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EXECUTIVE SUMMARY

The quality report now includes both quality assurance (a summary of data, intelligence and actions relating
to the provision of high-quality care within the strategic priorities set out below) and quality improvement (a
summary of the improvement work underway in the organisation) – which reflects the on-going alignment of
QA and QI within the Trust.

The quality report provides an overview of quality assurance and quality improvement efforts and outcomes
across the Trust and reflects the priorities set out in the quality strategy for 2018/2019:

 Medication safety - Reducing harm to patients resulting from errors and serious incidents:
In April 2018 there were zero medication incidents with moderate or severe patient harm and 52 medication
errors reported in total, a reduction on previous months. The report details the improvement efforts
underway to both improve medication safety and increase reporting of incidents overall.

 Effectiveness - Learning from deaths and reducing in-hospital mortality:
In April 2018 there were 89 inpatient deaths, which was a decrease on previous months but within common
cause variation. In Q4, 39 cases were identified for a structured judgement review as part of the revised
mortality review process and 14 have been completed to date. The report details an update on the
implementation of this process, the learning generated so far and next steps.

 Safety - Learning from errors and reducing avoidable harm:
There were zero ‘never-events’ and 10 new serious incidents reported for investigation in April. The report
summarises the learning from the serious incident cases closed in the month. There were 48 falls recorded
in April and 12 hospital-acquired stage 2 pressure ulcers with one grade 3 pressure ulcer reported. The
learning from this case and the improvement effort underway to reduce pressure damage is summarised in
the report. There have been no instances of MRSA bacteraemia and two C. difficile cases reported in April.

 Experience - Learning from our patient feedback and ensuring a great experience:
There were 43 complaints in April, including ten complaints recorded as a grade 3 in April (involving
‘moderate’ harm or failing). 44 complaints were due to be closed in the month, of which 30 were closed
within the agreed timescales (68%). Although this represents an improvement on recent months, the
complaints handling process is currently under significant review.

 Improvement - Using quality improvement to create a learning culture:
This section of the report describes the progress against the strategy for embedding quality improvement
into the organisation as set out in 2015 and revised in 2017; and Appendix A describes some of the
improvement projects underway across the organisation.

Appendix B to this report includes data and other information provided for assurance.
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IMPROVING MEDICATION SAFETY:
REDUCING HARM TO PATIENTS RESULTING FROM MEDICATIONS ERRORS AND SERIOUS INCIDENTS

Our quality priority for 2018/2019 is to become a learning organisation in order to eliminate avoidable harm to our
patients and to provide an excellent patient experience, and the focus of the work for this year is improving
medication safety. This work also aligns with the national drive to reduce harm caused by medicines and the target
to reduce harm by 50% over 5 years.

Our aims are to:
i) Reduce medication safety incidents that result in moderate or severe patient harm by 30% by March 2019
ii) Increase reporting of incidents with ‘no harm’ by 30% by March 2019

This is a slightly amended aim as developed by the medication safety project team. The team hope that this ‘30/30’
aim can be used as part of the wider communication and engagement plan for the project which will include
‘medication safety week’ (w/c 11th June).

In April 2018 there were zero medication incidents with moderate or severe patient harm. The one incident with
level 3 (moderate) harm reported in 2018 to date relates to a patient who acquired a hospital associated thrombosis
(HAT) following omission of two doses of Enoxaparin during an inpatient stay. The project team are working with
the VTE Prevention leads and other clinicians to implement changes to reduce the risk of omitted doses. These will
include improvement to the prescription chart to improve guidance and to require documented reasons for all
omitted doses, carrying out local root-cause analysis and feedback of omitted doses with ward teams.

Hospital associated
thrombosis (HAT)
following omission
of two doses of
Enoxaparin

52 medication related
incidents reported in
April 2018
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In April 2018 there were 52 medication errors reported, of which 4 resulted in harm of ‘low severity’.
Since December 2017, a small project group has been working to raise the profile of the medication safety
improvement programme and to support clinical teams with their own improvement efforts.

A Trust-wide medication safety huddle now takes place weekly and provides a space for members of the medical,
nursing and pharmacy teams to come together, share learning from incidents, and support the progress of the
improvement programme. The driver diagram below shows the initial structure of the medication safety
improvement programme that has been created by the team in order to meet the ‘30/30’ aim.

In the last month the team have been working together to:

 Initiate monthly, medication safety teaching sessions for junior doctors (FY1 and FY2) including sharing of
incidents and learning from errors in their daily practice

 Plan for the implementation of the redesigned adult inpatient drug chart, which includes several safety-focussed
improvements

 Begin local multi-professional medication safety huddles, initially taking place in ED and Swan Ward

 Compiling and sharing medication safety bulletins and infographics

 Reviewing omitted doses and root-causes of errors relating to Enoxaparin following most recent incidents

LEARNING FROM MEDICATION INCIDENTS - INSULIN

Some of the most frequent types of medication related incidents that led to patient harm in 2017 were those
involving the prescribing and administration of insulin for our inpatients and patients attending ED. Since last year
the Diabetes team have been reviewing these incidents and talking with the clinical teams to identify areas for
learning and improvement in order to reduce patient harm.

The most common causes of errors included omitted doses of insulin and incorrectly calculated doses. The Diabetes
team have been working with ED and others to re-write and simplify the insulin algorithms, guidelines and
prescriptions available to staff, and to make these more easily accessible; and will be following this with education,
training and audit to test the effectiveness.

The team are also taking steps to reduce omitted doses of insulin for our inpatients by making the identification of
patients on insulin easier and using an alert system for patients with abnormal blood sugar readings. The Diabetes
and Pharmacy teams are also working with the ward teams to make changes that will empower our patients to self-
administer their insulin where it is safe and appropriate to do so. The changes will be tested and the effectiveness
will be measured through the reporting of insulin-related incidents, both with and without patient harm.
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STRATEGIC PRIORITY 1 – EFFECTIVENESS
LEARNING FROM DEATHS AND REDUCING IN-HOSPITAL MORTALITY

In April 2018 there were 89 inpatient deaths, including 1 neonatal death, which was an emergency transfer into the
Trust with anticipated complications. This represented a decrease on previous months but within common cause
variation; however the number of inpatient deaths in Q4 of 2017/2018 was 50 less than Q4 of 2016/2017.

The SHMI as reported by CHKS is the ratio of observed to expected deaths, which is nationally benchmarked and was
at 63.6 in April 2018; an increase in the previous two months but significantly less than the same period last year.

LEARNING FROM OUR MORTALITY REVIEWS
From October 2017 we have started to carry out full structured judgement reviews (SJR) on any deaths meeting
certain minimum criteria. In quarter four (Q4) 2017/2018, 77% of adult, inpatient deaths were screened to identify
those suitable for SJR. All adult, inpatient deaths should be screened to identify suitability and the Mortality
Committee have requested that this information be shared via Divisional governance reporting and performance
meetings in order to increase the adherence to this.

In Q4, 39 cases were identified for SJR and 14 have been completed to date with the remaining cases due to be
reviewed by the end of Q1 2018/2019.
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One case was initially identified to have received ‘poor care’ following the first stage SJR. Following a second stage
SJR this was revised to reflect ‘good care’ and feedback and learning has been shared with the initial reviewer.
Training for members of staff who have volunteered to carry out SJRs continues on an on-going basis.

As part of the SJR, reviewers are asked to identify if there were any problems with care and if they could have led to
harm to the patient. For clarity, in cases where patients have been found to have received good or excellent care,
problems with care are still identified and shared as part of the learning processes.

In Q4 2017/2018 there were 5 cases in which problems with the care of the patient were identified, 1 patient had 2
problems of care identified. In 4 cases these problems did not lead to harm. In one case, the patient experienced
problems with care relating to pressure damage and a fall, but this was found not to have contributed to avoidable
death.

Two deaths occurred in patients identified as having learning difficulties of which one has a completed structured
judgement review with no identifiable problems in care. The other is currently undergoing the review process.
The Learning Disabilities Mortality Review (LeDeR) programme published their annual report highlighting the review
process for deaths of people with learning disabilities, including multi-agency review and expert panel scrutiny if
further learning could be gained. Currently 37 out of 39 national LeDeR steering groups are operational and over
1,000 local reviewers have been trained in the LeDeR methodology.

Learning points for the trust to focus on from the most commonly reported national learning recommendations are:
a) Inter-agency collaboration and communication
b) Awareness of the needs of people with learning disabilities
c) The understanding and application of the Mental Capacity Act (MCA)

There are three deaths undergoing investigation as part of a serious incident (SIRI) process and reported in Q4. Two
of these cases involve inpatient deaths and in one case the mortality screening tool identified some evidence or
avoidability, this is being investigated through the SIRI process and has not been subject to an SJR. In this case the
death occurred in 2016 and, for clarity, an inpatient death that may be investigated through the SIRI process is not
excluded from the SJR process.

In Q4 2017/2018, no avoidable deaths have been identified through the SJR process. However, there are a number
of learning points to be shared from the SJRs completed in this period, these included:

 Learning relating to the decisions to resuscitate when a documented DNACPR is in place for a patient

 Learning about clearly documenting the discussions and decisions relating to suitability and fitness for transfer
between hospitals for a patient

 Learning relating to moving a patient between acute medical wards shortly before death

Any case of an inpatient death found to be as a result of Sepsis, will take into account whether there was timely
identification and treatment of Sepsis in-line with the Trust protocol; however, cases of patients with Sepsis that
have led to death are not currently routinely subject to SJRs.

Following discussion at Mortality Committee it was agreed that both a retrospective review of cases of inpatient
deaths with Sepsis will be coordinated by the Chief of Patient Safety and cases with Sepsis will also be added to the
criteria for inclusion in the SJR process for the first part of 2018/2019.

In all cases where the SJR has identified problems with care, these have been shared with specialty governance team
and a selected number of the cases will be put forward for discussion at the next medical learning event.
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STRATEGIC PRIORITY 2 - SAFETY
LEARNING FROM ERRORS AND REDUCING AVOIDABLE HARM

There were no ‘never-events’ reported in April and 10 new serious incidents reported for investigation in April.
Details of these incidents along with initial actions taken and learning are detailed in the ‘Serious Incidents Requiring
Investigation (SIRI) Report’. There were two serious incident cases closed in April and the learning from these cases
has been shared with the teams involved and beyond.

Following an incident involving a medication error in the neonatal intensive care unit (NICU), a baby received an
incorrect dose of an oral medication; no harm came to the baby as a result of the error. The learning from this
incident relates to the medication competencies and education of agency nurses and as a result the Clinical Practice
Educator and the Clinical Nurse Leader for the unit have made changes to ensure oral drug competency booklets and
appropriate education are given to all regular agency nurses to complete. The members of the team involved in the
incident have also undertaken medicine management training and doctors have completed safe prescribing training
and participated in a real-time simulation on prescribing.

FALLS
The number of inpatient falls continues to show common-cause variation since April 2015. The Trust’s approach to
reducing falls is outlined in the Falls Strategy and Corporate Action Plan, which are due for refresh this year, and the
3 Year Sign up to Safety Plan which formally ended in March 2018.

There were 48 falls recorded in April 2018, of which 20 resulted in low harm and two cases led to ‘moderate harm’
(injury requiring professional intervention).

Following an incident involving a fall, a patient sustained an intracranial bleed. The learning from this incident
relates to poor handover of the on-going monitoring requirements for the patient within the ward team. The
findings and learning from this incident has been shared with the multi-professional teams for cascading through
their regular meetings.
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PRESSURE ULCERS
There were 12 hospital acquired stage 2 pressure ulcers affecting 11 patients in April 2018. We have set an aim to
reduce hospital acquired pressure ulcers (stage 2 and above) by 5% for 2018/2019. This equates to no more than 15
per month.

We have set an aim to reduce stage 3 or 4 hospital-acquired, unavoidable pressure ulcers to zero in 2018/2019,
however one grade 3 pressure ulcer was reported in April 2018.

Based on learning from this incident, and previous pressure damage-related incidents, a number of improvements
are being tested with the identified ward teams. These include the use of a yellow sticker in patient’s notes to
improve the identification of patients with pressure damage, to facilitate appropriate review and escalation by both
medical and nursing teams; and the use of repositioning regimes for patients at high risk of sacral pressure damage.

In addition to providing mandatory and local training as required, the Tissue Viability team continue to maintain the
action plan for Trust-wide reduction of pressure ulcers and to support ward teams with improvements.

The Trust wide campaign to reduce heel pressure damage (Heel S.O.S) was launched a year ago and there has been a
significant increase in the use of heel elevation on patients as a result, and a 35% reduction in grade 2 or above
pressure ulcers in this time.

As part of the 100-day pressure ulcer free campaign, Falcon Ward, SDU and Wren Ward were all recognised this
month for achieving 100 days free of pressure ulcers (grade 2 or above). In addition, the Surgical Assessment Unit
and Dickens were both recognised for achieving one year free of pressure ulcers (grade 2 or above) in April.
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HOSPITAL ACQUIRED INFECTIONS

HOSPITAL ACQUIRED MRSA
There have been no instances of MRSA bacteraemia in April. A post infection review was undertaken for the MRSA
bacteraemia reported in March 2018 which arose from an infection in a peripheral intravenous line.
The learning from this review, including that relating to specialist input for patients at high risk of an IV infection due
to MRSA colonisation, documentation of observations of IV lines; has been shared and ways to improve this is being
considered by the team.

HOSPITAL ACQUIRED C.DIFFICILE
Fifteen C. difficile cases were reported against the national target of no more than 17 for 2017/18. Five out of these
cases were deemed lapses in care due to delayed patient isolation or sampling, or inappropriate antibiotics.

The learning from these cases has led to a number of improvements being tested by the team, including the re-
design of the Bristol stool chart to include a diarrhoea assessment flow diagram to guide staff to take appropriate
action; introduction of the ‘microguide’ app to aid appropriate antimicrobial prescribing; and feedback to clinical
teams regarding inappropriate prescribing.

The Trust target for 2018/2019 is to limit the number of C. difficile cases to no more than 16 in the year. Two cases
were reported in April and root-cause analysis are in progress for these.

E.COLI BACTERAEMIAS
A new national initiative to reduce gram negative bacteraemias by 50% by 2021 was implemented last year. The
requirement was to reduce all cases of E.coli bacteraemias by 10% during 2017/18.

The majority of E.coli bacteraemias are community onset so reduction of cases requires review of hospital cases to
identify learning and also a focus on community care and GP prescribing.

In 2017/18 there were 262 cases reported (against the target of the 243) of which 33 were ‘hospital onset’. A
number of improvements are planned for this year in order to reduce the instances of E.coli bacteraemias reported
in the organisation, including the development of a new urinary care pathway as part of the National Catheter
Program and full implementation of aseptic non touch technique (ANTT); and progress towards this reduction will be
reported in future months.
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STRATEGIC PRIORITY 3 - EXPERIENCE
LEARNING FROM OUR PATIENT FEEDBACK AND ENSURING A GREAT EXPERIENCE

PATIENT FEEDBACK
The current levels of Friends and Family (FFT) response rates do not provide adequate assurance and despite
sustained and significant effort to improve the rates, the Trust has not been able to demonstrate a real response.
We have therefore undertaken an options appraisal of systems and functionality available in the United Kingdom,
and acknowledge that no one system could be found that met the expectations of a patient feedback system that we
are seeking. We are now seeking a new approach to report on patient feedback.

COMPLAINTS
There were 43 complaints in April which show common-cause variation only. There were ten complaints recorded as
a grade 3 in April (involving ‘moderate’ harm or failing)

90% of complaints received an acknowledgement within 3 working days which is below the national target. This is
being improved through the complaints improvement programme which will streamline triage and handling of
complex complaints so that complainants receive acknowledgement letters in a timely manner. 44 complaints were
due to be closed in April 2018, of which 30 were closed within the agreed timescales (68%).
Although this represents an improvement on recent months, the complaints handling process is currently under
significant review.

A full report, including recommendations for improvement has been presented to the Chief Nurse and Associate
Director of Quality and the approach to complaints handling agreed at Quality Performance Committee in March has
begun to be implemented. Training to support this will begin next month and is due to be completed by Q2
2018/2019.
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STRATEGIC PRIORITY 4 - IMPROVEMENT
USING QUALITY IMPROVEMENT TO CREATE A LEARNING CULTURE

This section of the report describes the progress against the strategy for embedding quality improvement into the
organisation as set out in 2015 and revised in 2017. The strategy comprises three parts; building will for quality
improvement; building capability for quality improvement; and spreading the use of quality improvement throughout
the organisation (do-the-work-and-improve-the-work).

i) BUILDING WILL
It is the role of leaders to create the conditions for quality improvement to thrive within the organisation.
Leadership walkrounds are attended regularly by the Chief Nurse and PMO lead on Wednesday afternoons. Ward
areas are visited and discussions are held with staff regarding the progress on their improvement efforts, quality
concerns and general discussions relating to workforce and their current challenges. Staff are open and honest,
share their successes, what they are proud of and where they would like to focus their attention.

Part of the efforts to build-the-will for improvement in the organisation includes the setting of priority quality
initiative, which for 2018/2019 will be medication safety. In the last month the teams have identified the 30/30 goal
for medication safety, which we hope to spread further through the Trust strategy launch in May and the medication
safety week in June.

ii) BUILDING CAPABILITY
Part of the strategy for embedding quality improvement into the organisation is a considered agenda for building
improvement skills and capability within staff at all levels as set out in the dosing formula. In April 2018, the eighth
cohort (a further 20 members of staff) attended the QI Academy day and successfully completed their initial
improvement training. This cohort included representatives from across the Trust, including the Chief Executive.
Over 200 permanent members of Team ASPH have completed the QI Academy, including six members of TEC.

This month a delegation of nine members of the team from ASPH and the North West Surrey ICP attended the
IHI/BMJ International Forum on Quality and Safety in Amsterdam. The team joined 3,500 delegates over two days
and, as well as sharing a number of posters of their own work, they participated in a number of learning sessions.
The team will work together in the next few weeks collate and share the learning from the event with the rest of the
organisation.

iii) DO-THE-WORK-AND-IMPROVE-THE-WORK
The third element of the strategy for embedding quality improvement within the organisation and accelerating the
pace of improvement, requires everyone to see themselves as having two jobs: to do their work and to improve their
work.

QUALITY - IMPROVING MEDICATION SAFETY
The project team have agreed the two aims for the work; to reduce medication safety incidents that result in
moderate or severe patient harm by 30% and to increase reporting of incidents with ‘no harm’ by 30% by March
2019. The first section of the report provides an update on some of the improvements efforts underway relating to
medication safety in the organisation.
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PEOPLE - IMPROVING NURSING AND MIDWIFERY RETENTION
ASPH has been highlighted by NHS Improvement as an outlier for turnover rates amongst our nursing and midwifery
teams.

A particular problem is the number staff
leaving the Trust within the first year of their
appointment. The team have adopted a
quality improvement approach to both
understanding the root causes and identifying
the key themes for improvement; and
employing small tests of change at a ward and
unit-level.

In the next period the team will be focussing
on the delivery of the Core Managers
development programme and the rotation / transfer opportunities for staff. The team have also identified flexible
working as a root cause of staff leaving the organisation and are holding a workshop in May to investigate and
address some of these concerns with the nursing and midwifery teams.

ALIGNMENT OF IMPROVEMENT PROJECTS
Over the next few weeks work will be undertaken with the leadership teams to identify key areas for improvement
that align with the other strategic priorities as described in the new Trust strategy.

There are a number improvement projects underway across the organisation, which have either been initiated in
response to quality, safety issues or other areas for improvement identified by the leadership teams; or have been
initiated by members of staff to improve their own work in pursuit of one of the strategic aims.

An update on some of these projects in provided in Appendix A below:
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APPENDIX A – IMPROVEMENT PROJECTS

RED TO GREEN
Red and Green bed days are a visual management system to assist in the identification of wasted time in a patient’s
journey. This approach is used to reduce both internal and external delays as part of the SAFER patient flow bundle.
A red day is when a patient receives little or no value adding acute care and a green day is when a patient receives
value adding acute care that progresses them towards discharge.

The Red to Green philosophy began to
be fully adopted by the Cherry, Swift
and Holly ward teams and they are
using it to challenge progress during
MDT meetings. It has since been
extended across the whole of ASPH,
with a formal launch on 5th March
2018. The spread of Red to Green
within the medical wards and on Swan
ward is progressing well and regular
ward visits are encouraging the full
adoption of the R2G philosophy and
embedding it as business as usual on
board rounds.

LOST TO FOLLOW UP
Over the last 4 years, the Trust has seen 29
serious incidents from patients “lost to follow
up”. Current processes for a patient to move
through their pathway are a series of clinical
interactions joined by administration links
which all have the potential to fail. Since
December 2016, the teams have been
working to identifying root-causes of patients
becoming lost and testing solutions.

The project aims to eliminate serious incidents resulting from patients being LTFU. Since the start of the
improvement work there have been two incidents of patients being LTFU, both of which relate to the review and
action of diagnostic test results. These incidents are being reviewed with the Patient Safety team and the Cancer
Clinical Lead in order to establish if any further improvements can be made to the existing process.

The project also aims to reduce the number
of patients without their expected
outpatient appointment (who do not
appear on a waitlist) and to ensure there
are none older than 3 months.
There have been significant reductions in
this number of patients in the last few
months, however more work is required to
define and embed the standard operating
procedures required to sustain this.
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REDUCING SURGICAL SITE INFECTIONS
ASPH report to Public Health England as part of a national audit on an annual basis on the surgical site infection (SSI)
rate for patients undergoing surgery for a fractured neck of femur (#NOF). The rate is calculated using data from
January to March each year and in previous years we have found to be an outlier in our rate of infections in
comparison with other peer Trusts. (ASPH reported an infection rate of 2.5% in 2017 and an average of 3.5% in the
previous 4 years; compared to a national average of 1.3%)

An improvement project was initiated to review the internal processes associated with reducing surgical site
infections for our #NOF patients and a small team has been working together since 2017 to test changes audit their
outcomes.

In this time the team have reviewed all
#NOFs since August 2017 to audit the
timing of antibiotics given pre-
operatively, compliance with SSI
bundle, etc.

The team have tested a number of changes relating to the administration of antibiotics (dosage and timing), the use
of pre-op drinks, temperature of patients and theatres, air filter cleaning; as well as post-op wound care.

This work has led to the development of new guidelines for the prevention of SSIs in #NOF patients and there have
been no new SSIs since August 2017. The team are keen to share and spread their work to other surgical specialties
in the next few weeks.



APPENDIX B

QUALITY ASSURANCE MEASURES
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Note: The RAMI measure is based on a new calculation from CHKS and this has been re-calculated back to April 2015.

STRATEGIC PRIORITY ONE - EFFECTIVENESS
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Summary total deaths and total number of cases reviewed under the Structured Judgement Review Methodology

Apr-17 May-17 Jun-17 Jul-17 Aug-17 Sep-17 Oct-17 Nov-17 Dec-17 Jan-18 Feb-18 Mar-18

91 117 100 74 93 97 81 95 106 127 106 123

89 113 98 73 92 95 81 91 104 126 103 119

57% 69% 68% 70% 64% 69% 85% 85% 88% 83% 79% 62%

14 15 13 17 12 10

n/a n/a n/a n/a n/a n/a 12 15 10 7 3 2

86% 100% 77% 41% 25% 20%

n/a n/a n/a n/a n/a n/a 0 0 1 1 0 0

n/a n/a n/a n/a n/a n/a 1 0 1 0 1 1

n/a n/a n/a n/a n/a n/a 1 0 1 0 1
awaiting

review

n/a n/a n/a n/a n/a n/a 0 0 0 0 0
awaiting

review

2 0 1 1 1 3 0 0 1 1 1 1

Total number of deaths in organisation

Total number of deaths in scope

% of deaths receiving initial review

Total Number of reviewed deaths considered

more likely than not due to problems in care

Total deaths receiving structured judgement

review

Number of deaths investigated under the

serious incident framework and declared as

serious incidents

Number of deaths of people with learning

disabilities that have been reviewed

Number of deaths of people with learning

disabilities considered more likely than not to

be due to problems in care

Number of deaths of people with learning

disabilities

Number of cases requiring an SJR

Percentage of SJRs completed

STRATEGIC PRIORITY ONE - EFFECTIVENESS
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Note: Sepsis screening in ED and for Inpatients is calculated using the National CQUIN measure; an audit of a random selection of 50 ED attendance and 50 inpatients is carried
out each month and this measure shows the percentage with evidence of screening for Sepsis where appropriate (NEWS > 5, etc)

Note: Sepsis antibiotic administration is calculated using the National CQUIN measure, which results in a small sample size each month (<10 patients). This audit methodology
will be reviewed and revised by Q2.

STRATEGIC PRIORITY ONE - EFFECTIVENESS
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STRATEGIC PRIORITY TWO - SAFETY
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STRATEGIC PRIORITY TWO - SAFETY
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Note: The measure of ‘complaints closed within agreed response times’ changed to a new method of calculation and is available from October 2017 only.

STRATEGIC PRIORITY THREE - EXPERIENCE
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STRATEGIC PRIORITY THREE - EXPERIENCE


