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ARTICLE INFO ABSTRACT

Handling Editor: Medical Sociology Office An endemic challenge facing healthcare systems around the world is how to spread innovation more widely and
sustainably. A common response to this challenge involves conducting pilot implementation studies to generate
evidence of the innovation’s benefits. However, despite the key role that such studies play in the local adoption
of innovation, their contribution to the wider spread and sustainability of innovation is relatively under-
researched and under-theorized. In this paper we examine this contribution through an empirical examination
of the experiences of an innovation intermediary organization in the English NHS (National Health Service). We
find that their work in mobilizing pilot-based evidence involves three main strands; configuring to context;
transitioning evidence; and managing the transition. Through this analysis we contribute to theory by showing
how the agency afforded by intermediary roles can support the effective transitioning of pilot-based evidence
across different phases in the innovation journey, and across different occupational groups, and can thus help to
create a positive feedback loop from localized early implementers of an innovation to later more widespread
adoption and sustainability. Based on these findings, we develop insights on the reasons for the unnecessary
repetition of pilots — so-called ‘pilotitis’- and offer policy recommendations on how to enhance the role of pilots
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in the wider spread and sustainability of innovation.

1. Introduction

A deep-seated challenge facing healthcare systems globally is the
question of how to spread service innovations more widely, rapidly and
sustainably over time. Typically, such innovations, which are predom-
inant in the healthcare environment (Greenhalgh et al., 2004), blend
clinical, technical and organizational elements, and cannot be simply
applied ‘off the shelf’ but require strenuous efforts to integrate them into
the pathways and local contexts of adopting organizations. There are
many instances of such innovations not being spread widely or used
routinely despite impressive evidence of their benefits (Horton et al.,
2018; Dearing and Cox, 2018; Shaw et al., 2017).

One widespread response to overcoming this challenge involves the
conduct of pilot studies, broadly defined here as formally designated,
discrete events aimed at generating evidence on various aspects of an
innovation. Such studies may be labelled variously as feasibility studies,
trials or evaluations, and are used for different purposes in healthcare,
from research to policy development (Ettelt et al., 2014). Our focus here
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is on how the evidence from certain types of pilot studies is mobilized by
intermediary organizations to support innovations on their journey to
spread and sustainability, that is, encompassing both the wider adoption
of an innovation and its continued implementation beyond its initial
pilot stage (Coté-Boileau et al., 2019; Martin et al., 2012). Intermediary
organizations have been developed in a number of countries with what
can be characterised as the broad aim of supporting innovation in
healthcare by reducing barriers to the flow of new forms of knowledge
into practice. Pilot-based evidence is a vital component of this mission
and can range from Randomised Control Trials (RCTs) of an innovation’s
clinical efficacy to so-called ‘real-world evaluation’ providing evidence
of the innovation’s implementation in specific healthcare settings (The
AHSN Network, 2022; NICE, 2022). These studies are usually funded as
part of local or national initiatives, frequently making them an expen-
sive and resource intensive activity (Barlow, 2016).

Recent literature suggests that the contribution which such pilot
studies make to the wider uptake and sustainability of an innovation is
under-researched and open to debate (Barlow, 2016; Charif et al., 2017).
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In particular, a number of studies have highlighted the risks of what has
been termed ‘pilotitis’ (Bégin et al., 2009); that is, the unnecessary
repetition of multiple pilots of the same innovation across different
settings without ever leading to widespread adoption and sustainable
implementation. From a policy perspective, this time-consuming and
wasteful phenomenon has been observed across a range of different
types of healthcare innovation (Bhatia et al., 2020) and a variety of
healthcare systems internationally, both in high-income and low- and
middle-income countries (Lundin and Dumont, 2017; Huang et al.,
2017; Taylor et al., 2015; Clifford, 2016; Desveaux et al., 2019).

This paper aims to contribute to much needed theorizing on the role
intermediaries play in mobilizing pilot-based evidence in spreading
innovation. At the same time, we seek to inform policy development in
this area (Shaw et al., 2017; Greenhalgh and Papoutsi, 2019). To do this
we draw on, and integrate, different strands of existing literature,
including work on what we broadly term ‘evidence mobilization” and
‘the innovation journey’, to explore the role that pilots play in mobi-
lizing evidence for the spread and sustainability of healthcare in-
novations at different points. The notion of evidence mobilization is
defined here as a proactive effort to transform existing practice through
the production and circulation of evidence amongst different stake-
holders (Swan et al., 2016; Balas and Chapman, 2018; Rhodes and
Lancaster, 2019). Although ‘evidence-based’ change and innovation are
highly valued in healthcare, research shows that evidence does not
speak for itself. Rather evidence needs to be proactively mobilized and
‘framed’ through the agency of different groups as an important aspect
of co-constructing the meaning of an innovation (Ferlie et al., 2005;
Barnett et al., 2011; Lehoux et al., 2012; Dearing and Cox, 2018; Sobo,
2009).

The concept of the innovation journey, meanwhile, is a shorthand
way of characterizing the evolution of an innovation from initial in-
vention through to widespread adoption across organizations and sus-
tained implementation within organizations (Van de Ven et al., 1999;
Coté-Boileau et al., 2019; Bowman et al., 2008). In this paper, we define
spread as the replication of an innovation in a different setting via ‘local,
bottom-up adoption’ (Shaw et al., 2017: p. 88; Greenhalgh and Papoutsi,
2019), and sustainability as the embedding of innovation in routine
practice (Martin et al., 2012). As we outline below, a better under-
standing of the role played by pilot-based evidence in the journey con-
tributes to our theoretical understanding of the interplay between the
sustained implementation and spread of innovations. From a healthcare
standpoint, it helps to unpack the significance of changes in the forms of
evidence and the way in which such evidence is ‘framed’ to different
stakeholders.

Our empirical investigation explores this topic within the wider
context of the English NHS. This provides an excellent setting for our
study, not least because the challenges of spreading innovation sus-
tainably over time in the NHS, including pilotitis, have been well
documented (Taylor et al., 2015; Castle-Clarke et al., 2017; Horton et al.,
2018). Here, our study is able to benefit from the experience of Aca-
demic Health Science Networks (AHSNs) within the NHS. These inter-
mediary organizations are defined as key facilitators for spreading
innovation in the NHS, and thus have experience of mobilizing evidence
to support the deployment of a wide range of innovation pilots across
different sites in England. While previous studies have emphasized the
agency of a range of different groups in adopting and implementing
innovation, including the key role played by professionals and man-
agers, our study highlights the change agency exercised by innovation
intermediaries whose position in the healthcare system enables them to
work across boundaries in mobilizing evidence and framing the meaning
of innovations amongst different groups and organizations (Currie et al.,
2014).

Our paper contributes both to theory development and policy dis-
cussion. Theoretically, our analysis contributes to a growing body of
work which argues that existing models fail to address the impact of
implementation experience on the spread and sustainability of
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innovations (Ansari et al., 2010; Compagni et al., 2014). The commu-
nication of such experience may take a variety of forms, including
narratives of success and failure, but in healthcare environments centres
very largely on the generation and sharing of evidence (Greenhalgh
et al., 2004; Balas and Chapman, 2018). In this paper, we contribute to
this theoretical development by focussing on the role of intermediaries
in mobilizing evidence around pilot implementation studies as a linking
mechanism between different phases of an innovation’s journey into
more extensive use. In addition, from a policy perspective, we provide
new insights into the underlying causes of pilotitis by showing how
managing evidence transitions in the innovation journey requires early
involvement and shared learning amongst key stakeholders. This has
relevance not only to the challenges faced by the NHS but also to health
systems internationally (WHO, 2011).

2. Theoretical background

In Roger’s diffusion model (2003), widely used in healthcare studies
(e.g. Greenhalgh et al., 2005; Balas and Chapman, 2018), the spread of
innovations is seen as a cumulative process in which adoption by a few
individuals or organizations can act as a signal to other prospective
adopters, leading to a critical mass being reached when spread becomes
self-sustaining. Knowledge and awareness of the innovation is spread to
prospective adopters via peer networks, opinion leading individuals and
‘change-agents’ leading to eventual widespread adoption and imple-
mentation (Dopson et al., 2002). A vital underlying mechanism (Davis
and Marquis, 2005) in this model is the recursive relationship — a
feedback loop, in effect - between the cumulative decisions of individ-
ual, early adopting organizations and the widespread adoption and
implementation by other organizations (Dearing and Cox, 2018).

The applicability of this diffusion model to healthcare has been
criticized, however, for over-emphasizing adoption and understating the
barriers to the implementation of innovations in this sector (Ferlie et al.,
2005; Dearing and Cox, 2018). In response, there have been recent
moves to develop a more integrative understanding that looks beyond
adoption to incorporate the experience of innovation implementation
(Martin et al., 2012; Greenhalgh and Papoutsi, 2019; Scarbrough and
Kyratsis, 2021). The wider theoretical case for this rethinking of the
diffusion model is made by Ansari et al. (2010) who highlight the lim-
itations of the interorganizational focus of existing diffusion theories in
the face of ‘the emergent, processual, and recursive character of
implementation and diffusion’ (p.84).

2.1. The pilot paradox

Distinctive features of healthcare which limit the applicability of the
classical diffusion model include the influence of professional groups on
innovation adoption, and the wider policy and regulatory environment
(Dopson et al., 2002; Ferlie et al., 2005; Balas and Chapman, 2018).
Since these features give greater weight to the need for innovations to be
evidence-based, they tend to increase the importance of pilot studies in
the spread of innovations. At the same time, however, the outcomes
achieved from integrating innovations into existing services are often
highly context dependent (Asthana et al., 2019). This creates a paradox;
on one hand, pilot studies play a vital role in generating evidence to
support the adoption of service innovations, but on the other, the
perceived generalizability and acceptability of such evidence amongst
prospective adopting organizations and professionals may be limited
(Rhodes and Lancaster, 2019).

This paradox is reflected in previous empirical work. Some studies
affirm the importance attached to such evidence (e.g. Hendy and
Barlow, 2013), with one study finding that evidence played a ‘crucial
role’ throughout the innovation journey, being ‘visible at multiple time
points in the initiation, implementation and diffusion of service in-
novations.” (Barnett et al., 2011: p.5). On the other hand, such evidence
is seen to be ambiguous, contestable and subject to scrutiny by a range of
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occupational groups (Greenhalgh et al., 2004; Martin et al., 2012;
Asthana et al., 2019), requiring the generation of multiple forms of ev-
idence (Vasileiou et al., 2012).

These observations underline the need to better understand the role
of pilots in mobilizing evidence to support the innovation journey.
Although innovations are widely piloted within healthcare systems, the
existing literature focuses on pilots as evaluating specific instances of
adoption and does not consider their implications for more widespread
adoption. The few studies which have addressed this question tend to
reinforce the above-noted paradoxical relationship between the need for
evidence and its generalizability. Barlow (2016), for example, notes that
pilot projects ‘often fail to provide good evidence about the likely impact
of an innovation once it has become part of mainstream practice’ (p.
186). The rationale for this view centres on the exceptional character of
pilot studies. They are seen as exceptionally well resourced and
managed in very controlled and supportive local environments (Barlow,
2016). They are also championed by highly committed individuals who
are focussed on implementing them successfully within a strict time-
frame (Taylor et al., 2015). The argument runs that these exceptional
features and short-term focus of the local setting make such pilot sites
and the evidence they generate atypical of the wider healthcare system
and therefore of limited perceived generalizability and sustainable
value.

2.2. Evidence mobilization for the spread of innovations

As highlighted by this previous work, pilot-based evidence around
healthcare innovations does not speak for itself but needs to be mobi-
lized to support the spread and sustainability of service innovations
(Fitzgerald et al., 2002; Swan et al., 2016; Balas and Chapman, 2018).
Such mobilization efforts are subject to the mediating influence of
different occupational groups, (Hendy and Barlow, 2013; Martin et al.,
2012). Currie and Spyridonidis (2019), for example, emphasise that
heathcare professionals are not ‘passive recipients, but active partici-
pants’ in the process of innovation. In their study, they highlight the
interdependency between the role played by managerial and profes-
sional groups, observing how the leadership roles shifted between them
over different phases of innovation diffusion.

Studies show how a variety of occupational groups bring distinct
perspectives or epistemologies to bear on the mobilization of knowledge
and evidence (Evans and Scarbrough, 2014; Currie and Spyridonidis,
2019), with clinicians in the English NHS for example, viewing rando-
mised clinical trial (RCT) as the ‘gold standard’ for evidence (Ferlie
et al., 2005), while managerial groups are more concerned with cost
effectiveness. In respect of the adoption of specific service innovations,
however, all groups seek to relate evidence to their own local context.
Thus, clinicians ‘contextualize evidence within the delivery environ-
ment, adjusting it to patients’ needs and profiles’ (Vasileiou et al., 2012,
pp. 94-96), while for managerial groups, ‘evidence will be adapted and
translated ... and cannot be easily separated from the organizational
context in which it is being applied (Hendy and Barlow, 2013, pp.
219-220). As Martin et al. (2012) conclude in their study of the sus-
tainability of innovations in the NHS, evidence per se may be less
important than ensuring that ‘broader notions of a service’s value’ are
acknowledged and accounted for by those in decision-making positions.
They highlight how various discourses of value are constructed within
the local context to achieve this, backed by a network of support from a
range of stakeholders in clinical and managerial roles.

In partial response to the challenges which the scrutiny or resistance
of these different occupational groups and perspectives have posed for
the spread of healthcare innovations, recent decades have seen the
creation of various forms of innovation intermediary organizations, both
in the UK and internationally, which seek to accelerate that spread by
working across established boundaries (Evans and Scarbrough, 2014;
Durrant et al., 2023). Depending upon their constitution and purpose,
such organizations may be able exploit their position within healthcare
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systems to broker knowledge and evidence, and to develop collaborative
practices across disparate groups in support of innovation (O’Mahony
and Bechky, 2008). The agency afforded by their intermediary role
differs from the mediating influence exerted by occupational groups
such as clinicians, nurses and managers whose responses to particular
innovations are more situated within a particular organization (albeit
with the ability to transcend some boundaries within and beyond that
organization), but rather encompasses to some degree the wider
healthcare system, creating a distinctive perspective which is more
supportive of the spread of innovations.

In summary, one of the underlying mechanisms in the classical
model of diffusion involves a feedback loop from adoption by early
adopter organizations to more widespread diffusion at later phases of
the innovation journey. In healthcare environments, on the other hand,
this mechanism is brought into question by the much greater signifi-
cance attached to evidence supporting the innovation. Although pilot
studies provide an opportunity for intermediary organizations to
mobilize evidence at different points in the innovation journey, its
limited generalizability and contestable relevance to the different
groups involved means that it is unclear from the existing literature how
far such evidence can sustain a positive linkage between early imple-
mentation sites and later phases of the innovation journey.

In light of the limited coverage and contending views in the existing
literature, therefore, this paper aims to address the broad question: how
do innovation intermediaries use pilot-based evidence to support the
spread and sustainability of innovations in healthcare? By doing this, we
aim to increase our theoretical understanding of this topic and at the
same time help to inform responses to policy challenges such as pilotitis.

3. Research context and methods

The NHS in England is a publicly-funded healthcare system
accountable to the UK government. Despite its more unitary structure
compared to other national systems, the NHS has been identified as
suffering similar barriers to the spread of innovations as experienced
elsewhere, including pilotitis (Castle-Clarke et al., 2017; Horton et al.,
2018). It therefore provides an excellent setting for our empirical study.
Although the role of pilots in spreading innovation is a difficult phe-
nomenon to observe empirically, being highly distributed across
different sites and actors, we sought to overcome these challenges by
focussing our data collection on the work of AHSNs. These intermediary
organizations are a key spread facilitator for any type of innovation in
the English NHS, and work to develop innovations with a wide range of
innovators, such as companies, clinicians or academic institutions, from
the early phase of the innovation journey onwards. AHSNs assist with
initial proof of concept work and support stakeholders in their local
health and care system to adopt innovations which have been proven to
work elsewhere. AHSN members’ unusual positioning as change agents
along the whole innovation journey means that they are exposed to a
wide range of pilot studies and contexts as they seek to generate the
evidence needed for innovations to be adopted locally (Rogers, 2003).
Investigating the work of this group thus provides us with a unique
opportunity to situate the mobilization of pilot-based evidence within
the wider landscape of the innovation journey.

The AHSN Network is organized into 15 regional AHSNs covering the
whole of England, each working across a distinct geography and popu-
lation but encompassing a broadly similar pattern of innovation and
implementation activity (Ferlie et al., 2017). AHSN staff play a variety of
different roles depending on each AHSN’s structure but can be broadly
categorised into those who deliver projects, and those who direct such
projects. In the period of our study, AHSNs were promoting the spread of
innovations across a range of areas such as cardiovascular disease,
maternity and neonatal services, mental health, medicines, and respi-
ratory conditions. These innovations took on a variety of forms
including new technologies, changes in practice, and organizational
innovations. For the most part, however, they can be summarised as
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service delivery innovations.
3.1. Research methods

Given the exploratory nature of our study, we followed an abductive
qualitative approach to our research question (Mantere and Kekokivi,
2013; Tavory and Timmermans, 2014). Abduction combines elements of
both inductive and deductive approaches to allow for data and theory to
augment each other and is particularly useful in exploring phenomena
where ‘there is an absence of an existing or sufficient theoretical
explanation for data’ (Ashworth et al., 2019).

The research team are all academic researchers working at UK uni-
versities and not within the AHSNs or working within the healthcare
system. They represent different disciplines including organization
studies (HS), health services research (CS), health sciences and psy-
chology (KRS), and implementation science (AZ).

First order codes

Different actors requesting
different evidence

Clinical trials vs real world
evidence

Local context interdependent
with evidence mobilisation

Second order themes

Complexity of adoption context
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3.1.1. Data collection

This research builds on an initial study conducted between March
2020 and November 2020 focussing on the work of AHSNs in spreading
innovation. It had a broad focus on increasing understanding of the
activities undertaken by AHSNs in promoting the wider adoption of
innovations (their ‘approaches to spread’), and the nature of the work
carried out by their members. This study included one-to-one semi-
structured interviews with 143 participants across all 15 AHSNs. The
semi-structured interviews were sensitive to the context of each AHSN,
with numerous probes to explore particular aspects of AHSN members’
approach to spread. In an iterative way, our initial analysis of these
interviews highlighted the important role of pilot-based evidence in the
work of AHSN members to support the spread and sustainability of
innovation. Therefore, to explore this topic via more in-depth questions
and ensure greater balance and representation in our overall dataset we
decided to add to the initial data a further supplementary set of 8 semi-

Aggregate themes

Different evidence in different
parts of the innovation journey

Configuring pilot-based
evidence to context

Vs / \\\
/ \
|
|
|
| |
\ [
L /

Mobilising evidence from early
to later stage

Mobilising evidence from one

Evidence transitioning across
space and time

adoption site to another

Adopters not trusting evidence
from other sites

Handing over evidence during
the innovation journey

Framing of evidence for

Challenges across transitions
(pilotitis)
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mobilisation of evidence

Fig. 1. Data structure.
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structured interviews with commercial leads in senior roles across
different AHSNs (for the interview guide see Supplementary Material).
With a more fine-grained understanding of the phenomenon, we then
revisited the entire data set (143 from the initial data collection and the
additional 8) so as to situate the role of pilot studies within the wider
spread efforts of the AHSN staff. Excluding from our analysis transcripts
that did not explicitly discuss the role of pilot-based evidence in sup-
porting spread activities, we focussed our analysis on a total of 53
transcripts encompassing a cross section of staff members from all 15
AHSNSs. Based on their job descriptions, 22 were at the senior level,
while 31 were in operational posts. For 26 of the participants, their role
was mostly in innovation adoption, 15 were in supporting commercial
partners, eight were in the area of patient safety, two were in business
support and communication and we had one clinical lead and one CEO.
There were no financial or other incentives to participate and no
participant dropped out or refused to participate. All interviews lasted
on average 1 h, were conducted in a remote working/home office
context over the phone, were audio recorded and then professionally
transcribed verbatim.

3.1.2. Data analysis

All transcripts for this sample were coded and analysed using
abductive thematic analysis (Thompson, 2022; Tavory and Timmer-
mans, 2014) supported by Dedoose software (Dedoose, 2018). First KRS,
CS, and AZ familiarised themselves with the transcripts and then indi-
vidually generated first-order codes. KRS, CS and AZ then came together
to discuss the initial first-order codes they had identified and created a
codebook and completed the final coding. KRS and CS then consolidated
the codes using the theoretical lenses from innovation journey and ev-
idence mobilization to develop second-order themes. Finally, the
research team met together to discuss the codes and themes identified,
examine relevant literature, leading to the development of three over-
arching aggregate themes presented in Fig. 1. Together these aggregate
themes result in our primary theoretical contribution.

4. Findings

Three aggregate themes were identified from our analysis: config-
uring of pilot-based evidence to context; transitioning pilot-based evi-
dence; and managing transitions (see Fig. 1). These interacting themes
speak to the experience of how AHSNs use pilot-based evidence to
support the spread and sustainability of innovations within the NHS. The
first theme, configuring pilot-based evidence to context, reflects the AHSN
concern with how pilot-based evidence fits, responds and adapts within
complex contexts involving different stakeholders and types of innova-
tion. The second theme, transitioning pilot-based evidence, speaks to the
AHSNs’ experience of mobilizing pilot-based evidence across different
transitional points within the innovation journey. The final theme,
managing transitions, speaks to the strategies AHSNs use to support the
mobilization of pilot-based evidence across these transition points.
Together, these three interacting themes highlight the challenges in
mobilizing pilot-based evidence to support spread and sustainability
across key transition points in the innovation journey.

To fully address our research question, we need to understand what
AHSNSs consider as pilot-based evidence. Similar to previous research
(Ettelt et al., 2014), our analysis shows that for AHSNs, there is no
consensus definition of the term ‘pilots’. Rather, participants used a
constellation of terms (e.g., local demonstrator, real-world evaluation,
business-case, pilot RCT) to denote what we have inclusively labelled
‘pilots’; i.e. studies or activities that help to generate evidence sup-
porting the spread and sustainability of innovations. Again, reflecting
the variety of forms which it takes, we define the evidence generated
from such pilots as forms of explicit knowledge which are generated
through evaluation of the outcomes (economic, clinical, implementa-
tion) achieved (Tarlier, 2005; Vasileiou et al., 2012).
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4.1. Configuring pilot-based evidence to context

A recurring theme in AHSN members’ work experience around pilots
was the need to configure them to meet the needs of a particular local
context and timeframe. This involved careful attention to the local
setting. One participant, for example, observed:

We have to be considerate of our local context. I guess as much as you
might have a one-size-fits all project, there are going to be local variances
and local barriers that we need to address, and part of our role is to
facilitate the appropriate discussions with the appropriate people to try to
come to some sort of agreement that’s mutually beneficial and I guess a
win-win for all. (Innovation Adoption, Senior)

Participants described how in mobilizing different forms of evidence
they sought to assemble a ‘jigsaw puzzle’ made up of interdependencies
between types of innovation (e.g. digital, device, diagnostic), and the
stakeholders within particular local contexts.

Configuring to context involved generating and framing different
forms of evidence according to the stakeholder audiences involved and
the type of innovation. This required understanding and working with
the perspectives applied by different groups. One participant noted of
doctors ‘What they’re looking for is the clinical evidence/clinical utility
... how it improves patients’ lives’. In contrast, ‘with managers, and
procurement managers ... it’s the financial return of investment’. Faced
with these different perspectives, AHSN staff sought to ensure that
multiple, different but complementary forms of evidence were produced
from pilots that would enable the innovation to move forward in its
journey. As one AHSN member put it, they sought to work with different
groups so as to ‘get in their heads in the right space ... so you can then
guide around the data, information and evidence that they’re going to
need to produce, in order to achieve that next step. Quite often, clinical
teams are focused on patient outcomes and efficacy. Forget about the
fact that there’s going to need to be somebody paying for this, at some
point in the future, and miss out the business element’.

Configuring was also dependent on the innovation’s positioning in
the innovation journey, In the early phases, the main emphasis of pilot
studies was on proof of concept, focussing on producing early evidence
of efficacy and effectiveness. Depending on the type of innovation,
evaluation designs might encompass experimental designs, e.g., Rand-
omised Control Trials, or observational or descriptive designs. In sub-
sequent phases, the purpose of pilots shifted towards producing
evidence on real-world feasibility and acceptability among users, e.g.,
staff and patients.

4.2. Transitioning evidence

Movement along the innovation journey involved the capacity to
transition evidence over time and different contexts. AHSN members’
capacity to do so benefitted from their intermediary status, and the
longer time horizon associated with spreading innovations. As one
noted;

Moving that forward into future projects, data evaluation and collection
of qualitative or quantitative data is something I make sure is very, very
early within our project proposals ....which then in turn allows us to
improve impact and implement things in a sustainable way, which we can
then lead to further-wider adoption and spread. (Innovation Adoption,
Operational)

Such transitioning work involved a close understanding of different
perspectives, and the ability to re-frame the evidence so as to co-
construct the meaning of innovations with different groups or con-
texts. As one AHSN member observed;

I think we do some work with that ... so that when people get their data
that we are able to help them articulate what that really means. ... Being
really clear about the type of value you're providing, whether it’s bed
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days, nursing hours or days, or patient ... saving 100 bed days is quite a
good pitch if you're talking to an investor. They get excited about that, but
someone in procurement will go, 'Bollocks!” So you need to adjust your
pitch. (Commercial Director, Senior)

AHSN staff also sought to codify and ‘package’ the evidence to make
it comprehensible and meaningful in different settings. As one observed;

If you can provide them with that one-pager about the offering and the
benefits, they can then use that one-pager to go to the boss and go, 'Great,
we’ve got a fantastic innovation, I think it sounds really good, here’s a
one-pager.’ (Commercial Director, Senior).

To pre-empt the need for further pilots, our AHSN participants
emphasized the value of ‘real world’ evidence:

What the real-world validation does is it shows you how you can do it in
the next place and the next place and the next place, and it gives the
business with the product the opportunity to say, ‘No, we don’t need to
pilot this, because we did it in this environment in that Trust.” (Com-
mercial Director, Senior)

The importance of this kind of transitioning work can be conveyed
most clearly through a vignette from our study in which one of our
participants described how an innovation aimed at preventing urinary
tract infections (UTIs) moved from development to spread across En-
gland, as follows.

1. Early phase (development)

‘We started off really small with four care homes trying to reduce
urinary tract infections with care home residents, and in getting a test
change that we can put in place that actually is achievable within the
care homes [...] We identified the four care homes with the highest
urinary tract infections in the region and then we put in place a simple
innovation of just seven structured drinks around every day [...] Basi-
cally, we did that, we tested that, refined the changes, did that for about
eight months, saw improvements [...] so you have to like scale it to get
that benefit. [...] We measured reduction in antibiotics, so we thought
okay, this is going well [.] we’d adapted to what they said worked well,
they said it was easy to implement, it was cost neutral, so then we spread
it to another five care homes’.

2. Middle phase

‘We took the highest ones with UTI admissions to hospital, baselined
their data for UTIs requiring antibiotics, and then looked at the data for
18 months, so pilot one, and then probably eight months or pilot two,
found that we had consistent improvement. That’s when we decided to
take it further to basically to spread it throughout the whole of [the
region’s] care homes, and then what we did is we got a grant from
Health Education England’.

3. Late phase

‘We did some training alongside it [.] Then we designed a toolkit if
anybody nationally wanted to then run the same project, we released
our measurement tools, our how to do it, a toolkit on how to do it, all of
our posters that we used, stuff like that, so we literally put it into a
package so that it could be realized. Then, because we were getting loads
of interest through social media, we won certain awards for it, so that
obviously generated interest. It was really great to be able to point
people towards if you want to roll this out here, this is what you do [.].”

This vignette shows how the transitioning of evidence from pilots
helped to carry the innovation forward across various phases in the
innovation journey. In the early phase, we see the configuring of evi-
dence to context; what is ‘achievable within care homes’, a ‘simple
innovation’ and ‘easy to implement’, with evidence collected using
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specific measures of efficacy and effectiveness. The innovation’s benefits
were thus realized and evidenced by adapting it to a localized context.
Transitioning from the early to the middle phase involved transforming
that localized evidence via a series of pilots within an AHSN region to
meet the needs of a wider range of ‘real-world’ contexts. In the move to
the late phase, transitioning involved the packaging of evidence and
supporting materials for implementation - for example, training - which
could help to spread the programme to a wider audience on a national
level. At the same time, we also observe the feedback effect from early to
later adopters as implementation of the innovation itself helps to
generate further interest; ‘ ... if you want to roll this out here, this is what
you do’.

4.2.1. Challenges across transitions

The above examples discussed the transitioning of evidence along
the innovation journey. Where such transitioning failed, however, and
evidence failed to travel across contexts or be sustained over time,
participants typically characterised it in terms of ‘pilotitis’. This might
mean a lack of sustainability:

They used to say there were more pilots than British Airways, and they
wereright. [...] So, we had pilots that ran for years that were never rubber
stamped to say, 'Business as usual.’ I think that’s the bottom line.
(Commercial lead, Senior)

Or pilotitis might denote the unnecessary repetition of pilots in
different contexts:

There are always the people who want to see evidence that’s been
generated in their area ... We'll capture evidence around it. We’ll measure
it again. Then, we’ll make a decision. Rather than taking and trusting
evidence which has been generated elsewhere and assuming that will be
transferrable into their area. (Business support, operational)

From the AHSN perspective, pilotitis arose because stakeholders
were unwilling to accept the transferability of ‘evidence which has been
generated elsewhere’. Where this happened, innovators were seen to be
locked in a vicious circle:

The challenge that we have seen around that is usually innovators they go
through a perpetual cycle of trying to show, every time, that actually the
innovation works in the clinical setting they’re addressing. They go
through a series of pilots without actually being able to spread. It’s every
time, starting from zero. (Commercial lead, Senior)

What this extract makes clear, however, is that pilotitis was symp-
tomatic of underlying tensions in the mobilization of evidence for in-
novations; between the demands, respectively, of configuring evidence
to context, and of transitioning evidence along the innovation journey.
Where pilot studies are configured, as in the above quote, on ‘trying to
show ... that actually the innovation works in the clinical setting they’re
addressing’, the ability to transition that evidence to other settings may
be compromised. Rather than transitioning, the evidence at subsequent
sites in the innovation journey is ‘starting from zero’.

4.3. Managing transitions

This theme highlights how AHSN staff sought to avert pilotitis by
using their intermediary role to manage the transitions of evidence. This
involved creating the social and cognitive underpinnings that would
allow evidence to travel and be trusted in other settings. It involved,
first, creating greater connectivity between phases of the innovation
journey by building social networks across organizational boundaries
and involving key groups, including later phase stakeholder groups, in
pilot evidence production. As one commercial lead noted;

I think one of the key elements that I see that we need more and more is
who are the key players from the early conversations involved for an
evaluation for a pilot? If you just involve only the clinical lead and the
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innovation, then you're missing out the data that can support around
procurement and return of investment. If you have a pilot with a trans-
formation lead, but you are missing the clinical lead, again, you are
missing ... I think all of these parties need to be involved in order to
capture evidence that, actually, will speak to their language and to their
needs. (Commercial Director, Senior)

Participants discussed the need to build more widely-based com-
munities around an innovation to facilitate future spread and sustain-
ability. For example, another Commercial Director discussed ‘a year-
long, real-world evaluation working with clinicians, working on the
building the health economic case, working on building up a stakeholder
community’. Building such communities would help to pre-empt the
need for additional pilots; ‘They’re taking it as face value, as it were, that
the evidence that we’ve provided is sufficient and there is enough of an
effect on patient outcomes that it should just be done.’

While stakeholder communities could help to facilitate the spread of
innovations through shared understandings of their value, a further
strand of work sought to do so by brokering knowledge between groups.
AHSN staff sought to share the learning from pilot implementation
studies via implementation guides. They also ensured that the learning
from the experience of pilot implementations was widely communicated
to other prospective adopters to build knowledge and awareness. As one
AHSN senior manager put it;

It’s easy to sell to one or two hospitals but there’s 200 of them, so if you
have to go to 200 and hand-hold them through a bespoke process every
time, it’s impossible. What you do actually need to do is to build an un-
derstanding of the challenges around implementation that mean it’s
transferable to the next organisation. You almost have to describe how to
adapt the product within a pathway when it goes to another organisation.
(Commercial Director, Senior)

This desire for real-world validation shows how AHSN staff sought to
manage transitions more effectively by framing the innovation at each
phase of the innovation journey appropriately for relevant groups. By
balancing the generalizability and context specificity of pilot-based ev-
idence in this interpretive work, some of the tensions between config-
uring to context, and transitioning the evidence, could be mitigated.

5. Discussion and conclusions

Our study makes a number of contributions to theoretical and policy
development in this area. First, our study sheds new light on the role of
pilot-based evidence by highlighting the transitioning of such evidence
between groups and contexts. While previous studies have acknowl-
edged the contextually contingent role of pilot-based evidence in
spreading and sustaining evidence (Fitzgerald et al., 2002; Martin et al.,
2012; Hendy and Barlow, 2013), these accounts have not drawn out the
implications of these insights for the wider innovation journey. As our
findings show, however, transitioning pilot-based evidence required
transforming the evidence from an initial local context to satisfy later
phase contexts of the innovation journey. This may be characterised as a
process of ‘decontextualization’ and ‘recontextualization’, such that
data generated in one context is repurposed as meaningful evidence in a
new context (Green et al., 2023; Durrant et al., 2023), thereby sup-
porting what Martin et al. (2012) term ‘discourses of value’. As we
observed, such transitioning work enabled the evidence-base to track
the innovation’s journey, shifting from an initial focus on clinical effi-
cacy and resource efficiency to real world concerns centred on imple-
mentation outcomes, thus mitigating to some degree the
context-dependency constraint on the spread of innovations in
healthcare.

Second, we extend previous work (Taylor et al., 2015; Barlow, 2016)
by showing how the limited generalizability of pilot-based evidence is
not an inescapable consequence of their exceptional status within the
healthcare system, but, at least in part, a product of how the tensions are
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managed between the demands of evidence generation in the initial
local context, and the transitioning of evidence to later phases of the
innovation journey.

Third, we contribute to a greater understanding of the role of
different forms of agency in healthcare innovation. Much work has
focussed on the agency of managerial and professional groups in
creating the need for a plurality of evidence forms through the deploy-
ment of distinct occupational perspectives. In contrast, our study shows
how the intermediary positioning of AHSNs within the healthcare sys-
tem helped them in their efforts to proactively manage the tensions and
dilemmas of working across and with a plurality of evidence and per-
spectives. Our findings here speak to the Durrant et al. (2023) call for
greater understanding of the practical craft of mobilizing evidence by
those in intermediary roles. Importantly, a feature of their positioning
along the innovation journey was a longer-term temporal orientation
which counteracted the short-term timescale of localized pilot studies,
and enabled AHSN staff to engage in the necessary transitioning of ev-
idence along the innovation journey. This finding highlights the
importance of the sometimes neglected temporal dimension in evidence
mobilization for innovation spread and sustainability (Martin et al.,
2012), and complements work on the temporal ordering of leadership
roles in innovation (Currie and Spyridonidis, 2019).

Fourth, our study shows how, under certain conditions, evidence can
be transitioned to create a positive linkage between early adopting sites
and the wider spread and sustainability of innovations — helping to
establish, as per our earlier vignette, some kind of momentum. In this
respect, our findings contribute to the wider effort to theorize the
interplay between the implementation and spread of innovations by
showing how in the healthcare environment this is dependent not only
on inter-organizational conditions but also on the inter-occupational
dynamics of evidence mobilization (Ansari et al., 2010; Greenhalgh
et al., 2017; Scarbrough and Kyratsis, 2021). In particular, while clas-
sical diffusion theory views early adoption as providing clear signals to
later adopters, our study suggests that the capacity of pilot-based evi-
dence to provide such a linking mechanism may be dependent on the
particular forms of intermediary work highlighted in our study.

From a policy and practitioner standpoint, the analysis of our find-
ings points the way towards actions which may serve to enhance the role
of pilots in spreading innovation and to mitigate the risks of pilotitis. In
particular, a greater understanding of the role of pilots in spreading
innovations can help compensate for their outlier status and support the
bridging of transitions. This runs counter to the observed tendency,
highlighted previously, for pilots to be designed and conducted in a way
which meets the immediate needs of local implementation but which
creates greater barriers to the onward mobilization of evidence.
Designing pilots within highly controlled and supportive settings may
facilitate more successful outcomes locally, but makes them less repre-
sentative of the wider healthcare system, and therefore potentially less
effective as an early site for mobilizing evidence and shared learning to a
wider audience of prospective adopters. On the other hand, our study
shows that there are ways in which intermediary organizations can help
smooth the mobilization of pilot-based evidence across transitions by
involving, and sharing learning with, a wider group of stakeholders and
prospective adopters (Horton et al., 2018; Lemieux-Charles et al., 2002).
In a similar vein, our study suggests that the evaluation methods used in
pilots may also need to be reviewed to become more oriented towards
onward spread rather than local implementation efforts. This involves a
greater focus on real world evidence, addressing the outcomes of
implementation more holistically, to overcome the shortcomings of
traditional controlled research designs (WHO, 2011; Skivington et al.,
2021).

5.1. Limitations and future research

The relative lack of empirical evidence and previous literature on the
role of intermediary groups in spreading innovation via pilot-based
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evidence required a broad exploratory focus. Future research opportu-
nities may encompass both more systematic large-scale work, as well as
more detailed longitudinal or micro-level investigation. Our study is also
bounded by our reliance on the perceptions of AHSN members only and
not other stakeholder groups in the wider innovation ecosystem. In
discussion of pilotitis, for example, we recognize that what may seem to
be an unnecessary obstacle to AHSN staff may seem to be a necessary
step to others. Further research could explore the views of other groups,
including other intermediaries, innovators and adopters.
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