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Background

Access to Sexual Health services across the UK has been a challenge for a number of years, 10 high impact changes for Genitourinary medicine 48 hour access was published by the Department of Health in 2004 and is still highly relevant over 10 years later. Public Health Wales (PHW) revealed this year in a review of Sexual Health services that demand for these services has doubled over the last 5 years. 

Access to the Department of Sexual Health (DOSH) at Cardiff Royal Infirmary (CRI) has been challenging for patients due to high demand for the service with limited capacity and increasing complexity of cases. In addition as the service operates a central hub clinic at CRI and seven community clinics across Cardiff and the Vale ensuring consistent information is available for patients regarding how to access the service has been also been challenging. 

DOSH previously offered a mix of booked appointments and walk in services. This resulted in a lack of flexibility if urgent patients needed to be accommodated and long waiting times for patients. As a result of the unpredictable waiting times the service received a number of informal complaints (on average 2-3/month) which were regularly discussed at the departmental Quality and Safety meetings about long waiting times when in clinic and difficulty in accessing the service. 

The service was also very difficult to navigate as a patient and providing consistent advice to patients about where and when they should attend was difficult.  The administration team was under tremendous pressure receiving over 3,000 telephone calls a month. Duplication within the service was an additional issue with some patients attending a community clinic and then CRI, which goes against the Welsh Government principles of prudent health care, Drakeford 2014. Previously accurately measuring the demand for our service was not possible as IT provision across the service was poor and coding of cases was not up to date thus we were unable to predict what capacity is actually required to run the service.

Aims

The aim of this project is to make access to DOSH easier by implementing an open access walk in service for patients requiring STI screening and contraception at the central hub clinic (CRI) rather than a booked appointment system. In addition to this a further aim is to improve access by reviewing all the information provided for patients and ensuring that it is accurate, consistent and easy to follow; this includes the departmental website, the patient leaflet and most importantly the information provide by the telephonists.  As well as providing a more consistent and easily accessible service we were keen to reduce DNA rates (which were 169 per month) and ensure that all available capacity within the service was utilised. 

Change management can be difficult especially within a service that is very stretched but a discussion with the team helped to provide ideas about how access to the service could be improved. My personal vision was that a walk in service would be more successful (and operated well in other services). Aware that change was more likely to be successful if a participatory leadership approach was utilized (as described by the King’s fund report 2014) I was reassured when my colleagues also proposed the walk-in option as this meant that the team could share the vision and ownership of the future service.

Method

Ethical approval is not required as this project introduces a change only to how patients access the service and does not affect treatment for patients.  A template (appendix 1) was developed with input from all the clinical and administrative team that would allow calculation of the average number of walk in patients that could be seen depending on the number of staff available for the session. 

The new model would also allow capacity for patients to be triaged and accommodated once the slots for the day were full and also allowed for fast track categories of patients to be seen (for example sexual assault cases and under 16 year olds). Training will be provided for all staff about how the new system will operate and so that they can advise patients appropriately on the telephone. The website will be updated in addition to the patient leaflet and all stakeholders will be informed of the changes (patients, departmental staff, GPs). 
 My aim is to use the well recognised service improvement model of plan, do, study, act (PDSA) cycles to review the data following implementation of the new access system and changes to the numbers template will be implemented as needed. 

Following the implementation of the changes the outcomes that I will measure using Gantt charts will be the total number of patients seen before and after the change, triage numbers, phone calls, DNA rates and complaints regarding access will be reviewed by me and as part of our quality and safety meetings. I will also monitor patient and staff satisfaction with the new system using of questionnaires.

Improving Patient Access to the Department of Sexual Health at Cardiff Royal Infirmary Project Summary
Background

Access to Sexual Health services across the UK has been a challenge for a number of years, 10 high impact changes for Genitourinary medicine 48 hour access was published by the Department of Health in 2004 and is still highly relevant over 10 years later. Public Health Wales (PHW) revealed this year in a review of Sexual Health services that demand for these services has doubled over the last 5 years. 

Access to the Department of Sexual Health (DOSH) at Cardiff Royal Infirmary (CRI) has been challenging for patients due to high demand for the service with limited capacity and increasing complexity of cases. In addition as the service operates a central hub clinic at CRI and seven community clinics across Cardiff and the Vale ensuring consistent information is available for patients regarding how to access the service has also been challenging. 

DOSH previously offered a mix of booked appointments and walk in services. This resulted in a lack of flexibility if urgent patients needed to be accommodated and long waiting times. This method of booking patients did not allow flexibility if staff number were changed at short notice for example unexpected staff sickness as patients were already prebooked- this had a negative impact on staff morale.  As a result of the unpredictable waiting times the service received a number of complaints (both formal and informal) about long waiting times when in clinic, these complaints were regularly reviewed and discussed at the departmental Quality and Safety meeting and the need to review the way in which patients accessed the service was highlighted as a result of these complaints.
The service was also very difficult to navigate as a patient and providing consistent advice to patients about where and when they should attend was difficult as DOSH is a complex service and patients are accessing the service for a variety of reasons.  The small administration team was under tremendous pressure receiving over 3,000 telephone calls a month. Consistent information and advice was not always provided to patients when they phoned which then caused difficulties for some patients when they attended in person as their expectations had been raised prior to attending the clinic. Duplication within the service was an additional issue with some patients attending a community clinic and then CRI, which goes against the Welsh Government principles of prudent health care, Drakeford 2014. Previously accurately measuring the demand for our service was not possible due to lack of adequate IT within the service and inaccurate coding thus we were unable to predict what capacity is required to run the service.

Aims

Since joining DOSH in 2010 I have been very motivated to participate in continuous improvement work and the service has changed dramatically in that time. As part of my role as Clinical Director (and clinical lead) for DOSH and in line with Cardiff and Vale UHB’s values (in particular personal responsibility) I was very keen to make access to DOSH easier by implementing an open access walk in service for patients requiring STI screening and contraception at the central hub clinic (CRI) rather than a booked appointment system. 
In addition to this a further aim was to improve access by reviewing all the information provided for patients and ensuring that it is accurate, consistent and easy to follow; this includes the departmental website, the patient leaflet and most importantly the information provided by the telephonists.  As well as providing a more consistent and easily accessible service we were keen to reduce did not attend (DNA) rates, there were 169 DNAs per month in the first half of 2017 and ensure that all available capacity within the service was utilised. 

I felt this project would allow me to focus on different aspects of leadership and how best to work within a team, in particular as access to DOSH is such a complex issue it provided the ideal opportunity to trial some innovative ways of working. In line with the Six Sigma approach (Harry 2000) I was aware of the need to try and improve the patient access system rather than ‘beating up poor workers’ as I was also aware that we have had high rates of staff sickness and poor staff retention at times over the last few years which is likely to be partly a reflection on the demanding nature of the job. 
Using the Six Sigma approach this project was chosen as there was a definite need recognised by both myself and the senior team to try and improve the access system for the department and we were very aware as a result of informal and formal patient feedback that patients wanted a service that was user friendly and easy to navigate.

Although change management can be difficult especially within a service that is very stretched I was aware that we needed to approach access to the department differently. I was also aware that change was more likely to be successful if a collective leadership approach as described by the King’s fund report (2014) was utilized so I was reassured when my colleagues from all staff groups within the department also proposed the walk-in option as this meant that the team could share the vision and ownership of the future service.

 My personal vision had been for some time that a walk in service would be more successful (and operated well in other services). Using the Z-technique developed by Myers, (SuccessLabs 2015) we were able to explore as a team (initially the senior team) the current situation and review the data about how many patients attended the service and how many had attended elsewhere prior to attending CRI. We were also then able to discuss what the possibilities may be for a new way of accessing the service. The implications of a change to a walk in service were considered and its potential impact. As I had been leading the team in DOSH for some time before this project commenced I was hopeful that I had sufficient co-ordination, team working and implementer skills (in line with Belbin team role theories 2012) to implement this change that would result in improved patient care.
Method

Ethical approval was not required as this project introduces a change only to how patients access the service and does not affect treatment for patients.  A template (appendix 1) was developed with input from all the clinical and administrative team that would allow calculation of the average number of walk in patients that could be seen depending on the number of staff available for the session. 

The new model would also allow capacity for patients to be triaged and accommodated once the slots for the day were full and also allowed for fast track categories of patients to be seen (for example sexual assault cases and under 16 year olds). Training was provided for all staff to explain how the new system would operate and so that they could advise patients appropriately on the telephone. The website was updated as was the patient leaflet and all stakeholders were informed of the changes (patients, departmental staff and GPs). The new system was implemented on 12th September 2017.
Using the well recognised service improvement model of plan, do, study, act (PDSA) cycles (ACT academy) the access data following implementation was reviewed and changes to the numbers template were implemented as needed. 

The outcomes that were measured were number of patients seen, triage numbers, phone calls to the administration team and DNA rates, complaints about waiting times were also monitored. Patient and staff satisfaction with the new system was also assessed.

Results
The new model of walk in slots rather than booked slots was initially introduced on 12th September 2017. As noted above the initial results were reviewed and some further changes were introduced as a result of the PDSA cycle that was undertaken and were implemented from 7th November.
As a result the data presented here is from the time period 1st November 2017 until 30th June 2018 providing 8 months of data for review and analysis. 
Data was taken from the Millcare software package used by DOSH to record all patient attendances and in particular the data reviewed was the number of category 1 (cat 1) patients seen (i.e. patients with symptoms; please see category sheet, appendix 2) and also the triage patients, the triage process has been described above but these are patients attending requesting to be seen when all of the slots for the day have been allocated. 
The total number of attendances at DOSH (both central clinic and community sites since April 2016) is shown below in graph 1. This demonstrates that attendances have continued to increase.
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A review of CRI attendances only (graph 2) has also shown an overall increase and attendances for the first 3 months of the 2018-2019 financial year have continued to follow this trend.
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In order to understand this increase in attendances further the data has been broken down into the Cat 1 patients and triage patients seen as shown in Table 1
Table 1 Category 1 patients, triaged patients and triaged patients who were seen at CRI between November 2017 and June 2018.
	Month
	Triaged
	Seen
	Cat 1
	Total Seen

	November
	397
	235
	614
	849

	
	
	
	
	

	December
	346
	217
	537
	754

	
	
	
	
	

	January
	413
	274
	555
	829

	
	
	
	
	

	February
	514
	313
	468
	781

	
	
	
	
	

	March
	592
	341
	478
	819

	
	
	
	
	

	April
	345
	232
	598
	830

	
	
	
	
	

	May
	330
	176
	674
	850

	
	
	
	
	

	June
	268
	175
	702
	877

	
	
	
	
	


The average number of patients seen per month since the switch to the new model is 823.6.
The chart below (graph 3) shows the number of cat 1 patients and triage patients seen each month- the numbers seen are fairly consistent but have been increasing slightly over the last 3 months of the data set. There was a decrease in December, which has been noted, in previous years due to the number of bank holidays in December and also university holidays affect attendance rates.
It is important to note that during the time span of this project there was another major change for the service – electronic patient records  (EPR) were introduced at the end of January and this is likely to be the explanation for the increased numbers of triage patients in February and March as it was expected that our activity would decrease with the introduction of EPR.
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To assess whether the new model of walk in slots had resulted in increased capacity patient data for the same time period for the previous year needed to be compared with data presented above. The data is shown in table 2 below.
Table 2 The Number of Category 1 patients, triage patients and DNAs between November 2016 and June 2017 compared with November 2017 and June 2018
	
	2016/17
	2016/17 DNA Cat 1
	2016/17 
	 
	2017/18 
	2017/18 DNA Cat 1
	2017/18 Triage

	
	 Cat 1
	
	Triage
	
	Cat 1
	
	

	Nov
	629
	40
	10
	 
	614
	18
	235

	Dec
	540
	50
	12
	
	537
	14
	217

	Jan
	588
	59
	10
	 
	555
	7
	274

	Feb
	548
	55
	5
	
	468
	7
	313

	Mch
	517
	43
	112
	 
	478
	8
	341

	Apr
	239
	31
	241
	
	598
	12
	184

	May
	295
	17
	369
	 
	674
	6
	188

	June
	265
	32
	451
	
	702
	3
	175

	TOTAL
	3,621
	327
	1,210
	 
	4,626
	75
	1,927


4,831 patients were seen between November 2016 and June 2017. There were also 327 DNAs for cat 1 appointments during this time. To allow an equitable comparison for the 2 time frames patients with booked appointments for category 3 (asymptomatic) and category 2  (warts and contraception) need to be included (1054 and 532 respectively) as in the second time frame these patients were all included within cat 1. The total additional number of cat 2 and 3 patients for time frame 1 is 1,586 resulting in an overall total of 6,417 patients seen at CRI in these groups.
6,553 cat 1 and triage patients were seen between November 2017 and June 2018. In addition there were also still 226 cat 2 appointments and 338 cat 3 appointments resulting in an overall total of 7,117 seen in the time period. There were 75 DNAs for cat 1 appointments between November 2017 and June 2018.
This comparison has therefore shown that 700 more patients have been seen in the project time span as compared with the same time period a year earlier. Extrapolating this data further as an average of 87.5 patients more have been seen each month during the project time frame this suggests that across a year an additional 1,050 patients will be seen by the service. This increase in capacity has been achieved purely through a change in how patients can access the service.
Another key improvement has been the reduction in DNA rates as each DNA is estimated to cost the UHB £160. Between November 2016 to June 2017 the DNA rate shown in table 2 had an estimated cost of £52,320 for Cardiff and Vale UHB, during the project time span this cost had been decreased to £12,000 resulting in a £40,320 saving in DNA costs as well as increased capacity. On an annual basis this new model of access could save £60,480 for Cardiff and Vale UHB. 
During the project period 3205 patients attended to be triaged and out of this figure 1,963 (61%) patients were seen. The results have shown that DOSH still has to turn some patients away as we still do not have capacity to see all the patients who attend.
The walk in model has recently been extended to patients who attend without any symptoms or problems (asymptomatic patients or AS) and simply would like to have an STI test. Previously these patients could only be booked for a limited number of appointments each week- the aim with a walk in AS pathway is that again DNA rates would be reduced and there would be more flexibility for the service so numbers could be controlled depending on staff available. A quick snap shot review has demonstrated that in June 2017 137 patients were seen for asymptomatic screening and in June 2018 194 patients were seen. 57 more patients were seen in a one month period using a walk in model for AS patients as this eliminates DNAs and if staffing allows higher number of patients can be accepted.
As noted above the department previously struggled to cope with the volume of phone calls from patients enquiring about accessing the service. 

Graph 4 below shows that in March 2017 4782 phone calls were answered by the department- these calls were mainly from patients enquiring about making an appointment to be seen. This was a huge workload for a small department and in addition to the calls answered there will have been a number of phone calls that weren’t answered as patients hung up after being on hold for long periods of time. This unmet demand for telephone calls could not be measured. 
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Graph 5 shows the total number of phone calls in March 2018 6 months after the new access system had been introduced. In total in March 2018 1840 calls were answered by the department demonstrating a dramatic drop in the number of calls- this represents a 62% reduction in telephone calls following the introduction of the new access system.
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Another key aim of the project was to reduce duplication within the service and reduce the number of patients who needed to attend both a community clinic and then be referred onto CRI for further testing or treatment. 
Table 3 is a snapshot comparing community referrals in March 2017 with March 2018. This has shown that only 2 patients in 2018 had to attend a community site and then CRI as part of the same episode of care as compared with 11 in 2017- this is a very significant reduction. Ideally a longer time period would be reviewed to ensure that this was consistent but these results suggest a significant reduction in duplication and hopefully this is because patients are clearer now about which clinic they should attend depending on their needs.
Table 3 Community Referrals to CRI
	Month
	Referrals to CRI from Community Clinics

	March 2017
	11

	March 2018
	2


As mentioned above providing clearer information for patients has been a key component of this project- the patient leaflet which is available on the website and in paper copies has been a crucial part of this process (appendix 3). It has been a challenge to explain a complex service in a simple and easy to understand format for patients but I think our current leaflet is an improvement and we have also tried to ensure that we keep our clinic opening and closing times as consistent as possible across the service.
A recent patient survey is still being analysed but from 344 responses received 47.7% of patients said that they would choose a walk in option in the future with 52.3% preferring a booked appointment (this question was not answered in 34 cases).
In terms of staff acceptability out of 11 completed staff questionnaires to date 100% of respondents stated that the new system has improved patient access to the department. Interestingly there was a perception that the workload from telephone calls hadn’t changed despite data as shown above to show a dramatic reduction in calls. 

A review of patient concerns and complaints has shown that complaints about access to the department have declined rapidly. In 2016 at one of the DOSH Quality and Safety (Q+S) meetings it was noted that the majority of concerns were about patients being unable to obtain an appointment and long waits in clinic- there were 19 different concerns with these themes over a 2 month period. In the most recent DOSH Q+S meeting there were no concerns or complaints about access.
Discussion
It has been a rewarding process leading a project that has resulted in a sustained improvement for patient care, although I am aware that there are still some issues for us to address including our capacity.

One of my key reflections when reviewing all of this data has been to acknowledge that this change and increase in capacity would not have been possible without the support of the entire DOSH team and so this project has demonstrated nicely that if the team are sharing the same vision a change which results in improvement can be implemented without too much disruption provided everyone is confident about the vision and how the system will work. This change was much easier to implement that I anticipated and there is still a lot of potential to extend this work further. As a result I feel more confident that I could lead further major service changes for DOSH, I am also very appreciative of the support from the administration team who led on all the changes with regards to patient information and our website.
The results outlined above have demonstrated that a change in patient access system for DOSH has resulted in an improvement as an increased number of patients have been seen during a comparable time period. The walk in option seems acceptable to patients on the whole as illustrated by the survey results above although some would prefer a booked system this has to be balanced against the efficiency of a walk in service from the point of view of decreasing DNA rates. Staff satisfaction with the new system was also acceptable.
As the new walk in system has also resulted in a decreased DNA rate this has also had the added benefit of decreasing DNA costs for DOSH and consequently for Cardiff and Vale UHB. 
In addition to the increased number of patients seen this change has also had a positive impact for staff working in the department as the number of telephone calls to the administrative team has decreased thus increasing their capacity to undertake other tasks and the booking in process at reception has also become more straightforward. It was very satisfying after implementing the change to see how quickly positive feedback was provided by the reception team, this personal feedback allayed a lot of the anxiety about the change and an improvement in staff morale is crucial for the change to be sustained. Over the last few months we have received a number of comments from patients about how they have noticed an improvement in access to the service and the waiting times in clinic as well.
Although I have utilized PDSA cycles previously this project was particularly suitable for this approach and regular review of the attendance data using run charts revealed the increase in attendances and also provided confidence in the new system. A key component of PDSA cycles is to review the changes made and understanding if the change has resulted in an improvement or whether further small changes are required, I found this approach very useful during the course of the project.
Despite the improvement in access this project has also provided very valuable data that we were previously lacking, as despite an increase in capacity there are still a significant number of patients attending the department who are triaged and are advised to attend on another occasion. In the 8 month period reported upon a total of 1,242  (39% of patients triaged) patients were triaged and advised to attend on another day, In addition to this there will have been patients who were turned away that didn’t request to be triaged- we are not accurately measuring this group of patients at present and this is an area for further development in the future. 
The turn away figures are very concerning as despite attempts to increase capacity in a cost neutral way as a department we are still unable to meet the demand suggesting that further review of patient access to the service is required. It has also highlighted the need to have a robust triage process in place to ensure that we do try and accommodate any patients who are urgent. In my role as lead for the department I now plan to use this evidence of unmet patient demand to highlight to both the Health Board and Public Health wales that our capacity is still unable to match the demand. I’m aware that I may need to use some of my influencing skills to ensure an effective discussion regarding our unmet demand as funding constraints are likely to persist.
Due to the success and acceptability of the walk in slot system for symptomatic patients this has resulted in consideration of extending this access model to other parts of the service and a similar walk in system has recently been introduced for asymptomatic patients and there is also a plan to extend this model further to the weekly young person’s clinic at Cardiff Royal Infirmary. 

The success of the walk in slot system for the general clinic has increased my confidence and the team’s confidence that this approach can be extended to other areas of the service. I would also like to be able to lead by example and influence other areas of the health board to consider adopting walk in services.
On reflection when considering the change to the new access system although I wasn’t aware of it at the beginning of the project I am now familiar with De Bono’s 6 Thinking Hats and how useful this technique can be when considering a new way of working. In my role as clinical director I am often ‘wearing the blue hat’ as I’m chairing meetings and organizing the focus for the department, this is a role that I am now very comfortable with, I also tend to be optimistic. The ‘white hat’ on this occasion was more challenging as we had some of the information and data we needed but there were some unknowns including other people’s views if we changed the access system (patients, GPs other staff). Taking time to consider the feelings of both staff and patients was very useful in this instance as I was very uncertain about the reaction the team would express initially to the concept of a walk in service but I was surprised by their positive reactions and that the suggestion came from the team as well. I tend to rely on other members of the team for the black hat considerations although I was aware in this case that there could a number of potential problems. 
One of the confounding factors when reviewing the data presented is that there was another large service change during the project period. Electronic patient records (EPR) were introduced on 31st January 2018 and this was a change that was crucial for the service in terms of efficiency and also clinical governance and had been planned for a number of years. Although it was expected that a reduction in activity would be noted during implementation (other services have reported a 30% reduction in patient numbers) during EPR implementation, patient numbers were reduced in February but this resulted in an increase in the number of patients triaged. There was undoubtedly an impact on patient access over the 2-3 week implementation period and some staff found that their pace of work was slower whilst adjusting to EPR compared with paper notes so it is very likely that without this change we may have seen even more patients as a result of the new access system.
In line with prudent healthcare principles, Drakeford 2014, it was key to reduce duplication and unnecessary repeat tests where possible, as this will release further capacity. From a leadership perspective this is one of the aspects of the project that I am quite proud of as I used to find the duplication very frustrating. Changing the way patients can access the service and providing consistent information has definitely reduced duplication and the simplified patient leaflet has also been successful, as we have tried to ensure that patients attend the most appropriate clinic for their needs. It was also interesting to think about duplication within the service in terms of Lean principles (Lean Enterprise Institute 2000) as part of this project was to try and develop a better understanding of the demands on our service with the ultimate aim that we would provide only what patients need when they need it in line with Lean thinking. This is difficult to achieve within an NHS environment but considering which aspects of our service add value to the patient journey has been key and duplication of attendances was frustrating for patients and resulted in wasted capacity for the service and confusion about who should attend the different clinics. Flow through our clinic at CRI has been dramatically improved in the last 12 months but there are further steps that could be taken within the service to increase efficiency. One such step is the introduction of patient completed questionnaires for straight forward attendances- this is currently being piloted for patients attending for repeat prescriptions of the oral contraceptive pill. 
Reviewing the data regarding phone calls to the department in March 2017 compared with March 2018 has also been helpful and I think this has been a very successful aspect of the project and highlights that even though the new access system does not require sophisticated technology it has had a huge impact on one of the key frustrations for the administration team which was the huge volume of phone calls, this has been reduced significantly but work to decrease this further could also be considered.

This project has allowed me to consolidate some of my existing leadership skills and also to have a better understanding of how I work within the team. It has demonstrated that I can effectively implement a change resulting in improved care and in particular has highlighted that I can be an effective coordinator and implementer. These skills are crucial when leading change but the project has also demonstrated that the whole team needs to share the same vision for the change to be successful.
Recommendations as a result of this project:
1. Extend this access model to other parts of the service.
2. Continue to monitor DNA rates.
3. Consider other ways of patients accessing information re DOSH to further reduce the telephone workload.
4. Highlight to both Cardiff and Vale UHB and PHW that despite this change to access for DOSH we are still unable to meet our demand
5. Further mapping and measurement of unmet demand to try and capture the numbers of people who don’t stay in clinic to be triaged once told that all the slots are full. 
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Appendix 1 Walk in Template Used to guide Patient Numbers that can be accepted
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Appendix 2 Patient Category Identifier Used by Reception Team in DOSH
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Appendix 3 DOSH Patient Information Leaflet
[image: image8.png]Department of Sexual Health
Clinics:

Broad Street Clinic
Barry, OF62 7AL
6722

01446 741

Butetown Health Centre
Loudoun Square, Butetown, CF10 5HN

02021 833257

Cardiff Royal Infirmary
Newport Road, Cardiff, CF24 0SZ
02920 33 5355

Liantwit Major Clinic
ton Road, Llantwit Major

Parkview Health Centre
v Cardif, CFs 5NU

02920 2

Penarth Health Centre
enarth, Cf

Stanwel Ro
02920 702 396

Rumney Health Centre
Rurmey Care C
Barmouth R

Sexually Transmitted
Infections (STI):

rhoea is

mmend that men
le who have

ha

General Enquiries & Cancellations:
029 2033 5355
029 2033 5208

nes open between 9am - 5pm

A cenvical smear test can be done at
your GP surgery or in a Department of
Sexual Health Clinic.

our website for further information:-
www.cardifandvaleuhb wales.nhs.uk/sexual-heath

updsted

Cardiff & the Vale of Glamorgan

Department of
Sexual Health Clinics

fyou require an appointment,
‘please phone Cardiff Royal Ifimary between
8:30am and 5pm, Monday 1o Friday

For the fitting of an implant (rod) or intra uterine
device (coi you can make an appointment at
Cardif Royal Infimary -

029 2033 5355
029 2033 5208

It may be possible to have these fitied in
‘wak-in cinics at all other sites but it s
‘adhisable to phone in advance
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[image: image9.png]Monday

Cardif Royal Infirmary:-
‘Young Person's Wak-in Cinic
20 years and below
(11-00-6.30)

Butetown Health Centre
Walkcin cinic
1.20 - 330pm

Broad Street Clinic.
Walkcin cinic
5.30-7.30

Tuesday

Cardif Royal Infirmary
Walkin Sexal Health Check
103pm

Glassop Ciinic.
Walkin oo, implants and
depo injections Glossop
cinic 12-6pm

Cardiff Royal Infirmary
MSM Giy Ciic

Walkin Sexual Health Check
430-630

Wednesday

Cardiff Royal Infirmary
Wallcin repeat Vaocine and
bloods.

10-1130

Rumney Health Centre.
Walkcin cinic
1.304pm

Penarth Health Centre.
Wallcin young person's ciric:
25 years and below
2.306pm

'RED = Screening for blood borne vinses (HIV, syphis, hepatiis) avaiabie as wel as
testing and treatment of chiamycia, gonorThoe, richomonas and other gental conditons

‘and contraception senvices.

Thursday

Cardif Royal Infirmary
Wallcin Sexual Health Check
93pm

Broad Street Clinic.
Walkcin 11-2.00
Broadstreet wak-in young
persons ciric 25 years and.
below 3-6pm

Cardif Royal Infirmary
Walk i repeat vaccines &
bioods

430-6pm

Friday

Waicin Sexual Health Check

o-12pm

St Davids Hospital
‘appointments only 9-12
Walkin 12-6pm.

LLantwit Major Clinic:
Walkin cinic
First Friday of each morth
11-1.30pm

Saturday

St Davids Hospital
Wallin young person's cliric:
25 years and below
10.30-1.00pm

'BLUE = Scraering for chiamycia and gonorrhoea and contraception senvioes. Please
ot ther i imited avalabity during the wakn ciris fo conlracepiie procedures
Such as insertion of ol and implants.

For up to date clinic information please see www.cardiffandvaleuhb.wales.nhs.uk/sexual-health
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