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Integrated Health and Social Care: Concept Map
Analysis of Creativity and Value Creation
Understanding Creativity in Professional Care
Creativity is essential in health and social care because it helps professionals improve services, solve complex problems and respond to individual needs. Boden (1994) defines creativity as producing ideas that are both original and useful, not simply artistic. In practice, this means using available resources in imaginative ways to improve care. For example, reminiscence therapy, such as creating a 1950s-style room, may reduce anxiety for a person with dementia. Similarly, music production or street art can help mentors build trust with young people who may find traditional therapy difficult.
The 4Ps Model of Creativity
The 4Ps Model explains how creativity develops. It suggests that a person uses a creative process to produce a product or innovation within a supportive press, meaning the environment. This is strengthened by intrinsic motivation, as practitioners are often driven by the satisfaction of improving outcomes for patients and service users (Ryan and Deci, 2000).

Value Creation and the Triple Value Framework
Creative ideas create value when they improve outcomes for individuals, services and communities. Porter (2010) argues that value in healthcare means achieving the best outcomes with the resources available. The NHS Triple Value framework supports this by focusing on:
· Personal value: care that reflects what matters most to the individual.
· Technical value: the best outcomes with reduced waste.
· Allocative value: fair distribution of resources across groups.
Wellbeing and Organizational Impact
· Creativity also supports wellbeing. The World Health Organization (1948) describes wellbeing as physical, mental and social health. In health and social care, everyday creativity can reduce staff stress, support person-centred care and help teams manage rising demand. It also strengthens organizational resilience by enabling services to adapt to clinical and operational pressures while continuing to meet patient and service-user needs.
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Reflection on Group Activity

Paperclip Thinking: A Reflective Exercise
This reflection uses Gibbs’ reflective cycle to consider the Paperclip activity, including description, feelings, evaluation, analysis, conclusion and an action plan.
Description and Feelings
During class, I took part in the Paperclip exercise, which developed divergent and convergent thinking. Divergent thinking means generating a range of different ideas, while convergent thinking means narrowing these ideas down to the most practical or effective option. Our group had ten minutes to suggest as many unusual uses for a paperclip as possible. At first, I felt under pressure because of the time limit, but I became more confident as ideas developed. The activity showed me that collaboration can move thinking beyond obvious answers and encourage creativity.
Evaluation and Analysis
We generated around ten ideas, including using a paperclip as a SIM-card ejector, attaching consent information to a patient identification bracelet or anesthesia file, and making a temporary link to secure an access card. I supported divergent thinking by encouraging unusual suggestions and using convergent thinking by considering safety, cost and practicality. This reflected the importance of resourcefulness in health and social care, where professionals often need to work creatively with limited resources.
Pink (2011) suggests that intrinsic motivation is influenced by autonomy and mastery. This was clear because the group stopped looking for one correct answer and began refining several possibilities. In health and social care, this approach is valuable because staffing pressures, funding limits and changing patient needs require flexible responses. Digital tools such as telemedicine and electronic health records can support this, but creativity and professional judgement remain essential.
Conclusion and Action Plan
Overall, the activity showed that I am more confident with convergent thinking, but I need to strengthen my divergent thinking. In future, I will use brainstorming and reverse-thinking before making decisions. This will help me become more adaptable, resilient and able to use limited resources effectively in professional practice.








Case Study of a UK Innovation
Implementing AI in NHS Radiology
Introduction
The NHS is under increasing pressure in radiology because demand for imaging is rising while specialist staffing remains stretched. Delays in reporting chest X-rays, CT scans and cancer referrals can slow diagnosis and treatment, particularly for patients with suspected lung disease. To respond to this challenge, some NHS services are using artificial intelligence (AI) in radiology to support faster image review and earlier identification of abnormalities. AI is not intended to replace radiologists. Instead, it works as a decision-support tool that highlights suspicious findings, prioritizes urgent cases and helps staff manage heavy workloads more safely. Radiologists still retain professional responsibility for final decisions, but AI can help them focus first on the scans, most likely to require rapid action.
Creativity and Innovation in Practice
This innovation is creative because it uses technology to redesign an existing clinical pathway rather than simply adding another task to the system. Traditional radiology reporting often depends on scans being reviewed in sequence, which can delay urgent results. Human-AI collaboration changes this process by allowing software to act as a second reader. For example, NICE has supported the early evaluation of AI-derived software for analyzing chest X-rays in suspected lung cancer referrals. In Northeast London, AI has been introduced into chest X-ray pathways to help identify significant findings more quickly and reduce waiting times for urgent reports.
The value of AI comes from its ability to support triage, improve consistency and strengthen diagnostic pathways. Some systems can rank images by urgency, detect patterns linked to cancer and support draft reporting for clinician review. This may be particularly useful where services face shortages of specialist staff. NICE evidence suggests that AI for chest X-rays is promising, although continued real-world evaluation is needed to confirm safety and effectiveness. Broader evidence also shows that AI can improve speed, diagnostic support and service efficiency when introduced transparently and with professional oversight (Bajwa et al., 2021).
The impact of this innovation can be understood through clinical, organizational and person-center value. Clinically, AI may support earlier recognition of suspicious findings and quicker referral for treatment. Research by Zhang et al. (2023) suggests that AI-assisted diagnosis can increase early detection rates, which is important because earlier diagnosis is linked with better outcomes. Organizationally, AI can help departments manage demand, reduce delays and support staff facing pressure. It may also reduce burnout by helping clinicians prioritize complex or urgent cases. For patients, faster reporting can reduce anxiety, provide quicker reassurance and support a more responsive care journey.
Overall, AI in NHS radiology demonstrates how creativity can create practical value when technology is aligned with patient needs, professional judgement and service improvement. It supports a more efficient and equitable diagnostic pathway by helping urgent cases move through the system faster while keeping clinicians central to decision-making.















Research on a Current Issue
Current issue: Mental health stigma and delayed help-seeking in UK health and social care
Paraphrased research findings
A current issue in UK health and social care is mental health stigma, which can prevent people from seeking support. Even though awareness has improved, some individuals still avoid GPs, community mental health teams, crisis services or social care professionals because they fear being judged or labelled. This matters because delayed help-seeking can allow mental health problems to worsen and can increase pressure on services that are already under strain.
Clement et al. (2015) reviewed 144 studies with over 90,000 participants and found that stigma reduces the likelihood of people asking for mental health support. Their findings show that stigma is not just about poor knowledge. It also involves fear of disclosure, social rejection and being treated differently by others. People may worry that family, friends, employers or professionals will view them negatively if they admit they are struggling. The review also highlights internalized stigma, where a person starts to believe negative stereotypes about themselves, and treatment stigma, where they fear being associated with mental health services. These barriers were especially important for young people, men, ethnic minority groups and people working in health-related roles. This helps explain why stigma remains a fundamental problem in UK care, as people may delay help until their difficulties become more severe.
Hatzenbuehler (2016) explains that stigma can also be structural. This means it is built into wider social systems, policies and institutions, rather than only existing in individual attitudes. In health and social care, structural stigma may appear when mental health services are harder to access, receive fewer resources or are treated as less important than physical health services. The research argues that these conditions can increase stress, limit opportunities and contribute to health inequalities. For the UK, this suggests that awareness campaigns alone are not enough. Services also need fair access, inclusive practice, staff training and systems that give mental health the same priority as physical health.
Together, these studies show that mental health stigma continues because it works at both personal and structural levels. People may avoid support because they fear judgement, while services and wider systems may unintentionally reinforce inequality. Tackling this problem therefore requires both cultural change and practical improvements in access to care.
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Analysis of the NHS Leadership Framework
Summary of Key Components
The NHS Leadership Framework is a comprehensive model designed to faster high-quality, patient-centered care by developing leadership across all organizational levels. It is structured around seven care domains:                                                                                                                      1) Demonstrating Personal Qualities, which emphasizes self-awareness and integrity;                  2) Working with others, focusing on collaboration and networking;                                                             3) Managing services, regarding resource planning and accountability;                                                   4) Improving Services, which prioritizes patient safety and innovation;                                                     5) Setting Direction, involving evidence-based decision-making ;                                                                       6) Creating the Vision, to inspire a compelling future;                                                                                              7) Delivering the strategy, which translates vision into sustainable action.
This framework shifts the culture from a traditional ‘boss’ mentality—which relies on authority and blame—toward a ‘leader’ approach characterized by coaching, developing people, and generating enthusiasm (Anderson, 2013). By integrating these components, the NHS aims to create a consistent leadership standard that supports both individual growth and organizational transformation.
Component Focus: Improving Services
To encourage creativity and enhance care, a leader should utilize the ‘Improving Services’ domain. This component requires leaders to facilitate intellectual stimulation, encouraging staff to question current practices and propose innovative solutions (Bass et al., 1996).
By fostering a mindset where ‘imagination guides a group to achieve a goal’ (Buller, 2015), a leader empowers their team to engage in creative problem-solving. In practice, an NHS manager might use this to co-design new digital care plans with staff. This inclusive approach not only improves clinical efficiency and patient safety but also boosts staff engagement by valuing their creative input.














Reflective Journal Entry
REFLECTION
This module has fundamentally shifted my perspective on creativity and value creation within the Health and Social Care sector. Initially, I viewed creativity as an abstract concept; however, I now recognize it as the essential ‘seed’ from which innovation grows. In a climate where the NHS faces over 106,000 vacancies and significant burnout, I have learned that creative thinking is not a luxury-it is a professional necessity for building resilience and improving service delivery.
Applying Gibbs Reflective Cycle has been a turning point for my professional practice. Moving through the stages of Description, Feelings, Evaluation, Analysis, and Conclusion has allowed me to transition from reactive working to an initiative-taking Action Plan. This structured approach to learning from experience ensures that I am not just identifying problems but using divergent thinking to explore multiple innovative solutions.
  Furthermore, my understanding of value creation has evolved. It is no longer about cost-effectiveness, but about enhancing person-centered care through the integration of technology and collaborative partnerships. By adopting a leadership mindset that supports breakthroughs and navigates the current workforce pressures and contributes to a more sustainable, high-quality care environment.
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