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Career overview

Geriatricians treat older 
people with often complex 
comorbid medical conditions. 

The specialty includes the medical 
management of the full range of older 
people’s illnesses, and it is this variety 
of practice that often attracts doctors  
to the specialty.

Dr Robert Prowse, president of the 
Australian and New Zealand Society 
for Geriatric Medicine, says he chose 
the specialty because of this breadth.

“I always enjoyed all the specialties 
in physician training, but I never found 
one that I liked more than another. One 
of the things about geriatric medicine 
is that it provides an opportunity to be 
quite broad in your practice”, he says.

“It’s a way of keeping general but, 
because of the contact with older 
people and their needs, there’s a lot  

of specialist knowledge which sets it 
apart from general medicine”, he adds.

Some geriatricians choose to focus 
on a particular area within geriatric 
medicine, such as rehabilitation or 
dementia, but most manage a range of 
comorbidities in older people.

Dr Prowse, who is a geriatrician at 
Royal Adelaide Hospital, says patients 
also tend to be very different from  
one another in this age group.

“As people get older, they deal with 
the effects of ageing and acquired 
illness very differently. They have 
different life experiences and social 
circumstances … that increased 
heterogeneity as we age means that 
no one presentation is the same. It’s 
very difficult to get bored in geriatric 
medicine.”

Traditionally, geriatric medicine was 
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considered to involve patients aged 65 
years and over, but Dr Prowse says the 
average age of geriatricians’ patients 
has tended to increase as older people’s 
health has improved. Now, he says, his 
typical patient would be an 82-year-old 
woman with complex comorbidities.  

“Most geriatricians are looking after 
patients in their 80s, and increasingly  
in their 90s and above”, he says.

In addition to the variety of 
presentations, geriatric medicine 
also offers a range of working 
environments, from hospital inpatient 
care to ambulatory services or 
rehabilitation clinics. 

Private sector work opportunities 
are increasing, as the fee-for-service 
environment becomes more financially 
rewarding and private hospitals 
increasingly recognise the importance 
of geriatric medicine.

Dr Prowse says there is substantial 
scope for geriatricians to change the 
mix of working options over the course 
of their career, which again keeps 
things interesting.

Part-time work is common and 
valued by most specialists in the 
field, says Dr Prowse. As such, the 
specialty is well suited to doctors who 
want to combine their professional 
responsibilities with raising a family 
and attracts a lot of female trainees. 

Dr Prowse says the specialty also 
tends to attract people with “a lot less 
ego” than some specialties. 

“When I go to conferences, there 
are always a lot of like-minded people. 
They all have views but they respect 
other people’s views as well. The 
camaraderie is very strong and that 
makes for a nice specialty.” 

Geriatricians need to be excellent 

As Australia’s population ages, demand for 
geriatricians is set to further increase
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communicators, particularly as  
the specialty involves considerable 
teamwork with other medical  
and allied health professionals. 

Dr Prowse says that, as the 
population ages, other hospital 
departments are increasingly 
relying on the skills of geriatricians. 
Opportunities for collaboration are 
increasing, for instance, between 
oncologists and geriatricians. 

Geriatricians also need great 
listening skills and, crucially, need  
to value and respect older people.

For instance, Dr Prowse relishes 
the chance to hear his older patients 
discuss the twists and turns of their 
lives. 

“I always find those life stories 
tremendously fascinating … what 
brought them to be the person they  
are now”, he says. 

Professor Len Gray, professor of 
geriatric medicine at the University of 
Queensland, says his favourite aspect 
of the specialty is its complexity. 

“Some people may see it as messy, 
but the complexity is what makes it 
interesting. Geriatricians generally like 
the complexity and the people aspects 
of the specialty.

“The challenges are complex from a 
medical perspective, but also because 
of the difficulties older people and 
their families experience. “

Professor Gray says solutions are 
often subtle and focus on a “whole 

person” approach to care. For instance, 
for a person with mobility difficulties, 
geriatricians may be involved in 
everything from stabilising their blood 
pressure to organising a walking aid or 
someone to help them at home. 

Professor Gray says the rewards of 
geriatric medicine are also often more 
subtle.

“Surgery, for instance, is a different 
style; you can fix a lot with one action. 
With geriatrics you don’t weave magic 
at any one moment, but over time you 
get a lot of rewards seeing gratified 
older people and their families”,  
he says.

Professor Gray says the specialty 
therefore suits doctors who don’t need 
immediate results to gain professional 
satisfaction. 

continued from page C1
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Training as a geriatrician

To become a specialist geriatrician, 
trainees first need to complete 
3 years of basic training through 
the Royal Australasian College of 
Physicians, followed by 3 years 
of advanced training in geriatric 
medicine. More information is 
available from the Australian and 
New Zealand Society for Geriatric 
Medicine (www.anzsgm.org). 

Sophie Mcnamara

Dr Anthony French, Advanced Trainee in 
Geriatric Medicine, Princess Alexandra 
Hospital, Brisbane.

Why did you decide to specialise in geriatric 
medicine?
I chose geriatric medicine because it offers a wide 
spectrum of practice opportunities. Geriatric medicine 
specialists are in high demand in both the public and 
private systems, giving great scope for innovation and 
career development. Geriatricians can modify and 
refine their practice to suit their interests and desired 
work–life balance. Geriatricians are also a very close-
knit professional group and a nice bunch of people, so 
collegiality was an important factor in my choice.

What do you enjoy about the training and specialty?
The care of the elderly is very rewarding and 
challenging for those not afraid of complexity and lack 
of clarity. My training is very enjoyable because there 
are so many opportunities to sample different areas 
of geriatric medicine and to explore potential practice 
preferences before committing to them. 

What do you dislike or find challenging? 
The most challenging thing is time constraints and 
deciding which areas of geriatric medicine to focus on 
and which to leave out. Career planning and strategic 
networking can also prove challenging.

What do you want to do once you’ve completed 
training? 
I plan to go into private practice as a consultant 
geriatrician with a focus on a few subspecialty areas, 
specifically orthogeriatrics, perioperative geriatrics and 
geriatric rehabilitation. I also intend to work towards 
developing private practice as a more viable and 
desirable practice model in geriatric medicine overall. 
If private practice was less daunting, more rewarding 
and more lifestyle-friendly, hopefully we could increase 
geriatrician numbers overall and improve the provision 
of aged care services.

Do you have any mentors? 
I have been lucky enough to have spent significant time 
during my basic and advanced training working with a 
number of prominent geriatricians who have provided 
formal and informal mentorship. Through membership 
of various committees of the Australian and New 
Zealand Society for Geriatric Medicine, I have met 
many inspiring geriatricians. I have also been involved 
in developing practice guidelines, government policy, 
funding models and future directions for aged care 
provision through the society. 

Have you done (or are you planning) any overseas 
work or training? 
We are lucky in Australia to have the opportunity to 
practise world-class geriatric medicine with world-
class geriatricians, so I have always felt I have more 
to gain by training here than I could hope to gain 
overseas. However, I would love the opportunity during 
my specialty practice to spend time overseas as a 
researcher and geriatrician. 

Professor Len Gray
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Medical mentor

Associate Professor Michael Woodward

reflects on his career in geriatric medicine

“When I was a physician registrar 
at the Royal Melbourne Hospital in the 
early 80s, I was working in a ward that, 
like most wards, even back then, was 
full of older people. I asked my boss, 
Professor Ian Mackay, for advice on 
choosing a specialty. Straight away he 
said, ‘geriatric medicine’. Even though he 
is a well known immunologist, I think he 
was a bit of a frustrated geriatrician.  

What I liked then and what I still 
like is that geriatric medicine involves 
treating the whole patient. You treat 
the patient’s physical symptoms as 
well as their psychological, cognitive 
and mental status, in the context of 
their social environment. It’s looking at 
whole systems of functions such as their 
mobility, their ability to look after their 
finances and their ability to eat. 

As director of aged care at Austin 
Health I have a mix of inpatient and 
ambulatory responsibilities, as well as 
running a big department. The department 
has over 100 beds, a consultative service 
and a community service for people 
in their own homes. We also have 
specialty clinics such as memory, wound 
management, continence and falls. It’s 
one of the most comprehensive, hospital-
based aged care services in Australia. I’ve 
been a consultant at the Austin since 1988.

Throughout my career, I’ve been very 
involved with professional organisations. I 
was chair of the Royal Australasian College 
of Physicians Committee for Physician 
Training for 6 years and deputy chair for 
6 years before that. This group oversaw 
training for all physician specialties 
including the assessment process, 
accreditation, supervision of training, etc. 

At any one time we had about 1000 basic 
and advanced trainees so it was a big job. 
I’m proud of my work there. 

Immunisation of older people is 
a major interest of mine. I sit on several 
global and national immunisation boards 
and recently revised the guidelines of 
the Australian and New Zealand Society 
for Geriatric Medicine for immunisation 
of older people. Older people need 
to be vaccinated against preventable 
diseases like pneumococcal disease, flu 
and shingles, but there’s not enough 
awareness about the importance of 
vaccinating this population. The kids have 
hijacked the agenda! 

I also have a particular interest in 
cognitive disorders. I’m on the board of 
Alzheimer’s Australia Victoria, and am 
involved with several other professional 
associations. I’ve done a lot of research 
into developing drugs for Alzheimer 
disease, as part of international, 
multicentre trials. I’m also proud of some 
of the clinical dementia research I’m 
doing, including trying to gain a better 
understanding of what I call the ‘frontal 
variant’ of Alzheimer disease. This 
involves people with Alzheimer who 
present early on with frontal features 
such as behavioural problems. My MD 
research degree, which I completed last 
year, focused on this topic. 

Wound management is also an 
area of interest. A key achievement of 
my presidency of the Australian Wound 
Management Association, from 2006 to 
2010, was my involvement in developing 
guidelines for treating and preventing 
chronic venous leg ulcers, and similar 
guidelines for pressure injuries.

Although it’s increasingly being 
recognised as an important area to 
resource, geriatric services are often 
housed in second-rate facilities, in what 
some regard as second-rate hospitals. I 
think that’s ageism. Some people seem 
to believe that older people don’t mind 
being in the ward that’s been abandoned 
by, say, orthopaedics. It’s often a case of, 
‘what can we do with this old, leftover 
ward? Hey, we’ll turn it into a nursing 
home’. It’s never the other way round, 
where a brand new building is filled with 
geriatric medical wards. The Austin is 
among the more enlightened hospitals 
but we are still pushing uphill nationally.

I think that ageism is changing. The 
so-called baby boomers are becoming 
old people, and they regard appropriate 
health care as a right. Also, the population 
explosion is not young babies in China, 
it’s people over age 80 in every country. If 
we don’t pay full attention to the ageing 
of society, it’s extremely likely it will be 
to our detriment. We need to fund more 
Alzheimer research, to develop drugs. We 
need to fund older persons’ vaccination. 
We need more appropriate residential 
care facilities and hospitals. We need to 
train hospital staff to deal better with 
confused older people and prevent falls 
and pressure injuries. All this has to 
happen soon or we’ll have millions of 
people with chronic wounds, including 
pressure ulcers, who are demented and 
living for years in second-rate facilities. 

Any doctor who doesn’t do geriatric 
medicine is losing an opportunity to do 
an incredibly fulfilling job. You’re never 
going to run out of work, we need more 
geriatricians and it’s more conducive to 
the achievement of work–life balance 
than some specialties. Most importantly, 
it’s very satisfying to look after the whole 
of the patient in their social context, 
rather than being a super-specialist in  
one small part of the body.”

Interview by Sophie Mcnamara 

‘‘If we don’t 
pay full 
attention to 
the ageing  
of society,  
it’s extremely 
likely it will 
be to our 
detriment

”

Associate Professor Michael Woodward is head of aged and residential care 
services at Austin Health, and a geriatrician in private practice at Donvale 
Rehabilitation Hospital. He is director of the Austin’s wound management 
clinic, editor of Wound Practice and Research and a past president of the 
Australian Wound Management Association. He is director of the memory 
clinic at the Austin and sits on numerous boards for dementia organisations.
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Road less travelled

When Australia’s Olympic 
athletes head to London 
next month, they will be 

accompanied by an entourage of doctors, 
nurses, psychologists, masseurs and 
physiotherapists.

At the medical helm will be Dr Peter 
Baquie, a sports physician usually based 
at Olympic Park Sports Medicine Centre 
in Melbourne.

Dr Baquie describes his role as 
medical director for the Australian 
Olympic Team as the link between 
the Team medical staff and the Team 
Executive. He is also supported by a 
Medical Commission of five doctors, 
plus other allied health practitioners, 
who advise the whole Team on medical 
matters.

Team medical care is provided by 
sport-nominated and sport-specific 
medical personnel, while Dr Baquie is 
part of the medical headquarters group 
that provides care to smaller sports that 
do not have their own doctors, plus to 
support staff such as administrators, 
officials and media.

London will be Dr Baquie’s second 
Olympics as medical director, and he 
says it poses fewer health and security 
challenges compared with Beijing 4  
years ago.

“For Beijing, there were concerns 
about water safety, food safety and air 
quality. Despite the uncertainty, we were 
able to prepare the team sufficiently”, 

says Dr Baquie, adding that he was 
pleased there were few problems relating 
to the conditions in China, such as  
major asthma or gastrointestinal cases.

In the lead-up to London, athletes 
will be advised on strict infection control 
to prevent the spread of bugs, plus most 
athletes have already been screened for 
any cardiovascular abnormalities. 

In London, as in Beijing, Dr Baquie 
and most other medical staff will stay in 
the athletes’ village, with other doctors 
and athletes from around the world.

“It’s pretty exciting, it’s a real buzz. It’s 
an amazing, multinational experience”, 
he says.

Dr Baquie did not begin his medical 
career in sports medicine, although he 
had always played a lot of football and 
cricket.

He was a rural general practitioner 
in Foster, in Victoria’s Gippsland region 
for 11 years, a job he really enjoyed. He 
moved back to Melbourne when his kids 
reached high school, and began working 
as a suburban GP.

“Being a GP in Melbourne was very 
different. I was a bit underwhelmed”,  
he says.

An old friend from medical school, 
Dr Peter Brukner, had established the 
Olympic Park centre, and suggested  
Dr Baquie try sports medicine.

“I took the plunge and re-skilled, 
went through the training program when 
I was 40. Trying to do physiology and 
anatomy again was a nightmare!”

However, he loved his new specialty, 
and soon began combining clinical 
consultations with sporting team work, 
initially as doctor for a junior basketball 
team.

He later worked with the Carlton 
Australian Football League (AFL) club 
for 3 years, and then spent 7 years as 
doctor for the Australian men’s hockey 
team, culminating in their gold-medal 
performance at the Athens Olympics  
in 2004.

After Athens, he decided to return to 
football, and has spent the past 8 years 
as team physician with the Hawthorn 
AFL club.

He successfully applied for the 
Olympic medical director role in 
2006 and now manages his working 
life between his Melbourne practice, 
Hawthorn team physician role and 
Olympic responsibilities.

Dr Baquie says he loves the 
“diagnostic challenge” of sports medicine, 
regardless of whether he is looking  
after an amateur or Olympic athlete.

He also enjoys the responsibility 
of making the judgement call about 
whether an athlete should keep playing.

“When is a guy safe enough to return 
to the field? What happens if you push 
physiology a little? I enjoy living on the 
edge a bit”, he says.

He enjoys the multidisciplinary 
approach, where he works with 
allied health professionals including 
psychologists and physiotherapists, as 
well as non-health staff such as coaches.

Dr Baquie also loves the  “peripheral” 
aspects of sports medicine; the 
camaraderie of working with a sporting 
team and the excitement of the Olympic 
Village.

“I’ve been incredibly lucky, going from 
being a small-time country GP, to now 
travelling the world with sports teams 
… it’s been a very fortunate and special 
journey”, he says.

Sophie Mcnamara 

Gold medal medicine

‘‘I’ve been 
incredibly 
lucky, going 
from being a 
small-time 
country GP, to 
travelling the 
world with 
sports teams

”

From rural GP to head of the Olympic medical team
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Software
The PCEHR will be viewed, at least 
initially, via a government-run web-
based “provider portal”.

This portal can be accessed from 
any computer that meets the technical 
requirements and has an internet 
connection. Authorised users will be able 
to check whether a patient has a PCEHR, 
seek permission to access a PCEHR, 
view and search a PCEHR and download 
and print clinical documents and views.

To upload patient data or documents, 
though, practitioners will need to use 
clinical software that’s compatible 

Money and practice

‘‘  If a patient 
asks who’s 
accessed 
their record, 
practices are 
obliged to 
provide them 
with a list 

”
E-health exposure

Medical defence organisation MDA National has pinpointed 
some potential legal hazards as the personally controlled 
electronic health record (PCEHR) rolls out:
Sharing data
The shared health summary could be a potential source of 
legal liability for practitioners when inaccurate and outdated 
information is uploaded by other health providers accessing it.
Patient control
The patient’s ability to set access controls and control 
their content has a number of medicolegal implications for 
practitioners. For instance, the practitioner will not know if a 
patient has prevented them from accessing certain information.
Parental control
Parents have control of their children’s PCEHR from 0 to 14 years. 
From 14 to 18 years this could provide a challenging situation for 
practitioners when patients request certain information not be 
included in their PCEHRs. 
Use of pseudonyms
The use of pseudonyms by patients could provide a significant 
basis for inconsistent clinical decision making. Patients’ 
motivation for using pseudonyms could include fear of being 
traced when escaping family violence or fear of exposure due  
to the public nature of their work.

Electronic health records go “live” on 1 July.  
Will everything change? 

Plotting a path to the

The much trumpeted personally 
controlled electronic health record 
(PCEHR) officially launches on 1 

July, but if you’re feeling a little under-
prepared, you’re not alone.

The $467 million project to provide a 
seamless source of patient health data 
has hit a few obstacles along the way.

As a result the PCEHR  “go-live” date 
is likely to pass by quietly and without 
fanfare - something most medical 
practitioners will be grateful for.

There are a few hoops to jump 
through to participate in the PCEHR: 
once a practice is registered, doctors will 
need to familiarise themselves with the 
web-based system, upgrade their clinical 
software to integrate with the system 
and, ultimately, create and manage 
patients’ shared health summaries.

If that sounds daunting, it’s worth 
noting that doctors are not actually 
obliged to participate. There is a catch 
though — those who don’t will not be 
eligible for the eHealth Practice Incentive 
Payment.

The end goal, however, is a worthy 
one: boosting patient safety by reducing 
errors, improving health care delivery, 
and cutting waste and duplication from 
the system.

According to industry commentators, 
that end goal will only be achieved when 
PCEHR-capable clinical systems have 
been developed, doctors are suitably 
compensated for their extra work and 
potential legal risks have been addressed.

However, Dr Mike Civil, a general 
practitioner and e-health spokesperson 
for the Royal Australian College of 
General Practitioners says there’s no 
need for panic.

“Lots of doctors are feeling the 
pressure. They think that they’re going  
to have to be ready from day one and are 
worried that they’ll appear to be behind 

 

the eight ball. This is a misconception. 
The PCEHR rollout is going to be 
incredibly slow and things will become 
clearer over time”, he said. “1 July is a big 
step but it won’t immediately create big 
changes in what we do.”

As with any new journey, it helps if 
you have a map to follow. Here’s a basic 
blueprint of what will be involved:

Registration
At the moment, all patients can register 

their interest at the government’s 
PCEHR site at ehealth.gov.au.

Once the shared health summaries are 
up and running, this is also the portal 
where practices will access them but, 
to do so, they will need a health care 
organisation identifier from Medicare 
Australia.

Practices will also be obliged to keep 
a tight rein on exactly who’s authorised 
to access their patients’ PCEHRs, as 
employees come and go, with stiff 
penalties for privacy breaches.

Only doctors and other health workers 
with a health care provider identifier 
will be able to add information to the 
PCEHR system.

If a patient asks who’s accessed their 
record, practices are obliged to provide 
them with a list. Industry bodies have 
noted that these additional tasks will 
add extra layers of administration for 
practices.

Dr Civil says his practice may opt 
to help patients with the registration 
process once there’s more clarity around 
what will be involved.

“The consumer registration system 
is a little clunky at present. We may be 
able streamline that process for patients, 
depending on how many are interested”, 
he says.
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This remains a controversial area, 
with much of the debate surrounding 
what rebates, if any, would be 
claimable for the substantial legwork 
involved.

Although Health Minister Tanya 
Plibersek has announced that GPs 
can claim MBS items B, C or D when 
creating or changing a shared health 
summary, depending on the length of 
time it takes, there are caveats.

“I want to confirm that use of the 
longer consultation items will be 
seen as appropriate by the Medicare 
Australia Practitioner Review Process 
and the Professional Services Review 
in circumstances where there is clear 
evidence of patient complexity and 
there is documentation of substantial 
patient history”, she said in a speech 
in March.

The Australian Medical Association, 
meanwhile, has developed its own 
item numbers for doctors preparing 
and managing a shared health 
summary for guidance purposes. These 
items, which apply to all the medical 
professions, are time-tiered and can be 
billed in addition to any consultation 
that is provided to the patient on the 
same day. Whether these ultimately 
attract a Medicare rebate is yet to be 
seen.

Dr Civil says that although everyone 
would like some clarification around 
incentives, it is important to remember 
that doctors are unlikely to be suddenly 
swamped with patients requesting 
PCEHRs.

“I think we just have to get the ball 
rolling, and adapt and accommodate 
things as it all rolls out”, he says.

 Amanda Bryan

with the new system — and this area 
remains a work in progress.

The software programs are under 
development and, over the coming 
months, upgrades that enable practices 
to create and update shared health 
summaries are expected to be released.

This software capability will be 
crucial to practitioners who want to 
create and manage PCEHRs, according 
to Dr Civil.

Ultimately it’s hoped that clinical 
software will automate much of this 
work so as to reduce double handling 
of patient data between the clinician’s 
records and the PCEHR.

Once this occurs, the most crucial 
factor would be the extent to which 
doctors keep their own summaries up 
to date, according to a spokesperson 
for the National E-Health Transition 
Authority (NEHTA).

According to NEHTA, a few sites 
have already deployed elements of the 
e-health infrastructure and standards. 
They are now moving to the next stage: 
integrating these with the national 
PCEHR system.

There will be a call centre to provide 
support in accessing the system and to 
answer general questions about it.

The record
The PCEHR will run in parallel to the 
health records held by health care 
providers. It will include a summary 
of key information such as basic 
demographic data, allergies, regular 
medications, vaccinations and health 
conditions.

It will also include an indexed 
summary of specific health care events, 
dubbed “event summaries”. These may 
include referral letters and test results.

Specialists can also upload 
information when needed - event 
summaries and test results, for example 
- provided they also implement clinical 
software. Otherwise, they will largely 
be restricted to viewing records.

When it comes to their creation and 
ongoing management, however, most 
of the work will fall to GPs. GP groups 
also say the onus will be on them to 
ensure the accuracy and completeness 
of the PCEHR.

PCEHR on trial

Sydney general practitioner, Dr Kean-Seng Lim, has 
had a sneak peak at what the personally controlled 
electronic health record (PCEHR) may look like.

He’s been involved in HealtheNet, a Greater 
Western Sydney PCEHR trial that was tasked with 
testing some of the PCEHR components such as 
shared health summaries, discharge summaries and 
the mother-and-child “Blue Book”.

He found that for everyday care of the patient, 
some components, such as the electronic discharge 
summaries, represented a big step forward. 
However, because underlying systems were still in 
development, he says the project’s key challenges 
revolved around integrating all the different systems 
such as the GP‒Hospital communication interface.

He says some of these problems have required 
interim solutions and it has often been a case of 

learning as they go.
“From what we’ve seen so far, ensuring PCEHRs 

are kept up to date is not going to be a simple one-
click task. It will require time and cognitive effort on 
the part of the practitioner, to review all the new 
information that may become available at each 
visit”, he says.

Some practices would also need to re-examine 
their current record-keeping format in order to 
facilitate the creation of a shared health summary, 
according to Dr Lim.

On the positive side, he says, practitioners will 
have access to much more information than in the 
past.

“This system has huge benefits in terms of patient 
care but it does appear to offer fewer benefits for 
GPs”, he says.
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If you were to witness a crisis today – 
a road accident, a house fire, a neighbour
in difficulty or, further from home, a
famine, earthquake or war – your first
instinct would probably be to help.

Now you can put that instinct – so powerful, so human
– at the heart of your Will by including a gift to Australian
Red Cross. For almost 100 years we have helped
people in crisis – you can ensure we are still here to help
for years to come. 

For more information about including Red Cross in 
your Will call us now on 1800 649 685, email
bequests@redcross.org.au or fill out the attached form.

Please send the coupon to:
Australian Red Cross, Bequests, PO Box 196, 
Carlton Sth VIC 3053

I am interested in leaving Red Cross a gift in my
Will, please send me information 

I have already left a gift in my Will to Red Cross

Title .................. First name ..............................................................

Surname ................................................................................................

Address ..................................................................................................

................................................................................ P/code ............................

Telephone ..............................................................................................

�

AMJ-JAN2012

Put us where we’re
needed. Please put 
us in your Will.
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Recruitment

WA Health puts the care into  
your career
While you care for others, we care for your career. 
Find your opportunity at www.health.wa.gov.au

Alternatively, call (08) 6444 5815
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Hospital Appointments

..It’s about balance
If how you live is as important as how you work, you should be 
talking to Peninsula Health.

ZO
21

03
03

Specialist Emergency Physician
Permanent Full Time, Permanent Part Time
Frankston Hospital, Rosebud Hospital

We at Peninsula Health are looking for a young dedicated 
enthusiastic Emergency Physician to join our team. This is a 
fantastic opportunity to join a dynamic team within a supportive 
environment and to further develop professional skills.

This is a full time position but permanent part time will be 
considered. 

Enquiries to: Helen Hewitt, 03 9784 7286
Email: hhewitt@phcn.vic.gov.au
Ref No: 11330
Closing Date: 22/07/2012

Winner - 2007 & 2009 Premier's Award - 
Metropolitan Health Service of the Year

For full details, please visit: 
www.peninsulahealth.org.au

Specialist Appointments
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Medical Equipment

AUTUMN SPECIALS

 Only $375§

No Oil Dermatoscopes
5 Year Warranty - Connect to Camera

Save $25

Our CT200C USB Based ECG Unit
With Interpretation, Plain A4 paper print or report 
exporting to your Patient Management system.

All items subject to 10%, except 
ECG units. $9.90 delivery Australia 

wide. Specials end  30/06/2012.

Order online at:
www.machealth.com.au/mms

Ph: 1800 810 074

Save $600 - Only $1,590
Plus 3 Years Warranty and 
Free Pulse Oximeter.

 DL3
Only 

$1,650§

Save $160
New DL1 - Connects to iPhone

$625§ - Save $50
> Clips to your shirt
> Dual imaging mode
> 10 mm scale
> Recharges from a 
    laptop or PC
>Capture images on 
   your iPhone
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Non-Specialist Appointments

Consulting Rooms Sessions & Suites

SESSIONAL CONSULTING ROOMS, VIC
Medical rooms at Mt Alexander Rd, Moonee Ponds, Victoria.
New building, excellent location. Secreterial, billing and
transcription services optional. Call Nicole 1300 558 098

 
Maude Street Medical
Specialist consulting opportunity in busy rural centre – 
Shepparton (Victoria)
New purpose built rooms available in May 2012, with 
excellent referral base, from Shepparton and surrounding 
districts. Rooms available on sessional basis with varying 
levels of staff support catering for individual needs. 
Pathology, and pharmacy onsite and radiology close by. 
Contact John Guymer on 0408 579 357 or 
j.guymer@bigpond.com for further details.

PROPERTY FOR SALE
Located on St Vincents Hospital Campus and highly affordable
Once in a lifetime opportunity to own a medical facility near
the Garven Institute of Research. Contact 0448 845 901

Practice For Sale

 
GP PRACTICE FOR SALE
Solo GP retiring. In Villawood Shopping centre. Ground Floor 
shop. All offers considered.
Contact Jui Lim at juiclim@bigpond.com or 0417 496 088

YOU CAN 
ADVERTISE 
WITH US! 

New Zealand Doctor Newspaper
Contact Angie Duberly  
T +64 9-488 4286  E  aduberly@nzdoctor.co.nz

New Zealand Doctor helps you reach GPs, locums, specialists,  
nurses, practice managers, health clinics… and more.
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CHARLOTTE

LEGACY IS 
KEEPING THEIR
PROMISE TO  
MY DAD

To DONATE, CALL 1800 534 229  
OR VISIT LEGACY.COM.AU

Caring for the families  
of deceased and  
incapacitated veterans.
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Overseas Appointments
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