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Task 1 – Concept Map
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Creativity, value creation and health and social care improvement are closely interconnected within modern health and social care systems. Creativity enables professionals to think differently about complex problems such as rising demand, workforce pressures and health inequalities. In health and social care settings, creative approaches often involve collaboration with service users, carers and multidisciplinary teams to design innovative and person-centred solutions (Brewster et al., 2021).

These creative ideas contribute directly to value creation, which in healthcare is defined as achieving better outcomes and experiences for people while using resources efficiently (Porter, 2010). For example, creative service redesign in community care can reduce unnecessary hospital admissions, improve patient independence and lower costs. The NHS emphasises value through its focus on improving population health, patient experience and staff wellbeing while ensuring sustainable use of resources (NHS England, 2022).

Creativity and value creation are embedded through health and social care improvement methods. Quality improvement approaches such as PDSA cycles allow teams to test creative ideas, measure outcomes and refine practice based on evidence (The Health Foundation, 2021). Overall, creativity drives innovation, value creation ensures meaningful benefit, and improvement frameworks embed positive change into everyday practice.


























Task 2 - Self-Reflection of Group Activity
This reflection applies Gibbs’ (1988) Reflective Cycle to analyse my experience of the paperclip divergent/convergent thinking activity and its relevance to health and social care improvement.

Working in a group of four, we generated approximately 50 possible uses for a paperclip within ten minutes. Ideas ranged from conventional (e.g., holding papers, resetting electronic devices) to more innovative (e.g., assistive tool for dexterity difficulties, makeshift fastener in emergencies).

Initially, I experienced mild performance pressure due to the time constraint. However, as the activity progressed, I became more confident and engaged. The collaborative environment reduced self-judgement and encouraged risk-taking in idea generation.

I contributed actively to proposing ideas and played a secondary role in evaluating feasibility and safety. For example, when ideas involved sharp edges or security concerns, I considered potential risk implications. This introduced convergent thinking into the discussion, ensuring ideas were not only creative but responsible.

The activity clearly distinguished between divergent thinking, where quantity and originality were prioritised, and convergent thinking, where ideas were critically appraised. In health and social care, this balance is essential. Innovation (divergent thinking) drives service improvement, but patient safety, ethical considerations and resource limitations require convergent evaluation. Without structured reflection and risk assessment, creative ideas may be impractical or unsafe.

This exercise strengthened my understanding that effective improvement requires both creative exploration and critical refinement. Integrating divergent and convergent thinking supports sustainable, safe innovation within health and social care systems.

.



Task 3 - Case Study of a UK innovation
Case study: COVID Oximetry @home (CO@h) – creative remote monitoring to spot “silent hypoxia”
The initiative. During COVID-19, clinicians saw patients deteriorate at home with low oxygen levels despite feeling relatively well (“silent hypoxia”). NHS England’s COVID Oximetry @home (CO@h) addressed this by combining a simple consumer device (a pulse oximeter) with redesigned care processes: eligible patients were given oximeters, taught how to take readings, and supported to self-monitor and escalate (or be actively monitored) so deterioration could be identified earlier and acted on faster. 
Where creativity showed up. CO@h was not a new drug or new hospital unit—it was a creative service design response that repurposed existing technology and shifted the locus of observation from ward to home. The programme blended: (1) patient self-measurement, (2) structured thresholds and safety-net advice, and (3) community/primary care coordination for escalation. This is “creativity” as practical recombination—turning a low-cost device plus clear decision rules into a scalable pathway that reduced reliance on face-to-face review while maintaining safety. 
How it drove change. The pathway changed roles and routines: patients became active contributors to surveillance; clinicians relied more on trend data and remote contact; and escalation became protocol-driven rather than symptom-led. That shift mattered because oxygen saturation can fall before patients recognise severe illness. CO@h also created a shared language (“your reading is X, do Y now”) that supported quicker decisions and clearer communication across primary and secondary care. 
Value created for patients and services. A service evaluation of a community-led CO@h model in North Hampshire (Nov 2020–Mar 2021) found that patients onboarded to CO@h had better hospital outcomes compared with those not onboarded—specifically lower odds of hospital mortality, ICU admission, and longer length of stay. For patients, the value was earlier recognition of deterioration, reassurance through clear monitoring routines, and potentially safer care at home. For the system, the value was reducing severe deterioration at presentation and easing pressure on acute beds by preventing some late escalations.
Lessons. CO@h shows that innovation in the NHS can be highly creative without being high-tech: redesigning pathways around simple tools, patient capability, and escalation rules can deliver measurable clinical benefit when the problem is timely detection. 
Task 4 - Research Task
Mental health stigma continues to be a major problem in health and social care, creating barriers to help-seeking and diminishing the quality of treatment for people with psychiatric conditions. Two peer-reviewed pieces of research explore the underlying reasons why stigma persists and how it affects services.
Phelan et al. (2023) investigated perspectives of both patients and healthcare professionals on stigma as a barrier to engagement with integrated behavioural health services. The study found that stigma arises from societal stereotypes that label people with mental health disorders as dangerous, weak or unpredictable, and these views are present among clinicians as well as the general public. Patients anticipated negative reactions from staff, leading them to avoid disclosing symptoms or attending appointments. Clinicians, lacking specific training, sometimes unconsciously reinforced these stereotypes, which compromised therapeutic relationships and discouraged continued care. This research highlights that stigma not only operates at a societal level but is embedded within clinical interactions, reducing access and continuity of care. 
Knaak et al. (2017) focus specifically on stigma within healthcare systems and among providers. Their review shows that personal attitudes and workplace culture contribute substantially to discriminatory behaviour. Healthcare professionals may hold implicit biases, lack confidence in managing mental health conditions and receive inadequate training, which results in poorer communication, rushed assessments and lower expectations for recovery. These factors create structural and interpersonal barriers that deter patients from seeking help and perpetuate lower standards of care. The article argues that provider stigma, rooted in limited mental health literacy and systemic support, must be addressed to improve service quality and reduce unmet needs. 
Together, these studies suggest that stigma persists because of deep-rooted societal beliefs and professional attitudes, affecting both the demand and supply sides of mental health care.




Task 5 - Podcast

















Task 6 - NHS Leadership Framework Analysis
The NHS Leadership Framework sets out a shared model of leadership behaviour for health and care staff, recognising that leadership is everyone’s responsibility, not only people in formal posts. It describes seven domains.
(1) Demonstrating personal qualities: self-awareness, integrity, emotional intelligence and resilience so leaders act consistently with NHS values.
(2) Working with others: building trust, communicating well, resolving conflict and collaborating across professions and organisational boundaries.
(3) Managing services: planning, prioritising, managing resources, risk and performance so services are safe, equitable and reliable.
(4) Improving services: using evidence, quality-improvement methods and feedback from patients, families and staff to redesign pathways and reduce harm.
(5) Setting direction: scanning the environment, analysing information, making decisions and aligning work with strategy and population need.
(6) Creating the vision: articulating an inspiring picture of better care and motivating people to contribute.
(7) Delivering the strategy: turning vision into delivery plans, governance, capability building and measurable outcomes. Used for reflection, appraisal and development, the framework helps individuals identify strengths and gaps, and helps organisations build consistent leadership cultures that support compassionate, continuously improving care. It also emphasises shared accountability, inclusion and learning, so improvement becomes routine and outcomes stay central for patients and staff. 
A leader can use this domain to make creativity a normal part of care improvement by framing problems as shared learning challenges, not personal failings. They start by listening to patients and staff, using stories, complaints and data to identify a clear improvement aim. Then they create psychologically safe spaces (eg, short huddles or ‘improvement labs’) where multidisciplinary teams can test ideas quickly through small Plan-Do-Study-Act cycles, learn from failure and scale what works. The leader models compassionate, supportive behaviour, because compassionate leadership can stimulate innovation by boosting staff’s intrinsic motivation and reinforcing their care values. They also remove practical barriers (time, information, permissions), connect teams to quality and digital support, and celebrate learning rather than only targets. Over time, this builds an engaged workforce that generates and implements new ideas, improving safety, flow and patient experience. Finally, they share results widely to spread successful change.

Task 7 - Self-Reflection Journal Entry
Throughout this module, my understanding of creativity within health and social care (H&SC) has significantly evolved. Previously, I associated creativity mainly with new technologies or major innovations. However, exploring examples such as the NHS COVID Oximetry @home initiative helped me recognise that creativity in H&SC is often about service redesign, practical problem-solving, and rethinking existing processes to create value. I learned that innovation does not always require high-tech solutions; it can involve repurposing simple tools, such as pulse oximeters, and embedding them into structured, patient-centred pathways.
My understanding of value creation has also deepened. I now see value not only in financial efficiency, but in improved patient outcomes, earlier intervention, enhanced safety, patient empowerment, and better system coordination. Creativity contributes to value when it improves patient experience, reduces harm, strengthens collaboration across services, and supports sustainable models of care.
This module has influenced my professional practice by encouraging me to think more systemically and proactively. I am more aware of how small changes—such as clearer communication, structured escalation processes, or empowering patients in self-monitoring—can drive meaningful improvement. I now approach challenges with a mindset focused on practical innovation, collaboration, and measurable impact for service users.










Reference List
Boniface, M., Burns, D., Duckworth, J. et al. (2022) ‘COVID-19 Oximetry @home: evaluation of patient outcomes’, BMJ Open Quality, 11(1), e001584. Available at: BMJ Open Quality website (Accessed: 24 February 2026).
Brewster, A.L. et al. (2021) ‘Creativity in problem solving to improve complex health outcomes’, Learning Health Systems, 5(2), pp. 1–10.
Gibbs, G. (1988) Learning by Doing: A Guide to Teaching and Learning Methods. Oxford: Oxford Polytechnic.
Knaak, S., Mantler, E. and Szeto, A. (2017) ‘Mental illness-related stigma in healthcare’, PMC Journal. Available at: https://pmc.ncbi.nlm.nih.gov/articles/PMC5347358/ (Accessed: 24 February 2026).
NHS England (n.d.) COVID Oximetry @home. Available at: NHS England website (Accessed: 24 February 2026).
NHS England (2022) What is quality improvement? Available at: https://www.england.nhs.uk (Accessed: 18 January 2026).
NHS Leadership Academy (n.d.) Introducing the Leadership Framework (A5 handout). Available at: NHS Leadership Academy website (Accessed: 24 February 2026).
Phelan, S.M. et al. (2023) ‘Patient and health care professional perspectives on mental illness stigma as a barrier to engagement with integrated behavioural health’, PMC Journal. Available at: https://pmc.ncbi.nlm.nih.gov/articles/PMC9970680/ (Accessed: 24 February 2026).
Porter, M.E. (2010) ‘What is value in health care?’, New England Journal of Medicine, 363(26), pp. 2477–2481.
The Health Foundation (2021) Quality improvement made simple. Available at: https://www.health.org.uk (Accessed: 18 January 2026).
West, M. (2017) ‘Compassion and innovation in the NHS’, The King’s Fund, 27 September. Available at: The King’s Fund website (Accessed: 24 February 2026). 
2

image3.emf
my-recording (2).mp3


my-recording (2).mp3
157.272


image1.png
Prifysgol Cymru
Y Drindod Dewi Sant

University of Wales
Trinity Saint David




image2.png
HEALTH AND SOCIAL CARE
IMPROVMENT

CREATIVITY

0l METHODS &

EVIDENCE-BASED PRACTICE

VITY GENERATES IDEAS

VALUE CREATION MEASURES IMPACT

LEADS TO SUSTAINABLE IMPROVMENT





