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Thank you for taking the time to read this document. 

Bringing our clinical strategy to life is designed to give you 
more insight into our 2021-2026 clinical strategy.

Bringing our clinical strategy to life 
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The strategy reflects the NHS Long Term Plan and sets out how we will 
deliver our vision the very best care for every patient, every day.

The trust has recently achieved teaching hospital status, which 
recognises our strengths in providing excellent education and 
training opportunities for all our staff. This gives us a great  
base from which to further improve our services.

Our new status alongside our clinical strategy will  
give us the tools we need to make improvements  
across our services, on our hospital sites, within  
our teams and in the partnerships we have and  
will build. The way we will deliver our clinical  
ambitions is set out in this graphic (right).

We will deliver high quality services with  
areas of excellence through a model  
that ensures care is integrated,  
personalised and consistent.

In the following pages, you will  
find more information about  
how we will deliver our clinical  
ambitions and about the  
amazing work already  
happening, which  
aligns to the strategy,  
and is creating  
a much better  
experience for  
our patients.

The full strategy document is available on our website: www.westhertshospitals.nhs.uk/about/keydocuments.asp



What is the point of the clinical strategy?

Tracey: It celebrates the progress we’ve made over the last 
few years and sets out how we will build on this and deliver 
great care to our patients into the next decade. It will equip 
us with the frameworks and support to deliver patient-
centred care as well as modernise our services. 

Mike: A lot has changed over the last few years, even before 
COVID-19. This strategy describes our ambition of providing 
integrated, personalised and consistent care for our patients. 
It talks about being at the forefront of an innovative clinical 
landscape, which is important to us and reflects our recent 
success in many areas. 

How will it change our working practices?

Mike: The strategy supports us in becoming a more joined-
up trust, not just within our own departments but with our 
local partners, including voluntary sector providers. We will 
be better coordinated and therefore more responsive, so we 
can deliver more personalised, patient-centered care. 

Tracey: We are living in an age of rapid digital innovation 
and the strategy will ensure that digital underpins our clinical 
services. Improvements in our digital capability are a key 
part of our hospital redevelopment and will enable us to see 
patients online where appropriate and improve our booking 
processes and the way we record and manage information.

How will it impact our patients?

Mike: Coming to hospital can be a daunting experience  
and we have a duty to our patients to provide them with  
the best care we can. Patients can expect a more streamlined 
experience with fewer appointments at fewer sites and  
be encouraged to be more involved in decisions about  
their care. 

Tracey: They will also experience a more personalised service 
that understands and focuses on what they want from their 
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Introducing the 
clinical strategy
Chief medical officer, Dr Michael van der Watt and chief nurse, 
Tracey Carter, give their take on the clinical strategy, how it will 
change our working practices and positively impact patients. 

care, with consistent points of contact to help them feel more 
comfortable and informed as their treatment progresses. 

Does the strategy reflect the  
NHS Long Term Plan?

Tracey: Yes! The NHS Long Term Plan describes how the 
NHS will be more coordinated in its care, more proactive in 
the services it provides and more differentiated in the support 
it offers to individuals. Our strategy is based around the 
core principles of better integrating our care both internally 
and with partners; making our care more specific to reflect 
the needs of our patients and ensuring that our care is as 
consistently high quality as possible. The NHS Long Term Plan 
also talks about shifting our focus to population health to 
enable us to reduce health inequalities, which we know have 
increased during the pandemic. We will do this by working in 
partnership across health and local government through the 
South and West Herts Health and Care Partnership.

What are the next steps?

Tracey: We have created a five-year plan that brings  
together all the ways we can improve our services so when 
our new buildings open we are delivering 21st century care 
to match our surroundings. This is a golden opportunity to 
improve our services and work with our partners to meet  
the increasing demand and to help keep people well and  
in their own home. 

Mike: While we need new buildings to realise some of  
our clinical ambitions, we can get on with delivering most  
of them now and in some cases, we already are. We will 
work with and support our staff through the changes to 
ensure that everyone has the skills they need for the future. 
We need to be adaptable and flexible in how we work,  
so things may change along the way to accommodate an 
ever-changing NHS landscape.



High quality services 
with areas of excellence

Case study:  
Modern management of cancer patients

Cancer multidisciplinary teams (MDTs) are the gold standard 
for supporting the modern management of cancer patients 
in the NHS and the way they are set up and operated can be 
extended to other conditions.

Our cancer MDTs bring together all the relevant clinicians and 
support teams required to formulate robust individual patient 
care plans. 

A multidisciplinary approach helps to ensure that the best 
clinical decisions are made to support patients in their 
subsequent care

Using video calls, clinicians work together across multiple 
sites. The decisions made within these meetings are recorded 
live, which allows real time updates to the patient’s record. 

Anonymised data from the MDTs can be used for regional and 
national cancer reporting systems, which can help to improve 
cancer services everywhere. 

Case study:  
Children’s cancer care closer to home

Receiving care and treatment in the most appropriate 
setting is key to ensuring patients have the best experience 
possible. Our strategy supports us to innovate and use new 
technologies to continuously improve our care and move it 
to the lowest intensity clinical setting possible. Children with 
cancer are having shorter hospital visits and are able to spend 
more time at home with their families, due to the timely, 
informed and joined up care from our Paediatric Oncology 
Shared Care Unit (POSCU) at WGH. 

The POSCU team provides prompt referral and support 
at the time of diagnosis and then ongoing chemotherapy 
treatments, blood product transfusions and hospital 
admissions when children become unwell. 

The POSCU team works with Great Ormond Street Hospital 
(GOSH) and University College London Hospital (UCLH) to 
provide the best care for children who need specialist input. 

Other aspects of care are delivered at home by the children’s 
community nurse teams including weekly blood tests and 
some chemotherapy. We also collaborate on the planning for 
palliative and end of life care. 

An ethos of ‘one team’ has been established with regular 
communication across the team and within the fortnightly 
multidisciplinary team meetings, as well as within the virtual 
meetings with colleagues at GOSH and UCLH.

The children and young people in our care have shorter 
visits to our hospital and fewer visits to London. The average 
length of stay at WGH for chemotherapy is less than an 
hour including a consultant review. Patients on our wards 
are reviewed daily by our specialist team, who are always 
available for advice.

As a result, our patients have more time at home with  
their family and fewer school days are missed meaning 
parental working patterns and family finances are less 
negatively impacted.

NHS England expects POSCUs to provide safe care closer to 
home and in delivering our service for the children and young 
people of west Hertfordshire, we are providing the very best 
care for every patient, every day.
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Ambition 1
We will continue to provide the very best care by 
delivering outstanding local hospital care, with some 
highly specialist services and areas of excellence, 
serving a wider population. 

Our ambitions 

Ambition 2

We will continue in our aim to deliver care close to home 
where possible, and in the ‘lowest intensity’ setting 
that is clinically appropriate. Lower intensity settings 
could be; having care at home/a residential care instead 
of hospital; being seen as a surgical day case rather 
than admitted as an inpatient; or being treated in an 
ambulatory care unit and not on a ward.

Bringing our clinical strategy to life 

This means improving our emergency and planned care, 
developing and building on areas of excellence and 
constantly challenging the way we deliver care with the 
expectation that patients only travel to our hospitals 
if they need to access the facilities there. There are 
examples of best practice already taking place across  
the trust that show how we can achieve this.
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Case study: Transforming frailty services

Delivering emergency care for our community is one of our 
core purposes and saves lives. We have traditionally done this 
through our emergency department and inpatient wards, but 
with advances in medicine we can now offer care in other 
settings that avoid admission to hospital.

“We appreciate being able to travel locally 
for treatment, knowing that we are only 
a car journey away so that our daughter 
doesn’t have to spend long periods of time 
out of school. When she has had to stay 
at Watford, she has always felt relaxed 
and comfortable because the team are so 
familiar to her.” 
Mother of Olivia  
Acute lymphoblastic leukaemia patient

The Frailty Service is transforming our care for older  
people through high quality same day assessments.  
These are carried out by a range of staff including doctors, 
nurses and therapists.  

In line with recommendations from NHS England’s drive  
for Same Day Emergency Care and under our new model 
of care, patients are assessed as a matter of urgency before 
being seen by a consultant geriatrician, all within the 
emergency department. Medical problems are addressed  
to reduce the risk of falls and to mitigate against the impact 
of confusion. 

Older people are encouraged to remain in their own  
homes with support through same day packages of care.  
If care packages can’t be arranged for the same day, the 
team works together to ensure support is in place as soon  
as possible.

In the last year, we have reduced the length of time waiting 
in the emergency department from 4.7 hours to 3.1 hours.  
We see more patients each day and arrange for more 
patients to leave hospital within 24 hours. 

Colleagues in emergency medicine are receiving extra 
training, so that they feel more confident identifying and 
managing frailty, which reduces unnecessary admissions  
to hospital for older patients.

Case study: Cutting-edge technology in 
respiratory medicine

Embracing new technology and underpinning patient 
treatment with high quality peer-reviewed research is 
elevating our services. For example, we are one of a  
small number of trusts in the country to use a  
cutting-edge respiratory diagnostic service so patients  
have shorter procedures, fewer biopsies and fewer 
complications.

Our multidisciplinary respiratory team uses an Endobronchial 
Ultrasound (EBUS) supported by Rapid Onsite Evaluation 
(ROSE) to check patients for lung cancer, other cancers 
suspected of spreading to the lymph nodes, lymphoma and 
non-cancerous conditions such as sarcoidosis or tuberculosis.

EBUS is a minimally invasive but highly effective procedure 
that provides real-time imaging of the airways surface, blood 
vessels, lungs and lymph nodes, allowing the physician to 
easily view small and difficult-to-reach areas. 

ROSE is a technique whereby a sample of cells is taken  
from the patient via a needle passed down the EBUS scope.  
A small proportion of the sample is examined under  
the microscope in the endoscopy suite to see if there is 
malignant tissue. 

Using the procedure saves patients from having repeat 
investigations, meaning less time spent in hospital and  
same-day discharge.

Olivia Keith, 7, ringing the ‘end of treatment bell’, surrounded by her family. 

Paediatric oncology team: left to right - Dr Jeremy Roskin, Dr Vasanta Nanduri, 
Helen Farmer and Susan Williams, paediatric oncology clinical nurse specialists.



Delivering 
integrated care

Case study:  
Hertfordshire Integrated Diabetes Service

The Hertfordshire Integrated Diabetes Service (HIDS) has 
demonstrated how giving patients access to appropriate 
specialist services relevant to their needs in a timely way, 
nearer to home and in the most clinically and cost effective 
way, improves patient experience. 

Patients have access to a wide range of diabetes specialists 
including nurses, dietitians, podiatrists and consultants as 
well as structured education and mental health services.  
They have a single point of contact, allowing them to be 
triaged efficiently and signposted to the most appropriate 
healthcare provider. 

As a result, the number of acute admissions for patients 
presenting with a primary diagnosis of diabetes has been 
reduced by half and length of stay has reduced by 0.7 days 
(6.4 average in 2017/18 to 5.7 average in 2020/21). 

The service promotes self-management, which is key to the 
success of living with a long term condition as set out in the 
NHS Long Term Plan. People are given support to manage 
the anxiety and depression that often comes with the 
diagnosis of long term conditions, improving their wellbeing 
as well as their physical health. Regular meetings take place 
with all healthcare providers, commissioners as well as 
patient representatives, to ensure communication is open  
and honest. 

HIDS is the first locally commissioned integrated service 
in west Hertfordshire and brings together every partner 
organisation involved in improving the quality of care of adult 
patients with diabetes whilst keeping them out of hospital. 

We need to build on our existing integrated care models  
to develop fully integrated models across a wider range  
of specialties, based on where the benefit to patients is  
the greatest.

Ambition 3
We will integrate pathways across primary, community 
and acute services to improve patient experience and 
get the best possible outcomes for our population.

Ambition 4
We will be active leaders in our health and care 
partnership, reaching outside of our traditional 
boundaries to help improve the health and wellbeing 
of our population and to keep people healthy.
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“Thank you. The service has been of 
huge value and without their support 
my condition would be unmanageable.”
Patient feedback – Sept 2021 

Bringing our clinical strategy to life 

Our ambitions 

People are now living longer and experiencing more 
long term and complex health conditions which 
means it is vital for us to work with our partners 
in primary, community and social care settings to 
ensure we address the patients’ whole needs instead 
of each issue individually. We need to make sure 
that pathways between different care providers are 
seamless, improving patient experience and getting 
the best possible outcomes for our population.

Many of our staff are already working in integrated 
ways with other NHS, social care and voluntary sector 
organisations. We have established the South and 
West Hertfordshire Health and Care Partnership to 
strengthen this further.

Our strategy will enable us to move away from the 
current reactive system of care to a more proactive 
model that enables people to stay well by making 
changes to their lifestyle and taking an increased role 
in managing their own health.



Case study: Our virtual hospital

In response to the pandemic, the trust established the  
UK’s first virtual COVID-19 hospital, which has shown  
patient benefit from integrating urgent and emergency  
care pathways. 

The new model involved a multidisciplinary team approach 
including respiratory consultants, respiratory physiologists, 
nurses, healthcare assistants and other clinical colleagues,  
as well as the local adult community health provider Central 
London Community Healthcare NHS Trust (CLCH). 

Patients in the virtual hospital were closely monitored and 
had easy access to the team looking after them. At first, this 
involved a combination of calls from consultants and readings 
from oximeters, which monitor the oxygen levels in blood.  
An app was then introduced to closely track changes in 
patients’ symptoms, sending alerts when measurements 
moved out of a set range. Once the data is uploaded a green 
tick appears on the app, followed by another tick to indicate 
that all is well. 

The data upload provides assurance for patients that their 
health is being closely monitored. Patients whose data is 
a cause for concern can quickly be called, seen in person, 
referred for additional tests or transferred to hospital if 
needed. 

The service enabled patients to recover in the comfort of their 
own homes and hospital beds were freed up for seriously 
unwell patients who needed to be admitted. 

The team was crowned Respiratory Team of The Year by 
the British Medical Journal for the service and the trust is 
now working with healthcare partners to roll out a virtual 
hospital model of care for heart failure and other respiratory 
conditions, as a first step to a comprehensive virtual hospital 
model for all people with appropriate conditions to be cared 
for this way.
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Case study: Shared care

Patient care is sometimes fragmented, with insufficient 
sharing of information between organisations. Our clinical 
strategy will support us in working more efficiently and 
openly with community partners. 

This is already happening in our close working with Herts 
Valleys Clinical Commissioning Group to allow patients 
using complex medicines to have their care shared between 
hospital specialists and GPs. 

This has enabled patients to receive their care closer to home. 

Shared care guidelines have been created so the trust, GPs 
and patients have a shared understanding of the treatment 
being used, the benefits and possible adverse effects, and 
what monitoring is required. 

Once care is shared, the GP is responsible for prescribing for 
and monitoring the patient. Our specialists continue to see 
the patient periodically to review progress and advise on any 
changes needed.

More than 

4,000 
patients were able  

to stay at home and  
still be treated

1,600 
early discharges  
were achieved

About 

2,400
admissions were  

prevented

Up to 

3,000 
bed days  

were saved

The guidelines include options based on clinical evidence  
and help to manage any changes.

Shared care ensures safety is fundamental in the pathway 
and complements the patient’s best interests, agreement  
and preferences.



Case study: Personalised medication

Polypharmacy is the regular use of at least five medications 
and is prevalent amongst the elderly population.  
It can cause adverse drug reactions, hospital admissions  
and healthcare costs. There is a national focus on optimising 
the use of medicines, especially for older people.

To ensure our patients are receiving the appropriate 
medication at the right time, our pharmacy team is using 
the STOPIT screening tool to conduct medication reviews for 
patients admitted with polypharmacy. 

The reviews have allowed us to stop inappropriate medicines, 
prevent further medicines being prescribed to combat current 
adverse drug events and carry out thorough reviews.

Medication reviews are already part of routine clinical work 
across the trust and STOPIT has formalised this process for 
patients who may otherwise not have had the opportunity 
for review with their GPs or community pharmacies.

Case study: Postnatal incontinence

Empowering patients to make decisions about their care, 
including follow up treatment, is a key part of our clinical 
strategy and can have positive impacts on patient outcomes 
and how we run our services. 

A video on the trust website is helping women who have 
given birth to prevent pelvic floor dysfunction. Urinary 
incontinence and prolapse are common in postnatal 
women and can negatively impact on quality of life. Urinary 
incontinence can be a source of embarrassment, can stop 
women completing day to day activities and can even prevent 
them from leaving the house.

After watching the video, women were assigned a 
physiotherapist and had the opportunity to make a follow 
up appointment within three months if there was no 
improvement, deterioration in their condition or new 
symptoms developed. 

Another video giving advice was also made available in 
August 2020 and has been viewed nearly 300 times. 
Feedback from new mothers has been very positive and  
other trusts have requested details of the service, so they  
can follow our example. 

The NHS Long Term Plan pledges improved access to 
postnatal physiotherapy for women who need additional 
support to recover from childbirth. Guidance published in 
2020 by the Royal College of Obstetricians & Gynaecologists 
recommends offering women physiotherapy to reduce the 
risk of urinary incontinence.

This video was launched during the pandemic to ensure 
women still had access to support during lockdown.

Ambition 5
We will personalise the care we deliver through shared 
decision making, taking account of the goals of our 
patients and providing appropriate information and 
support to enable people to manage their own care 
more effectively and take informed decisions about the 
care they receive.

8

Bringing our clinical strategy to life 

Our ambitions 

Patients deserve care that meets their needs.  
For instance, a professional football player may have 
the same knee injury as an accountant, but their 
recovery goals will be completely different. We need to 
agree with each patient the right treatment decision for 
them and then deliver the best possible care.

“If it were not for this service, I may not 
have sought help and tried to manage [it] 
myself, no doubt with repercussions for me 
and the NHS later in life.”
Patient feedback – Sept 2021

Delivering 
personalised care



Case study: Mental Health support

Our personalised care should go beyond the physical and 
incorporate mental health aspects as well. 

The Lavender Team is demonstrating how including 
personalised mental health support within our services 
benefits our patients. 

Perinatal mental illness affects up to 20% of new and 
expectant mums and can include severe anxiety or 
depression.

Working with other agencies and community midwives, our 
team is offering mental health support as well as support 
with safeguarding and child protection matters.

The team is available across our hospital sites, as well as  
in children’s centres to ensure the service is more accessible 
to mums. Home visits can also be arranged. 

The team has improved the environment in which antenatal 
appointments take place so women can discuss sensitive 
issues such as domestic violence, sexual abuse, psychiatric 
illness and recreational drug use. 

Helen Birch was supported by the Lavender team in 2016 
after her partner died by suicide when she was eight weeks 
pregnant. She said: “The care was tailored to me. They pared 
back about 25 appointments into one and gave me my own 
room. I can’t praise the care enough.”

Case study: Advanced care planning

Despite end of life care in the UK being ranked among the 
best in the world, many patients still die in a place that is  
not of their choosing. 

In line with recommendations from NICE, our palliative and 
end of life care teams are working with specialties across the 
trust and with partners in the community to shift the focus 
of considering patients’ preferences for care at the end of life  
to much earlier in the course of their illnesses.

The teams attend more multidisciplinary team meetings 
in more specialties to drive earlier recognition of a patient 
who is deteriorating and empower our clinicians to consider 
symptom control and advance care planning alongside 
active management of the underlying illness. The meetings 
also facilitate timely referrals to palliative care both in the 
trust and in the community to support patients and families 
alongside their specialist teams.

Through integrated advance care planning, our patients  
are able to express what is important to them as their 
condition progresses and where they and their family feel 
most comfortable. This is improving quality of life for our 
patients and means their preferences are considered earlier  
in the process.

The team also plans to launch the Supportive & Palliative 
Care Indictors Tool (SPICT) which will support us further  
in identifying people earlier, so they can benefit from  
advanced care planning. 
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“Without the support of that medical 
team I don’t know where I would be, 
but I wouldn’t be here.”
Helen Birch 



Case study: Induction of labour 

Bringing clinicians together to design and systematically 
implement best practice care pathways alongside using the 
latest evidence to improve them will result in consistent care. 

We are doing this through our clinical practice groups (CPG) 
programme, which aims to standardise our most common 
pathways to improve patient outcomes.

Under the CPG programme, our maternity unit has 
introduced a new way of offering induction of labour on an 
outpatient basis, after it showed it was a safer option and 
reduced the length of labour.

A recent study (the Dilapan Rods Pilot Study, November 
2020), showed the benefit of a non-pharmaceutical and low 
intervention induction for women with low-risk pregnancies. 

Women are now induced using Dilapan rods, which help 
the cervix to dilate, and are then able to go home, before 
returning to hospital 12 to 15 hours later to continue their 
induction.

Being at home during the early stages of labour allows 
women to be more comfortable and relaxed in familiar 
surroundings, which promotes the production of hormones 
related to labour.
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Ambition 6
We will standardise the way we deliver care to achieve 
consistent outcomes and timely and efficient pathways, 
using data effectively within a quality improvement 
culture and reducing unwarranted variation.

Ambition 7
We will provide more one stop and multidisciplinary 
clinics that enable rapid diagnosis and treatment, 
reducing the number of times that people have to 
travel to our hospitals.

Ambition 8
We will encourage innovation and research and will 
harness new technologies to enable us to continually 
improve the services we offer.

Additionally, it helps us coordinate workflow across the 
service and reduces inpatient bed stay pressures, improving 
patient experience and easing workloads of staff within  
the unit.

Case study: Continuity of carer in pregnancy 

Continuity of carer (CoC) in maternity allows pregnant 
women to form relationships with our staff before, during 
and after birth. Those who experience CoC are more 
likely to have better birth outcomes and feel satisfied with 
their experiences of maternity care. Those who are more 
vulnerable also benefit, especially where they experience 
social and psychological complexities.

On average  

104 women  
a month have a  
planned induction

Bringing our clinical strategy to life 

Our ambitions 

The national Getting it Right First Time programme 
demonstrates that if you standardise the delivery of 
care you can improve patient outcomes. We have taken 
this approach to help us simplify patient pathways, 
reduce the number of times people attend hospital 
and speed up the time from referral to diagnosis and 
treatment. We have excellent examples of where we 
are doing this already.

Delivering  
consistent care



After the successful launch of the first CoC team, Orchid, 
in January 2021, the trust will roll out the second team in 
January 2022, with the initial focus on caring for those from 
BAME communities and areas of deprivation known to be at 
higher risk of complications in pregnancy and infancy. 

CoC has been shown to positively impact the 
working environment making it more flexible with 
better communication between midwifery and wider 
multidisciplinary teams. Our workforce challenges will impact 
how quickly and fully we can implement the roll out. 

Ensuring our patients receive their treatment from the same 
person, where clinically appropriate, will enable them to feel 
safer and better cared for.
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Case study: Prostate cancer

Currently, our waiting times are longer than the national 
standard for some patients. 

A new ‘straight to test’ pathway for patients with 
prostate cancer has removed an unnecessary consultation 
appointment and mainly takes place over the phone, which is 
more convenient for patients and prevents the need to come 
to hospital.

As a result, patients receive MRI appointments faster and it 
allows biopsies to be done more quickly, should the patient 
need it. 

Prostate cancer is the most common cancer among men  
with more than 47,500 new cases every year. During 
diagnosis and treatment, patients may need to attend 
multiple appointments, which can be overwhelming. 

Moving to this faster way of managing referrals is cutting the 
wait for important diagnostic procedures. 

Our planned redevelopment will complement this even 
further by improving our diagnostic processes and 
consolidating services to St Albans City Hospital to ensure  
the necessary procedures and scans take place in a timely 
way, making the experience for our patients and their 
families less stressful.

CoC helps us achieve our ambition 
to reduce rates of stillbirth, neonatal 
death, maternal death and brain injury 
by 50% by 2025.

Average number of days from 
referral to diagnosis has reduced by 

31 days 

Straight to test pathway has 
reduced the time from referral  
to MRI by

10 days



Transforming 
outpatient services

Case study: Dermatology

Providing GPs with specialist advice and guidance is helping 
them make informed decisions about their patients and 
allows the patients to access the support they require more 
quickly, reducing anxiety. 

This is being demonstrated by our dermatology advice  
and guidance service where GPs refer patients to our service 
with images of the skin condition causing concern. Our 
consultant dermatologists triage the referrals daily (Monday 
to Friday), within two working days for urgent referrals, 
and four working days for routine referrals, into one of the 
following options: 

•  Advice back to the GP (via our electronic referral system) 

•  Appointment for a nurse-led clinic and treatment 

• Appointment for consultant-led clinic and investigation 

• Direct booking to a surgical list (after telephone 
consultation explaining diagnosis and treatment) 

The result of GPs and hospital specialists working together 
more closely at the point of referral sets the patient on the 
right treatment journey quickly and avoids unnecessary 
appointments. 

In 2020, nearly a third of all dermatology referrals were 
managed with advice and guidance saving more than 3,000 
appointments. 

By providing direct feedback on referrals, patients experience 
improved waiting times and access to care, while the trust 
has increased clinical capacity for patients who really need  
to see a specialist.

Case study: Our new patient portal

Underpinning our services with quality digital support will 
empower the population of west Hertfordshire to have more 
control over their healthcare and enable our staff to provide 
high quality, personalised and efficient care. 

In 2022, we will launch a new patient portal, which allows 
patients direct access to their medical records on their smart 
device or laptop. It will also allow them to receive lab results 
and letters, book and reschedule appointments and give us 
their feedback. 

The patient portal will be available on all smart devices via 
a mobile web app and on desktop browsers. Through this 
flexible digital service, our outpatient services will become 
more efficient and effective.

This service is already being used at neighbouring trusts  
and is having a positive impact on patient experience.  
We expect the number of missed or failed appointments  
to drop significantly once patients become used to using  
the portal. 
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Bringing our clinical strategy to life 

We need to apply our ambitions for more 
integrated, personalised and consistent care 
across all of the services we deliver. Outpatient 
care is an area where we are planning 
transformative change, taking advantage of 
new digital opportunities and the benefit of an 
evidence-based approach.  

Nearly 400,000 
patients across the NHS  
are using the portal



Case study: One stop clinics

Many of our patients make multiple trips to our hospital 
sites for tests on one or more days, and to see a consultant 
in outpatients on a different day. However, more one 
stop clinics like the ones described below are going to be 
implemented across the trust that enable test and diagnosis 
on the same day.

Paediatric allergy clinics

The spectrum of allergic conditions in children is increasing 
and over the past few years we have seen more children 
referred to us with allergic problems and more complex 
allergies. 

Coming into hospital can be a daunting time for any patient, 
especially a child. To ensure the experience is as smooth and 
efficient as possible, children are seen in a one stop allergy 
clinic where they are reviewed by a senior clinician and, if 
appropriate, have their allergy testing done on the same day. 

At the same time, our allergy nurses provide all the 
information and training the child and their family needs 
to manage allergic reactions, use of autoinjectors, inhaler 
techniques and intranasal steroid administration. Dietician 
services are also on hand to provide appropriate support. 

As a result, our one stop service is providing a prompt 
diagnosis, appropriate investigations and information to the 
patients and their families in the fewest possible visits.
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Fracture clinics

Patients who have experienced a fracture and are referred 
for a follow up now have the benefit of having all their 
interventions in one visit through a new one stop clinic. 

They see the orthopaedic doctor, have their plaster changed 
or removed and have repeat radiology and wound checks. 
They also receive exercise, advice and education at the 
earliest opportunity instead of waiting 10 working days for 
their initial physiotherapy assessment. 

The appointment usually takes under an hour.

The clinic has enabled us to improve communication  
between the multidisciplinary team and through being given 
early advice, patients are less likely to contact the fracture 
service with questions. The clinic also prevents unnecessary 
referrals as patients who can self-manage their condition  
are easily identified.



Great Care,  
Delivered Differently
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Bringing our clinical strategy to life 

So far, we have described how our clinical strategy will 
enable us to deliver better care for our patients, but this is 
only part of our story. With the planned redevelopment of 
our three hospital sites the future is full of possibility and 
exciting change for the trust, our staff and our patients. 

Our redesign of health and hospital services in west 
Hertfordshire will create welcoming, safe and medically 
advanced environments which are easy for patients to 
navigate and provide services that fit logically together. 

But to provide 21st century care in 21st century hospitals, 
we need a programme of work that encompasses all the 
necessary changes over the next five years in the lead up to 
moving into our new and refurbished hospital buildings. 

Great Care, Delivered Differently is a comprehensive 
programme bringing together our clinical strategy 
digital strategy, people strategy and redevelopment 
strategy to detail the steps we need to make to ensure 
the changes remain in line with our clinical and digital 
ambitions and enable them to take place efficiently.

There are eight programmes:

What does this mean for our patients? 

Great Care, Delivered Differently will allow patients to: 

• see the right clinician, in the right place, at the right  
time for them

• choose how they access healthcare and initiate their  
own follow ups

• stay well at home and receive more care in home settings 
via virtual monitoring

• avoid unnecessary hospital visits or inpatient stays

• benefit from reduced waiting times and the reduced 
likelihood of the late cancellation of operations

• access all their records digitally and see all their 
information in the same place 

• understand more about their condition so they can  
actively participate in their own care

• understand the outcomes of their care and have  
greater control over it

• receive valuable information that is easily understood

• have an open dialogue with our clinical teams

• experience a better environment when they do need  
to visit our sites.

Great Care, Delivered Differently

Programme 6 - People / Workforce

Programme 1
Delivering the best 
care to the local 
population, with 

areas of excellence 
and partnerships with 
other acute providers

Programme 2
Delivering integrated 
care, in partnership 

with South and  
West Herts Health  
& Care partners

Programme 3
Delivering 

personalised care  
and shared  

decision making

Programme 4
Delivering  

consisitent best 
practice and best 

value care

Programme 5
Delivering 

transformation within 
Outpatients services 

and enabling  
one-stop services,  

where possible

Programme 7 - Digital

Programme 8 - Redvelopment
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How are we going to get there?

We recognise and understand the challenges many of our 
teams are facing at the moment and the thought of these 
changes could be overwhelming. 

The programme will be shaped from clinical input, so patients 
and our staff are at its heart. We will be investing in extra 
resources to help deliver the programme. 

Feedback and two-way communication are really important 
for it to be successful, so we will be regularly keeping 
colleagues informed and will encourage staff to get in touch 
with their comments. You will have plenty of opportunity to 
get involved and shape this work as we continue to build our 
exciting change programme.

We have made some excellent progress over the 
past few years, especially in how we continued to 
provide quality care for our patients through the 
coronavirus pandemic. It’s not been easy, but the 
spirit of #TeamWestHerts has shone through and 
enabled us to meet the challenges head on. 

Looking to the future, our clinical strategy will 
enable us to continue this momentum and deliver 
the very best care to our patients into the next 
decade. It will equip us with the tools we need to 
modernise our services as we move into our new 
hospital buildings. 

Thank you for all of your hard work and 
dedication – we are only able to provide the 
services we do, because of your commitment. 



If you’d like to get in touch about 
this document or have it translated 
in to a different language, please 
contact the trust’s communications 
team on 01923 436280 or email: 
westherts.communications@nhs.net

Find us online @WestHertsNHS

www.westhertshospitals.nhs.uk


