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Abstract

The contemporary context of population aging, its different health and
disease characteristics, and the growing incorporation of technologies
by healthcare systems have highlighted the need to adjust the healthcare
structure as a whole. The defense of a democratic and sustainable system
reveals the importance of understanding how changes in healthcare take
place. The current article aims to contribute to the understanding of inno-
vation in healthcare services. The study’s results indicate that the existence
of certain knowledge gaps means that public policies tend to overlook a
whole range of innovations normally associated with social change, with
a consequent impact on human development, social cohesion, equality,
and equity, all issues that are central to the field of public healthcare. The
article concludes that the lack of a mature theoretical framework nega-
tively impacts the formulation of such policies, further aggravated in Bra-
zil by growing differences in quality and access between population seg-
ments that depend on the public and private healthcare systems.
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Introduction

The contemporary context of population aging,
its different health and disease characteristics,
and the growing incorporation of technologies
by healthcare systems have posed some difficult
challenges and consequently been the targets of
debate of national governments and the World
Health Organization (WHO). The adjustment of
the healthcare structure to meet new demands,
the defense of a democratic system, and the need
for this structure to be fully sustainable suggest
that changes are indispensable and show the rel-
evance of understanding how processes relating
to changes in healthcare are established. This
also explains the growing importance of innova-
tion in healthcare as a field. Its importance relates
to improvements in the population’s well-being
and, as a sector intensive in research and devel-
opment (R&D), it is associated with international
competitiveness, thereby highlighting a range of
interests that lend dynamism to its agenda.

Healthcare also has its own particularity in
that it represents an important link between the
national innovation and the social welfare sys-
tems. For this reason, a number of authors 1,234
have acknowledged that progress made in the
healthcare innovation system has certain impli-
cations for the economy and society as a whole.
This process is not without its contradictions,
however. While on the one hand, the expansion
of services and the consumer market for indus-
trial products used in care, promotion, and pre-
vention in healthcare represents social gains, on
the other it helps meet the demands for capital
accumulation in the healthcare industry’s private
sector 5. The interests of Capital (no longer limit-
ed to industries alone) join forces and exert pres-
sure on the State and, depending on the strength
of its own institutions, It is more or less captive to
such interests. Policies previously defined at the
national level and now increasingly influenced
by global value chains not only determine pro-
duction but influence consumption ideologies,
helping shape a social conscience of needs.

Since the end of World War II, there has been
a rapid incorporation of technology into health-
care in Brazil and elsewhere around the world,
intensified in recent decades through the emer-
gence of new technological platforms linked to
biotechnology, nanotechnology, and information
and communication technologies. has care has
the that exists has beenOn the other handthere
are that help and,ingbeing

In recent decades, a trend has gained force in
the organization of cost rationalization systems
and the shift to primary care as the portal of entry
into the system. This trend has been simultane-
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ous with, and in the opposite direction of anoth-
er that linked satisfaction, safety, and dignity to
modern technologies, but without questioning
the conditions of access or the brutal inequality
that exists in the use of socially produced goods 6.
Meanwhile, evidence shows that there are vari-
ous practices that could help decrease costs and
improve healthcare efficiency, thereby expand-
ing access, but that these practices are not be-
ing implemented 7.8.0ne perspective thus in-
creasingly contends that the more technology,
interaction, and intervention we have, the better
healthcare will be. This view relates to a consum-
erist practice permeating healthcare systems and
documented by the dissemination of innova-
tions without proven effectiveness, fueling cost
increases in healthcare systems and more iatro-
genic effects 691011, This trend, combined with
demographic changes and the characteristics of
health and disease processes has raised concerns
about the sustainability of universal healthcare
systems worldwide. Due to these issues, health-
care systems face the challenge of simultane-
ously achieving “better care” and “better health
for populations” at a “lower cost” 12, which this
article will refer to as the tripod of sustainability.

Overcoming this challenge relates intrinsi-
cally to the need for change and thus requires
a better understanding of the determinants of
innovation in healthcare, since it simultane-
ously requires lower costs and greater efficiency,
suggesting the need to implement changes and
introduce social technologies. The social tech-
nologies concept refers to products, techniques,
and methods as replicable solutions for social
change 13,14, Having emerged as the result of a
search for new solutions to social problems,
its principal characteristic is to contribute to a
shared value 13,14,

The need to promote important changes in
the healthcare system and in medical practices
suggests that one should focus on the correlation
of heterogeneous forces in the field of healthcare.
These changes do not refer exclusively or essen-
tially to technological innovations, the analysis
of which is available in other studies 1516, Such
innovations are defined as novelties implement-
ed by the industrial sector that increase the ef-
ficiency of the industrial process or that involve
anew or improved product 17. Aside from the oc-
casional comment, these will not be the object of
our analysis.

The definition of innovation in healthcare
adopted here includes the introduction and in-
tentional application of new ideas, processes,
products, or procedures within a goal, group, or
organization and whose adoption is relevant to
the unit that adopts them and which will signifi-



cantly benefit the individual, group, or society
at large 18,19,

The proposed study’s relevance lies in the
need to understand variables related to health-
care systems’ sustainability and to help back pol-
icies focused on the development of social tech-
nologies, which by definition aim at stakehold-
ers’ emancipation, focusing primarily on both
producers and users 14. The study thus aims to
produce knowledge on innovation in healthcare
services, contributing to the democratization of
healthcare in a context in which the deconstruc-
tion of welfare systems is debated and in which
a defined coverage rather than a universal sys-
tem is defended 20. That is, this study attempts to
back knowledge as the basis for an alternative ap-
proach that offers better care and reduced indi-
vidual costs, without selecting a specific popula-
tion group, rather than a path that would worsen
existing inequities, resulting from the social de-
terminants of health and disease processes.

We propose to furnish backing for the un-
derstanding of how innovation in healthcare is
diffused, when and why it is disseminated, and
what kind of change is important, considering
innovation’s objectives. We attempt to politicize
the idea of the social construction of innova-
tion by incorporating critical theory. The context
in which changes in healthcare services occur
(or fail to occur) is the object of critical theory
that was originally concerned with fomenting
emancipatory practices by understanding the
imperatives and constraints that provide the dy-
namics for structural and incremental changes
in modern healthcare systems. In this case, criti-
cal theory aims to answer an objective question,
unveil the basis of the historical process that
has reproduced and deepened inequalities in
access to healthcare services, and point to pos-
sible paths for overcoming them. This critical ap-
proach provides a more complex and thus more
complete basis for analyzing the dynamics in-
volved in changes in healthcare organizations. It
also draws on the analysis of the critical theory
of technology by acknowledging that contempo-
rary technologies favor specific ends while ob-
structing others, such that the democratization
of technology involves finding new ways of fa-
voring and prioritizing marginalized values and
groups, adopting new technological directions
and arrangements 21.

The article is exploratory, intended to address
studies at the meta-theoretical level, and focus-
ing on their theoretical premises for problematiz-
ing the nature and characteristics of an adequate
critical theory for the theme 22. The analysis
drew on a narrative literature review of diverse
fields of study, with scientific databases (SciELO,
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MEDLINE via PubMed, Capes — Brazilian Gradu-
ate Studies Coordinating Board — portal of theses
and dissertations), in addition to incorporating
literature from article references.

The results indicate that despite the theme’s
importance, it has still experienced limited de-
velopment and lacks a mature theoretical frame-
work. This is due to the limitations themselves in
our understanding of innovation in healthcare
services, the analysis of which often fails to incor-
porate persuasion, political variables linked to
inherent capitalist interests in the field of health-
care, and the State’s role 15,16,23,24,25. The results
also point to the need for more in-depth devel-
opment of critical theory, since studies on the
theme do shed light on important dimensions,
but these are insufficient for an adequate inter-
pretation of the processes relating to social and
cultural changes in healthcare services. Another
limitation to this theoretical basis is the fact that
it is founded mostly on screening studies, and
although innovation is a social process, there are
few multilevel and longitudinal studies, suggest-
ing this as a potentially fruitful area for research.

The article consists of three sections, in addi-
tion to this introduction. The first, on the theo-
retical trajectory of studies on innovation in ser-
vices, problematizes their limitations and their
impact on the search for a sustainable model for
healthcare systems and society. The second ad-
dresses factors that lead to success or failure in
the dissemination of innovation in healthcare
and the importance of political variables in the
dissemination of knowledge. The third provides
some remarks and suggests some potential lines
of research.

Limitations to the theoretical basis for
innovation in services

The literature review identified various different
approaches to the theme, using knowledge pro-
duced by the fields of administration, technology
economics, sociology, political economy, nur-
sing, and medicine. The results showed the lack
of arobust theory of innovation in services as the
initial challenge to be dealt with.

One should stress that the interest in studying
innovation and the development of its theoreti-
cal basis originally considered the central posi-
tion of manufactured products — and their pro-
duction processes — in a society marked by the
Fordist production model. At the time, the econ-
omy’s performance was tied to industries, whose
capacity to introduce innovations (in products
or processes) determined their competitiveness
and position in the domestic market. Later, with
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the advent of globalization, industries also im-
pacted their international competitiveness. The
importance of studying innovation was estab-
lished within this context and explains why this
theoretical framework developed under the tech-
nological paradigm.

Services were viewed then as residual in the
economy. Their results were demarcated and
measured by their non-belonging to the primary
or secondary sectors, spawning the myth of their
marginal role, which fell apart to the extent that
the world increasingly adopted a flexible pro-
duction model aimed at efficiency and speed in
production, thereby guaranteeing flexibility and
agility in the circulation of goods 26. In recent
decades, the level of an economy’s services ac-
tivity (particular knowledge-intensive services)
has become increasingly synonymous with the
economy’s overall performance and has sparked
interest in the dynamics of innovation in this sec-
tor. Despite the theme’s relevance, its study still
faces a number of limitations, including the lack
of consensus over its typology and the mapping
of potential stakeholders in analyzing its dynam-
ics, besides its vague and intangible characteris-
tics. The lack of harmonization of concepts and
phases in the innovative process and its deter-
minants are also the result of the complexity of
transposing the theory of innovation (originally
related to products) to services.

One particular study 27 systematizes the four
different theoretical approaches to innovation in
services: assimilation (or technicism, according
to some authors); differentiation or demarcation
(called “services-based” in some studies); inver-
sion (considered services’ backlash 28); and the
integrative perspective or synthesis.

In assimilation, healthcare services absorb
innovation passively, since innovation is defined
by the demand and technological incorpora-
tion in the segment. The innovation generated
thereby is underestimated, since it is conceived
as the result of the introduction of technologi-
cal systems into services, and its concept reflects
an inadequate transposition of the theoretical
framework used in the analysis of industry, inca-
pable of reflecting the nature of services.

The limitations of this approach sparked the
development of a view based on differentiation,
which sought to capture innovation based on
services’ intangible and interactive nature and
to develop theories through case studies (new
services, management operations, and market-
ing). According to its proponents, differentiation
helps identify innovative activities that are invis-
ible from a technicist perspective 27. This theoret-
ical approach also incorporates the notion that
in the innovative process in services, it is more
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important to grasp the novelties resulting from
the interaction between client and user than
the technological incorporations themselves 29.
However, this is also reductionist, limited to iden-
tifying some particularities in services’ nature
and organization.

According to the inversion perspective 28,
rather than representing a backward sector, ser-
vices represent sources of innovation for the en-
tire economy, especially considering the leader-
ship of knowledge-intensive services in innova-
tion in other economic sectors.

Finally, the integrative approach aims to
combine goods and services within a single uni-
fying theory on innovation. Its relevance stems
from the contemporary context in which manu-
factured products are mixed in with the charac-
teristics of services and vice versa 27. In addition,
the most important economic projects and social
functions have tended to involve the combina-
tion of goods, services, and technological and or-
ganizational innovations. This formulation aims
to encompass important specificities in the sec-
tor — the diversity and relational component of
services —, incorporating the client opt-out mea-
sure into the model, plus immaterial technical
characteristics 29.

However, although studies on innovations
in services have expanded, they are still mostly
structured around the traditional perspectives
(assimilation) that prioritize products and their
production processes rather than organizational
and market attributes, thereby failing to take a
given society’s characteristics or power structure
into account. This model, focused on manufac-
tured products, faces certain limitations, espe-
cially in terms of analyzing technological innova-
tions because the boundaries between product
characteristics and the processes of services are
becoming increasingly blurred 30. In addition, the
conceptual theoretical fundamentals of innova-
tion in services are based on studies of innova-
tion in the private sector, consequently ignoring
the impact of the State’s role, and these, therefore
cannot be applied to research in the field of pub-
lic healthcare.

Some authors highlight the leading role of
policymakers, through their ability to either en-
courage or limit the generation, diffusion, and
dissemination of innovation 30. These authors al-
so highlight policymakers’ activities in financing
basic research and consumers (even influencing
the demand for the development of social tech-
nologies). In addition, they reaffirm the impor-
tance of the government’s production of public
goods to complement a given innovation. For
example, in healthcare, the lack of an adequate
technological and communications infrastruc-



ture can limit progress in the use of telemedicine.
Its poor distribution tends, in turn to restrict
the access that technology could provide to the
favored few.

Economists specializing in innovation have
made progress in the incorporation of organi-
zational characteristics (in addition to techno-
logical ones), but have paid less attention to the
role of politics, power, and persuasion within the
scope of their research. This limits the analysis
of the processes they define to the generation,
diffusion, and dissemination of one innovation
to the detriment of another, since it is a technical
process, but not exclusively (because it is social,
it is also political, by definition).

The inadequacy of this theoretical base has
hampered our understanding of the contempo-
rary context and limited the search for a more
egalitarian and humane society, as pointed out
in a recent study 3! that draws our attention to
what the authors call the “innovation gap” and
“performance gap”. They define the former as
the difference between innovation produced by
a society and that which traditional indicators
(patents and R&D) are able to measure; analo-
gously, “performance gap” expresses the limits of
the measurement of an economy’s results related
exclusively to its growth in terms of income or
gross domestic product (GDP). The authors high-
light the impact of these gaps on a services-based
economy and expound on the double gap that
leaves the relationship between innovation and
performance blurred, thus allowing the ques-
tioning of the legitimacy of policies and actions
focused on fomenting innovations.

The lack of specifics in terms of the bound-
ary between products and services leaves inno-
vation underestimated in all economic sectors.
Additionally, the study emphasizes the fact that it
is precisely in knowledge-intensive services, like
healthcare, that innovation has an even more sig-
nificant role. Identification of existing gaps led
to the design of a theoretical model according to
which a given society produces visible innova-
tions — measured using traditional indicators —
and invisible ones, and this model can be verified
by looking at the economy’s results. The invisible
vectors normally involve non-technological in-
novations (especially those involving the user’s
cooperation —ad hoc —, and those referring to the
detection of an emerging new field) and are nor-
mally tied to social changes and to results related
to socioeconomic and ecological sustainability
(with a strong impact on human development,
social cohesion, equality, equity, and environ-
mental protection) 31.

Thus, despite the theoretical development
seen in recent decades, knowledge gaps in ser-
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vices-based innovation still persist, revealing
more complex relations than those that have
been successfully translated into knowledge, and
questioning the relevance, quality of diagnosis,
and validity of public policies. To maximize the
welfare state’s functions, government agents
must decide where to spend their budgets and
which innovative processes should be promoted
by public sector institutions 30. In this context,
innovation and performance gaps behave as im-
pediments to achieving the sustainability tripod,
since they display shortsightedness in terms of
the possible paths to take in order to overcome
the challenges of sustainability, democratization,
and quality.

The determinants of knowledge
dissemination and the challenges
to changes in healthcare practices

Understanding innovation in healthcare services
is not without its contradictions. It is limited by
the methodological issues addressed in the pre-
vious section and by the complexity of transpos-
ing the theoretical framework to a knowledge-
intensive field with asymmetrical information
and a combination of market and public-interest
characteristics that coexist in an institutional and
political environment, which varies from coun-
try to country. Since innovative research is so-
cially determined, it depends on the trajectory of
agents that obtain advantages with the systemat-
icaccumulation of knowledge and skills to spawn
innovative efforts. For this reason, studies on in-
novation in healthcare focus almost exclusively
on industrial settings, which, even today imposes
limits on our understanding of innovation in ser-
vices in both the public and the private sectors 32.

The innovation process occurs through the
learning and introduction of new practices,
products, designs, and processes. Sometimes the
innovative process is limited to the introduction
of new technologies into the organizational con-
text, but this process is often the result of interac-
tion involving multi-stakeholders (organizations,
government agencies, universities, research in-
stitutes, financial institutions, health profession-
als, users, and class associations).

The tendency to incorporate changes differs
according to whether they are incremental or
disruptive 33,34, Disruptive innovation is the de-
velopment and introduction of an entirely new
product, process, or production format, which
may represent a structural break with the previ-
ous technological pattern, giving rise to new in-
dustries, sectors, and markets, as well as reducing
costs and improving existing products’ quality.
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Incremental innovation involves the introduc-
tion of any type of improvement to a product,
process, or production format in a company
without necessarily altering its structure; this
normally involves more stakeholders in its pro-
cess and does not significantly alter the status
quo in the production environment, so it tends to
enjoy greater stakeholder buy-in. When innova-
tions in healthcare seek to create a new organiza-
tional structure or practice, they force clinicians
to venture outside their familiar environment
within the cognitive sciences 18. This type of in-
novation — disruptive or radical — tends to suffer
a greater degree of resistance, since it requires
a whole new range of knowledge attributes, it
may sometimes imply infrastructure changes,
and normally involves changes in the balance of
power 18. In addition, the capacity to innovate
relates to the initial position occupied by a firm
(and its prior knowledge base) 35.

As a result of changes in the demographic
structure, among other factors mentioned above,
studies on the changes needed to achieve health-
care system sustainability have multiplied. Pub-
lic and private stakeholders have established new
cooperative networks to provide more efficient
services with higher quality and focused on more
demanding patients, while medical and techno-
logical advances have offered new opportunities
to introduce changes to professional practice.
However, literature on the subject points to a
striking gap between scientific evidence and its
incorporation in practice, which has raised con-
cerns over the costs and avoidable suffering as-
sociated with the non-adoption of scientifically
validated practices 11. Evidence that healthcare
systems only incorporate a small proportion of
evidence-based knowledge has sparked interest
among researchers, governments, and policy-
makers to better understand the factors that de-
termine the diffusion and dissemination of one
particular innovation as opposed to another.

The growing importance of this new field of
knowledge, referred to as the science of “dissemi-
nation”, “diffusion”, or “implementation” 836, can
also be attributed to the current challenges fac-
ing the sustainability of universal healthcare sys-
tems. Beyond the analysis of costly technologies
spread across systems, this line of research starts
with the documentation of numerous evidence-
based practices that could theoretically make the
system safer, more humane, and cheaper, but
which are not disseminated.

Strengthening the diffusion and dissemina-
tion of successful innovations is also defended in
order to incorporate changes in healthcare man-
agement and practice 37. Understanding the de-
terminants of innovation is crucial for designing
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strategies to foment “desirable” innovations 38,
corroborating the hypothesis of alack of legitima-
cy of policies to foment innovation without their
being known. A study on this issue 11 has mapped
three categories of influence in the science of dif-
fusion: perceptions of the innovation (perceived
benefit from implementing the change, compat-
ibility with values and past trajectory, complexity
of the innovation, its testing, and observability;
characteristics of the persons that adopt it; and
context (communication, incentives, leadership,
management). Other studies 39.40 point to its rel-
evance (beyond its effectiveness, its significance
in a broader analytical universe); usability (its
applicability to cooperation between users, pro-
viders, and other stakeholders enables it to be
improved and adjusted); and sustainability as the
main attributes facilitating or inhibiting innova-
tion in healthcare organizations.

Studies agree that stakeholders are more like-
ly to adopt less complex innovations, amenable
to small-scale testing, low-risk, and adaptable
to the workplace. Leading factors governing the
success of dissemination in healthcare innova-
tion include formal mechanisms to find innova-
tions that should be deployed, the capacity to lo-
cate and support innovators, investment in first
adopters, ensuring that the activities of these first
adopters are visible and thus observable, trust in
and encouragement for reinvention and adapta-
tion, the existence of resources favoring change,
and leading by example 11.

Meanwhile, practice-based studies often fail
to receive due attention from decision-makers
and workers because they tend to be linked to
routine activities. Although they can be found
throughout healthcare services, they are scarcely
visible, even to those that are part of them 41. This
raises certain challenges for companies’ efforts
to deploy routines and institutionalization, as
well as for cumulative learning. Practice-based
research depends essentially on personal knowl-
edge, which is difficult to transmit and not very
amenable to coding and sharing, as discussed
by Polanyi 42.

To map the social processes that influ-
ence how adaptations and innovations occur
in surgical settings, a number of researchers 43
systematized three key components: pursuit of
improvement, orientation to change, and cul-
tural and material conditions favorable to action.
These researchers suggested that personal gain,
organizational characteristics, incentives mod-
els, and communication platforms have a par-
ticular impact on dissemination.

The authors also expressed reservations
concerning the possibility of surgeons deposit-
ing their findings in a database, since the shared



knowledge observed in their study suffered a
marked influence in the degree of confidence
among their peers (a determinant factor in the
diffusion of an adaptation in its stages from in-
cubation to maturation) 43. For physicians as a
group to incorporate innovations, whether or
not resulting from organizational practice, in
their structure, they would have to trust in social
surveys, which are not generally assigned much
credibility by most practicing physicians 40. In
reality, various studies 11,4043 emphasize chan-
nels of communication as being critical factors
in the theory of dissemination, since physicians
tend not to trust in remote sources of authority,
which suggests that only social channels tend to
be effective.

Administrative authorities also deserve an
increasing amount of attention in this decision-
making arena 44. The incorporation of certain in-
novations (instead of others) appears to confirm
the existence of a pattern of dependence on an
organizational framework, and not merely on the
nature of the technology 45. Furthermore, organi-
zational adaptation depends on the continuous
pursuit of innovation, allowing for the reconfigu-
ration of internal routines and external supply (of
new products, services, and processes) 15,32,

Meanwhile, the associated risk (which may
involve permanent discomfort, disability, or even
death) and the tendency to prioritize autonomy
and reputation lead to a culture of non-trans-
parency that inhibits learning and the genera-
tion of innovation 40. Among the external factors
related to the adoption of innovations, a study 40
highlights engagement, motivation, and support
by the main stakeholders in the organizational
context, in addition to the organizations’ par-
ticipation in external networks and competition.
Internal factors include the importance of the
leadership of shared knowledge, clarity of objec-
tives, stakeholders’ motivation, low stress levels,
and the level of available resources, as well as
management’s demographic characteristics (job
stability, education, networking, and opinion-
making). Change is favored when a number of
different opinion leaders participate in different
phases of the adoption process, from its concep-
tion to the details of clinical specifications and
definition of applications 40.

The rationale of the processes that lead to
inter-organizational variation in innovative ef-
forts involving new products and organizational
changes has resulted in a plethora of studies
based on behavioral theory 46. However, the lack
of incorporation of political variables related to
the local context has led to a growing percep-
tion that the analyses in this theoretical field are
somewhat restricted.

INNOVATION IN HEALTHCARE SERVICES

Although important, they are insufficient
to explain the phenomenon of innovation in
healthcare services and to back changes and
new policies aimed at more democratic access
to healthcare. This highlights the importance of
understanding the autonomy of medical practice
and its objective expressions — which reaffirm the
medical profession’s protagonist role — but with-
out failing to examine the dynamics of power
struggles between the various traditional and
emerging disciplines in the field of healthcare, or
indeed, to take other interests into account.

A more recent conceptual development re-
fers to the notion that the basis of evidence favor-
ing certain technologies and practices is often
ambiguous and challengeable, requiring con-
tinuous interpretation and reformulation 15,16,47,
The fact that this evidence often ignores the ex-
istence of a bias when analyzing the dynamics
of innovation in services would overlook the fact
that the institutional structures that constitute
innovation networks tend to perpetuate existing
cycles 48,

Analysis of innovations in healthcare ser-
vices should consider three types of institutional
structure and format - public, charitable/com-
munity, and private 44 — since it requires an un-
derstanding of the potential to adapt to change
and alterations in demands. Its assessment al-
lows one to conclude that the role of innovation
and its capacity for diffusion are conditioned by
apredisposition to adjust to the system’s different
elements; by the emergence of new health prob-
lems; and by changes in expectations, values,
and cultural norms and in the economic and po-
litical sphere.

Thus, any study of innovation in healthcare
services necessarily requires that one map the
different stakeholders involved. Various authors
23,2425 highlight the need for any such analysis to
incorporate the role of a lack of consensus in the
hypothetical constructs and in the identification
and measurement of the innovation processes
into the success or failure of development poli-
cies and of the implementation of innovations.
Since these studies tend to be concentrated on
the field of administration, or conducted by a
class of healthcare practitioners, they generally
do not incorporate those variables that reflect
the influence of forces aimed at economic, tech-
nological, and political equilibrium. The impor-
tance of a multi-stakeholder study is empha-
sized by the fact that it addresses the rationale
of all the interested parties in the dissemination
process.

When an analysis fails to reflect the dominant
technologies and interests in the growing health-
care services trade, then those variables that
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mirror the stakeholders’ bargaining power are
overlooked. To advance this theoretical field, sci-
ence’s lack of neutrality has to be considered 49,
since knowledge is influenced by the existing
power structures 21 which currently tend to en-
courage a consumption profile that cannot be
replicated for everyone and which therefore tend
to generate exclusion. Non-hegemonic social
actors could help alter the direction of changes
underway 13, thereby prioritizing the democrati-
zation of healthcare systems.

Thus, when considering the formation of
knowledge aimed at the sustainability of uni-
versal systems, it is crucial to analyze how the
asymmetry of information between the different
stakeholders impacts the perpetuation of con-
temporary challenges. Without access to infor-
mation, stakeholders (particularly patients) have
no way of influencing the development of new
solutions 59, so it is important to make expecta-
tions explicit concerning the value and quality of
services to users.

The main challenge here is to increase the
participation by patients and other stakehold-
ers in the research process, on the basis of their
protagonist role in improving the quality of care,
adjusting expectations, providing feedback to the
system, and selecting pilot projects, among other
initiatives. Nevertheless, there is as yet little ef-
fort being made and few strategies being adopted
to ensure the active involvement of these stake-
holders 36.

The mismatch between supply, demand,
and funding sources — shaping the challenges of
healthcare systems’ sustainability — relates to a
certain resistance to macro changes that exists,
largely the result of fears of a change in the status
quo in this power arena, as described in a study
51 that lists such barriers to change based on the
fact that the healthcare model remains centered
on the provider (holding users in a passive role).
It also highlights the fact that changing to a pa-
tient-owned system would encounter barriers
from health insurance companies, since it would
alter the consumption bias, potentially clashing
with the capital gains of this increasingly concen-
trated and verticalized industry.

It also draws attention to the impact of the
financing and payment model, sometimes in-
consistent with social technologies; the study
mentions that private and public spending are
often not synergistic, especially when the former
stimulates consumption that frequently siphons
resources from the public system and creates un-
real and unsustainable expectations. It also iden-
tifies the following barriers to macro changes:
restrictive regulatory practices, threats of legal
action, turf behavior (especially when the inno-
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vation is disruptive), and the deficient design of
national healthcare systems 51.

Finally, overcoming knowledge gaps on in-
novation in healthcare services is important be-
cause sectors in the health complex are increas-
ingly organized according to market logic, creat-
ing their identities in terms of commodities 52.
Capital flow has allowed the formation of large
services and welfare oligopolies, which can ac-
centuate the trend towards dual healthcare sys-
tems 53,54, with the aggravation of differences in
quality and access for specific services between
different population segments that depend on
the public and private systems 55.

In Brazil, research on the dynamics of innova-
tion in hospitals 15 corroborates the limitations
of universalization resulting from the transfer of
public funds to the private system 51. Resources
that are already scarce in the public sector are
increasingly allocated to meet private sector de-
mands, making the healthcare system increas-
ingly unequal, a trend that has intensified in the
current context of fiscal crisis, together with the
Brazilian healthcare industry’s technological
dependence 15.

Final remarks

The intrinsic difficulties in measuring innova-
tions in services and the contemporaneity of
the transition to a post-technological economy
have shaped concepts that attribute residual im-
portance to services in the innovation efforts of
any given economy. An example of this can be
seen in the persistent inability of official statis-
tics producing institutes to measure innovation
in services and social technologies. This inability
negatively impacts public policymaking, since
no visibility is given to a series of innovations and
results that are normally associated with socio-
economic and ecological sustainability. Recogni-
tion of this issue’s importance in post-industrial
society has not been sufficient to foment a more
robust theory, capable of capturing non-techno-
logical innovation variables, and understimating
the role of services and social technologies in
contemporary society.

This is reflected in the various knowledge
gaps detected in a literature review on innova-
tion in healthcare services and in the difficulty
of incorporating stakeholders into research pri-
ority-setting and dissemination of knowledge
in healthcare. The development of this field of
knowledge requires longitudinal and multilevel
studies with a multi- and interdisciplinary ap-
proach, given that nearly every large-scale inno-
vation has characteristics that involve different



individuals, work groups, organizations, and in-
stitutions. Any analysis should incorporate vari-
ous stakeholders’ bargaining and veto power and
interests, especially those of the State, given the
important relations of reciprocity that exist be-
tween the latter and invested capital. The selec-
tivity of State structures not only influences accu-
mulation patterns, but is reciprocally influenced
by different stakeholders’ previous struggles
and strategies.

The limitations inherent in the field of in-
novation in healthcare services have harm-
ful impacts on the formation of the knowledge
base and policymaking aimed at fomenting the
changes needed for universal systems’ sustain-
ability. This is in a context of changes taking place
in the population’s health and disease profile, de-
mographic transition, and rapid incorporation of
technologies. Evidence indicates that progress in
knowledge on innovation in healthcare, aimed at
sustainability in universal systems, requires that
one expand and effectively implement platforms
for registering innovation. There is a need to de-
velop social technologies in which users have
an active role in research priority-setting and in
the formation of the perceived demand, valuing
changes in professional practices (not only those
involving technological innovations), and pri-
oritizing research efforts focused on innovation
in services.

In Brazil, such initiatives are still incipient, for
several reasons. Studies on innovation in servic-
es are scarce, existing platforms still focus more
on the registration of damage than on valuing
change, and the hegemonic tradition limits in-
novation to the initiatives of industry. In addi-
tion, efforts to conduct research translation and
consider the bottom-up learning flow, given that

INNOVATION IN HEALTHCARE SERVICES

processes of change are social and therefore obey
neither the pace nor the script of the expectation
of top-down changes (whether social or techno-
logical). The perpetuation of users’ historically
passive role in innovation dynamics in health-
care also puts insurmountable limitations on the
search for social technologies. This is especial-
ly true if one considers the multiple directions
that exist in the formation of knowledge and the
changes to be disseminated that result from the
diversity of contexts and stakeholders with het-
erogeneous values, a view that entails the active
participation of diverse stakeholders involved in
the processes of change in healthcare practices.

Thus, despite some relevant efforts be-
ing made in Brazil to understand innovation
in healthcare services, the results are still at an
embryonic stage. Critical theory could be instru-
mental, since it considers the influence of capi-
talism on the formation of science to analyze the
contradictions between the social and econom-
ic interests inherent in this field of knowledge.
Critical theory considers bias in the formation of
knowledge. It emphasizes the need to expand the
range of different interests in this political arena,
to approach the elements in the theory’s for-
mulation focused on fomenting emancipatory
practices, so as to produce more complex diag-
noses, since existing approaches still offer insuf-
ficient interpretation of the process of historical
change involved. Critical theory thus offers ana-
lytical references to deal with the conceptual and
pragmatic challenges facing studies, as well as a
stimulus to emancipatory practices, thereby po-
tentially contributing to research questions and
hypotheses on innovation in healthcare services
in Brazil.
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Resumo

O contexto contempordneo de envelhecimento e as ca-
racteristicas de satide e doenga da populagdo, aliados
a crescente incorporagdo tecnologica nos sistemas de
satide tém pontuado a necessidade de adequacdo da
estrutura de atengdo. A defesa de um sistema democrd-
tico e sustentdvel evidencia a importancia de entender
como sdo estabelecidos os processos relacionados as
mudangas na satide. Neste cendrio, o presente artigo
visa aprofundar o entendimento sobre inovagao nos
servigos de satide. Os resultados da pesquisa indica-
ram que lacunas no conhecimento levam politicas
ptiblicas a negligenciarem uma série de inovagoes nor-
malmente associadas a mudangas sociais com impac-
to no desenvolvimento humano, coesdo social, igual-
dade e equidade, temas centrais ao campo da satide
coletiva. E conclui que a falta de um referencial tedrico
maduro tem impactos deletérios para a formulagao
dessas politicas, quadro agravado no Brasil, onde sdo
observadas diferencas crescentes na qualidade e dispo-
nibilidade de acesso entre os segmentos populacionais
dependentes dos sistemas ptiblicos e privados.

Servigos de Satide; Difusdo de Inovagoes; Politica de
Satide; Desenvolvimento Sustentdvel; Inovagao
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Resumen

El contexto contempordneo de envejecimiento y las
caracteristicas de salud y enfermedad de la poblacion,
aliados a la creciente incorporacion tecnoldgica en los
sistemas de salud, ha apuntado la necesidad de ade-
cuacion de la estructura de atencion. La defensa de
un sistema democrdtico y sostenible evidencia la im-
portancia de entender como se establecen los procesos
relacionados con los cambios en la salud. En este es-
cenario, el presente articulo tiene por objetivo profun-
dizar en el entendimiento sobre la innovacion en los
servicios de salud. Los resultados de la investigacion
indicaron que algunas lagunas en el conocimiento
conducen a las politicas puiblicas a ser negligentes con
una serie de innovaciones, normalmente asociadas a
cambios sociales con impacto en el desarrollo huma-
no, cohesion social, igualdad y equidad, temas centra-
les en el campo de la salud colectiva. Y concluye que la
falta de un marco referencial teérico maduro tiene im-
pactos devastadores para la formulacion de esas po-
liticas, cuadro agravado en Brasil, donde se observan
diferencias crecientes en la calidad y disponibilidad de
acceso entre los segmentos poblacionales dependientes
de los sistemas ptiblicos y privados.

Servicios de Salud; Difusion de Innovaciones; Politica
de Salud; Desarrollo Sostenible; Innovacion
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