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[bookmark: _Toc235555409]Introduction
This portfolio is the evidence of my use of creativity, leadership, value creation and up to date technology to solve a real health/social care problem. I chose fragmented signposting to Early Help and family-support services as my challenge. There are several pages of information on the council, various thresholds, and unfamiliar professional jargon at a time when stress has already diminished families' search abilities. I created CareLink Family Navigator, a blended digital, phone and community-based navigation to find the right kind of support in the local community, to draft a summary for the family and to link to a human practitioner. It is a portfolio based on the Design Council's Double Diamond and includes weekly practice and critical reflection. It demonstrates not only the end result idea, but also how evidence and feedback have influenced my assumptions.
Portfolio artefact map
	Exercise
	Artefact produced
	Learning demonstrated

	1. Discover and define
	Problem statement and journey map
	Problem framing and evidence

	2. Empathy and stakeholders
	Persona, empathy map and influence map
	Co-design and person-centred practice

	3. Ideation and selection
	Idea bank and criteria matrix
	Divergent/convergent thinking

	4. Value creation
	Value proposition and pilot business case
	Public value and enterprise

	5. Leadership
	Team governance and challenge mechanisms
	Compassionate, distributed leadership

	6. Technology and ethics
	Data, inclusion and human-oversight rules
	Responsible innovation

	7. Prototype and reflection
	Low-fidelity journey and PDSA plan
	Testing, evaluation and reflective practice


[bookmark: _Toc235555410]Exercise 1 - Discover and define the problem
I started by having a problem framing exercise. My first comment was, “Councils require a greater Early Help application.” This was a solution-based and too narrow. The Discover stage of the Double Diamond is the part where you will learn more about the problem before you try to solve it (Design Council, 2024). I then restated the challenge: “How can the information be accessible, trusted and timely to families if they are not required to know which organisation is offering it?” This language brought the focus from technology to experience of access.
I charted the present path: identify a concern, research online, understand service names and eligibility, determine that the problem is urgent, repeat story to the listener, wait for a response, and then arrange appointments.  The highest-friction points were uncertainty, repeated narration and fear that asking for help might automatically trigger statutory intervention. The exercise taught me that value is created when an innovation reduces emotional and administrative burden, not when it merely digitises an existing form.
A limitation was that my initial evidence came from websites and professional assumptions. Human-centred design requires contact with people affected by the issue (Brown, 2008). For this reason I put forward the idea of conducting discovery interviews with parents, youth, family-hub staff, health visitors, schools, and voluntary organisations with an interpreter and accessible options. I would also include people who disengaged from services, because designing only with confident service users could reproduce exclusion.
[bookmark: _Toc235555411]Exercise 2 - Empathy mapping and stakeholder analysis
The second exercise used an empathy map and stakeholder map. The primary persona was “Amina”, a parent with two children, limited English, irregular work and concerns about her son’s attendance and anxiety. She feels: “I need help, but don't need to be judged”; hears varying advice from school and relatives; sees lengthy web pages; and wants a private and low cost pathway, available outside of office hours. This persona did not allow for the inclusion of language, trust and mobile access design options, but rather made them requirements.
Schools, GP, health visitors, social worker, family hubs, housing, police, domestic-abuse services, community organisations and commissioners were all positioned around the child and family. It brought to light divergent interests. Families desire choice and less repetition; professionals require consistent information; commissioners demand measurable outcomes and safeguarding partners desire rapid escalation. Hence, CareLink needs to be simple, but without giving the impression that complex risk can be automated.
Personas can serve as a tool for empathy, but if used as evidence, can reinforce stereotypes. I would confirm Amina's co-design process, and develop conflicting scenarios with a digitally savvy dad, a care experienced youth and a family with SEND. NICE's shared decision making approach reiterates that information should enable individuals to act on their values and preferences and not lead them towards a specific choice (NICE, 2021).
[bookmark: _Toc235555412]Exercise 3 - Divergent ideation and critical selection
I started with generating ideas without judging them: printed local guide, community navigators, chatbot, single telephone number, professional referral dashboard, pop-up advice in schools, shared family-held plan. Then I combined, adapted and simplified using SCAMPER prompts. The most powerful idea was not a single application, but a blended approach: an easy-to-use website and mobile app, freephone/callback assistance, supported access in family hubs and libraries, and a summary of information that families can choose to share, which is done with consent.
I tested the concepts based on 6 criteria: benefit to families, safeguarding reliability, inclusiveness, feasibility, affordability and scalability. A fully automated AI triage tool scored high on speed but low on trust and bias/safety. Some users had paper directories, which were inclusive but soon were outdated. The hybrid navigator was the most balanced one, as technology could do searching, translation and routing, and the human could still do judging.
This exercise was grounded in Amabile's componential theory which sees domain knowledge, creative-thinking skills and motivation as interacting (Amabile, 1996). While my domain knowledge allowed me to identify governance constraints, it also led to fixations on familiar referral processes. This fixation was interrupted by divergent thinking. Then, in health and social care, there was a need for disciplined choice: novelty is not always creativity, it is novelty which is useful, and that can stand up at the ethics table, able to withstand operational pressure. The Double Diamond helped, but the stages were neat and can make it look like a linear process. In practice, negative prototype feedback would put the project back in the problem definition phase.
	Concept
	Benefit
	Safety
	Inclusion
	Feasibility
	Decision

	Paper directory
	Medium
	High
	Medium
	High
	Useful backup only

	AI-only triage
	High
	Low
	Low
	Medium
	Reject

	Telephone hub
	High
	High
	Medium
	Medium
	Include

	Hybrid CareLink
	High
	High
	High
	Medium
	Develop and test
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In the value creation exercise, user value, public value and financial sustainability were separated. Families find CareLink to be easy to understand with fewer explanations and next steps to repeat. For practitioners there is a structured summary, consent record and service directory. It can have a positive impact on the system by decreasing inappropriate referrals, duplication and delay. This is relevant to Moore's notion of public value, which is based on outcomes that are seen as legitimate by citizens, rather than just revenue.
I created a value proposition, “Right help, first time, in the way your family can use it.” It would be commissioned by partnerships between local authority and health and core directory standards would be left unchanged to prevent the exclusion of voluntary organisations. This is more appropriate than charging families. A social-enterprise model could be created that provides implementation, accessibility testing and analytics under contract, with any surplus invested back into the training of community navigators.
The enterprising opportunity is credible only if the benefits can be tested. I proposed a pilot business case to measure time from first search to contact, completed connections, abandoned journeys, repeat-story burden, user confidence, equity by language/disability/deprivation and safeguarding escalation accuracy. Where vulnerable families have low market power, Porter and Kramer's shared-value argument is less convincing in demonstrating that social benefit and organisational efficiency will align (Porter and Kramer, 2011). There must therefore be a greater focus on public accountability, co-production and transparent commissioning than on commercial incentives.
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The leadership experience involved me in developing a plan for cross-sector collaboration. I chose a distributed approach with a compassionate attitude to replace the heroic project-leader model. The core team would consist of a parent and a youth co-chair, early help practitioner, social worker, health representative, data-protection officer, access specialist, voluntary-sector partner, and a service designer and developer. Decision rights would be clearly designated, such as by safeguarding partners approving thresholds, the data-protection officer stopping unsafe processing, and lived-experience members requiring redesign when language or pathways are harmful.
Compassionate leadership is a focus on attending, understanding, empathising and helping, and psychological safety is a focus on questioning, problem reporting (West et al., 2017; Edmondson, 1999). I would employ short learning cycles, a shared risk register and a “red team” review where a group attempt to think about how the service might marginalise or pose a risk to somebody. This turns challenge into a project responsibility as a result of interpersonal conflict.
I also identified a leadership conflict. Co-production may be tokenistic if the agenda is set by the professionals and families are asked to ‘agree' to it. In order to redistribute influence, contributors should be paid, information provided in accessible formats, and meetings held at different times with a record of what is decided and a “you said, we changed, or we could not change because…” record. Hence, leadership is not only expressed through a tone of inclusion, but through governance arrangements.
[bookmark: _Toc235555415]Exercise 6 - Technology, inclusion and ethical governance
The technology and ethics exercise changed the design most substantially. CareLink would use postcode and needs-based search, plain-language prompts, optional translation, secure messaging, a family-controlled summary and role-based professional access. Artificial intelligence could improve search matching or draft translations, but it would not decide whether a child is safe, allocate a service or close a case. High-risk indicators would produce clear human contact options, including emergency and safeguarding routes.
NHS England advises that digital services should complement, not replace, non-digital support (NHS England, 2023). Consequently, every digital pathway has a telephone, face-to-face or assisted alternative. The interface would meet WCAG 2.2 AA, support screen readers and keyboard navigation, use low-reading-age text, and offer language and audio options. This avoids treating digital inclusion as device access alone; confidence, skills, privacy, affordability and trust also matter.
CareLink would process sensitive family and potentially children’s data. Privacy must be designed in through data minimisation, clear lawful bases, retention limits, encryption, audit logs and a Data Protection Impact Assessment before piloting. The ICO states that services likely to process children’s data should assess risk early and make the child’s best interests a primary consideration (ICO, 2023). Families would see what is shared, with whom and why, while safeguarding information may be shared without consent where lawfully necessary. The primary ethical concern is false reassurance: a slick interface might suggest that a referral has been accepted. Status language must therefore distinguish “information submitted”, “reviewed”, “accepted” and “appointment arranged”.
[bookmark: _Toc235555416]Exercise 7 - Prototype, evaluation and reflective learning
I chose to use a low fidelity journey with my prototype instead of coding at the outset. Screen one asks if immediate danger exists; screen two lets the user fill in concerns in their own words; screen three provides local options with eligibility and waiting time data as well as how to contact; screen four is a summary that the family can edit and share. A community navigator can take the same trip with a family, by phone or in person.
The pilot would follow a Plan-Do-Study-Act cycle. During the first cycle 10 families and 10 practitioners would perform realistic tasks with the observers recording comprehensions, errors and emotional reactions. The team would then make language and routing changes based on a live, limited pilot in three family hubs. Scale-up would be based on safety, equity and outcome evidence not just on numbers of adoptions.
I also created an evaluation dashboard comprised of three balanced domains. Experiences would be confidence, understanding burden, and repeated-story burden. Process measures may include response time, successful connection and abandonment. Equity and safety measures would measure outcomes by language, disability, deprivation and access channel, and document urgent-routing errors and near misses. This is a well balanced approach when I used to think that user numbers were proof of value. A service may be popular but unsafe or the service may be efficient with a smaller group not included.
I realised that in my initial thinking I had linked innovation to an amazing digital product through Schön's reflection-on-action (1983). The portfolio has changed my attitude, responsible creativity is the disciplined re-design of relationships, information and access. The biggest thing I learned: There can't be a "digital front door" without a "human front door" open. I would like to see more child/family co-design capacity building (safeguarding, accessible-research and participatory-design training).
[bookmark: _Toc235555417]Conclusion
If used with the right intentions, creativity can be a powerful force for the good of all mankind and CareLink is a good example of this - lived experience, assumptions challenged and ethical boundaries upheld. This is a much broader idea than originally thought of for my app, but is more in-depth, less risky, and more viable. These exercises have helped me to move from divergent thinking to critical evaluations, to move from professional vantage points to leadership, to appreciate outcomes for families over technological novelty.
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