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[bookmark: _Toc238712031]1. Introduction
Innovation and creativity are major factors that help improve organisational performance, enabling organisations to respond effectively to changing environments, technological advancements, and increasing stakeholder expectations. Within healthcare, innovation is essential to improving patient safety, enhancing the quality of care, increasing operational efficiency, and ensuring the long-term sustainability of services despite financial constraints, workforce shortages, and rising patient demand. Although innovation and creativity are closely related, they are distinct concepts. Creativity involves generating original and useful ideas, while innovation refers to the practical implementation of those ideas to improve and create organisational value. Therefore, organisations must not only encourage creative thinking but also establish the leadership, culture, and organisational processes necessary to translate ideas into meaningful improvements. 
This report critically evaluates innovation and creativity within an NHS surgical ward, examining how the organisation effectively develops and sustains innovative practice to improve patient outcomes and organisational performance. The report critically analyses two recognised models of innovation before applying these theoretical frameworks to evaluate the ward’s ability to innovate effectively. Consideration is given to organisational factors that enable or prevent innovation, including leadership, organisational culture, communication, employee engagement, and continuous improvement. 
This report then evaluates the organisation’s ability to harness employee creativity and foster a creative workplace culture. Drawing upon established theories of creativity, organisational culture, leadership, motivation, and learning organisations, the discussion critically examines the extent to which the current working environment encourages staff to contribute ideas, embrace change, and participate in service improvement. Throughout the report, theoretical perspectives are integrated with practical examples from the surgical ward to critically assess both strengths and limitations. Evidence-based recommendations are proposed to address identified challenges and enhance the organisation’s capacity to develop a sustainable culture of creativity and innovation that supports high-quality patient care and continuous organisational improvement. 

[bookmark: _Toc238712032]2. Innovation
[bookmark: _Toc238712033]2.1 Defining Innovation
Innovation has become an essential capability for organisations aiming to improve performance, respond to changing environments, and create sustainable value (Moreno et al., 2024). Within healthcare, according to Mishra and Jain (2025) innovation is increasingly recognised as a key driver of improved patient outcomes, operational efficiency, and service quality in response to growing patient demand, technological advancement, financial pressures, and workforce challenges. Whilst innovation is often associated with the introduction of new technologies, it extends to wider improvements in organisational processes, service delivery, leadership and patient care (Moreno et al., 2024). 
The concept of innovation can be defined in various ways. Schumpeter (1934) described innovation as the introduction of new combinations of resources that create economic development (Sun & Ge, 2025). Whilst Drucker (1985) argues that innovation is the specific tool of entrepreneurship through which change creates new opportunities (Gartner & Drucker, 1987). More recent, Tidd and Bessant (2024) define innovation as the successful exploitation of new ideas that create value for organisations and their stakeholders. Unlike creativity, which centres on the generation of ideas, innovation focuses on putting those ideas into practice. Creativity therefore provides the foundation for innovation, while innovation represents the successful application of creative thinking to achieve practical improvement.
Although these definitions all link innovation to value creation through change, earlier views focus mainly on economic outcomes, while contemporary theories present innovation as a broader organisational capability. This wider view is particularly relevant to the NHS, where innovation is evaluated through improvements in patient safety, care quality, staff experience, and service efficiency (NHS England, 2023). 
[bookmark: _Toc238712034]2.2 Models of Innovation
Organisations require theoretical frameworks that explain how innovation is developed, implemented, and sustained (Kelley, 2026). Innovation models provide structured approaches for understanding the processes, behaviours, and organisational factors that influence successful innovation. The following section critically examines Rogers' Diffusion of Innovation Theory (2003) and Tidd and Bessant's Innovation Process Model (2024), evaluating their strengths, limitations, and relevance to innovation within an NHS surgical ward.
[bookmark: _Toc238712035]Rogers' Diffusion of Innovation
Rogers’ Diffusion of Innovation Theory (2003) is one of the most influential frameworks for understanding how innovations are adopted within organisations and social systems (Kurt, 2023). Rogers’ defines diffusion as “the process by which an innovation is communicated through certain channels over time among the members of a social system” (Rogers’, 2003). Rather than focusing solely on the creation of innovation, the theory explains how new ideas, technologies or practices are accepted, implemented, and sustained. Rogers’ argues that the successful adoption of innovation is influences by four key elements: the innovation itself, communication channels, time, and the social system in which adoption occurs. 
Central to Rogers’ model are five adopter categories: innovators, early adopters, early majority, late majority, and laggards, reflecting differing levels of openness to change (Umbrex, 2025). Umbrex (2025) states that the model also identifies five factors influencing adoption: relative advantage, compatibility, complexity, trialability, and observability. Innovations with clear benefits, alignment with current practice, ease of use, opportunities for testing, and visible outcomes are more likely to be adopted successfully (Mishra and Jain, 2025). Attached in Appendix A is an image that shows how Rogers’ Diffusion Curve works.
A key strength of Rogers’ model is its practical applicability across a wide range of sectors, including healthcare. According to Adegunloye (2025) the framework provides leaders with a structured approach to understanding why healthcare professionals may readily adopt some innovations, such as electronic prescribing systems or enhanced recovery pathways, whilst resisting others. Greenhalgh et al. (2004) argue that Roger’s theory has significantly influenced research into the implementation of innovation within healthcare because it recognises that adoption is shaped by both the characteristics of the innovation and the wider social environment. This makes the model particularly relevant to NHS organisations, where successful innovation depends upon effective communication, multidisciplinary collaboration, and clinician engagement. 
However, despite its enduring influence, the model has several limitations. One criticism is that Rogers presents innovation adoption as a relatively linear process, whereas organisational change within complex healthcare systems is often dynamic, iterative, and influenced by multiple contextual factors (Maharati & Nahid, 2025). Underwood (2024) states that NHS organisations operate within highly regulated environments characterised by financial constraints, workforce shortages, political influences, and competing organisational priorities. These external pressures can significantly affect the adoption of innovation but are not fully addressed within Rogers’ framework.
Rogers’ model focuses mainly on individual adoption behaviour and may underestimate the influence of organisational leadership, culture, and strategic decision-making. Edmondson (2019) argues that innovation is more likely to succeed where organisations cultivate psychological safety, enabling employees to challenge existing practices and contribute new ideas without fear of criticism. Similarly, Schein (2017) highlights organisational culture as a fundamental determinant of innovation, suggesting that supportive leadership and shared values are essential for embedding change into everyday practice. Therefore, whilst Rogers’ provides valuable insight into how innovations are adopted, the model offers only a partial explanation of innovation within complex organisations such as the NHS. To fully understand organisational innovation, behavioural theories must therefore be considered alongside frameworks that examine organisational processes, leadership, and culture. 
[bookmark: _Toc238712036]Tidd and Bessant Innovation Process Model
Tidd and Bessant (2024) define innovation as a process through which organisations identify opportunities, make decisions, implement change and capture learning and value. This process-based view moves beyond seeing innovation solely as the introduction of a new product or technology and instead presents it as a wider organisational capability. Arora et al. (2021) argue that this perspective is particularly relevant to healthcare, where innovation may involve new technologies, clinical processes, service pathways or approaches to patient care.
The model consists of four interconnected activities: searching, selecting, implementing and capturing value. The searching stage involves identifying opportunities for innovation arising from internal problems, changing user needs, technological developments and the external environment (Tidd and Bessant, 2024). Markwell and Leigh-Hunt (2016) explain that a PESTLE perspective can provide a useful way of understanding these external influences within healthcare, including political priorities, economic pressures, changing patient expectations, technological developments, legal requirements and environmental considerations. However, identifying an opportunity does not mean that it should automatically be pursued. The following process of idea screening and selection is therefore important in determining whether an innovation is clinically appropriate, evidence-based, feasible and aligned with organisational priorities (Baraboshkin et al., 2026). 
The implementation stage requires organisations to turn selected ideas into practice through appropriate leadership, resources, communication, training and staff involvement. Mishra and Jain (2025) agree this is important within healthcare because innovations must be introduced whilst maintaining patient safety and continuity of care. Finally, capturing value involves evaluating whether the intended benefits have been achieved using learning from implementation to inform future innovation and continuous improvement (Tidd and Bessant, 2024).
A key strength of the model is that it recognises innovation as an ongoing organisational capability rather than a single event (Tidd and Bessant, 2024). Tidd and Bessant’s eighth edition also reflects the increasingly complex environment in which organisations innovate, including digital innovation, open innovation, user innovation, social and sustainable innovation, and service innovation. Thacharodi et al. (2024) argue this is relevant within modern healthcare, where technological developments and changing patient and organisational needs can create both opportunities and challenges for innovation. 
However, the process should not be understood as a simple linear progression. Healthcare organisations operate within complex environments where resistance, resource limitations, professional interests, changing priorities and unexpected outcomes can influence implementation (Underwood, 2024). Innovation may therefore require organisations to move between stages and adapt their approach. Additionally, whilst Tidd and Bessant provide a useful framework for analysing how an organisation manages the innovation process, the model provides less insight into the psychological factors that influence whether individual employees accept or resist change (Tidd and Bessant, 2024). Therefore, the model is strengthened when considered alongside theories of adoption, behaviour, leadership and organisational culture. 
[bookmark: _Toc238712037]Critical Comparison of Rogers' and Tidd and Bessant's Innovation Models
Rogers’ (2003) Diffusion of Innovation Theory and Tidd and Bessant’s (2024) Innovation Process Model offer complementary but distinct perspectives on organisational innovation. Rogers’ focuses primarily on the adoption of innovation by individuals and groups, making the model useful for examining why healthcare staff may accept, resist or adapt to changes in clinical practice (Maharati and Nahid, 2025). Factors such as relative advantage, compatibility and complexity provide a basis for analysing differences in staff responses to innovation. 
In contrast, Tidd and Bessant (2024) provide a broader organisational perspective by examining the innovation process, including searching for opportunities, selecting and screening ideas, implementing change and capturing value and learning. Fernández and Oliver (2025) suggest their approach is therefore useful for evaluating whether an organisation has the systems, resources and processes necessary to turn an innovative idea into sustainable improvement. The model's modern consideration of digital, open, user and sustainable innovation is particularly relevant to the changing healthcare environment (Tidd and Bessant, 2024).
However, neither model fully explains innovation within a complex NHS surgical environment. Sahin (2006) states that Rogers’ provides limited explanation of the organisational structures and resources that influence implementation, whilst Tidd and Bessant provide less insight into the individual attitudes and psychological responses that influence adoption (Tidd and Bessant, 2024). Additionally, theoretical models may not fully account for unintended consequences arising during implementation. 
Applying both models to evidence from the surgical ward helps assess how well they explain innovation in practice. Rogers’ supports analysis of staff adoption and responses to change, while Tidd and Bessant provide a framework for evaluating the organisational innovation process. Workplace evidence can therefore show where each model offers useful insight and where its limitations become apparent. A comparative overview of the models is provided in Appendix B.
[bookmark: _Toc238712038]3. Critical Examination of the NHS Surgical Ward's Ability to Innovate
The NHS surgical ward demonstrates innovation through both technological and process-based changes designed to improve patient safety, efficiency and quality of care. Two examples are considered: CareFlow Vitals, an electronic observation system, and the WHO Surgical Safety Checklist, a process innovation supporting communication and surgical safety. These examples provide an opportunity to apply Rogers' (2003) and Tidd and Bessant's (2024) models to workplace evidence and critically evaluate whether the theories explain innovation in practice.
[bookmark: _Toc238712039]3.1 CareFlow Vitals: Electronic Observations
CareFlow Vitals enables staff to record patient observations at the bedside using iPads, with the system automatically calculating the early warning score and recording observation times (Costello, 2020). The system represents technological and process innovation because it changes how clinical information is recorded and used to support recognition of patient deterioration.
Rogers’ (2003) model helps explain the mixed staff response to its introduction. The system offered a perceived relative advantage by enabling more efficient recording and automated calculation, which reduced some workload pressures. However, staff varied in their confidence and ability to use the technology, with some initially resistant (N. Gimblett, Personal communication, 2026). Rogers’ concepts of complexity and compatibility therefore help explain to healthcare professional’s differences in adoption, as staff had to integrate a new digital process into established clinical routines (Mohammadi et al., 2019). As stated by Sahay and Goldthwaite (2023) this suggests that resistance should not automatically be viewed as opposition to innovation, but may indicate a need for training, support and involvement. 
Tidd and Bessant’s (2024) model provides a broader organisational perspective. The introduction of CareFlow reflects technological and organisational pressures to improve clinical monitoring, but successful innovation also requires effective implementation and evaluation (Driver, 2025). According to Alshwayat et al. (2022) managers listening to staff concerns provide an opportunity to identify barriers and support adaptation, demonstrating the importance of staff involvement within the innovation process. 
However, workplace experience also reveals an unanticipated consequence. Although CareFlow improved efficiency, there was a perception that less time was spent communicating with patients during observations. This creates tension between operational efficiency and patient-centred care (Costello, 2020). Consequently, Bell et al. (2023) argue adoption alone does not demonstrate successful innovation as its impact on workload, communication, staff experience and patient safety must also be evaluated. The example therefore demonstrates that Rogers’ helps explain staff adoption, whilst Tidd and Bessant help evaluate organisational implementation, but neither fully captures the human consequences of technological change (Maharati & Nahid, 2025). 
[bookmark: _Toc238712040]3.2 WHO Surgical Safety Checklist
The WHO Surgical Safety Checklist represents a process innovation intended to strengthen communication, teamwork and patient safety throughout the surgical pathway (NICE, 2026). Its effectiveness depends not just on whether the checklist is completed, but on whether staff actively engage with the process and use it to identify and communicate potential risks. 
Rogers’ (2003) concept of compatibility is relevant because the checklist must be integrated into established surgical procedures and professional practices. Its perceived relative advantage may be associated with improved communication and reduced risk, supporting staff adoption (Barimani et al., 2020). However, Sotto et al. (2021) argue that if completion becomes routine or administrative rather than an active discussion, the innovation may be formally adopted without achieving its intended behavioural outcomes. This demonstrates that adoption does not necessarily equate to effective implementation. 
Tidd and Bessant (2024) further emphasise the importance of implementation and capturing value. The effectiveness of the checklist should therefore be evaluated through evidence of improved communication, teamwork and patient safety rather than simply completion rates. Leadership is also significant because senior staff can reinforce the purpose of the checklist and model appropriate behaviour. This links to Edmondson’s (1999) concept of psychological safety, as staff need to feel able to question information and raise concerns regardless of professional hierarchy. 
The checklist therefore demonstrates that innovation within a surgical environment is not necessarily technological. Its success depends upon staff engagement, leadership, communication and culture. This provides an important contrast with CareFlow Vitals, demonstrating that the ward's innovation capability involves both technological adoption and changes to professional behaviour and clinical processes.
[bookmark: _Toc238712041]3.3 Overall Innovation Capability
The evidence suggests that the surgical ward has a clear capacity to innovate, particularly where innovations address patient safety, efficiency and clinical practice. However, effective innovation depends on more than the introduction of new systems or processes. CareFlow Vitals highlights the benefits of digital innovation, while also revealing unintended effects on patient communication. Whereas the Surgical Safety Checklist highlights the need for meaningful staff engagement rather than simple compliance. Rogers' (2003) model provides useful insight into staff adoption and resistance, while Tidd and Bessant (2024) provide a stronger framework for evaluating organisational implementation and learning. 
Despite this, workplace evidence indicates that both models have limitations, as they do not fully explain the complex relationship between technology, human behaviour, workload, leadership and patient-centred care. The ward’s innovation capability could therefore be strengthened through greater staff involvement, targeted training, improved communication and ongoing evaluation.
[bookmark: _Toc238712042]4. Evaluating the NHS Surgical Ward's Ability to Harness Creativity
Creativity can be defined as the production of ideas that are both novel and useful (Amabile, 1996). Although creativity and innovation are closely related, they should not be treated as the same concept. Creativity focuses primarily on generating and developing ideas, whereas innovation involves implementing those ideas to create value. Creativity can therefore be viewed as an important contributor to innovation, particularly within healthcare, where employees possess detailed knowledge of patient needs, clinical processes and operational challenges (Kelly & Young, 2017).
Amabile’s (1996) Componential Theory of Creativity provides a useful framework for evaluating the NHS surgical ward’s ability to harness creativity. The theory proposes that creativity is influenced by three individual components: domain-relevant skills, creativity-relevant processes and intrinsic motivation (Amabile, 2012). These are affected by the surrounding work environment, meaning that organisational conditions can either enable or restrict employees’ creative potential. Alkan et al. (2024) agree this is particularly relevant within a surgical ward, where staff possess substantial clinical expertise and may identify practical opportunities to improve patient care and working practices.
[bookmark: _Toc238712043]4.1 Applying Amabile's Componential Theory to the Surgical Ward
Domain-relevant skills are a strength within the NHS surgical ward because healthcare professionals have specialist knowledge and direct patient-care experience. Nurses and clinical staff are therefore well positioned to identify inefficiencies, recognise patient needs and suggest practical improvements to everyday practice.
Creativity-relevant processes involve approaching problems from different perspectives and developing alternative solutions (Amabile, 1996). In a surgical ward, this may include adapting care to individual patient needs, improving care organisation or refining existing procedures (Irving et al., 2024). However, workload pressures, routines and organisational structures may limit opportunities to develop and test staff ideas.
Intrinsic motivation is central to creativity, as employees are more likely to think creatively when they are committed to the task itself rather than driven only by external rewards (Amabile, 1996). In healthcare, professional values and a desire to improve patient      outcomes can support this motivation, although workload, limited autonomy and operational pressures may restrict creative thinking.
The final consideration is the work environment, which can either support or restrict creativity. Leadership, autonomy, resources, recognition and opportunities to contribute ideas encourage creative problem-solving, while a culture where ideas are ignored or criticised may discourage staff from speaking up. Therefore, the ward’s ability to harness creativity depends on both individual capability and organisational support. 
Overall, Amabile's theory suggests that the NHS surgical ward has significant creative potential because of its employees' expertise and commitment to patient care. However, potential creativity does not automatically result in creative outcomes. The organisation must provide appropriate conditions, including supportive leadership, employee involvement, psychological safety and sufficient opportunities to develop ideas (Bessi et al., 2023). Therefore, the extent to which creativity is successfully harnessed depends upon the interaction between individual capability and the organisational environment.
[bookmark: _Toc238712044]4.2 How Creativity is Harnessed Within the Surgical Ward
The NHS surgical ward has several ways through which employees can contribute ideas and participate in creative problem-solving. Daily ward huddles provide a structured opportunity for staff to share updates, identify immediate safety or resourcing concerns and suggest practical solutions (Cracknell, 2022). According to Ghosh et al. (2021) handover discussions provide a further opportunity for nurses and clinicians to raise observations relating to patient needs, equipment or working practices. These activities demonstrate that creativity can be embedded within routine clinical communication rather than being treated as a separate activity. 
From an Amabile (1996) perspective, these forums provide opportunities for staff to apply their knowledge and creative relevant skills to problems encountered in practice. Frontline employees are often best placed to identify practical difficulties because they experience clinical processes directly (Mannion & Davies, 2019). However, the existence of opportunities to suggest ideas does not necessarily mean that creativity is effectively harnessed. If suggestions are raised but not acted upon, employees may become less motivated to contribute. Leadership therefore has an important role in demonstrating that staff contributions are valued and considered. 
Suggestion boards, whether physical or digital, provide another system for employees to share improvement ideas, including anonymously where appropriate. This can potentially encourage participation from staff who may be less comfortable raising ideas within group discussions (NHS, 2024). However, their effectiveness depends on whether suggestions receive feedback and whether employees can see evidence that appropriate ideas are progressed. Without visual follow-up, such systems risk becoming symbolic rather than genuinely supporting creativity. 
Quality Improvement (QI) initiatives provide a stronger opportunity to convert ideas into practical improvements. Small-scale testing through approaches such as Plan-Do-Study-Act (PDSA) allows staff to develop an idea, test it on a manageable scale, review the outcome and make adjustments before wider implementation (Phillips, 2018). Bessi et al. (2023) agree that this supports the relationship between creativity and innovation because creative ideas can be explored before resources are committed to larger scale change. It also reduces the risk associated with implementing an untested solution across the wider service. 
Multidisciplinary forums and staff empowerment can further strengthen creativity by bringing together different professional perspectives. Nurses, doctors, healthcare assistants and other professionals may identify different aspects of the same problem, meaning that collaboration can increase the range of possible solutions (McLaney et al., 2022). However, professional hierarchies, workload pressures and differences in confidence may affect whose ideas are heard. Creating an environment where staff can challenge existing practices respectfully is therefore important. 
The ward demonstrates a reasonable capacity to harness creativity through the systems discussed above, however, the effectiveness of these systems depends upon what happens after ideas are generated. According to Shankar et al. (2025), the critical issue is not simply whether staff have opportunities to contribute ideas, but whether leadership provides the time, psychological safety, resources and feedback necessary to develop those ideas into meaningful improvements. 
Appendix C provides a detailed SMART recommendations table outlining how these improvement actions could be implemented and evaluated in practice.
5. Fostering a Creative Culture in the NHS Surgical Ward
Fostering creativity requires more than providing staff with opportunities to suggest ideas. It requires a culture in which employees feel able to question established practices, learn from experience and contribute to continuous improvement. Schein (2017) argues that organisational culture influences shared assumptions, values and behaviours within organisations. In an NHS surgical ward, this is particularly important because a culture that encourages learning and constructive challenge can support creativity and ultimately, innovation. 
[bookmark: _Toc238712046]5.1 Psychological Safety, Challenge and Staff Voice
Edmondson (1999) identifies psychological safety as an important factor in team learning and describes it as a shared belief that the team is safe for interpersonal risk-taking. This is relevant to creativity because generating ideas often requires employees to challenge existing approaches or suggest alternatives. Within a surgical ward environment, staff must also feel able to question practices when they believe patient safety may be affected.
The ward’s use of huddles, handovers and multidisciplinary discussions provides opportunities for staff to raise concerns and contribute ideas. This is a positive feature because regular communication can support staff voice and collaborative problem-solving. However, the existence of these forums does not automatically demonstrate psychological safety. Hierarchical relationships and differences in professional status may make some employees less confident about challenging established practices or more senior colleagues. Therefore, leadership behaviour is important in demonstrating that respectful challenge is valued rather than interpreted as criticism (Kumar, 2023). 
[bookmark: _Toc238712047]5.2 Learning, Reflection and Learning from Mistakes
A creative culture should encourage employees to learn from both successful and unsuccessful experiences. Reflection enables employees to consider what happened, why it occurred and whether alternative approaches could produce better outcomes (NHS, 2022). Similarly, a learning culture should allow mistakes and near misses to be examined constructively, while maintaining appropriate accountability for patient safety. If employees fear blame or negative consequences, they may be less willing to report concerns or discuss failures openly, limiting organisational learning (NMC, 2024).
The ward’s quality improvement activity and use of PDSA cycles can support this learning process because changes can be tested on a small scale, reviewed and modified. This provides a practical mechanism for reflection and continuous improvement. However, workload and operational pressures may limit the time available for meaningful reflection. Staff may identify lessons during a busy shift but have insufficient opportunity to discuss them, meaning that valuable learning may not be translated into sustained improvement (CQC, 2024). 
[bookmark: _Toc238712048]5.3 Leadership, Empowerment and Continuous Improvement
Leadership is therefore central to creating a culture that supports creativity. Empowering staff to identify problems, question established processes and participate in QI can increase ownership of improvement. Regular huddles, multidisciplinary forums and suggestion systems provide opportunities for this involvement and represent strengths within the ward. 
Nevertheless, empowerment can be restricted when staff have limited time, resources or autonomy. According to Gottlieb et al. (2021), high workload and competing patient-care priorities may encourage employees to focus on completing immediate tasks rather than considering how services could be improved. There is therefore a potential gap between an organisation encouraging continuous improvement in principle and employees having sufficient capacity to engage with it in practice. 
[bookmark: _Toc238712049]5.4 Linking Creative Culture to Innovation
Culture is closely linked to innovation because creative ideas are unlikely to produce organisational value unless employees feel able to generate, challenge, test and develop them. A ward that encourages reflection, learning, constructive challenge and continuous improvement creates conditions in which creativity can contribute to innovation. However, if staff are discouraged from questioning established practices or do not receive feedback on their suggestions, innovation may become primarily management-led rather than drawing upon frontline knowledge (CQC, 2024). 
Overall, the NHS surgical ward demonstrates several positive characteristics of a creative and reflective culture, including regular communication, multidisciplinary working, staff involvement and quality improvement activity. However, workload pressures, hierarchy and limited opportunities for reflection may restrict the extent to which this culture is experienced consistently by all staff. The ward should therefore strengthen psychological safety, provide protected opportunities for reflection and learning, and ensure staff receive feedback about ideas they contribute. This would help integrate creativity into everyday practice, supporting continuous innovation and improved patient care. 
[bookmark: _Toc238712050]6. Recommendations
To strengthen innovation and creativity within the surgical ward, protected improvement meetings should provide staff with dedicated time to develop ideas, while innovation champions and multidisciplinary quality circles should support participation and collaborative problem-solving. Selected ideas should be tested safely through small-scale PDSA cycles before wider implementation. Leaders should also provide regular feedback and recognition for staff contributions and receive coaching in psychological safety, empowerment and constructive feedback. Detailed SMART actions, measures and timescales are provided in Appendix C. 
[bookmark: _Toc238712051]7. Conclusion
This report has critically examined the ability of an NHS surgical ward to develop innovation and creativity for organisational advantage. Rogers’ (2003) Diffusion of Innovation Theory provided insight into how staff adopt or resist innovation, whilst Tidd and Bessant’s (2024) model provided a broader framework for examining the organisational innovation process. Application to CareFlow Vitals and the WHO Surgical Safety Checklist demonstrated that successful innovation depends on more than implementation, with leadership, staff engagement, training, communication and evaluation influencing outcomes. 
The analysis also identified the importance of creativity and organisational culture. The surgical ward has systems that can support creativity, including huddles, multidisciplinary working and quality improvement activity. However, workload pressures, hierarchy and limited opportunities for reflection may restrict staff participation. Overall, the evidence suggests that the ward has considerable potential to innovate, but this potential is most effectively realised when staff are empowered to generate ideas, challenge existing practices, learn from experience and contribute to continuous improvement. A stronger creative and psychologically safe culture could therefore enable creativity to be translated more consistently into sustainable innovation and improved patient care.
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Rogers Diffusion Curve
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Figure 1: umbrex.com/resources/frameworks, (2025). 
Rogers’ Diffusion Curve shows how innovation is adopted over time by different groups within a social system. Innovators and early adopters are the first to accept change, followed by the early majority, late majority, and laggards as adoption becomes more widespread. The five adoption categories describe how individuals respond to innovation at different stages. Innovators are the first to try new ideas, early adopters influence others by supporting change, the early majority adopt once benefits are clear, the late majority require more evidence and reassurance, and laggards are the last to adopt due to resistance or caution.
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Comparative Overview of Innovation Models
	Dimension
	Rogers (2003) – Diffusion of Innovation
	Tidd & Bessant (2024) – Innovation Process

	Primary focus
	Adoption and diffusion of innovation by individuals and groups
	Organisational process and capability for managing innovation

	Key question
	Why do staff/users adopt, resist or delay adoption of an innovation?
	How effectively does an organisation identify, select, implement and learn from innovation?

	Main concepts
	Relative advantage, compatibility, complexity, trialability and observability; adopter categories
	Searching, idea screening/selection, implementation, capturing value and organisational learning

	Perspective
	Primarily individual/social
	Primarily organisational/strategic

	Useful for surgical ward
	Examining staff responses to CareFlow Vitals and other changes in clinical practice
	Examining how innovations are identified, introduced, supported, evaluated and improved

	Strength
	Provides a strong explanation of differences in staff adoption and resistance
	Provides a broader framework for evaluating organisational innovation capability

	Limitation
	Gives less attention to organisational resources, leadership, implementation and wider systems
	Gives less attention to individual psychology, attitudes and reasons for resistance

	Contemporary relevance
	Useful for understanding adoption of new technologies and practices
	Addresses digital, open, user, service, social and sustainable innovation within changing environments

	NHS evidence to examine
	Staff confidence, resistance, perceived benefits, compatibility, complexity and adoption
	Leadership, resources, training, idea selection, implementation, evaluation, learning and sustainability

	Critical application
	Does Rogers adequately explain why staff respond differently to innovation?
	Does the innovation process actually operate as effectively as the model suggests?

	Overall contribution
	Explains how staff/users respond to innovation
	Explains how organisations manage the innovation process


Table: Adapted from Rogers (2003) and Tidd and Bessant (2024).
This table compares Rogers’ Diffusion of Innovation Theory with Tidd and Bessant’s Innovation Process Model, highlighting their different focuses, strengths, limitations, and relevance to innovation within an NHS surgical ward.
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SMART Recommendations Table
	Issue identified
	SMART recommendation
	Specific action
	Measurement
	Timescale
	Linked theory

	Limited time for staff to develop ideas
	Introduce protected improvement meetings
	Hold a 30-minute monthly improvement meeting for ward staff to discuss problems, suggest ideas and review progress
	Attendance records, number of ideas raised, and number of ideas progressed to testing
	Within 3 months
	Amabile’s Componential Theory

	Staff may lack confidence speaking up
	Appoint innovation champions
	Select one nurse and one healthcare assistant to act as innovation champions who collect ideas and support staff engagement
	Number of ideas submitted through champions and staff feedback on confidence to contribute
	Within 3 months
	Rogers’ Diffusion of Innovation

	Ideas may not be tested safely before wider use
	Use small-scale PDSA cycles
	Trial selected improvement ideas on a small scale before wider implementation
	Number of PDSA cycles completed and evidence of change in patient care, efficiency or staff experience
	Within 6 months
	Tidd and Bessant’s Innovation Process Model

	Staff contributions may not be recognised
	Improve feedback and recognition
	Provide monthly feedback on staff suggestions and recognise useful contributions during huddles or team meetings
	Staff survey responses and number of recognised contributions
	Within 3–6 months
	Amabile’s motivation component

	Leadership may not consistently support creativity
	Provide leadership coaching
	Offer coaching for ward leaders on psychological safety, staff empowerment and constructive feedback
	Staff feedback on leadership support and psychological safety
	Within 6 months
	Edmondson’s Psychological Safety / Schein’s Culture Theory

	Multidisciplinary problem-solving could be stronger
	Establish quality circles
	Create small multidisciplinary groups to review recurring issues such as communication, patient flow or digital system use
	Number of quality circle meetings held and improvements implemented
	Within 6 months
	Schein’s Organisational Culture Theory


SMART Recommendations for Strengthening Innovation and Creativity in the NHS Surgical Ward.
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How Rogers’ Diffusion Curve Works
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