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Task 1 – Concept Map
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Task 2 - Self-Reflection of Group Activity

Self-Reflection on the Convergent and Divergent Thinking Paperclip Activity Using Driscoll's Reflective Model (University of Edinburgh, n.d.)

So What?  
During the paperclip activity, my group needed to come up with as many alternative uses for a paperclip as we could within a set time. We generated about 20 ideas, such as using the paperclip as a bookmark, keyring attachment, phone stand, zipper pull, and cable organiser. My main role was to share ideas during the brainstorming phase and then help determine which suggestions were practical. The activity had two parts: generating ideas and evaluating them.

So What?  
This activity helped me see the difference between divergent and convergent thinking. In the divergent stage, I was encouraged to think creatively and suggest a variety of possibilities without judgment. This allowed the group to consider different viewpoints and fresh ideas. On the other hand, the convergent stage needed logical thinking and decision-making to pinpoint the most practical solutions. I discovered that I naturally favoured convergent thinking, as I tended to evaluate ideas before fully exploring other options. However, the activity taught me that effective problem-solving involves both methods working together. This insight is especially important in health and social care, where professionals must come up with new solutions while ensuring they are safe and realistic.

Now What?  
In future group activities, I will try to share my ideas more openly during brainstorming before evaluating them. Improving my divergent thinking skills will help me be more creative and flexible, while keeping strong convergent thinking will aid in making effective decisions in my health and social care practice.













Task 3 - Case Study of a UK innovation
This case study examines the NHS Federated Data Platform (FDP) as a creative, digitally enabled initiative that is driving tangible improvements in patient care. By moving beyond siloed spreadsheets and static reports, the FDP provides integrated, real-time insights that empower local leaders to act decisively. Two contrasting applications tackling health inequalities and streamlining surgical waiting lists demonstrate the platform’s versatility and the value it creates.

The FDP’s innovation lies not in collecting new data but in connecting existing NHS datasets in a secure, federated architecture. This creative systems-level thinking allows rapid development of purpose-built dashboards and tools without costly infrastructure overhauls. The platform becomes a canvas on which different clinical and operational challenges can be addressed through a common data language. This approach replaces manual, time-consuming analysis with automated, actionable intelligence.

One powerful application is the Performance Overview Dashboard’s health inequalities section (NHS England, 2026a). Here, creativity manifests as a deliberate focus on the Core20PLUS5 framework, embedding deprivation and ethnicity metrics into routine performance monitoring. Rather than treating equity as an afterthought, the dashboard surfaces the gap in early cancer diagnosis or emergency heart attack admissions by geography and population group. This makes disparities impossible to ignore at integrated care board level, enabling leaders to target resources where they are needed most. The value is a data-led route to fairer access and outcomes, moving from describing inequality to actively closing the gap.

At University Hospitals Sussex, the Inpatients Care Coordination Solution (CCS) tool within the FDP replaced basic spreadsheets and manual theatre booking processes (NHS England, 2025). The creative leap was turning fragmented patient lists into a single, transparent, real-time view of who is clinically ready for surgery. Staff who once spent hours tracking patients now have instant access to prioritised information. The change saved over 90 hours of staff time per week, but the primary value for patients is faster access to operations. With specialties from maxillofacial surgery to urology using the system, waiting list management became proactive rather than reactive, directly shortening the time to treatment.

Together, these examples show how creativity in data infrastructure translates into double value: operational efficiency that reduces delays, and strategic intelligence that fosters equity. Patients benefit from shorter waits and a healthcare system that can see and respond to unequal outcomes. The FDP’s success lies not in a single tool but in a model that makes innovation replicable, turning data into a continuous force for improvement.






















Task 4 - Research Task

A persistent failure to meet the four-hour A&E waiting time standard has been documented across NHS England, and two quantitative studies identify inpatient bed occupancy as a central structural cause.
Friebel and Juarez (2020) analysed daily data from 143 NHS Trusts between June 2016 and October 2019, covering over 72 million A&E attendances. Using linear panel data models with Trust-level fixed effects, they found that for each one percentage point rise in bed occupancy, a Trust's probability of meeting the four-hour target fell by 9.5 percentage points. The number of patients waiting on trolleys for between four and twelve hours per 1,000 admissions increased by approximately 5.5 for every one percentage point rise in occupancy. Critically, these effects intensified above a 90% occupancy threshold a level the NHS had already exceeded, with average occupancy running at 93.2% across the study period. The authors calculated that a minimum of 3,861 additional inpatient beds would be required across the NHS to reduce mean occupancy below this threshold. They also found that reliance on temporary escalation beds worsened rather than improved performance, arguing that short-term capacity injections cannot substitute for permanent structural investment.
Gaughan et al. (2020) reached consistent conclusions using a different design. Analysing weekly data from 139 major English EDs between 2011/12 and 2015/16 via a Poisson fixed-effects model, they found that a one percentage point increase in bed occupancy was associated with a 1.5% rise in long overall waits and a 3.4% rise in long trolley waits. Patient age was also significant each additional year of mean patient age was associated with a 4.2% increase in long waits indicating that demographic demand pressure compounds the capacity constraint. The authors noted substantial unexplained variation across departments, suggesting that bed occupancy alone does not account for the full picture.
Taken together, both studies point to the same structural diagnosis: a bed stock that is chronically insufficient to absorb emergency demand.




















Task 5 - Podcast
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Task 6 - NHS Leadership Framework Analysis

The NHS Leadership Framework (2012) establishes the essential behaviours and capabilities required for effective health and social care leadership. It is structured around seven foundational domains designed to deliver safe and person-centred care. The first three domains focus on personal and operational leadership: Demonstrating Personal Qualities requires self-awareness and integrity; Working with Others highlights relationship-building and teamwork; and Managing Services prioritizes effective planning and resource accountability.  

The remaining domains guide strategic transformation: Improving Services stresses patient safety and critical evaluation; Setting Direction leverages evidence for informed decision-making; Creating the Vision influences others by embodying organisational values; and Delivering the Strategy translates long-term visions into sustainable, risk-managed actions. Collectively, these components enable leaders to navigate structurally complex environments. While currently transitioning into an updated framework due to structural centralisation under the Department of Health and Social Care, these core domains remain crucial benchmarks for driving healthcare excellence and managing organisational change effectively.  


A healthcare leader can actively utilise the Improving Services domain to foster an organisational culture where innovation is treated as a continuously developing mindset. By focusing on its core aspects, evaluating practices critically and encouraging innovation, the leader can prompt staff to deliberately engage their imagination to solve complex clinical challenges, drawing on established creative leadership concepts (Buller, 2015).  

In practice, the leader creates a supportive environment where staff are unafraid of criticism when presenting novel care pathways. Utilising transformational attributes like intellectual stimulation, the leader encourages reflective practice following incidents rather than placing blame. This empowers frontline teams to design creative solutions, such as transitioning to interactive digital care plans. Ultimately, this framework component directly improves patient care by enhancing safety, raising clinical standards, and reducing staff burnout.  























Task 7 - Self-Reflection Journal Entry

Before this module, I assumed creativity was strictly confined to expressive domains like art and music. However, my understanding has completely transformed. I now recognise creativity as a vital cognitive process for generating novel, valuable solutions to complex challenges in Health and Social Care. By actively applying divergent thinking to brainstorm a wide range of ideas and convergent thinking to logically narrow them down into a single solution, my approach to problem-solving has vastly improved. 
I have also learned that creating "value" in healthcare fundamentally means achieving the best possible patient outcomes at the lowest cost. With the NHS facing severe pressures, including high staff burnout and rising operational costs, resourcefulness is critical. I now understand that being resourceful means working smarter, not just harder, to find quick and clever ways to overcome difficulties with the tools available. 
Moving forward in my professional practice, I will champion transformational and ethical leadership to inspire my team and ensure safe, person-centred care. I will embrace contemporary technologies, to improve healthcare delivery, while remaining acutely aware of barriers like the digital divide to ensure equitable access. Finally, I will consistently use frameworks like Gibb’s reflective cycle to honestly evaluate my experiences and continuously improve my practice. 
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Creativity is the ability to generate new and
valuable ideas, solutions, or approaches to
problems. creativity. It involves producing
ideas that are both novel and valuable,
making it a key driver of innovation.

Value creation can be defined through three
aspects : Allocative Value, which ensure fair
access to all service users, Technical Value
ensuring efficiency and Personalised Value
for Person-centred care.

When creativity is applied to health and social care
service design and delivery, it can generate innovative
solutions such as telehealth services, shared decision-

making and health promotion programmes, These
innovations improve accessibility, efficiency, and patient-

centred care while reducing waste and improving
outcomes. Examples from this module include

PreMedPrep and Dementia Water Candy, demonstrating

how creative ideas can address specific healthcare
challenges and improve patient experiences.
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