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[bookmark: _Toc243110349]Portfolio introduction
This portfolio demonstrates an ability to apply creativity, leadership, enterprise and technology to the development of a proposed English community care initiative called CareConnect. It's designed to assist older people in making and seeking appointments and community support by using a contact service, which is easy to access. I am proposing that the creation of public value comes from innovation if it is affordable, safe and accountable, and enhances people's choices, while not causing harm in and on itself. The exercises are meant to present a valid proposition not an implemented service. They work together to show critical understanding of creativity for the common good and how it applied in health and social care in practice.
[bookmark: _Toc243110350]Exercise 1 Understanding creativity and innovation
Innovation is more about putting ideas into action while creativity is essentially about the generation of novel and appropriate ideas. Amabile's (2012) componential theory connects creativity with relevant knowledge, creative thinking, intrinsic motivation and the social environment. With applied to CareConnect, imagination is not the most important thing, knowledge of referral pathways comes into play. A really great idea wind up in duplication of services or derail susceptible individuals.
Being enterprising involves recognising opportunities, a mobilisation of resources and learning from uncertainty. Dignity and equitable access must always be part of success in public services, and not just monetary. My definition of the common good is to increase the shared wellbeing, while not placing additional and unnecessary expectations on less powerful groups. If there is no digital pathway with quick transactions, but there are people that are not online, there is limited value.
The conceptual exercise I engage in is that of distinguishing invention from "useful adaptation. CareConnect integrate the existing telephone support and provide access to a reminder for appointments and signposting in the community. What be a new thing is not technology, but local integration. But saying that integration is innovative isn't enough to prove that it is effective. If it is to be expanded it will have to be based upon evidence of need and measurable improvement. This separation allows for curiosity to be sustained in a disciplined manner and not take the form of investing in everything that is new.
[bookmark: _Toc243110351]Exercise 2 Defining the problem through creative enquiry
Used Double Diamond to plan as a thinking tool discovered, defined, developed and deliver design by Design Council (n.d.). As a discovery phase, I will speak to older people, unpaid carers, reception staff, social prescribers and voluntary groups. Short interviews were used, together with a journey mapping session, that is easy to access, to explore difficulties on the journey from having an appointment to receiving appropriate support. These activities explore potential barriers, rather than assume that age is a barrier to ability.
The provisional problem statement is: When information is disjointed or hard to find, some older adults find it difficult to schedule appointments and solicit community assistance. This is still a theory that needs to be proven locally. This be attributed to one of several factors such as transport, language, hearing impairment, anxiety and availability of services. An extra timely warning is not enough to overcome all their constraints.
The provisional journey for the define stage is receive information, understand options, arrange attendance, get support and confirm next steps. Named transition contacts alleviate uncertainty at each transition time. A complex system is simplified by the Double Diamond. Ideally, the best solutions will be developed in consultation, but solutions be hindered by referral capacity and organisational boundaries. I go back to the problem statement when there is evidence in the field that contradicts it, rather than enforce findings into a neat concept that we were drawn to initially.
[bookmark: _Toc243110352]Exercise 3 Generating and selecting a solution
I came up with three ideas through divergent thinking: an appointment schedule app, a printout community directory and a navigated phone system, e.g. with text prompts. Then compared against Accessibility, Feasibility, Safety and Continuing Cost. The app has an interface that's easy to use and relies on digital confidence. Print provides offline use but quick of becoming outdated. Assisted navigation provides dialogue and uses employee resources.
My "prototypical" space plan involves phone navigation and a basic contact sheet (printed) and, if wanted, reminders. If you are unsure about your appointment or looking for support in a community, the draft card says to read on: Call CareConnect and share your preferred language and method of contact with us. We inform you of the choice you have and provide you with the right service. Clinical emergencies be referred on to recognised emergency routes, following an agreed script.
This is an artefact that makes it clear what the boundary of the service is—it is the boundary of navigation, not the boundary of diagnosis. NICE (2021) puts emphasis on the continuity of permitting people to make decisions; the navigator, therefore, state the options rather than make decisions for them. A prototype will be used to test for comprehension by potential users. If you think it was clinical advice (and god forbid it be just that, not as a recommendation), I'd change the meaning around to nail down the process and wording a bit better before sending for further testing. Therefore, the selection will be tentative and responsive to feedback.
[bookmark: _Toc243110353]Exercise 4 Leadership and meaningful participation
CareConnect needs leadership which listens, coordinates and welcomes challenge. Compassionate leadership is a process of attending, understanding, empathising and helping in an environment that allows individuals to contribute ideas (The King's Fund, n.d.). It be used in short group chats; direct invitations to voice concerns and constructive feedback for errors. If workload were not mentioned, it not be enough.
The proposed steering group will consist of service users, a carer (not paid for their involvement), a care coordinator, a voluntary sector representative and a clinical sponsor. Partnership with people and communities is supported by NHS England (2022). Participants to influence priority, availability and evaluation issues, not just rubber stamp the professionals. It also be helpful when barriers to meetings are reduced in accessible formats and some costs of meeting participation are reimbursed, provided they are reasonable.
But participation deceptive in terms of even power. Well-meaning representatives come assertive and no one can stand for everyone. I then do so in a group meeting, provide individual feedback and solicit input from less heard voices. The service manager will report on the delivery, the clinical sponsor will approve the escalation procedures and navigators will carry out their work within agreed boundaries. Shared leadership fosters contributions without squashing accountability for decisions or safety.
[bookmark: _Toc243110354]Exercise 5 Enterprise and public value
I created a rudimentary social value proposition; by assisting in communicating to their users what comes next, CareConnect also help eliminate unnecessary coordination tasks. Target groups are older people and carers, with potential partners being primary care or community organisations. A host organisation be responsible for the supervision, systems and referral arrangements. No navigation fees for people be charged as a result of letting the public fly boats for free or at charity.
An illustrative budget for 8 weeks shows a total of £2,400 including £1,600 for navigation time, £400 for supervision and training, and £200 for accessible materials and £200 for evaluation. These represent planning assumptions which need to be supported by local quotations and staffing enquiries. So the £60 per participant figure is the 'average' budgeted cost during a 40-participant scenario - which is an average cost, not an actual saving.
Consider confidence, autonomy and fair access as well as financial consequences in particular when constructing value. The need for increased appropriate referrals result in an initial increase in expenditure, but address needs that were not met. Activity counts, increase while welfare does not increase. I therefore distinguish output, a completed call, for from outcome, a better understanding. For sustainability, partner capability should be considered, including on-going funding. Enterprise is to try out a viable answer to need, clearly seeing what that cost, and conscription an atypical solution when inappropriate.
[bookmark: _Toc243110355]Exercise 6 Contemporary technology and ethical judgement
Follow up ensured through a secure contact log, along with optional, automated reminders. An NHS England (2023) digital inclusion framework also emphasizes the need for tackling barriers to digital health care. With CareConnect, the CareConnect team therefore have access to the telephone and printed routes, understand communications preferences, and provide support to the person – even if the person didn't have a smartphone.
I exclude autonomous clinical recommendations and automated eligibility decisions from the pilot, but AI technology be used to handle the curation of generic information. WHO (2021) declares ethics and human rights as the core of health-AI governance. Errors and biased results can taint confidence, and seemingly competent speaking can mask uncertainty. Any generic text "assisted" by an AI need to be professionally checked prior to usage.
Only essential information will be captured in established organisational systems, based on the role required to access the information. The host set up the information governance framework, privacy information, retention and escalation process before the launch. Reminder messages not include any sensitive detail that was not needed and preferences for communicating be confirmed. Technology enhance human relationships and dependency and provide effective cooperation and coordination; it is not the presence of technology that provide proof of innovation or better care.
[bookmark: _Toc243110356]Exercise 7 Evaluation and reflective development
To transform the idea into a testable plan, I used a program called the Model for Improvement - developed by the Institute for Healthcare Improvement (n.d.). The goal is to have 80 percent of all users in the pilot program say they knew what they wanted to do next after navigating in an eight week period in the pilot program. This target isn't actually a research discovery, but a target for ambition. Before recruitment, the first Plan Do Study Act cycle be run with five other participants that agreed on being part of the study to test the contact card and the call script.
Process indicators involve successes of communications and completion of signposting. The measures of outcome be based on users' statements of what they understand prior to and following support. Balancing measures: staff time, inappropriate referrals, complaints, differences between digital and telephone users. The range be restricted by small numbers and only if there was self-selection, improvements also be directed at attention instead of the service design; therefore, generalisation be limited. I take results lightly and mark up "missed calls".
Through this exercise I have learned that for creative judgement to be involved, there must be evidence, listening and revision. Communication with others (inclusive), critical appraisal, basic evaluation skills are my next developmental needs. I first complete the necessary training, conduct user and staff feedback on the prototype and adjust the evaluation plan. Prior to proposing implementation, I complete necessary training and make revisions to the evaluation plan with users and staff with their feedback on the prototype. So, I have come to the conclusion that responsible changemaking involves creating and imagining alternatives and then being accountable and respecting each other’s autonomy.
Another echoing thought goes back to my desk-based approach. While published guidance provides principles, it is not necessarily able to identify if a specific neighbourhood will require this service. The first step be to draw a picture of existing services and consult with local partners about the duplication of services. If the service is already provided it be more effective value for money to make it more accessible, rather than to provide new CareConnect. This be an appropriate result of creative inquiry.
I have a decision log to record the problem, alternatives, considered evidence to decide on, objections and reasons for revision. This allows for evidence of learning in writing and allows assumptions to be visible for reviewers. Wherever possible feedback be kept anonymous and conflicts kept not modified into a joint consensus. These practices be useful to me in my illustrative ability to make decisions for both professionals and public. My contribution be assessed on the quality of enquiry, usefulness of the response, and not attachment to my initial idea.
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