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8. Dissemination
Time to Care is promoted via trust intranets, staff bulletins, ward notice boards, team meetings and with support from NHS communications teams. Leaflets are handed out at induction and at appraisal and dashboard results are put up in staff rooms to maintain engagement. Peer champions identified through the pilot share findings at trust-wide events, and (where applicable) at the regional NHS Employers events, spreading the campaign to other trusts experiencing similar pressures.
6. Development and regulations
NHS information governance and clinical safety standards are adhered to. All dashboard that are based on rota or workload data need to meet the requirements of the UK GDPR and Data Protection Act 2018 (UK Government, 2018) – staff data should be processed lawfully and securely and data-sharing should be agreed with trust information governance leads. Content for the workshops is peer reviewed by organizational development teams to make sure it is evidence-based, proportionate, and non-stigmatizing towards staff.
3. Target Audience and Impact
Its key users are frontline clinicians, nurses and social care staff, under the most demanding documentation requirements in NHS trusts and care providers. Patients/service users are secondary beneficiaries, receiving more focussed, person centred contact time. Spending less time on administrative work that is not of value means more time spent in the direct work that makes quality care, and boosts the common good, all while maintaining staff wellbeing and decreasing the risk of staff burnout.
TIME TO CARE
Giving frontline staff back the time to care, not just to comply



1. Innovation Overview 
Time to Care is a focused behaviour change campaign to free up time for health and social care frontline staff to spend with patients. It does not focus on new technology, but rather guides teams to identify low-value administrative tasks through a media leaflet, internal digital dashboards and peer-led workshops. The campaign is based on the first two steps of the Design Thinking process: Empathize and Define, where the problem of administrative overload is viewed as a behaviour, which can be altered through targeted communication (Rice and Atkin, 2013).






4. Implementation 
The campaign is implemented via the NHS trust communications and organizational development teams, with the help of ward and team managers as local champions. Delivery consists of a printed and online leaflet on staff intranets, a dashboard that visualizes the ratio of care-time to admin-time for each team and short workshops delivered by trained staff volunteers. Implementation starts at the pilot wards or care setting and will be extended to a wider trust building on existing structures for occupational health and staff engagement. 
7. Technology Integration 
There is a conscious limitation on the use of technology. A lightweight dashboard, which is designed on the data already collected by e-rostering and electronic record systems, will provide teams with an easy to see and motivating feedback on the proportion of shift time dedicated to direct care versus administration. New clinical systems are not added, thus maintaining a low cost of innovation. While this understated approach embodies Rice and Atkin’s (2013) stance that “communication is an effective public health tool only when it encourages behaviour change, not new technology,” he notes that technology has an important role to play.
2. The issue/Gaps in care
Administration is replacing care and treatment in the UK. According to a national NHS study, when resident doctors are not directly involved in patient care, they spend 73.0% of their shift time on non-patient care tasks, and 17.9% directly in caring for patients (Arab et al., 2025). In another Harris Poll, clinicians reported 82% of them experience symptoms of burnout in the workplace, and they spend nearly 28 hours each week on administrative tasks (Chief Healthcare Executive, 2026). Successful campaigns impact on particular behaviours rather than technology, as Rice and Atkin (2013) point out. Time to Care focuses on the latter.

[image: ][image: ]9. Conclusion
Time to Care takes administrative overload out of the equation and instead, sees it as a behaviour or a way of doing things that can be shifted through communication and not expensive technology. Scalable, low cost model for NHS trusts and social care providers in the UK, combining an accessible leaflet, a motivating dashboard and peer-led workshops to free up time for the person-centred care that enhances patient experience and staff wellbeing.














5. Timeline
· Months 1-2: Co-design leaflet with pilot staff and create dashboard. 
· Months 3-4: Two to three wards are selected as a pilot and workshops begin. 
· Months 5-7: gather survey/ dashboard information, make further adjustments to messaging. 
· Months 8-10: roll out of new materials to Trust as a whole. 
· Months 11-12: full reporting of progress against baseline data to trust and integrated care boards, in line with the priorities of the NHS England (2023) reforms.



Introduction 
Introduction 
Time to Care is an innovative, public facing behaviour change approach designed for United Kingdom (UK) National Health Service (NHS) trusts and social care providers. The high workload pressures and extremely serious, systemic staffing issues are at the heart of the problem in the delivery of health and social care in the modern world. In the “Empathise” phase of Design Thinking, practitioners make a deep observation and find that these pressures have unconsciously pulled practitioners’ attention away from meaningful interactions with service users, and towards endless administrative processes. This pitch explains the vital need for Time to Care, how it can be implemented, and why it is an ethical means to create value for the common good as well as being compliant with today’s regulatory requirements in the UK.  

Problem: Administrative burden in Health and Social Care.
The workforce instability in the UK healthcare system is partly fuelled by the operational size and scope of administrative bloating. From today’s perspective, the point of contact often spends as much as a third of his or her active shifts in the parallel, cumbersome administrative workflows. A major study by the British Medical Association (BMA, 2024) found that too much administration is taking a significant toll on doctors’ time with patients, resulting in widespread dissatisfaction amongst the profession. Likewise, research by The King’s Fund (2025) highlights how, for staff, over-documentation has a direct impact on the symptoms of clinical burnout, which in turn directly impacts on staff retention.  
One hour spent on duplicating information, chasing down information and/or using software that does not integrate with other software is one hour lost with patients. Most importantly, this isn’t a technology issue where you need to spend money on a new procurement solution, as emphasized in the podcast script. While many of the digital infrastructures which are already in place in wards—from electronic patient records to e-rostering systems—have been developed to improve care, working routines in the wards have not adapted. Rice and Atkin (2013) develop the concept of “highly successful” public communication campaigns, which can purposefully target and change distinct, attainable human behaviors, instead of expensive new infrastructure. At the core of Time to Care’s design thinking is the approach to making teams more efficient on the ground with the tools they already have in hand.  

The Solution: Time to Care
The Time to Care intervention is delivered in a coordinated way by using three low cost, evidence-based tools.  
Distributed physically and digitally, this resource highlights high-waste behaviours (e.g. data duplication, unnecessary sign-off processes) and provides simple and standardised alternatives.  
This light-weight dashboard pulls existing metrics from existing electronic records and e-roster data without the need to buy additional software. It instantly shows a team, by team, a visual track record of their direct care vs administrative ratio.  
· Peer-Led Workshops: These short training sessions are led by trained staff volunteers, not outsiders, which puts people at ease and makes the campaign theirs from the outset.  
This is achieved through the combined effect of these components, which directly tackle the behavioral blockages that were found in the Empathise and Define design stages. Healthcare workers have not gone anywhere where they are less inclined or motivated to interact with patients; they simply do not have any feedback from the operation, some permission to be cultural to skip redundant forms, or any viable alternatives to existing habits of the wards.  



Policy, Regulation and Professional Context.
Time to Care is being implemented without overly complex legislative changes and it fits effortlessly into current governance for health services in the UK. It is directly supporting the core work of the NHS Long Term Workforce Plan to harness more direct time with patients through innovative use of existing data and technology (NHS England, 2023). The visual dashboards used for the campaign make full use of existing staff rota and workload data, therefore the development fully complies with the UK General Data Protection Regulation (UK GDPR) and Data Protection Act 2018 (UK Government, 2018). This will ensure that all information for staff is processed in a lawful, transparent and closely supervised way by institutional information governance leads. In addition, the campaign helps trusts to ensure that they continue to meet the Care Quality Commission’s (CQC) core standards for safe, well-led care and for suitably supported staffing (CQC 2023).  

Public and Professional Involvement | Encouraging
While Time to Care is delivered through frontline practitioners, it is very dependent on public and patient involvement for effectiveness. Existing trust patient participation groups and community forums will be actively engaged to co-design and review the leaflet message to ensure accountability. This means that the vocabulary is meaningful and relevant to service users, and not just a clinical shorthand for the service providers. At the same time, regular patient experience questionnaires will be encouraged to be used by the wider public, specifically to identify how good the communication and care they receive is in protected contact time. The dual involvement ensures the campaign is highly transparent, giving the executives solid, multiple source evidence to support and sustain the behavior-change framework.  

The predicted effects and assessments.
Two metrics closely related to the campaign’s long-term viability and return on investment will be measured. First, there will be internal staff survey data that show the level of change in administrative burden before and after the campaign. Secondly, these will be directly matched to patient satisfaction trends on the quality of direct interactions. In the early stages of the pilot, it will be reviewed for impact in terms of positive dashboard changes and qualitative assessments of the workshops, to further customise the campaign messaging, before extending the initiative to the wider trust landscape.  

Conclusion
Time to Care is an actionbased, low-cost, and realistic answer to a systemic problem not solved by technology. The model avoids infrastructure expenses, places greater emphasis on professional ownership by peers and is very sustainable, governable and completely aligned to national health policy in the UK. It is an investment, a conscious one, a compassionate one, an investment that will bring about a return on human resource back to the frontline, where health and social care workers are deeply involved in caring for the people for whom they are working.
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