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1. Introduction
This portfolio describes how new ideas can be developed, assessed and implemented in health and social care. It views creativity and innovation as pragmatic processes that must respond to service-user requirements, the evidence of the profession and organisational restrictions. The portfolio looks at communication failure, digital advancements, leadership behaviours and service improvement through research, case study and reflection. In particular, we are looking at whether the proposed changes are inclusive, sustainable and likely to deliver measurable benefits for patients, staff and wider care systems.

2.Task 1 – Defining Key Concepts in Practice
Innovation
Innovation is a service or process that is new or significantly improved and put into actual use (OECD and Eurostat, 2018). Innovation is a concept that has passed the discussion phase . Implementation makes the difference . Innovation is vital because services need to adjust to ageing populations, staffing limitations and changing patterns of sickness. For example, a virtual medication-review service for care facilities overseen by pharmacists may spot hazardous combinations of medicines without residents needing to travel. Normalisation Process Theory proposes that innovations become sustainable when personnel understand them, are engaged in their introduction, do the work required and evaluate their impacts (May and Finch, 2009). 
Creativity
Creativity is defined as the ability to generate ideas that are both original and useful (Runco & Jaeger, 2012). In care settings effectiveness is defined as utility, ethical acceptability and responsiveness to service users. For example, staff might engage with autistic persons to establish quieter times for appointments, visual instructions and less stressful waiting rooms. This approach is supported by the Design Council’s Double Diamond through discovering user experiences, defining the problem, generating alternatives and producing a tested solution (Design Council, n.d. Creativity matters because not every human need can be predicted in a standard procedure. 
Value creation
Value creation is about using resources to enhance outcomes and experiences in ways that are good for individuals and good for the population. The Triple Aim links three goals: improved care experience, improved population health and reduced per-capita cost (Berwick, Nolan and Whittington, 2008). For example, pre-emptive home visits for frail older people may support independence while averting avoidable emergency admissions. This produces value for both the service users and the health system. 
Change
Change is that move from a current practice to a different and desired way of working. For example, implementing structured electronic handovers requires new documentation routines, training and accountability of staff. Kotter’s eight-stage paradigm promotes urgency, a steering coalition, a shared vision, short-term wins and anchoring new approaches (Kotter, 1996). Change is critical. Even good ideas won’t deliver improvement if behaviour and systems remain the same. However, Kotter's sequential approach may be an oversimplification of complex care environments in which implementation often requires feedback, revision and continuing service-user involvement.
3.Task 2 – Mind Map: Poor Communication During Transitions of Care
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Poor communication while transferring between hospital, primary and social care important since responsibility and information go together. The map shows how time pressure, incompatible records, unclear roles and language barriers can lead to incomplete handovers. Such gaps can result in medication errors, duplicate tests, delayed support and preventable readmission. Thus, effective handover is a requirement for patient safety and not merely a matter of professional courtesy (Manser and Foster, 2011). SEIPS 2.0 describes the problem as a result of interactions between people, tasks, technology, organisations and care environments (Holden et al., 2013). They include older people with multiple conditions, people with learning disabilities, people with limited English and unpaid carers, who are disproportionately affected. Poor communication can lead to increased preventable harm and mistrust. Structured handovers, interoperable records, medication reconciliation, teach-back and a named co-ordinator supported by auditing rather than relying on staff vigilance alone are needed for sustainable progress.
4.Task 3 – Self-Reflection on the Group Activity
I utilized Driscoll's "What? So what? "So what?To reflect on the 15 minute class debate on innovation improving health and social care (Driscoll, 2007).
What?
In the argument I looked at benefits like faster access, more independence and better diagnosis and dangers such as expense, confidentiality, staff resistance and digital exclusion. The group employed divergent thinking to develop these numerous ideas and convergent thinking to analyze them and arrive at a reasonable decision.
So what?
I helped by asking, do we assume automatically that new has to be better? This led the group to separate innovation from improvement and to think about evidence, execution and equity. I discovered that critical thinking is one of my skills. But I also knew that too early criticism can hinder other participants to propose innovative ideas. According to Cropley (2006) creativity involves both the divergent invention of ideas and the convergent evaluation of ideas. 
Now what?
In future group exercises, I would separate idea generation from evaluation. I would give a period of time for recommendations to be made uncriticised and then judge them against established criteria such as safety, accessability, evidence and cost. I would also invite the more reserved people to speak up before the group makes its final decision.

5.Task 4 – Case Study Analysis of a UK Innovation
NHS 111 Online was launched to meet increasing demand on urgent care services and give consumers 24-hour access for non-emergency health problems. People answer questions on a website or smartphone based on their symptoms and are directed to self-care advice or the relevant NHS service. It creatively transforms a telephone triage pathway into an interactive self-service system. It can add value through speedy access, privacy and convenience, particularly for those who do not want to discuss symptoms by telephone. Turner et al. (2021) reported that 35% of online users did not want to use the telephone service, indicating that the digital option satisfied a specific preference. 
Yet, observed results challenge the premise that digitalization automatically reduces demand. The evaluation found little reduction in NHS 111 telephone calls but online user satisfaction was lower than telephone user satisfaction: 50% compared with 71% (Turner et al, 2021). Moreover, online users were more likely to have a higher level of digital-health literacy than non-users, which put those with chronic diseases or lower digital abilities at risk of exclusion (Turnbull et al., 2024).
 Normalization Process Theory proposes that the effective adoption of services hinges on whether users make sense of, engage with and regularly appraise the service (May and Finch, 2009). NHS 111 Online could be adapted for use elsewhere but it should be an adjunct, not a replacement, to telephone and face-to-face access. Its value is based on usability, public understanding, clinical safety and equitable access..
6.Task 5: Current Issue – Elective-Care Waiting Times
Long waiting periods for elective care continue to be a severe problem as delayed diagnosis or treatment can worsen symptoms, increase anxiety and widen inequities between patients who can and cannot buy private care. The causes are systemic, not any single failure of service. 

Siciliani and Hurst (2005) examined the policies on elective surgery in 12 OECD countries. Waiting periods are described as a mismatch between demand and available supply, which is determined by hospital capacity, staff availability, clinical priority and financial incentives. More money alone may not be useful if hospitals are understaffed or lack incentives to enhance production. However, the international comparison is based on older data and mixes healthcare systems of different forms, limiting its direct applicability to the current NHS. 

Most recently, Shah et al. (2025) analyzed data from Scotland’s elective-care system from 2013 to 2023. The waiting lists were growing before COVID-19 but the backlog was accelerated by cancellations and limited capacity during the pandemic. 

Elective capacity had not yet fully recovered by the end of 2023 and the authors anticipated that a further 20% capacity over three years would be needed to work through the pandemic backlog. Both publications show a lack of capacity relative to demand, but Shah et al. (2025) present better recent UK evidence. Capacity augmentation must be combined with demand management, efficient scheduling and clinical prioritization. 

7.Task 6: Digital Innovation in Health and Social Care
6.1 What are the benefits of wearable technology for those with long-term health conditions? 

Wearable activity trackers can help people with long-term health conditions track their steps, heart rate, sleep and periods of inactivity. For example, a person with cardiovascular disease could use personalised step targets and heart-rate feedback to progressively increase activity, while sharing relevant trends with a clinician. This promotes self-management as progress can be seen between consultations and unexpected patterns may warrant an earlier assessment by a professional. 
According to Ferguson et al. (2022), wearable trackers typically increased physical activity and provided small improvements in various health indices. But information isn't the same as better health. Benefits depend on the accuracy of the gadget, on continued involvement and on the ability of the patient to interpret feedback. Too many warnings can also be anxiety-inducing, and expense, handicap and low digital trust can limit access. 
The COM-B model suggests that wearables may increase psychological capability through feedback and motivation by setting goals, but patients also need opportunity, such as affordable devices, professional support and accessible design (Michie, van Stralen and West, 2011). Wearables should complement clinical care and not replace assessment.
 6.2 How do electronic health records facilitate collaboration? 
Electronic health records can generate a common, longitudinal record of diagnosis, medications, allergies, test findings and care plans. For example, when an elderly person is moved from hospital to community care, doctors, pharmacists, nurses and social-care professionals are able to get up-to-date information rather than having to rely on separate paper records. This can aid in medication reconciliation, decrease duplicate assessments, and make clear who is responsible for follow-up care. 
Research suggests that interoperable records can improve information availability and some safety and quality outcomes (Li et al., 2022). But collaboration is not something that software alone can create. It may simply be that systems used by different organisations remain incompatible. 
Access must also be on a need-to-know basis, as social-care practitioners do not necessarily need to see the whole clinical record. Effective implementation therefore requires interoperability standards, staff training, clear information-governance arrangements and agreement on who updates each section. The record should facilitate professional discussion and joint decision-making, not replace direct multidisciplinary communication.
 6.3 How can digital technology support preventive care? 
Digital technology can assist in prevention by identifying people eligible for prevention and providing timely, personalized prompts. For example, an electronic system may recognize people who have not been vaccinated against the flu and send them an SMS with information on where and when it is available. A randomised controlled trial by Stockwell et al. (2012) found that educational text messages increased influenza vaccination in children and adolescents compared with usual care. 
 The COM-B model may help to explain the success of reminders: they raise capability through providing information, generate opportunity through offering practical access information and increase motivation by making the health action instantly relevant (Michie, van Stralen and West, 2011). 
Automated communication can add to inequalities where services are only accessible through smartphones or written English. Digital prevention should therefore encompass translated messages, accessible formats, opt-out arrangements and non-digital alternatives. 

8. Task 7: Leadership in Health and Social Care
The NHS Healthcare Leadership Model is for all clinical and non-clinical staff, because leadership is demonstrated by everyday behaviour not job title. It has nine dimensions: Inspiring Shared Purpose, Leading with Care, Evaluating Information, Connecting Our Service, Sharing the Vision, Engaging the Team, Holding to Account, Developing Capability and Influencing for Results (NHS Leadership Academy, n.d.). There are behavioral indicators for each category that range from critical to exemplary that practitioners can use to assess their current practice and find areas for improvement.
One of the strengths of the approach is the blending of relational behaviours, such as compassion and team participation, with analytical and performance driven responsibilities. This is relevant to health and social care as leaders have to balance service-user experience, worker welfare, safety and limited resources. Organisational culture, authority and available resources influence leadership conduct.

In specifically the behavior I focus on is Evaluating Information. It is about actively searching out diverse types of information and applying it to produce evidence-based improvement plans that recognise different perspectives (NHS Leadership Academy, n.d.) . For example, before a change is made to a hospital-discharge procedure, a leader should study readmission data, medication occurrences, staff observations and patient or carer experiences. Smaller or disadvantaged groups may have problems that are obscured by the use of performance statistics alone.
This practice is indicative of evidence-based management when decisions are made by a combination of research evidence with organisational knowledge and professional judgement, rather than habit or personal preference (Rousseau, 2006). 
I know that I occasionally take information from confident speakers without checking the source enough. To build this leadership style I will ask what evidence is there to support a proposal, what perspective is missing, and what are the alternative explanations? In the group work I will be comparing academic research with service-user feedback rather than assuming one form of research is better than the other. 
My development may be measured by comments from colleagues and a reflective decision diary that explains the facts I have reviewed and the reasoning for my ultimate judgement. 

9.Task 8: Final Reflection
Completing this portfolio has changed how I understand innovation. In the beginning I largely equated innovation with new technology. I now realise that this may involve redesigning communication, leadership or care processes and that novelty is of little value unless it delivers safe, inclusive and measurable improvement.
The key lesson was that service users should be involved in the development of solutions, not asked for their views after a decision has been made. Co-design based on experience engages patients and staff as equal participants in identifying crucial experiences and redesigning services together (Bate and Robert, 2006). So in future practice I will use study findings, service data and lived experience before advocating change.
I have also become more conscious of the importance of reflecting critically. Schön (1983) makes a distinction between contemplation during professional conduct and reflection after the occurrence. I will employ both approaches, by questioning assumptions during participating in improvement activities and by reviewing outcomes afterwards. 
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