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President’s Report
Dr Magdalena Simonis

The year 2013 has arrived and as the new president of the Victorian Medical Women’s Society (VMWS), I  am honoured to have 
this opportunity and am delighted to be  working towards our goals with the new, vibrant team. We are  committed to the  mission 
of promoting better health outcomes for women and children, supporting our female medical colleagues throughout their 
journeys, whilst networking and having fun. It's going to  be a time of increased collaboration with sister organisations as many of 
us share similar views and care for the same causes.  

We closed off 2012 with a successful AGM where glancing across the room, I observed medical women both local and 
interstate, at all stages of their professional lives mingling and exchanging stories over dinner. We were happy to share  the 
evening with our AFMW team, who also had their AGM in Melbourne. We celebrated the 125 years of the Women in Medicine by 
the cutting of the cake by Dr Nancy Nicholas and listened to a moving address delivered by Dr. Merrilyn Murnane, A.M. 
regarding Constance Stone our founder member, her sister and their colleagues who paved the way for other women in 
medicine.

The honoured Constance Stone award was received by Dr. Kathleen Hayes. Dr. Hayes talked about her research on the 
Cytomegalovirus around the  time when it was considered the  'Cinderella' of the viruses. Listening to  the  story of CMV unfold 
through Dr. Hayes' research, brought to mind the fact that sometimes, we can work quietly, diligently on an informed hunch or 
just purely out of a sense of curiosity, but persistence and effort can return surprisingly rich outcomes. It's called 'sticking with it', 
whilst keeping an open mind.

Congratulations to our current secretary, Dr. Linny Kimly Phuong, who was short listed for the Young Australian of the  Year 
Award for her work on the Waterwell Project which she has founded and chairs. 

Congratulations also to  one  of our former presidents, Associate Professor Jan Coles for securing a Federal grant  to further the 
work, kicked off by the Happy Healthy Women (HHW)  project here at VMWS by VMWS, in the area of improved education for 
all health professionals to assist in dealing with victims of sexual abuse. We at VMWS,   come up with some excellent 
recommendations it seems around our committee  meeting dinners, which we host at the  Lyceum Club, that merit deeper 
research and expansion. Long may this continue.  

March 2013 brings with it International Women's Day and this year, the United Nations summit on the status of women in New 
York, is focussing on the eradication of violence against women and children. I  will be attending along with Dr. Raie  Goodwach, 
who will be delivering a paper on the HHW project. It is important to state that these opportunities exist for all members of 
VMWS.

Our MWIA conference is at hand already and on July 31st it will be hosted in Seoul. A large contingency from VMWS and AFMW 
will be attending. I  encourage medical women to attend this conference. It's an opportunity to learn, to meet new wonderful 
medical women from around the globe and to experience the kindred-ship that exists when medical women get together. 
Interestingly, effective collaboration often evolves from social mingling at such events. It's going to be a great year for such 
opportunities both here with VMWS and abroad. 

http://www.afmw.org/vic
http://www.afmw.org/vic
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Welcome to our newest committee members

Join us in welcoming our newest and brightest VMWS members. With their varied experiences so far we 
are very excited to see what they will bring to the group.

Dr Sarah Lonie
Social Secretary

Sarah Lonie is an intern at St Vincent's hospital and is joining the VMWS committee this 

year as one of the social secretaries. After attending events last year as a student at the 

University of Melbourne, she is excited to join the committee to help  hold events to cater 

for members' interests and raise awareness about important issues. She has a broad 

range of interests including travel, running and learning foreign languages. In the future 

she hopes to combine work in Australia and the developing world.

_____________________________________________________________________________________________

 Miriam Yassa 
Student Representative

Miriam is a final year medical student at Deakin University in Geelong. After completing 

her pharmacy degree at Monash University, Miriam worked and travelled extensively 

before making the move to Geelong. Upon starting clinical training, Miriam has 

developed interests in General Practice and Women’s Health. Miriam has enjoyed 

contributing to various health initiatives, particularly the launch of Hamlin Fistula 

Ethiopia (Australia) foundation to raise funds for obstetric fistula patients in Ethiopia. In 

her spare time, Miriam loves running, cooking, and planning her next overseas 

adventure! She is looking forward to contributing to and learning about issues facing 

women in medicine and other opportunities that VMWS will bring.

_____________________________________________________________________________________________

_

Eden Cooper

Student Representative

Eden is a postgraduate medical  student from the University of Melbourne undertaking my 
final year in 2013. Prior to commencing my MBBS degree she completed a Bachelor of 
Physiotherapy and became a mother. Being committed to both parental responsibilities as 
well as the requirements of studying medicine and becoming a doctor, she turned to VMWS 
in 2012 as part of her quest to find tools to assist in achieving ‘work-life balance’.  She has 
already met many inspiring women associated with the VMWS and looks forward to 
networking with many more.  She hopes that as a student committee member she can 
provide a liaison role between the VMWS and the student body, which would help address 
some of the challenges female medical students face.

for more information go to www.whiteribbon.org.au
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Sarah Grigg
Student Representative

Sarah is currently in her final year of medicine at 

University of Melbourne and is looking forward to the 

year ahead in her role as Student Representative. 

Having moved from interstate, she is a strong advocate 

for networking and inter-professional relationships 

particularly amongst female health professionals. She 

has a particular interest in surgery and has spent some 

time volunteering in the Pacific Islands and is very keen 

to return with more time and more skills. Sarah is 

excited to begin her internship  next year and having 

grown up  in the country would like to complete some of 

her training in a rural or remote area. Outside of 

medicine, Sarah enjoys cooking, bike riding, scuba 

diving and spending time with family and friends. 

Ms Caitlin Dallas 
Student Representative 

Caitlin is currently in her third year at the University of 

Notre Dame, and cannot wait to commence her final 

year of medicine in 2013. Originally from Queensland, 

Caitlin completed her undergraduate degree in 

Psychology at UQ before moving to Sydney, and most 

recently Melbourne. She is very passionate about 

women’s healthcare, and is looking forward to gaining 

experience in women’s healthcare in developing and 

remote locations, at her two upcoming electives in O&G 

in the Northern Territory and Philippines. Caitlin is very 

excited to start her role with VMWS and hopes to 

contribute much to the society while also learning a lot 

from the women around her.



The Constance Stone Oration 

125th  Annual General Meeting 

Victorian Medical Women’s Society 

17 November, 2012

At the 2012 AGM we were very privileged to have one of  our 

Senior Members, Dr Kathleen Hayes MBBS, DCH, FRCPA, 

deliver the Constance Stone Oration. 

Her course into medicine was not direct  but via working as a 

laboratory technician and doing matriculation at night classes. 

After several clinical years, her pre-medical experience in 

virology influenced her later choice of work in this field, both 

diagnostic and research which contributed to the 

epidemiology, recognition and elucidation of the complex 

nature of prenatal cytomegalovirus (CMV) infection. Other 

areas of interest included rubella, herpes simplex virus and 

toxoplasmosis  with particular reference to the foetus,  the 

newborn and the immunocompromised host. Having officially 

retired in 2004 she still maintains an honorary role when 

interpretation of laboratory results  of  these infections is 

difficult. 

We were honoured to have heard and now read her 

interesting and inspiring oration.

Dr Magdalena Simonis

Dr Kathleen Hayes 
AMusA MBBS DCH FRCPA Honorary Medical 
Virologist

FOCUS  ON  VIRUSES

POLIOMYELITIS

“My first serious introduction to viruses was as a child 

observer of polio during the epidemic of 1937. Schools were 

closed, schoolwork was sent to be done at home, and 

affected children were seen in extended prams in the street. 

Almost 1300 pts were admitted to Fairfield Hospital during a 

period of 12 months. Many needed respiratory assistance in 

an “iron lung”.  During the height of the epidemic, the 

hospital’s 30 respirators were being used by up to 47 patients 

on a “timeshare” basis. 

    

For many years, Dame Jean Macnamara, had been at the 

forefront of  polio management. She had graduated with Sir 

Frank Macfarlane Burnet in 1922, and worked with him on 

polio viruses at the Walter & Eliza Hall Institute  (WEHI).  She 

maintained laboratory and clinical interest in polio for many 

years, and practised her own theories of  conservative 

rehabilitation. Four other eminent medical women who also 

graduated in 1922 were Dame Kate Campbell, Jean 

Littlejohn, CBE,  Lucy Bryce, CBE  and  Kate Mackay, OBE. 

   

MYXOMATOSIS
MURRAY VALLEY ENCEPALITIS 
POLIO VACCINE     

I would like to address a historical relatedness  between Jean 

Macnamara and these three entities  chosen from my time as 

laboratory assistant in a small Virus Research Unit  at 

Fairfield Hospital in the early 1950’s. The Unit was set up and 

directed from WEHI by Burnet.  

Jean Macnamara had been a main figure in promoting the 

idea of introducing a lethal strain of myxoma virus (a 

poxvirus) into the prolific wild European rabbit  population 

which was devastating country areas. Several trials were 

unsuccessful in achieving vector spread of the virus, and she 

suggested that  trials be undertaken in the Murray Valley 

region.   In the summer of 1950-51 virus escaped from one of 

four trial sites, and spread throughout the Murray-Darling 

Basin, killing millions of rabbits.

At about the same time, there was an outbreak of 

encephalitis in the Murray Valley area. The laboratory’s  

visiting medical officer from WEHI, Stewart Gray Anderson 

was sent to participate in the epidemiological investigations. 

Murray Valley encephalitis virus (MVEV), a flavivirus, was 

isolated for the first time.  Thus, it  was established that the 

human encephalitis  was caused by MVEV. However, in the 

public mind myxomatosis  and human encephalitis  were 

definitely linked.  Famously, Burnet,  Frank Fenner and Ian 

Clunies-Ross allayed public fears by inoculating themselves 

with myxoma virus,  a poxvirus. Fenner was an expert in this 

field,  and subsequently became a main figure in global 

eradication of smallpox by 1980.

Also, in the early  1950’s, Salk polio vaccine became  

available in the United States. The laboratory’s one scientist, 

John White was sent there, and returned to work on the 

vaccine at CSL. 

SUBACUTE  SCLEROSING  PANENCEPHALITIS  
(SSPE)

Another memorable sequence of events relates to SSPE.  In 

1961, as a resident medical officer at Royal Children’s 

Hospital,  Melbourne, I  had seen a Dutch boy under the care 

of Dr Peter Ebeling, a visiting neurologist  who made a clinical 

diagnosis  of this rare, progressive, degenerative disease of 

then unknown cause. (Ebeling’s obituary published today 

emphasised his high degree of clinical acumen). 

Later in the early 1960’s, as a Research Fellow in Virology at 

Great Ormond Street (GOS) Hospital for Sick Children, 

London, I was involved in a study of childhood encephalitis.

Cases of  SSPE were remarkable for having exceptionally 

high titres of antibodies to measles virus,  so much so that 

results were confirmed several times.

Subsequently, it was discovered that following measles 

infection,  defective mutant forms of virus can establish 

persistent  infection in the brain, and cause SSPE several 

years later. The incidence of SSPE has declined significantly 

following measles immunisation. However, children with HIV/

AIDS  have an increased susceptibility to SSPE.

CYTOMEGALOVIRUS  (CMV)

In 1967, after focusing on prenatal rubella, and with imminent 

advent  of rubella vaccine, it seemed that  prenatal CMV would 

be the next challenge in this field.  Prenatal CMV  is the most 

common viral cause of congenital abnormalities in developed 

countries.  Estimation of  the burden of prenatal CMV in 

Australia indicates that for a birth rate of 285,000 annually, 
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approximately  1,800 infants would be born with infection, of 

whom at least 400 would have disabilities at birth or later. 

The main sequelae are brain damage and sensorineural 

hearing loss (SNHL). Foetal and neonatal deaths, and visual 

defects  also occur.   A 10 years’ report by the Australian 

Paediatric Surveillance Unit  (APSU) was published in MJA 

2011; 194: 625-629.

Primary maternal infection in the first half  of pregnancy 

carries the greatest risk of foetal damage.  Transmission to 

the foetus occurs in 30-40%, of whom 10% are  symptomatic 

at birth. Most of these symptomatic infants will have 

sequelae.    Of the 90% asymptomatic at birth, 10% or more 

will develop sequelae, particularly SNHL.  

In contrast, non-primary maternal infection generally carries 

a much lower risk of foetal infection, followed by a lower risk 

of abnormalities which tend to be less severe than those 

following primary maternal infection.  

Because of  the numbers of seropositive women, non-primary 

maternal infections account for more prenatal infections than 

do primary maternal infections in most populations.

CMV is a very common human infection acquired from 

prenatal to adult life. It is usually subclinical, even in the 

foetus following primary maternal infection.  It is transmitted 

by direct human contact such as  kissing, sexual contact, 

blood transfusion, bone marrow and solid organ transplants. 

Breast  milk is a common source of benign early postnatal 

infection.    Not all infants breastfed by their mothers with 

infectious milk become infected. CMV is by nature a chronic 

infection,  especially in the young. It  becomes latent and may 

reactivate. Reinfection also occurs.

The relatively complex features of   CMV compared to those 

of rubella require large and long term prospective studies to 

obtain true perspective.  Current issues include :

Maternal  antenatal  screening  for CMV IgG antibodies

Does not have universal agreement, but  is indicated in 

selected circumstances.

Diagnostic  tests  for CMV infection

These include sensitive molecular technology to detect viral 

DNA. Serologic markers of recent primary infection such as 

IgM antibodies and low IgG antibody avidity can be useful. 

However, they often lack definitive interpretation for several 

reasons.  

Screening  newborn  infants  for CMV

No universal practice. Testing urine for CMV before 3 weeks 

of age is the test of choice to confirm prenatal infection. 

Testing dried blood spots, eg. Guthrie cards, is a potential 

practical method for large scale screening. 

Selected screening of  deaf   infants

Because prenatal CMV is a significant cause of SNHL, 

testing for CMV  in dried blood spots can be useful in making 

a retrospective diagnosis of prenatal infection.

Prenatal  diagnosis   of foetal infection 

Can be considered following proven or doubtful primary 

maternal infection. Testing amniotic for viral DNA  is the test 

of choice. Optimal results  are obtained if amniocentesis is 

performed at or after 21 weeks, and at least 6-9 weeks after 

estimated onset of maternal infection. It  should be noted that 

placental infection is not always followed by foetal infection.   

Antenatal  intervention  to prevent  or treat  foetal 

infection following primary maternal infection 

Experimental use of  maternal intravenous CMV 

hyperimmune globulin (HIG) and/or antiviral drugs. These 

issues have been addressed by a group of  Australian 

doctors in a report of  The  Cochrane Collaboration,  2011. 

Published by John Wiley & Sons Ltd. Role of specialised 

obstetricians, infectious disease physicians and tertiary 

hospitals. 

    

Influence  of duration after primary infection on the risk 

of prenatal infection in a subsequent pregnancy 

Evidence that conception especially within 2 years of primary 

infection,  and young maternal age increases the risk of 

prenatal infection. However, further data are required to 

define the risk in different populations for incidence of 

prenatal infection and of  abnormalities.

Active immunisation 

No licensed vaccine  

An algorithmic guide to  “Management of Perinatal 

Infections”   is freely available on the Australian Society of 

Infectious Diseases’  website. http://www.asid.net.au/

VIRUSES  AND  VACCINES

During the last six decades, many viruses have been 

identified, and progress in technology and diagnostic 

methods has been remarkable.

Viruses identified include rubella, CMV,  human serum 

parvovirus B 19,  rotavirus,  human immunodeficiency virus  

(HIV),  all the hepatitis viruses and the so-called emerging 

infections such as human acquisition of avian and swine 

influenza, severe acute respiratory syndrome  (SARS)  

corona virus, Australian bat lyssa virus and  Hendra virus.

Additionally, hepatitis B and human papilloma viruses have 

been established as causes of cancer, which can be 

prevented by licensed vaccines.

All routine childhood viral vaccines have been introduced 

during this period.   Production of  herpes zoster or “shingles 

vaccine”  for older people represents perhaps “icing on the 

cake”   of a basic chickenpox vaccine. These two live 

vaccines are not interchangeable, with shingles vaccine 

containing much higher viral content than chickenpox 

vaccine. 

Most recently, Hendra virus vaccine has been produced by 

CSIRO’s laboratory in Geelong. It is proposed that all horses 

be immunised on the assumption that human immunisation 

is unnecessary, the evidence being that  humans acquire this 

potentially lethal infection only from horses. 

There seems no doubt that a continuing focus on viruses is 

justified.”
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Sunsets, Sand and Surgery 

Santo, Vanuatu 
Sarag Grigg

Espiritu Santo, or Santo as it is locally known, is 
the largest island in Vanuatu boasting world-
class scuba diving, beaches of pink sand, clear 
water and impressive blowholes, which scatter 
the island. In June 2012 however I journeyed of 
the beaten track to Santo’s local hospital for a 
week of surgical volunteering. 

Each year a division of the Royal Australian 
College of Surgeons, the Pacific Islands Project 
(PIP) serves to deliver specialist healthcare and 
training to communities of need in the Pacific 
region. As a volunteer medical student I 
accompanied a team of two otolaryngologists, 
one anaesthetist, three theatre nurses, one 
audiologist, one speech pathologist and a fair 
amount of oversized, overweight luggage and 
equipment. On this visit, the intention was to 

see outpatients, as referred from Santo and 
surrounding islands and to conduct hearing 
assessments on most school-aged children. For 
those who needed surgery, we hoped to operate 
on as many as possible in the short time frame.

Arriving late in Port Vila, Vanuatu’s capital city, 
missing half of our much-needed medical 
equipment and a few hours of sleep we were 
bundled into what some may consider a “van” to 
rest our heads for what seemed like minutes 

before our early departure to Santo the next 

morning. Half of the team had travelled two 
days earlier and having already seen countless 
outpatients, had a full day of theatre scheduled. 
Operating on a Sunday in a developed country is 
diicult much less a developing country 
however with the help of enthusiastic Ni 
Vanuatu (Indigenous Vanuatu people) nurses, 
the first of many grommet insertions and tonsil 
and adenoid removals began. 

It was on ward rounds the first morning that I 
was able to appreciate the diferences between 
Australian medicine and what I was confronted 
with. It was not uncommon for up to fifteen 

family members to crowd into one cubicle to 
hear discharge orders, or for ten children to 
use the same blankets and sleep in the 
same bed. In theatre, the operating rooms 
opened up to a cow paddock and often we 
had flies and insects assisting us. 
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It was also a challenge using outdated and 
limited equipment and supplies; by day three 
we had run out of surgical tape and size small 
gloves. On this visit, a surgical microscope was 
being gifted to the hospital so that similar work 
could continue after we had left. Unfortunately 
the airline had misplaced the base and a 
replacement had to be fashioned using 
containers of lead, wooden posts and rope. I 
was unaccustomed to such creativity in theatre 

and never knew that sterile gloves had so many 
uses. 

In the end, it was such a brief week spent in 
Santo, Vanuatu but one that I will never forget. I 
hope to return soon with more time and more 
skills so I can give back as much as I gained 
from this experience.

ARTICLE: Teaching 

empathy to men could 

save lives

A DISTRAUGHT, depressed young man requested 

an urgent consultation with me after his estranged 

wife refused to return home despite his repeated 

request for forgiveness.

She was a victim of humiliating behaviour, derision 

and criticism that culminated in him hitting her. So 

she left him. Then, he could not cope with the 

separation. He had not realised how emotionally 

dependent he was on his wife.

She made him apologise to her and ask for 

forgiveness. He was desperate for her to come back 

home so he did as he was asked. His ego was hurt. 

He felt he had had to stoop  so low as to ask for 

forgiveness of his wife, and he complained she was 

not appreciative of his magnanimous gesture. After 

all, he said, this means she has equal power now - 

something that made him feel uncomfortable. He felt 

she was in control now because she had the upper 

hand.

He was unable to see the impact of bullying on her. 

He was unable to recognise her emotional pain, 

depression, sadness, humiliation, her lack of 

authority, status, or power in the house. He lacked 

empathy.

So, are men less empathetic than women? Some 

research measuring levels of empathy shows that to 

be the case.

Studies also show gender differences in empathy 

levels may be the result of motivational differences. 

In other words, there may not be an incentive for 

some men to learn empathy unless there is 

something serious at stake, such as the example of 

the young man cited above.

So how do we create motivation to bring about 

empathy in the perpetrator for the victim of domestic 

violence? Role reversal is one technique that can be 

used with good effect. Another is by using 

community participatory theatre or modified forum 

theatre. Role reversal is play acting by switching 

roles with the relevant person present or absent. It is 

regularly employed in therapy.

Community participatory theatre arouses empathy in 

an interactive audience. The audience is asked to 

interpret scenes of domestic violence played on the 

stage. Audience members then try to put themselves 

in the shoes of the victim by taking turns to talk 

about the impact of disrespect, humiliation, 

oppression, abuse, enforced social isolation, 

financial control and physical violence on the victim. 

In this way the audience brings to the surface 

underlying beliefs and practices, and cultural 

traditions that often prevent attitude change.

Community participatory theatre also gives us an 

insight into traditions that confer resilience on the 

community and can be used to strengthen positive 

cultural practices. This method has been used to 

gain cultural insights into the Indian community in 

Melbourne.

The distraught young man above underwent regular 

individual therapy sessions incorporating play acting 

and role reversal in the consulting room. This 

enhanced his ability to empathise. His wife/victim 

also received individual therapy sessions comprising 

validation, confidence building and encouraging 

feelings of empowerment. Both the victim and 

perpetrator were suffering depression and needed 

additional therapy for depression. This helped make 

them feel hopeful. The result 10 weeks later was a 

happy reunion.

This case highlights the complex issues in domestic 

violence and shows there is hope using appropriate 

and innovative culture change techniques, such as 

those incorporating theatre-based methods.

Dr Manjula O'Connor is a psychiatrist and founding 

director of the Australasian Centre for Human Rights 

and Health.

http://www.smh.com.au/opinion/society-and-culture/teaching-
empathy-to-men-could-save-lives-20121122-29stp.html

__________________________________________________________________________

http://www.smh.com.au/opinion/society-and-culture/teaching-empathy-to-men-could-save-lives-20121122-29stp.html
http://www.smh.com.au/opinion/society-and-culture/teaching-empathy-to-men-could-save-lives-20121122-29stp.html
http://www.smh.com.au/opinion/society-and-culture/teaching-empathy-to-men-could-save-lives-20121122-29stp.html
http://www.smh.com.au/opinion/society-and-culture/teaching-empathy-to-men-could-save-lives-20121122-29stp.html
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E-Health in the current context given by the  National 

Electronic Health Transition Authority (NeHTA),  

basically, refers to the recording, storing updating and 

sharing of health records and health related data.  It’s 

expensive to set up  no study to date indicates that this 

alters health outcomes, nor that it will reduce the cost 

of healthcare as we all age.

Upon pondering over this and gazing into the distant 

future from where I sat on a Sunday afternoon, with 

iPad, lap top  and iPhone at my disposal, I considered 

another version of E-health. At our Annual General 

Meeting in November of 2012, I presented a futuristic 

E-Health scenario, which I portrayed where the better 

health outcomes and reduced budget blowout could be 

conceivable.  In this version, the ‘E’ represents 

electronic technologies and the ‘Health’ refers to the 

practice of medicine and the delivery of health 

outcomes. 

There are three key considerations that need to be 

looked at. 

These are :-

Electronic technologies - we all have 

them and use them

Prevention of non-communicable 

diseases such as diabetes, heart 

disease, obesity and chronic obstructive 

airways disease, osteoporosis would 

result in a massive reduction in the cost 

to our health system. 

Convergence of consumer mobile 

technology and the health industry should 

be achieved. We need to collaborate with 

Apple, Google and so on. 

Here are some astonishing facts:-in 2011, 

over thirty billion mobile Apps were 

downloaded, Apple reached ten billion 

downloads in thirty months, the World 

bank on 17th July 2012 reported that 

“around three-quarters of the world’s 

inhabitants now have access to mobile 

phone”, half the smartphone users use 

their devices to get health information 

and one-fifth of smartphone owners have 

health Apps.

This is a great opportunity to harness technology 

based on trends of use and on the behaviour of the 

population, by using the same technological vehicles 

people use personally or in their homes already. 

Imagine how far reaching disease prevention and 

health improvement Apps could be if these formed part 

of the whole health picture but not just in the form of 

data input but in terms of suggestions being issued - by 

the mobile App or home entertainment  system. Health 

focused behaviour change, access to current ‘best 

advice’, using the network that is mobile, portable. 

transferrable and which already exists! This way, 

disease prevention at a core behavioural level rather 

than just disease treatment is focused on and perhaps 

achieved.

The current cost of health care in Australia is up  to 

9.1% of the GDP. The aging population is ever 

growing. The cost of healthcare and the use of 

technology by people across our community are 

increasing and the bulk of noncommunicable diseases, 

is preventable. I believe these factors should be driving 

our choice for another E-Health framework.

For registration and conference details go to http://www.womenshealth2013.org.au/

http://www.womenshealth2013.org.au/
http://www.womenshealth2013.org.au/
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