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Foreword 

Our proposals for hospital services and buildings are about so much more than bricks 

and mortar. While we are excited about new facilities, we are also mindful that we must 

continue  to modernise the way care is delivered and use our planning time now to re-

think the ‘how’ and not just ‘what’, ‘where’ and ‘when’. 

We have a fantastic opportunity to make our buildings the best fit for our services, 

rather    than fitting services into existing buildings. So, we have no intention of simply 

lifting and shifting services without first examining the best way of delivering them and 

challenging ourselves to find better and more patient-centred ways of working. 

We will build on the positive changes we have made already in terms of quality, 

innovation and moving services to local settings. We will continue to embrace 

advances in technology  and we will remain committed to looking after our amazing 

staff. 

And of course, when the new and redeveloped hospital facilities open that will not be 

the end   of the story; population needs, clinical care and service delivery models will 

continue to develop over the lifetime of our new facilities. It is therefore very important 

that we design as much flexibility as we can into our plans so that our buildings can 

adapt and grow with us as things change. 

The intention of  this document has been to set out our aspirations for improvements 

over the coming years; to generate discussion, to inform public engagement and to 

assist in the ongoing development of our proposals. Given that medical advances 

continue apace, the information reflects current thinking and so may be subject to 

further change. 

Whilst this Clinical Brief sets out our aspirations, the Outline Business Case for our 

redevelopment programme will demonstrate the relative benefits and costs of future 

options across all our hospital sites. The next milestone for firm information on the 

anticipated approach and investment will be once the New Hospital Programme and 

Department of Health and Social Care have considered our Outline Business Case 

and are clear as to which option will be supported.  

Over the coming pages, we outline the key information sources that have helped  us to 

formulate our plans. We then outline the detailed work that has been completed; and 

the resulting opportunities to improve our future clinical care alongside the 

redevelopment of our services and sites. 

 



3 

 

 

 

Table of Contents 

 

Foreword…………………………………………………………………………....2 

Part 1: Formulating our clinical brief…………………………………………...4 

            1.1 The national context…………………………………………………………………………..4 

            1.2 Our local context………………………………………………………………………………5 

1.3 Our future clinical strategy…………………………………………………………………....6 

1.4 Our digital strategy…………………………………………………………………………….7 

1.5 Redevelopment plans…………………………………………………………………………8 

 

Part 2: Our clinical brief 9 

2.1 The principles behind our proposals…………………………………………………………10 

2.2 Emergency and specialist care – Watford General Hospital………………………………………....12 

2.3 Urgent and planned care – Hemel Hempstead and St Albans hospitals…………………………....13 

2.4 How many patients we will care for…………………………………………………………..15 

2.5 Our opportunities to improve………………………………………………………………….18 

2.6 Proposed changes to outpatients…………………………………………………………….25 

 

Part 3: Building design opportunities……………………………………………….35 

3.1 Clinical adjacencies……………………………………………………………………………35 

3.2 Design principles……………………………………………………………………………….36 

 

Part 4: Valuing our workforce……………………………………………………39 

Glossary………………………………………………………………………………….40 



4 

 

 

 

Part 1: Formulating our clinical brief 

Planning for a major investment in hospital facilities is a complex process involving 

many people – our partners in primary and community care, our clinical and support 

teams, as well                           as a range of specialist technical advisors and our architect-led design 

team. 

A compendium of national, regional and local information sources has been taken 

into account in formulating our clinical brief, each of which itself represents the 

culmination of a                       range of clinical guidance and expertise. The following documents 

all provide a wealth of information as to how patient care can be improved, and their 

relevance for our hospital redevelopment plans is briefly summarised in part 1 of this 

document: 

 

Figure 1: formulating our clinical brief 

 
 

1.1 The national context 

The NHS Long Term Plan (2019) details expectations as to how NHS services will 

change over the coming decade. Priorities for future change that we will need to build 

into our redevelopment clinical brief are: 

• moving to a new service model in which patients get more options, better 

support, and properly joined-up care at the right time in the optimal care 

setting 

This involves increasing online GP consultations, expanding community health 

teams, increasing social prescribing and personal health budgets, designating 

urgent treatment centres (UTCs), increasing same day emergency care, 

introducing new clinical standards to ensure patients with the most serious 

emergencies get the best possible care, and cutting delayed hospital discharges 

to free up pressure on hospital beds. 

 
• setting out new funded actions the NHS will take to strengthen its 

contribution to                  prevention and health inequalities 

This includes programmes to cut smoking, reduce obesity, double enrolment in 

the successful type 2 diabetes prevention programme, limit alcohol-related 

emergency department (ED) admissions, and to lower air pollution. 

 
• identifying key priorities for care quality and outcomes improvement for the 
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decade ahead 

These include children and young people, cancer, cardiovascular disease, stroke, 

diabetes, respiratory disease and mental health. 

 

As a key national policy document The NHS Long Term Plan underpins our future clinical 

service provision and so will be referred to in more detail later in this document. 

1.2    Our local context 

Hertfordshire and west Essex priorities 

The Hertfordshire and West Essex integrated care system (ICS) - comprising West 

Hertfordshire, East and North Hertfordshire and West Essex - is responsible for the health 

and care of approximately one and a half million people. Led by leaders from different 

parts of the NHS and local government, the ICS takes a collaborative approach to 

planning around the needs of whole areas, not just those of individual organisations. 

The ICS’ plan, a clinically-led strategy published in October 2016, established the 

blueprint for how local health and care partners would work together to deliver safe, 

sustainable services for our population and was based on three cornerstone elements 

that in many ways pre-empted the expectations of the NHS Long Term Plan: 

 

• prevention – taking a more proactive role in improving health and wellbeing 

and reducing demand for services 

• integrated primary and community care services – making care more 

accessible, supporting people to maintain their independence, and reducing 

demand for acute hospital care 

• improved acute hospital services – supporting improved patient care and 

clinical and financial sustainability through closer partnerships and 

standardising protocols and pathways 

The subsequent Hertfordshire and West Essex integrated health and care strategy, 

published in 2018, built on this further with an increased focus on coordination of health 

and social care provision and healthcare delivered closer to home. 

West Hertfordshire strategy 

Within west Hertfordshire, a system-wide review of health care services was completed 

by Herts Valleys Clinical Commissioning Group (HVCCG) in 2015. The resulting Your 

Care, Your Future strategy forecast that demand for acute services locally would rise at 

a significantly faster rate than the national average. 

Specific pressures were identified arising from a rapidly increasing young population and 

a high proportion of the current population being over 65. The review concluded that 

service redesign would be required to support reduced reliance on hospital care while 

recognising the need for high quality sustainable acute services delivered from fit-for-

purpose estates. 
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Much has already been achieved in partnership with HVCCG and community service 

providers to deliver care closer to home in west Hertfordshire, with local services now in 

place across a range of services including cardiology, respiratory, musculoskeletal pain, 

diabetes and dermatology. 

1.3     Our future clinical strategy 

Our clinical strategy sets out the core elements of the transformation we need to achieve 

over the next five years to deliver the commitments in the NHS Long Term Plan and to 

ensure that we have made our clinical services fit for purpose and ready for the 

completion  of our estate redevelopment. 

Figure 2: Our clinical framework 
 

 

The clinical strategy has been developed by senior clinicians across the trust and draws 

on detailed evidence from a wide range of sources. We have worked with staff, service 

users and our partner organisations including HVCCG to develop this strategy and agree 

on  our three clinical priorities: 

• integration - integrating hospital care with primary (ie care from a GP) and 

community care (health visitors, for example) 

• personalisation – ensuring the care each patient receives reflects patient’s 

wishes and individual health needs 

• consistency - providing consistent, best practice care 
 

The strategy outlines how our estate redevelopment will support plans to move services 

off hospitals sites and into local settings where it is clinically appropriate to do so and 

offers greater convenience. It also sets the intention to use technology, such as online 

consultations, apps which transmit health data to our clinical teams and a new integrated 

electronic patient record (EPR). We will of course cater for patients who are less confident 

with, or do not have access to, the required technology. 



7 

 

 

 

Another strategic aim is for better ‘patient pathways’ so that the patient is at the centre 

and the care is organised around them. Patient pathways are a plan of treatment that is 

often condition-specific and covers all appointments from the initial consultation through 

to discharge from hospital care. 

For patients whose condition means that they need to attend hospital, appointments will 

be made at the site which is best able to treat them. This may not be the site nearest 

to where they live. 

In-person appointments will work as well as possible for patients by having specialty 

teams and facilities grouped together so that patients can see more than one specialist 

within the same visit. 

‘One stop’ clinics (where many steps of treatment are covered in one visit, such as a 

diagnostic procedure which produces an instant result which can then be discussed 

immediately with a consultant) will be introduced across an increasing range of services. 

We finalised our clinical strategy during the summer of 2021, following a period of              

engagement with local residents and partner organisations. 

1.4      Our digital strategy 

The central importance of upgrading and improving technology is evident within the NHS 

Long Term Plan. It outlines a future in which digital access to services is widespread: 

‘Where    patients and their carers can better manage their health and condition. Where 

clinicians can access and interact with patient records and care plans wherever they are, 

with ready access to decision support and AI, and without the administrative hassle of 

today. Where predictive techniques support local Integrated Care Systems to plan and 

optimise care for their populations. And where secure linked clinical, genomic and other 

data support new medical breakthroughs and consistent quality of care.’ 

Technological, scientific and clinical innovations are moving forward at great pace and we 

are already seeing the benefit of adding more digital technology into the way care is 

delivered. Our vision is for digital technology to underpin every aspect of care delivery 

and support clinical innovation. We are looking carefully at how investment in digital 

technology can complement major investment in our buildings. 

Our new digital vision and strategy sets out our plans for the next five years and beyond, 

and has five core themes: 

 
• enable patient participation throughout their health journey 

• provide a seamless and efficient work environment for our staff 

• join up healthcare and a shared digital patient record 

• enhance ways to care for patients enabled by digital technology 

• better data quality and collection to drive improvement 
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We have made significant progress in recent years, for example with improved IT 

infrastructure, and in recent months we have used technology to support virtual care and 

different ways of working during the Covid-19 pandemic. We plan to continue this 

trajectory of progress as we improve our network and provide our clinicians and staff with 

digital tools and applications to make achieving excellence in their roles easier, and 

patient care safer. 

We are implementing an electronic patient record (EPR) which will bring major benefits 

to clinical care within our hospitals and also across other health and care providers as 

sharing information (with patients’ permission) will lead to more joined-up care. High 

performing IT systems will also boost staff satisfaction. 

Improvements in digital technology will make us far more efficient across a range of 

important functions: creating fully digitised patient records, managing online booking, and 

increasing the number of virtual appointments. While the latter has been accelerated by 

the Covid-19 pandemic, we have seen significant improvements in services through 

additional use of digital technology and this will continue and become fundamental to the 

delivery of services in the future. Using digital technology allows our clinicians to ‘see’ 

patients remotely, via their computer or phone screen, reducing the need for patients to 

travel to our hospital sites. 

Our new and refurbished buildings will also make the best possible use of new digital 

technologies. We are in a period of rapid digital innovation in healthcare delivery including 

clinical technology, for example, interventional diagnostics, robotic surgery, genome 

sequencing and personalised medicine. Technology is also shaping building and support 

service technology, such as smart ventilation, robotic deliveries and AI applications for 

admin processes. Our digital strategy sets out in detail how we plan to incorporate digital 

technology as an integral component of our new hospital facilities. 

1.5      Redevelopment plans 

Our clinical brief builds on significant work and stakeholder engagement that has been 

undertaken over recent years. During this time we produced a strategic outline case 

(SOC) and a refreshed version to press our case for change and need for investment. 

The next stage is our outline business case (OBC) which will be completed in 2022. 

We have succeeded in making our case to the government for investment in our sites and 

are pleased to be a HIP1 (Health Infrastructure Plan, wave 1) hospital trust, meaning that 

we are in line to receive much-needed funding for our estate. 

So, the redesign of our services across our three sites will go hand in hand with plans to 

redevelop our estate, which will include a new hospital building for west Hertfordshire in 

Watford and refurbishment and redevelopment at our hospitals in Hemel Hempstead and 

St Albans. 
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Figure 3: Our journey in pursuing investment and planning for redevelopment 

 

 
At present, our patients do (sometimes) need to make multiple journeys to at least one of 

our sites. We do have some pockets of excellent practice where people are able to make 

just one visit where they can have tests and see a consultant for a diagnosis and then 

make a plan for further treatment. But at present, our sites and services make this ‘one 

stop’ approach the exception and not the norm. 

We want to change that and in doing so, create a unique and valuable purpose for each 

site. This will support better patient care and a more rewarding experience for staff as we 

will improve the way that teams function by bringing specialty services together and 

reducing duplication of services across our sites. 

We won’t simply lift and shift services without first examining the best way of delivering 

them and looking to find better and more patient-centred ways of working. 
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Part 2: Our clinical brief 

Confirming the clinical brief for our redevelopment requires us to consider the 

compendium of information, from which consistent       themes emerge. These include 

delivering care closer to patients’ homes and promoting same day care wherever this is 

possible, both for emergency and planned care services. 

With these themes in mind, the clinical brief is intended to distil the information that has 

been generated via extensive discussions with our patients, partners and staff into a clear 

picture of future care expectations that is specific to west Hertfordshire, by confirming the 

clinical services that our hospitals need to provide, outlining the likely future number of 

patients requiring care, and identifying where we have greatest opportunity to improve. 

 
 

 
 

Redevelopment clinical 
brief 

 
 

• What clinical services will we provide? 

• How many patients will we care for? 

• Where are our opportunities to improve? 
 
 
 
 
 

The national context: 

 
• The Five Year 

Forward View 

• The NHS Plan 

Our local context: 

 
• Your Care Your Future 

• Herts and West Essex 

Integrated Health and 

Care Strategy 

Our hospital plans: 

 
• Clinical strategy 

• Digital strategy 

• Strategic outline case

Figure 4: Context for the clinical brief 

 

Our architect-led design team is working with us to translate our clinical strategy and our                          clinical 

brief into detailed designs for new and improved facilities. They do this together with activity and 

capacity modelling and technical health planning guidance. 

 

2.1 The principles behind our proposals 

The forthcoming redevelopment of our sites is the perfect opportunity to accelerate plans that are 

rooted in the goals we have been delivering against for some years now: care closer to where 

people live, joined up services, and more emphasis on preventing ill health. We are also 

incorporating the latest technology and building design into our thinking. 
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Discussions with clinical leaders during the course of developing our SOC gave rise to 

guiding principles for our future model of hospital care. This informed our consideration of 

a range of future potential service configuration options. The options continue to inform 

the further development of the clinical brief for our redevelopment scheme in west 

Hertfordshire. These guiding principles are outlined below: 
 

 

 
Figure 5: Guiding principles for our future model of care 

 

The ideas we are sharing have benefitted from extensive input from clinical staff and have 

been developed to make practical sense. We will co-locate services that work well 

together and duplication across our sites where possible. 

Our proposals set out in this document will breathe new life into our hospitals, giving them 

all a unique purpose in our three site network and also within the wider framework of local 

health and care services. Creating a distinct role for each site is at the heart of our plans. 

All three of our hospitals are equally important; their strength and success will come from 

the way they fit together to provide a comprehensive range of excellent hospital care for 

people west Hertfordshire. Whilst being different from each other, they will work in 

harmony and to the same high standards. 

Our proposals are also in line with the recommendation in the NHS Long Term Plan that 

there is a clear separation between urgent and emergency care (unplanned care) and 

planned care. And within planned care, there will also be a greater distinction between 

surgery and medicine which will improve the way teams work together. 

This vision for our sites and services has resulted in this broad outline for our three 
hospitals: 
 

• Watford General Hospital – emergency, specialist and complex care 

• St Albans City Hospital – planned surgical care and cancer services 

• Hemel Hempstead Hospital – urgent and planned medical care, long term 
conditions. 
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2.2   Emergency and specialist care – Watford General Hospital 

Our emergency and specialist care will be delivered from the new hospital building in 

Watford. The view strongly and consistently expressed by our clinical teams is that all 

emergency inpatient care for medically unstable patients requiring 24/7 consultant-led 

care should be retained on a single, specialised emergency care site. This provides the 

safest, most effective care for patients and optimises access to the full range of specialist 

expertise               and care 24 hours per day, 365 days per year. 

Births will take place on the main emergency care site to enable quick access to a range 

of specialist clinical services and facilities if needed (neonatal care for unwell babies, 

theatres for planned and emergency caesarean sections and, in rare cases, adult critical 

care services for mothers who experience complications post-delivery). Midwifery-led 

birthing services will be offered in pleasant single, ensuite rooms on the main emergency 

care site. Home births will be supported where clinically appropriate. 

The range of services that we expect to provide on our emergency care site is as follows: 
 
Figure 6: Emergency care service provision 
 

 

The overarching model is that the emergency care site provides a core range of local 

hospital services, but with enhanced provision in some specialties in line with local need 

and clinical expertise. For example, the expectation is that hyper acute stroke care will 

continue to be provided given the local geography, annual number of patients and existing 

network arrangements. For other specialties there are areas of enhanced care provision, 

such as cardiology complex diagnostics. 

However, while we currently provide complex vascular care, the future model is that 

Watford will become a vascular spoke site, with hub services provided by East and North 

Hertfordshire Hospitals NHS Trust. We also work in wider clinical networks, linking with 

London or specialist trusts for paediatric, respiratory, renal, cancer and cardiology care. 
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Plans to co-locate some or all of the current services currently provided at the Mount 

Vernon Cancer Centre are being considered as part of a separate process. Our clinical 

teams are supportive of this proposal and there is sufficient space to accommodate these 

services on the expanded site at Watford (using land adjacent to the current hospital). 

Our clinical strategy sets out where we believe there are opportunities to further develop 

and strengthen the specialist services we can offer, such as inpatient chemotherapy and 

interventional radiology. The benefits of increasing specialist services will reduce the 

need for patients to travel outside of west Hertfordshire whilst also boosting the 

recruitment and retention of clinical staff who want to develop their skills and careers. 

The decision to retain our three site configuration means that emergency and specialist 

care will continue to be provided from the Watford General Hospital site (and adjacent 

land), with major investment in new clinical facilities. 

2.3 Urgent and planned care – Hemel Hempstead and St Albans 

hospitals 

A range of potential future options for planned surgical care have been considered 

including whether planned care should be delivered on a separate site or the same site 

as emergency care. While there are some benefits to co-locating planned surgery and 

emergency care (but as far as possible in separate facilities) there are also benefits to 

having a completely separate planned care site. 

A key benefit of retaining a separate site for planned surgical care is that patients can be 

cared for in a specialist setting which can therefore provide the suitable environment and 

expertise to promote post-operative recuperation. It also reduces the risk of patients 

having their planned operations cancelled, in order to care for patients requiring 

emergency treatment at times of high demand. 

Following the review of site options, we have decided to retain and further develop St 

Albans as our main planned surgical and cancer site, with an enhanced range of clinical 

support services available. Paediatric surgery will continue to be provided at Watford as 

will all surgery where access to critical care is required, including complex procedures 

and care for patients with high clinical risk factors. 

The result of more integrated working with primary and community care partners, 

combined with opportunities provided by digital technology, has led to significant changes 

to the current model of outpatient care. Outpatient attendances at hospital settings have 

reduced with the Covid-19 pandemic driving a significant shift in the use of digital 

technology in line with the aspirations of the NHS plan. 

However, some patients’ needs will be more complex and they will still need to attend 

hospital as outpatients. Where this is the case, it is important that the services we provide 

are appropriately co-located to ensure that our clinicians can work together to ensure 

patients receive the care they need as quickly as possible and, where appropriate, within 

a single visit to one of our sites. The range of planned care services that we expect to 

provide across St Albans and Hemel Hempstead hospitals is summarised below, with 

more detail on specific changes following later in this document. 
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Figure 7: Planned care service provision 
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2.4 How many patients we will care for 

Demand and capacity modelling 
 

We have undertaken detailed demand and capacity modelling to help us size our future 

hospital facilities and develop a schedule of accommodation.1 

We are in the pathfinder trust cohort for which the completion date for new facilities is 

between 2026 and 2028.  Our modelling therefore considers expected activity and 

capacity requirements for 2026 as a starting point,                               as well as estimating expected activity 

and capacity five and ten years following the opening of our new hospital facilities (i.e. to 

2031 and 2036). 

Our plans for emergency care will make sure there is flexibility for future growth beyond 

2036 by retaining some land for expansion for growth and new services in the longer 

term. 

Where possible we will also do this for planned care services at Hemel Hempstead 

Hospital and St Albans City Hospital. We expect to invest further in planned care service 

facilities in the future. 

Broadly speaking our modelling encompasses two different types of assumptions: 
 

1) demand assumptions 

2) capacity assumptions 
 
 
 

 
1 A schedule of accommodation is an itemised list of accommodation facilities and provisions required 

by the end user of a building project 

 

https://www.designingbuildings.co.uk/wiki/Accommodation
https://www.designingbuildings.co.uk/wiki/Facility
https://www.designingbuildings.co.uk/wiki/End_user
https://www.designingbuildings.co.uk/wiki/Building_project
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Demand assumptions 
 

Demand growth considers demographic growth (population growth) and non-

demographic growth (for example developments in clinical practice). This will help us 

assess the possible future levels of patients we will need to treat across our three hospital 

sites. 

We have used the latest (2018) Office of National Statistics (ONS) population projections 

to model future population growth. Our demand and capacity model looks at activity in five 

age ranges: 0 – 16, 17 – 39, 40 – 64, 65 – 84, and 85+. We have taken population growth 

forecasts based on each of those ranges, rather than just an overall growth rate, as 

patient need can be different depending upon the age of the patient. 

Non-demographic growth has been calculated by looking at the growth in the levels of 

patient numbers we have seen and treated for the eight years to 2019. We do take out 

the natural (demographic) growth over the period and compare to 10 year England-wide 

trends. This provides an estimate of how much future growth. We need to plan for over 

and above growth covered by the ONS population growth forecast. 

If we were to make no changes to the way we deliver healthcare over the next 15 years 

then, taking both demographic and non-demographic growth together, we would need to 

paln for a very significant increase to our hospital capacity. 

However, the health system as a whole (acute hospitals, community care, primary care 

and social care) continues to work to promote health and wellbeing, prevent ill health and 

deliver more care in primary, community and home-based locations. 

These changes are reflected in assumptions that offset the projected demographic and 

non- demographic growth outlined above. In the NHS locally we call this ‘system 

transformation’. 

The amount of system transformation we expect to make varies across different 

specialties and ranges between 1% and 2.5% per year reductions in the likely numbers 

of patients we would expect to see in hospital. 

A good example here is the ‘virtual ward’ that we have set up to monitor and manage the 

conditions of patients with Covid-19.  This has allowed us to treat more patients at home, 

but also to monitor their conditions carefully so that they don’t need to come into hospital 

unless they really need to. We are looking to extend this to other conditions such as heart 

failure and serious     breathing problems. 

Demand for diagnostic services is increasing - this is to make sure that patients have the 

most accurate diagnosis before treatment is planned. As more tools for diagnosis become  

available, we expect the demand for them to rise so that we can provide the most effective 

treatment. A recent NHS England document sets the context for an increase in 

diagnostics provision across the NHS over the next 5-10 years. 

https://www.england.nhs.uk/wp-content/uploads/2020/10/BM2025Pu-item-5-diagnostics- 

recovery-and-renewal.pdf 

  

https://www.england.nhs.uk/wp-content/uploads/2020/10/BM2025Pu-item-5-diagnostics-
https://www.england.nhs.uk/wp-content/uploads/2020/10/BM2025Pu-item-5-diagnostics-recovery-and-renewal.pdf
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Capacity assumptions 
 

Capacity assumptions convert projected levels of activity into required capacity. For 

example, this can bethe number of operating theatres we would require given the number 

of hours per day and days per year that a theatre is open and staffed to meet the likely 

numbers of patients who require surgery and how long each procedure takes. 

We have modelled opening hours for all of our different facilities in line with national 

benchmarks and guidance. Overall, this would see our facilities open for longer hours 

overall and mean that we would be using them more intensively. 

Making sure we use our space efficiently will be very important and will require changes 

to the way our staff work (e.g. their shift patterns) and improvements in the way we 

timetable our activities so  that we make the best use of all available capacity. 

However, some aspects of our facilities are currently over-utilised; such as our emergency 

department and inpatient ward accommodation. 

At peak times our bed occupancy exceeds 95% utilisation – this can result in long waits 

in our emergency department for a bed to become available and can result in patients 

having to be admitted to a different clinical area than is ideal (e.g. medical patients 

admitted into surgical beds). Our planning assumption for the new hospital facilities is to 

reduce overall emergency care bed occupancy in line with recommended best practice, 

with 92% being the recommended national maximum and the national average being 

around 85%. 

As set out above, in line with national policy, we are looking closely at the future capacity 

requirements for different types of diagnostic investigation (endoscopy, x-rays, ultrasound 

and more complex scans such at CT and MRI). Our plans include growth in provision on 

all three sites. Final decisions for required diagnostics capacity will be made at full 

business case stage. 

Our demand and capacity assumptions will be subject to detailed external assurance by 

regulators and will need to be approved by our commissioners and partner organisations. 

We will publish a full set of the modelling assumptions that have informed our planning 

as part of the OBC process (pending validation).  
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2.5 Our opportunities to improve Emergency and specialist care  

 
 
 

Our new hospital facilities on the Watford General Hospital site will deliver extended and 

improved state-of-the-art emergency and specialist care services within a well designed 

and  technology-enabled building.  

Urgent and emergency care 
 

Our new emergency and specialist care hospital at Watford provides an opportunity to 

create a purpose-designed environment for same day emergency care that is in line with 

the NHS Long Term Plan. It also creates enhanced clinical oversight and supports 

specialist teams working closely together to assess patients, reducing the extent to which 

they are moved between different areas of the hospital. 

For the first 12-24 hours of emergency care, services (staff and equipment) will be 

appropriately located and grouped so that care will be provided around the patient rather 

than moving the patient.  Initial assessment, ambulatory care, frailty services, 

multidisciplinary review and simplified access to diagnostics will all support this improved 

same day emergency care model. Speed of access to other areas, such as theatres and 

intensive care, will also be improved as part of the future design. 

For our emergency department itself, the existing, cramped facilities will be replaced with 

modern, appropriately sized cubicles, located together to enable safe and efficient clinical 

oversight of all patients  and with space to accommodate staff, carers and/or diagnostics 

without compromising privacy and dignity. An improved route into the emergency 

department for patients arriving via ambulance will ensure adequate space for handover 

between clinical teams. 

We are also planning to create a programmed investigation unit so that all patients who 

need  to return for acute care will be seen in a single area that is purpose-built and provides 

a comfortable environment for receiving a variety of on-the-day treatments that need to 

be delivered on an emergency care site. 

“For those that do need hospital care ‘emergency admissions are increasingly being treated 

through same day emergency care’ without need for an overnight stay. This model will be 

rolled out across all acute hospitals, increasing the proportion of acute admissions typically 

discharged on day of attendance from a fifth to a third. Building on hospitals’ success in 

improving outcomes for major trauma, stroke and other critical illnesses and conditions, new 

clinical standards will ensure patients with the most serious emergencies get the best 

possible care. And building on recent gains, in partnership with local councils further action 

to cut delayed hospital discharges will help free up pressure on hospital beds.” 

 

NHS Long Term Plan, 2019 
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Across all of our departments, the new hospital facilities will provide an opportunity to 

create an environment that takes better account of the needs of vulnerable patients with 

specific needs including those with mental health conditions, frailty, dementia, language 

and learning difficulties.  

Inpatient beds 
 

Our general inpatient wards will be built to a standard layout, with at least 50% of inpatient  

bed spaces being single, ensuite rooms. If we are able to secure funding for our preferred 

option, which includes 100% new build inpatient facilities, the percentage of single room 

facilities would be much higher. This standard layout has many benefits from a staffing 

perspective and means that staff will be familiar with the overall layout when working in 

different ward areas. 

In line with NHS standards, our new wards will have sufficient space around  beds and an 

environment that allows greater privacy, dignity and confidentiality for patients and carers 

and families. 

We will also learn from our Covid-19 pandemic experience to ensure that we are 

incorporating measures that will help us manage a range of infectious diseases. Examples 

would include designing rooms that could quickly be repurposed in the event of an 

outbreak to ensure appropriate segregation of different patient and staff groups or to 

enable them to be used for critical care. 

Women’s services 
 

Our neonatal facilities and delivery suites will be in line with the very latest building and 

design standards, with ensuite facilities and space for partners and/or carers that are a 

significant upgrade on our present accommodation. 

As outlined for emergency care, we are keen to minimise the extent to which we move 

patients around the hospital and to bring care to them instead. Our individual rooms for 

expectant mothers will be equipped to support them at all stages of their labour and 

through to the postnatal stage, minimising their need to move between different ward 

areas. 

For women requiring surgery, the transfer time to theatre will be reduced, with our 

women’s and children’s services being accommodated in the same building as our other 

core emergency services. 

Children’s services 
 

Children’s services  will also be closer to emergency services, general theatres, critical 

care and assessment and diagnostic facilities – this will reduce transfer time between 

departments and provide greater opportunity for clinical teams to work together to 

promote future innovation. 

Children who need inpatient care will stay in purpose-designed single rooms with 

improved facilities for their carers to stay with them and an environment that better 

supports the needs of different aged children. 
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A purpose-built children’s outpatient department will ensure that all children are seen in a 

suitable and welcoming environment, in line with modern standards. 

Theatres 
 

Our new theatres will be of sufficient size to support modern clinical practices and with 

the addition of a ‘hybrid’ theatre that offers access to enhanced diagnostic facilities and 

supports minimally invasive surgery. 

We are planning to create ‘Medirooms’ within the Watford theatre complex that allow 

patients to have an individual room for pre-operative care, that they then return to post- 

operatively and that ensures that the needs of different patient groups can be 

appropriately accommodated.  

Our general and gynaecological theatres will be co-located, to afford sharing of clinical 

expertise and gain efficiencies through shared resources (staff, facilities and equipment). 

We will no longer need to have inefficient back-up operational procedures such as an 

high dependency unit (HDU) ambulance currently held on standby to transport patients 

across site in the event of lift failure. 

Urgent care opportunities 
 

 
 

 
In line with the NHS Long Term Plan urgent treatment continues to be an important part 

of care provision across west Hertfordshire. The requirements of the plan mean that the 

St Albans minor injuries unit cannot continue under its current service specification. 

During 2021 and 2022 we will work with Herts Valleys Clinical Commissioning Group to 

agree the future service model for urgent care in St Albans. 

Our minor injuries unit at St Albans City Hospital is temporarily closed due to the 

pandemic.   HVCCG have recently undertaken a public engagement exercise with regard 

to urgent care provision for St Albans and will now be producing a business case for a 

new service, to commence in Spring 2022. In the meantime, patients are advised to  call 

NHS 111 where they will be directed to the service that best meets their needs. 

 

“We have an emergency care system under real pressure, but also one in the midst of 

profound change. The Long Term Plan sets out action to ensure patients get the care they 

need, fast, and to relieve pressure on emergency departments (ED). New service 

channels such as urgent treatment centres are now growing far faster than hospital ED 

attendances, and UTCs are being designated across England.” 

 

NHS Long Term Plan, 2019 
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Planned surgery and cancer care opportunities 
 

 

As mentioned above, most non-complex planned surgery is currently provided at St 

Albans. However, theatre capacity, workforce constraints and the lack of some key 

diagnostics limit the amount of surgery we can safely undertake at St Albans. Our plans 

are to increase theatre and procedure room capacity, provide enhanced post-surgical 

recovery care, and extend the range of diagnostics provided at this site. This will develop 

a stronger and more comprehensive planned surgery and cancer centre for our patients. 

A particular focus for the St Albans site will be the provision of cancer diagnostic care. By 

2028, the NHS Long Term Plan commits to dramatically improving cancer survival, partly 

by increasing the proportion of cancers diagnosed early, from a half to three quarters. 

Whilst some cancer care will be provided from all three sites, St Albans will become the 

main diagnostics hub for most cancer care (unless it is in the best interest of patients for 

them to receive treatment at specialist sites outside of west Hertfordshire), with the 

ambition over time to deliver a full rapid diagnostic centre model of care. 

Focusing our cancer care at St Albans will help to co-ordinate care pathways better and 

reduce the number of different hospital visits for patients who have been referred with 

suspected cancer. As well as clinical treatments, we plan to provide access to appropriate 

support at the point of diagnosis from clinical teams and via a cancer information centre. 

Figure 8 below illustrates the pathway for prostate cancer under the current model and 

the extent to which patients attend several different hospital sites in order to receive the 

treatment they need. This increases the risk that patients may attend the wrong hospital 

or experience delays in locating the department where they need to be seen. 

“Separating urgent from planned services can make it easier for NHS hospitals to run 

efficient surgical services. Planned services are provided from a ‘cold’ site where capacity 

can be protected to reduce the risk of operations being postponed at the last minute if more 

urgent cases come in. Managing complex, urgent care on a separate ‘hot’ site allows trusts 

to provide improved trauma assessment and better access to specialist care, so that patients 

have better access to the right expertise at the right time. So we will continue to back 

hospitals that wish to pursue this model.” 

 

NHS Long Term Plan, 2019 
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Figure 8: Example of current pathway for prostate cancer 
 

 

 
Figure 9 (below) illustrates how this pathway could be simplified by reconfiguring and 

consolidating services across sites in line with modern care pathway needs. 

 

Figure 9: Example of future pathway for prostate cancer 
 

 

 
While the existing model highlighted by the prostate cancer pathway can adversely impact 

the patient experience, providing services across multiple sites can also lead to a poor 

working experience for staff. When services are delivered across all three sites, training 

opportunities for junior clinical staff are reduced and the opportunity to consult with 

colleagues and work effectively as a team is diminished. 

There can also be difficulties providing cover for colleagues and this can lead to 

cancellations. Within the medical workforce, the current service configuration and the 

requirement for consultants and other specialist staff to cover multiple sites can at times 

limit their ability to provide senior patient review and result in clinic cancellations. 
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For non–medical workforce the challenges are similar. Senior expertise is split across 

three sites and the learning environment and provision of workforce development are 

challenging. Furthermore, because some teams are spread out, the services are 

vulnerable to unexpected absences and the non-availability of staff. This compounds an 

already challenging recruitment environment and can lead to difficulty in recruiting and 

retaining the best workforce to provide high quality safe care. 

Our redevelopment plans present an important opportunity to resolve these issues and 

aim to better help patients navigate their care, to provide a familiar site from which care 

is co-ordinated and so to avoid the experience of cancer care feeling disjointed. In doing 

so, the working experience of our staff will also improve and the more logical co-location 

of diagnostics and other clinical teams will better support the delivery of care. 

Outpatient improvement opportunities 
 

 
The NHS Long Term Plan envisaged particularly significant changes to outpatient care 

as a result of technological changes. The pace of change for this was accelerated as a 

result of the Covid-19 pandemic and we have challenged ourselves to consider how to 

improve outpatient care so that when patients do need to attend hospital, we aim to tailor 

care to their needs within a single visit. 

More detail on the changes we are proposing to make to specific outpatient services, and 

what will be provided on which site, is set out later in this section. Before looking at this 

though, it is important to understand that the way we deliver outpatient care is changing. 

 

New ways of working with partners 
 
New community-based care delivery models, better joint work between hospital clinicians 

and primary care clinicians (such as GPs, dentists and optometrists), straight-to-test 

pathways, increased provision of tests or treatments in community settings or GP 

practices and new virtual care delivery models will all reduce the need for patients to 

attend outpatient services in hospitals. When patients do need to attend, their needs will 

be more complex and multi-disciplinary, so multi-specialty input from a range of clinicians 

may be needed. 

 

Joined-up care 
 
Our aim is that patients only come to hospital when they really need to. We are thinking 

carefully about the best settings from which to provide services. For people with complex 

needs or long term conditions we want to plan ahead and actively support people to 

manage their own health conditions. New care models are being developed 

“GP practices and hospital outpatients currently provide around 400 million face-to-face 

appointments each year. Over the next five years, every patient will have the right to online 

‘digital’ GP consultations, and redesigned hospital support will be able to avoid up to a third 

of outpatient appointments – saving patients 30 million trips to hospital, and saving the NHS 

over £1 billion a year in new expenditure averted.”  

NHS Long Term Plan, 2019 
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to allow GPs to have fast access to advice from hospital specialists to help them look after 

their patients without the need for an outpatient referral. 

Providing more ‘one stop’ and multidisciplinary clinics 
 

In order to reduce the number of times that people have to travel to our hospitals, and to 

provide far more ‘one stop’ clinics, we will provide rapid diagnosis and treatment under one 

roof. Our aim is to provide diagnosis on the day whenever clinically possible so that we can 

reduce anxiety. Increasing ‘one stop’ clinics and boosting the capacity of diagnostics 

available across our sites, is pivotal to delivering these planned improvements in patient 

care. It does not make clinical sense to do everything everywhere as is currently the case 

with many specialties. Enabling greater specialisation with most services delivered on two 

sites will, we believe, lead to improved patient care. 

Patient initiated follow-up (PIFU) 
 

Traditionally, follow-up appointments are initiated by the doctor or nurse providing the 

appointment. An alternative approach, patient initiated follow-up, is when a patient (or their 

carer) can initiate follow-up appointments when and if required depending on how they are 

recovering or if symptoms or circumstances change. 

We are increasing the use of patient initiated follow-ups (PIFU) in all areas where it is 

clinically appropriate. This is working well, for example with rheumatology, where patients 

are increasingly confident to manage their own condition and to know when and how they 

should request an appointment. 

 

Virtual clinics 
 
Before the Covid-19 pandemic we believed that a significant number of patients could 
benefit from a move to virtual (telephone and video) consultations. Teledermatology 
service (sending health data such as photos of skin conditions to clinical teams via 
technology), first tested some years ago, have paved the way for virtual outpatient care. 
Connecting patients and clinicians via their computer or phone screens, has been used 
very successfully during the Covid-19 pandemic. 
 
The pandemic has accelerated our shift to this method across all specialties, with much 

success. Pre-pandemic, around 10% of appointments were conducted remotely; now that 

figure has jumped to around 50% on average with some services such as ophthalmology 

and audiology, gynaecology and maternity being far higher. While we acknowledge that 

virtual appointments do not work for all patients in all circumstances, it provides clear 

benefits for many and is far more efficient, requiring less time and travel for patients. 

 

Remote monitoring 
 
Digital technology is also enabling patients to monitor their health within their own homes 

and for results to be readily shared with hospital teams. Whilst this has been the case for 

some conditions, such as diabetes, for some time, home monitoring is becoming a 

possibility for an increasingly wide range of diagnostic tests. During the course of the 

pandemic, our hospital has paved the way for home monitoring of respiratory patients. 
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2.6 Proposed changes to outpatients 

Our existing configuration of outpatient services is largely historical and no longer matches 

the of care that we expect to provide and that patients deserve. 

To help deliver the new ways of working detailed above, and to make the best use of our 

specialist staff and facilities, we are proposing to make some changes to where we deliver 

outpatient services. The tables below show the proposed changes in outpatient services.2 

In most cases each clinical specialty will be delivered from two sites – either Watford and 

Hemel Hempstead or Watford and St Albans. However, all three sites will continue to 

provide a range of outpatient appointments for antenatal and postnatal care and audiology. 

Please note that the tables below refer only to services provided by our trust – we also 

‘host’ services for other care providers across all our hospital sites. 

For medical specialties, the intention is that every patient will be reviewed prior to 

attendance and their requirements confirmed. It is likely that, even with the planned 

reduction of in-person outpatient appointments, there will still be sufficient in person clinics 

happening on two sites (Watford and Hemel Hempstead) for patients to be able to see 

relevant clinicians for a range of care needs. They will have multi-specialty assessments 

and undergo relevant testing all in one visit. 

For surgical specialties, the expectation is that we will continue with virtual consultations 

where this is clinically appropriate and to offer face-to-face outpatient care at Watford and 

St Albans (the sites that also provide inpatient surgery) and not at Hemel Hempstead. This 

will mean that surgical staff are routinely available to better provide ward support and 

expertise and also cover if required in the event of colleagues' absence. ‘One stop’ cancer 

outpatient care will also be focused on the planned surgical site in St Albans. 

 

Moving cardiology, dermatology, diabetes and endocrinology and rheumatology will 

support our ambitions for Hemel Hempstead to develop into a hospital for urgent care and 

medical outpatient planned care. Having the whole team and the right equipment together 

in two, rather than three, sites will reduce the likelihood of outpatient cancellations with the 

team supporting and covering for one another. It also enables better supervision and 

support of clinicians in training. 

For dermatology, a small number of patients (approximately 10%) who would normally go 

to Watford for their planned appointments will move to Hemel Hempstead to access the 

more specialist hub service being developed there. As far as possible we will offer Watford 

as a choice to residents who would find it difficult to get to Hemel Hempstead. 

We are aiming to create a clinical hub for specialist diabetes services and procedures at 

Hemel Hempstead as part of its development into a hospital for urgent care and medical 

outpatient planned care. This will also help to reduce the need for patients to visit the 

emergency care site at Watford, where most appointments are currently located. 

 

 
2 For the full outline of services on each hospital site, please refer back to figures 6 and 7 above. 
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Outpatient services:
Hospitals

WGH HHH SACH

cardiology

now   

proposed   

appointment changes =  

dermatology*

now   

proposed  

appointment changes =  

diabetes and endocrinology

now   

proposed  

appointment changes   

gastroenterology and hepatology

now   

proposed   

appointment changes =  

general medicine

now   

proposed   

appointment changes = = =

haematology

now   

proposed   

appointment changes = = =

medical oncology

now   

proposed   

appointment changes = = =

neurology

now   

proposed   

appointment changes =  

neurophysiology

now   

proposed   

appointment changes = = =

older peoples’ services

now   

proposed  

appointment changes =  

rheumatology

now   

proposed  

appointment changes   

respiratory and respiratory physiology

now   

proposed  

appointment changes =  

stroke

now   

proposed   

appointment changes = = =

TIA (transient ischaemic attack 

- or ‘mini stroke’)

now   

proposed   

appointment changes = = =

This information 

may be subject 

to change.

The following tables outline our proposed changes to outpatient services:  

where services are located now, and from where they will be provided in the future.

Medicine and long term conditions

 Service provided Hub  Service not provided = No change  increase in service  Reduction in service

* Approximately 10% of patients who would normally go to Watford for their planned appointments will move to Hemel 

Hempstead to access the more specialist hub service being developed there. Where possible we will offer Watford as a choice 

to residents who would find it difficult to get to Hemel Hempstead.
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The gastroenterology clinical team also provide our endoscopy services which we are 

proposing to move to St Albans to support the development of a rapid diagnostics service 

there (see below). Some planned endoscopy procedures currently undertaken at Watford 

will relocate to the new planned endoscopy unit at St Albans. This will enable patients to 

benefit from the full range of services on the site and our new ‘one stop’ cancer pathways 

as these are developed. As a large clinical specialty that links with both surgical and 

medical services, it is anticipated that gastroenterology outpatient care will continue to be 

provided on all three hospital sites. 

Our rheumatology outpatient service will be provided at Hemel Hempstead where patients 

will benefit from being on the planned medical care site, with the input of multidisciplinary 

teams who  will deliver a ‘one stop’ model of care. This consolidation will include relocating 

our DEXA bone density scanning services from St Albans to Hemel Hempstead. We are 

currently considering which elements of the rheumatology service might move from 

Watford; this is still work in progress. We are mindful from recent patient feedback that 

there are patients for whom it is difficult to get to Hemel Hempstead. So we need to ensure 

that we accommodate all patients’ needs appropriately and we will continue to involve 

service users in our discussions.  

We will be exploring the possibility of creating an integrated primary and acute model of 

care for older people that is similar to the ‘ChenMed’ model in Florida, USA. This is a 

proactive and anticipatory care model run by primary care to increase the amount of 

primary and preventative care up front to older patients with a view to reducing preventable 

hospital admissions. The up front investment in time and expertise drives up quality of care. 

The delivery model includes a 'one stop' approach for delivering multi-specialty services 

(with GPs working alongside a range of specialists), a smaller patient-to-doctor ratio and 

customised electronic health records for chronically ill patients, and utilisation of virtual 

consultations to reduce the number of times patients need to physically come to the 

hospital. These focused facilities have diagnostics on site and the ability to administer 

intravenous treatments as necessary. We will work with primary care over the coming 

months to see whether a model of this form would be appropriate for our local population. 

 
We will also be investing in new technology to  make it easier for patients to change 
outpatients appointments and to access information. And, we will work with partners to 
improve transport links because we recognise that travel to and parking at hospital can be 
stressful. 
 
Moving ear, nose and throat (ENT) and general, colorectal and vascular surgery will enable 

the surgical specialties to provide increased consultant presence at St Albans. This will 

support an enhanced surgical model, increase support for post-operative care and enable 

us to improve the experience for patients (such as pre-operative assessments on the same 

site as their surgery will be carried out). 

For orthopaedics and spinal surgery we will continue to develop the orthopaedic centre we 

created at St Albans in late 2019 by retaining all orthopaedic outpatients on this site. Having 

the whole team and the right equipment together in one place will reduce the likelihood of 

outpatient cancellations with the team supporting and covering for one another. It also 

enables better supervision and support of clinicians in training. 
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Outpatient service
Hospitals

WGH HHH SACH

audiology

now   

proposed   

appointment changes = = =

breast

now  

proposed  

appointment changes = = =

clinical oncology

now   

proposed   

appointment changes = = =

ENT (ear, nose and throat)

now   

proposed   

appointment changes =  

fracture clinic

pre-covid   

now   

proposed  

appointment changes   =

general, colorectal  

and vascular surgery

now   

proposed  

appointment changes =  

ophthalmology 

and orthoptics

now   

proposed   

appointment changes = = =

oral surgery and dental

now   

proposed   

appointment changes = = =

orthopaedics and 

spinal surgery

pre-Covid   

now  

proposed  

appointment changes (from pre-Covid)   

pain management

now   

proposed   

appointment changes = = =

upper gastrointestinal 

surgery

now   

proposed   

appointment changes = = 

urology

now   

proposed  

appointment changes =  

Surgical, anaesthetics and cancer services

This information 

may be subject 

to change.
 Service provided Hub  Service not provided = No change  increase in service  Reduction in service
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We plan to co-locate the fracture clinic (currently at St Albans due to COVID restrictions) 

with the emergency department at Watford to ensure orthopaedic trauma patients have 

access to the full range of clinical staff and facilities. 

Focusing most urology outpatients at St Albans City Hospital will help to develop its close 

links with endoscopy and gastroenterology, which we are planning to also move to align 

with the focus on cancer diagnostic pathways at St Albans. 

We will soon be undertaking service reviews in a number of areas, including ophthalmology 

(particularly paediatrics) and oral surgery (dental and maxillofacial). So at this time our 

plans for these specialties have not yet been confirmed. 
 

 
 

In children’s  services, there will be no change to nephrology, paediatric dermatology and 

paediatric cystic fibrosis services which will continue at Watford only. 

The proposed move of gynaecology outpatients from Hemel Hempstead to St Albans will 

ensure that the right clinical team and  equipment are together in one place again reducing 

the likelihood of outpatient cancellations with the team supporting and covering for one 

another. It also enables better supervision and support of clinicians in training. 
 

Outpatient service
Hospitals

WGH HHH SACH

children’s services

now   

proposed   

appointment changes = = =

gynaecology

now   

proposed  

appointment changes =  

gynaecology oncology

now   

proposed   

appointment changes = = =

obstetrics and maternity 

now   

proposed   

appointment changes = = =

Women’s and children’s services

This information 

may be subject 

to change.

 Service provided Hub  Service not provided = No change  increase in service  Reduction in service

Key 

 
√ service provided 

= no change 

hub provision x service not provided 

↑service increasing ↓service decreasing 
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2.7 Proposed changes to diagnostics 
 

 
Diagnostics is front and centre to providing high quality patient care. We are planning for 

significant enhancements to the diagnostics we offer on all three hospital sites, whilst also 

anticipating an increased provision of a range of diagnostic tests in patients’ own homes, 

in community settings, and in GP practices over future years. 

We are aiming to create a new rapid diagnostics centre at St Albans, offering MRI, CT and 

other diagnostics including endoscopy and nuclear medicine (a diagnostic medical imaging 

and treatment specialty most commonly used within suspected cancer pathways). This 

supports our clinical strategy to designate  St Albans as the planned surgery and cancer 

site. 

At Watford, we will be updating and expanding the diagnostic services to best provide rapid 

and accurate diagnoses for our most unwell patients. This includes upgrading current 

facilities and equipment, the development of SPECT CT (a combination of a gamma 

camera with a CT image to provide a more detailed diagnostic, used for infection diagnosis 

and orthopaedics) and the development of specialist interventional radiology facilities (a 

medical specialisation that involves performing a range of  procedures to obtain images of 

the inside of the body and enable treatment to take place at the same time). 

At Hemel Hempstead, our proposed centre for planned medical services, we will provide 

updated and appropriate diagnostic facilities to deliver the best one-site care possible for 

patients who are not acutely unwell and do not need surgical intervention but do require 

hospital-delivered medical treatment in a setting that meets their clinical needs. 

Improvements to these facilities will support our ability to recruit the best workforce we can 

and increase our use of digital technology. 

We have started work on a detailed diagnostics and imaging strategy, drawing on 

recommendations from the recent national diagnostics planning document referenced 

above. Our strategy will also reflect our working with system partners (as per national 

strategy). 

 

 

 

 

“GP practices and hospital outpatients currently provide around 400 million face-to-face 

appointments each year. Over the next five years, every patient will have the right to online 

‘digital’ GP consultations, and redesigned hospital support will be able to avoid up to a third 

of outpatient appointments – saving patients 30 million trips to hospital, and saving the NHS 

over £1 billion a year in new expenditure averted.” 

 

NHS Long Term Plan, 2019 
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Our current plan for diagnostics on each site is as follows: 
 

Diagnostic Scans Hospitals 

W
G
H 

H
H
H 

S
A
C
H 

Cardiac MRI N
o
w 

√ x x 

P
r
o
p
o
s
e
d 

√ x x 

C
h
a
n
g
e
s 

= = = 
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You’ll find a description of each of these diagnostic tools in the glossary at the end of 

this document. 

 

 

 

 

 

 

Outpatient service
Hospitals

WGH HHH SACH

plain f lm Xray 

now   

proposed   

changes = = =

MRI

now  
New in 

2021

proposed   

changes = = 

cardiac MRI

now   

proposed   

changes = = =

CT

now  
New in 

2020

proposed   

changes = = 

nuclear medicine

now   

proposed      upgrade  

changes   

DEXA

now   

proposed  

changes =  

ultrasound (obstetrics)

now   

proposed   

changes = = =

ultrasound (non-obstetrics)

now   

proposed   

changes = = =

endoscopy and cystoscopy

now   

proposed  

changes =  

f uoroscopy

now   

proposed   

changes = = 

mammography

now   

proposed   

changes = = =

Diagnostic scans

Please note, you’ll find a description of each of the above diagnostic tools in the glossary at the end of this document.

This information 

may be subject 

to change.

 Service provided Hub  Service not provided = No change  increase in service  Reduction in service
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CT and MRI – until recently these diagnostic services were provided at Watford and Hemel 

Hempstead We plan to provide them on all three sites in future and for them to be grouped 

on each site so that there is a clear area for diagnostics, providing clarity for patients and 

an opportunity for staff providing these services to work together. 

As part of our Covid-19 recovery (addressing the backlog of cases resulting from our focus 

on treating medically unwell patients) we implemented interim solutions, namely installing 

‘CT in a box’ and ‘MRI in a box’ at St Albans2. 

Permanent MRI and CT will be part of the new diagnostics centre at St Albans. Overall, 

there will be an expansion in the number of CT and MRI machines across our sites. 

Nuclear medicine – these services are currently provided at Watford and Hemel 

Hempstead. We will be upgrading Watford’s facilities to SPECT CT which allows a much 

better diagnostic picture. Relocating nuclear medicine from Hemel Hempstead to St 

Albans - as our main surgical planned care site - will allow us to better support surgical and 

cancer pathways. This is because these are the specialties that will make the best use of 

these diagnostic services as part of a comprehensive service on the site. 

DEXA - will be moving from St Albans to Hemel Hempstead to support the planned 

rheumatology outpatients hub and to enable the provision of more ‘one stop’ appointments. 

Focusing the planned rheumatology service at Hemel Hempstead will allow for a more 

appropriate treatment setting for patients who are not acutely unwell. 
 

Endoscopy and cystoscopy - our current endoscopy facilities at Hemel Hempstead are 

restricted in size and need improvement. We want to enhance the environment for patients 

as the department expands, so that we continue to meet the high Joint Advisory Group 

(JAG) endoscopy unit accreditation standards. 

While urgent endoscopy will remain at Watford, we are proposing to move endoscopy and 

cystoscopy procedures from Hemel Hempstead to St Albans. This will support our focus 

on cancer services at St Albans and provide clinical and safety benefits by co-locating 

endoscopy services with cancer and surgical services. 

The benefits of this change are:- 
 

• it would support provision of ‘one stop’ services and further consolidation of 

services, both of which would improve patient pathways and flow 

• an expansion of ‘one stop’ services will be critical to meeting the cancer referral to 

treatment time standard (with endoscopy a key diagnostic on key cancer pathways) 

• all patients with a new cancer diagnosis would have immediate access to cancer 

nurse specialist support and oncology or surgical advice could be available on-site 

• surgical specialty expertise and medical back-up is available at St Albans, – this 

provides additional safety benefits in case of complications. 

• 

Fluoroscopy - in addition to our Watford facilities, we will be providing fluoroscopy at St 

Albans, our main planned surgery site. At Watford we will also use the equipment to guide 
 

 
2 ‘in a box’ = modular building with in-built equipment pre-made off site and bolted on to existing 

buildings. This is a good short term solution to rapidly provide additional capacity. 
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live procedures on patients, while at St Albans it will be used more to support some of 

the planned investigations we will offer there. 
 

Key 

 
√ scan provided 

= no change 

hub provision x scan not provided 

↑service increasing ↓service decreasing 
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Part 3: Building design opportunities 
 

 

 

3.1 Clinical adjacencies 

The redevelopment of our buildings in itself provides an opportunity to think about how our 

clinical services are organised within each of our sites, and across the three sites, with the 

intention of ensuring that we support clinical teams in working closely together and also 

minimise travel time and journeys across individual sites for both patients and staff. 

As the number of patients needing care has grown, so too has the expansion of the 

facilities on all of our sites. However, this has been constrained by where space is available 

so, for example, it would be most appropriate for patients needing acute emergency care 

to be seen in a same day emergency care (SDEC) centre that includes both our emergency 

department and our assessment teams, working together to ensure that a diagnosis is 

confirmed as quickly as possible, as outlined in the NHS Long Term Plan. 

However, at present the two services are in different buildings as there is not sufficient 

space to co-locate them in our existing buildings. The assessment service is also in a 

different building to our diagnostics department at Watford. This is true of many services, 

not just emergency assessment, with a particular challenge being the distance between 

our main Princess Michael of Kent clinical block and our women’s and children’s building. 

Dialogue with clinical staff has enabled us to consider where our services are best located 

in relation to each other to share with our design team. 

Within individual clinical spaces, there are also opportunities to improve the layout of our 

facilities. We are keen that wherever appropriate we have standardised spaces. For 

example, keeping the same layout for all our general wards as outlined previously. This 

‘repeatable room’ principle applies across a range of other clinical spaces, such as 

outpatient consulting and procedure rooms, operating theatres, individual ensuite rooms 

and shared patient bays. 

  

“This plan is the biggest, boldest hospital building programme in a generation. We’re giving 

the green light to more than 40 new hospital projects across the country, six getting the go- 

ahead immediately, and over 30 that could be built over the next decade.” 

 

“The Health Infrastructure Plan is going to change that. In the future, every new hospital built 

or upgraded must a) deliver our priorities for the NHS, and b) happen on time and in a 

planned way, not the current stop-start we get at the moment.” 

 

NHS Health Infrastructure Plan, 2019 
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3.2 Design principles 

We desire to simplify and improve patient and staff experience by creating spaces that are 

standardised and therefore familiar. We have worked with both staff and our stakeholder 

reference group to develop a series of tried, tested and trusted design principles that will 

inform our design and make a difference to our patients’ experiences. Feedback on our 

design principles has been forwarded to our architect-led design team. We have noted 

comments about the need for environments that are calm and aid, with clear way-finding. 

The key principles are: 

Flexible, cost-effective design 

• a multi-purpose, flexible approach to design with clinical spaces that can be 

changed and re-purposed with little work and at minimum cost, for example in the 

event of a future pandemic 

• in line with other ‘HIP1’ (Health Infrastructure Plan) hospital trusts, our new 

buildings will be developed using modern methods of construction (MMC) 

Services designed around patients 
 

• services across the three hospital sites will be designed around patients 
 

• related functions or services will be grouped together so that patients have the tests 

and treatments they need in one place 

 

• minimising the need for patients to move between different parts of a hospital or to 

different sites will provide a better patient experience, will allow staff to work more 

efficiently and will be safer as it will reduce the risk of infection 

Emergency response 
 

• we will plan spaces so that clinical staff can be available within required response 

times in the event of an emergency 

Extended working hours 
 

• we will plan new hospital buildings with new operating hours in mind, working on 

the following assumptions: 

o elective (planned) care will be provided 60 hours a week, 50 weeks a year at 85% 

utilisation 
 

o non-elective care will be provided 24/7 365 days a year – in line with recommended 

standards to enable ‘peak demand’ to be met 
 

Minor procedures to be done in outpatients rather than operating theatres 
 

• procedures that do not need an operating theatre will take place in outpatient rooms 

where clinically appropriate 
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On-site rapid turnaround pathology lab 
 

• in addition to a small on-site testing facility, there will be a fully centralised off-site 

pathology lab that will provide rapid turn around of results when needed 

Privacy and space 
 

• we will plan to provide at least 70% of beds as single rooms in line with UK standards 

for newly built hospitals 

• as well as well as giving patients more privacy and dignity, single rooms can reduce 

infection rates 

Facilities for patients, visitors and staff that promote healing and wellbeing 
 

• we will create a calming and healing environment that looks after people’s physical 

health and promotes good mental health and wellbeing 

• this might include outdoor green spaces, quiet spaces, spiritual facilities, indoor and 

outdoor art, rest and change facilities for staff and volunteers, gym and retail facilities 

Welcoming and accessible for all 
 

• we will create spaces that are welcoming and accessible to people of all ages and 

genders and that cater for people’s specific needs 

 
• these could include physical and learning disabilities, religion and belief, as well as 

language, dementia, mental health maternity or pregnancy needs 

Flexibility to grow 
 

• there will be the ability to extend hospital sites to accommodate future changes in need 

and/or an increase in activity in some services 

 
• this growth might be upwards or outwards 

 

Multipurpose, flexible approach to design to make full and efficient use of space 
 

• we will create spaces that can be changed with little work and at minimum cost to meet 

new requirements. For example, being able to re-partition a space to change the 

number of adult versus paediatric rooms 

 
• all staff areas are to be multi-purpose and available to all staff 

 

Maximising clinical space and creating bespoke administrative space 
 

• we will aim to maximise the amount of space for the delivery of clinical services by 

moving administrative functions into centralized, shared desk office areas where 

appropriate 

 
• we will also consider home working and other off-site solutions 
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Reducing storage needs by moving to ‘just in time deliveries’ 
 

• supplies and pharmaceuticals will be delivered on a ‘just in time’ basis to minimise the 

need for on-site storage and reduce expiration of goods 

Energy and sustainability 

 

• the development will be delivered to the highest environmental standards and will work 

to achieve a BREEAM (Building Research Establishment Environmental Assessment 

Method) ‘Excellent’ rating 

 
• it will support the commitment for the NHS to achieve net zero carbon by 2050 

 

Financial sustainability 
 

• materials used in the hospital will be selected to last for 60 years 
 

• costing of materials will be based on their whole-life cost, rather than their up-front cost 
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Part 4: Valuing our workforce 
 

 

 
The redevelopment of our hospital estate is expected to bring significant benefits for our 

amazing workforce. As outlined above, the existing service configuration can restrict 

training opportunities, create issues for clinical cover and leave services vulnerable to 

unexpected absences and the non-availability of staff. 

Improvements to environment present an opportunity to improve the facilities that we 

provide to support staff as they both work and rest. For example, ‘on the job’ training will 

also be better supported by having both suitably sized clinical areas and improved meeting 

room space within wards. There is also an opportunity to develop new extended staff roles, 

particularly within clinical support services such as therapy and pharmacy. 

The redevelopment has staff wellbeing as a key guiding principle and will address existing 

issues such as a lack of changing facilities, restrooms, quiet space and sleeping provision. 

Our staff need to have appropriate space in which to take breaks, to rest and recuperate, 

given the challenges that they may face in their roles. This is also true for our team of 

volunteers who are so generous with the time they give across our hospital sites. 

Despite the pressures of the pandemic, our staff have been very engaged in planning new 

ways of delivering care from modern surroundings with the latest technology and we are 

looking forward to providing them and our patients with     first class facilities. 

“To support current staff, more flexible rostering will become mandatory across all trusts, 

funding for continuing professional development will increase each year, and action will be 

taken to support diversity and a culture of respect and fair treatment. New roles and inter- 

disciplinary credentialing programmes will enable more workforce flexibility across 

an individual’s NHS career and between individual staff groups.” 

 
 

NHS Long Term Plan, 2019 
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Part 5: Glossary of abbreviations and descriptions 

Acute services 

Treatment for a severe injury, period of illness, urgent medical condition, or to recover from 
surgery, including emergency departments, inpatient and outpatient medicine and surgery 

 

Clinical brief  

Our document which describes how the changes we see as important can be delivered. 

 

Clinical strategy  

Sets out the transformation we need to achieve over the next five years to deliver the 
commitments of the NHS Long Term Plan 

 

Clinical transformation  

Assessing and continually improving the way patient care is delivered at all levels in an 
organisation. 

 
Community services 
  
Healthcare that usually takes place in people’s homes. Teams of nurses and therapists 
coordinate care, working with professionals including GPs, health visitors and social care 

 

CPG Clinical practice group 

CT Computerised tomography 

CVH Covid virtual hospital 

ED Emergency department 

EEAST East of England Ambulance Service NHS Trust 
 

ENT Ear, nose and throat 
 

EPR Electronic patient record 
 

HIP Health Infrastructure Plan 
 

HiDS Hertfordshire integrated diabetes service 
 

HHH Hemel Hempstead Hospital 
 

HVCCG Herts Valleys Clinical Commissioning Group 
 

ICP Integrated care partnership 
 

ICS Integrated care system 
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JAG Joint advisory group on GI endoscopy 
 

MIU Minor injuries unit 
 

MRI Magnetic resonance imaging 
 

MSK Musculoskeletal 
 
PIFU Patient initiated follow-up 

Primary 
care 

Care provided from your GP and 
community services 

RDC Rapid diagnostics centre 

SACH St Albans City Hospital 

Secondary care Care provided by hospitals and specialists 

SMART Senior medics assessment, review and 
treatment 

SOC Strategic outline case 

SRG Stakeholder reference group 

UTC Urgent treatment centre 

WGH Watford General Hospital 

WHHT West Hertfordshire Hospitals NHS Trust 
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Cardiac MRI Magnetic Resonance Imaging - uses strong magnetic fields 

and radio waves to generate detailed images of the heart 

CT Computerised Tomography - uses computers and rotating X ray 

machines to create cross sectional images of the body, more 

detailed than normal X ray images, used in trauma, looking at the 

brain, chest and abdomen in more detail 

DEXA A high-precision type of X ray that measures bone density and bone 

loss, used to monitor bone health and conditions such as 

osteoporosis 

Endoscopy & 
Cystoscopy 

Involves the insertion of a long, thin tube directly into the body, 

usually via the mouth or anus, to observe an internal organ or tissue 

in detail, used in the monitoring of bowel conditions, or the bladder 

Fluoroscopy A type of medical imaging in which an X-ray beam is passed through 

the body, and shows a continuous moving X-ray image on a monitor, 

used for barium studies and urological procedures 

Mammography The process of using low-energy X-rays to examine the breast for 

diagnosis and screening, primarily to allow early detection of breast 

cancer 

Magnetic 

Resonance 

Imaging 

uses strong magnetic fields and radio waves to generate images of 

organs in the body, used primarily in soft tissue, to look at joints, the 

brain and the spine 

Nuclear 
medicine 

(Gamma camera) A diagnostic medical imaging and treatment 

specialty involving the application of traceable substances in the 

diagnosis and treatment of disease, looks at the function of organs 

such as the kidneys and is used in cancer diagnosis 

Plain film X Ray Uses X rays to produce an image of the inside of the body, especially 
bones, to aid diagnosis; also used frequently on the chest to identify 
infections 

SPECT CT Single Photon Emission Computed Tomography CT – a 

combination of a gamma camera (SPECT) with a CT image to 

provide a more detailed diagnostic, used for infection diagnosis 

and orthopaedics 

Ultrasound 
(obstetrics) 

Sometimes called a sonogram, this scan uses high-frequency sound 

waves to create an image of part of the inside of the body, in this 

case a woman’s reproductive organs 

Ultrasound 

(non- obstetrics) 

Sometimes called a sonogram, this scan uses high-frequency sound 

waves to create an image of part of the inside of the body, used to 

monitor abdominal and pelvic organs, soft tissue, joints and joint 

injections 

Diagnostic techniques 
glossary 
 


