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Task 1- Concept Map
In health and social care, creativity serves as the foundation for innovative problem-solving, enabling practitioners to design new approaches to care delivery. For example, implementing digital tools or novel patient engagement strategies requires creative thinking to address complex challenges. This creativity drives value creation, as innovative solutions can improve patient outcomes, enhance efficiency, and optimize resource utilization. Value creation focuses on producing benefits for all stakeholders, including patients, staff, and the organization, by ensuring that services are effective, equitable, and sustainable.


The interaction between creativity and value creation directly contributes to health and social care improvement, which encompasses enhancing service quality, safety, and patient satisfaction. When creative solutions successfully generate value, they lead to measurable improvements in care delivery. Furthermore, improvements in health and social care create feedback loops that stimulate further creativity and innovation, forming a continuous cycle of development. For instance, successful implementation of a new care pathway may inspire further innovative strategies to refine processes and increase value for patients.


Thus, in a health and social care context, creativity, value creation, and improvement are interdependent. Creativity initiates new ideas, value creation ensures these ideas benefit stakeholders, and improvement reflects the tangible enhancements in care delivery. This interconnected framework supports ongoing evolution in services, promoting excellence, efficiency, and patient-centered care.
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Task 2 — Self-Reflection on the Convergent/Divergent Thinking class activity 

Using Gibbs’ Reflective Cycle (1988) I reflect on a recent convergent/divergent thinking session carried out in the group.

Description: the group completed a timed divergent exercise (rapid idea generation) followed by a convergent session (selection and refinement). I contributed ideas, listened, and helped group criteria-setting.

Feelings: initially energised during divergence; later felt tension as we converged because differing priorities emerged. I experienced mild frustration when some practical constraints were raised that curtailed a novel idea I valued.

Evaluation: strengths — the divergence phase produced breadth (many unusual options), encouraging psychological safety; the convergence phase improved feasibility and produced a coherent short-list. Weakness — we transitioned too quickly to convergence, which narrowed creative potential prematurely.

Analysis: Gibbs’ model emphasises learning by examining each stage. My behaviour showed an inclination toward rapid feasibility judgement (convergent bias) that curtailed exploratory thinking. Literature on creative processes suggests that separating divergence and convergence temporally maximises originality (Smith, 2019) — I noticed our premature convergence reduced unusual options.

Conclusion and action plan: I will intentionally adopt role-based timeboxing in future sessions: one member to “devil’s advocate”, one to capture wild ideas without judgment, and scheduled reflection pauses to delay convergence. I will practise suspending immediate feasibility judgement to foster richer divergent output and then use explicit criteria to guide convergent selection. This should increase the novelty and eventual usability of group solutions.  

(Gibbs’ cycle used as the organising model — Gibbs, 1988.)

Task 3 — Case study: NHS innovation — Rapid adoption of video consultations (Attend Anywhere / “Near Me”) 

Context and problem: Prior to 2020 many NHS services relied on face-to-face outpatient and community appointments. Geographic barriers, travel burdens for frail patients, and capacity constraints created access problems and inefficiencies.

Innovation and creative approach: Attend Anywhere (commercial platform deployed in the UK as “Attend Anywhere” / “Near Me”) was scaled rapidly by several NHS trusts to deliver video consultations across specialties (outpatient, community, care homes). Creativity was exercised not in inventing new software but in re-framing service delivery: teams used design thinking to map patient journeys, identified where visual contact would preserve clinical value, and co-designed workflows with patients and admin staff. This approach combined divergent ideation (new modes of access, remote triage) with convergent implementation (protocols, safeguarding, IT integration) to rapidly operationalise change (NHS England case study; Scottish evaluation).  

Implementation tactics: Leaders established rapid governance “sprints”, interdisciplinary teams (clinicians, IT, managers) and simple metrics (no-show rates, travel miles saved, patient satisfaction). Training and script templates addressed clinician hesitancy; patient instructions and administrative support reduced digital exclusion. Creative problem-solving focused on removing friction (e.g., pre-appointment tech checks, dedicated staff to onboard care homes) rather than on costly bespoke IT development.  

Value created:
      •     Patient experience: reduced travel, fewer missed work/school commitments, better access for housebound patients and care homes. Evaluations reported positive patient satisfaction and increased reach to vulnerable groups.  ￼
      •     Clinical and operational value: reduced outpatient footfall where appropriate, enabled continuation of services during COVID-19 surges, and freed capacity for complex face-to-face care. Reduced environment and time costs (less travel) also emerged in evaluations.  

How creativity drove change: Creativity was evident in reframing the problem (access redesign), rapid prototyping of operational processes, and adaptive learning from early deployments. Rather than a single “eureka” product, the innovation combined human-centred design, iterative testing and organisational flexibility — enabling rapid diffusion across trusts. Leadership that authorised small-scale experimentation and tolerated early imperfections accelerated adoption.

Limitations and lessons: Equity risks persist (digital exclusion for some groups), and clinical suitability must be carefully triaged. Sustainable value requires investment in digital inclusion, robust evaluation of outcomes, and embedding new workflows permanently rather than reverting post-crisis.

Sources: NHS England case study; external evaluations of Attend Anywhere/Near Me in Scotland and trust case reports.  

Task 4 — Research task: current issue — Mental health stigma limiting access to care 

Problem: Stigma attached to mental illness continues to limit access to timely care, reduce help-seeking and worsen outcomes for people with mental health conditions.

Article 1 — Corrigan & Watson (2002/2012 synthesis): Corrigan’s work conceptualises stigma as multi-faceted (public stigma, self-stigma) and identifies mechanisms by which stereotypes, and prejudice translate into discrimination and social exclusion. Empirical studies summarised by Corrigan indicate that public stigma produces anticipatory avoidance of services (fear of being labelled), while self-stigma undermines self-efficacy and recovery orientation. Structural stigma (institutional discrimination, reduced resource allocation) magnifies these effects by making services less accessible and acceptable. Corrigan argues that both attitudinal change and policy interventions are required to reduce barriers to care.  

Article 2 — Thornicroft (2008 / Lancet Commission follow-ups): Thornicroft frames stigma as ignorance (lack of knowledge), prejudice (negative attitudes) and discrimination (exclusionary behaviour). His reviews show that misconceptions about dangerousness and unpredictability of people with mental illness perpetuate fear and social distance, discouraging disclosure and help-seeking. Thornicroft highlights that anticipated discrimination (expectation of unfair treatment) often deters individuals from accessing services even when readily available. He also documents systemic drivers—poor service integration, workforce stigma and funding inequities—that perpetuate reduced access. Thornicroft’s synthesis emphasises multi-layered interventions (education, contact with people with lived experience, and structural change) to address the root causes.  

Paraphrased synthesis: Both authors indicate that stigma operates at individual (self-stigma, shame), interpersonal (public attitudes), and structural levels (institutional policies and resource allocation). These factors interact to produce avoidance of help, late presentation, and suboptimal engagement with services. Interventions must therefore be comprehensive — combining education and contact-based programmes to change attitudes, initiatives that empower people with lived experience, and policy actions to reduce discrimination and improve service accessibility.  
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Task 6 — NHS Leadership Framework Analysis

A. Summary of key components 

The NHS Leadership Framework (now presented as the Healthcare Leadership Model) describes the behaviours, knowledge and skills required for effective leadership across health and care settings. It is organised around core leadership domains such as Inspiring shared purpose, leading with care, evaluating information, connecting our service, Sharing the vision, Engaging the team, and Developing capability (NHS Leadership Academy, Healthcare Leadership Model). The framework emphasises that leadership is not confined to senior roles: it is distributed and behavioural, applicable to clinical and non-clinical staff. It provides developmental tools (self-assessment, 360 feedback) to identify strengths and gaps, and it links leadership behaviours to service outcomes such as quality, safety and staff engagement. Importantly, the model situates leadership within complex systems: leaders are expected to manage change, foster psychological safety, and build collaborative relationships across organisational boundaries. The framework’s competency language supports structured development programmes and aligns leadership behaviours with organisational strategy and patient-centred care.  

B. Chosen component — Engaging the team — how a leader might use it to encourage creativity and improve care 

A leader applying Engaging the team fosters participation, psychological safety and distributed ownership — all prerequisites for creativity. Practically, a leader can create regular, protected innovation time (innovation huddles), invite multi-disciplinary representation (clinicians, admin, patients), and explicitly reward experimentation. They can model curiosity by asking open questions, reframing problems as design challenges, and publicly valuing near-misses and learning from failed pilots. By using structured tools from the Healthcare Leadership Model (e.g., 360 feedback, development plans), the leader identifies and develops creative behaviours across the team. This creates an environment where staff propose small-scale tests, co-produce solutions with service users, and iteratively refine interventions — translating creative ideas into measurable improvements in patient experience and service efficiency. Embedding team engagement in appraisal and resource allocation signals organisational support, increasing the likelihood that creative initiatives are sustained rather than episodic.  




Task 7 — Self-Reflection Journal Entry 

Completing this module transformed my understanding of creativity from an abstract “talent” to a structured, learnable process embedded in systems. Initially I equated creativity with isolated flashes of genius; now I appreciate how divergent ideation, convergent refinement, co-production with service users, and enabling leadership combine to generate tangible value in health and social care. The module’s emphasis on the sociotechnical nature of innovation — that ideas must pass through governance, clinical evidence and user-acceptability filters — has reshaped my professional practice. I now prioritise early stakeholder engagement, use rapid prototyping to test feasibility, and deliberately separate divergent and convergent phases in group work to maximise originality. I also recognise the ethical imperative: creativity must improve equity and patient safety, not just efficiency. Practically, I have begun to allocate brief weekly “design time” in my diary, experiment with simple digital triage tools, and invite patient representatives into co-design meetings. This module has increased my confidence to lead small tests of change and to advocate for leadership behaviours that create psychological safety for creative experimentation. Going forward, I will document outcomes and learning from pilot work to build the evidence base required for scaling innovations responsibly.
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