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Introduction
Innovation, creativity and effective leadership are essential in delivering high-quality health and social care. They encourage professionals to think differently, solve problems and improve the support of patients and service users. In this portfolio, I will explore the key concepts of innovation, creativity, value creation and change, explaining why they are important in practice. I will also reflect on what I have learned during this module and discuss how these concepts can contribute to improving the quality of care, promoting person-centred practice and supporting positive experiences for patients and service users.


Task 1 – Defining Key Concepts in Practice

Innovation is the process of introducing new ideas, methods, or technologies that improve the quality and delivery of health and social care services (NHS England, 2024). In health and social care, innovation is essential because it improves the quality, safety, and efficiency of services while responding to changing population needs. Rogers’ Diffusion of Innovation Theory explains how innovations spread through organisations. However, the theory assumes staff are willing to adopt change, which may not reflect healthcare settings affected by limited resources, resistance to change or workforce pressures (Rogers, 2003).  A practical example is the introduction of electronic care records in residential care settings, which has improved information sharing and supported safer person-centred care (NHS England, 2024). However, their success depends on adequate staff training, organisational support and reliable digital infrastructure, meaning the benefits may not be achieved equally across all care settings.

Creativity refers to the ability to generate original and useful ideas that solve problems or improve practice (Amabile, 1996). According to Amabile’s Componential Theory of Creativity, creativity is influenced by domain knowledge, creative-thinking skills, and intrinsic motivation (Amabile, 1996). Creativity is important in health and social care because professionals often need to adapt their approach to meet the diverse physical, emotional, and social needs of individuals (Skills for Care, 2023).  For example, personalised activities, music therapy and memory boxes can improve communication and reduce anxiety for people living with dementia (Alzheimer’s Society, 2024). However, these approaches may be difficult to deliver consistently because limited staffing and resources can restrict opportunities for personalised care.


Value creation refers to improving outcomes for patients and service users while making the best possible use of available resources. In health and social care, creating value means delivering safe, effective and person-centred care that improves people’s health, independence and quality of life (NICE, 2023). Rather than focusing only on the number of services delivered, organisations should consider whether the care provided genuinely meets individuals’ needs and produces positive outcomes. Supporting people to remain as independent as possible promotes dignity and confidence while reducing future care needs (NICE, 2023). However, financial pressures and workforce shortages may limit organisations’ ability to consistently deliver person-centred care.

Task 2: Staff Burnout 
Staff burnout is a significant challenge in health and social care because it affects both staff wellbeing and the quality of care provided to patients and service users (West, Bailey and Williams, 2020). Burnout is commonly associated with staff shortages, heavy workloads and long working hours, which can leave employees physically and emotionally exhausted (Maslach and Leiter, 2016). Meadows (2008) explains that health and social care operate as an interconnected system, meaning that one problem can quickly create or worsen another. For example, if two carers are absent from a care home, the remaining staff may need to care for more residents, miss their breaks and work beyond their contracted hours. Over time, this increases stress, fatigue and the likelihood of burnout. As staff become increasingly overwhelmed, they may have less time to communicate effectively, respond to people’s individual needs or carry out tasks safely, which can reduce the quality of care and increase the risk of errors (West, Bailey and Williams, 2020). Reducing burnout requires safe staffing levels, supportive leadership and investment in staff wellbeing. However, workforce shortages and financial pressures mean these strategies can be difficult to sustain, highlighting the need for long-term organisational commitment.
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Task 3 – Self-Reflection of Group Activity (Gibbs’ Reflective Cycle)
Using Gibbs’ Reflective Cycle (1988), I reflected on my contribution during the group activity on divergent and convergent thinking. The purpose of the activity was to explore a range of possible solutions before selecting the most suitable one. Through this exercise, I learned that divergent thinking encourages creativity and the generation of different ideas, while convergent thinking focuses on evaluating those ideas to identify the most practical solution.
During the discussion, I suggested using divergent thinking to address Stanley’s vaccination programme because the situation involved several challenges, including staff shortages and limited vaccine availability. I recommended increasing staffing levels, sharing responsibilities within the team and working with community organisations to improve access to vaccination for vulnerable groups. Listening to the ideas of other group members also showed me that combining different perspectives often leads to stronger and more effective solutions than relying on one person’s opinion.
Reflecting on the activity, I realised that I enjoy thinking creatively and suggesting new ideas. However, I also recognised the importance of taking time to critically evaluate those ideas before making a final decision. The experience helped me develop my communication, teamwork and problem-solving skills, while increasing my confidence in contributing to group discussions. In future group activities and professional practice, I will encourage  team members to share their ideas and use both divergent and convergent thinking to support well-informed, realistic and person-centred decision-making.
Task 4 – Case Study Analysis of a UK Innovation
HealthCall Digital Care Homes is a UK digital innovation designed to improve communication between care homes and NHS professionals while reducing avoidable hospital admissions (Garner et al., 2024). Before the programme was introduced, care home staff often relied on telephone calls to seek clinical advice, which could delay decision-making and increase unnecessary hospital transfers (Russell et al., 2025).
The programme uses a digital application that allows care home staff to record residents’ observations, calculate an early warning score and securely share this information with NHS clinicians. This enables faster clinical assessment and supports more timely decisions, helping residents receive appropriate care without always needing to attend hospital (Russell et al., 2025).
Evidence suggests the programme has benefited residents, care staff and the wider health service. Residents receive quicker clinical support while remaining in familiar surroundings, staff have greater confidence when managing deteriorating residents, and the NHS has reported fewer emergency department attendances, fewer hospital admissions and shorter hospital stays (Garner et al., 2024).
Rogers’ Diffusion of Innovation Theory suggests that new ideas are more likely to be adopted when they are easy to use, fit existing practice and clearly improve outcomes (Rogers, 2003). Although HealthCall has shown positive results, its success depends on staff training, digital skills and reliable technological infrastructure. These requirements may limit implementation in organisations with limited resources, suggesting that organisational readiness is as important as the technology itself.
Task 5
Current Issue: Digital Inequality in Health and Social Care
Digital inequality has become a growing concern in health and social care because many NHS services now rely on digital technology to deliver care and communicate with patients (Watts, 2020). However, not everyone has equal access to digital devices, reliable internet connections or the skills needed to use online services. Older adults, people on lower incomes and those living in disadvantaged communities are more likely to experience digital exclusion, making it harder to book appointments, attend virtual consultations and access health information (Watts, 2020).
Robinson et al. (2020) argue that digital inequality is not only about access to technology but also about digital confidence, skills and social support. This suggests that simply providing digital devices is unlikely to solve the problem unless people also receive the support needed to use them effectively. Both studies agree that digital inequality reduces access to healthcare. However, Robinson et al. (2020) provide a broader perspective by considering digital confidence, education and social support, whereas Watts (2020) focuses mainly on access to technology. This suggests Robinson et al.’s findings offer a more comprehensive understanding for health and social care practice.
These findings reflect the Social Determinants of Health framework, which recognises that social and economic factors have a significant influence on health outcomes (Marmot et al., 2020). In practice, health and social care organisations should continue offering face-to-face services while improving digital access, skills and support to reduce health inequalities.

Task 6 Discuss one benefit of using wearable health technologies to support the management of chronic health conditions
One important benefit of wearable health technologies is that they help people with long-term conditions monitor their health more regularly without needing frequent hospital visits. Devices such as smartwatches and continuous glucose monitors can record heart rate, physical activity and blood glucose levels, allowing both patients and healthcare professionals to identify changes early and respond before a condition becomes more serious (Lum et al., 2024). This can encourage people to take a more active role in managing their own health, improve treatment adherence and support better long-term outcomes (Gagnon et al., 2024).
Despite these benefits, wearable technology may not be suitable for everyone. Some people may struggle with digital skills, lose motivation to use the devices over time or have concerns about relying on technology (Lum et al., 2024). The Technology Acceptance Model suggests that people are more likely to use digital health technologies when they believe they are useful and easy to use (Davis, 1989).

Describe how electronic health records (EHRs) improve communication and collaboration between healthcare providers
Electronic Health Records (EHRs) improve communication by allowing authorised healthcare professionals to access the same patient information wherever care is delivered. This reduces duplicated tests, incomplete records and medication errors while supporting safer decision-making across multidisciplinary teams (Alomar et al., 2024). For example, GPs, hospital consultants and community nurses can view the same clinical information, making it easier to coordinate treatment and provide continuity of care.
Research also suggests that giving patients access to their electronic records can increase their understanding of their condition and encourage them to become more involved in decisions about their care (Alomar et al., 2024). However, successful implementation depends on staff training, effective cybersecurity and systems that can communicate with one another (Pong et al., 2024). The Technology Acceptance Model explains that healthcare professionals are more likely to adopt digital systems when they believe they are beneficial and straightforward to use (Davis, 1989).


Explore how digital technology can support preventative care and health promotion
Digital technology can support preventative care and health promotion by helping people identify health risks earlier and make healthier lifestyle choices. Mobile health applications and wearable devices can remind people to exercise, take medication, attend screening appointments and monitor changes in their health, encouraging them to take a more active role in preventing illness (Lum et al., 2024). For example, someone at risk of developing type 2 diabetes could use a fitness app linked to a smartwatch to track daily activity, receive personalised feedback and monitor progress towards their exercise goals.
Research suggests that digital health technologies can improve self-management, strengthen communication between patients and healthcare professionals, and encourage healthier behaviours when they are integrated into routine care (Pong et al., 2024). However, not everyone benefits equally because limited access to digital technology and lower levels of digital literacy can reduce engagement with these services. The Technology Acceptance Model explains that people are more likely to use digital health technologies when they believe they are useful and easy to use (Davis, 1989).





Task 7 – Understanding the NHS Leadership Framework
The NHS Healthcare Leadership Model outlines the behaviours and values expected of leaders working in health and social care. Its purpose is to help leaders develop the skills needed to support staff, improve services and deliver safe, person-centred care (NHS Leadership Academy, 2023). Rather than focusing only on management, the model highlights the importance of building positive relationships, encouraging teamwork and creating an environment where staff feel confident to share ideas. It includes behaviours such as leading with care, inspiring shared purpose, engaging the team and evaluating information, all of which contribute to improving the quality of care and supporting continuous service improvement. Research shows that effective leadership can increase staff engagement, improve teamwork and lead to better outcomes for people using services (West et al., 2022).
The leadership behaviour that stands out to me most is leading with care. Leaders who show empathy, respect and genuine concern for their staff are more likely to build trust and encourage open communication (West et al., 2022). When staff feel valued and supported, they are more confident in sharing ideas and contributing to service improvements. For example, encouraging staff to suggest ways of improving communication with service users or reducing medication errors can lead to positive changes in practice. This reflects Transformational Leadership Theory, which explains that leaders inspire and motivate others through a shared vision and support (Bass and Avolio, 1994). However, no single leadership style is effective in every healthcare setting, so leaders must adapt their approach to meet the needs of different teams and situations.”
This module has changed the way I think about creativity and innovation in health and social care. At the beginning, I believed innovation was mainly about introducing new technology. I now understand that it also includes improving communication, leadership and everyday practice to achieve better outcomes for service users (NHS Leadership Academy, 2023). In my future role, I want to encourage teamwork, listen to different perspectives and use evidence to improve the quality and safety of care.

Task 8 – Self-Reflection Journal Entry
Using Gibbs’ Reflective Cycle (1988), I reflected on how my understanding of creativity, innovation and value creation has changed during this module. At the beginning, I thought innovation was mainly about introducing new technology into health and social care. However, designing the Dementia Safety Smartwatch prototype changed my perspective because it showed me that innovation should begin by identifying a real problem experienced by service users before developing a practical solution. Our group designed a smartwatch with GPS tracking, medication reminders, a one-touch SOS button and automatic fall detection to improve the safety, independence and wellbeing of people living with dementia. The prototype also reflects the principles of the Care Act 2014, which promotes wellbeing and independence, and the Mental Capacity Act 2005, which supports protecting people while respecting their rights and dignity. This activity helped me realise that successful innovation is not simply about introducing new technology but about identifying genuine needs and developing practical, person-centred solutions. It also highlighted that implementing innovation can be challenging because factors such as limited resources, staff readiness and organisational support may influence whether new ideas are successfully adopted. In my future role, I will critically evaluate new ideas before implementing them, work collaboratively with colleagues and use evidence-based practice to improve the quality and safety of care. Regular reflection will continue to support my professional development by helping me evaluate my decisions and identify areas for improvement (Gibbs, 1988).
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