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[bookmark: _Toc237566966]Abstract
This report proposes Community-Enabled “Waiting Well & Smart Navigation”, a process innovation designed to address the outpatient frontlog in NHS Wales. The proposal integrates structured community-based patient contact and real-time information sharing into the period between referral and first specialist appointment. Drawing on Tidd and Bessant’s 4Ps framework, Wallas’s creative process and Lewin’s Force Field Analysis, the report evaluates the innovation’s feasibility, organisational climate, benefits and risks. By using existing Community Support Personnel, the approach aims to improve waiting-list information, support patients while waiting, enable earlier diversion or escalation, and reduce avoidable secondary-care demand. A small-scale, co-designed pilot is recommended before wider implementation.
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[bookmark: _Toc237566967]1. Introduction to the Organisation and Role
NHS Wales operates through seven local health boards and three NHS trusts, delivering primary, community, secondary and specialist care. As Community Support Personnel (typically Band 3 Nursing Support Worker or equivalent), daily work involves delivering personal and clinical care in patients’ homes under registered professional supervision, prioritising workload by clinical and social need, reporting changes in condition, and supporting functional ability and independence. These roles place staff in regular, trusted contact with patients in their own environments, generating information often more current and holistic than that held in secondary-care systems (Welsh Government, 2023).
The outpatient frontlog of patients referred by GP, but waiting for their first specialist outpatient appointment, generates a great downstream pressure on community services. Prolonged waiting times often lead to clinical deterioration, functional decline, increased social complexity and unscheduled demand. This increases the burden on the community and increases the risk of emergency admission. There were around 666,700 open patient pathways at the end of March 2026 (around 529,100 unique individuals) and further months have reported high numbers of open patient pathways and high numbers of pathways with first outpatient waits of more than a year (Welsh Government, 2026).
According to Goodman (1995), creativity is the generation of new ideas or concepts or a new way of thinking that leads to innovative solutions to problems. Innovation is the value creation from ideas (Tidd and Bessant, 2021). It's important to remember that the critical difference between creativity and innovation is that creativity creates possibilities while innovation acts as the means to solve a problem or add measurable value. Within a publicly funded health system where workforce shortages and an ageing population are key challenges, both capabilities are critical to sustainability and not an optional add-on (World Economic Forum, 2023).
Creativity and innovation are important in healthcare for the following reason: The elective backlog cannot be solved with traditional methods of capacity expansion alone. Process innovations can help to improve information quality, provide earlier diversion and help patients during the wait while reducing the demand for unnecessary secondary care; improved outcomes. Class materials stress that invention creates potential utility while innovation implements that potential (Wilkin, 2025). The proposal therefore turns existing community capacity into a deliberate part of elective recovery by inserting structured community input into the outpatient pathway before the first specialist appointment, addressing the frontlog at its information and support roots rather than solely by adding clinic slots.
[bookmark: _Toc237566968]2. The Importance of Creativity and Innovation to the Sector
[bookmark: _Toc237566969]Innovation is not an optional extra for health and social care; it is a core organisational capability required to sustain services under conditions of constrained resource. Tidd and Bessant (2020) define innovation as the process of generating value from ideas, and state that organisations that do not innovate their processes, products and business models are inevitably becoming irrelevant and ineffective over time. Within a public health system like NHS Wales, 'losing relevance' isn't a question of a loss of market share, it's about patients coming to harm whilst waiting and staff taking on unsustainable amounts of pressure. While creativity is the prerequisite for innovation (the generation of new and original ideas), the two are different; creativity is ideation, and innovation is realization of this ideation into value or solution to a problem (Tidd and Bessant, 2020; Wilkin, 2026).
This is important in the health and social care sector in particular. Analytical thinking and creative thinking were identified as the two most important skills that workers will acquire over the next few years, regardless of sector (World Economic Forum, 2023; Wilkin, 2026) and this is clearly applicable to a type of workforce, like community nursing support, that has to continually respond to changing practice in a rapidly changing and constrained environment. In a similar vein, Amabile's (1988) componential theory of organisational creativity states that creativity thrives when domain-relevant skills, creative-thinking skills and intrinsic task motivation converge, which is the type of skills that many community support staff, who are already familiar with the patients that they help, possess.
The current NHS Wales approach to the outpatient frontlog can be summarised as a linear, largely static process, whereby information is taken at the time of referral and only reviewed periodically or when the patient is seen (Welsh Government, 2026). This establishes a considerable information disparity. Decisions about secondary care are often based on information that has been out of date for months or even years, and community groups, which already see many of the same patients, have more up-to-date and detailed information on symptoms, functional status and social factors. Structured community input is a down-to-earth opportunity to fill this information gap and it is directly aligned with the Welsh Government's planned care recovery programme, which explicitly references the need for "services to maximise community-based alternatives" and ensuring people can "wait well" rather than "waiting passively" (Senedd Research 2026; Welsh NHS Confederation 2025).
Without such innovation, the default recovery strategy is simply to add more clinic capacity — an approach that is expensive, constrained by workforce availability, and does nothing to improve the quality of information used to prioritise patients in the meantime (King's Fund, 2024). The ideas of Christensen (1997) on disruptive innovation are relevant here: disruptive change in an existing system is not likely to come from more investment in the existing system, but rather by discovering a new, often simpler way to provide the desired outcome to the end user. This is a “different way” – redirecting some of the existing community working capacity and trust towards the frontlog, not requiring new capital-intensive infrastructure.
2.1 Digital Enablement and the Wider Innovation Context
This initiative is part of a larger movement toward the redesign of services in public and private sectors to be digitally enabled, data-driven. Organisations that are not investing in big, complex technology programmes, but instead leveraging simple, easily-accessed digital tools with human judgment, are most likely to unlock near-term value from innovation (PwC, 2022). This is a deliberately modest ambition for the current proposal: rather than building new artificial-intelligence-driven triage tools, the innovation relies on a simple standardised digital form that routes existing community observations into existing secondary-care systems. Further, the World Economic Forum's recommendations for 'Innovation in the large organisation' highlight that the most significant constraint on innovation is not generally technology, but the lack of proper opportunity for frontline staff to voice an idea, test it and scale it (World Economic Forum, 2022). Although closely connected with patients, Community Support Personnel have historically lacked formal opportunity to provide patients' observations to the care decision-making process in an elective role; this is in part an attempt to address that structural omission.
[bookmark: _Toc237566970]3. The 4Ps of Innovation
In Week 4 of this module, Wilkin (2026) introduced the 4Ps framework of Tidd and Bessant (2020), which categorises innovation in four ways: Product (innovating what the organisation offers), Process (innovating how the offer is created or delivered), Position (innovating the context in which the offer is introduced) and Paradigm (innovating the underlying mental model that frames what the organisation does). Figure 2 shows the position of the proposed innovation in these four dimensions.
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Figure 2: The proposal mapped against Tidd and Bessant's (2020) 4Ps of Innovation framework. Source: Author / Self-made.
The key feature of this proposal is Process innovation. It transforms the referral-to-first-appointment process by adding systematic and structured community feedback to the process at an earlier and more regular stage than is currently the case. The waiting list doesn't stay static between referral and appointment; community support staff are actively involved in the information and support stream. This is in line with the Tidd and Bessant (2020) finding that process innovation is often the most transformative and least noticed form of innovation in services businesses since it alters the way in which value is created without the business having to create a completely new product or service. The change is more likely to be achievable in a safety-critical, regulated system like the NHS where radical redesign of clinical pathways has significant governance risk (Manners-Bell and Lyon, 2022).
Some elements of Product innovation are also found. This structured "waiting well" contact alongside the standardised data feed into triage systems is a new approach to providing services by community teams – patients get proactive advice on self-management, a named point of contact and better navigation pathways including diversion to community physiotherapy, audiology, Advice & Guidance or diagnostics-first pathways. There is also a Position dimension because care and support are offered closer to home, and the waiting period becomes an active process of preparing the person for when they will contact hospital staff, rather than a passive waiting period before they come into contact with hospital staff — a positioning logic directly inspired by the "value innovation" logic of blue ocean strategy, which states that value is created by changing where, and how, a service is delivered, rather than by competing on the terms offered by another service (Kim and Mauborgne, 2005; Wilkin, 2026). There is no need for a Paradigm shift in the underlying mental model of elective care, although over time sustained success will create a wider cultural shift toward truly integrated primary–community–secondary working.
[bookmark: _Toc237566971]4. The Creativity Process
Graham Wallas's (1926) four-stage model of the creative process — Preparation, Incubation, Illumination and Verification, reinforced in Week 3 of this module (Wilkin, 2026e) — provides a useful structure for describing how this idea was developed. Figure 3 summarises the four stages as applied to this proposal.
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Figure 3: Wallas's (1926) four-stage creativity process applied to the development of this proposal. Source: Author / Self-made.
[bookmark: _Toc237566972]Preparation included systematic analysis of local and national waiting-list data, community burden of caseload and consideration of related diversion/validation schemes already in place in parts of Wales, and was based on the guidance that effective preparation entails identifying and analysing the problem and putting yourself in the shoes of the end user (Wilkin, 2026). The idea was based on the scale of the outpatient frontlog (hundreds of thousands of open pathways, with tens of thousands of pathways remaining more than a year without first appointments for patients at various points in the recovery), and on the perception that the information community staff already collect when conducting routine visits (Welsh Government, 2026; Senedd Research, 2026).
Incubation involved reflection on daily practice; how patients' symptoms had changed while waiting, how often they already knew they had changed since the onset of the pandemic, transport, social isolation and the difficulties in accessing services, the self-management knowledge of patients and the fact that a lot of that knowledge was being held within community teams and not upstream and passed through to the triage team. This stage is related to what Wallas (1926) called the ‘depth mind’ phase, where people's attention is on something else, and their unconscious mind continues to work on it (Wilkin, 2026).
Illumination occurred when these observations crystallised into a coherent proposition: the same staff who already visit patients in their homes could, with modest additional structure, protocol and digital tooling, systematically feed high-quality, contemporaneous data into Health Board triage and waiting-list systems. This would support better decisions — continued wait with support, escalation, diversion, a diagnostics-first pathway, or confirmation that secondary care is no longer required — without creating an entirely new workforce.
Verification involved testing the idea against the practical requirements, such as those for supervision of Band 3 workers, digital integration between community and secondary-care systems, clinical governance and liability issues, equity of access, and joint primary–secondary–community design (Wilkin, 2026; McKinsey & Company, 2015). The Week 3 topic of "lateral thinking" (or "sideways leaps") as described by de Bono (1985) and discussed by Wilkin (2026) was of assistance at this stage, as it enabled the questioning of the assumption that more specialist clinic capacity could be the key to reducing the frontlog. A feasibility assessment identified that a well-defined pilot of a single specialist service, one or two high-volume specialties, such as orthopaedics or ophthalmology, within a single locality with protected time, well-defined escalation procedures and a simple standardised data-collection tool would enable greater rigor in testing before any wider roll-out.
5. Illustrating the Change: From a Static Pathway to an Active One
Figure 1 contrasts the current, largely linear "wait and see" pathway with the proposed community-enabled model. In the current system, a patient's pathway is essentially static between referral and appointment, punctuated only by occasional validation exercises; in the proposed model, a continuous loop of structured community contact and data feedback replaces this single static record, allowing the system to respond dynamically as a patient's circumstances change.
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Figure 1: Current linear "wait and see" pathway compared with the proposed Community-Enabled Waiting Well & Smart Navigation pathway. Source: Author / Self-made.
[bookmark: _Toc237566973]This is in line with Rogers's (2003) diffusion of innovation theory, which also suggests that innovations are more readily accepted if they are compatible with the current values, experiences, and ideas of the potential adopters, have a relationship to the previous state that is perceived as advantageous, and can be tested in some part of the community before being accepted on a broader scale, features that were deliberately incorporated into the pilot design proposed here.
6. Lewin's Force Field Analysis
Kurt Lewin's (1951) Force Field Analysis offers a systematic method for analyzing the balance of driving and restraining forces that can be found for the forthcoming change and what mitigations are feasible and can potentially tip the balance in favour of a change. Figure 4 outlines the driving and restraining forces for this proposal.
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Figure 4: Lewin's (1951) Force Field Analysis of the proposed innovation. Source: Author / Self-made.
[bookmark: _Toc237566974]Driving forces include persistent national and Health Board pressure to reduce long outpatient waits (Welsh Government, 2026); the existing community workforce already operating in patients' homes with established relationships and access; the proven value of waiting-list validation exercises and community alternatives already demonstrated in parts of Wales (Welsh NHS Confederation, 2025); improved patient safety and experience through earlier identification of deterioration and better self-management support; the potential reduction in did-not-attends, late cancellations and downstream unscheduled demand arising from patients who become more complex while waiting (Nuffield Trust, 2024); and close alignment with Welsh policy priorities around care closer to home and integrated community care (Senedd Research, 2026).
Restraining forces forces include capacity constraints within community teams that are already stretched by existing caseloads,the need for training, development of protocols, and clear arrangements of supervision during structured 'waiting well' contacts, digital interoperability issues with community information systems and secondary-care e-referral or triage platforms (Digital Health and Care Wales, 2025), clinical governance and liability concerns about community staff influencing triage decisions; and additional load in the short-term during the set-up and pilot phase when transitioning to new roles is likely to breach traditional service boundaries (Kotter, 1996).
The forces driving implementation are currently significant, while the forces holding it back are very real and may be barriers to implementation if not addressed. Lewin (1951) proposed that sustainable change is more likely to be successful if both the driving forces are increased as well as the restraining forces are decreased so that the system can reach a new state of equilibrium with less friction.. Applying this principle, a well-designed pilot will include these features: ensure the initial pilot is undertaken on a single high volume specialty and single locality, with protected time for community staff to participate; co-design the standardised contact method and escalation process with community, primary-care and secondary-care clinicians, ensuring it is clinically safe and owned; use a simple, low-burden digital form, that feeds directly into existing triage systems without creating a new IT system; outline clear clinical governance arrangements from the outset to ensure appropriate supervision, decision-making rights and escalation routes; make it clear that the initiative is designed to support, not replace, specialist triage; and monitor the equity of access from the outset, to ensure that contact methods (home visit, telephone or video) do not systematically disadvantage particular population groups. With these mitigations, the balance of forces tips in favor for a pilot for a period of time, with the emphasis being strict evaluation.
7. Organisational Climate and Likelihood of Implementation
[bookmark: _Toc237566975]Successful implementation depends heavily on the innovation climate within the relevant Health Board and community teams. Organisational climate can be viewed as how well processes within a team or organisation facilitate and promote innovation – whether people in the organisation are willing to accept change, support new ideas, and have time set aside to develop and apply them. Psychological safety, autonomy, openness to communication, openness to learning, resource support, and tolerance for intelligent failure (Edmondson, 1999) are key dimensions.
Carrying out research along the lines of longitudinal studies, Barends et al. (2022) and Wilkin (2026) provided empirical evidence suggesting that establishing high-quality interactions with subordinates by providing adequate resources, confidence, support and autonomy is a direct driver of a strong innovative climate. There are several aspects of effective leadership for innovation: setting a vision that involves innovation in organisational objectives and organisational strategy, setting innovation targets that are just beyond the grasp of employees, rewarding and praising innovative behaviour, encouraging a culture of continuous learning, and giving employees access to resources and freedom to use those resources (Wilkin, 2026). Transformational, authentic and servant leadership styles have been found to be well suited to creating this type of climate, with transformational leadership associated with vision and empowerment, authentic leadership associated with inspiring trust and psychological safety, and servant leadership associated with providing followers with resources they require ( Avolio and Gardner, 2005).
According to Harvard Business Review's research into leadership in innovative organizations, there are three very different leadership archetypes that influence the way new ideas are addressed: a leader who actively looks for disruptive opportunities, a leader who emphasizes experimentation and fast testing, and a leader who is focused on efficient scaling of successful ideas throughout the organization (Harvard Business Review, 2019). As a large public body with safety stakes, NHS Health Boards are structurally more likely to have leaders of the third type, which are cautious, scale and standardise leaders – not necessarily a drawback for this proposal since a tightly scoped and evidence-led pilot is precisely the type of innovation that such leaders are best suited to support and scale consistently across localities (Harvard Business Review, 2019; McKinsey & Company, 2024).
Many community teams already have a culture of pragmatic problem solving, and careful monitoring of patient needs, which is a good starting point. But there is still a risk of fragmentation in cross-boundary working between community and secondary care and of community staff not always feeling their contribution is actively taken on board when decisions are made on elective pathways. Supportive, empowering and explicit leadership that emphasizes how both integration and earlier intervention will lead to a reduction in pressure on secondary-care clinics and more manageable community caseloads will be critical, and managers who can articulate this mutual benefit are more likely to engage staff (McKinsey & Company, 2024).
This incremental approach to innovation, which is role appropriate, is moderately supported by the current climate in most Health Boards, provided it can be contextualised as a contribution to elective recovery targets and care-closer-to-home objectives (Welsh Government, 2026). So, the chances of achieving agreement for a good pilot design are reasonably good if it is co-owned by community and secondary-care leads, tightly scoped, and has clear metrics for measuring the impact of the pilot — e.g., proportion diverted or deprioritised, did not attend (DNA) rates, patient-reported experience, and staff feedback. More widespread scale-up will rely on positive pilots and evidence of impact on waiting lists and community workload—as McKinsey noted in their 2015 paper: For those with the most consistent innovative ideas, there is a staged approach with evidence that helps drive growth rather than a one-off bang for the system.innovative organisations take a ‘logical, incremental and evidence-based pathway to growth’ rather than attempting system-wide change in one go.
8. Practical Advantages from a Community Support Perspective
[bookmark: _Toc237566976]The proposal has a number of tangible benefits for Community Support Personnel. It incorporates existing skills and access, not a new set, consistent with Osborn's (1953) comment that the most productive creative techniques take off from existing skills, not from a blank sheet. It provides a more formal and explicit platform for community teams to have their say in the elective pathway and acknowledges the importance of information they regularly collect. It enhances the safety and experience of patients waiting for a long time by offering a point of contact and a structured support. It produces a structured data that can support further investment in community capacity and has strong linkages with Welsh policy agendas on care closer to home, and reducing unnecessary secondary care activity (Welsh NHS Confederation, 2025).
There is also a dimension related to workforce development. The notion of open innovation (Chesbrough 2003) is relevant, as it suggests that ideas and information are sought from outside the usual boundaries of an organisation, and for community staff, this is the optimal place to get external, real-world input into their work, which is not always found in closed systems. The embedding of this contribution, not in the context of informal reporting, but in a formal way, is already an organisational learning process that strengthens the overall innovation climate over time.
8.1 Risks and Limitations
There is no innovation without risks and limits should be recognized. First, there is already a strain on the community's capacity to provide care and any new responsibility must add value rather than take away value — as Drucker (1985) cautions, innovation that is not skilfully matched to organisation capacity often fails on the ground. 
[bookmark: _Toc237566977]Second, it requires trust between community and secondary-care clinicians, as if the latter find community-generated data Dubious or redundant, the innovation is going to be a burden on administration without having any positive effect on decision-making. Third, there is a need to actively monitor equity of access, because a transition to telephone or video contact may inadvertently bring about a disadvantage for those with digital access and/or English/Welsh language needs. These limitations do not undermine the case for a pilot, but they do mean that success should be defined narrowly and evaluated rigorously before any wider roll-out is considered
9. Conclusion
The Community-Enabled "Waiting Well & Smart Navigation" pathway is a realistic, role-appropriate process innovation that directly addresses the outpatient frontlog affecting NHS Wales. Applying Tidd and Bessant's (2020) 4Ps framework confirms that the innovation is predominantly process-based, with secondary product and position elements, and does not require a paradigm shift — a profile well suited to the incremental change that a safety-critical, publicly accountable system can realistically absorb. The model of the creative process developed by Wallas (1926) illustrates how the idea was not a sudden flash of insight, but rather the result of grounded preparation and reflective incubation, and Lewin's (1951) Force Field Analysis illustrates that whilst there are real forces to be resisted, these can be significantly reduced through careful pilot design, co-production and clear governance.
By inserting structured community input earlier in the pathway, the proposal improves the quality of information available for triage decisions, supports patients more effectively while they wait, and reduces pressure on specialist first appointments. With careful pilot design, attention to digital interoperability and governance, and supportive, psychologically safe leadership, it offers a practical contribution to elective recovery in NHS Wales — one that builds on existing strengths within the community workforce rather than requiring wholesale system redesign.
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