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MELB – Michael Smith 
 
 
What I'd like to do now is introduce Dr Michael Smith, who's the clinical 
director from the Australian Commission on Safety and Quality in 
Healthcare.  He's been a medical practitioner for 37 years.  Michael has a 
clinical background as senior palliative care specialist in tertiary hospital 
and communicate-based practice in three states.  In 2002, Michael was 
appointed as the director of clinical operations for Western Sydney and in 
2004 was subsequently appointed as director of patient safety and clinical 
quality for New South Wales Health.  He is currently the clinical director 
with the Australian Commission on Safety and Quality in Healthcare.  So 
please join me in welcoming Dr Smith. 

Well look, thanks Leigh and good morning.  It feels really weird still, you know, as 
a clinician when you stand up and say "and I am from the government and I really 
am here to help you" so my own cynicism still gets in amongst all of that.  That 
was a really terrific overview, I think, of the kind of key reasons why there is such 
a focus on blood now.  What I'm wanting to do, is really give you a sense of 
what's going on in the Safety and Quality National Standards arena because 
blood is an integral part of that and you might ask why we're so focused on that, 
why is it of value to you as you start to look at how you can modify the kind of 
practice in your world?   

The biggest reason is that there is an advantage now that you have that you 
didn't have three or four years ago and that advantage is that the entire health 
system and, in particular, in your hospital, your management, your executive and 
the whole of your hospital is absolutely focused on achieving these standards.  
Let me tell you, it has not happened to this extent in your clinical past.  You've 
now got the absolute focus of the executive on each of these standards and the 
fact that you got a standard, sitting in there about blood and blood management, 
means that you've got great opportunities to engage with their thinking, to get 
them starting to see that what you're suggesting actually makes some sense, 
actually is a good strategic direction for them to actually follow and to give you 
the supports that you've been looking for, for so long.   

That's the biggest advantage that you can get out of these standards.  What I'm 
going to do in this session is just really take you through and give you a 
reasonably superficial view of what's happening in the whole question of 
standards and accreditation so that you're equipped to have the conversation 
with your directors, with your senior executive, as you're trying to do the things 
that you're looking to do for this particular purpose.  Okay.  So we've talked quite 
a lot about the reasons why we want to do this and for us, it is about appropriate 
care.  Yes, reduction in wastage is an important aspect of all this but for us as the 
commission, the whole purpose of the standards as a whole is, in fact, to actually 
be improving the level of patient care that's being experienced across the 
country.   

This is what I'm going to deal with over the course of this next half an hour and I'll 
just touch on a number of things here that will help you understand how it is, the 
processes going on at the present time.  The important message, I think, that we 
want to give you is that it's not about just about the process of accreditation.  In 
the past, many of you have been involved in accreditation, I'm sure, where there's 
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been this burst of activity of a period of months.  You've produced voluminous 
folders full of papers and goodness knows what and so.  There's an accreditation 
process and it all gets put back in the cupboard and you wait for the next three 
years' time, when you're actually going to have to do the whole thing all over 
again.  This whole accreditation approach has now fundamentally changed in the 
country and these are the two things that are particularly important.  First of all, 
the purpose of the standards is to improve the safety and quality for patients 
using the standards as a focus for risk assessment and action in your hospital.  
The second is that you verify that by a process of accreditation and we'll talk a 
little bit about how that's now actually changing.  So where did this come from?   

Well all the standards in the accreditation scheme came about as a direct request 
from health ministers.  This has been a seven year journey.  Back around 2005, 
2006, health ministers made it very clear that they what they wanted to see was a 
single set of agreed standards for high quality and safe practice in Australian 
health systems.  Before that, we had a range of standards and a range of 
accreditation processes.  Most of you in this area would have been involved, 
probably, in the ACHS accreditation programs or in ISO accreditation programs.  
Certainly, many of you are involved in NATA and the laboratory accreditation, a 
whole range of accreditation processes.  There was not a unified approach to 
safety and quality across the country in terms of standards and, importantly, what 
this now does, is that it actually states clearly, for consumers, what they can 
expect to get from a high quality and safe health service.   

Having got those standards in place, there's then a process of this accreditation 
and, really, we'll come back to some detail here but this just lets you see that in 
the whole question of accreditation and its national coordination, there are really 
four key sets of players that sit under the overall guidance of health ministers.  
And, again, health ministers themselves, are now directly bound into these 
processes of accreditation.  So there's you guys that work in the health service 
organisations and your health service organisation has to one, meet the 
standards, two, has to choose somebody to assess how you are going against 
those standards, the second group of the people who actually do the accrediting 
and that's at the bottom right hand corner there.  You can see the approved 
accrediting agencies.  And as a commission, one of our roles in our coordination, 
is to actually approve agencies that you can choose to actually come and see 
how things are going and there's criteria that, actually, they have to follow, in 
order to be able to be an approved agency.   

There's then two other big groups and the first are the regulators, out of the 
people, particularly at the health department level, who regulate the health 
system.  If you remember in health reform and all the changes that have come 
about over the last number of years, what's been very clearly articulated is it's the 
states and the territories, that are, in fact, the managers of the health system.  It's 
the states and the territories who pass the regulations, who actually pass the 
legislation, who actually make the requirements for this to occur.  Health 
ministers have said "yes indeed, every hospital in this country must be accredited 
against these standards" but it is the health department and the parliamentary 
support and legal supports for that, that actually make that happen.  So they have 
a key role in all this and part of their role is to determine how will they respond 
when a health service is having difficulty actually meeting a number of these 
standards.  What will be the action that will take place?   
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And all of the states and territories across the country, have now agreed that 
there will be a response, which will actually be a supportive response but that is, 
it will be a supportive regulatory response that in fact, supports the hospitals 
themselves to take particular action so that they can then meet the required 
standard.  And lastly, there's ourselves and as a commission, our job is to 
maintain the standards.  Our job is also to actually coordinate the process of the 
whole thing and to work as a kind of lubrication in the process to actually talk with 
you guys, as you're being accredited, to talk with the accreditation agencies as 
they're trying to work out how they can train their staff and make the thing work.  
So that's the kind scheme for accreditation that's now taking place across the 
whole country.  So what are the actual standards?   

Well there are 10 standards and can I just get a sense of who in this room has 
actually not had a chance to pick up and read the standards document?  I will ask 
the question the other way.  Who has picked up and read the standards 
document?  Well that's pretty encouraging I've got to say.  Now, it's interesting, I 
did a similar talk, not about blood but around something else about six months 
ago and I reckon it was probably only about a third of the room.  Now, it's quite 
fascinating that as this year has gone on, people are becoming more and more 
aware of these standards and can see how they're actually going to be used.  
Mind you, you are a bit of a captive group aren't you?  Let's be honest.  How 
many of you are going to be accredited this year?  Okay.   

So it's about a third or so.  Well that's pretty good because, in fact, that's exactly 
where we are in this three year cycle and we'll come back a little bit more to that.  
So obviously, one of the things that we're going to focus on today, in particular, is 
around blood and blood product but we'll do that in the context of these 
overarching sets of standards.  First of all, standard one and two, the governant 
standard and the standard around patient engagement are, in fact, overarching 
standards for each of the other clinical standards.  When we actually wrote these 
things, one of the things that happened is that every group that was developing 
their standard, wanted to talk about how their standard had to be actually drawn 
to the attention of the executive, how the executive needed to set up appropriate 
processes etc and so on.   

There was a lot of duplication across all of the standards when you are looking at 
it from a hospital point of view.  So we extracted all of that stuff and made it a 
standard of its own and that's why there's a governant standard because the 
aspects of the governant standard around the degrees of reporting, the ways in 
which monitoring occurs, the fact that action is being taken as a result of the 
monitoring that is taking place within the hospital, all those things apply to every 
standard.  So when you're reading your standard, when you're reading Standard 
7, make sure that you read standard one and standard two as well because they 
are integral to, in fact, the way in which you go about implementing Standard 7.  
There are both core and developmental components within the actual standards 
themselves.   

The standard actually has a number of criteria that Leigh's already mentioned 
and in each of those criteria, there are a number of actions.  And so when the 
standards were being developed, as people started to work with them and as we 
field tested them and people were able to give feedback and say "we can see 
that this is actually achievable, this is going to take a lot more difficulty" there was 
consideration about well what is absolutely core to safety and quality and they 
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are, in fact, core requirements and then there are some developmental 
requirements.  Those things which are the focus for future activity and, of course, 
as time goes by, the expectation will be that slowly those developmental 
components of the standard will be migrated into core components and probably, 
on the advice from people like yourselves, there will be new requirements put into 
the standard as the years go by because you will recognise, there is something 
new about practice.   

There is something new about the way in which we should be doing this.  That, 
perhaps, should be integrated within the standard that needs to be implemented 
across the country, so it's a dynamic and growing process but from your point of 
view, for those of you that are going this year, the core are absolute.  The 
developmental, you're encouraged to actually be working towards but they're not 
actually part of the assessment process that occurs in this particular round.  
There is a mechanism for determining whether a given standard is actually 
applicable or not.  I've got to tell you that the dentists who volunteered to actually 
have their practices assessed against these national standards, for them, 
pressure Ls it probably really wasn't much of an issue.   

If you get a pressure L for sitting in the chair of a dentist, you know, you've been 
there for far too long.  So yes, there are ways in which those standards can be 
designated as being not applicable but there are also mechanisms whereby 
particular aspects of some standards if a health service says for whatever 
reason, for whatever aspect of the way in which we practice or where we are 
situated or we're a small rural hospital or for whatever, we think that this standard 
or part of this standard is actually not applicable to us and there's a mechanism 
whereby you can talk with the accrediting agency and then there's a discussion 
about how that actually works.  It doesn't happen very often but it has happened 
on occasions from time to time.   

So as we said before, the whole point about all this is that I want you to think of 
the standards and the accreditation a bit like study or a bit like doing your thesis.  
The value of the study, of the value of the thesis is the work that you do.  It's the 
year, it's the two years, it's the three years' worth of work.  There's the value.  The 
exam at the end of the year or the exam at the end of your thesis is, in fact, just 
the short time where someone has a look at it and says "it's good".  That's what 
this stuff is about.  The value is in the implementation of the standards.  The 
accreditation is just the exam at the end of the year.  And it's really important to 
think about it from that perspective because it is all about risk assessment and 
risk management.  They are the key components of how you get value out of 
these standards.  Not the accreditation process per se.   

So don't get caught up in making sure that you've got the right process in place 
and the right things working et cetera.  It is about how are you actually adapting 
and adopting all of this into your everyday practice?  So having said that, the 
accreditation process then allows for a number of things to occur and one of 
those is, of course, the way in which it's actually designated as being met or not 
met for a particular standard.  It is possible, as you can see there, that there is 
something called met with merit.  Let me tell you that out of all the services that 
have been assessed so far, no one has yet, quite managed met with merit.  Met 
with merit's fairly hard.  Not only is it met, it's actually met across all aspects of 
the organisation.  It's actually built into everyday work.  There is monitoring that 
goes on and, in fact, it is something that shows demonstrable results.   
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So clearly, it's going to take some time before health services can, for these 
particular standards, see that they've got all of those aspects in place but it is 
something to aspire to and it's certainly possible.  The other aspect in all this, is 
that there is something around significant patient risk and, the system itself, 
recognises that it is possible, that when an accreditation process were to being 
that the accreditors might actually see something that's occurring, which is of 
immediate risk and there are mechanisms in how to deal with that and we'll talk a 
little bit about some of the outcomes that have come from that process in a little 
while.  I guess the key thing that we want to say about the accreditation, is that if 
you go the old way and you rely on events management, you give it to the quality 
manager, you just sort out the paperwork, it's not going to happen.   

That's not going to be enough to be able to implement and meet the standard.  It 
really means that you've got to take a risk assessment of what your key risks are, 
in terms of the standard, put some management in place, monitor the results of 
that management and then have that as a feedback loop and that, in fact, is what 
the accreditors are going to be looking for.  So when they come to you, they're 
not going to want to see just the fact that you've got particular things in place, 
they want to see how you're doing it.  How are you determining where your 
highest point of risk is?  How are you then actually doing something about that 
risk?  You can see there, that about the comprehensive risk analysis is probably 
one of the most important messages in all of this.  The last thing is that there is 
always this debate and fight about how much documentation do we have to have.  
We've got to spend all this money and all this time and I can just about guarantee 
there's a significant number of you who have wasted huge amounts of time 
putting together lots and lots of documents.   

The whole idea here is that out of the standard routine ways in which you 
document what you're doing, how you've made your risk assessment, what the 
monitoring is, what the reporting is and how you're running that through whatever 
mechanism, process, committee that you've got to monitor all of this, that's the 
documentation that you need for your accreditation.  It's not extra.  We have to 
stop the idea of the paper war where you drown the accreditors in so much 
material that they can't possibly say that you haven't done a good job.  This is 
about you just being able to show what it is that you just do all the time and that 
then becomes the evidence that you need in order to be able to do all this.  So 
2013, the first year in which this pretty significant change in both the acceptance 
of a national, uniform set of standards across the whole country, I can say to you, 
by the way, for you in Victoria, you all needed to be accredited.  There are other 
states and territories where hospitals were not actually required to be accredited.  
They were encouraged.  It was a good idea.   

In my own state, for example, New South Wales, I trained in South Australia, 
spent 10 years in Perth and now live in New South Wales, in New South Wales 
four years ago now, we had a significant number of major public hospitals that 
were considering, in fact, a couple of them did, withdrawing from the accreditation 
process because a) they decided it was too expensive, b) they decided that, in 
fact, it didn't give them any kind of assurance about the safety and the quality of 
the service that they were responsible for.  And they said "well what's the point?  
We get a report, we get a tick, we get a certificate we can put on the front door 
but it doesn't actually tell us anything about the quality of care that's being 
provided, the safety of that care" and so on.  So there was quite a deal of 
uncertainty around the country and a real feeling that this is not quite enough and 
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this kind of change has been the thing that's been really accepted very widely 
and, as I say, has now been mandated by health ministers as actually being 
something that is going to give people that assurance.   

Having said all that, this year, clearly, any transition is hard and so what we said 
was in this first year, being 2013 because the requirement started in January of 
this year and people, over the course of your normal cycle of accreditation when 
you were next going through your accreditation processes, would then be 
accredited against these standards.  So there is a three year rolling cycle 
realistically how this is going to work.  In this first year we said a few things.  First 
of all, you had some hospitals and some health services, day procedure centres, 
that were actually going through the mid-cycle part of their assessment.  They 
weren't necessarily having the full assessment.  They were going through mid-
cycle so there was a set of negotiations and discussions about well what did that 
mid-cycle have to cover off on and it certainly had to cover off on standards one, 
two and three and the recommendations that had been from the previous 
assessment that had been made.   

If you're going through a full cycle then, clearly, you need to go through all of the 
particular standards.  The second thing was, if you remember from previous 
experience, often what happens, when you undertake accreditation, you often get 
a set of recommendations.  Here's something that we found.  You really need to 
do something about these findings.  You need to improve this a little bit and so 
on.  The normal amount of time for that is 90 days.  In the first year, we've 
extended that up to 120 days.  Now, the intent is that it'll go back to 90 days next 
year for those of you in the two-thirds who are not doing it this year.  I'm not sure 
that'll happen.  I suspect there'll be a bit of pushback and it well may continue on.  
But bear in mind that these arrangements are really for services that are just 
getting there because we're all just getting used to this.  If you're doing this next 
year or the year after, you're going to be back to the standard requirements I 
suspect by then.   

The other is that we move some of the core items into developmental items.  In 
the blood, I think there's only three of the actions that are actually developmental 
but they're across a number of the others, there are a few more developmental 
ones, particularly in the areas of patient engagement.  The Standard 2, a number 
of those are not things that traditionally we've done in health very well at all and 
people are still struggling a bit to understand how do you do this consumer 
engagement business and what we're finding thus for example is that there's a 
big focus on the processes.  You know, of we've got to have a consumer on each 
of our committees and all those sorts of steps rather than the kind of strategic 
thinking that says, how do we actually bring the perspective of patients into our 
decision-making processes from executive level to ward level to unit level as well 
as the individual care aspects of it?   

So it just gives you a feel for how the thinking is having to be changed over this 
period of time.  So where are we up to thus far?  Well there are 1320 services 
that need to be assessed over the next three years.  We've got about 420 going 
in this year and as you saw here, about a third of you indeed, are going to be 
assessed at some point this year.  There was an interesting debate where a 
number of health services said "we might need a bit longer.  We're not quite 
ready yet".  So we negotiated with the accrediting agencies to say "yes you could 
extend the period of your current accreditation for this year out by a few months if 
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you needed a little longer to be ready".   

And we thought, frankly, that it would be the smaller, private hospitals that would 
take advantage of that.  In fact, the private hospitals have just carried on.  
They've just whizzed on and they're actually just going ahead with it.  The people 
who have said "please give us more time" are the great, big, public hospitals.  
And so how it's turned out is that the bulk of the people that have been done in 
the first half of this year have ended up being smaller, mostly private facilities.  
We have had some of the bigger public facilities but most of the public facilities 
have pushed out to the end of this year so that's going to be quite interesting to 
see how that plays out in terms of availability of staff and so on amongst the 
accrediting agencies.  But certainly, that capacity to extend out into next year isn't 
going to happen.  So if you guys are due for your routine accreditation in 
February, March next year, that's likely when it's going to happen.   

The opportunity for saying "oh I need some more time, I need some more time" 
isn't really going to occur and so it is about thinking now, even if you're going to 
be doing this exercise in a couple of years' time, you really want to be thinking 
now and getting those things in play because it does take time to get some of 
them in play.  Look that just gives you a sense of what's been happening thus far.  
You can see the numbers there and you can see the kind of breakdown, so it just 
gives you a feel.  There's Victoria right in the middle and your row and you can 
see the kinds of numbers so it's early days yet.  But the process is, in fact, being 
undertaken.  So what's happened as a result of all that?  Well two-thirds have 
been in their mid-cycle and only a third or so have had the organisation-wide 
assessment and nobody to date, has in fact, failed but there are a number of 
health services that are in their 120 days and undertaking the changes that they 
need in order to be able to meet all of the standards.   

And as I say, the biggest areas, frankly, they've not been thus far for this cohort 
anyway in the blood area.  They have tended to be in the consumer engagement, 
in the healthcare acquired infection and in particular, in the training aspects of 
healthcare acquired infection, particularly around aseptic technique, hand 
hygiene and basic life support.  Those areas are actually ones that a number of 
hospitals are struggling with, particularly getting the visiting medical officers, the 
non-salaried doctors and how they get trained in all that sort of thing.  So you've 
always got to think about "well what does that mean when you're looking at your 
standard and it says "all staff will" bear in mind, that some of your staff aren't 
employed staff and so you have to think about some ways in which you're going 
to manage the risk of having a group of people who you'll have to use a different 
lever and a different set of incentives for, be that medical staff, be that some of 
your laboratory staff, what is it you will have different levers that you'll need to pull 
for those people.   

This question of notification of significant risk, we've had five instances and you'll 
see there, I'll draw your attention to service two, where when the accreditation 
process started, there was a recognised significant risk as a result of the fact of 
some people leaving.  A whole governance process had fallen over and it was 
recognised as being an issue there and then.  The requirement in the scheme is 
that the accrediting folk then need to notify both the hospital and the regulator at 
the point that this is drawn to their attention.  So this was within a day or so of 
them arriving.  This is before they even started their process, they could see this 
was an issue.  So it was raised and then the accreditation process then 
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proceeds.  Now the way that that actually happened, is the hospital then put a 
remediation plan in place very quickly and the regulators were then able to say 
"yes, that's okay.  You've handled it.  We'll accept that that risk has now been 
taken care of".  I'll give you an alternative perspective and there was one, small, 
privately owned, day procedure service in New South Wales, where they had 
decided to undertake more day surgery.   

And, indeed, had actually established an operating theatre in the upstairs of a 
Sydney terrace ex-residential building but you couldn't actually bring a trolley up 
and down the stairs.  This was seen as a significant risk.  And, indeed, the 
owners of that facility then undertook to cease all theatre work until their major 
renovations had actually been completed.  Now, again, that's an example of 
something that's picked up very quickly and there's some action taken.  But we 
have had one or two instances where, in fact, that actually has resulted in closure 
of services, closure of wards because of a significant risk.  So there are some 
really good issues and things coming up in all that.  So what about the blood 
standard itself?   

Well as we've really said already and I think we had a similar meeting to this 
some months ago and one of the messages that I gave to a group of people like 
yourselves, is that if you do everything that the NAB suggests that you do, 
frankly, you'll get through this with flying colours because, really, the sorts of 
approaches that they're suggesting are precisely the kind of risk management 
approach that we're talking about more globally in terms of standards.  So we've 
already talked about the reasons why we're worrying.  The objectives of the 
standard are quite clear.  It is about managers having systems in place and it is 
about clinicians using the product safety and have a systematic way of going 
about it.  So we've talked already about the criteria.   

You, in fact, will become very familiar with these if you are not already and, I 
guess, this example is really one of how you can use a PDCA or plan, do, 
checked, act, cycle as a way of thinking, for example, about policies.  And it's 
what do we mean by that?  It's not just enough to have the policies.  You then, 
actually, have to use them.  You then have to monitor the fact that those policies 
are in place and that there is a result coming out of them and then you actually 
have to undertake activities to make sure that you're improving the use of those 
policies.  So it's that kind of circular thinking that you need to be taking for all 
aspects of what you're doing in the standard.  Not just about policies but about all 
of the practical, real-life things that you guys deal with all the time, which is 
actually about distribution.  It's actually about making sure that the right product is 
being ordered appropriately.   

That it's being supplied appropriately and that it's being managed in a way that 
reduces the waste and the unnecessary use of it.  So Standard 7, really, the 
actions together, form the idea of this transfusion quality improvement program 
and, I guess, that's the key message that we want you to be thinking about.  
What you need to be having in your organisation is that kind of improvement 
program.  So you think about it from end to end.  You think about all the various 
aspects that you will need to have in place in your organisation and you'll provide 
the leadership for it but it'll be that kind of program, which will ensure that, in fact, 
Standard 7 will be given a clean tick when it actually comes to your accreditation 
process but more importantly, the patients in your place will, in fact, be getting the 
blood appropriately and you will be reducing the risk to their health as well as 
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improving the cost.  Well what sort of resources?   

As I said "we're here from the government.  We're here to help you".  There are 
lots of resources around accreditation, which are mostly available on our website.  
There are specific workbooks for hospitals and day procedure centres, which are 
practical documents that allow you to go through and think about what do I need 
to do?  What are the sorts of things that the accreditation folk will be looking for 
as well as what do I need to do in order to make this thing work?  There is a 
specific guidebook now for small hospitals.  How many of you come from a small, 
rural-based hospital?  There's a specific workbook for you guys now.  One of the 
things that's really hard is actually being able to think "how the heck did we do 
this enormous, full blown standards thing in such a small institution?"  There is 
now online, a specific guidebook for you guys.  Go and have a look at it.  You'll 
find it's quite useful.   

The delightfully named SQUIGs, each of the standard actually has a document, 
which is what we call a safety quality improvement guide so there's a safety 
quality improvement guide for Standard 7, again, which just goes into some detail 
and helps you understand the sorts of things and the sort of thinking that you 
need to bear in mind.  We have an advice centre.  The advice centre has well 
over 1000 calls and emails sent to it now since we began in January.  This 
practical, real-life advice.  These are the people you can ring and you can ask 
any question at all, broadly about the standard, specifically about Standard 7 or 
whatever you want to ask about it, these are the guys that will actually be able to 
help you.  The material on the website, we have over 200,000 hits since this 
process began at the beginning of this year, the vast, vast bulk of which are 
about the standards and about accreditation so it's stuff which is really useful for 
you and, in fact, very sensible.  So there is a website there and there's some 
frequently asked questions and so on it and next, of course, we do have the 
process of where do we go from here?   

We will be looking to review the standards but there won't be any significant 
changes, at least until 2017, '18.  We'll be looking at some of that core 
development stuff in the interim and then we'll be looking to see if there are 
changes and significant changes that may be necessary as practice changes.  
Go to our website, all of this stuff is on there.  You can navigate your way around 
it.  You can find all sorts of things and if you get stuck just ring the advice centre.  
That's my best advice for you because they'll be able to answer your practical 
questions.  We often get questions from small hospitals "how do I do this given 
our circumstances"?  They will talk you through it.  For example, they have small 
groups of networks that you can join and you can actually have discussions with 
people in other parts of the country who are going through exactly the same 
issues that you're going through, so that you can actually have some guided 
discussion around those sorts of things.  Okay.   

So key end messages, risk management is the key.  Think about it in terms of an 
end-to-end process, how are you managing the risk, what are the processes that 
you're putting in place?  Your documentation flows from that and there is a lot of 
assistance from the NBA, from ourselves but, importantly, from your colleagues 
because you're all in the same boat and you've some of the best practical ideas 
that, in fact, we can never have.  Thank you.  Any questions? 

We've got time for a couple of quick questions. 
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And I will be around during the course of the day so I'm happy for people to 
approach me as well. 

Well as Michael said, these standards are a key change agent for quality in 
health services and we very much appreciate you giving an outline on the 
commission's work because certainly, we think it's exceptionally value and 
it's a game changer for blood, so thanks Michael. 


