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MEDICAL CENTRE OVERVIEW :

A corporate run medical centre can take on a sefiesnfigurations, progressing in scale, as tle si
and style of its market is increased.

As the PASCAS HEALTH SANCTUARY project is focusemmards the cancer and cardiac diagnostic,
prevention and treatment services, their proposedres will tend to be targeted towards the major
medical centre facilities.

CATCHMENT POPULATION 20,000 SMALL MEDICAL CHTRE

CATCHMENT POPULATION 40,000 MEDIUM MEDICAL ENTRE
with SPECIALISTS and
X-RAY FACILITIES

and OPERATING THEATRE

CATCHMENT POPULATION 100,000

MAJOR MEDICAL CERRE
with Advanced Medical Technology,
X-Ray Facilities plus CT and MRI
and Operating Theatre

MAJOR MEDICAL CERRE
with Advanced Medical Technology,
X-Ray Facilities plus CT and MRI
plus MRI Spectroscopy
Full Laser instrumentation Operating Theatre

CATCHMENT POPULATION 200,000

CATCHMENT POPULATION  250,000+= the ULTIMATE in EDICAL CENTRES
with full ALTERNATIVE THERAPY.

Preferred location of centre is in conjunction whibspitals, public or private, either adjacent art of
the hospital.

Exposure to the public is important. Major shogpaentres next to schools and caravan parks create
the elements for successful regional medical ceriteing of the small to medium size.

In assessing any location, a return of 25% on imvest is the primary object though larger facititie
will take several years to build up to the targatel. The larger units will be relatively free ifino
competition due to their massive investment in siffated equipment AND professional teams.

The concept is to develop MAJOR MEDICAL CENTRESugb SMALL to MEDIUM centres are to
be set up to support hospitals.

Supporting Medical Centres are Dental practicegredihg to Periodontic as well as Orthodontic as
well as Optometry.



SMALL to MEDIUM MEDICAL CENTRES

These will start in size with five consulting roomusd progress to about fifteen consulting rooms.

The medium size centre will provide specialist g8 and a small X-ray facility with an operating
theatre. The X-ray unit for the multi-purpose rooray be a Toshiba MAX 1000A.

A detailed report is enclosed on MEDICAL CENTRESdaihe X-RAY UNIT report details the
operating results of a comprehensive but unsoghistdl radiology unit.

The cost of acquisition of a site and building aamedical centre and fitting same out would regui
an investment of $1,500,000 (no X-ray and no opegdheatre). The operating profit of this corgera
styled centre would be above 25% return per annum.

Expanding the complex to accommodate specialistddwequire a further $300,000 investment, this
expansion would increase the annual internal ritetorn on investment overall.

A low cost X-Ray comprehensive second hand unit banobtained and installed for around
$1,200,000. Under corporate administration, suchiwould have a satisfactory return.

Accordingly a substantial medical centre with 1%:igdting rooms would require an investment of
$3,000,000 and yield a corporate profit of 25%agoamum. This style of medical centre would regaire
catchment population of 40,000. The success di aumomplex would be enhanced if established next
to a regional public hospital.

The attached reports deal primarily with these sypemedical centres however the principals ofsetu
and operations would remain the same for the nansoh larger centres but much more expensive
centres with high technology equipment need sepasgessment.



MAJOR MEDICAL CENTRES

These centres will stand out above all others dubsir very sophisticated equipment.
Each site will require to have its demand usagerdened prior to the installation of such equipment
A summary of the profit contribution of certain ggument has been attached:

Magnetic Resonance Imaging - MRI
Computerised Tomography - CT
Angiography Unit

Dual Head Gamma Camera
Fluoroscopy Room

General Ultrasound

etc.

There is currently no Medicare refunds for MRI iraag

CT fluoroscopy marries helical scanning technoleagth an improved array processor to provide
almost instantaneous reconstruction of CT imadggiipment controls and a video monitor in the same
room allow the system to operate like conventidhadro. With a delay time of 0.17 seconds, it can
produce six images every second. Interventiordiblagists and neurosurgeons are interest in having
real-time image guidance and the result is sulistatime reductions with great accuracy being
achieved in a variety of procedures. An operatown of the future will have a hybrid combinatioh o
electron beam therapy / CT, digital subtractioniagigphy, endoscopy and other systems for imaging
and therapy.

When real-time diagnosis of histological or cytatad pathology is available, the tumour treatment
may be performed directly after the biopsy throdge same guidance cannula. This shortens the
therapy time for the patient. Tomographic imagmngthods allow instruments or drugs like ethanol,
chemotherapeutics, or (in the future) bioenginegmediucts for cancer therapy to be placed precisely
in the body.

The next step in therapeutic concepts will be faerdisciplinary teams to combine image-guided
interventional radiology and operative, endosc@pproaches used in surgery. Image-guided access
techniques have great potential for interventiqmaicedures and endoscopic operations, which may
eventually be conducted by radiological surgeond amr by surgical radiologists in the field of
tomographic microtherapy. The magic of new tecbggl

PROPOSED MEDICAL CENTRES

Each proposed medical centre will under go a thginazost and return analysis.



COST OF A MAJOR MEDICAL CENTRE

The projected cost of establishing a Major Soutl&nwss Diagnostic Medical Centre could be:

Site Costs $1,000,000
Building Costs 3,000,000
Medical Centre Fitout - General Practitioners 300,000
Medical Centre Fitout - Specialist Rooms 800
X-Ray System 3,000,000
Computerised Tomography - CT 1,000,000
Magnetic Resonance Imaging - MRI 2,200,000
Laser small CO2 50,000
Laser large CO2 250,000
Operating Theatre 500,000
Special Systems 500,000
Working Capital 400,000
Contingency 500,000
Total Full Scale Unit $13,000,000

The return on funds invested into such a sophisticd&ree Standing Ambulatory Surgical Centre
(FASC) is anticipated to be around 25% per annum fthe third year of trading.

RADIOLOGY UNIT

This service needs a market population of one onilind needs to be annexed to a major hospital. The
cost of extending a major medical centre to provatkotherapy services could be:

Linear Accelerator

Varian (10MEV) $1,000,000

Varian ( 6MEV) 900,000
Simulator and support 200,000
Auxiliary equipment 300,000
Installation and commissioning 300,000
Building & Facilities 2,500,000
Total Cost of Unit $5,200,000

PATHOLOGY LABORATORIES

Depending on the available services will deterntireescale of units in each medical centre howaver i
is anticipated that major facilities will be avdila and only small management units will be instaih
each medical centre.

Cost of Management Laboratory $500,000
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PASCAS HEALTH SANCTUARY — MEDICAL CENTRES :

OPERATIONAL PHILOSOPHY

To develop a comprehensive, high standard familgdioad practice to serve the local community and
visitors on a 24 hour basis.

(@) PROFESSIONALISM
() DOCTORS

To be made aware that they are self employed,ithsittheir practice. This should develop a
more positive attitude.

Doctors, prior to joining, to be checked in regarts their previous background and
gualifications.

(i) STAFF

To be trained and motivated by management on aningdasis, so as to develop self-esteem
which will ultimately show in the performance okthduties.

() SERVICE

To be one of carand efficiency and to be as comprehensive aslgesantegrating both social
and medical parameters.

MEDICAL ACCREDITATION COMMITTEE

Usually the function of the Medical Director ane thanager. They define the minimum standards by
which the doctors and paramedical professionald lruse and maintain.

CONTROLS ON OVER SERVICING

By being involved on a day to day basis, the manage check the appointment book and the patient
history cards, and very quickly ascertain if ovenvicing is taking place.

Meetings with doctors covering the philosophy & firactice, encompasses the topic of over servicing
and confirms managements strong position on thie.top

SUPPORTING COMPLEMENTARY MEDICINE & SEVICES

Supporting services being from professional priactdrs, namely:- kinesiologists, herbalists,
nutritionalists, homeopathy, beauty therapists,sags therapists, aromatherapists.

These will be traditionally graduates from the Aaban Colleges of Natural Medicine or similar.



15

LOCATIONS

POPULATION PER MEDICAL CENTRE

The ideal location is one near a shopping centilepas and caravan parks. This then covers local
residents being able to complete shopping andreeddctor and only park once. Emergency services
for schools, caravan parks and motels can formrguoitant community service by the medical centre.
The growth of the shopping centre guarantees thetgrof the medical centre.

TRAFFIC EXPOSURE

This is important so visitors can locate the medoemtre. Locals usually know what is within their
area.

PARKING
Ratio of six car spaces per doctor is the requirgrog most councils.

NUMBER OF CONSULTING ROOMS

The permanent and floating population is the carsition in regards to the size of the medical eentr
Although, due to limited good sites suiting our @®ethis point has to be taken into consideration.

Existing facilities do not pose a threat, unlessnalar style centre is operating.

The strength of the centre is the comprehensivgerarf medical services that is provided and the
availability of that service of up to 24 hours g da

A minimum of 5 consulting rooms plus pharmacy, opetry and physiotherapy should be available.
Additional consulting rooms and specialists roonagiMd be provided in larger centres.

PROMOTIONAL PROCEDURES

() DECOR
To move away from the style of gold and glitteratanore elegant decor so as to appeal to a
broader base of people. By establishing a widewrite group clientele, the medical centre will
be more readily able to cope with governmental gkario the health care system.

(b) ROSTERS
Same time same doctor.
Fixed rosters during the day and afternoon shifth votational roster for the night shift or, if
possible, a permanent night doctor. Rosters foepgonists also to be fixed, so as to develop
better patient recognition.

(c)  SPECIALISTS

To invite visiting specialists to the centre sotaslevelop the comprehensive attitude of the
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practice.

Specialists to look for are:

a. Obstetrics & Gynaecology
b. Orthopaedics

C. Dermatology.

CONTRACTUAL ARRANGEMENTS WITH PROFESSIONALS

The various legislation governing the activities prbfessionals must be observed and contractual
arrangements must be reviewed in the light of agyslation.

Basically the arrangement could be a percentadeesf being paid by the professional to the medical
centre or the medical centre can charge the priofessoverheads plus a percentage mark up.

All doctors are to be on a percentage basis. Témye the bills and retain the following percentage
when the payments are received:

40% for all medicare claims and veterans affaies fare retained by the Doctors.
50% for cash consultations, reports and workerspamsation.

Pharmacy - 50% of the gross profit is paid to thetee. An approximation is 15% of gross turnover
equals 50% of gross profit.

Optometrist - 50% of fees.
Physiotherapists - 50% of fees after deductionut@ings for equipment.
Specialists - 50% of fees received are paid tcémdre.

WHY A COMPREHENSIVE MEDICAL CENTRE IS MORE APPEALIE AND SUCCESSFUL
THAN THE TRADITIONAL SYSTEM

The major attraction of the established medicatesyss the personal relationship between doctor and
patient. This can be developed within a "new looi€dical centre by promoting appointment times
with specific doctors, and explaining to patiertattthey may see the same doctor as well as gieing
the patients the permanent times of their doctor.

The printing of a practice brochure also helpsdplan the concept of the medical centre.
People are looking for a greater level of comford gervice as waiting times are inevitable.
The so called "traditional system" has fallen oagveriod of years. The home visit no longer occurs

The standard of most receptions is appalling. fifdgmentation of services is most confusing anetim
wasting. The Medical Centre concept goes a longtawaemedy criticisms of the traditional system.
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WHY THE EDELSTEN STYLE OF MEDICINE IS DEEMED NOT TBE "GOOD MEDICINE'

1. The high profile of Dr Edelsten antagonised@wmwernment and his fellow doctors.

2. The misinformed patients and lack of staff tragnin the development of the personalised
doctor, in regards to promoting appointments.

3. The lack of checks in regards to over servieind the example set by Dr Edelsten.

MANAGEMENT

Management is divided into two groups:
@) medical
(b) administration

The medical director for the centre is responsiblethe recruitment of the doctors and the roster
system they work within.

The medical director is responsible for the prommif the understanding of the centre to community
groups, schools etc.

The centre administrator is responsible for theralVelay to day running of the centre which inclsde
the financial control in regards to bookkeeping #ralrostering of administrative and nursing staff.

The manager is responsible for the reconciliatibaazounts payable as well as the percentage paid t
medical staff and the administrative staff salaries

OPERATING INCOME

The following figures depict the first six weeks wio Medical Centres. They show actual patient
numbers and dollar amounts claimed from Medicdtrés important to note that there is a time ded&y
two to three weeks for the first cheque to be rakifrom Medicare, but this is quickly reduced to
approximately eight days.

PRACTICE 1. (1989)

Week Patients $ Total $ Average
1 742 14,675.05 19.78
2 1,053 20,993.75 19.94
3 1,350 28,290.50 20.96
5 1,556 31,191.00 20.05
6 1,708 33,466.20 19.60

PRACTICE 2. (1989)

1 846 14,200.00 17.00
2 1,322 23,000.00 17.40
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3 1,375 24,000.00 17.46
4 1,597 28,000.00 17.54
5 1,690 30,500.00 18.05
6 1,791 32,100.00 17.93

It should be noted that in June 95, the rebatemdaised by the Health Insurance Commission which
services Medicare, Medibank, Medibank Private etcen

Recommended

Fee Rebate
ltem 23 General Consultation Doctor $24.30 $Q0. 85%
Item 104 Specialist - Opening consultation unlimited $52.50 maximum
Item 105 Specialist - Subsequent consultationunlimited $26.30 maximum
Physiotherapist Opening consultation  private fund  $21.00
Physiotherapist Subsequent consultation wiitend  $18.00
Item 173 Acupuncture $18.45

The first example is a five room general practivéh a two bed treatment room. Problems in this
small sized practice, in a heavily populated andtisb area such as on the Gold Coast, is one @rat
waiting time in peak periods. This practice expeced up to one and a half hours waiting time.

By having more consultation rooms available, anferible staffing plan instigated, patient loss is
reduced and a more stable practice evolves.

The second example is a clinic with fifteen avdegatonsulting rooms and a three bed treatment room.
However, the clinic is in a satellite area, witlp@pulation of 23,000 people and a total draw arfea o
41,000 people. The size of this second practik(although obviously too large) allow for visign
specialists to attend the practice, whereas thssreé possible with the first practice.

Not included in the preceding figures are amoulasned for the following areas:
Cash consultations

Workers' compensation

Veteran Affairs

Medical Reports

Treatment room charges, e.g., bandages.

abrwnpE

From the prior tables, the result is average pafiesm of $19.00 (1989) whereas in 1995 it would be
$30.00.

A major cash input is generated from the Diet €liniThe minimum amount of patients per centre
would be 200 per week. This then represents thaafimg turnover:

Diet food sales per week to 200 patients at $3p€d(atient $6,000

Cost of diet food @ 90c per sachet and 14 sacleete@ek per patient  $2,520

Net profit per week $3,480
Another key area is X-ray. No figures are curreathpilable at this time.

Two further profit centres exist with the residgftarmacy and optometrist. The agreement is on a
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50/50 basis with both areas. The profit share Withpharmacy equates to 15% of gross turnoves It
estimated that the minimum received per week byntbdical centres is $1,500 from the pharmacy and
$1,050 from the optometrist.

To summarise a typical medical centre, it shoutlsstween 2,000 and 2,400 patients per week, charge
an average fee of $30.00 and with the profit cbotions of the pharmacy and optometrist yield a net
profit per patient of $6.00. The profit is enhathd®y the sale of diet food by an average of $1&0 p
patient.

Attached are the actual results of a medical cdotreight months extended out to twelve months.
EXPENSES
The expenditure of a Medical Centre is as follows:

1. Rent. The figure can only be given per censréha size of the centre dictates the cost of ffitou
and rental.

Rent is $200 to $250 per square metre includingangs. Only in exceptional circumstances is this
amount more and only when the site is perfectferconcept.

2. Payment of Doctors. The contract fee paid tctats is 40% of received Government claims.
They are not paid until the monies have been recdeiy the clinic, therefore any necessary
adjustments can be made. This includes Medicaté/ateran Affairs. They are also paid 50% of cash
consultations, workers compensation and medicartep

The doctors bill the patients in their own name #relclinic administers the collection of the feesl
retains 60% of medicare fees on receipt.

The Medical Director is paid 1% of the gross fem=eived for his duties.

3. Staff Wages. This amount is governed by thiedohg method. A minimum of 20% of gross
turnover. The example of the five consultationmomedical centre on the Coast has a staffing level
17% compared with the fifteen consultation room ih@v24%. The main reason for the higher
percentage was the duplication of staff, due tocimatre being on two floors and a management fee
placed on the clinic.

4. Office Setup Costs. The following is a breakfiequipment and prices:

Adding Machine $200
Typewriter (Brother) 600
Typist Chairs 600
Cash Register 500
Photocopier 1,800
Filing Cabinets 480
Fax Machine 3,100
Total $7,280

Printing costs for a Medical Centre including ldteads, envelopes, appointment cards, practice
brochures, business cards, and referral pads wanalnlint to approximately $3,500. The balance of
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stationery required would be in the vicinity of $Q0.

The patient records is the main expense. The §Bafd" system is widely recognised and an opening
order would be approximately $12,000 for 10,008sfincluding "Colour Sentry" labels. This amounts
to around $1.20 per patient. However there araraber of other options, including computerisation,
which needs to be looked into extensively.

5. Uniforms. Each staff member, including nurssigff, is issued two uniforms which would
require replacing yearly. The average cost petreannually would be $4,500 for 30 staff members.
Additional belts are required at an annual co$820.

6. Patient Amenities. This includes a staff roamd aosts such as coffee and tea, coffee machines,
fridges, crockery and cutlery. Costs is approxatya$1,000.

7. Telephones. A Commander system would be useddh centre and this equipment is leased.
A system with six lines in and sixteen extensiosild cost $7,300 including installation, a twelireel
system with twenty four extensions would cost $0@,0

8. Treatment Room. The set up of a treatment reamld not vary greatly according to the
number of beds other than the costs of couchescaridin partitioning. At this stage, the treatment
couches are $1,800 each and curtain partitioniag@soximately $600.

All items, other than the medical supplies, cafdased as capital equipment.

Capital equipment required for a treatment roomwsi$ollows:

Plaster Saw $1,050
Laryngoscope 450
Examination Lights 600
Fridge 600
Air Viva 210
Oxy Viva 2,100
Spirometer 3,900
E.C.G. 3,750
Steriliser 2,700
Defibrillator 12,300
Audiometer 340
Assorted Instruments 4,500

Assorted Medical Supplies 4,500

Total $37,000
9. Doctors Consulting Rooms. This area consiste@following equipment and furniture:
Desk $550
Bookcase 350
Doctors Chair 450
Patients Chairs 500

Examination Couch 1,800
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Examination Light 200
Accessories 200
Total $4,050

10.  Waiting Area. The number of couches and chaatsirally depends on the size of the clinic.
Taking an average five consulting room clinic, twest would be $15,000. Televisions, video, music
system, trees, planter tubs and coffee tables wotddl $15,000.

11. Running Expenses. This area includes the iclgaand rubbish removal as the main expenses.
Approximate weekly cost is $600. The balance ide&l electricity, maintenance, carpet cleaning,
telephone charges, insurance, medical suppliegrasing, couriers etc.

Using the example of an eight consulting room peactvith a four bed treatment room, the following
costs apply:

Rental per annum $75,000
Office Costs 28,000
Telephones 28,000
Treatment Room 34,000
Doctors Rooms 30,000
Waiting Area 30,000

SETTING UP & WORKING CAPITAL

Working Capital is required to administer the ppewoing fitout, the promotional opening and the
operation of the centre on a continual basis.

Time to negotiate the lease of the premises, osgathie fitout and supervise the fitout whilst oitag
necessary Council permits and Health Departmentogp{s would generally entail four months. An
expense allowance of $45,000 is required.

The promotional opening would require $5,000.

Working capital being the funds necessary to pgyeasges until Medicare payments come on stream.
Sufficient funds for two weeks administrative wagesl expenses is required together with bonds that
have to be paid to Energex electricity utility. Alowance of $100,000 should be made.

Accordingly a working capital funding of $150,00@oslld be anticipated.

The cost of fitting out of premises will vary. Aallowance of $300,000 will cover most suitable
premises.

Treatment Room $37,000
Treatment Room furniture 8,000
Doctors Rooms ($4,050 * 5) 20,250
Waiting Area 15,000

Sound System 15,000
Telephones 7,300

Signage 25,000
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Uniforms 4,500
Office Setup 10,500
Stationery 6,000
Patient Card System 12,000
Patient Amenities 1,000
Sub Total 161,550
Building Alteration allowance 138,450
Fitout & Alterations $300,000

BUILDING ALTERATION COSTS

An example of the costs to alter modern office sptca five consulting room medical centre is as
follows:

Carpet $15,000
Marble 20,000
Wall Coverings 7,000
Vertical Blinds 2,450
Lights 6,000
Electrical 3,000
Airconditioning 11,000
Joinery 37,000
Plumbing 3,000
Partitions 10,000
Remote Doors 8,000
Landscaping 4,000
Store Shelving 1,000
Treatment Room Tiles 1,000
On site costs 5,000
Builders Overhead and Profit 5,000
Total $138,450

SITE COSTS

Rental of $200 to $250 per square metre, shouldsitieeis perfect for our needs then a higher rental
would be justified.

Rental can be divided into two areas:
1. If the Centre pays for the fitout.
2. If the owner of the building pays for the fitout

A typical centre is 500 square metres thus a reataje of $100,000 to $125,000 per annum can be
anticipated.
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FREEHOLD OWNERSHIP

If possible, ownership of the freehold should bastdered. This would strengthen the future pasitio
of the company in regards to borrowing by the eehir using the improved value as collateral.

A freehold site costing $1,000,000 would attracte€nsland stamp duty of $24,725 and negotiated
legal fees of $5,000.

CENTRE ENHANCEMENTS

CLINICS

Additional clinics can be established in a cenitkee on a part time availability or permanent. clbu
Clinics can be in the direction of mothers cliraiergy, diet, skin etc.

These are developed by numerous methods:

@) practice brochure

(b) video

(c) notice board

(d) doctor discussion with patients

(e) medical director speaking to community groups.

OTHER SERVICES

A small Xray unit can be installed, dental suitgsecialists rooms, optometrist and a free standay
theatre suite.

CONCLUSION

Medical Centres developed under this concept rasegtne esteem of the patient by providing a
convenient and comprehensive medical service wimigintaining the traditions and quality of
medicine expected.
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PASCAS HEALTH SANCTUARY — COMPLEMENTARY THERAPY CLI NIC:

THE TIME FOR CHANGE - A TIME FOR HARMONY

WESTERN SOCIETY SCENARIO

Empirical data would assert the urgent need festifle changes, not only in third world countriest

in the affluent societies in the western world. cumbent in western societies are the strains of
maladjusted lifestyles, emanating most frequentlyvestern society, culminating in diverse forms of
impactful health conditions, such as cardio vagcdisease, obesity, lethargy, lack of self respect
awareness and lifestyle balance. Additional stissoth in the workforce and the domestic aremh ad
to this neurosis.

It is this positive outcome of the quality of adrated life of well-being, that millions are so despely
searching to achieve, but are too benign to redéfizesource of such assistance. Help is at Hautd,
only limited to short term bandaid solutions fromngral practitioners offering patient management.
What is required most definitely and assuredly is aonscious, deliberate, and professional holistic
life management solution via the health and healinganctuaries as outlined in this document.

The key markets that would most readily benefit —
corporate
any business

The workforce in these markets are suffering frarfiogating workplace constraints, additional work
hours, lack of family life, additional pressuresatigh work contracts, lack of exercise and a génera
lack of purpose, and an erosion of ethical workplamnagement practice.

The end result of this oppressive environment &y@ture death culminating from lack of self-honour,
self-respect and being seen as an expendable a®s¢leér precursors are strongly indicated, such as
lack of job security, lack of any individual familyoal. Anxiety of the future. All of this is bake
through fear of loss, judgement plus not honoutirgGodself within. This causes disease.

The cost to society is overwhelming and expondgt@nnot be maintained, particularly as societies’
infrastructures can no longer cope, such as hegfitem, unemployment system, crime, divorce and so
on.

THIS MUST CHANGE.
THIRD WORLD SCENARIO

It is the impression from the author, that the nmuspulous and poorest of nations receive less from
those who are capable, from those who are capébjeatest assistance.

Unfortunately this ostracism occurs as a doublesddgyvord. From a commercially viable viewpoint,
the distribution of wealth and health care soluidife management solutions are not seen as tenabl
From an internal cultural viewpoint, third world ltre implodes upon itself repeatedly. More
specifically, references are made to lack of gowemt stability, education, health education,
corruption, and abuse of natural resources. Camstly the return on investment, be this financial,
emotional, spiritual, cultural is not seen as beimgthy of effort.
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The solution is available in terms of:
Real education.
Real government assistance packages (housing, &odrgency shelter, clean water, natural
energies).
Subsidised health.
Spiritual migration in terms of working through géeseated doctrinal customs.
Self awareness.
Availability of use of technology.
Accessibility to Universal Library (via the Intertye

It is the belief, the holistic health sanctuary tendeveloped as the panacea of cure in all aoeasot
to be seen as a hospital for the sit¢kis to be seen as a place of empowerment, educatiand to
provide the organic food of life, both in a spiritual and physical sense.

This is by no means a quick fix — it is howevedafprm of change and a slow migration of hope.eDu
to the populations, it would be envisaged for thacpitioners to undertake workshop courses to train
the trainer, thereby having a greater impact orcthigal mass for all concerned.

In order to engender an awareness of productsemitss offered, through the Sanctuary, it is caiti
to ensure correct promotional advertising objectiaad strategies are put in place.

As theHEALH & HEALING SANCTUARY to be established on the Queensland Gold Coalsbevil

the first of its kind in the world, it is recommesd] local advertising that local advertising and
promotion take place to attract any demographidilproincluding individuals and groups to the
Sanctuary. Complimenting this strategy is furthezommended to develop an augmented Website
with several search engines including multi medid photographs. The same process can be expanded
on a wide basis on the world wide stage, highlighthe Sanctuary’s products and deliverables.

In addition it is recommended Yellow Page entrigsjer Resort / Health heading be included across
Australia, reaching a national 1800 number, welsitekings and packages.

Due the spiritual focus of the Sanctuary it is eaged complimenting advertisements appear in the
following magazines:

Sphere
Insight
Elohim

As this is also to be seen as a resort / hoted, atso recommended, promotional material appetr wi
Qantas inflight videos and Virgin inflight magazine

To further compliment the above activities andtsgges, it is recommended Radio advertising using
run of station, that will produce most best massegal appeal to the Gold Coast audience, whilst
ensuring adequate reach and frequency of the messag

In terms of promotion, promotional programs whern jppuplace, will effectively educate the mass
public on the unique offerings of the Sanctuaryt isl recommended that these will include the
following:
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Advertorial in the Gold Coast Bulletin.

Opening Function for all business partners, paditickey business people and other key guests.
Appearance on local and State Government websites.

Networking with local tour / bus companies.

Networking with Gold Coast International airport.

Networking with Brisbane International airport.

Networking with community groups.

Publication of brochures.

Installation of PABX, computer system, telemarkgtsoftware for database.

It is central to the promotion and advertising telgges that my influence permeates the formatiah an
deliverance of messages. Complimenting the splirifacuses outlined in this document, we also
possess the corporate experience and tertiaryfigatibns to augment this procedure.

CRITICAL SUCCESS FACTORS

Being unique, the Sanctuary will rely upon gena@eptance, and this paradigm shift in marketing is
the means by which community acceptance will baeghithrough their own contributions to the life
skills development of our children and other dedimearket segments.

Professional management selection and practiceesitaal component.

The diversity of the Sanctuary’s therapy offeringht be key to the successes derived.

More specifically this will include:

-services from a pool of professional practitioners kinesiologists; herbalists; nutritionalists;
acupuncturists; homeopathy; beauty therapists; agastherapists; aromatherapists.

These will be traditionally graduates from thestralian Colleges of Natural Medicine.
-Spiritual Healers- Reiki and other modalities.
Of general appeal supplementary practices willtogided as required.

The Streamer / CEO of the division will run the tteras a spiritual retreat with a major emphas@nup
the well-being and life development skills of itsegts and clients.

The marketing of the above services coupled withrtbrmal retreat product offerings will add to its
acceptance. An augmented web-site and other nvedliales will play a central role and will be seen
as attracting both local and international guestscessibility is central to the marketing role.

The suite of ‘packages’ to be offered will include:

Accommodation / sport / practitioner / spiritualworkshop components, and will derive most
profitability.

Some criticism from religious sectors is anticipgitbut is not seen as being detrimental to the-long
term effectiveness of the retreat.
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The Sanctuary’scritical success factors also include:

- Win, win, win for all guests; children, familiesnyindividual, corporate bodies, community
bodies, investors and participating staff who @érive first hand benefit at the client interface.

- Unique marketing presently unmatched by other tiolisentres. Thus providing an excellent
widow of opportunity that can be easily translaa@gwhere, (domestic / overseas).

- Full range of services- traditional retreat sersjd®olistic and spiritual.

- Community interaction.

- Speed to market.

- International appeal.

- Ability to introduce new programs and services.

- Ability to remain price competitive to select lowscio-economic groups.
- Continuous repeat business.

- Ethical and professional business practices.

BUSINESS OPERATIONS

It is understood this development is part of theepacompany whereby the Streamer (CEO of Clinic)
will report to the overall group administration alBdard.

A current core management team will be the huthefdentre. The key personnel (refer Management
Structure) will be selected by the Streamer onbih&is of being able to deliver prescribed servioes
guests quickly. These product offerings must ble & exhibit wherever possible their acceptance,
profitability, and ease of translation from guestompletion and satisfaction.

Client feedback is essential.

HEALTH CLINIC

As part of the migration of the progress towards RMSCAS HEALTH SANCTUARY, the initial
concept should undertake the form of a comparatisssall clinic.

The objectives of which are to:

* Establish a professional reputation of the sewiprovided.

* Create an awareness of the spiritual healingchgothat will be enhanced in the Sanctuary in
approximately 18-24 months.

* Create an environment of positive healing andpsupas part of overall well-being of each

client.
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Staff Selection

Of critical success is the calibre of health ptawters who will be working at the clinic.
In order for this business to successfully openai@nagement needs to attract and retain theseyquali
people, both financially, and with the smooth ofieraand quantifiable client appointments. Thidl wi
occur through cost effective promotion and adviergisand the application of sound Human Resources
practices.
The number of staff will be dependent upon the maydayout of the premises. Ideally, an initial
number_of about 8 plus reception and manager withpacity to accommodate up to 14 would appear
appropriate.
At this juncture it is envisaged the following typestaff will be selected:
Naturopath
This position will also encompass the modalités
Herbal treatment
Iridology
Nutrition
Homeopathy
Remedial massage
Chiropractor
Bowen healing
Spiritual healing / Angelic healing
Reiki Healing
Competent Practitioners in complementary fields

Pilates / Yoga

Plus receptionist / manager
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CONSULTATION FEE BASIS

Empirical research into other Gold Coast basedrabhealing ~centres~ has revealed:

1

2
3

There is a plethora of these centres currently aipey on the Gold Coast offering similar
solutions — refer Yellow Pages.

The Clinic will be established and evolve in thisnpetitive market.

It has been determined there is no industry stahdéth regard to hourly rate payments, and
commissions payable, with respect to various hgatiractitioners. For example prices for
naturopathic consultations vary for an initial visf $55.00 for 30 minutes to $65.00 for one
hour and 15 mins. Client pricing for a remedialssage therapist vary from $55.00 to $75.00
per hour and the commissions paid directly to Herapist from 25% to 50% of these amounts.
Therefore, there is no common benchmark. It i$ fieht any pricing other than what is
recommended i.e. $75.00 that is currently beingreff to the market, will not be accepted by
the public at this stage.

There is considerable fluctuation in the pricingeodd from other centres, and as a result of this
we need to collate a pricing schedule that refléoth the professionalism and quality of the
practitioners required for this clinic.

PRICING SCHEDULE FOR PRACTITIONERS

In order to maintain viable profit margins, and ajivthe fluctuation in the market place, it is
recommended e.g. a initial consultation with a rgsath at the clinic would attract a fee of $75.60,
which $30.00 is payable to the naturopath. This i60/40 split, and is seen as equitable for the
following reasons:

1
2
3

This will ensure a quality naturopath is on prerise

The naturopath would need to supply a Provider Namxtheir own diagnostic equipment.
Whilst the profit margin may not be seen as ativacto the business at this juncture, it is
believed the volume of business can only increasesshe amounts will be deemed viable from
this one person. E.g., say, 4 visits per dayngia gross profit of $180.00 or $900.00 per week
to the business, should be viable.

It is to be noted there may be resistance to the Hate per consultation being offered.
Nevertheless the business is supplying the premisesitu support equipment, reception
services, phone system and promotion advertism@yder to engender a clientele. This will
not be borne out by the practitioner, and whilst ithitial costs would need to be borne by the
business, break even on this should occur withm@months in this one area.

PRACTITIONER CONSULTATION

PRACTITIONER RATE p/hr CONART
CLIENT PAYS TECHNICIAN PAID

Homeopathy $70.00 $30.00

Remedial massage $70.00 $30.00

Spiritual healing $70.00 $30.00
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Reiki level 1 Healing $200.00 $90.00
Reiki level 2 Healing $300.00 $135.00
Complementary Practitioners $44.00 /30 mins. @28.
Yoga (min.10 people) $10.00 per person $40.00
Meditation Group

(Minimum 10 people) $10.00 per person $40.00

up to 2 hrs
WORKSHOPS

It is anticipated that practitioners will be rungimarious workshop courses on a number of modsitie
during the course of the year. It will be a matesupply and demand, however, in order to maintai
consistency with a minimum of 10 people in eachrseuto maintain profit margins.

EXAMPLE:

TAROT COURSE: Can take up to 10 weeks, with halbig each week being used. Reiki 1 healing is
one day only. Introduction to Physic developmenild be one day only. Self Nurturing courses can
be one half day.

OUR RESEARCH SHOWS: The Tarot course costs $49€a@h. We suggest a 30% markup on this
figure will bring the amount to $637.00 per pagint — with a minimum of 10 participants. This
equates to $1,470.00 profit for this particular rsey and will vary significantly with different
modalities and requirements. Again we need toigemdo pricing in this very competitive area, and
what the market will accept as reasonable valuenfamey.

Display Stock

Other revenue streams can be incorporated withusiegeof a diverse range of retail products. The
selection of these product items will complimene thpiritual / healing objectives and healing
modalities / workshops of the clinic.

It is therefore recommended, the following produmsmade available:

New Age books such as psychic development; meaitathealth; nutrition; angels; spirit
guides; self-development etc.

Compact discs- meditation; relaxation; nature etc.

Range of crystals and ornaments.

New Age magazines.

CLINIC DEVELOPMENT AGENDA
Alternative Medicine and/or Alternative Therapies, being Complementary Medicine, incorporate

Acupuncture
Anthroposophically Extended Medicine
Ayurveda



Community-Based Health Care Practices
Environmental Medicine
Homeopathic Medicine

Latin American Rural Practices
Native American Practices
Natural Products

Naturopathic Medicine

Past Life Therapy

Shamanism

Tibetan Medicine

Traditional Oriental Medicine

Bioelectromagnetic Applications

Blue Light Treatment & Atrtificial Lighting
Electroacupuncture

Electromagnetic Fields

Electrostimulation & Neuromagnetic Stimulation Deas
Magnetoresonance Spectroscopy

Diet, Nutrition, Lifestyle Changes

Changes in Lifestyle
Diet

Gerson Therapy
Macrobiotics
Megavitamins
Nutritional Supplements

Herbal Medicine

Echinaceapurple coneflower)
Ginger Rhizome

Ginkgo BilobaExtract
Ginseng Root

Wild Chrysanthemum Flower
Witch Hazel

Yellowdock

Manual Healing

Acupressure
Alexander Technique
Biofield Therapeutics
Chiropractic Medicine
Feldenkrais Method
Massage Therapy
Osteopathy
Reflexology

Rolfing

Therapeutic Touch
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Trager Method
Zone Therapy

Mind / Body Control

Art Therapy
Biofeedback
Counselling
Dance Therapy
Guided Imagery
Humour Therapy
Hypnotherapy
Meditation

Music Therapy
Prayer Therapy
Psychotherapy
Relaxation Techniques
Support Groups
Yoga

Pharmacological & Biological Treatments

Anti-oxidizing Agents

Cell Treatment

Chelation Therapy

Metabolic Therapy

Oxidizing Agents (Ozone, Hydrogen Peroxide)

As such, the core practice will be progressively ganded to incorporate all such modalities that
can be delivered in such a way that assists cliertts protect their health as well as improve their
health. The objective is to treat the cause much ane so than treat the symptoms.

CONCLUSION

Given the unique approaches on all levels being effed, and with the same translation of
reforming lives out of chaos, and into the light ofliving globally, surely, then, the PASCAS
HEALTH SANCTUARIES, ultimately Worldwide, will be p ivotal in the transformation of the
human consciousness into a realm of total well begn

The ramifications of these approaches must surelyripact upon humanity and human endeavour,
into a peaceful, more humane, global village of l&/
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PASCAS HEALTH SANCTUARY - KINESIOLOGY CLINIC

http://www.kinesiologistsunited.com/

Because the field of kinesiology is so diverse, iti@e specific we get, the less accurate we can be
about the profession as a whole.

Here's why: As of today ( Friday, 1/2/04), The Database Of sinkogy contains information on:
88 differentkinesiologies(systems of kinesiology),
and
92 different kinesiologyrganizations,
all of whom represent (at least slightlglfferent ideas about what the word "kinesiology" should
actually mean.

So, we will keep this introduction as general assgue, and then introduce you to the resources tha
will help you learn as mucspecific information about kinesiologyas you like, from the people who
actually do it.

Kinesiology is the practice of using manual musclesting to communicate directly with the body.

The original practice of informational muscle tegtwas called "Applied Kinesiology" or "AK", by st'
developer, Dr. George Goodheart. Today, there amrynapproaches to manual muscle testing that
differ widely from Applied Kinesiology. Despite thifact, many people, including practitioners,
continue to call all forms of muscle testing, "AKr'o add to the confusion caused by this, theréss a
an academic field of study called, "Applied Kindsgy", that deals primarily with muscle physiology
and movement.

In an attempt to help clarify what people are dbfutalking about, we have introduced the term,
"informational kinesiology" to describe ALL forms of manual muscle testingedisto obtain
information from the body, including AK proper.

The Mechanics of Muscle Testing: How It's Done

The basic idea is that the brain monitors and otsthe entire body through the rest of the nervous
system. Because the nervous system also contmlstdéte of the muscular system, a kinesiologist is
able to tell something about the body by measuhog the muscles are working from moment to
moment.

This is usually done through a simple manual mutsdg in which the subject attempts to resistragfo
applied against the action of a muscle or groumasgcles.

Typically, the subject extends an arm or a legtaied to hold it up, while the kinesiologist trigspush
it down. There are also more specific tests taigoindividual muscles for evaluation.

During the test, the kinesiologist feels for chamgethe amount or character of the force that rbast
applied to overcome the resistance of the subject.

Anything that has an immediate effect on the boaly produce a change in the state of the muscles,
through the nervous system.

The kinesiologist is generally looking for what Waroduce such a changé/arious body positions,
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reflex points, hand modes, or nutrients are ambadhings a kinesiologist might test in this way.

This method of directly testing the body's respernsedifferent stimuli is noninvasive, and can alla
kinesiologist to determine what treatment, if an§ll have a favorable impact on the health of the
subject.

The Discovery of Kinesiology: Where It Came From

Muscle testing has long been used to check forlenab in the muscles or nerves, along with other
orthopedic and neurological tests in regular pral®xaminations.

George Goodheart a Michigan Chiropractor, found another reasoddonuscle testing.

Dr. Goodheart discovered that muscle testing cbeldsed to find out what the nervous system knows,
because the results of a muscle test can changethdtstate of the nervous system, and the nervous
system is the communication network for the eriwdy.

Using this initial discovery, Dr. Goodheart, ane tthoctors that came to study with him, went on to
discover many more things about the body that ledbeen known before.

They found, for instance, that each specific musiey could test was related to a specific organ, a
specific nutrient, a specific level of the spinadapecific reflex pointsEven more remarkably, they
found that if they could change the strength ofrthescle using this information, they could chartge t
function of the corresponding organ.

Dr. Goodheart called his new field of study, "Appled Kinesiology", or "AK" for short.

The Diversity of Kinesiologies: Why So Many?

AK attracted a lot of attention from the very begimg. Doctors of all types came to learn from Dr.
Goodheart and to help contribute to the work he wamg. They formed the first kinesiology
organization, the "International College of Appli€thesiology"”, or "ICAK".

With the new doctors came new ideddore uses for muscle testing were discoverBide ICAK could
not be all things to all peopléSome people stayed, but some left, forming thein owganizations and
adding their own discoveriesSome of these new organizations began teachinglentesting to lay
people, people who were not doctorSome began teaching the "hand modes" and "bio-ctaripu
concepts that were not approved by the ICAK.

Many of these new organizations also began to feagmas the field continued to grow, each
organization giving rise to new organizations widw or recycled ideasSome began to limit their use
of muscle testing to a particular area of interest.

There are now so many isolated organizations usimgar terms to describe different techniques or
different terms to describe the same techniqueittigdifficult to keep them all straight.

Some people still use the term, "AK" to descridekaids of muscle testing. "Specialized Kinesiolbgy
once meant any type of kinesiology that was tatgdy people, but now it's often used to mean any
kinesiology that is not AK proper:Clinical Kinesiology", or "CK" once meant a vespecific system,
but today is sometimes used to describe any usaraf modes.
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Kinesiologists centres provides Physician, Physi@hpist and Kinesiologist diagnostics and
recommendations to insurance providers and instruehabilitative techniques to the individual
insured. Teams consists of a Physician, Physiapiiet; Psychologist and four Kinesiologists alllwit
extensive experience and knowledge in their regpedisciplines. The educational approach to
rehabilitation delivers the knowledge and techngjudients require to reduce pain and restore atand
of living by increasing joint range of motion anghttional strength. A flexible and adaptable peoil
based approach takes into consideration the nddmistlothe client and the insurance provider and is
turn both efficient and cost effective.
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PASCAS HEALTH SANCTUARY — PAIN CLINIC :

Reducing pain is the first and most important nieediny sufferer, especially a cancer suffereris &
patient’s right to have pain relief. You may beekcruciating pain, and on morphine because na othe
painkiller “touches it”. Or you may be stoicallputting up” with it, not sleeping, barely able tetgip
from your chair to get to the bathroom. Pain is thue master of us all. It even takes away our
initiative to get well. If a cancer sufferer hascdled to give up the battle, this wish should be
understood and respected. But removing pain cangghall that! And initiative and determination to
conquer this disease can return.

A Pain Clinic is a multi disciplinary centre dedied to the diagnosis, management, treatment and
rehabilitation of chronic pain syndromes.

A Pain Clinic involves the grouping of well establed medical procedures and managing those
facilities in a manner to maximise the usage of im@dskills, medical therapies, both Western and
traditional, and services to create a highly viabid professional unit.

INDEPENDENT UNIT

The Pain Clinic to be outlined here is an indepehdeit that would be annexed to any private haépit
or major medical facility. A freestanding painniti would be restricted in its services, however, i
would still function successfully.

A Pain Clinic by not having access to operatingathes and twenty four hour hospital care would not
be able to carry out the following:

A. Without operating theatres:

Operating theatres are required for many procedur@slving neurosurgery, epidural
techniques, orthopaedic rehabilitation operatiodsysal column stimulator implantations,
sympathectomies, etc.

B. Without 24 hour medical care:

Manage withdrawal of opiates and other drugs, iepatbeds are required for post surgical
cases, cancer pain relief frequently requires ieptaccommodation, the centre would be only
able to manage ambulant cases.

Should the Pain Clinic be annexed to a major peiMadspital that carries out Cancer and Cardiac
services then the pain clinic would be incorporatsda sub-clinic in the Cancer Clinic (Oncology
Haematology Pathology Clinic) in the following way:

Most patients with cancer require pain relief adl\ae sophisticated rehabilitation facilities;
e.g., hydrotherapy, gym and relaxation techniques s1s biofeedback. Additionally they may
require procedures such as dorsal column stimslateorphine-epidural reservoir etc. As well
as ongoing pharmacological management.

A Pain Clinic annexed to a Cancer Clinic would platore emphasis on the following services:
Anaesthetist, Neurosurgen, Rehabilitation and Relam, Pharmacologist (being a general
physician).



37

A Pain Clinic would be annexed to a Cardiac Clinithe following way:

Provide a full range of analgesic techniques, Badsehabilitation and stress management. Post
operative cardiac patients require substantial palief, usually pharmacologically. Additional
hydrotherapy could speed post-op recovery raterthEmmore, relaxation training including
biofeedback and psychological rehabilitation wolddvaluable from the points of both:
Preventative — stress management helps avoidaer@nce, etc.
Rehabilitative — helps avoid post surgical neisrasd depression.

A Pain Clinic annexed to a cardiac clinic wouldgdanore emphasis on the following services:

Psychologist, physiotherapy, pharmacology (usuahg surgeon undertakes the role of
pharmacologist).

MARKET

Nineteen percent of individuals report that theye“@urrently experiencing pain or are regularly
troubled with pain”. The individual pain prevalen@ate for two weeks preceding the survey was 16%.
Over 35% of households included one or more persdms “where currently experiencing pain or
regularly troubled with pain”. The household pairevalence rate for the two weeks preceding the
survey was 32%. Females had higher pain prevalestes than males, and pain prevalence rated
increased with age.

The survey was undertaken by Dr Simon Strauss snaissociates.

If only 10% of those needing treatment used theiclior one series of treatment a year then a unit
within a population of 400,000 would need four j&jn technicians.

Treatment usually requires ten sessions or visiiae technician can treat five patients per hourgus
five treatment rooms. Each patient would occugseatment room for one hour. Each patient would
visit the pain technician an average of ten tim@he number of additional visits for occupational
therapy (2-3), physio and hydrotherapy (10-20) wiadd another 10 visits on average.

Given a primary catchment area population of 400 8€rsons and that 16% of the population require
the services and then further discounting that rermdbown to one tenth, then the number of
consultations required for just 10% of the potdntiarket would be:

400,000 * 16% * 10% * 10 = 64,000

One pain technician can treat five patients per fmufive days per week thus providing the followi
number of consultations per annum:

1*5*8*5*50 = 10,000
It is proposed that the facility be structured rieat around 160 to 200 patients per day by progidin
treatment rooms for four to five pain technician$his unit would provide the following annual

consultations and service 78% of the above disealptimary market:

200 *5* 50 = 50,000
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The secondary catchment area increases the papulatibe treated to about one million generally.
The Gold Coast population is 500,000 and expandmgth and also north into southern Brisbane
provides a much larger service population.

In view of the specialised nature of cancer andliearclinic services and their very high demand for
pain management, a pain clinic of the nature nowwgoeutlined and attached to such a facility would
require planning with the view to expansion.

A specific market exists by selling programs to thecial Services Department and the Workers
Compensation Department. These programs involsesament, treatment, rehabilitation, re-education
and then a final assessment to be reported bable t@spective Department.

EXPANSION

It is generally felt that the greatest pressureeigansion would arise in the treatment room fiedi
Most other elements could manage increase usagewithe need for physical expansion.

One pain technician would increase the number ©phtients by about 1,000 per annum. An average
patient has 3.9 complaints over 5 years. Of dilepts, 15% show no improvement after treatment,
50% - 60% are cured and the residual require coatitmeatment.

TREATMENT AREAS

- HYDRO TREATMENT

A heated pool of 25 metres by 8 metres would haveet dedicated exclusively for this facility. The
temperature of the pool has to be maintained &€ 3hd the air flow above the pool has to be at a
minimum and warm to avoid spasms and chills. QladEm via a glass wall in the pool would be an
advantage.

A dedicated spa is also required.

The equipment available for hydro treatment wowdddto be:

Ramps for entrance and exit, floatation devicesws&hns, footbath, changing stalls, seating,
seating in the pool, guide rails, non slip surfamed mechanical lifters.

- RE-EDUCATION

A gym equipped with Nautilus would be designeddorie:

Backs 60%
Necks 30%
Other 10%

Additionally pulley setups, climbing frames, floorats, limited number of mirrors would be required.
The gym could be used for commercial uses at raghtell as for aerobics.

Ergonomics requires physiotherapy and occupatitmaiapy. Ergonomic training requires a skilled
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occupation therapist.

A video laboratory would require a four room urét sp as an office, kitchen, bedroom and workbench
as the highest requirements come from people wéto ar

Office workers
Housewives
Light Industry workers

The question of requirements of heavy industry ireguurther consideration.
- AFFERENT STIMULATION

This is the highest usage area and run by the Padhnicians. One Technician requires a nurse
assistant and five consulting rooms as he willttfiwa persons per hour and each person will oc@ipy
consulting room for one hour at a time and usuailyattend for ten sessions. Additional rooms|wil
be used by patients requiring additional treatmeugt, physio, counselling, relaxation training.

Each room should be 3 metres by 3 metres and handows though high windows into corridors are
fine.

Treatment will involve:

ACUPUNCTURE - Given the ‘nod’ by the National Hi&ak Management Research Council.
Usually effective in 60% - 80% of suitable caséspractised increasingly by the medical profeszi®n
and is in high demand from patients.

TNS — Transcutaneous Nerve Stimulation. Applaratof electrodes to skin and selected
defined sites. Not as effective as Acupuncture“megpectable”. (Marketing of home use devices is
high in this treatment.)

TRIGGER POINT INJECTIONS and other manoeuvres sagBpray and stretch, followed by
stretching and rehabilitation of muscles, effectmemyofascial problems (very common).

- RELAXATION TRAINING

A lecture theatre capable of accommodating thigiigmts in reclining chairs would require a room 10
metres by 10 metres. Should include projection smuhd facilities. Biofeedback equipment, e.g.,
Temperature Monitors, EMG, GSR would be innovatind give a Beyond 2000 appearance.

Individual rooms would be required by psychologifs individual counselling. Probably could use
some of the pain technique treatment rooms. (Walltov close interrogation.) Also would require
formal assessment room. Specialist rooms shoufmbbitioned above the Pain Clinic complex.

- ISOLATION TANKS, only a small proportion of patientvould required them. However very
effective for relaxation training. Three or fourits required.

- PROCEDURAL COMPLEX, doesn’'t need to be dedicatBdin Clinic would require access
to:
Day Theatres for nerve blocks, epidurals and joijetctions.
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Major Theatres for laminectomies, sympathectongs,
REFERRALS REQUIRED

Pain patients would be represented in three groups:

Musculoskeletal 90%
Neurological 5%
Malignant 5%

The Pain Clinic’s core personnel would include Psjogist, Occupational Therapist, Physiotherapist
and Pain Technicians with further referrals haum@e made to the following specialists by groups:

- MUSCULOSKELETAL patients would require the refersalrvices of:
Rheumatologist
Orthopaedic Surgeon
Neurosurgeon
Neurologist
Anaesthetist
Pharmacologist
Psychiatrist

- NEUROLOGICAL patients would require the services of
Anaesthetist
Pharmacologist
Neurosurgeon
Psychiatrist

- MALIGNANT patients would require the services of:
Pharmacologist
Neurosurgeon
Psychiatrist
Psychologist
Anaesthetist

PATIENT MANAGEMENT

1. Patient presents to pain clinic.
2. Initial consultation is with the STREAMER
3. Patient is then directed to:

Either referral personnel, e.g., Rheumatologistii®gist, Neurosurgeon, etc., for an
opinionand then to either or both of the next two units.
or
Psychologist, Psychiatrist, Occupational Therdpisassessment.
or
Direct to Pain Technician for treatment.

4. Pain Technician can enlist the aid of physiothestapiccupational therapist, anaesthetist, etc.
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5. After assessment and opinion, the Streamer shedttbe the patient unless patient is directly
referred to pain technician, occupational theragist for treatment.

6. All patients should be reassessed and furtheree@id by the Streamer after each treatment
management course.

CORE PERSONNEL

A Director of the Pain Clinic would not be availaldbr consultation by patients. The Director would
oversee the activities of the Clinic.

The STREAMER'’s function would be to assess whatises and to whom a patient should be referred
to and ensure that the required services will bailave and when. His duty is to ensure a high
standard of usage as well as a high standard ofcaleskrvice is provided. He should initially asse
the patient and reassess after treatment course.

The Pain Technicians represent the critical elenoérthe Clinic. There is probably no more than
twenty specialist pain technicians in Australichey must provide the following services:

Acupuncture.
Trigger point treatment and have and understanadlirlbe need for relaxation treatment,
rehabilitation, etc., place of nerve blocks, etc.

And have the following standard of qualificatiordegxperience:
Medical Practitioner
Therapy
China trained in Acupuncture
Years of soft tissue work.

Thus the core personnel would consist of:

Director and Streamer

Pain Technicians (4)
Physiotherapist

Occupational Therapist

Psychologist

Physiotherapist would provide the following sergce
Re-education, posture, muscle GPS strengthening, rebbilising and use the facilities of the
gymnasium, hydro pool and spa.

Occupation Therapist would provide the followingvsees:
Re-education of office work, housewife work, ligimdustry methods and heavy industry
methods. This is ergonomic retraining requiringndated environments and video re-
education.

Psychologist services would be:
Assessment
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Biofeedback
Counselling
Stress seminars
Relaxation training

A research assistant is required to monitor, evalaad report on the program.
REFERRAL PERSONNEL
Grouped in descending order of probable demand:

Rheumatologist
Psychiatrist
Anaesthetist
Neurosurgeon
Orthopod
Neurologist

The first two carry out assessment, the last theggire CT facilities and the Neurologist requires
NMRI facilities.

COSTS
The areas required are as follows:

24 treatment rooms 3 * 3 metres for pain tedang
Gymnasium 15 * 20 metres
Pool being 25 * 8 metres plus showers, toiletspgeaooms, store room and surrounds
Re-education room and video lab 15 * 15 metres
Streamer office
Occupation therapist office
Physiotherapist office
Office for five pain technicians
Psychologist office
Lecture theatre 10 * 10 metres
Reception
General administration
Records
Staff rooms
Store rooms
Toilets
Approximately 1,700 square metres

The equipment required is as follows:

Gym — Nautilus back, climbing frames, parallel bars|knzars, exercise bikes, treadmill, wrist
curly, biceps and triceps exercise units by Nasiitaats, etc.

O.T.'s — Simulated work environment, e.g., office with MDdesk, chair, filing cabinet,
housework, bed, carpet, vacuum cleaner, sink, tahksr.
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Pain Technicians- Freestanding bed of waist height, good lighthair for clothing, a bench
trolley for acupuncture supplies including needlestton swabs, iodine, alcohol, electrical
stimulator, point detector and a timing device.

Psychologist Biofeedback equipment including EMG, GSR, Thezouple, 3 sets of each.
INCOME

The scale of fees per service are generally asvist!

Streamer (GP) consultations would be $65
Pain Technician visit $50+
O.T. $50
Physio $50
Psychologist $55

Abnormal costs associated with a pain clinic areolews:

Servicing of equipment, disposables, e.g., syrimgedles, local anaesthetics, electrodes,
cleaning of pool, batteries.

A general assessment of the level of income todmegted from the complex once it is established in
the market place is as follows:

Fees: Streamer Fees 80 * 50 * $65 $260,000
Pain Technician 50,000 * $50 2,500,000
Other Consultations 2,500,000

5,260,000

Doctors Fees 50% 2,630,000

Variable Costs 20% 1,052,000

Fixed Costs 10% 526,000

Operating Costs 4,208,000

Profit before 1,052,000

Specialist Fee Contribution 260,000

Contribution on Appliance Sales 200,000

PAIN CLINIC PROFIT CONTRIBUTION $1,51000
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PAIN & REHABILITATION UNIT

The unit derives its custom from:
Workers Compensation Board of Queensland
Commonwealth Rehabilitation
Other medical services and private.

State legislation (Workplace Health and Safety Aetjuires every employer to:

a. To establish a workplace health and safety managepnegram.
b. Employers with more than 30 staff, to appoint altheand safety officer (case manager).
C. Every employee who is off work for 28 days mustdmgolled in an approved rehabilitation

program within that period.
Penalties under the act are as high as $125,000.

This unit, as a consultant, can service requiresnantand b. The unit will provide the necessary
rehabilitation program c.

The return to work rate is significantly higher sltbthe employee commence treatment within 28 days
of the injury whereas the return to work rate fovde who commence treatment after six months is ver
much less (reference South Brisbane Workers ConmagiensCentre). The South Brisbane Centre has
achieved a 64% “discharged fit for work” in itsstiyear of operation.

Similar legislation exists under the Commonwealthptoyee’s Rehabilitation and Compensation Act
1988 (Comcare).

“Comcare’s rehabilitation program is cost-efficienRecent Telecom experience, using the Comcare
model, demonstrated a yield of $15 saved in comgiemscosts for every $1 spent on rehabilitatiém.
Comcare, rehabilitation case plans are requiregéople off work for 28 days or more.”

Pain Management is a separate discipline.

Surveys indicate that 19% of individuals reporttthizey “are currently experiencing pain or are
regularly troubled with pain”. The individual paprevalence rate for two weeks preceding a survey
was 16%. Over 35% of households included one aerpersons who “where currently experience
pain or regularly troubled with pain”. The houskhpain prevalence rate for the two weeks preceding
the survey was 32%. Females had higher pain meealrates than males, and pain prevalence rates
increased with age.

Adelaide hosted the sixth world Congress on Panndul990. Two thousand delegates from sixty
different countries attended. Comments published:

“Professor Cousins and Professor Bonica commermigtiehigh economic costs of pain. For example,
only about 10% of those with chronic pain returnptad employment. However, Professor Cousins
claims that up to 60% could resume a ‘normal’ tiyéswith proper pain management programs.”

“In chronic non-cancer pain, Professor Cousins shat multidisciplinary pain centres offered the
potential to treat more than 60% of chronic paiabfems and to return patients to a productive life
including an ability to return to work.”
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The Southport Branch (Gold Coast) of the QueensMfatkers Compensation Board (Workcare)
receives in excess of 5,000 new claims per annuf. similar number of claims occur for
Commonwealth Compensation (Comcare). The majafitghronic cases are referred to Brisbane,
capital of Queensland, for treatment.

The Pascas Health Sanctuary Pain & Rehabilitatohisi modelled after the most successful units in
the world. This status was confirmed during therM/@ongress on Pain in Adelaide.

The Unit will be accredited to an Australian Unisigy and will function as a teaching and training
centre resulting in degree courses being compkstéuk centre.

Patient visits are lengthy in as much as they:

a. Receive treatment from a number of specialistsngugiach session. Initial sessions could be as
long as seven hours.
b. Return visits are always one hour or longer.

A substantial ratio of patients are brought to ¢katre by others as the patient is frequently &bl
drive themselves. This ratio would be around 30%.

Treatment sessions will typically follow the “Pragn Process” as per the defined chart. Initial
interviews with the patient will involve a numbef medical disciplinarians who then determine a
program for the patient. The patient, on retusitsj will often be treated by a number of practigrs
such as pain technician, physiotherapist, occupatitherapist and a visiting specialist, such sessi
being from an hour to a full day at the centre.

The centre is administered by a Rehabilitation MaldiOfficer who is a qualified doctor having
specialised in pain and injury programs. Programes determined and administered by him, he is
known as the “streamer” because he is the link deivall specialties.

Pain Technicians are qualified doctors who haveigfiged in pain management.

The rehabilitation functions undertaken by Occupal Therapists, Physiotherapists, Psychologist,
Dieticians, Hydrotherapists and are backed up bymmloyer Liaison Officer. Assessment of the
work place and the injured employee’s work procedureed frequently to be modified to enable the
employee to return to work.

Visiting Medical Specialists will be required bymse patients from time to time, these specialiss ar

Rheumatologists
Psychiatrists
Anaesthetists
Neurosurgeons
Orthopods
Neurologists

The centre encompasses all the elements and siandhithe world leading pain and rehabilitation
centres.



46

ASSESSMENT OF LONG TERM TREATMENT OUTCOME OF AN AMIATORY PAIN CLINIC
by the University of Texas, Dallas:

Aim of Investigation Management of chronic pain is a time consumiaostlg program. Treatment
outcome should be assess through extended folloto-wetermine the long term effects of the pain
therapy hence the cost effectiveness of the prograéhis presentation is a continuation of a pregiou
study which examined the pre-treatment variablé the treatment outcome. Furthermore, treatment
modalities which are likely to be beneficial to thetients are also evaluated.

Methods Subjects were 180 patients (176 males, 4 fernaleh chronic non-malignant pain.
Pretreatment evaluation includes medical and pdggieal examinations and social worker interview.
Treatment is individualised and may consist ofgeigpoint injections (TPI), Transcutaneous eleatric
nerve stimulation (TENS), exercise, weight contadjusting medications and stress management.
Patients were referred for vocational retrainingsocio-economic assistance, or psychiatric treatmen
when needed. Follow-up is during a period of 3 8oyears through clinic visits, record review and
telephone contact. The criteria for outcome deirmtion were based on self-reported pain relief,
coping ability, medication intake, employment ssaimd health care utilisation.

Results Two thirds of the patients followed regularly this clinic obtained moderately to most
favourable benefit. These patients presented @gthonstrable physical pathology and no significant
psychopathology, were employed or had a good watoty. Conversely, one third of the patients
responding poorly to treatment were likely to beemployed, receiving or seeking disability
compensations. Significant psychopathology withwithout physical pathology, maladjustment and
behaviour problems were seen in the latter grolipgger pint injections, TENS, and exercises are
beneficiary treatment in pain of myofascial origiRatients with neuropathic pain obtained reliefrr
peripheral local anaesthetic blocks at 4 to 6 vatist In some patients the relief was progresgivel
prolonged as the treatment continued.

Conclusion Long term effect of pain therapy is favouralsienost patients.
The Health and Healing Sanctuary Pain Clinic wilemate within the above philosophies.
The function of each room in the centre is as fedio

Rehabilitation Medical Officer (Streamer)

Initial interview with patient accompanied by:
Employer Liaison Officer
Occupational Therapist
Physiotherapist
Other professionals as determined

a program is then determined.

Pain Technician (Medical Doctor)
He has his own office / treatment room and alsedrsupport treatment rooms. A patient will
typically have ten treatments of one hour in doragach.

Physiotherapist
Has own office / treatment room plus a screened ar¢he end of the gym for treatment of four
patients.
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Occupational Therapist
Has own office / treatment room. The gym is usedinndertake rehabilitation exercises and
programs.

Hydrotherapist
The therapeutic pool is used for special exercisesontrolled heat. The pool improves
buoyancy and balance.

Employer Liaison Officer, Psychologist, Dietician
All support programs as set by the Streamer.

Visiting Specialists
Three surgeries are provided on the mezzanine #ndrspecialists will be called to compliment
the rehabilitation program as determined by theater.

Conference / Lecture Hall
Being on the mezzanine floor, group therapies aotute sessions will be run according to the
programs set down by the Streamer.
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PASCAS HEALTH SANCTUARY — BLOOD PURIFICATION CLINIC

Blood Purification System

These unique systems (above) have been develoge@®wears of intense research. They have been
tested in several invivo studies involving thousaotipatients.

The unigue molecular structure of oxygen atoms hsexeeral therapeutic and healing mechanisms
when introduced into the patient’'s blood. They haudiviral, antibacterial, antiprotozoic and
antifungal applications.

Primarily there are two ways that the treatment loarapplied. One is by IV injection, that is known
W.D.D.S. (Wainwright Direct Delivery System). Tlogher is the Apheresis process, ‘similar to
dialysis’, where the blood is drawn from the patié@m an extra-corporial loop and by using a
specialised mixing chamber as pictured below.

The pre-saturated oxygenated blood, is then coed@nto varying forms of molecular oxygen, within
the blood itself, and transported over the entystesnic system. The healing mechanisms are a
function of lonization, Oxidation, plus the denatgr of the protein structures of diseased cells,
inhibiting target ligand viral attachments. Oxidat will also breakdown the lipid membranes of
infected cells. There are numerous other combif@nts of molecular reactions, which occur in the
eradication of diseased tissue and cells.

A major contribution in which this new blood puddition system can be applied, is in the treatment o
stored blood and blood components, particulariheapplication from donor to bag, from bag to bag,
and from bag to recipient. Proven efficacy of teehihology has been in the total elimination of pthe
viral and biological warfare proteins.

One of the most important mechanisms of this pm stimulation of the immune system and the
detoxification of bodily functions. The applicatioof these treatments are very easily applied,
allowing doctors and nurses to be trained comféytabithin 72 hours by fully competent
international trained personnel.

SEEN ABOVE IS THE MOST ADVANCED BLOOD PURIFICATION SYSTEM IN THE
WORLD.
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These unique blood purification units (above) wio eliminate cellular mechanical shear, which is
caused by forcing blood cells through a multitudehollow fibre semi permeable membranes.
Although not shown in the photograph above, thewe tavo ferrite clamps providing alternating
electromagnetic field polarization, breaking dowintlze nitrogenous components within the blood by
destabilizing their subatomic structures, all reaatl peritoneal dialysers (without exception) cause
significant amounts of cellular trauma upon theobl@ntering the membranes. As can be seen from
the above picture, the blood is merely recirculatedugh the capillary coil and the pre-supersataa
oxygenated blood, is then subjected to four increally spaced UV frequencies in the nanometer

range.

These four frequencies are spaced at 60 millisecamaration, and convert the pre-supersaturated
oxygenated blood into Molecular Oxygen within theda itself (02, 03, 04, 08), providing a very
effective antiviral, antibacterial, antifungal amdhtiprotozoic elimination process. This new blood
purification process also provides a thermal termfpee control for the blood flowing through the UV
mixing chamber. This blood purification system edso effectively breakdown all the nitrogenic and
toxic components in the blood, into harmless ab=urinon-toxic components, without applications of

lonic fluids or any other separation processes.

LIST of DISEASES that can be SUCCESSFULLY TREATED wsing APHERESIS

Acne Rosacea
Arthritis

AIDS

Altzimers

Anthrax

Arthrosis

Asthma

Athlete’s Foot
Bacterial Infections
Bed Sores

Bladder Infection
Brain Cancer
Breast Cancer
Bronchial Asthma
Burns
Cardiovascular Diseases

HIV
Hypercholesterolemia
Internal Haemorrhaging
Irrritable Colon
Japanese Encephalitics
Joints

Laryngitis

Lesions

Liver

Liver Cancer

Lung infections
Lymphoma

Marburg Virus

Malaria

Menopause

Multi Sclerosis



Cerebral Cancer

Chronic Fatigue Sdyndrome
Cirrhosis of the Liver
Circulatory Disturbance (arterial)
Circulatory Disturbance (venous)
Climacterium

Cold & Flu Virus

Colon Disorders
Constipation
Cytomegalovirus

Cystitis

Decubitus

Dental Applications
Depression

Diptheria

Epidermohyton

Eboli

EBV

Epithelium Infections
Exhaustion

Fatigue

Fibroid

Fibromyoma

Fistulae

Fungus Infection
Furunculosis

Gangrene

Genital Discharge
Geriatrics

Hashimoto’s Thyroiditis
Haemorrhagic Disease
Heavy Metal Poisoning (Mercury)
Hepatitis ABCDEF
Herpes Genitalis

Herpes Labialis

Herpes Zoster

Muscle Cramps
Mycosis

Optic Nerve Disorders
Orthopedics
Osteomyelitis
Parasitical Infections
Parkinson’s
Pneumonia
Polyarthritis

Polio Encephalitis
Prostate Cancer
Radiation (effects thereof)
Raynud’s Disease
Respiratory Stress
Respiratory Viral Infection
Rift Valley Fever

Scar tissue
Segmental Pain
Shingles

Skin Cancer

Skin Infections
Spondylitis

Stomatitis

Sudeck’ Disease

Throat Glandular Infections

Thrombophelibitis
Thyroid
Tuberculosis
Tumour

Typhoid

Ulcus Crusis
Varicosis

Viral Infections
Yeast Infections
Yuppie Disease

Covered by World Patent Application

Detailed Information About Blood Purification System

50
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This unique system can effectively breakdown adl thxic components in the blood into harmless
absorbent non-toxic components, without applicatiaf ionic fluids or any other separation
processes.

These unique blood purification units will alsonglihate cellular mechanical shear, which is caused
by forcing blood cells through a multitude of halidibre semi permeable membranes. Although not
shown in the photograph above, are two ferrite pmroviding alternating electromagnetic field
polarization, breaking down all the nitrogenous poments within the blood by destabilization their
subatomic structures.

All renal and peritoneal dialysers (without excep)i cause significant amounts of cellular trauma
upon the blood entering the membranes. As carebe fom the following picture, the blood is
merely recirculated through the capillary coil ahe pre-supersaturated oxygenated blood, is then
subjected to four incrementally spaced UV frequescin the nanometer range. These four
frequencies are spaced at 60-millisecond separadioth convert the pre-supersaturated oxygenated
blood into Polyatomic Oxygen within the blood ifs@D2, O3, O4, O8). Providing a very effective
antiviral, antibacterial, antifungal & antiprotozoielimination process. This unique blood
purification process also provides a thermal temfoee control for the blood flowing through this
new purification cellular system.

World patents pending
A) Internal UV Transmission Unit
B) R-600 Thermal Control Fluid Input
C) Blood Input
D) Blood Output
E) R-600 Thermal Control Fluid Output

F) UV Internal Transmission Unit

All intellectual property rights relating to thedechnologies are the sole right of Basil Earle
Wainwright and/or his nominees.

New Unique Blood Purification System

In relation to the former blood cell purificatioeachnology, tests were performed recently to detaemi
the efficacy of this process.

Overseen by many experienced and professional mlegersonnel, the results were incredible.
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Complete elimination of all foreign proteins wasestifically achieved, following which, exhaustive
testing was conducted on all the cellular companant no deleterious effects were seen.

This technology will eventually revolutionize theedical establishment of treatment applications for
numerous diseases and because of its effectiven#dss removal of toxins; this process can be udsed
Renal & Peritoneal dialysis.

A Non Pump Driven Recirculatory Blood Purification System

In all extra corporeal loop blood transfer procedya peristaltic pump is used. The pump creaits b
a vacuum and pressure as a result of electricall roller compression and decompressing thedloo
contained within the extra-corporeal loop tubing.

The former creates wave like movements, pushingbtbed forward. This process creates cellular
trauma and mechanical sheer of the cells and will allow a typical 300mls/min.

It is well known that the heart circulates typigalén units of blood per minute (2.16 litres/mirfjor
many years, scientists and Doctors have strugglevise a system whereby the heart will provide th
appropriate blood volume and the pressure for xtra €orporeal treatment applications.

The inventor of this system has overcome the diffies which previously existed.

This technology when used with the Wainwright BloBdrification cell uses the patient's heart to
provide the appropriate flow without utilising aeyxternal pumping means by inserting two Cannula's.
These are specially designed for insertion inttoadbvain or artery.

The outer tube is of made of Teflon. The inneretidomade from N303 stainless steel and is a sharp
pointed needle form.

It is the former, which facilitates the insertiomdais withdrawn leaving the outer Teflon tube iagd.
This is then connected to the bloodline (Venousrerial), which then allows the blood to enteraint
the input port of the Wainwright Blood Purificati@ell.

Following flushing of the cell and loop, one mustablish a total embolism free blood output.
This output is then connected to the return Cannula
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To ensure good Blood flow, it is essential that th&rusion of the output IV is contra to the blood
flow. Prior to this point, the patients diastofiod systolic pressures are constantly monitorethby
pressure censor system.

The information of any increase or decrease indlo@ssures will be conveyed to the helenoidaldloo
flow resistor clamp and immediately, activateshk&noidal valve adjusting blood pressure pararaeter

To ensure the blood pressure parameters are camtsat all times, a continuous blood monitoring
censor will automatically adjust any variationsrédwd, Helenoidal restrictor clamp placed between th
output and input Cannula IV sites.

To ensure good blood flow, 14 gauge cannula pomsracommended. Pre-flushing of the self-
circulatory extra corporeal loop, must take pladerpto the blood return line being connected te th
patients return 1V port.
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PASCAS HEALTH SANCTUARY - MEDICAL ADVISORY COMMITTEE

The medical advisory committee has a number oftfans:

a. Provide advise to the administration of the clemp

b. Set the levels for ethics and skills.

C. Endorse medical providers to use the facilityt egject those who do not possess the standards
set by the medical advisory committee.

d. Advise on the equipment and physical assetsnetjto enable the medical teams to function at
the level set by the committee and the adminisinati

e. Assist in ensuring that all proposed medicavises are provided and at the highest possible
standard.

A representative would be appointed from each demart and the appointees then elect their
chairman. A Leader will act as liaison officerween the committee and administration.

MEDICAL TEAMS:

Based around their various disciplines and freduawith over lapping boundaries:

MEDICINE Endocrinology (Diabetes - Thyroid - BEedial)
Paediatrics Cardiology
Respiratory Renal Medicine
Oncology (crosses over to all sections)
Haematology Dermatology

PATHOLOGY DIAGNOSTICS RADIOLOGY

SURGERY Neurosurgery Ears Nose & Throat
Urology Orthopaedic
Trauma Surgery Gynaecology
In-Vitro Fertilisation General Surgery
Ophthalmic Surgery Dental & Faciomaxillary §eiry

Plastic & Reconstructive Surgery  Cardio Thoracic

ANAESTHETICS  Anaesthetics Pain Clinic
Intensive Care - Coronary Care

EMERGENCY Crash Team Ambulance

These teams will be drawn from the more than 20dicak specialists and 550 general practitioners
practising on the Gold Coast, the specialists miact in the capital city of Queensland, Brisbage,
kilometres to the north, and from throughout Ausarand overseas, such teams are notionally availab
now however they will be expanded and added tanduthe construction period of the Complex.
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PASCAS HEALTH SANCTUARY — HOSPITAL PROFESSIONAL MED ICAL TEAMS :

Briefing notes by a leading Medical Specialist wacts as liaison officer and is instrumental in
establishment of various medical advisory commsttsensisting of 12 to 22 members:

The team concept as per these headings for a ldb&pilinic goes like this:
NEUROSURGERY:

A neurosurgical team includes neurosurgeons capdialealing with intracranial, spinal and periphera
neurological disorders. They are supported by om@wsicians for diagnostic work as well as
radiologists and various therapists who are invblp®st-operatively. A neurosurgical team also
requires that there be nursing staff with expeitistae management of neurosurgical cases.

EARS, NOSE & THROAT - ENT:

In addition to orthodox ENT surgeons there is adnfee an endoscopic sinus surgeon, laser surgeon,
head and neck surgeon, along with support and kppathologists, speech therapists, radiologists,
etcetera.

UROLOGY:

Surgeons and urologists co-operate most frequéntiye discipline of urology. A urologist with
paediatric experience or a paediatric surgeon withogical experience is also essential as well as
support physiotherapists etcetera.

ORTHOPAEDIC:

General orthopaedic surgeons would be needed phisroscopy experts, hand surgeons,
microsurgeons, trauma surgeons. Physiotherapyodahdpaedic surgery can't survive without each
other.

TRAUMA SURGERY:

Trauma surgery is a special consideration as thepitid will have a busy accident and emergency
department so there needs to be readily availal@eergl surgeon with trauma experience;
orthopaedists, neurosurgeons, etc, twenty-fourshautay to back up the Accident and Emergency (A
& E) department and with the ability to call in ethsurgical disciplines as required for example,
ophthalmic, plastic, etcetera.

GYNAECOLOGY:

Gynaecological surgery is now split into generahagcology, cancer surgery, endoscopic surgery,
colposcopic and laser surgery. Either way, thepitalswill require several experts or gynaecologist
with multiple expertise.

IN-VITRO FERTILISATION - IVF:

There is no mention of IVF in the projected workas and this may well be of consideration for Pasca
Health Sanctuary. For IVF there is need in additio endoscopic surgical expertise, a dedicated
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laboratory support team for efficient function aslvas support counsellors, etcetera.

Radiology / ultrasound are an integral part of gggmdogical services these days.

GENERAL SURGERY:

General surgeons have split their expertise sether now colorectal surgeons, breast and endocrine
surgeons, vascular surgeons, endoscopic surgeonss@ on. Their teams include radiology /

ultrasound, alimentary tract endoscopists, endotagists, pathologists, physiotherapists, etcetera.

Paediatric surgery is a highly specialised arealwkncompasses endoscopic surgery as well ascplasti
surgery and requires special theatre facilities@ost-operative care teams.

OPHTHALMIC SURGERY:

Eye surgeons now specialise in the anterior antepgos chamber of the eye, plastic and reparative /
corrective surgery, laser surgery, lens extracaod implants, and work on a mix of day case and
inpatient care. They require orthoptists anchgdiophthalmic nursing staff as part of their team.

DENTAL and FACIOMAXILLARY SURGEONS:

They work in the same area and need radiologiathgbogy and physiotherapy support. General
Dental is equally as important as Special Dental dentures, crowns, bridges, etc., incorporating
Periodontic and Orthodontic.

PLASTIC and RECONSTRUCTIVE SURGERY:

Plastic and reconstructive surgeons include micgpsal repair teams, reconstructive surgery andlhea
and neck surgeons who again require radiology,gbadgly, physiotherapy and special nursing care
staff.

CARDIO THORACIC:

Cardiac by-pass surgeons need the assistance diblogists, radiologists, perfusionists as well as
physiotherapists and highly skilled intensive qamesing personnel.

This list is not exhaustive but aims to provideidea of the teams that are required for the various
surgical units that Pascas Health Sanctuary wiibdish from within the Gold Coast, Brisbane and
elsewhere during the construction and fitout period

You will note that there are particular supportcgines common to all surgical teams - for example
radiology, anaesthetics, physiotherapy and nursang.

For many of the surgical disciplines specialisedsimg skills are required - for example, ophthalmic
orthopaedic, paediatric and so forth.
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ONCOLOGY - CANCER:

When looking at the relevant cancer treating tegousadd to the basic unit specialist radiotherapast
well as radiologists and these are two separa@sareexpertise within the frame work of radiology,
chemotherapy specialists and pathologists, cowseind support staff and the usual management
goes like this:

A patient is diagnosed with a malignancy. Pathigligconfirmation is obtained and the relative
oncology unit usually considers the individual immamittee and allocates a therapeutic management
protocol for the ongoing care of the patient. Eus purpose special specific discipline oncology
clinics are held where follow-up is also maintairzdr initial treatment. These clinics are uspakld

on a once a week basis and there would be in atiteed for instance say for gynaecology, the patient
gynaecological cancer surgeon, radiotherapist, ofienapy specialist, support nursing staff or
counsellor and pathologist.

These special discipline teams usually meet oneklydasis where they see new cases and follow-up
cases and of course function all year round.

One reason why it is important to make sure thete/o of every type of surgical specialist on ttedfs

is that there is always people away on leave @patses and so forth, and if there is only oneqrers
then everything grinds to a halt during their alogerwhereas if with at least two then these clinic
service go on irrespective.

A Cancer Clinic complex consists of facilities #ngce the 20 sub-clinics that make up an Oncology
unit.

CARDIOLOGY:

Similarly with heart disease patients, the diagaasvolves triage by clinical history and examioati
stress test, angiography and perhaps nuclear mediand then a committee of the cardiology clinic
may allocate individuals to different therapeutiograms - for example, angioplasty or CABG surgery
or palliation only, etcetera.

Within the cardiology clinic there will thereforeeed to be cardiologists, interventional cardioltsyis
radiologists, cardiac surgeons, as well as anaéstthewith specialised skills and perfusionists,
physiotherapists, dieticians, psychologists, eteete

RADIOTHERAPY UNIT:

A steering committee consisting of Radiation, Harhogy, Medical and Nurse Oncologists would
proceed to establish guidelines, working rules safétty procedures. Support can be drawn from the
likes of Malcolm Millar of the Peter McCallum Ingite, Dr David Paix, consultant medical physicist
from Adelaide, Dr Bernie Mason & Dr Liz Kenny of \8ley Cancer Care Centre and Dr Roger Allison
of Queensland Radium Institute.

There will be a need for two of everyone coveriadiation oncology, medical oncology, radiographers
covering planning and treatment, nursing staff the¢ oncology trained in therapeutic radiation,

physicists, x-ray engineers and pharmacist - pheymaust have laminar flow unit. Patient care has
two groups, a day care unit to accommodate 10doiet area with observation and the other being a
cluster of wards for the more serious cases. Afothérapy director is to be appointed.
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DIRECTOR of MEDICAL SERVICES

Each clinical service will have its own director ayhin turn, are to be supported by a Director of
Medical Services as appointed by Pascas Healthi&amc

MEDICAL SPECIALISTS RETURNING TO AUSTRALIA from OVRSEAS POSTS:

Ambitious and dedicated Australian medical spesiglirequently depart from these shores to achieve
higher skills and accreditation in world renowneddical institutions in USA and Europe. This going
and returning results in superior medical teantiénmain hospitals in Australia.

A review of a number of specialist's status in¢hadiac and oncology teams in the Brisbane spgcialt
hospitals has revealed a proliferation of worldradited and respected specialists.

As an example: Dr Nick Little is now returning tougtralia having achieved accreditation as a
radiologist specialising in chest pain serviceswiite Mayo Clinic in USA.

During the ensuring construction period and comioissg of the Centre, such Australian specialists
who are overseas and are completing their progrédihbevapproached for the purposes of joining the
speciality teams at Pascas Health Sanctuary.
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PASCAS HEALTH SANCTUARY — X -RAY UNIT :

DIAGNOSTIC SERVICE

The X-Ray Unit is possibly the most important andsinexpensive diagnostic unit within the total
complex. The unit requires a wide range of equipinet only within the department but mobile units
within the Theatre suites.

Access to the Unit has to be from:

1. The emergency / casualty service departmenbamg direct.
2. Outpatients being referred by Doctors within¢benplex and outside the complex.
3. Inpatients being brought from the wards for exetion and emergency service and support for

the Theatres.
EMERGENCY

Emergency patients should not be moved long disgafrom one hospital department to another during
crucial times in their fight for life says Americaadiographer Mary Lou Durizch.

And she says the best set-up for saving lives ienoin smaller hospitals where the radiography
department is next to the emergency room.

EQUIPMENT SUPPORT

An engineers office is to be set up within the hia$go enable bio-medical engineers to maintam th
equipment on site. The room should be 4 metre$ mgtres and this would enable most maintenance
and repairs to be carried out on site.

It is proposed that the Hospital would employ ivgnotechnician though he would be trained by the
major equipment supplier for the department.

Service contracts after the initial 12 months watiyaare 7% of the unit cost per annum however these
can be negotiated down to 4%.

Steve Shapter, the past General Manager of theddleivision of Toshiba (Australia) Pty Ltd (Bs 02
9887 3322 - current General Manager is Rosina Bawias proposed that Toshiba would pay the
Hospital for the use of its facilities for makinbet centre a training unit for Toshiba. About 20
technicians are trained at a time and they wouldibleursed to all over South East Asia, Austratid a
New Zealand. The concept has merit in as muclilibgsist in the promotion of the complex in expor
market areas.

EQUIPMENT SUPPLIER

The best deal is to be struck with a supplier wéio grovide the widest range of equipment at thé bes
price. Equipment must be compatible such as the G&&n must be compatible with the Linear
Accelerator.



61

A one supplier situation will enhance maintenanse responsibility will be with one firm and
economies in maintenance can be achieved as alilineve as well as the speed of the maintenance.

The supplier will have to actively promote our fagilocally and overseas.

MAGNETIC RESONANCE IMAGING

Apart from its very expensive price tag of up taZhillions and the lack of any refund to Medicare
patients. it is clear that the equipment is undeng continual rapid development and that the abrre
time to review an acquisition would be in 1996. plRaenhancements are being made to programs as
well as the hardware which would put current modethe dark ages within two years.

MRI has the lead over CT's in the neurological depent. It is clear that MRI can carry out a numbe
of investigations that CT can not do as well.

Dr Simon Strass states that he experienced the foeet least two patients per week requiring the
services of MRI. A survey of a wide range of Dostis required to be undertaken.

As of June 95, Royal Brishane and Princess Alexapdrvide MRI services to the public for free.
Space must be provided within the complex sucloabIRI Spectroscopy.

EQUIPMENT SUPPLIER

They are:

Toshiba

Fischer Imaging Aust
General Electric

Hitachi

Phonar

Seimans

Philips

Elscint Medical Equipment

CAT SCANS on the GOLD COAST

They are: GE (GE MRI 1.5 Tesla) John Flynn Hodpita
Picker Gold Coast Public
Toshiba TCT 80B Tweed Heads Public
Toshiba TCT 400s Private Practice 4
GE 9800 Pindara
GE 9000 Allamanda
Picker 1200 Allamanda

STANDARD OF CAT SCAN REQUIRED

The computerised tomography of the Toshiba TCT 9@Sthe ability to:
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1. Take 30 frames per second to produce a live@nag

2. A computerised program that enables reconstmistiich as of the face for plastic surgery.
3. Is compatible with Toshiba and Varian linearederators.

4. A service life of 10 years.

The Toshiba TCT Xpress/sx has a cost factor ofGfnillion and one is installed at Prince Charles. A
every day work horse such as a Toshiba XSpeed wmgd$400,000.

The best may not be economical as it will stilles&80 minutes to process a patient. The high speed
the equipment with laser cameras does not getatien in and out of the CT room any quicker.

FUTURE DEVELOPMENTS

An observation of St Vincents Private Hospital yd8ey was that after 11 years of operation the area
for the radiology department was way inadequate.

The future will bring many developments to radiglognd expansion must be planned for with
additional space being available in the initialigesand room to extend if need be.

OSTEOPOROSIS - anexample

There is only one unit in Australia, at the Royalefaide Hospital.

Osteoporosis screening measures the bone calcweghvéth low level X-ray equipment. The service
enables the treatment for calcium deficiency.

DIGITAL IMAGING STORAGE

At $1 million it is not onbut inevitable, providertminal space for archiving in the basement.

The system stores Xrays on micro discs. From cessiml the operating theatres, patient consulting
rooms, the medical centre, the specialist suitelychor can access any X-ray of his own and cauty o
his diagnosis and consultation.

The system enables X-rays to be enhanced and tledogenent onto film of unnecessary X-rays to be
avoided.

The cost benefit is the reduced storage space.
The system has consideration when it comes totédge ©f medical and patient files of the Hospiltal.
is believed that a 300 bed hospital will requird 3@uare metres of storage per annum for medical

files.

DEPARTMENT MANAGEMENT

The head radiologist is paid a fee of 12.5% to W%he gross receipts of the department.
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Hugo Mackay, Phone 02 9639 4366, Baulkham Hill96@1 4333, Liverpool 02 9212 3547 Sydney,
has successfully carried out this function in Sydaad the Gold Coast and is well suited to do the
same for the Pascas Health Sanctuary.

OVERHEADS
The following costs relate to a comprehensive Imsophisticated Radiology Unit:
Monthly

Administration $1,000
Contrast Media 600
Film & Chemicals 1,700
Pharmaceutical 400
Printing & Stationery 500
Secretary (2) 1,400
Radiographers (2) 6,400
Overtime 1,000
Couriers 200
Repairs 500
Electricity 1,000
Telephone 400
Tubes (2 per annum) 4,000
Service Contract 6,000
Total Per Month $25,100

This unit billed around $3,500 per day resulting:
Monthly Fees $70,000
Less Overheads 25,100
Head Radiologist 10,500
Rent 8,000

43,600

Net Profit $26,400

This unit does 10-12 CT's and 40-50 general cpseslay. It should be noted that these cost factors
and fees are relevant to a unit which is not inway up to the standard of the Southern Cross unit.

It must be established that we will have to chdegs well in excess of scale to warrant the investm
necessary to establish the services that we akenlpto export.

REPLACEMENT

A replacement program should be adopted. In regardSAT scans and ultrasound, these pieces of
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equipment have a life span of five years subjeatggradability. By then maintenance and improved

technology make them unattractive. The rest ofetiigpment being X-ray based has a life span of ten

years.

Equipment under consideration from Toshiba is beaviewed on the following basis:

1. That enhancements can be added to the equipuritased.

2. That there is a buy back arrangement to famglitae installation of new equipment when there
is a major enhancement released. This will enabkhiba to continue to use our complex as a
show and training centre.

Of all the equipment only a back up to the CAT Sshould be considered. A hospital of the sizedpein
proposed should have a backup CT Scan covering tiavenof the main unit and busy periods.

LOCAL MARKETING

The quality of reporting will be responsible foethuccess or failure of the Unit on the Gold Coast.

Analysing an independent radiology unit on the €a@asagainst the already established practices, two
important points emerge:

1. There is no 24 hour radiology practice.
2. No one bulk bills.

The Coast has six medical practices covering thbtriiours and radiology only available by going to
the public hospital or ringing around to find an-caall radiographer and still not having a spedalis
report as there are no on-call radiologists. S@ghst Radiology is the dominant radiology grouthwi
a small unit available in Broadbeach, where Gerferattitioners report on the X-ray.

The facility should be marketed to all general ptimmers from the point of view that the Unit is
available for 24 hours a day and that the Doctaictanstruct his / her patient in an emergency,rove
the phone, to proceed to the Unit and that reppitvuld be relayed by phone to the Doctor at hisr/
home should the situation arise.

Furthermore the high standard of the facility skoathieve a major market penetration rapidly.

EQUIPMENT SCHEDULE

Costs and equipment as per Toshiba:

MRI Flex Art $2,200,000
Cardiac Catheter Lab DFP 2000 C4 1,200,000
CT Scanner Xpress SX 1,100,000
CT Scanner Xspeed 400,000
Angiography Unit 800,000
Dual Head Gamma Camera GCA 7200 600,000
Fluoroscopy Room DUA 400,000
General Ultrasound Unit Power Version 800,

Cardiac Ultrasound Unit Power Version 800,



Mobile Image Intensifier SXT 650A main theatres
Mobile Image Intensifier SXT 650A day theatres
Mammography Unit MGU-10A

General Xray Room RXD Generators
Tomography Room RXD

Mobile Xray Unit RCD-12MC

Total

Other major equipment could be:

Monitoring equipment, ECG/pressures

Dark Room AGFA

Laser Camera

Osteoporosis

Lithotripter

Linear Accelerator (10MEV)

Linear Accelerator ( 6MEV)

Simulator for Radiation Therapy (via CT Unit)
Pathology Lab

Theatres etc

REVENUE

140,000
140,000
115,000
@00,
80,000
3O

$7,925,000

$160,000
$50,000
$100,000
$95,000

$1,000,000
$900,000

$500,000

Preliminary figures based on 300 bed hospital Withillion catchment:

RADIOTHERAPY REVENUE
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One linear accelerator handles between 40 and thpaper day, each patient receives on average 30
treatments being a treatment every week day fowsieks, the average cost of such treatment is 83,00
(one unit per QRI). One linear accelerator will oy two radiographers on $50,000 each pa,
equipment maintenance and supplies $100,000 to,808®a. Brisbane is serviced with 5 units at
Royal Brisbane, 2 at Wesley and 2 at Mater, totahigs.

TOTAL REVENUE per day 45 $100 $4,500

Number of days per year say 48 weeks at 5 daysgek = 240 = Annual $1,080,000
Less operation costs 35% 378,000
Net Revenue before depreciation & interest $702,000

ROOM X-RAY UNITS Case Load per Day Price per lacdiore TOTAL

General Chest 40 $100 $4,000
U/S General (2 rooms) 24 200 4,800
U/S Cardiac 10 200 2,000
CT 20 300 6,000
MRI 5 500 2,500
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Fluroscopy 6 150 900
IVP (Tomography) 5 150 750
Angiography 5 400 2,000
Cardiac Catheter 4 1,000 4,000

TOTAL REVENUE per day $26,950
Number of days per year say 48 weeks at 5 daysgek = 240 = Annual $6,468,000
Less operation costs 51% 3,300,000

Net Revenue before depreciation & interest $3,163,0
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RADIOTHERAPY & ONCOLOGY CLINIC

MULTIMODALITY AND MULTIDISCIPLINARY RELATIONS

Oncology services include cancer surgery, radiatinoology and medical oncology. Many patients
require combined modality treatment and, for somme tthe integration of these services in spe@dlis
cancer treatment centres or by multidisciplinargme has been advocated. The care of the cancer
patient necessitates access to a wide range otalegtiecialists and the expertiska diversity of other
professions including specialist nurses, radiogeaphand counsellors. A comprehensive service
requires the development of special groups withegige in treating cancer in special anatomicassit
such as the breast, colon, lung, lymph glands,ogrchl sites, and head and neck. Full facilities f
supportive care, pharmacy services, pain relid¢falditation and psychiatric assistance are alsued

both within the hospital and in the community.

The definition of multidisciplinary therefore inadas not only the different groups of medical sgetsa
involved in the treatment of cancer, but also alheo health professionals such as nurses,
physiotherapists, occupational therapists, soctakers, dieticians and psychologists.

The Pascas Health Sanctuary Clinic has been defasedn organised medical service offering
diagnostic, therapeutic, or preventive treatmentamobulatory patients. The advantages of group
medical service, with facilities and technical mensel beyond the means of an individual practitione
plus the benefit of group consultation, have enaged the establishment of such clinics. Suchraccli

is essentially a voluntary association of physisiangaged in the practice of medicine on an orgdnis
group basis. Common administration and facilies used, and the resulting expense and income are
shared according to a predetermined plan.

This Clinic is to work towards the organisation @dncer services along multidisciplinary, disease
focused lines rather than in terms of medical spiggior other means and is to network with other
hospitals and treatment services.

There is good evidence that the survival of campagrents is usually better if they are treated by a
specialist who also treats a large number of smpkgtients, and who has access to the full range of
treatment options in a multidisciplinary settingowever, the patient's ability and willingness rtavel

long distances to obtain treatment in such a gettinst be considered.

A multidisciplinary approach benefits the patientlacreates a working environment for medical and
paramedical staff in which they can provide anroptilevel of management and treatment.

Cancer management is considered to be more effeaiwhen given by a multidisciplinary team,
with one member of the team acting as a point of ference for the patient.

Furthermore, Pascas Health Sanctuary will explore lhpossible avenues for the delivery of health
solutions, such solutions may well be found outsid&/estern medicine platforms and practices.

PROMOTING BEST PRACTICES:

Evidence-based clinical practice guidelines for tise of radiotherapy for treating different cancers
could assist in changing clinical practise so thet based more on research, as guideline devedopm
involves analysing and rating the existing evideaiced making recommendations based on the analysis.
Guidelines can also identify areas where furthseaech is needed.



68

The Quality of Care and Health Outcomes Commit@EHOC) propose that the primary purpose of
guidelines is to achieve better health outcomesripyoving the practice of health professionals bpd
better informing consumers about treatment optioBsidelines are seen as having a role in
professional and consumer education and in quadisyirance, and they may also assist in the resoluti
of legal disputes and ethical dilemmas.

General principles for clinical guideline developmheshould be outcome focused and that clinical
guidelines should be based on the best availabigerese. Guideline development should be a
multidisciplinary process.

The Australian Cancer Network supports a best-p@aguideline approach. It proposes a broad
structure aiming to follow practices which delivite best outcomes, which change effectively when
necessary and which continually improve. In a migtiplinary setting, elements included would be:

The development of a partnership between patieshpaactitioner;

Relationships between treating practitioners atewell recognising and enhancing their
individual competence and skills;

A shared vision in which participation is underpgdnby consultation, agreed plans of action
and integrated change where necessary;,

Acknowledgment of 'leadership’ within a flat stuet when 'group’ care is contemplated;
Provision to patients of clearly stated options amwd opportunity to discuss these before
commencing treatment; and

Training and certification of each member of a mdigtiplinary clinical group by their own
learned college. Each should also be awarded ciatieby their caring facility.

There is growing use of evidence-based clinicattira guidelines to promote best practice in many
areas of medicine. Guidelines aim to achieve béigalth outcomes by improving the practice of
health professionals and by better informing coresnabout treatment options.

Evidence-based best-practice guidelines for the usé radiotherapy in the management of cancer
should be developed for each cancer.

QUALITY ASSURANCE:

Quality assurance in radiotherapy is all those g@doces that ensure consistency of the medical
prescription and the safe fulfilment of that prgstion as regards dose to the target volume, tegeth
with minimal dose to normal tissue, minimal exp@sof personnel, and adequate patient monitoring
aimed at determining the end results of treatmeltie quality of radiotherapy treatment is not only
important for safety and minimising side effectst &lso contributes to the success of the treatment

Quality assurance procedures include regular physsessment of beam output data, record and verify
procedures in patient treatment, regular port fildusing treatment plus informal chart review by
medical staff throughout the treatment course.

RECOMMENDED MODEL FOR SERVICE DELIVERY:

In considering the optimal model for delivery ofli@herapy services, an attempt has been made to
balance two vital needs of patients: quality anckas.
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The Pascas Health Sanctuary Clinic will have achgag in terms of research, clinical education and
guality assurance due to proposed affiliations witfversities and possibly teaching hospitals.

The centre will have an active interdisciplinaryltimiodality approach, state-of-the-art equipmerd an
important clinical research tools. Basic reseaacld participation in clinical research, especially
randomised controlled trials, are parts of the do@mted management platform. There is emphasis on
undergraduate and postgraduate medical educationa @rogram of professional development which
includes attendance at scientific meetings. Th®m@n active quality assurance program that callect
treatment and follow-up data.

The minimum number of three radiation oncologistsstaff will be achieved within the first two years

of operation. During this development period, ttentre will be formally connected to a larger

metropolitan centre for quality assurance actigitad to ensure that staff education continuese Th
equipment scheduled to be installed exceeds themmin listed below:

Two megavoltage machines. There will be one dusdatity linear accelerator (DMLA) and
one single energy machine (SPLA). On expansionttoee machine department, there will be
two DMLAs and one SPLA;

Planning simulator;

CT interfacing computer planning facility;

Facilities for construction of custom-made blochks @atient immobilisation devices;
Dosimetry equipment for machine quality control;

Computerised database system for evaluation dinexe outcome; and

Access to remote automatic afterloading brachythefacilities.
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PROJECTIONS FOR FUTURE PROVISION OF SERVICES:

Radiotherapy services in Australia must expandonbt to compensate for the current shortfall affst
and facilities, but to keep pace with the growirgmand for services. The objectives of expansion
include the ability to treat increasing numbersradiotherapy patients, to reduce waiting times for
radiotherapy and to improve the accessibility diotherapy services.

Demand analysis is based on:
Population projections for the city and provinc@eas south into central northern New South
Wales as reported by the ABS and their trend grdwvés.
The incidence of cancer being reported; the QuaadsCancer Fund for 1995 reported 5,770
new cases per 1,000,000 (3,260 males + 2,510 fejndtes figure exceeds the projections
based on data supplied by the Nation Cancer StatiStearing House of the Australian Institute
of Health and Welfare, Canberra which was up tol1f88 NSW and 1988 for Queensland,
however with a historicajrowth rate of 2.4% per annum, there is convergence in 2008.
Alternative being 4,724 per million in 2000 withogvth ratio of 2.4% per annum, this does not
take into account the fact that the Gold Coast aredige is 6 years above the national average
and it is the post 65 age group that incurs thk bfitancer diseases.
Referral rates of 50% to 55% are to be adoptedgbthiose diagnosed with cancer and requiring
radiotherapy treatment.
Of those new cases, 25% will require re-treatment.
With about 17 to 19 attendances per course, thegeeumber of treatments is 17.6.
At 4.1 treatments per hour then in an eight hows gay operation there are 33 treatments
given.
The number of attendances for megavoltage treatpeennachine is set at 8,280 per year.

Unless an active program of increasing faciliteginbarked upon now, the current remaining shortage
of machines will worsen and projections for thetntexi years will not be met, as demand for services
will continue to grow.

Current radiotherapy facilities should be expandedprogressively to allow for the continuing
growth in need for radiotherapy services.

CONSUMER ISSUES:

Access to radiotherapy treatment services in Alistia a key issue. Access is defined as having
geographic, financial, psychological and social @sions.

Most country areas are serviced by clinics atterimestaff from treatment centres, although thisas
comprehensive.

Because most radiotherapy treatment is providedroautpatient basis, metropolitan people receiving
treatment can visit the centre daily while livingr@wme even though they may need the assistance of
family or friends with transport and social suppoReople living in rural or isolated areas whoidec

to have radiotherapy treatment for what is usuallije threatening illness have the additional leurdf
finding affordable accommodation nearer to thettneat centre.

Access difficulties are caused by: distance fromtredised city treatment centres; long absences fro
families and personal support systems; and thetedfechoice of initial treatment option.
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Patient Accommodation and Travel Schemes (PATS)Xasigned to assist rural and isolated people
who need specialist treatment that is not availéally. All PATS schemes require a $30 to $75
contribution from the patient for the return jouynes well as for the attendant if this is deemed
applicable by the referring doctor. An attendanautomatic for patients under 17 years in some$sta
and 18 years in others. The benefit in any Stat€eoritory is $30 to $35 per person per night for
commercial accommodation and $10 per person péat g private accommodation. Eligibility for
assistance to those living beyond a 200 km radiukeotreatment centre (in Queensland it is 100.km)
All States require that the application for assiseabe completed by a general practitioner.

The needs of carers of radiotherapy patients shooide overlooked because of an emphasis on the
complex issues surrounding the delivery of theisess

Newer treatment modalities can sometimes requingdp courses of outpatient rather than inpatient
treatment. Therefore, daily or weekly travel, anowodation, meals and loss of earnings result in
substantial out-of-pocket costs to patients anérsarespecially as most PATS are based on a single
treatment and not on repeated visits.

Education about the benefits of radiotherapy tdepét and issues concerning equal opportunity to
access this treatment should be targeted to reaatiponers.

QUALITY OF LIFE:

Quality of life has both objective and subjectivendnsions. Both patients and their doctors wiltha
views on quality of life issues in relation to teclogical interventions.

There is evidence of increasing consideration efalitcomes and effectiveness of medical technology
not just physiological but also social and funcéibautcomes. Medical care is thought to be eféecti
in quality of life terms when that care is ablemaintain a symptom free state in people, allow them
maintain employment or assist them to endure tligngnof life. For those with chronic, disabling
conditions, technological interventions can imprdwve quality of life in terms of increasing comfort
functional capacity.

Quality of life in relation to cancer treatment bgdiotherapy cannot be easily defined. Ethical
justifications for treatment require that the bederests of the patient be maintained, and that th
benefits of the treatment outweigh the costs. ffimeat should be given in the knowledge that it is
better for the patienh terms of cure, relief or comfotihan the alternative.

Cancer patients should be well informed about tleattnent they are to have. Open, honest
relationships about the intent of any treatment ig@ossible outcomes form the basis of the rafes
informed consent. Instruments that attempt anablve measurement of quality of life are available
and are regarded as integral to evaluations oétfeetiveness of clinical treatments. However egiv
that quality of life definitions are also subjeetjva climate of information sharing can assist \tfiti
quality ofhow people live, how they die, and how they liviéendying.

Quality of life in relation to cancer treatment diotherapy cannot be easily defined, but it is an
essential component to any evaluation of the affeess of the treatment.

VOLUNTARY AND SUPPORT GROUPS:

The proliferation of voluntary and support groums people living with cancer is an important
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development in Australia. The groups are commumidged and most gather and disseminate
information to enable people to make informed dens about their illness and treatment. They
provide psychological and practical support as wasllfund raising for cancer services and research.
Their importance for the promotion of self help amdierstanding cannot be underestimated.

EDUCATION:

Establishment of a system of regional multimodadeasment centres should be a priority. This
structure could provide a focus for the provisiaisconsumer information and the opportunity for
exchange, particularly in relation to treatment i@ps. Such an environment providing

multidisciplinary information is likely to be bettdor the patient than the traditional one-to-one
exchange which characterises the usual form oép&tloctor interchange.

Continuity of care following radiotherapy treatmeargeds to be enhanced. Quality management and
thus continuing quality care may not occur for sopaéients, indicating a need for more structured
community processes and the development of guielefior the coordination of community based care.

Primary care guidelines in a multidisciplinary frework should be developed for post-radiotherapy
management, particularly for general practitioreard district nurses.

WORKFORCE, EDUCATION AND TRAINING REQUIREMENTS:

There has been an increasing desire among pattehéskept informed and involved in their treatment
As a result there is an expanding role for thos®lired in continuing and supporting care including
social workers, community nurses, domiciliary carguvhysiotherapists, pharmacists, dieticians and
counsellors.

The four major categories of personnel involvethia delivery of radiotherapy treatment are: radrati
oncologists, radiation therapists, medical physscsd oncology nurses.

On current projections of cancer incidence and fagjmn changes, the number of radiation oncologists
required by the year 2014 will be 12 per millionpafpulation.

In determining the number of radiation oncologigtguired, the use of numbers of population tends to
understate the real position because it does ketitdo account increasing cancer incidence and the
increasing complexity of treatment for cancer.

One proposed ratio is one radiation oncologisef@ry 250 new referrals.

Trainees in radiation oncology are required to hane year of general post-intern experience before
being accepted into an accredited training proghlasting four years. All trainees must occupy a
training post for four years.

The way in which cancer management is taught irergrdduate and postgraduate medical education
should be reviewed. In particular, medical schablsuld be asked to consider an integrated cancer
curriculum as part of medical education.

Radiation therapists are primarily concerned witatment planning and delivery. The growing
complexity of radiotherapy technology and more claxmuality assurance and safety standards are
adding to the time needed for radiation therapestieliver treatment.
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Radiation therapists qualify by undertaking a thyear undergraduate course and a professional
development year.

Medical physicists role in radiation oncology indés, but is not limited to, equipment quality
assurance, dosimetry, provision of radiation beata,dadvice on radiation oncology, involvement in
the planning and treatment of complex external b&aatments, involvement in the quality assurance
of external beam treatment planning, evaluatiorthef accuracy of treatment planning and treatment
techniques, planning and delivery of brachytheram@atments, calibration of external beam and
brachytherapy sources, commissioning of new equmpnpgovision of scientific and technical advice
for the selection of equipment, provision of advésel training on radiation protection and safetyd a
research and development.

There is no formal training requirement for empl@&ymhas a medical physicist. Most hold a basic
science degree with a major in physics and theaiolon the job clinical training in a hospital.

Medical physicists in radiation oncology play a keye in the delivery of radiotherapy through the
maintenance of stringent standards of radiatiomsldelivered to patients.

Oncology nurses' education is generally providednaservice by hospitals with an emphasis on
chemotherapy nursing. District and community bas@des are responsible for much of the aftercare
of radiotherapy patients, particularly the elderly.

There is insufficient recognition of the importartle played by radiation oncology nurses in the
treatment of cancer patients.

Oncology education for nurses should include alittment modalities. Nurses working with oncology
patients need accessible and flexible study optimn®ncology nursing that include consumer
perspectives, treatment options and aftercare neamegt.

There should be increased recognition of oncologges, including a widely accepted definition of
their role and a national program for professiaielelopment.

FUTURE DEVELOPMENTS IN RADIOTHERAPY:

The technical and clinical advances now being duoed will make delivery of the treatment more

accurate and facilitate changes in clinical practidich may increase rates of local control ana.cur

CT scanning has already improved practice by gidangtomical information for treatment planning

which was previously constructed by hand. Threeedisional treatment planning allows more precise
targeting of tumours and sparing of adjacent tissummproves efficacy without increasing the

complication rate.

Most of these new techniques are interdependentr eXample, while the initial results of 3D
conformal radiotherapy in several cancer sites ssigtiat this treatment should be available, theglne
for new, highly complex equipment such as a muafileollimator, CT scanning and 3D reconstruction
of the tumour volume, and the fact that conformagdiotherapy is a time consuming procedure requiring
additional expertise, means that it is not likelyoe widely used.

Other techniques, such as radiosurgery and steteotaadiation therapy, are being adopted
enthusiastically because they offer the possibiitycure in cancers for which treatment has always
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been palliative.

New clinical practices such as Multiple Daily Fiaos (MDF) treatments in external beam irradiation

and High Dose Rate (HDR) treatments in brachythesap growing in use all the time. The increasing

role of brachytherapy in cancer management, thecestibed stay costs involved and the greater patien
convenience all suggest that HDR will have an irtgodrrole in the future.

Technical and clinical advances over past decades astablished the place of radiotherapy in cancer
management. Future developments in the field i&edylto further improve the effectiveness and
efficiency of the technique.

Technical advances include: multileaf collimatonsl &andependent jaws; on-line portal imaging; record
and verify systems; 3D planning systems; and tleeoi€T scans as simulators.

New clinical techniques include: treatments given multiple daily fractions; 3D conformal
radiotherapy; high dose rate brachytherapy; stactiotradiosurgery, intra-operative radiotherapyd a
combined hyperthermia and radiotherapy.

REVIEW:

Radiotherapy appears to be under-used in Austiii@.main issues contributing to this are:

Rates of radiotherapy treatment which are wellwadwerseas standards, caused by

- a lack of understanding of the effectiveness adiotherapy compared with other
treatments

- insufficient medical education about radiothgragi undergraduate and postgraduate
levels and

- lack of knowledge about the cost effectivendsmadiotherapy;

Inadequate staffing levels in all States and incieifit facilities in some areas; and

Problems with access to services for patientsdiaatside metropolitan areas.

Radiotherapy services need to be integrated witlerotreatment modalities to enable coordinated
management of cancer patients for the developmibest practice and service provision. Ideally,
these multidisciplinary centres would conduct resieaand quality assurance programs to provide
Australian data on which to more accurately astessole of radiotherapy in this country, as well a

promoting best practice guidelines to reduce vdigln practice.

To improve access to services but maintain highityuaeatment, these centres, such as PascastHealt
Sanctuary, could also be the central units of e, and provide support, quality assurance a@wi
and continuing education for affiliated public goivate centres.

Radiotherapy is a rapidly changing area, and it lmarexpected that a number of current and future
developments will alter the nature and structurses¥ices and should improve both treatment dsfiver

and outcomes. This will further increase demandréaiotherapy services, making it even more

important to address and resolve as soon as pessibtent problems such as low referral rates and
staff shortages.

Referral rates in Australia are lower than thosesome comparable countries. In the absence of
evidence on appropriate referral rates for paricabncers, AHTAC recommends thateéerral rate
of 50% to 55% should be considered for Australia.
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RADIOTHERAPY PRACTICE
Cancer management is considered to be more eféectiv/\
when given by a multidisciplinary team, with onenmieer
of the team acting as a point of reference forpeugent. v
There is growing use of evidence-based clinicattma
guidelines to promote best practice in many areB§ o
medicine.

It is considered that appropriate quality assuraaativities
should be incorporated into all radiotherapy sawic

AHTAC recognises the advantages in terms of rekedrc
clinical education and quality assurance if pubdind

private radiotherapy facilities have affiliations ithv
universities or teaching hospitals.

CONCLUSIONS: \/

It is clear that radiotherapy is a dynamic areaneficine, with constant innovation and adoption of
new techniques. This degree of continual chandjealier the nature and structure of services.

It is necessary to consider the effect that chaiggsactice will have on consumers as well ashan t
specialty itself. This consideration must inclutie families and social support networks of people
with cancer. The establishment of multimodalitipicls will be a vital component of improvements to
consumers' access to information and the facoiatof partnerships in decision making about
treatment. The success of these clinics suggasthb principle of case management, particulaoty f
complex illness, may better define treatment oggtias well as enhance the continuity of care between
primary and tertiary providers. There should berneneased emphasis on participation to encourage a
focus on people rather than institutions.

Review of oncology services as a whole, includiagiotherapy, surgery and chemotherapy, will
address the goal of providing the best integrafgaraach to cancer care. This is the Pascas Health
Sanctuary concept of exploring all possible optifandetter health solutions.



PASCAS HEALTH SANCTUARY - ALTERNATIVE MEDICINE FIEL DS

Classification of Alternative Systems of Medical Pactice

Office of Alternative Medicine of National Institutes of Health classifies thédwing complementary
and alternative medical health care practices:

Acupuncture

Anthroposophically Extended Medicine
Ayurveda

Community-Based Health Care Practices
Environmental Medicine

Homeopathic Medicine

Latin American Rural Practices

Native American Practices

Natural Products

Naturopathic Medicine

Past Life Therapy

Shamanism

Tibetan Medicine

Traditional Oriental Medicine

Bioelectromagnetic Applications

Blue Light Treatment & Atrtificial Lighting
Electroacupuncture

Electromagnetic Fields

Electrostimulation & Neuromagnetic Stimulation Deas
Magnetoresonance Spectroscopy

Diet, Nutrition, Lifestyle Changes

Changes in Lifestyle
Diet

Gerson Therapy
Macrobiotics
Megavitamins
Nutritional Supplements

Herbal Medicine

Echinaceapurple coneflower)
Ginger Rhizome

Ginkgo BilobaExtract
Ginseng Root

Wild Chrysanthemum Flower
Witch Hazel

Yellowdock

Manual Healing

Acupressure
Alexander Technique



Biofield Therapeutics
Chiropractic Medicine
Feldenkrais Method
Massage Therapy
Osteopathy
Reflexology

Rolfing

Therapeutic Touch
Trager Method

Zone Therapy

Mind / Body Control

Art Therapy
Biofeedback
Counselling
Dance Therapy
Guided Imagery
Humour Therapy
Hypnotherapy
Meditation

Music Therapy
Prayer Therapy
Psychotherapy
Relaxation Techniques
Support Groups
Yoga / Pilates

Pharmacological & Biological Treatments

Anti-oxidizing Agents

Cell Treatment

Chelation Therapy

Metabolic Therapy

Oxidizing Agents (Ozone, Hydrogen Peroxide)
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CARDIO THORACIC CLINIC :

Cardiac surgery is a superspecialty service. Spgeralty services are defined as those which ¢ater
relatively rare diseases or provide unusually lepgtr costly forms of treatment.

It seems unlikely that a cardiac surgery unit couidvide a cost-effective service with caseloads of
less than 200 - 300 a year. Optimal patient oueare associated with caseloads of 900 or more a
year. Optimal performance at institutions with l@aseloads (under 400 a year) can be achieved
through relationship with a larger institution, @iving consultation, and rotation of surgical,
anaesthetic, technical and nursing staff.

ADULT CARDIAC SURGERY
Current technologies in adult cardiac surgery idetu

Coronary artery bypass grafting (CABG);

Valve surgery;

Insertion of pacemakers; and

Operations on the aorta, electrophysiology surgarggery for cardiac tumours and trauma, and
pericardiectomy related to infectious disease.

ADULT INTERVENTIONAL CARDIOLOGY

Some forms of coronary artery and valve diseasenoanbe treated without open surgery, by means of
catheter-based techniques including:

Percutaneous transluminal coronary angioplasty @7C
Valvuloplasty;

Stenting;

Atherectomy; and

Laser angioplasty.

ADULT ELECTROPHYSIOLOGY
Electrophysiology is primarily concerned with theamagement of cardiac arrhythmias through:

Pacemakers (some insertions performed in cardi@esuunits);
Anti-tachycardia devices;

Electrophysiology surgery;

Anti-arrhythmia drugs;

Radiofrequency catheter ablation; and

Implantable cardiac defibrillators.

PROJECTED NATIONAL CASELOADS

The most recent estimates for national caseloadshf® major cardiac interventions, and projected
caseloads for the year 2001, are:



79

ADULT INTERVENTIONS Procedures per million, 2001 per annum

ADULT CARDIAC SURGERY from - to Group Total

CABG 970 1,060

Valve 170 280

other cardiac procedures 70 90

1,210- 1,430

ADULT CORONARY ANGIOPLASTY

PTCA 770- 1,170
PACEMAKER IMPLANTATION 580
RADIOFREQUENCY CATHETER ABLATION >55
IMPLANTABLE DEFIBRILLATORS 26 - 52

TOTAL PROCEDURES per annum 2,641 - 3,287

DIAGNOSTIC CATHETER LAB PROCEDURES (84:16 ratio) 13,865 - 17,256

These estimates do not allow for a possible inereasthe proportion of overseas consumers
undergoing cardiac surgery in Australia. Therelddoe an increased demand for Australian services

particularly from South East Asia. (AHTAC report Gardiac Interventions)

POPULATION PROJECTION 2001
Gold Coast Statistical Area 455,760
Hinterland, Mt Tamborine to Beenleigh 66,874
Richmond Tweed 184,878
Mid-North Coast 289,555

TOTAL GOLD COAST & REGIONS Population 997,067
CONSIDERATIONS:

ADULT CARDIAC SURGERY:

Units with caseloads below 400 a year should hakredl affiliation with larger units;

New units should not be established in cities wherenit already exists unless a start-up
caseload of 300 a year can be achieved and 508rawthin 2 years is a reasonable prospect;
The caseload for a trained cardiac surgeon shaelldtbdeast 200 a year and preferably more
than 250 a year.

Cardiac surgery units have specific requirementseims of staff, beds, operating rooms,
equipment and supporting services

ADULT INTERVENTIONAL CARDIOLOGY:

Interventional cardiology should be undertaken omlycardiology units with a minimum
diagnostic cardiac catheterisation caseload oftddQ000 a year;

To maintain expertise in PTCA, a trained intervemdl cardiologist should undertake at least
75, and optimally more than 200, procedures a year;

The minimum caseload for an interventional cardiglainit should be at least 150, and
optimally more than 400, coronary angioplastiegary

Valvuloplasty services should be restricted to sumitth a caseload of at least 10 procedures a
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year,

Cardiology units should ensure that, in an emergeRd CA patients can be transferred to a
fully-staffed cardiac surgery operating theatrenwit30 minutes.

Interventional cardiology units have specific reqoients in terms of staff, beds, equipment
and supporting services.

ADULT ELECTROPHYSIOLOGY:
Pacemaker implantation should be performed eitherah electrophysiologist or by a
cardiologist or cardiac surgeon who is able to na@na caseload of at least 40 implantations a
year.
Radiofrequency catheter ablation should only béopeed by electrophysiologists. A caseload
of at least 50 a year is required to maintain skill
Cardiology units providing electrophysiology seescshould make adequate provision for the
specific resource requirements of these servicepatticular the different staff and equipment
requirements, to ensure optimum quality of care @ effectiveness.

GENERAL ISSUES:
All hospitals with coronary care, cardiac surgeng aardiology units should have arrangements
to ensure that cardiac rehabilitation programs arailable to all cardiac care consumers.
Inpatient and outpatient components of the programaso be integrated.

The Pascas Health Sanctuary proposed facility nadlegsiidelines.

The diagnostic cardiac catheterisation procedurés exceed 2000 per annum and the resulting
interventions will exceed 500 per annum, such v@etions being spread proportionally across the
above range of procedures (national ratio being 8é&gnostic and 16% intervention).

The through put of patients will exceed all minimiewels where such services are introduced. The
levels of throughput have been assessed on th& LP&ftnership data and also on the local area
primary catchment data as well as the regionaliatsistate markets which extend into the mid-north
coast of New South Wales without regard for expbthese medical services.

Southern Cross has embarked on an early and extenaeting campaign to market these services to
our South Pacific Island neighbours and to Soutst-B&ia. It is already clear that Australia ischel
highly in the quality of medical services that ibpides and the concept of delivery of these sebvis
well received by our neighbours.

Furthermore, Pascas Health Sanctuary will have &ing affiliation with a major metropolitan
Hospital which is held in high esteem for its wankhis area.

INTRODUCTION:

Heart disease is a major cause of morbidity andatityrin Australia, causing one quarter of all tea

in Australia in 1992. The most common forms of hehisease affecting Australians are coronary
artery disease, acquired valve disease, condudgtects, congestive heart failure and congenitatthe
defects. Often two or more of these conditions agxist, and congestive heart failure can be the
outcome of one or more of the others.

Cardiac services now offer a range of types ofriietion for the treatment of heart disease. T9&31
guidelines for cardiac surgery covered coronargrgrbypass grafting (CABG), adult valve surgery
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and other forms of cardiac surgery, and paediatairdiac surgery. Since that time, other intena i
have come to play an increasingly important roleéhi@ treatment of heart disease. There has been
dramatic growth in the use of minimally invasivaheter-based techniques, particularly percutaneous
transluminal coronary angioplasty (PTCA) for theatment of coronary artery disease. A new
minimally invasive technique, radiofrequency ca¢hetblation, has been developed for the treatnfent o
certain arrhythmias. The use of pacemakers hasngsubstantially, and the automatic implantable
cardiac defibrillator has been introduce.

The most common form of heart disease, coronaeyadisease, can often be prevented.
ADULT CARDIAC SURGERY:

The estimated rates of interventions are projetdedcrease at the annual compound rate for theger
from 1996 to 2001 without considering any populaiioccreases:

CABG 2.68% - 2.87T%
Valve 1.20% - 5.92%
Other Cardiac Procedures 0.00% - 0.00%

These estimates do not allow for a possible inereiasthe population of overseas consumers
undergoing cardiac surgery in Australia. Therd W an increased demand for Australian services
particularly from South East Asia.

A cardiac surgery unit should be under the directba cardiac surgeon who is actively involved in
surgical procedures. Cardiac surgery and cardyotigpartments in a hospital are to work in close
cooperation with each other. There are advantagdsaving a combined cardiovascular division

comprising cardiology, interventional cardiologyndacardiac surgery. Within this division the

departments of cardiac surgery and cardiology@betheaded by appropriate specialists.

Some patients may be transferred from other hdsdiba cardiac surgery. Mechanisms are to be in
place to ensure that the transfer is appropridtelgd, and that medical records and diagnostic @sag
are transferred from the referring hospital andkberc it after the procedure. A process is to be
established to determine whether a patient wildnemmunity services support (such as nursing and
meals service) after discharge from hospital.

RESOURCE REQUIREMENTS

Average hospital stays typically reported are:

CABG 10 - 12 days
Valve Surgery 11 - 15days
Other Cardiac Surgery 9 - 15 days.

Approximately nine staff are present during opearhesurgery. These include an average of 1.0
surgeons, 1.5 assistants, registrars or fellow$, dnaesthetists or anaesthetic assistants, 1.0
perfusionists and 2.7 registered nurses or nugstasts. The nurse-patient ratios are 1:1.1dadiac
intensive care, 1:2.4 for step-down and 1:5 foregehwards. There is considerable variation in the
types and number of ancillary staff employed speddify by cardiac surgery units, with secretaries,
physiotherapists and counsellors most commonly eyepl.
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The average operating time for cardiac surgery-i8.5 hours. If an operating theatre is operéteah
7 am to 7 pm, including set-up and cleaning timeah be used for a maximum of three operations a
day.

Balloon pumps are used by all cardiac surgery pnitg an average of 3.1% of cases.

Transoesophogeal echocardiography is used by 80@mits for an average of 7.1% of cases. Left
ventricular or biventricular assist devices aredusg 55% of cardiac surgery units for an average of
1.1% of cases.

A cardiac surgery unit requires 24 hour coveragé widequate staffing at all levels. Qualified
medical, surgical, anaesthetic, radiology, nursamgl technical personnel are to be available for
emergency duty at all times.

To ensure continuity of services, a cardiac surgery should have the equivalent of at least two
gualified full-time cardiac surgeons, unless iaiismall unit formally affiliated with a larger unir in
the commencement phase, when one surgeon maythtnpar For a larger unit the equivalent of three
full-time surgeons is required.

The cardiac surgeon is to be primarily respondiigoatient care not only during the operation fout
the first 24 - 72 post-operative hours, longehd tondition warrants.

The intensive care unit may require the servicesa dfpecialist in intensive care and a registrar
intensivist.

Staff required in the operating theatre for a staddardiopulmonary bypass are:

one cardiac surgeon;

two surgical assistants;

one anaesthetist and one anaesthetic technician;

two nurses (should be capable of performing candiaascitation);
one perfusionist and one perfusion technician; and

one laboratory technician.

Appropriately qualified nursing staff are required the operating theatre and post-operative intens
care, as well as general nursing staff. In thet-pperative phase, a nurse-patient ratio of 1:1 is
recommended in the intensive care unit, at leagievthe patient is on ventilation (usually 6-8 heur
After the patient is extubated, the nurse-patieatior can be reduced to 2:1 if the patient is
haemodynamically stable. In step-down beds theapatient ratio should be 2.5:1 and in general
wards 5:1.

Bypass patients require intensive physiotherapsr sftirgery to expand their lungs. A physiothetapis
is to be assigned to the unit on a full or partetibasis, depending on the average number of patient
Patients at all three stages of post-operative wdreequire this service. A full or part-time gosellor
and pastoral services is to be available. Adnmatiste support such as secretarial and medicakdsco
staff is required by the unit.

The equipment required in the operating theatrkides the following:

extracorporeal bypass machine and related equipment
anaesthetic machine and monitoring equipment;
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electrocardiography (ECG) monitors;

intra-aortic balloon pumps to assist circulatioth# patient cannot be weaned from the bypass;
left ventricular or biventricular assist devices fhe support of failing hearts in cases where
balloon pumps are inadequate;

four channel invasive haemodynamic monitoring (S\&amz, PAP, PCWP, atrial, central
venous pressure);

internal and external defibrillators in case of wwlar fibrillation; and

pacemakers, cell saver, diathermy machine, surgdwmdd lights, operating table, instrument
trolley, instruments and infusion pumps.

Cardiac intensive care units are to be sited towakasy access to and from the operating theatre,
cardiac catheterisation laboratories and other atiiplg departments. Infection control and ease of
access to the patient are major factors to considéneir design. Beds and patients are to be well
separated from one another to minimise the risksrads-infection with 10 - 20 square metres to be
allowed around each bed. All patients will havainiage tubes after surgery. Techniques should be i
place for the disposal of drainage fluids withdekto patients or staff. Ideally waste disposaitegns
should be in each cubicle.

Electrical connections should be designed to abbasy access. Ideally, a power column allowing 360
degree access to the patient should be consideregaanst the wall mounted points. The intensive
care unit must be a cardiac-protected electriczd,anith additional earthing and tripping mecharsism
to minimise risks. Oxygen and air are to be s@apto each bed for patient ventilation.

It is essential to allow for adequate storage fogd, equipment, and so on. The following equipnigent
required:

cardiac monitors for each bed which give the EC&tral venous and atrial pressures, Swan-
Ganz and cardiac output;

core temperature monitoring devices;

oxygen saturation monitors;

blood gas machines measuring oxygen and carboridéidevels and providing analyses of
potassium, chloride, haemoglobin and pH;

ventilators;

intravenous pumps capable of delivering drugs etipely controlled rate;

syringe pumps;

intra-aortic balloon pumps;

warming blankets to restore patients to normal &naipire after surgery;

a defibrillator;

a sternotomy tray (equipment to open the patiehest in an emergency); and

emergency pacing equipment.

A step-down ward should have the facilities of anmal ward. In addition it requires facilities for
telemetry and central monitoring, a sternotomy ,traynergency pacing equipment, a defibrillator,
infusion pumps and oxygen saturation monitors.

SUPPORTING SERVICES AND DEPARTMENTS

The cardiac surgery unit should have a close wgrkiglationship with a cardiology department
equipped with a cardiac catheterisation laboratetgctrocardiography (ECG) and echocardiography
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diagnostic services, including transoesophageabaiiography. It is desirable to have access to
nuclear medicine cardiac diagnostic services. dleto be a close link with a cardiac rehabildati
program. Other services which are to be availabtdude diagnostic imaging, pathology and
pharmacy, pulmonary function testing, blood trasgfn services, biomedical engineering,
haemodialysis, dietetic services, social work aastqral services.

ADULT INTERVENTIONAL CARDIOLOGY:

Some forms of coronary artery and valve diseasencaw be treated without open heart surgery, by
means of catheter-based techniques. The bestlisiséab of these is percutaneous transluminal
coronary angioplasty (PTCA), in which a cathetethvei balloon annealed near its tip is percutangousl
inserted into a major artery.

A number of other catheter-based techniques fotrdfsment of artery disease have been developed.
They include various forms of atherectomy (basednwthanical devices for cutting or grinding
through obstructions), stenting (using devices ttaat be expanded within arteries to form tubular
supporting structures) and laser angioplasty (uaitege beam to cut through obstructions.

Stents appear to have a role in the preventionnaamtgement of arterial closure as a complication of
angioplasty.

The caseloads are projected to increase at theahnompound rate for the period from 1996 to 2001
without considering any population increases:

PTCA 2.82% - 2.58%

At 770 — 1,170 per million population, the PTCA easx will remain as it is now, but there is a
possibility that there will be a substantial in@ean its application to the treatment of myocdrdia
infarction.

Interventional cardiology is generally an integpart of the cardiology unit providing principally
diagnostic cardiac catheterisation services. Whi¢ all cardiologists working in the unit would
necessarily undertake interventional procedurehinieal and nursing staff should be able to asdist
both diagnostic and therapeutic procedures.

A cardiology unit performing interventional proceds is to be under the direction of a practising
cardiologist.

SURGICAL BACKUP

In about 2% of cases, patients undergoing PTCA nedxt transferred from the cardiology unit to a
cardiac surgery operating theatre for immediate rgerey surgery within 30 minutes. When the
cardiology and cardiac surgery units are in theeséwwspital, any procedural or physical difficulties
within the hospital in effecting such a transfeea¢o be identified and resolved.

RESOURCE REQUIREMENTS
Average hospital stays are 2.4 days for PTCA a@dhys for percutaneous valvuloplasty. The

average length of stay is 1.3 days for diagnosigiagraphy and 1.2 days for other diagnostic cardia
catheterisation. Elective angiograms are typicdlly cases where the patient remains in hospital fo
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less than eight hours. The average length of rietegrded in hospital morbidity data for PTCA is 5.1
days as against the above survey data.

Nurse-patient ratios are 1:1.9 for coronary caré,11for telemetry beds and 1:5.8 for general wards
An average of 17.7 staff is used to operate thequore suites, of whom 5.4 constitute the team of
cardiologists.

STAFF REQUIREMENTS

A minimum of two cardiologists are required foriabde unit undertaking interventional cardiologé.

unit where more than 150 coronary angioplasties1a®@d0 diagnostic procedures are performed a year
would require at least three qualified cardiologistin addition there is the need for at least two
cardiology registrars in a teaching hospital sgttinOne to two radiographers, one to two cardiac
technicians, three nurses and at least the pagtdervices of a radiation physicist is requiredirdihg
staff capable of cardiac resuscitation and a npadint ratio of 1:2 in coronary care, reducing.# in
telemetry beds and 1:6 in general beds. In addiéio orderly, and administrative support such as
secretarial and medical records functions are rieetle unit has part-time access to other staffi stsc

an anaesthetist and data processing staff. Soteevémtional cardiology units find that employing
sufficient fully trained cardiac technicians obeistthe need for nurses in the immediate vicinityhef
catheter laboratory.

BED REQUIREMENTS

The facilities required for coronary care and cal@lly telemetry beds differ from those needed in
cardiac surgery beds. Coronary care beds reqammgneious electrocardiography (ECG) monitoring,
together with a capacity for intravascular pressmeasurement, intra-aortic balloon pumping, and
pacemaker insertion, but do not need the ventileapacity usually provided for intensive care.

Full coronary care is not always necessary foruaietional cardiology patents but must be available

Patients undergoing elective angioplasty usualtpire 1 - 2 days in a telemetry or coronary care
(monitored) bed. Those with unstable angina oteacwyocardial infarction commonly require 2 - 3
days in a coronary care bed; when indicated, atagtpwould be performed during this time.

EQUIPMENT AND LAYOUT REQUIREMENTS

These guidelines cover the equipment requiremetesant to interventional cardiology. Equipment
purely for non-invasive cardiological proceduresas included.

With the design of a cardiac catheterisation latmoya important factors include radiation safety,

temperature control, and space requirements. dieratory should be lead lined, with a lead glass
partition between the procedural and monitoringareRadiation protection within the procedurabare

will require lead glass shields and lead aprons eolars. The imaging equipment generates
substantial heat and adequate, reliable air camiitg is essential for protection of computers.

Monitoring systems incorporate ECG, electrophygiglohaemodynamics and oxygen saturation.
Facilities for dye dilution and measurement of\ated clotting times are also necessary.

The unit will have adequate supplies of angiograpimg balloon catheters in a range of sizes,
guidewires and contrast medium. Non-ionic meditnoutd be available at least for high risk patients
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and for angioplasty. Stents are available for gecy use by a trained cardiologist.

Storage space is available for imaging data ofseaged optic discs, for catheters and for contrast
medium. A room adjacent to the cardiac cathetgoisdaboratory is provided for preparation of the
patient, and examination of the results of previdiegnostic tests. Remote work stations enable
cardiologists to access raw data, manipulate imagdgprepare reports.

SUPPORTING SERVICES AND DEPARTMENTS

Back-up surgical facilities are provided as abo@her departments and services available to tite un
include non-invasive diagnostic cardiac servicegl@ding stress testing, nuclear medicine tests,
echocardiography), radiology, pathology, pharmgmyimonary function testing, blood transfusion

services, biomedical engineering, haemodialysistetic services, social work and pastoral services.
Cardiac care consumers have the opportunity tacgzate in a cardiac rehabilitation program.

ADULT ELECTROPHYSIOLOGY:

Cardiac electrophysiology is primarily concernedthwihe management of cardiac arrhythmias,
abnormal heart rhythms which can originate in défé regions of the heart.

Diagnostic and therapeutic electrophysiology proces (other than pacemaker insertion) require an
electrophysiology laboratory and an operator witihly specialised expertise.

Pacemakers are a long-established means of trebtadycardias. Other forms of therapy for
arrhythmias include anti-arrhythmic drugs, surgemgdiofrequency catheter ablation, anti-
tachyarrhythmia devices, and implantable cardidibdkators.

Cardiology units are responsible for most pacemaketantations. Pacemakers are compact, weigh
23 - 75 grams, can be programmed non-invasivelyast 6 - 10 years.

Pacemaker implantation is a safe, simple procegeréormed under local anaesthesia with a high
success rate and a very low complication rate.

Pacemaker implantation should be performed eitlyearb electrophysiologist or by a cardiologist or
cardiac surgeon who is able to maintain a casedbatileast 40 implantations a year.

Electrophysiology is generally included in cardmgjodepartments, although it requires specific
training.

RESOURCE REQUIREMENTS

Average lengths of stay in cardiology units is #i&@ys for electrophysiology studies, 1.8 days for
radiofrequency ablation, 4.5 days for insertiomofi-tachyarrhythmia device and 1.9 days for ingert

of permanent pacemakers. Cardiac surgery unitytren average stay of 2.6 days for insertion of a
pacemaker.

An average of 4.5 staff are present in the opagathom of a cardiac surgery unit when a pacemaker i
being inserted. Staff include 1 surgeon, 0.7 temis, surgical assistants or surgical technicians,
anaesthetist, anaesthetic assistant or anaedihgtitician, and 1.7 nurses or nurse assistants.
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The average length of stay for electrophysiologygists and cardiac mapping is 5.6 days. For 19% of
these admissions, cardiac surgery or an intervealticardiology procedure is also performed; average
stay for the remainder is 4.3 days. For implaatatof a defibrillator the average stay is 19.1 days

Average stays are 6.9 days for insertion of tempooa permanent pacemakers, and 4.5 days for
radiofrequency catheter ablation. Some centres oodertake pacemaker and electrophysiology
procedures (including catheter ablation) as dag pascedures.

STAFF REQUIREMENTS

An electrophysiologist is a trained cardiologist ttwispecialised expertise and training in
electrophysiology techniques. A cardiology deparitmproviding electrophysiology services requires
at least one and preferably two fully trained efgghysiologists. For pacemaker implantation, ugual
performed in the cardiac catheterisation laboratdime operator should be assisted by a cardiac
technician and a nurse.

Defibrillator implantation requiring open chest gery is performed in a cardiac surgery operating
theatre. A cardiac surgeon, an electrophysiolpgistanaesthetist, and at least two nurses shauld b
present. In addition, specialised technical stedfvided by the manufacturer (usually two peopkgdh

to be present.

BED REQUIREMENTS

Average bed day requirements are 1 - 2 days fatrelghysiology studies, pacemaker insertion and
radiofrequency, 5 days for anti-tachyarrhythmia idevinsertion, and 6 - 7 days for implantable
defibrillator insertion. In some centres approxieta 50% of pacemaker insertions and 70% of
radiofrequency ablations are day cases.

EQUIPMENT REQUIREMENTS

Ideally the electrophysiology laboratory would beparate from the conventional cardiac
catheterisation but this is impractical.

Electrophysiology procedures require permanentyailted standard fluoroscopy equipment with a C-
arm, programmable stimulators for generating eletrimpulses, and dedicated computerised
equipment for recording, storing, and analysingsti delivery and electrocardiography (ECG) data.
Capacity to monitor haemodynamic data is desirdhie not usually essential. A radiofrequency
energy generator meeting electrical safety starsdarcequired for radiofrequency catheter ablation.

A defibrillator is available, together with full ddities for resuscitation, including drugs andpieatory
therapy equipment. Pulse oximetry is to be avilaEmergency equipment is available.

SUPPORTING SERVICES

Electrophysiology services in general require dn@e supporting services as interventional cardiglog
including access to emergency cardiac surgery.

CONCLUSION

Electrophysiology has specific resource requiresietitat differ from those of interventional
cardiology, including qualified electrophysiologisind specialised testing and monitoring equipment.
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REHABILITATION:
A comprehensive rehabilitation program includes:

early ambulation;

psychosocial intervention (alleviation of anxiedyxplanation, education and counselling);
health education for cardiac care consumers and rtdlatives (including advice on lifestyle
changes);

fostering of peer support from consumers who haxeegenced cardiac intervention and
rehabilitation (these should contribute to alleaatof anxiety and provide lifestyle advice);

risk factor evaluation and counselling on modificat

physical training in outpatient groups;

post-discharge follow-up and support;

vocational counselling;

long-term community based programs;

consumer-friendly information, including the availéty of such information in languages other
than English and the use of interpreters; and

regular use of quality assurance measures desfgmadhe perspective of the consumer.

A rehabilitation program not only reduces risk &ast and improves outcomes, but is also cost
effective.

The National Heart Foundation (NHF) has stated #$edondary prevention programs, including
cardiac rehabilitation, should be available to mtients who have had acute myocardial infarction,
coronary artery bypass grafts, PTCA or other caaBoular disease. The NHF has published
minimum standards for outpatient cardiac rehalitita

A cardiac rehabilitation program in a major hodpstaould be under the direction of a cardiologighw
experience in rehabilitative techniques, and beetalen by a multidisciplinary team of health care
professionals that includes registered nurses.yaig@inerapist, a dietitian, an occupational thesam
psychologist, a social worker, a program coordinaod administrative officers. The role of
coordinating, managing and evaluating many carndiaabilitation and secondary prevention programs
has been undertaken by critical care trained nurdes have the diversity of skills, knowledge and
training these programs demand. Hospital prograhmild have links with external rehabilitation
programs. Inpatient and outpatient componentsepthgrams should be integrated.

CONCLUSION:
The Pascas Health Sanctuary Clinic will be multgibnary, with one member of the team acting as a

point of reference for the patient. The servicel be made available for the regional population,
intrastate, interstate and overseas.
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PASCAS HEALTH SANCTUARY - IMPROVING THE QUALITY OF HEALTH CARE :

The development of appropriate quality managemgategjies is an essential element of any plan to
improve the quality of health care. Quality mamagat involves a continual assessment of the process
of health care delivery (at the institutional amdtbe individual level) with the results of each
assessment feeding back into the process. In,shisran on-going evaluation that seeks to imprthe
outcome of health services and to identify and @n@nt more effective treatment and/or servicee Th
primary objective of quality management activitissto improve the quality of health care, at the
general level of practice standards and at thd Evwhe individual practitioner.

Health care institutions and professions are alreatively working on improving the quality of h&al
care. Measures currently being used include:

Voluntary accreditation of health care facilitigsdugh the Australian Council on Healthcare
Standards (ACHS);

Credentialing of medical practitioners by healtheckacilities;

Incident monitoring in individual hospitals and amational level through the National Hospital
Outcomes Program;

Review of medical records for adverse events, aglhrough the Quality Assurance Royal
North Shore (QARNS) program;

The development of procedures for consumer feedlaack the development of complaints
procedures both in hospitals and externally;

Peer review both through hospitals and the maimemaf professional standards requirements
of the learned medical colleges;

Morbidity and mortality reviews;

The development of clinical practice guidelinesotlgh the National Health and Medical
Research Council (NHMRC);

The development and implementation of recertifamatior maintenance of professional
standards requirements by some of the learned alemhtieges (eg Royal Australasain College
of Physicians (RACP), Royal Australasian CollegeSoirgeons (RACS), Royal Australasian
College of Obstetricians and Gynaecologists (RACCAY the Royal Australasian College of
General Practitioners (RACGP).

The principles of quality management and risk manaant are of relevance to all health professionals.
The relevant learned colleges and/or professiossb@ations as well as health authorities have an
important role to play in the development and odization of risk management activities which are

appropriate for particular areas of practice. Medical Defence Organisations (MDOs) support the

use of risk and quality management strategies fwawe the quality of health care delivered and are
keen to work with the medical profession and thalthecare industry on further measures to improve
quality. The MDOs are already using the risk managnt strategy of loss prevention by way of

educational activities for their members. Oneh# MDOs has gone further in the development of
practice audits. All MDOs have developed a meananialyse data, stratify their risk and to perform

some trend analysis in relation to incidents.

CLINICAL PRACTICE GUIDELINES

The development of clinical practice guidelines bagn an important phenomenon in recent years.
There are now numerous guidelines issued by atyasfebodies, with the nature of these guidelines
ranging from consensus statements through to estdbased guidelines for clinic practice. In
Australia, the National Health and Medical Resedduncil (NHMRC) has published guidelines for
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the development of clinical practice guidelinesneQof the "guiding principles" articulated in these
Guidelinesis that "clinical practice guidelines should besdéxd on the best available evidence".
Evidence-based guidelines on the management of berhst cancer have already been published by
the NHMRC.

Evidence-based clinical practice guidelines cary @la important role in improving the quality of
health care by improving the knowledge of mediaacpitioners about "best practice" in particular
clinical fields. Appropriate implementation proceds are also a necessary part of guidelines'
development: "it is important to employ strategrdsich will ensure that clinicians are aware of the
guidelines and that they are incorporated intaadinpractice.”

The MDOs support the development of evidence-badiical practice guidelines provided their
primary purpose is seen as educative. Improvemephatient care must be the primary motivating
factor for the development of clinical guidelineBurthermore, guidelines must be seen aasasfor
medical care and not farmula. As one commentator noted: "guidelines should $eduo inform
medical decision making, not to enforce medicalisiens.” Guidelines must not be utilised in a way
that undermines the application of clinical judgaime

DATABASE OF DEIDENTIFIED INFORMATION

At present there is no system of integrated indideroutcome data or quality health care management
throughout the health care industry. A databaselesfdentified incidents, patient complaints and
outcome reviews are essential for risk identifimatand trend analysis and therefore could provide
valuable information about the areas to which pnéatéve strategies should be targeted:

"It is important to use every occasion on which etning goes wrong as an opportunity to
refine the system. The systematic classificatioa study of incidents, complaints, morbidity,
mortality, adverse events which are identified tigilo medical record review, and cases in
which litigation is threatened or commenced, exgluése opportunities to the full.”

It is essential that any database covers all hgattfessionals and not jest medical practitioners.

However, incident monitoring is only one means ofmfifying risks and measuring quality. In
addition to information about incidents and commtisi utilisation assessment of various health care
services, positive indicator reviews and outconugliss must also be available as part of the dagabas
Information on utilisation rates will enable inteted parties to plot the trends over time and to
determine, for example, whether the growth in caimp$ or incidents in a particular service is meli
with the growth in the use of the service. Moreparantly, best practice enhancements may be
quickly identified and adopted throughout the mabindustry.
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MEDICAL & HEALTH SERVICES FIELDS

Various medical funds recognise a wide range ofica¢dervices and rebate fees for the likes of:

General Dental Medibank Private
Special Dental - dentures, crowns, bridges
Periodontic
Orthodontic
Optical
Chiropractic
Osteopathy
Physiotherapy
Chiropody
Podiatry
Clinical Psychology
Dietetics
Eye Therapy
Hearing Aid
Occupational Therapy
Speech Therapy
Approved external prostheses and appliances
Pharmaceutical prescriptions
Natural Therapy NIB
Naturopathy
Herbalism
Homoeopathy
Iridology
Nutrition
Orthopaedic Shoes
Orthotic Appliance
Acupuncture
Chiropractic & Osteopath X-rays
Orthoptic Therapy
Home Nursing
Midwifery Services MBF covers the above list

NIB contribute $30 for over-night accommodation fam patients being accommodation expenses for
a spouse / parent to accompany a patient who iis-patient of a recognised public or private haapit
Similarly, patient accommodation (other than ingitad) when receiving treatment at a hospital more
than 100 kms from a patient's home. National Mutealth contribute $40 per night (max $150 per
person).
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NURSING CARE STANDARDS:

Miss Isobel (Pixie) Annat, MBE, OAM, Dip N Admin,NR FAIM, consultant registered nurse, will
carry out the function as provisional Director afifsing for the purpose of establishing the protecol
and standards to be initiated by Pascas Healtht&amycfor the Nursing Division. Miss Annat was
Director of Nursing and later Chief Executive Odficfor a total of 27 years at St Andrews War
Memorial Hospital at Spring Hill and was a surveyor the Australian Council on Healthcare
Standards for 18 years.

Assisting with this establishment phase is Profleggsme McMurray who is responsible for nursing
education at the Griffith University Nurse traigiprotocols adopted by Pascas Health Sanctuarly wil
be those endorsed by Griffith University which aceredited by the Queensland Nursing Council as it
is proposed that Griffith University will establigim-site training at Southern Cross.

Essential structures that will enable and suppbinical nursing practice encompass the following
standards developed by the National Australian INgr€ouncil and endorsed by the ANF:

PHILOSOPHY AND OBJECTIVES Standard 1
The Nursing Division has a statement of philosophg objectives that is used as a guide to planning,
implementing, and evaluating all aspects of theshhgy Division.

ORGANISATION AND ADMINISTRATION Standard 2
The Nursing Division is structured and administei@dchieve the stated Nursing Division objectives.

STAFFING AND DIRECTION Standard 3
The Nursing Division is directed by a registeredseuand is staffed by qualified nurses and support
staff to enable achievement of the objectives efivision.

NURSING CARE Standard 4
Effective and holistic nursing care is provided.

POLICIES AND PROTOCOLS Standard 5
There are policies and protocols which reflect entiknowledge and principles of nursing practicé an
are consistent with the requirements of statutati@rities and the objectives of the Nursing Dietsi

STAFF DEVELOPMENT Standard 6
There is a staff development program for all niggdersonnel to facilitate and encourage continuing
development of each individual as a professionattgioner.

QUALITY ASSURANCE Standard 7
The Nursing Division assures the provision of higlality nursing service by its conduct of a nursing
guality assurance program as part of a hospitaé wrdgram.
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POSITION DESCRIPTIONS:

The following position descriptions, that are paed as examples, will be further developed in
accordance with best practice and in compliancé Wie standards as set down by the Australian
Council on Healthcare Standards.

Each appointment will be in compliance with the @udand Health Care standards and appointees
will be sought being only those having achievedioations at acknowledged institutions.

Job Descriptions that follow:

A. Director of Nursing Services DON

B. Deputy Director of Nursing DDON

C. Nursing Unit Manager NUM

D. Nursing Unit Manager L3 ICU NUM - ICU
E. Registered General Nurse RN

F. Enrolled Nurse EN
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PROFESSIONAL MEDICAL TEAMS - OVERVIEW :

Briefing notes by Dr Daniel T O'Connor who will aa$ liaison officer and be instrumental in the
establishment of the medial advisory committee G@bast) which will consist of 12 to 22 members:

The team concept as per these headings for the$&alth Sanctuary Hospital & Clinics goes like
this:

NEUROSURGERY:

A neurosurgical team includes neurosurgeons cagdlglealing with intracranial, spinal and peripHera
neurological disorders. They are supported by omwsicians for diagnostic work as well as
radiologists and various therapists who are inwblyp®st-operatively. A neurosurgical team also
requires that there be nursing staff with expeitisthe management of neurosurgical cases.

EARS, NOSE & THROAT - ENT:

In addition to orthodox ENT surgeons there is adniee an endoscopic sinus surgeon, laser surgeon,
head and neck surgeon, along with support and Bpgathologists, speech therapists, radiologists,
etcetera.

UROLOGY:

Surgeons and urologists co-operate most frequentiyne discipline of urology. A urologist with
paediatric experience or a paediatric surgeon withiogical experience is also essential as well as
support physiotherapists etcetera.

ORTHOPAEDIC:

General orthopaedic surgeons would be needed phisroscopy experts, hand surgeons,
microsurgeons, trauma surgeons. Physiotherapyoshdpaedic surgery can't survive without each
other.

TRAUMA SURGERY:

Trauma surgery is a special consideration as thepitid will have a busy accident and emergency
department so there needs to be readily availaldeergl surgeon with trauma experience;
orthopaedists, neurosurgeons, etc, twenty-fourshauwtay to back up the Accident and Emergency (A
& E) department and with the ability to call in ethsurgical disciplines as required for example,
ophthalmic, plastic, etcetera.

GYNAECOLOGY:

Gynaecological surgery is now split into generahagcology, cancer surgery, endoscopic surgery,
colposcopic and laser surgery. Either way, thepiaswill require several experts or gynaecologjist
with multiple expertise.

Gynaecological cancer surgery on the Gold Coagtrazvided by Professor Neville Hacker from
Sydney who visits John Flynn Hospital once a ma#hing patients one day, operating the next and
doing one days post-operative visits before retgnio Sydney. Professor Alex Crandon from
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Brisbane's Gynaecology Oncology Unit at the RoyalnVén's Hospital attends monthly also providing
a two weekly service together with Professor Hacker

There are now two new young excellent gynaecolbgi@acer surgeons in Brisbane (Dr Perrin and Dr
Nicklin) who may be prepared to provide a similarvice on a weekly basis to Pascas Health
Sanctuary Cross Hospital.

IN-VITRO FERTILISATION - IVF:

There is no mention of IVF in the projected worleas and this may well be of consideration for
Pascas Health Sanctuary. There is an IVF unitosjudohn Handy, Ted Korman and Paul Larkin at
Allamanda Hospital and it is an off-shoot of the Mash unit in Melbourne. For IVF there is need in
addition to endoscopic surgical expertise, a deeicémboratory support team for efficient functias
well as support counsellors, etcetera.

Radiology / ultrasound are an integral part of gggmdogical services these days.

GENERAL SURGERY:

General surgeons have split their expertise sathsx now colorectal surgeons, breast and endocrine
surgeons, vascular surgeons, endoscopic surgeodss@ on. Their teams include radiology /

ultrasound, alimentary tract endoscopists, endologists, pathologists, physiotherapists, etcetera.

Paediatric surgery is a highly specialised arexlwkncompasses endoscopic surgery as well ascplasti
surgery and requires special theatre facilities @ogt-operative care teams.

OPHTHALMIC SURGERY:

Eye surgeons now specialise in the anterior antepos chamber of the eye, plastic and reparative /
corrective surgery, laser surgery, lens extracdod implants, and work on a mix of day case and
inpatient care. They require orthoptists and &diophthalmic nursing staff as part of their team.
DENTAL and FACIOMAXILLARY SURGEONS:

They work in the same area and need radiologieshgiogy and physiotherapy support.

PLASTIC and RECONSTRUCTIVE SURGERY:

Plastic and reconstructive surgeons include micgisal repair teams, reconstructive surgery andlhea
and neck surgeons who again require radiology,gbadly, physiotherapy and special nursing care
staff.

CARDIO THORACIC:

Cardiac by-pass surgeons need the assistance diblogists, radiologists, perfusionists as well as
physiotherapists and highly skilled intensive qaumesing personnel.
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This list is not exhaustive but aims to provideidea of the teams that are required for the various
surgical units that Pascas Health Sanctuary Hdspitlh establish from within the Gold Coast,
Brisbane and elsewhere during the constructiorfitmat period.

You will note that there are particular supportcgpines common to all surgical teams - for example
radiology, anaesthetics, physiotherapy and nursang.

For many of the surgical disciplines specialisedsimg skills are required - for example, ophthalmic
orthopaedic, paediatric and so forth.

ONCOLOGY - CANCER:

When looking at the relevant cancer treating tegnusadd to the basic unit specialist radiotherapst
well as radiologists and these are two separatesawé expertise with the frame work of radiology,
chemotherapy specialists and pathologists, cowrselind support staff and the usual management
goes like this:

A patient is diagnosed with a malignancy. Pathiclzigconfirmation is obtained and the relative
oncology unit usually considers the individual immomittee and allocates a therapeutic management
protocol for the ongoing care of the patient. Bus purpose special specific discipline oncology
clinics are held where follow-up is also maintairedter initial treatment. These clinics are uspall
held on a once a week basis and there would b&endance, for instance say for gynaecology, the
patients gynaecological cancer surgeon, radiotisraghemotherapy specialist, support nursing staff
or counsellor and pathologist.

These special discipline teams usually meet oneklydasis where they see new cases and follow-up
cases and of course function all year round.

One reason why it is important to make sure thete/o of every type of surgical specialist on ttedfs

is that there is always people away on leave aoatses and so forth, and if there is only oneqgrers
then everything grinds to a holt during their alsggenwvhereas if with at least two then these clinic
services go on irrespective.

CARDIOLOGY:

Similarly with heart disease patients, the diaghasvolves triage by clinical history and examioati
stress test, angiography and perhaps nuclear mediand then a committee of the cardiology clinic
may allocate individuals to different therapeutiograms - for example, angioplasty or CABG surgery
or palliation only, etcetera.

Within the cardiology clinic there will thereforeeed to be cardiologists, interventional cardioltsgis
radiologists, cardiac surgeons, as well as anaestthewith specialised skills and perfusionists,
physiotherapists, dieticians, psychologists, eteete
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RADIOTHERAPY UNIT:

A steering committee consisting of Radiation, Haogy, Medical and Nurse Oncologists will
proceed to establish guidelines, working rules saféty procedures. Support can be drawn from the
likes of Malcolm Millar of the Peter McCallum Ingite, Dr David Paix, consultant medical physicist
from Adelaide, Dr Bernie Mason and Dr Liz Kenny Wesley Cancer Care Centre and Dr Roger
Allison of Queensland Radium Institute.

There will be a need for two of everyone coveriadiation oncology, medical oncology, radiographers
covering planning and treatment, nursing staff theg oncology trained in therapeutic radiation,

physicists, x-ray engineers and pharmacist — pheyrtmbe equipped with laminar flow unit. Patient

care has two groups, a day care unit to accommddaie a quiet area with observation and the other
being a cluster of wards for the more serious casesdiotherapy director is to be appointed.

DIRECTOR of MEDICAL SERVICES:

Each clinical service will have its own director eyhin turn, are to be supported by a Director of
Medical Services as appointed by Pascas Healtht\&amc
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The PERFECT BLOOD TEST



