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Introduction  
 
 
 
In the changing landscape of health and social care, quality and patient outcomes are key to 
ensuring sustainable models of care. This makes the ward sister and team leader role 
pivotal (RCN Bulletin, 284, 19 Oct 2011).  
 
This RCN guidance is a practical resource to help directors of nursing highlight how cost 
effective the change to supervisory practice for wards sisters/team leaders can be. The 
guidance aims to offer helpful and practical steps for senior nurses, assisting them to make 
an effective case for ensuring ward sisters and team leaders are supervisory to practice, 
allowing dedicated time for improving the quality of care experienced by service users and 
patients. 
 
The RCN believes the role can be introduced through service redesign or innovation where 
staffing levels are average or better. However extra investment may be needed where 
staffing levels are below average and the ward sister or team leader is part of rostered 
numbers. 
 
This work builds on the recommendation from the 2009 RCN publication Breaking down 
barriers, driving up standards, which recognised the importance of shaping and 
strengthening the role of the ward sister in the context of any future policy agenda and in the 
interests of patient care, whilst also making the responsibility of the ward sister clear: to 
oversee patient care in a clinical area.   
 
This document provides background information and guidance for completion of a template 
for a ward sister business case (Appendix B) that aims to support organisations in securing 
funding to implement the role in a supervisory capacity. The business case includes an 
executive summary which can be tailored to individual organisations and provides guidance 
for a making a financial case for the introduction of the supervisory role.  
 
 
 
1. Background 
 
 
 
The RCN’s Breaking down barriers, driving up standards report (RCN, 2009) discussed the 
importance of the ward sister role, and highlighted the urgent need for work to be done to 
strengthen and support this role for the delivery of high-quality nursing and care. The RCN 
recommended that all ward sisters and team leaders become supervisory to clinical 
practice in order to redress the balance, as current pressures and competing priorities had 
rendered the role of the ward sister almost impossible, resulting in excessive workloads and 
extra unpaid hours worked every week. 
 
The RCN has worked with ward sisters and senior nurses who attended a ward sister 
reference group in March 2010. The contribution of those who attended enabled the RCN to 
revise the framework for describing supervisory practice. In addition to this the RCN and the 
strategic health authorities (SHAs) jointly hosted quality events in every region in England 
to discuss the policy and professional context for care quality and the measures that can be 
used for improvement.  
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This work took into account the RCN’s Principles of nursing practice (RCN, 2011) which 
were developed in conjunction with patients and service user organisations, the Department 
of Health (England) and the Nursing Midwifery Council. These principles specify what the 
public can expect of nursing in any setting regardless of who is providing care – registered 
nurses, health care assistants, team leaders, ward sisters or student nurses.   
 
Professional nurses from community and mental health backgrounds were forceful in 
sharing their disharmony with the College as they believed the framework for supervisory 
practice did not adequately reflect the valuable contribution they made to the quality 
agenda. This was mainly due to professionals working in a community or mental health 
setting having different titles yet undertaking similar roles to that of the ward sister. 
Following these events the role of the team leader was included to be more inclusive of 
individuals working in a community setting.  
 
There was a consistent message at both events which strongly advised the RCN to be clear 
about the meaning of supervisory. Supervisory is used in preference to supernumery as 
supernumery implies being extra to the establishment numbers within a clinical team. 
Whereas supervisory encompasses the purpose for which this time would be used; 
acknowledgement that time is required to undertake supervision over and above the 
provision of direct care; and a range of strategies for achieving supervision that may involve 
the provision of direct care with other team members.  
 

‘The Ward Sister/Charge Nurse remains the key nurse in negotiating the care of the 
patient because she/he is the only person in the nursing structure who actually and 
symbolically represents continuity of care to the patient. She/he is also the only nurse 
who has managerial responsibilities for both patients and nurses. It is this combination 
of continuity in a patient area together with direct authority in relation to patients and 
nurses which makes the role so unique and so important in nursing.’ (Susan 
Pembrey,1980)  

 
The Breaking down barriers report also included evidence that effective ward leadership 
correlates with patient outcomes and staff performance in terms of lower rates of 
medication errors, higher levels of patient satisfaction and lower ward absence and 
sickness rates. A case study from Medway NHS Foundation Trust shows improvement in 
morale, team working and patient care when they introduced the supervisory role of the 
ward sister some four years ago. Prior to implementing the supervisory role, ward sisters 
were dissatisfied about the need to balance auditing and quality monitoring duties alongside 
being responsible for direct patient care. 

 
A framework for the supervisory role is included within Appendix A.  
 
This framework may be used to: 
 

 assess the current situation to identify whether the enabling factors and attributes of 
the definition are present 

 develop an action plan for introducing the enabling factors and attributes 
 develop and refine evidence of meeting standards in each area 
 inform a plan for development work  
 monitor and benchmark progress 
 implement new ways of working. 
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2. Definition of supervisory  
 
 
 
The RCN has subsequently defined supervisory in the context of the ward sister /team 
leader role in all settings as the presence of the following attributes. 
 
 

1. Being visible and accessible in the clinical area to the clinical team, patients and 
service users, by for example, being available to visitors; enabling team members to 
ask questions; participating in ward rounds alongside the medical team and working 
on complex discharge with the multi-disciplinary team. 
 

2. Working alongside the team in different ways, for example, by supporting junior 
colleagues in the provision of direct care; facilitating learning in and from practice at 
the same time as working alongside; or undertaking a care plan review when a 
serious untoward incident or complaint has occurred. 
 

3. Monitoring and evaluating standards of care provided by the clinical team, for 
example, by enabling reflective review at staff handover; bringing staff together to 
review clinical and workforce data through balanced score cards, or participating in 
ward-based nursing audits. 
 

4. Providing regular feedback to the clinical team on standards of nursing care  
provided to, and experienced by, patients and service users, for example by giving 
feedback at the end of each interaction with staff members, at the end of the shift or 
in staff handover and analysing and using patient survey results as drivers of 
change. 
 

5. Creating a culture for learning and development that will sustain person-centred, 
safe and effective care, for example, through ensuring there are systems in place to 
ensure evaluation of practice, clinical supervision and shared governance/decision-
making, as well as a focus on patterns of behaviour and the provision of high 
challenge and high support.  

 
The ward sister role is often described as pivotal and can be seen as a crucial bridge 
between what some researchers identify as the ‘front stage’ (the patient interface) and the 
‘back stage’ (continuity at organisational systems level), (Unpublished, RCN 2010).  

 
As well as being role models, ward sisters play an important part in providing learning and 
development opportunities to other staff. Currie et al. (2007) examined the role of nurse 
managers in supporting practice development amongst recent graduates. They suggest 
that the approach of ward managers strongly influences development opportunities for 
graduates who do not have leadership positions themselves, and therefore could be 
considered to have an indirect impact on patient outcomes. In an interview with Firth 
(2002), several ward managers suggest that a large part of the role was ‘to keep everyone 
else together’ and to maintain the morale of the staff’ (Firth, 2002, p.488). 

 
Increasingly executive boards are seeking assurance about patient and staff experience. In 
order to achieve this it is important that there are systems in place to monitor and 
proactively address any reduction in standards. The ward sister/team leader is critical in 
providing this function at ward/locality level, often introducing and leading on quality 
improvements and evaluating these developments in practice to ensure sustainability. 
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Implementing this proposal will ensure the ongoing management of risk for the organisation 
whilst also continuing to improve quality outcomes, reflected by an improvement in:  
 

 patients’ experiences, outcomes and safety  
 health and wellbeing of staff  
 increased productivity and enabling innovation 
 a work place culture that sustains the above 
 the local population’s confidence in local health care provision 

 
 
Through strengthening the supervisory role of the ward sister/team leader across the 
organisation effective priority and time will be given to managing and developing team 
performance thus enhancing the patient experience, improving patient outcomes whilst also 
contributing to organisational priorities. For example, by ensuring that all staff have 
personal development reviews (PDRs) and access to the relevant clinical training. Better 
support and supervision of staff in turn reduces disciplinary issues and enhances an 
organisation’s reputation to future employees. 
 
The importance of a consistent workforce working as a team provides a sound base for 
continuous development of practice, positive outcomes for patient experience and reduces 
dignity related complaints. Added to this, staff turnover and sickness/absence rates are 
reduced and thereby agency costs are reduced.  
 
The business case template (Appendix B) is designed to support organisations in 
developing a case relevant to their own organisational needs and in addition to this 
provides guidance for a financial case for the introduction of the supervisory role of the 
ward sister/team leader. 
 
The template also identifies the strategic importance of the ward sister/team leader role 
across the organisation which is an enabler to support the delivery of quality, patient safety 
and productivity agendas. 

 
Not all organisations will need investment to introduce this role, for example, where staffing 
levels are average or better, the role can be introduced through the review and redesign of 
the establishment, rather than investment. In clinical areas where staffing levels are below 
average, and the ward sister/team leader is functioning as part of the rostered numbers, 
then investment is likely to be required.  
 

 
3. Making the case  
 
 
The following pages contain guidance to support you to complete a business case. Prior to 
completing your business case, it is suggested that you read this document in its entirety 
and gather the suggested key documents you will need to complete it. 
 
In addition to the key documents, it is strongly suggested that you meet and discuss this 
business case with key internal stakeholders who may assume the following roles – director 
of human resources, director of finance, director of operational management, clinical 
governance lead, learning and development lead (but please note this is not an exhaustive 
list). Conversations with internal stakeholders prior to completion and submission of the 
business case are likely to yield greater success.  
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The approach to a successful business case involves the following: 
 

 internal dialogue with key stakeholders 
 clear evidence of outcomes expected, linked to organisational objectives 
 reviewing complaints and establishing critical juncture where the supervisory role 

may have made a difference to the outcome  
 utilising patient or service users’ experiences to reinforce the written words within 

the business case 
 ensure that you use the correct house-style for your organisation when completing 

and presenting your business case. We have included an executive summary for 
your consideration. 
 

 
 Key Documents  
 
In order to complete this business case you would benefit from having a copy of the 
following documents from your organisation. 

 
1. The strategic plan. 

 
2. Project documentation to clearly identify interdependencies with other projects, 

departments and organisations, for example: 
 

 productive ward/community series 
 Quality Innovation Productivity and Prevention (QIPP) 
 clinical governance 
 local government 
 clinical commissioning groups. 

 
3. The quality strategy which sets out the priorities for improvements and aligned to 

the QIPP agenda. 
 

4. Care Quality Commission report. 
 

5. Patient survey results to ward/locality level. 
 

6. Workforce data; sickness rates, turnover, use of agency, workforce development 
programmes. 

 
7. Learning and development strategy, personal development reviews undertaken 

and clinical and mandatory training. 
  

8. Activity information such as length of stay information (secondary care), visits, 
social care referrals, falls, deaths at home and unexpected admissions (primary 
care). Links across the care pathway with primary and secondary care. 

 
9. Budget information to ward/locality level. 
 

 
Dependencies with other projects 
 
Identifying links with other projects within your organisation ensures robust funding streams 
and provides additional resources to ensure projects are delivered and sustainable. For 
community settings there may be multi-agency links. 
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Organisational acceptance 
 
Although the business case template attempts to identify financial and quality aspects of 
this role it is worth discussing with stakeholders the benefits of the role. Approaches that 
may be useful include: 
 

 demonstrating the benefits of the role by showing colleagues the ward 
environment and highlight areas/changes that may occur as a result of the role 
being supervisory e.g. the environment of care, the extent to which nutritional 
and hydration needs are being met, acting as role model and educator for the 
team 

 
 seeking support from clinical colleagues to champion the role. 

 
 
Time used to discuss the role with stakeholders is often well spent and can aid the 
acceptance of the business case as the reader will have some familiarity with the role. 
These may sit outside of your organisation particularly if the role is in a community setting 
with multiple providers. 

 
The RCN believes that the ward sister/team leader role is crucial to the quality agenda and 
identifies clinical leadership as a pre-requisite to quality care (RCN, 2009). Ward sisters and 
team leaders across England have continued to share their experiences of being 
responsible for patient care whilst juggling the non-clinical elements of their role. 

 
Senior nurse managers can support ward sisters and team leaders to provide the care 
patients want as indicated by the RCN Principles of nursing practice (RCN, 2010). 
 
This guidance gives helpful and practical steps to making an effective business case for 
ensuring ward sisters and team leaders have dedicated, supervisory time for improving the 
quality of care experienced by service users and patients. 
 
 

The RCN is keen to collect more demonstrable evidence from organisations that have 
implemented the supervisory role and would invite you to share your feedback by visiting 
www.rcn.org.uk/wardsister 
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Appendix A: Framework for describing the supervisory role of ward sister/team 
leader role   
 

Enabling factors 
  
 What would enable the ward sister/team leader to be supervisory? 

 
 Role clarity 
 Personal and professional organisational support and development 
 Effective interpersonal relations with modern/community matron and wider professional team 
 Organisational policy supports supervisory status within the ward/skill mix team 

 
Attributes 

 
 How would you recognise that the ward sister was supervisory? 

 
 The ward sister/team leader is visible and accessible to the team, patients and users 
 Working alongside the team in different ways 
 Monitoring standards of care provided by the team 
 Providing regular feedback to the team on standards of nursing care provided and experienced 

by patients and service users 
 Creating a culture for learning and development 

 
  Outcomes 
  
 What would be the consequence of being supervisory?  

 
 Quality assurance of care so that it is safe, effective and person-centred – e.g. 

ward/locality based clinical audits of practice, documentation, infection control standards, 
dignity. 

 A local context and culture that sustains person-centred, safe and effective care – e.g. 
setting protected time to discuss care plans or discharge plans with patients and relatives 

 Flourishing teams where staff are motivated and committed and experience job 
satisfaction – good leadership takes time – PDRs, one to ones, ward/locality meetings, 
managing poor performance, time to lead and implement change and improvements to ensure 
sustainability 

 Transformation of care and services – leading on quality improvement and developments in 
practice, change management takes time – e.g. plan, do, study, act cycles for safety initiatives 
or productive ward, attending meetings outside the ward. 

 Resource management (pay and non-pay) – more effective use of staff, better recruitment 
practice. Use of delegated budgets to ward/locality level proves effective in reducing 
overspends on non-pay and better supplies management. 

 Goals and action plans are achieved – e.g. when a serious untoward incident or complaint 
has occurred, ward sisters/team leaders need time to establish what went wrong, and why, and 
devise, deliver and evaluate agreed action plans. 

 Clinical effectiveness with improvements in patient outcomes – e.g. in implementing 
evidenced based care in pressure ulcer prevention, infection control or falls prevention.  

 Learning Culture – e.g. undertaking PDRs, ensuring all staff attend the relevant training, ward 
based teaching, planning pre-registration student placements, working alongside students. 

 Shared vision with individual and collective responsibility - leadership takes time and effort 
and creativity to communicate with staff who work 24/7 and many of whom are part time.  

 Reduction in adverse events and patient safety incidents 
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Appendix B: Ward sister/team leader business case template  
 
This template and executive summary provides guidance relating to the evidence required 
to support the implementation of supervisory practice. It is intended to be used as a guide 
and therefore some text may not be relevant to the context in which you work and will need 
to be modified or deleted prior to final submission. The text in italics is there to guide you in 
completing the template. You will need to complete the relevant sections and delete the 
italics prior to submission. The templates can be downloaded as a Word document from 
www.rcn.org.uk/wardsister.  
 
Front sheet 
 
Project Name  Ward sister/team leader 

 
Version number  
Date  
Business case number  
Business case one sentence description Introduction of the ward sister/team 

leader role in a supervisory capacity 
for [state setting]. 
 

Change in activity +/- p.a.  
Change in staffing +/- WTE +1 WTE 
Change in income, +/- £k p.a.  
Change in costs, +/- £k p.a.  
Confirm physical capacity already 
exists/included in costs 

Not applicable 
 

Confirm recurrent or fixed term change 
(how many years) 

 

Anticipated start date  
Confirm how this fits with trust strategy  

 
 
Sign off & responsibilities 
 
[The executive sponsor must be an executive director. This will normally be the director of 
nursing, who should already have targeted support from their chief executive, finance 
director and other relevant directors. The medical director can be a very important ally who 
particularly understands the clinical context and the importance of a good ward sister/team 
leader to quality care. The executive sponsor would usually be expected to present the 
case to the Trust Management Team.] 
 
Contributor name Role Signature / date 
Director of nursing Executive sponsor  

 Business case author  

 Project manager (if different 
from above) 

 

 
 

Group finance manager  

Relevant to ward/ 
locality 

General manager/ clinical 
director clinical support 
services/ community matron 
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Appendix B: Cont.   
 
 
 
Executive summary 
 

This business case is to implement the supervisory role of the ward sister/team leader 
for the purpose of maintaining and improving the quality and consistency of health care 
experienced by patients and service users [make links to RCN publication ‘Breaking 
down barriers’ and the definition of supervisory practice]. 
 
To fulfil the supervisory role there is a requirement for the ward sister/team leader to be 
additional to the nursing establishment required for safe and effective care in each area. 
This can be done in a variety of ways. 

 
Implementing this proposal will ensure the ongoing management of risk for the 
organisation whilst also continuing to improve quality outcomes, reflected by an 
improvement in:  

 
 patients’ experience, outcomes and safety  
 health and well being of staff  
 increased productivity and enabling innovation 
 a work place culture that sustains the above 
 local population’s confidence in local health care provision 
 

The introduction of a supervisory ward sister/team leader across clinical areas within 
the organisation will ensure effective priority and time will be given to managing and 
developing team performance thus enhancing the patient experience, improving patient 
outcomes whilst also contributing to organisational priorities. 

 
Funding is being requested from [e.g. trust board, clinical commissioning group] for 
substantive roles for [directorate/ community team/ ward]. 

 
The RCN identifies clinical leadership as one of four requirements vital for assuring and 
sustaining quality care through the supervisory role of the ward sister/team leader and 
creating an effective workplace culture (RCN, 2010).  

 
1. Current situation 

 
This needs to set out a description of the current service and may include some of the 
following:  
 
 current activity levels, e.g. number of patients treated/visited in each setting, other 

measures of activity volume, e.g. number of pathology tests 
 current staffing levels (use benchmarks where at all possible or patient activity/ 

dependency data.  
 current estate 
 competitors/geography – where else is the service provided locally. 
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2. In line with organisational strategy 
 

Things to consider (this is not an exhaustive list): 
 
 links with organisational objectives 
 achievement of national and local targets (QIPP) 
 efficiency targets 
 contractual efficiency targets 
 relationship to the integrated business plan and/or clinical services strategy 
 changes in the environment that are driving a change in service e.g. introduction in 

new ways of working e.g. enhanced recovery programmes, productive 
community/ward 

 reference to documents which support the development 
 
 
3. Activity Implications 
 
Consider the effect of the role in monitoring, evaluation and the provision of regular 
feedback on standards of care to the clinical team and how this will impact on activity. 
 
It is advisory to include two years worth of actual data if available and projected impact of 
role. Factor in the introduction of new deliveries of care such as the Enhanced Recovery 
Programme; (the likelihood is that throughput and bed occupancy will increase). 
 
Most clinical settings have evidence of improved productivity, for example, increased 
activity per bed day, length of stay, increased dependency - cost per case or some other 
such indicators. Often this has been delivered with little additional investment, so there may 
be a need to argue that increased productivity is unlikely to be sustainable without a 
stepped increase in establishment. 
 
 
Example table 
 
 
Ward / Locality Name:      
  2008/2009 2009/2010 2010/2011 2011/2012 2012/2013
Average Length of stay   
Bed Occupancy rate  
Delayed Discharges  
Ward Attenders  
Elective inpatients  
Day Cases  
Readmission rates  
Admissions avoided  
Rapid response visits  
Referrals to other schemes  
 
 
 
 
 
 
 



RCN Making the business case for ward sisters and team leaders to be supervisory to practice 
 

12 
 

4. Quality Indicators 
 
 
Commissioning for quality and innovations schemes (CQUINs) are a complex set of 
rewards, penalties and incentives. There are two national and additional local schemes 
which amount to a percentage of the total contract value for NHS trusts1. CQUIN schemes 
cover a wide range of indicators and are not all ‘nurse sensitive’. 
 
Participation in audit and the time to implement change and new practices resulting in 
greater quality of care can be part of the role of the ward sister/team leader. 
 
Take into consideration patient and staff survey results which have been reported to have a 
direct comparison; where staff have clear planned goals, patients are more likely to have a 
positive experience in communication. Perceptions of insufficient staffing also lead to poor 
patient experience (Dawson, 2009). There are specific questions in both the staff survey 
and patient survey, for example, ‘are there enough staff?’; you may wish to use these as 
evidence if relevant. 
 
Dartford and Gravesham NHS Trust commissioned an independent ward-based patient 
survey, following which ward sisters were given the responsibility of ensuring the staff 
received feedback and acted on it in order to improve care in their working area (Dartford 
NHS Trust, 2010).  
 
Under-payment by results best practice tariffs (BPTs) incentivise providers and reimburse 
them for costs of high-quality care. In order to achieve these, additional resources are often 
required (DH, 2010). Although this is unlikely to be directly related to the role of the ward 
sister/team leader the change management required to implement service changes will 
enable this. 
  
Consider other quality measures such as number of patient complaints, safety incidents, 
hospital acquired pressure ulcers, hospital acquired infection, inpatient falls etc. 
 
 
 

 

                                                 
1 Using the CQUIN payment Framework – Guidance on National Goals 2011/12, DH. 

Ward/Locality Name: 
example      
 2008/2009 2009/2010 2010/2011 2011/2012 2012/2013
CQUINs   
Audit  
Patient survey  
Pressure ulcers  
Complaints  
Hospital acquired infection 
rates  
Falls  
Deaths at home  
Referrals response rates  
Target group participating 
in health surveillance  



RCN Making the business case for ward sisters and team leaders to be supervisory to practice 
 

13 
 

5.  Workforce implications 
 
You will need to explain the rationale behind workforce implications. In doing this consider 
the attributes of the ward sister/team leader role. Attributes that aspire to create a culture 
for learning and development that will sustain person-centred, safe and effective care 
through, for example, ensuring there are systems in place to ensure evaluation of practice, 
clinical supervision and shared governance/decision making, as well as a focus on patterns 
of behaviour and the provision of high challenge and high support.  
 
Consider the impact of this role on staff retention; absence and sickness along with spend 
on agency and/or bank staff. It would be fair to assume that the cost of the role, if 
implemented, would have a positive impact on these areas. Factors you may wish to 
consider are: 
 staff satisfaction by ward/locality (if available)  
 compliance with mandatory training 
 PDR rates 
 vacancy rates (popular wards attract staff, and vice versa – it’s hard to recruit to 

unpopular wards/localities) 
 trust-wide recruitment rates 
 
Example tables for your use 
 
  Staff retention  Grade Increase/decrease WTE 
   
   
   

 
Staff Sickness rates  Grade Increase/decrease  

   
   
   

 
6. Options considered and preferred option 
 This should include the option of not introducing the ward sister/team leader 

supervisory role - a ‘do nothing’ option.  
 Reasons for the selection of the preferred option – should be a concise summary of the 

benefits as set out in sections 3-5 above. 
 A description should be given for each option, along with an analysis of the pros and 

cons of each option. 
 
Option 1: Introduce ward sister/team leader supervisory role 
 
Pros  Cons  
Increase in staff retention Increase/change in establishment 
Reduction in staff turnover  
Reduction in average length of stay  
Ability to be involved in the 
introductions of high quality services 
attracting BPTs 

 

Increase in staff and patient 
satisfaction 

 

Increase in success of multi-agency 
working 
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Option 2: Do nothing 
 
Pros Cons  
 Situation remains constant/becomes worse 
  

 
7. Financial Details  

 
The following tables should be completed for the preferred option. Below is an example for 
the Band 7 ward sister/team leader role only – finance staff will be able to support you in 
doing this and are advised to include full establishment costs. 

 
7.1. Revenue & ongoing costs  

 

 
*  Assumed increase on scale at 1 point per year plus additional 3% for inflation (NHS Staff 
Council, 2011). 
** Assumption that a high proportion of this cost can be related to staff turnover, retention 
and sickness. 

 
7.2. Revenue funding and savings 

 

 
 
 
 
 
 
 
 
 

 2008/2009 2009/2010 2010/2011 2011/2012 2012/2013 
Band 7 1 WTE  
(point 30)* 

- - £35,184 £37,392 
 

£38,671 

On Costs (25%)*   £8,796 £9,348 £9,668 
Other roles 
 

     

Bank / agency staff 
costs ** 

     

Total revenue costs - - £43,980 £46,740 £48,339 

 2008/2009 2009/2010 2010/2011 2011/2012 2012/2013 
Income (increased 
income from 
productivity and 
quality achievements) 

     

Assumed savings 
(from increased 
retention, reduced 
sickness etc)  

     

Total revenue costs  
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7.3. Revenue Affordability 
 
This sets out the financial argument for the role. 
 

 
 
 

7.4. Benefits and benefits realisation plan 
 

 This should be an updated and more detailed version of the benefits realisation plan 
set out in your business case initiation document.  

 Progress with benefits delivery will be monitored by the trust executive team. 
 
 
Benefit Measurement Reported Timescale Responsibility 
Increase 
achievement of 
quality 
standards 

CQUINs schemes 
i.e. venous 
thromboembolism 
patient 
experience 

Varies Phased increased 
with full benefit 
delivery 

Divisional 
director 

Reduction in 
average length 
of stay  

Monthly returns E.g.; 10th 
working day 
each month 

Phased reduction 
with full benefit 
delivery  

Divisional 
manager 

Increased staff 
retention  

No. of leavers Quarterly Phased increased 
with full benefit 
delivery 

Director of 
nursing 

Reduction in 
staff sickness 

No. of days Quarterly Phased reduction 
with full benefit 
delivery 

Director of 
nursing 

Reduction in 
pressure sores, 
falls, SUIs 

Varies Quarterly Phased reduction 
with full benefit 
delivery 

Director of 
nursing 

Admissions 
avoided 

Clinical Response 
/ urgent care 
visits 

Monthly Linear increase Director of 
nursing 

End of life care Number of 
patients 
supported to die 
at home 

Vital Signs 
Tier 2 

Linear increase Director of 
nursing 

 
 
 
 
 
 

 2008/2009 2009/2010 2010/2011 2011/2012 2012/2013 
Total revenue costs 
(from 7.1 above) 

     

Total revenue income 
& savings (from 7.2) 

     

Total revenue cost 
pressure/(saving) 
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8. Project/service development sensitivities and risk assessment  
 
Any new role in an organisation needs to be implemented with a shared vision to ensure it 
fulfils it purpose – provide evidence that risks relating to the project have been considered. 
 
Risk  Mitigation 
Vision for role is not supported 
within culture of the organisation at 
ward/locality level 

Discussed and with all staff to ensure understanding 
of the role and they are in full support 

Unable to recruit to role Advertise widely and ensure comparative banding to 
other providers 

Role fails to deliver objectives Ensure mechanisms are in place to feedback and 
measure improvements 

Role fails to harness multiagency 
working opportunities 

Discussed with agencies to ensure understanding of 
the role and value to be gained 

 
9. Project plan and timescale 
 
Date Task Accountability 
Month 1 Approval of business case Exec director/trust board 
Month 2 Recruit to/redefine role  
Month 4 Introduce role to clinical team/external multi-

professional organisation(s) 
 

Month 10 Monitor benefits Exec director 
 
 
10. Project team membership 

 
Please include the names of your project team against the role descriptions below. 
 
1. Executive sponsor 
Executive director with overall responsibility for delivery 
of the business case and the associated benefits 

 

2. Client /user 
For example this could be members of the clinical team 
who will be working with the new member of staff i.e. 
lead consultant/ medical director 

 

3. Project manager 
Senior manager or clinician who will actually ensure 
that the new role is implemented and delivers i.e. 
modern matron 

 

4. Finance lead 
Divisional accountant 

 

5. Other (please specify) 
Health informatics, external consultants etc. 

 

 
 
 
11. It is suggested that you write a summary paragraph to conclude your business 

case which states that the recommendations of the project team is for the board 
to adopt the supervisory role of the ward sister/team leader. 
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