies in social innovation in health training. 130 

How this study might affect research, practice or policy 131 

Our findings suggested that skills, mindsets and knowledge should be involved in social 132 

innovation in health training practices. There is a need for future research and curricula design to 133 

further imply the core competencies into the expansion of social innovation in health. 134 

 135 

  136 
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Introduction 1 

Social innovation refers to new ideas that meets the social needs.[1] Social innovation in health 2 

is a community-engaged process to address local health and social problems. [2] Social 3 

innovations provide a ground-up approach to developing new health services, engaging 4 

communities, and spurring social change. For example, a community-led telephone referral line 5 

in Malawi scaled up to provide nationwide maternal health services,[3] while a pay-it-forward 6 

sexually transmitted infection (STI) testing program in China leveraged monetary and non-7 

monetary resources to support men who have sex with men (MSM). [4] The expanding social 8 

innovation in health movement underlines the need for training in this field. 9 

 10 

Training and capacity strengthening are critical for advancing social innovation in health. 11 

However, there is limited focus on the content or format of core competencies, defined as skills, 12 

mindsets, and knowledge required to engage in and promote social innovation in health 13 

effectively. Many social innovation training programs are designed and promoted by researchers 14 

from high-income countries, with less focus on low- and middle-income countries (LMICs) 15 

settings. [5,6] Recognizing these gaps, the Special Program for Research and Training in 16 

Tropical Diseases (TDR) and the Social Innovation in Health Initiative (SIHI) have emphasized 17 

the need to identify training materials for social innovation in health. 18 

 19 

This evidence synthesis aimed to identify and analyze the core competencies essential for social 20 

innovation in health using a scoping review and a global crowdsourcing open call. A 21 

crowdsourcing open call is a collective process engaging both experts and non-experts to solve 22 



9 

 

problems and share solutions.[7] The data can then be used to inform courses, learning modules, 23 

and training workshops in this growing field.  24 

 25 

 26 

Methods 27 

The study was organized by the Social Innovation in Health Initiative (SIHI) in partnership with 28 

Social Entrepreneurship to Spur Health (SESH), the United Nations Children's Fund (UNICEF), 29 

the United Nations Development Programme (UNDP), the World Bank and the World Health 30 

Organization Special Programme for Research and Training in Tropical Diseases (TDR). SESH 31 

is an initiative to promote more creative, equitable, and effective health services using 32 

crowdsourcing open calls and other social entrepreneurship tools. We used a scoping review 33 

followed by a global crowdsourcing open call. The scoping review examined social innovation in 34 

health training and educational activities, synthesized existing evidence to provide an overview 35 

on the field. The scoping review findings informed the structure of the open call. The 36 

crowdsourcing open call invited submissions from the public and community—particularly from 37 

LMICs and social innovation networks—focusing on learning modules, teaching approaches, 38 

and content related to teaching social innovation in health to captured diverse perspectives. 39 

The protocol for the scoping review was co-developed by two early career researchers (OBA and 40 

JC) and two senior researchers (EC and JT). 41 

 42 

The scoping review revealed limitations in the amount and geographic scope of existing studies, 43 

with most research conducted in higher education settings in Europe and American regions. To 44 
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address this bias and enhance inclusivity, the open call was structured to specifically capture 45 

social innovation in health training in LMICs.  46 

 47 

Scoping Review 48 

This scoping review followed the Preferred Reporting Items for Systematic Reviews and Meta-49 

Analyses (PRISMA) extension and the Joanna Briggs Institute (JBI) methodology for scoping 50 

reviews.[8,9]  The JBI methodology strengthens the study's reliability by ensuring a systematic 51 

and transparent approach to literature selection and data extraction, minimizing bias and 52 

enhancing the comprehensiveness of the review.[9] The protocol was uploaded on the Open 53 

Science Framework (OSF), an open-access platform (Registered under 54 

Doi: https://doi.org/10.17605/OSF.IO/YNW8G).[10] 55 

 56 

Eligibility Criteria  57 

Studies were included if they met any of the following criteria: (1) discussed how individuals 58 

learn or teach social innovation in health; (2) discussed methods for learning social innovation in 59 

health; (3) discussed social innovation in health within educational settings, such as universities 60 

(public or private); or (4) presented frameworks or methodologies related to social innovation in 61 

health. All study designs, publication types, and publication dates were included. Studies not 62 

published in English were excluded because of empirical data suggesting that this approach does 63 

not impact outcomes.[11,12] Relevance was determined based on explicit mentions of training, 64 

teaching, or learning competencies in the context of social innovation in health. 65 

 66 

Information Sources and Search Strategy 67 
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A health sciences librarian (JC) searched the following nine databases on August 14, 2023: 68 

PubMed, APA PsycInfo (EBSCOhost), CINAHL Plus with Full Text (EBSCOhost), Cochrane 69 

Library (Wiley), Education Database (ProQuest), Education Full Text (EBSCOhost), Embase 70 

(Elsevier), ERIC (EBSCOhost), and Scopus (Elsevier). In addition, the research team searched 71 

the European Social Innovation Database, the SIHI website, and Google Scholar for relevant 72 

references. PubMed and Embase were chosen for their comprehensive health-related coverage, 73 

while ERIC and Education Full Text were included to capture educational resources relevant to 74 

the focus on competencies. We checked the citations of the included references and consulted 75 

with domain experts. 76 

 77 

The search strategy incorporated both subject headings and keywords related to three main 78 

concepts: social innovation, education, and health. When searching health-related databases, the 79 

keyword 'health' was excluded, and similarly, the term 'education' was omitted when searching 80 

education-focused databases. An English language filter was applied to the search. The full 81 

search strategy across all databases is provided (supplemental appendix I).  82 

Supplementary Appendix I: Full search terms of all databases 83 

 84 

Study Selection  85 

All references were imported into EndNote (version 21) and deduplicated. Unique records were 86 

then imported into Covidence systematic review software (Veritas Health Innovation, 87 

Melbourne, Australia, available at www.covidence.org) for screening and data charting. Two 88 

independent researchers screened titles and abstracts for eligibility, and conflicts were resolved 89 

by discussion with a third reviewer (EC, JT, JC). Subsequently, two researchers independently 90 
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screened full-text and conflicts through discussion or arbitration with a third researcher (EC, 91 

OBA or JT). 92 

Data Extraction and Analysis 93 

Data extraction was performed using Covidence, which was piloted with 100 references by two 94 

researchers (OBA and EC). The standardized extraction form captured the following data: study 95 

characteristics (author, year of publication, title, country, setting, study purpose, teachers, 96 

learners, article type, duration of training, and framework or model), social innovation in health 97 

competencies (specific mindsets, knowledge, or skills), and teaching and training strategies 98 

(type, outcomes, and findings). The evaluation of the training process was also extracted and 99 

analysed (supplemental appendix II).  100 

Supplemental Appendix II: Evaluation outcomes across scoping review results 101 

 102 

Two reviewers (OBA, EC) independently extracted data for each included reference, and a third 103 

reviewer assessed discrepancies (JT).  104 

 105 

Crowdsourcing Open Call 106 

In addition to the scoping review, an open crowdsourcing call was organized on competencies 107 

and training practices in social innovation in health. The open call was organized from February 108 

to April 2024. The open call was based on the TDR crowdsourcing open call practical guide and 109 

was supported by the Social Entrepreneurship to Spur Health (SESH), TDR Global, and SIHI.[7] 110 

 111 

The open call organized a multisectoral steering committee comprising nine members from 112 

diverse geographic regions, seven of whom were from LMICs. Committee members were 113 
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selected based on their expertise and experience in social innovation training, their residence in 114 

LMICs, and their prior involvement in social innovation in health training events. Five were 115 

training directors or had assisted in social innovation in health training events. Steering 116 

committee meetings were held biweekly via one-hour teleconference to update preparations, 117 

refine submission guidelines, and provide expert feedback on the call for submission and 118 

promotion strategies. 119 

 120 

Promotion of the open call was carried out through the SESH website, social media channels, 121 

email listservs, and partner organizations, especially through SIHI networks. These promotional 122 

channels were effective in reaching a wide audience. To ensure diversity in submissions, direct 123 

outreach was also conducted to key stakeholders in LMICs, including local organizations, 124 

training directors, and community leaders. Participants who had attended or organized social 125 

innovation in health training were encouraged to submit ideas related to the following: 126 

curriculum or module design for social innovation in health courses; adapting training practices 127 

in complex settings with limited teaching capacity, especially in LMICs; participatory training 128 

methods (e.g., co-creation, flipped courses); and the evaluation of social innovation in health 129 

training. Submissions were accepted in any of the six UN languages: French, Spanish, Arabic, 130 

Russian, English, and Chinese. 131 

 132 

Eleven independent judges, including three steering committee members and eight external 133 

experts, were assigned to rate each submission on a 1-10 scale (with 1 being the lowest and 10 134 

being the highest) based on five criteria. These included the following: clarity and of the idea; 135 

relevance to core learning competencies in social innovation in health; novelty of the training 136 
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approach; feasibility, scalability, sustainability of the approach; and promotion of equity and 137 

fairness (Supplemental Appendix III).  138 

Supplemental Appendix III: Judging rubric for crowdsourcing open call 139 

 140 

Judges with conflicts of interest were recused. Non-English entries were initially examined for 141 

eligibility using translation tools before being judged. The final score was determined by 142 

averaging the five subcomponent scores, with a minimum score of 7 required for the selection of 143 

the finalists. Eight finalists were chosen, ensuing geographic diversity among the selected 144 

entries.  145 

 146 

Data Extraction and Analysis 147 

For open call submissions, we collected both quantitative data of participants’ demographics 148 

information and qualitative data of submission content. The quantitative data captured the 149 

participant’s age, gender, country of residence and education level. The qualitative data was 150 

independently extracted by two reviewers (either ZZ, BW or KS) using Microsoft Excel. A third 151 

reviewer assessed discrepancies (JT).  152 

 153 

Synthesis method 154 

After reviewing all available evidence, concepts were inductively categorized into three main 155 

domains—skills, mindsets, and knowledge—based on recurring themes identified across the 156 

evidence. These categories were developed through a systematic process of grouping similar 157 

competencies and refining the classification to align with the core components of social 158 

innovation in health. After identifying a set of competencies, each included evidence was coded 159 

for the presence of these competencies, and whether they were present or absent was recorded.  160 
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The scoping review studies, together with the open call entries, were synthesized by the research 161 

team into draft competencies list. We also conducted subgroup analysis by isolating evidence 162 

from only high-income settings and low- and middle-income settings. Competencies with the 163 

highest frequency (over 20) in each domain (skills, mindsets, knowledge) were presented in the 164 

manuscript. 165 

 166 

Patient and public involvement  167 

This study collected evidence from a scoping review and a crowdsourcing open call. This study 168 

does not involve patients. The scoping review search for evidence from publicly available data 169 

source on social innovation in training. The crowd sourcing open call was promoted through 170 

SIHI global network and open access media to encourage public engagement and submission, 171 

especially from LMICs. Our findings also informed the social innovation in health workshop 172 

series, which the open call finalists were invited to co-create the content. The workshops are 173 

open-access, available online, provided to public to guide and improve social innovation in 174 

health competencies. 175 

 176 

Results 177 

Scoping review 178 

There were 20 studies included in our scoping review (Figure 1). 179 

Figure 1: PRISMA diagram for social innovation in health competency scoping review 180 

 181 

 [13–32] Ten studies were from high-income countries, seven from middle-income and three 182 

from low-income countries. Two were published before 2010, nine were published between 2010 183 
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and 2019, and nine were published after 2020. Most training occurred in high-income countries 184 

(n=13). The most common region for training was North America (n=11).  Ten studies were case 185 

studies. Four studies were theories, frameworks, or models.  186 

 187 

Most studies focused on activities conducted in college or university settings (n=14) compared to 188 

healthcare settings (n=3), virtual settings (n=2), or other settings. Teachers included college or 189 

university faculty (n=12) and researchers (n=8). Learners were undergraduate students (n=7), 190 

graduate students (n=5), researchers (n=5), healthcare providers (n=3), and community members 191 

(n=3). 192 

 193 

The training activities lasted years (n = 6), months (n=7), or weeks (n=3). The majority of the 194 

studies (n=16) applied a specific approach, framework, or model to their training activities. With 195 

regards to training strategies, the studies often reported team-based learning (n=13), participatory 196 

elements (n=12), lectures (n=7), designathons (n=3), and flipped classrooms (n=2). All studies 197 

referenced teaching social innovation in health skills and mindsets, and most (n=17/20, 85%) of 198 

the studies described teaching social innovation health knowledge.  199 

 200 

Crowdsourcing Open Call  201 

The crowdsourcing open call received 43 submissions, of which 38 were eligible. Ineligible were 202 

not relevant (n=1), over length (n=2), video or graph (n=2). The entries were from 24 men and 203 

14 women, mostly aged 28-47 (71%, n=27) and had a master's degree or above (73%, n=28). 204 

Among the 38 eligible entries, 34 (89%) were from LMICs, and four were from HICs. Most 205 

entries were from regions of the Americas, African, and West Pacific regions, with the top 206 



17 

 

countries being the Philippines (n=7), Colombia (n=5), and Argentina (n=3). More details are 207 

provided in Table 1.  208 

Table 1: Socio-demographic characteristics of "Social innovation in health learning 209 

competencies" open call participants  210 

Thirteen entries were submitted in Spanish, and 25 were submitted in English. Regarding the 211 

submission content, eight entries (22%) were descriptions of social innovation in health training 212 

curriculums, and seven (19%) focused on the theories, frameworks, or models of social 213 

innovation in health training strategies. Thirty-six out of the 38 eligible open call entries were 214 

further processed into the data extraction stage to identify the key competencies related to social 215 

innovation in health competencies. Twelve entries received an average score of 7/10 or higher 216 

(Figure 2). 217 

Figure 2:  Distributions of the Average Score of Open Call Entries 218 

 219 

Social innovation in health competencies across scoping review and open call 220 

We identified 16 core competencies related to social innovation in health by pooling the 221 

evidence from both scoping review and open call. Competencies were categorized into three 222 

domains: skills (six competencies), mindsets (six competencies), and knowledge (four 223 

competencies) (Figure 3).  224 

Figure 3: Skills, Mindset and Knowledge identified from the Evidence 225 

 226 

Seven competencies were further discussed in the following sections as the most frequently 227 

presented and commonly acknowledged competencies across the evidence of each domain, 228 

including problem-solving skills, communication skills, creative thinking, collaboration 229 

mindsets, community-engaged participatory method, health disparity knowledge, and 230 
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intersectionality on health, gender, and local culture. The other competencies were categorized 231 

and listed in Table 2.  232 

Table 2: Social innovation in health competencies included across scoping review and open 233 

call 234 

The sub-group analysis results are similar regarding the frequencies of evidence (Supplemental 235 

Appendix IV and Supplemental Appendix V). 236 

Supplemental Appendix IV: Open call submissions for evidence synthesis 237 

 238 

Supplemental Appendix V: Subgroup analysis of competencies included from high-income 239 

 240 

 and low-and-middle income countries' evidence. 241 

 242 

 243 

Social innovation in health skills  244 

Problem-solving skills were the most common frequently identified core competency. We define 245 

problem-solving as the ability to frame local health challenges and tackle them. Strong problem-246 

solving skills were mentioned in 20 studies and 28 of the open-call entries. [13–32] One study 247 

demonstrated how creative problem-solving combined with human-centred design enabled 248 

participants to develop user-oriented health solutions, resulting in improved access to healthcare 249 

services. [18] Another study emphasized problem-solving through entrepreneurial teamwork. 250 

[25] Problem-solving skills were particularly important in resource-limited settings such as rural 251 

areas. Six entries were curricula that included problem-solving skills. Effective problem-solving 252 

could foster resilience in dynamic and resource-limited environments, enabling innovators to 253 

adapt to emerging challenges while focusing on sustainable impact.  254 

 255 
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Communication skills also emerged as a critical competency in social innovation. Defined as the 256 

ability to effectively connect with a broad range of stakeholders, especially people with lived 257 

experience and those who may be potential partners ,[18] communication skills were empathized 258 

in 12 studies and 18 open call entries. [13,15,18,19,22–24,26,28–30,32] Design thinking and 259 

participatory processes with stakeholders were applied in LMIC settings to ensure culturally 260 

sensitive interventions.[28] Involving community members in co-creating health solutions 261 

contributed to the trust-building process. Interventions were more widely accepted, increasing 262 

engagement and participation in health programs. One study used human-centered design 263 

strategies to enhance communication between researchers and local populations. 264 

[18]Communication skills allowed researchers and innovators to address needs and concerns 265 

during the solution design process fully. These have also been applied to the prototype 266 

development training to ensure the pathway for iterative feedback of solutions in open call cases. 267 

The ability to communicate effectively engaged stakeholders, fostered collaboration, facilitated 268 

knowledge transfer, and further ensured that interventions were clearly understood  269 

 270 

Social innovation in health mindsets  271 

The most common mindset-related learning competency identified was the need for creativity 272 

and novelty in developing health solutions centred and implementation strategies. Creativity is 273 

defined as the ability to think divergently and develop innovative approaches when traditional 274 

methods are insufficient. This mindset was highlighted in 16 studies and 22 open call entries. 275 

[13–15,18–21,23,25–32] One study introduced an entrepreneurial pitch project where students 276 

were tasked with designing technological and social innovations for health challenges in 277 

LMICs.[20] This experiential learning approach significantly enhanced students' ability to apply 278 
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creative thinking in real-world global health contexts, driving them to creatively address resource 279 

shortages in underserved areas by leveraging community assets. Creativity formulated an open 280 

mind for creative solutions when traditional approaches fell short of addressing the healthcare 281 

challenge in resource-limited settings. In open call entries, 13 case studies have demonstrated 282 

innovative solutions and how they were generated and implemented to address health problems. 283 

Embracing innovative thinking could drive the development of groundbreaking solutions to 284 

address complex health challenges, promote the adaptation of new approaches to meet evolving 285 

needs, and ensure that interventions remain relevant and effective in a rapidly changing 286 

healthcare landscape.  287 

 288 

Another important learning competency was collaborative mindsets, which we defined as the 289 

ability to partner with stakeholders, leverage network resources, and engage in interdisciplinary 290 

teamwork. Fifteen scoping review studies and 19 open call entries highlighted the importance of 291 

collaboration, especially with interdisciplinary teams to address complex health challenges. 292 

[13,14,16,18–20,22–26,29–32] Effective collaboration with stakeholders and the community 293 

integrated diverse expertise and perspectives, which was essential for tackling multifaceted 294 

health issues. For instance, one study illustrated how interdisciplinary collaboration among 295 

epidemiologists, community health workers, and local leaders significantly enhanced rural health 296 

initiatives targeting vector-borne diseases. [30] Another study demonstrated that cooperation 297 

between engineers, public health experts, and community stakeholders led to more effective and 298 

sustainable water quality management interventions .[29] One open call finalist entry of public 299 

servants in health departments also emphasized their role as natural leaders across the various 300 

sectors that influence health and promote social innovation through a multidisciplinary and 301 
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integrated approach, fostering active participation and effective inclusion. This approach 302 

improves problem-solving capabilities and ensures that health solutions are more comprehensive 303 

and adaptable, addressing immediate and long-term needs.  304 

 305 

Social innovation in health knowledge 306 

Community-engaged participatory methods emerged as a critical knowledge competency in 307 

social innovation learning. We define community-engaged participatory methods as the methods 308 

to engage community stakeholders as full partners in all phases of research. [33] These methods 309 

include community advisory boards, qualitative research, co-creation, open calls, and design-a-310 

thons. Fourteen scoping review studies and 16 open call entries discussed the need to learn 311 

community engagement strategies, especially the ones relevant to resource-poor settings, such as 312 

community advisory boards, qualitative research, co-creation, open calls, and design-o-thons. 313 

[7,13,14,16–18,20–23,26,28–31] One study demonstrated the effectiveness of participatory 314 

workshops in addressing gender-related health issues, where co-created solutions led to greater 315 

acceptance and long-term adoption.[16] Other cases included using cross-disciplinary 316 

collaboration to involve community members in planning health initiatives through focus groups 317 

and meetings. [17] This co-creation strategy had built trust and improved participation, aligning 318 

interventions with the cultural and social needs of the communities and leading to better health 319 

outcomes. Open call entries have further provided cases of implementation of community 320 

engagement strategies where the strategies were developed with local culture, labour, and 321 

resources to maximize the acceptance of the strategy among community members and maximize 322 

the mobilization of resources. One of the open-call finalist entries integrated the co-creation 323 

strategies with the historical and cultural elements of the local Filipino community .[34] These 324 
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strategies fostered collaboration and ensured that interventions were tailored to the specific needs 325 

of the communities they serve. 326 

 327 

Understanding health disparities was another essential knowledge competency. For social 328 

innovation in health. Nine scoping review studies and 14 open call entries discussed knowledge 329 

of health disparities, often at the systems level. [16,18,20,22–24,29–31] One study emphasized 330 

how medical education can address health disparities by incorporating experiential learning to 331 

help students engage directly with marginalized communities .[24] This approach enabled future 332 

healthcare professionals to understand the social determinants of health better and develop more 333 

culturally sensitive interventions. The result was an increased capacity to address inequities 334 

through tailored interventions that resonate with the specific needs of underserved populations. 335 

Open call entries also underlined the awareness of health disparities and exploration of their root 336 

as a fundamental element to targeting innovative solutions towards specific groups, which 337 

further merged in training practices in social innovation in health. One entry highlighted the 338 

inequality of health access for families living in sanitary vulnerability without access to main 339 

water and brought it into the co-creation process for technology development. Recognizing these 340 

disparities was crucial for developing equitable health interventions that address the underlying 341 

social, economic, and structural factors contributing to unequal health outcomes across different 342 

populations.  343 

 344 

Understanding intersectionality was identified as an important core competency of social 345 

innovation. Intersectionality is a concept that describes how a person's identity can lead to 346 

different experiences of discrimination and privilege. [35] The intersectional lens provided social 347 
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innovators with an understanding of culture or gender-specific needs and approaches for creating 348 

health solutions that were relevant and effective in different cultural settings, and for addressing 349 

issues related to gender and health equity. Nine of the scoping review studies and 12 open call 350 

entries called for an understanding of local culture to create health solutions that are both 351 

relevant and effective. [16,18,22–25,29–31] For example, one study used participatory 352 

workshops to challenge gender stereotypes and co-design culturally appropriate health programs 353 

with community members, particularly women. [16] By engaging community members, 354 

particularly women, in co-designing health interventions, the study challenged harmful norms 355 

and ensured that health programs were culturally appropriate and inclusive. This approach 356 

fostered a sense of ownership and trust, leading to higher levels of participation from 357 

marginalized groups. The same emphasis on the intersectionality of gender has also been 358 

repeated in the open call entries, as five case studies in the social innovation in health training 359 

have been designed for women or illustrate the topics of gender perspective, sexual and 360 

reproductive health, and maternal care.  361 

These studies also highlighted the importance of addressing gender stereotypes within cultural 362 

contexts to promote equitable health outcomes and avoid reinforcing harmful norms that may 363 

limit access to healthcare for women and marginalized groups. 364 

 365 

Discussion 366 

This study is identified the core competencies of social innovation in health training with 367 

evidence from a scoping review and a crowdsourcing open call.  Our findings revealed key 368 

insights and gaps in the literature on social innovation in health core competencies for learning. 369 

Sixteen core competencies for learning were categorized in social innovation in health skills, 370 
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mindset, and knowledge, especially focusing on problem-solving skills, communication skills, 371 

creative thinking, collaboration mindsets, community-engaged participatory methods, etc. This 372 

study extends the literature on social innovation in health training by combining data from a 373 

scoping review and a global open call, using participatory crowdsourcing approaches to identify 374 

LMIC evidence, and focusing on learning and teaching related to social innovation in health. 375 

 376 

Our data demonstrated that community engagement elements are important for social innovation 377 

in health training. Multiple competencies identified in our study focused on community 378 

engagement in training: community representatives as key partners of collaboration, community 379 

members as learners of training, and community-engaged participatory methods applied for 380 

training. These findings align with previous toolkits on crowdsourcing participatory method  381 

and WHO guidelines on community engagement. [36] Community engagement allows targeted 382 

and accessible health training to promote positive health impact and training outcomes. Future 383 

social innovation training programs should deepen community engagement to realize the full 384 

potential of local knowledge and resources. 385 

 386 

Our data highlighted the importance of incorporating intersectionality into social innovation 387 

training. Intersectionality, which examines how overlapping identities influence experiences of 388 

discrimination and privilege, is increasingly recognized in the broader health education 389 

literature .[37,38] Understanding intersectionality equips learners to address healthcare inequities 390 

by tailoring solutions to the unique needs of diverse populations. For instance, an intersectional 391 

lens can help identify and dismantle systemic barriers disproportionately affecting marginalized 392 
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groups. From an equity perspective, this competency is essential for promoting fair and inclusive 393 

healthcare interventions. 394 

 395 

Our subgroup analysis revealed the similarity of training focus across high-income settings and 396 

low- and middle-income settings, which provided a grounded basis for the further generalization 397 

and promotion of these core competencies globally. The team applied a Delphi method to build 398 

consensus based on the evidence synthesis finding. The consensus aims to develop agreements 399 

on the core competency across borders. Our study also informed the design of social innovation 400 

in health midyear training workshops.[39] The open-call finalists, social innovation in health 401 

experts who joined the workshop co-creation, and trainees who attended the workshops were 402 

also invited into the consensus-building process. The consensus concluded with a core 403 

competencies list of nine items from three domains.  404 

 405 

Limitations 406 

While the open call opportunity was disseminated through various channels, there may have 407 

been selection bias due to snowballing dissemination within our research networks and 408 

institutional collaborations (e.g., universities, the Social Innovation in Health Initiative). 409 

Although the Social Innovation in Health Initiative (SIHI) is a well-established global network, 410 

the reliance on these connections may have inadvertently limited the diversity of entries. To 411 

mitigate this, we allowed submissions in all six UN languages. To address this limitation, the 412 

multilingual open-call entries provided some representation from these regions. Despite the 413 

limitations, this study provides valuable insights into core competencies for learning for social 414 

innovation in health and highlights areas for further research and development in LMIC contexts. 415 
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We also did not report the quality assessment due to the data limitation of the evidence. 416 

However, we applied the subgroup analysis to explore potential heterogeneity, and the result 417 

suggested a similarity set of core competencies across diverse settings. 418 

 419 

Implications 420 

Our study has implications for learning, practice, and research. From a learning perspective, the 421 

core competencies could be used to complement existing social innovation curricula (e.g., 422 

Uppsala University) or to develop new social innovation courses. Additional training syllabi 423 

need to be developed and aligned with these competencies, integrate training design with real-424 

world training focus. In practical application, the Social Innovation in Health Initiative (SIHI) 425 

used these competencies to structure its Social Innovation in Health Mid-Year Training 426 

Workshop in the summer of 2024. The eight final open call groups were further invited into the 427 

co-creation process of SIHI midyear training workshops to implement the training ideas and, 428 

optionally, to engage in the modified Delphi-based consensus-building process. From a research 429 

perspective, since most of the existing studies evaluating social innovation have been short-430 

term,[6] there is a need to assess medium and long-term outcomes associated with learners who 431 

join social innovation in health courses.  432 

 433 

Conclusion 434 

This study is an important first step in developing universal social innovation in health 435 

competencies for future health research and practice. The evidence identified through the open 436 

call and scoping review provided a descriptive overview of core competencies for learning in 437 
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social innovation in health. Future research and training practices based on the competencies are 438 

needed to provide better guidance on social innovation in health training. 439 
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Table 1: Socio-demographic characteristics of "Social innovation in health learning 

competencies" open call participants (N=38) 

Age n % 

18-27 4 10.5% 

28-37 16 42.1% 

38-47 11 29.0% 

48 years old or older 7 18.4% 

   

Gender   

Male 24 63.2% 

Female 14 36.8% 

   

Education level   

No formal schooling completed 1 2.6% 

High school graduate, diploma or the equivalent 
(for example: GED) 

1 2.6% 

Bachelor's degree 8 21.1% 

Masters or similar professional degree 22 57.9% 

Doctoral degree 6 15.8% 

   

Income level by World Bank  

Low income 4 10.5% 

Middle income 30 79.0% 

High income 4 10.5% 

   

WHO Region   

Region of the Americas 17 44.7% 

African Region 10 26.4% 

Western Pacific Region 9 23.7% 

European Region 1 2.6% 

South-East Asian Region 1 2.6% 

   

Country of residence   

Philippines 7 18.6% 
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Colombia 6 15.9% 

Argentina 3 7.9% 

Nigeria 3 7.9% 

Kenya 2 5.3% 

China 2 5.3% 

Uganda 2 5.3% 

Liberia 1 2.6% 

Canada 1 2.6% 

Brasil 1 2.6% 

Cameroon 1 2.6% 

Panamá 1 2.6% 

South Sudan 1 2.6% 

Bolivia 1 2.6% 

Paraguay 1 2.6% 

Ecuador 1 2.6% 

Honduras 1 2.6% 

USA 1 2.6% 

India 1 2.6% 

Ireland 1 2.6% 

   

Total 38 100% 

 1 

 2 
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Table 2. Social innovation in health competencies included across scoping review and open call  2 

 3 

 4 

Type of 

competencies 

Competencies Findings from scoping review/open 

call 

Number of studies 

from scoping review 

that mention 

competency (n) 

Number of open call 

entries that mention 

competency (n) 

Number of scoping 

review studies and 

open call entries 

that mention 

competency (n) 

Skills Problem solving Focus on a problem-solving orientation 
to investigate and frame challenges that 
directly address local problems 

20 28 48 

Skills Communication Enhance communication skills and 
effectively communicate with a broad 
range of communities, especially 
people with lived experience and 
potential partners. 

12 18 30 

Skills Design thinking Understand the basics of design 
thinking principles to incorporate end-
user feedback across the life of a social 
innovation 

7 20 27 

Skills Entrepreneurship
& Sustainable 
financing 

Strengthen entrepreneurial skills to 
raise funds for social innovation, 
develop innovative financing and 
sustainability approaches, and rapidly 
iterate ideas. 

9 10 19 

Skills Leadership Build leadership skills to nurture 
relationships with the local 
community, enhance multi-stakeholder 
partnerships, and manage diverse 
groups. 

12 5 17 
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Skills Monitoring & 
Evaluation 

Monitor and evaluate the effectiveness 
of social innovations in health 

4 13 17 

Mindset Creative 
thinking 

Generates creative and novel solutions  16 22 38 

Mindset Collaboration& 
Partnership 

Collaborate with partners to conduct 
interdisciplinary teamwork to achieve 
comprehensive health solutions 

15 19 34 

Mindset Social 
determinants 

Recognize social determinants and 
contextual factors in health. 

11 18 29 

Mindset Adaptability Practice adaptability so they can 
rapidly iterate and respond to the local 
context and feedback 

10 18 28 

Mindset Empathy Build empathy to connect deeply with 
local communities of interest 

10 6 16 

Mindset Resilience Build a growth mindset to manage and 
expect failures, learn over time, and 
develop resiliency 

3 4 7 

Knowledge Community 
Engaged 
Participatory 
Methods 

Learn community engagement 
strategies that are relevant to resource-
poor settings, including community 
advisory boards, qualitative research, 
co-creation, open calls, and 
designathons 

14 16 30 

Knowledge Health care 
disparities 

Understand health disparities and how 
they are rooted in intersectional 
inequities. 

9 14 23 

Knowledge Intersectionality Understand culture specific/gender 
specific needs and approaches for 
creating health solutions that are 
relevant and effective in different 
cultural settings, and for addressing 
issues related to gender and health 

9 13 22 
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equity 

Knowledge Dissemination Disseminate information about social 
innovations for a broad public audience 
through videos, infographics, 
publications, and related approaches 

5 10 15 
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