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CHAIRMAN’S
      REPORT 
As we approach our 15th, or in wedding terms our 
Crystal anniversary, I ref lect on our journey. As in 
a marriage, we came together to make a commitment 
- to ensure the provision of high quality services to 
our rural communities I believe we have been honest 
and faithful to that commitment over these years

When I reflect on my own journey in coming to Crystal Brook 25 years ago, it was more by good luck than good 

management. I had never heard of Crystal Brook at the time, and was tracked down in the UK by the existing doctors, 

and after initially asking me to come for three months as a registrar, by the time I arrived, they had left and there was a 

practice with a locum doctor keeping services alive. I was approached by the local board and begged to stay. I also 

remember receiving a friendly phone call from Bob Cooter at the AMA to “come in for a chat”, which I think was my 

credentialing interview. I seemed to be considered “OK” to go out and practice and he told me to give him a ring if I 

needed anything. 



We got lost on the way up to Crystal Brook, having turned left at Pt Wakefield rather than right. Over the first few months the 
people of Crystal Brook made us both very welcome. The first ten years were both exciting and exhausting. Specialist services 
were mostly in Adelaide, and many phone calls were made to specialist friends to get advice. When one of the doctors went 
on leave, the other of us picked up the load. When a partner left, I advertised widely and received no responses. It was only 
a casual conversation with one of my obstetric patients, which put me on to a doctor friend in Victoria who was looking for a 
change. And then in 1999, when I needed a protracted break, it was a neighbouring doctor in Snowtown, who wanted to 
move on, who agreed to come for a year to help out.

Getting together with colleagues in the area was usually over an operating table or the occasional drug company sponsored 
dinner.

All in all, we were lucky and fell on our feet, and have recently celebrated our silver anniversary of living in Crystal Brook.

C ontrast our experience to where we are today with the support services of RDWA. Potential Rural Doctors are 
identif ied and mentored from as early as year 10 in high school, through university, then rural training programs 
and in to practice. At every stage RDWA is involved to ensure successful navigation of a complex system.

Doctors in practice have access to locum services, found for and paid for by RDWA, with grants received from Government. 
Replacement doctors for retiring or leaving doctors are sourced either locally or internationally for practices - all at no cost to 
the practice.

Families and spouses have specific support programs tailored to their needs at a local, regional and state level.

The specialist outreach program now provides multiple specialists into our area, which saves a lot of travel for patients, and a 
real collegiate network when seeking advice.

Doctors have access to their own health practitioners to provide physical and mental health care and support. 

With the benefit of hindsight, I could have used that support in those first 10 busy years.

We run an annual conference to enable rural doctors to meet, learn and socialise, and biannually we recognise the service 
of doctors to the rural communities by the awarding of long service medals.

With all these changes, RDWA can now place and support rural doctors in rural communities more by good management 
than good luck. 

I very much value the way that we can do all of this and more, in a very flexible, non-political way. In other words, we take the 
funds which are on offer and mould them as best we can, to ensure positive outcomes for the health of our rural communities.

Unlike successful program in other spheres, we continue to be seen as very valuable to our government funders. In this climate 
of cutting funds, we have continued to be supported. I would like to think that we are an invaluable resource that cannot be 
dismantled, without a great deal of disruption to rural communities.

Success in the past is not a guarantee of success in the future, and so RDWA will renew our commitment. We will continue to 
refine and develop our programs over the next 10 years as we march towards our silver anniversary.

I invite you all to join us in this celebration of our first 15 years.

Dr Richard Mackinnon
Chair 3
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CEO’s
REPORT 
In many ways this year can be described as 
‘business as usual’. It’s been usual because 
there have been many issues to manage 
across the rural medical workforce and 
usual in the positive effect our services and 
activities bring to solving issues and providing 
innovative solutions tailored to local needs. 

Our achievements and the confidence 
we have earned was reinforced with the 
awarding of a new three year funding 
agreement with Country Health SA LHN and 

a further two year agreement with the Commonwealth Department of Health. 

This is in addition to us successfully tendering for the Commonwealth Rural Health Outreach 
Fund and Indigenous Chronis Disease Program. We have also been awarded a contract for 
Heathy Ears- Better Hearing, Better Listening Program as part of the Indigenous Australians’ 
Health Program. 

When measured against any industry benchmark, we believe it is true to say that the medical 
workforce in rural South Australia has remained relatively stable this year. 

We are multi-faceted in our actions. We never take our attention from the core business of 
retaining a rural medical workforce, and we use the intelligence we gain from the workforce 
to forecast problems and act quickly to ensure potential crisis situations do not take hold. 
When intervention is needed, we work to minimise trauma to local communities and health 
services, and to support quick recovery.

This is important because of the value rural communities attach to their medical workforce. 
Medical services are part of a town psyche. The idea of losing doctors represents a loss of 
status, of community wellbeing and a threat to individual health. These losses are felt deeply 
and are not always rational.

4
Ru

ra
l D

oc
to

rs
 W

or
kf

or
ce

 A
ge

nc
y 

In
c



We know these issues matter, and we factor all these things into our consideration. In many 
ways, the RDWA can be a shock absorber for communities. Whether it is standing before 
a town hall of local people concerned about their medical services or in the backroom 
employing the doctors for an entity that does not yet have the credentials to do so, we ensure 
that the disruption and distress are minimised.

We feel responsible for ensuring that the towns in rural SA with a public hospital have 
medical practitioners to provide the services. 

The last 12 months have been testing times, because there has been so much uncertainty, 
with changing of Federal Government, proposed changes to the universal health care system 
and the demise of the Medicare Locals, GPET and Health Workforce Australia.

The RDWA has continued to lead change and sustain medical services through the provision 
of a competent, confident and capable workforce.

Our ability to provide the services required by those we attract, recruit and retain is built 
on 15 years of talking to rural doctors, their families and the communities they serve. More 
importantly we have listened to their experiences and have adjusted and built our programs 
around their feedback and advice. 

There are many ways that we can describe our business. In its simplest 
form, we can decant our activity into the Seven ‘Rs’ of Rural. 
We Recruit doctors, nurses and allied health professionals

We Retain a resident rural workforce

We Reengineer services and support businesses

We Reinvest in the next generation

We Reach Out, providing services across all of country

We have Relationships with our strategic partenrs; and 
We Rejoice in the success of all who contribute to rural health in South Australia.

It continues to be my honour to lead the RDWA as we continue to serve the rural 
workforce of South Australia and their communities. 

Lyn Poole
CEO
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The RDWA has extensive expertise in recruiting 
GPs, medical practitioners and primary health 
care professionals. Recruitment of GPs to rural SA 
has undergone a shift during this last 12 months in 
particular. 

We are starting to see significant conversion 
of GP registrars completing their training and 
remaining in rural SA practices. 

The RDWA has targeted final year registrars as candidates for 
vacancies in rural SA, working with the individuals to match to their 
needs, and working with practices to ensure the packages offered 
are contemporary and hold terms and conditions that attract this new 
generation of practitioners. 

In 2013-14 the RDWA recruited 
15 Australian trained doctors. 

We will continue to attract International Medical Graduates (IMGs) to 
live and work in rural South Australia. 

This year 32 new IMGs 
commenced in rural practice. 
The RDWA’s First 100 Days (in practice) program ensures that 
those doctors who are under supervision are supported to meet the 
obligations placed by the Medical Board of Australia. The RDWA 
also supports the supervisor and practice as part of this program. 
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Recruit

The RDWA is committed to excellent orientation 
for all doctors. Each doctor commencing in 
rural practice with whom the RDWA works has 
taken part in an orientation program based on 
their needs. For the majority of internationally 
trained doctors this means two weeks of paid 
orientation by the RDWA. 

The RDWA engages with all doctors who do not have vocational 
registration to support the achievement of Fellowship as a crucial part 
of rural medicine in SA. The Commonwealth’s Additional Assistance 
program and Health Workforce Australia’s OTDnet provided financial 
and practical support.

The RDWA’s recruitment activity provides a broad spectrum of supports, 
and eligible requests for incentive or support assistance by recruits has 
been exceeded. For recruits across both Australian and internationally 
trained doctors, the range of support services and incentives in addition 
to orientation, include professional development and grants, AHPRA 
registration, provider number applications, credentialing with CHSA 
LHN, employment agreement development, procedural assessment 
and business and legal structure support. Relocation grants support 
doctors and their families to establish themselves in rural SA. For 
off shore international doctors, assistance with visa applications is 
provided.

A total of 256 eligible requests for incentive or support 
were received from newly commencing doctors, and in all 
instances services were provided. These services included 
business support, relocation, child care, spouse support, 
orientation and continuing professional development.



Dr Hol ly Deer
 is one of the new generation of rural doctors experiencing 
  the RDWA’s Recruit support services.
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Dr Holly Deer is one of the new generation of rural doctors 
experiencing the RDWA’s Recruit support services. Fifteen 
years ago, when the RDWA commenced, Holly was a young 
school student, living on the family farm on Kangaroo Island.
 
In the infancy of the RDWA’s student support programs, Holly 
took part in the UMAT preparation workshop during year 12, 
and that experience helped to shape her goal of becoming a 
rural doctor.
 
During her undergraduate medical studies at Adelaide 
University, Holly became involved in the rural health club and 
the RDWA’s university student programs. 
 
Holly’s passion to work as a GP in a rural community intensified. 
She undertook placements in a number of rural towns across 
South Australia including Port Augusta, Whyalla and Port 
Lincoln.
 
Holly met her husband, Luke, the local electrician at the Crystal 
Brook football and netball competition.
 
Holly has made a long-term commitment to rural medicine by 
becoming a partner in the Crystal Brook Medical Practice that 
supports a population of over 1,200 people and a catchment 
area across the Mid North.
 
Holly sees rural practice as a chance to have a sense of 
community, work and life balance, and the wide-open spaces of 
the beautiful foothills of the Flinders Rangers.
 
Holly isn’t resting there though; she has just commenced 
obstetrics training at the Port Augusta Hospital two days a 
week, with the support of an RDWA Procedural Scholarship. 
Expanding the scope of medicine she will practice to include 
obstetrics is a dream come true for Dr Holly Deer.



The RDWA retention programs are based on the evidence that when 
professional and personal development needs are substantially met, 
that retention of the GP population will be enhanced. 

Our retention framework has three domains - 
professional development, personal support and 
family support.
The RDWA delivers a comprehensive range of retention supports, the largest 
of which is our locum program. This program is based on the belief that if rural 
GPs are able to take regular planned breaks without disrupting the medical 
service provision to their community it will reduce fatigue and the burden that 
would otherwise accrue. 

During the 12 month period to June 30 2014, 
the RDWA provided 2,545 locum days to 
resident rural GPs, CHSA practices and 
emergency departments in rural public 
hospitals. 

A total of 41 doctors provide these placements throughout the year. 

The RDWA continues to provide a range of comprehensive professional 
development services to the resident rural GP workforce and private specialists 
through relevant grants, professional training events and support services. 

In total 386 eligible professional development 
requests were received and all were met.
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This training takes into account issues such as maintaining 
credentialing with CHSA LHN. During the reporting period, the 
RDWA in partnership with the Country North SA Medicare Local 
developed and facilitated two CPD ‘Under the Big Top’ events.

The Rural Emergency Skills Program was renegotiated with the Royal 
Flying Doctor Service and LearnEM. LearnEM have continued to 
expand and enhance this program through their continuous quality 
improvement approach. This program supports the crucial role of 
GPs in emergency services in rural public hospitals. During 2013-
14 12 programs were run across rural locations attended by 178 
rural doctors. 

The RDWA has also continued to offer the trauma course to GP 
registrars and resident doctors, and the broader GP Orientation 
Weekends, where newly commenced doctors are able to gain 
deeper knowledge of the range of rural medical issues. 

In addition, the RDWA provides services to spouses and families 
as part of its GP retention activities. These supports include family 
program at the annual conference, orientation and supports to assist 
in settling into new communities, grants for spouses to retrain and 
support with child care for rural doctors.  The RDWA Conference 
also includes a family program of activities. 

A total of 117 eligible requests were received and services 
provided.

This year we entered into a formal 
partnership with Doctor’s Health SA to 
enable that organisation to deliver more 
wellbeing activities to our rural doctors.

Retain



Dr Wil lem Joubert
 brings to life the RDWA’s Retain support service.
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Dr Willem Joubert brings to life the RDWA’s Retain support 
service.
 
With the support of the RDWA, Willem, his wife Esthea and their 
two children arrived in Lameroo, South Australia, from South 
Africa in 2002 for Willem to take up the position of the sole 
resident GP with the Mallee Medical Practice.
 
The RDWA and the local Division of General Practice supported 
Willem and Esthea as they became central to the local 
community’s wellbeing and their children quickly became part 
of the local sporting community.
 
Willem achieved his Fellowship, supported by the RDWA, while 
serving Lameroo as their solo GP, on call for emergency care 24 
hours and providing inpatient and private GP services.
 
After serving Lameroo for seven years, Willem and his family 
moved to the Fleurieu Peninsula, where Willem commenced 
at Goolwa Medical Practice, a significant change from solo 
practice.
 
The Joubert family settled in Finnis, on their new property 
Umuthi that became their paradise and medicine for their souls 
and where Willem now also manages his vineyard and makes 
wine.
 
Willem brought his rural practice full circle when he joined the 
RDWA as locum and he now enjoys giving his fellow rural GPs 
the chance to take time off from their practice.
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Over the past 12 months the RDWA has 
been instrumental in designing new 
sustainable models of workforce and 
service, recruiting suitable medical 
practitioners, building solid practice 

business and contracts, and promoting 
the services to community and local 

stakeholders.

While maintaining medical services through our locum workforce, 
we demonstrated the business viability of a two-doctor practice for 
Penola. We recruited two GPs and, working in collaboration with 
CHSA LHN, worked to re-engineer the practice and transition to 
the new model. 

Through this time, we capitalised on opportunities to 

support Australian trained and newly-Fellowed GPs to 

remain in rural SA through promoting and developing 

new service models for the next generation of 

practitioners
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The Elliston, Cleve Kimba GP Services Model is an example where 
the RDWA business capability for modelling and design supported 
the viability of creating a three doctor practice to operate across three 
towns maintaining services to the three local Hospitals. It is also an 
example that brings the breadth of the RDWA services to the fore. 
Having recruited three Australian trained doctors to operate in the 
practice new visiting psychiatry, paediatrics, and cardiology services 
were also commenced for the local communities, bringing additional 
specialist services through the Rural Health Outreach Program. 

In this past year the RDWA has redesigned 

its business support services for contracting, 

establishing new employment and medical 

service agreement templates, and rolling out 

a new streamlined service for practices. This 

service was taken up by 15 practices, aiding 

the engagement of the majority of the newly 

commencing doctors. 

Reengineer



Bridge C linic Practice Manager 
  Jil l C oombe focuses each day on the important not the urgent. 



Bridge Clinic Practice Manager Jill Coombe focuses each day 
on the important not the urgent. This approach enables Jill 
to manage the business that supports more than 20 general 
practitioners and numerous visiting specialists every day.
 
Jill took on this role in Murray Bridge’s only medical practice 
around the time the RDWA was starting. Jill says that the RDWA 
understands the importance of improving education and 
knowledge of everyone for the benefit of the entire organisation.
 
As a young person growing up in Murray Bridge, Jill developed 
a real sense of community. Jill married Steve, also a local, 
commenced a career in the public service and moved to 
Adelaide for a number of years, but the local ties and connection 
were strong and Jill came back to Murray Bridge 13 years ago.
 
Jill personally experienced the RDWA’s reengineer education 
and practice manager support program, as one of the first 
graduates of the RDWA and University of New England’s 
Diploma of Practice Management.
 
For Jill, this support of practice managers and staff provides 
a great experience, and epitomises the learning and life as a 
practice manager. Jill has made sure that there is depth to Bridge 
Clinic’s practice staff, encouraging a number of her senior staff 
to also take part in the RDWA’s practice management programs.
 
Running medical practices is complex business, with the 
requirement to manage high a volume of transactions, excellent 
quality processes and great customer service. For the Bridge 
Clinic doctors who work across private practice and run the 
emergency service and inpatient care for the Murray Bridge 
SM Hospital, it’s the systems that Jill manages that ensures 
everyone is able to do their jobs as smoothly as possible. And 
that keeps a smile on Jill’s face.
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The RDWA remains firm believers that careers 
in rural medicine are both professionally and 

personally rewarding.

The RDWA’s high school and medical student 

activities continue to influence young people to take 

up a career in rural health. medSPACE Ready and Set 

reached 116 rural high school students, providing a 

positive experience of University life and direct skill 

enhancement in UMAT preparation. In addition, an 

Allied Health and Nursing Ready program was held 

for 46 high school students.

The long standing collaboration to provide the ‘Ride Along Program’ with 
the RFDS provides a highly sought after early university clinical experience. 
The RFDS attachment enabled 52 students to experience service delivery 
with the RFDS medical and aerial team. This is one of the few first year 
clinical experiences for health students. 
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The Quorn remote clinical skills weekend and the Mannum skills days 
for senior medical students continue to provide high quality exposure 
to rural medicine and are much sought after opportunities.

The RDWA in collaboration with the regional training providers 
conducted a Rural GP Career information event and an Introduction 
to the National Assessment Process Workshop for interns and junior 
medical officers attempting to gain a place in GP training.

In total 17 events were held for rural high school, 
undergraduate and post graduate students and interns

The RDWA believes that investment in Practice Managers reaps huge 
rewards, providing added stability to rural practice. 

The two groups of practice staff, a total of 29 participants, commenced 
the RDWA’s Certificate IV in Professional Practice Management in 
2013 and have now completed all workshops. The RDWA continues 
to support these participants as they complete the requirements for 
assessment though personal support and structured teleconferences.

This program run in partnership with the University of New England 
enables rural practice managers to gain new practice management 
skills, network with other practice managers, and gain project 
management skills. In addition, in May 2014, 11 practice staff 
commenced the Diploma of Professional Practice Management 
bridging program.

 Business Services experienced high levels of communication with 
practice staff during the year. A total of 751 occasions of service 
were provided to individuals. A total of 40 individual practices have 
been supported during the year..

Reinvest



Lachy Mackinnon 
RDWA’s Reinvest targets young people to consider rural health careers.



RDWA’s Reinvest targets young people to consider 
rural health careers. Fifteen years ago, a career in 
rural medicine was far from the mind of 10-year-
old Lachlan Mackinnon, son of Crystal Brook GP 
Dr Richard Mackinnon. Lachy, who has grown up 
alongside the RDWA, is now finishing his medical 
undergraduate and preparing for his intern year at the 
Queen Elizabeth Hospital. During his late secondary 
schooling, Lachy took part in RDWA’s medSPACE 
ready camp for rural origin high school students. This 
experience, along with his academic achievements 
and early exposure to rural medicine cemented his 
decision to become a rural doctor. After taking a gap 
year as a volunteer in Peru supporting education 
and community development, Lachy became more 
determined for his chosen career to make a difference 
for rural people.

During his medical degree, Lachy took every 
opportunity to participate in and shape rural medical 
undergraduate education. Lachy has been a member 
of the University Rural Club throughout his studies, 
taking office in the later years. As an inaugural 
member of the RDWA’s Student Advisory body, Lachy 
and fellow university students have shaped the RDWA 
annual conference student stream.

For Lachy, his rural clinical year in Port Augusta was 
a wonderful opportunity and he will return to rural 
medicine when his intern time is complete.
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The ability to mobilise predominantly metropolitan teams 
of Specialists, Allied Health and Nursing practitioners is 
now an ingrained part of service delivery into Country 
SA. Our credentials in providing these Outreach 
services are impeccable. We understand how to 
support and mobilise this workforce so that country 
people have high quality health care delivered to their 
door. Importantly, these services target those most in 
need and with the least choices for access.

Our Outreach Programs span across rural South Australia. Providing 
visiting specialist services with a rhythm, frequency and certainty of 
provider allows our resident GPs to manage with the knowledge 
that they can access expertise from providers who know their 
patients. 

RDWA’s flagship Rural Health Outreach 
Program continues to provide much 
needed services in rural and remote South 
Australia, with priority for communities in 
the more remote locations. In the 2013-14, 
121 individual services were contracted 
and more than 15,000 occasions of service 
were provided across the State. 
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The Indigenous Chronic Disease Program is 

delivered hand in hand with the local Aboriginal 

Community Controlled Health Services in rural 

and remote locations. 

This year 6,423 occasions of 
service have been provided across 
South Australia’s Aboriginal Health 
Services.

We were also fortunate to be granted a new 
program for Heathy Ears- Better Hearing, Better 
Listening Program as part of the Indigenous 
Australians’ Health Program. This program 
commenced in January 2014 and has been 
extended for a further three years.

 

Reach Out



C onsultant Psychiatrist and former Riverland GP
     Ken Fielke has been with the outreach program since day one.



Reaching Out is deeply embedded in the RDWA history.  Since 
2001, the RDWA has mobilised specialists and allied health 
providers who provide the visiting health services throughout 
rural SA.
 
Consultant Psychiatrist and former Riverland GP Dr Ken Fielke 
has been with the outreach program since day one.  Ken says 
that it can be extremely challenging in SA to provide care to 
rural and remote communities. 
‘There are vast distances, services are often poorly integrated, 
it can be a struggle to retain a skilled local workforce and, in 
mental health, there is the additional stigma’, Ken said.

‘The RDWA has played a large role in assisting to provide 
solutions to these problems that have enabled us to do our work.  
Outreach work in the country is about touching the lives that 
touch ours to make a difference.’

Ken and his wife Kerry, who manages Ken’s practice, both say 
that care should not depend on your postcode.

‘I know that every flight, every tank of petrol, every phone call, 
every letter and every form we fill out really matters, says Ken.

‘At times outreach can be highly stressful, a little overwhelming 
and even heart breaking, but no matter how great or small the 
need we can have an impact on one person at a time and help to 
make a real difference in their lives.’
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The RDWA continues to foster and 
build strong relationships with other 
rural service providers, the regional 

training organisations, Aboriginal 
Community Controlled Health Services, 

Commonwealth and State jurisdictions and 
often provide the conduit that facilitates 

solutions.

Relationships
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We have the ability and capacity to 
interpret the needs of local communities 
while ensuring that they remain strong and 
independent 
We continue to provide a comprehensive and positive influence on 

rural high school students aspiring to undertake medicine at University. 

Our strong relationships with the University sector allow us to work hand 

in hand to assist in the processes of selection. 

This year, for the first time, Adelaide University achieved its intake 

target for rural background students. For many years, the RDWA 

has supported high school students in demystifying the application 

process and supporting them to develop the skills for the application 

components. We are delighted that the target of 25 rural background 

students was met and more importantly, that 22 of the students were 

from rural South Australia.

The RDWA and Royal Flying Doctors Service (RFDS) are this year 

celebrating a successful 15 year partnership. This enduring relationship 

is signified by the success of the jointly administered ‘Ride Along 

Program’ which has just seen the 1000th student participate in the 

program. The program which began in 2000 provides medical 

and nursing students from the three South Australian Universities the 

opportunity to participate in a one day observational attachment flight 

with the RFDS. There have been more than 560 medical students and 

more than 330 nursing students, along with a number of midwifery and 

paramedic students who have taken part in the sought after program.

Relationships



Relationships are hugely important to the RDWA, 
 and our partnership with the Royal Flying Doctor Service Central    
    Operations is a f ine example of this.



Relationships are hugely important to the RDWA, and our 
partnership with the Royal Flying Doctor Service Central 
Operations is a fine example of this.
 
The RFDS Central Operations and the RDWA share the same goal 
of serving the rural people of South Australia. Throughout the 
life of the RDWA, programs such as the RFDS and RDWA rural 
attachment, Ride Along, have provided opportunities for young 
people studying medicine and health degrees to experience 
quality exposure to rural health service. 
 
The University of South Australia’s Bethany Frith was both 
surprised and delighted to discover that her flight attachment 
with the RFDS this year was the 1,000th health student 
attachment delivered under the RFDS and RDWA program that 
has been provided for more than a decade.
 
Our partnership also delivers for the resident GP workforce. 
The RFDS and Learn EM have delivered essential emergency 
medicine education throughout rural location to around 900 
doctors under the RDWA’s Rural Emergency Skills Program 
since 2006.
 
The collaboration and service delivery that arises from such 
partnership are crucial to the rural health workforce of today 
and the future.
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The annual RDWA Conference in May 2014 
“As you like it” attracted 61 resident doctors 
and 79 medical, nursing and allied health 
students for the two-day event. This allows for 
our resident doctors to upskill and creates the 
opportunity to socialise with their colleges. The 
conference also allows our students to have a 
program tailored for them and to also take the 
opportunity to meet our resident doctors.

Every two years, the RDWA recognises the 
service of medical practitioners who have 
given 25 years of service to rural communities. 

This year 17 doctors received their Long 
Service medals at the conference dinner 
where we celebrated their achievements and 
recognised their service. 

The RDWA continues to support and sponsor 
the work of individuals and organisations 
across a variety of sectors. We again 
sponsored the Aboriginal Health Council’s 
Medical Practitioner Conference. We were 
also pleased to be the major sponsor of 
the inaugural Rural Doctors Association SA 
Conference.

In line with our focus on supporting, 
celebrating and instilling confidence on our 
younger generation RDWA continues to 
sponsor the Rural Health Award at the annual 
South Australian Young Achievers Awards. 
We also proudly support the South Australian 
Community Achievement Awards with a 
sponsored category recognising the efforts of 
an individual for their services, efforts, actions 
and positive input to rural health in their 
community. 
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OUTREACH SERVICE 
   PROVIDERS 2013 - 2014
Dr Rishi Agrawal
Dr Jacob Alexander
Dr Peter Allcroft
Dr Ral Antic
Dr Dale Ashby
Dr James Aspinall
Dr Paul Athanasiov
Ms Cynthia Avila
Mr Tyson Baird
Ms Talitha Baird
Dr Peyman Bakhtiarian
Dr John Bate
Dr Antoinette Bearman
Dr Jill Benson
Dr John Bethell
Ms Jenny Biven
Dr Warwick Black
Dr Alistair Bonnin
Dr Karyn Boundy
Dr Andrew Bradbeer
Dr Scott Brumby
Dr Christine Burdeniuk
Dr Richard Burnet
Dr Simon Burnet
Ms Jane Burton

Dr Kirsten Campbell
Dr Theresa Casey
Dr Annie Chang
Dr Ian Chapman
Dr Juthika Chaudhary
Dr Mark Chehade
Ms Bonnie Cheyne
Mr Chris Connelly
Dr Nigel Cord-Udy
Dr Susan Cosoff
Dr Susan Crail
Mr Geoffrey Craven
Ms Claire Cresp
Dr Robert Culver
Dr Garry Davis
Ms Emmeline De Gruchy
Dr Paul Dignam
Dr Anthony Dinesh
Ms Dot Dumuid
Dr Shane Durkin
Dr Hamish Eaton
Dr Lloyd Einsiedel
Dr Tony Elias
Ms Rachel Elovaris
Dr Jan Fairchild

Dr Ken Fielke
Professor Robert Fitridge
Dr Stephen Fitzgerald
Ms Rebecca Flack
Ms Yolanda Flack
Mr Ian Fletcher
Dr Stephen Floreani
Ms Stephanie Follley
Dr Bruno Franchi
Dr Lucia Gagliardi
Dr Lalith Gamage
Dr Natalie Giles
Ms Belinda Gilgen
Ms Emma Grace
Dr Alethea Grobler
Dr Graham Grove
Dr Neeraj Gupta
Dr John Guy
Dr Rick Hambour
Dr Thomas Han
Dr Michael Harbord
Ms Daphne Hastings
Ms Lydia Hayek
Dr Susan Haynes
Ms Michaela Hollis
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Professor Michael Horowitz
Ms Beth Hummerston
Dr Harry Hustig
Dr Dep Huynh
Ms Tess Ivanhoe
Dr David Jesudason
Ms Jennifer Johnson
Dr David Johnson
Dr Ian Jones
Ms Sara Jones
Dr Michael Kerrigan
Dr Deborah Kerrigan
Dr Thomas Kimber
Professor Justin LaBrooy
Dr Aparna Laddipeerla
Dr Narsing Laddipeerla
Dr Stewart Lake
Dr Peter Lake
Dr Jimmy Lam
Dr Michael Lane
Dr Adriana Lattanzio
Ms Leah Laughton
Dr Kathy Lee
Dr Marek Litwin
Dr Krista Maier

Dr Veera Makkada
Mr Michael Manders
Dr Krishna Manepalli
Dr Judy McDonald
Dr Brian McKenny
Assoc Prof Julian McNeill
Dr Linda Mignone
Ms Caron Milham
Dr Richard Mills
Dr M Moniruzzaman
Ms Claire Moran
Dr Mark Morton
Dr Daniel Mosler
Ms Kris Muller
Ms Fiona Murray
Dr Ludomyr Mykyta
Dr Igor Nikitins
Dr Kenneth O’Brien
Dr Ann Olsson
Dr Lawrie Palmer
Dr Rene Pols
Ms Tracy Purbrick
Ms Karen Purdie
Dr Helen Roxburgh
Dr Manodhi Saranapala

Mr Kym Schellen
Ms Kerry Schneider
Ms Rebecca Secombe
Dr Geoff Seidel
Dr Rebecca Seidel
Dr Tim Semple
Ms Mandy Seyfang
Dr Norman Shum
Dr Brian Smith
Dr Nigel Stewart
Dr George Stolz
Dr Steve Stranks
Dr Jorg Strobel
Dr Marcus Tabbart
Dr William Tam
Dr Graeme Taylor
Dr Kathryn Taylor
Dr David Thomas
Ms Christelle Thomas
Dr Prashant Tibrewal
Dr Philip Tideman
Dr Kathy Tiller
Dr Sally Tregenza
Dr Barbara True
Dr Christopher Tyson

Ms Debbie Vandemeulengraaf
Dr Antony Veale
Dr Michael Warhurst
Mr Comus Whalan
Dr Jodi Whillas
Dr Alan Wigg
Dr Laura Wigg
Dr Sally Williams
Mr Jack Willis
Assoc Prof Chris Zeitz
Ms Andrea Zeven
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Dr Richard Mackinnon (Chair)
Mr Bill Hamill (Treasurer)
Dr Alison Edwards
Dr David Senior
Ms Anita King
Dr Ken Wanguhu
Dr David Rosenthal
Mr Ian Fletcher
Dr Steve Holmes
Ms Alyson Smith Appointed November 2013
Dr Seshu Boda Retired November 2013

BOARD MEMBERS 
2013 - 2014

34
Ru

ra
l D

oc
to

rs
 W

or
kf

or
ce

 A
ge

nc
y 

In
c



Ms Jill Agius
Ms Sharon Ayres
Dr Duncan Baird
Ms Toni Beckett
Dr Michael Beckoff
Ms Francesca Biello
Dr John Biggins
Ms Julie Bolton
Mr Richard Brandon
Dr Matthew Brook
Ms Andrea Brown
Ms Angela Burden
Mr Andrew Burns
Ms Janetta Caire
Ms Shirley Capitano
Dr Neville Carlier
Ms Angela Christie
Dr Peter Clements
Dr Melanie Clothier
Dr Gerard Considine
Dr Gregory Crafter
Dr Michelle Cresp
Ms Sarah Cruse

Dr Judith Degner
Dr James Doube
Ms Tess Faulkner
Dr John Feisst
Mr Matthew Fischer
Ms Jessica Fry
Mr Edward Fuller
Ms Eleisha Golding
Dr John Gray
Ms Sandy Hammat
Dr Gail Hitch
Ms Louise Holley
Ms Laura Horn
Ms Jennifer Johnson
Dr Willem Joubert
Dr Jonas Kasauskas
Mr Jeffrey Kelley
Ms Jo-Anne Krieg
Dr Jose Leon Gonzalez
Mr Mitchell Lewis
Ms Jane Longmire
Ms Joanne Longmire
Ms Michelle Manuel

Dr Evan Markwick
Dr Stewart Martin
Ms Nicola Mason
Dr Laurie McArthur
Ms Mandy McCulloch
Dr Judith McDonald
Ms Vanessa Medder
Mr Trevor Meehl
Dr Andrew Miller
Dr Bruce Mugford
Dr Elizabeth Muller
Ms Hazel Nicks
Ms Helen O’Malley
Ms Lyn Poole
Dr Mogens Poppe
Dr Iolanda Principe
Dr Anthony Radford
Ms Karen Rodda
Mr Richard Schneider
Dr Jonathan Seigel
Dr Roger Sexton
Dr Godfrey Sibanda
Dr Sudantha Silva

Mr Joe Smellie
Dr John Smith
Dr Kin Snyder Jr
Dr Karen Summer
Mr Ben Trappel
Dr Barry Trewren
Ms Angela Tridente
Ms Maraya Verdonk
Dr Oswell Viki
Ms Deb Walsh
Dr Richard Watts
Dr Richard Weate
Dr Graham Wildman
Mr Richard Wilmot
Dr Jennifer Wilson
Ms Barbara Wright
Ms Katrina Zadow

STAFF MEMBERS 
2013 - 2014
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TREASURER’S
       REPORT
I have pleasure in presenting the audited financial 
statements for the Rural Doctors Workforce Agency for 
the year 1 July 2013 to 30 June 2014. 
The Financial Statements include funds from all sources. The RDWA’s major funders are the Australian 
Government’s Department of Health and the South Australian State Government’s Country Health SA Local 
Health Network. 

RDWA receipts for the year totalled $15,569,439 and total expenses were $15,083,680 with surplus of 
$485,759. 

At 30 June 2014, total assets after depreciation were $7,043,948, and total liabilities were $4,260,989. 
Retained earnings of $2,766,138 comprise previous years’ accumulated funds. 

RDWA operates on an accrual accounting basis that recognises income earned and expenditure within the 
reporting period to represent an accurate financial position, and includes provision for accrued leave and 
debtors and creditors. 

The Chief Executive Officer, Ms Lyn Poole, the General Manager, Ms Mandy McCulloch, Accountant, Mr David 
Fraterman and the Director Corporate Services, Mr Keith Crammond, were responsible for the financial affairs 
of the RDWA for the year ending 30 June 2014. They provided financial statements to the Audit Committee and 
the Board to assist us in monitoring RDWA’s finances. 

I would like to take this opportunity to thank the Finance and Audit Sub Committee’s Dr Alison Edwards, 
Dr David Rosenthal, Ms Anita King, Ms Lyn Poole, Ms Mandy McCulloch and Mr Keith Crammond. 

I am pleased to report that the RDWA remains in a sound financial position. 

Bill Hamill
Treasurer, RDWA Board.
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INDEPENDENT 
AUDIT REPORT
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REPORT BY THE 
BOARD OF MANAGEMENT
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REPORT BY THE 
BOARD OF MANAGEMENT
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ESTATEMENT OF PROFIT OR LOSS AND OTHER COMPREHENSIVE INCOME 

for the financial year ended 30 June 2014.

Note 2014 $ 2013 $ 

Income 2 15,408,811 15,304,908

Other income 2 160,628 220,041

Administrative expenses (4,390,338) (4,775,962)

Outreach services (3,512,035) -

Board and committee expenses (103,436) (121,820)

Locum program (4,745,043) (3,941,351)

Business services  (123,982) (193,869)

Partnership (359,763) (114,897)

Allied Health & Nursing (463,024) (317,498)

Other expenses (35,789) (70,001)

Retention (548,818) (601,867)

Workforce (801,452) (825,645)

Medical Specialists Outreach Commonwealth Grant - (3,616,169)

Rural General Practitioner Locum Program - (78,530)

Fellowship Support - (7,941)

Statewide Psychiatry - (377,493)

Additional Assistance - (49,620)

DFEEST Project - (60,748)

Surplus for the year 485,759 371,538

Total comprehensive income for the year 485,759 371,538
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for the financial year ended 30 June 2014.

Note 2014 $ 2013 $ 

ASSETS

CURRENT ASSETS

Cash and cash equivalents 5 5,771,603 5,714,001

Trade and other receivables 6 212,742 415,558

Current tax receivable 13 95,492 36,991

Other assets 7 589,483 99,421

TOTAL CURRENT ASSETS 6,669,320 6,265,971

NON‑CURRENT ASSETS

Trade and other receivables 6 13,500 3,000

Property, plant and equipment 8 361,128 40,946

TOTAL NON‑CURRENT ASSETS 374,628 43,946

TOTAL ASSETS 7,043,948 6,309,917

LIABILITIES

CURRENT LIABILITIES

Trade and other payables 9 1,591,839 1,175,887

Borrowings 10 11,070 13,077

Employee benefits 11 873,966 659,207

Other financial liabilities 12 1,784,114 2,109,169

TOTAL CURRENT LIABILITIES  4,260,989 3,957,340

NON‑CURRENT LIABILITIES

Employee benefits 11 16,821 72,198

TOTAL NON‑CURRENT LIABILITIES 16,821 72,198

TOTAL LIABILITIES 4,277,810 4,029,538

NET ASSETS 2,766,138 2,280,379

EQUITY

Accumulated surplus 2,766,138 2,280,379

TOTAL EQUITY 2,766,138 2,280,379
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YSTATEMENT OF CHANGES IN EQUITY 

for the financial year ended 30 June 2014.

Accumulated Surplus $

2014

Balance at 1 July 2013 2,280,379

Surplus attributable to members of the entity 485,759

Balance at 30 June 2014 2,766,138

2013

Balance at 1 July 2012 1,908,841

Surplus attributable to members of the entity 371,538

Balance at 30 June 2013 2,280,379
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for the financial year ended 30 June 2014.

Note 2014 $ 2013 $ 

CASH FLOWS FROM OPERATING ACTIVITIES:

Receipts from customers 1,645,722 802,947

Payments to suppliers and employees (15,023,135) (14,673,277)

Interest received 160,210 170,197

Receipts from grants 13,645,577 13,303,806

Net cash provided by (used in) operating activities 428,374 (396,327)

CASH FLOWS FROM INVESTING ACTIVITIES:

Proceeds from sale of plant and equipment ‑ 4,038

Purchase of property, plant and equipment (355,972) (36,091)

Loan monies advanced (20,000) -

Loan payments received 5,200 8,200

Net cash used by investing activities (370,772) (23,853)

Net increase (decrease) in cash and cash equivalents held 57,602 (420,180)

Cash and cash equivalents at beginning of year 5,714,001 6,134,181

Cash and cash equivalents at end of financial year 5 5,771,603 5,714,001
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TSNOTES TO THE FINANCIAL STATEMENTS 

for the financial year ended 30 June 2014. 

The financial statements cover Rural Doctors Workforce Agency Incorporated as an individual entity. Rural Doctors Workforce Agency 
Incorporated is a not-for-profit association incorporated in South Australia under the Associations Incorporation Act 1985.

The functional and presentation currency of Rural Doctors Workforce Agency Incorporated is Australian dollars.

1. Summary of Significant Accounting Policies
(a) Basis of Preparation
 Rural Doctors Workforce Agency Incorporated applies Australian Accounting Standards – Reduced Disclosure Requirements as set out 
in AASB 1053: Application of Tiers of Australian Accounting Standards and AASB 2010-2: Amendments to Australian Accounting 
Standards arising from Reduced Disclosure Requirements and other applicable Australian Accounting Standards – Reduced Disclosure 
Requirements.

 The financial statements are general purpose financial statements that have been prepared in accordance with Australian Accounting 
Standards – Reduced Disclosure Requirements of the Australian Accounting Standards Board (AASB) and the Associations Incorporation 
Act 1985. The association is a not-for-profit entity for financial reporting purposes under Australian Accounting Standards.

 Australian Accounting Standards set out accounting policies that the AASB has concluded would result in financial statements containing 
relevant and reliable information about transactions, events and conditions. Material accounting policies adopted in the preparation of 
the financial statements are presented below and have been consistently applied unless stated otherwise.

 The financial statements, except for the cash flow information, have been prepared on an accruals basis and are based on historical 
costs, modified, where applicable, by the measurement at fair value of selected non-current assets, financial assets and financial 
liabilities. The amounts presented in the financial statements have been rounded to the nearest dollar.

(b) Income Tax 
The Association is exempt from income tax under Division 50 of the Income Tax Assessment Act 1997.

(c) Property, Plant and Equipment
Classes of property, plant and equipment are measured using the cost or revaluation model as specified below.

 Where the cost model is used, the asset is carried at its cost less any accumulated depreciation and any impairment losses. Costs 
include purchase price, other directly attributable costs and the initial estimate of the costs of dismantling and restoring the asset, where 
applicable.

Assets measured using the revaluation model are carried at fair value at the revaluation date less any subsequent accumulated 
depreciation and impairment losses. Revaluations are performed whenever there is a material movement in the value of an asset under 
the revaluation model.

Land and buildings 
Land and buildings are measured using the revaluation model.

Plant and equipment 
Plant and equipment are measured using the cost model.
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TS NOTES TO THE FINANCIAL STATEMENTS 

for the financial year ended 30 June 2014. 

Depreciation 
The depreciable amount of all fixed assets including buildings and capitalised leased assets, is depreciated on a reducing balance 
basis over the asset’s useful life commencing from the time the asset is held ready for use. Leasehold improvements are depreciated over 
the shorter of either the unexpired period of the lease or the estimated useful lives of the improvements.

The depreciation rates used for each class of depreciable asset are shown below:
Fixed asset class Depreciation rate 
Plant and Equipment 25%  
Furniture, Fixtures and Fittings 14% 
Computer Equipment 33% 

At the end of each annual reporting period, the depreciation method, useful life and residual value of each asset is reviewed. Any 
revisions are accounted for prospectively as a change in estimate.

Gains and losses on disposals are determined by comparing net proceeds with the carrying amount. These gains and losses are 
recognised in profit or loss in the period in which they occur. When revalued assets are sold, amounts included in the revaluation 
relating to that asset are transferred to retained surplus.

(d) Leases
Leases of fixed assets where substantially all the risks and benefits incidental to the ownership of the asset, but not the legal ownership 
that are transferred to the Association are classified as finance leases.

Finance leases are capitalised by recording an asset and a liability at the lower of the amounts equal to the fair value of the leased 
property or the present value of the minimum lease payments, including any guaranteed residual values. Lease payments are allocated 
between the reduction of the lease liability and the lease interest expense for that period.

Leased assets are depreciated on a straight-line basis over their estimated useful lives where it is likely that the Association will obtain 
ownership of the asset or over the term of the lease.

Lease payments for operating leases, where substantially all of the risks and benefits remain with the lessor, are charged as expenses 
on a straight-line basis over the life of the lease term. 

Lease incentives under operating leases are recognised as a liability and amortised on a straight-line basis over the life of the lease 
term.

(e) Financial instruments
Initial recognition and measurement
Financial assets and financial liabilities are recognised when the entity becomes a party to the contractual provisions of the instrument. 
For financial assets, this is the equivalent to the date that the Association commits itself to either the purchase or sale of the asset (i.e. 
trade date accounting is adopted).

Financial instruments are initially measured at fair value plus transactions costs, except where the instrument is classified ‘at fair value 
through profit or loss’ in which case transaction costs are expensed to profit or loss immediately.
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TSNOTES TO THE FINANCIAL STATEMENTS 

for the financial year ended 30 June 2014. 

Classification and subsequent measurement
Financial instruments are subsequently measured at either fair value, amortised cost using the effective interest rate method, or cost. 
Fair value represents the amount for which an asset could be exchanged or a liability settled, between knowledgeable, willing 
parties in an arm’s length transaction. Where available, quoted prices in an active market are used to determine fair value. In other 
circumstances, valuation techniques are adopted.

Amortised cost is calculated as: 
(a) the amount at which the financial asset or financial liability is measured at initial recognition;  
(b) less principal repayments; 
(c)  plus or minus the cumulative amortisation of the difference, if any, between the amount initially recognised and the maturity 

amount calculated using the effective interest method; and
(d) less any reduction for impairment.

The effective interest method is used to allocate interest income or interest expense over the relevant period and is equivalent to 
the rate that exactly discounts estimated future cash payments or receipts (including fees, transaction costs and other premiums or 
discounts) through the expected life (or when this cannot be reliably predicted, the contractual term) of the financial instrument to 
the net carrying amount of the financial asset or financial liability. Revisions to expected future net cash flows will necessitate an 
adjustment to the carrying value with a consequential recognition of an income or expense in profit or loss.

The classification of financial instruments depends on the purpose for which the investments were acquired. Management determines 
the classification of its investments at initial recognition and at the end of each reporting period for held-to-maturity assets.

The Association does not designate any interest as being subject to the requirements of accounting standards specifically applicable 
to financial instruments.

(i)  Financial assets at fair value through profit or loss
Financial assets are classified at ‘fair value through profit or loss’ when they are either held for trading for the purpose of short-term 
profit taking, derivatives not held for hedging purposes, or when they are designated as such to avoid an accounting mismatch or to 
enable performance evaluation where a group of financial assets is managed by key management personnel on a fair value basis 
in accordance with a documented risk management or investment strategy. Such assets are subsequently measured at fair value with 
changes in carrying value being included in profit or loss.

(ii)  Loans and receivables
Loans and receivables are non-derivative financial assets with fixed or determinable payments that are not quoted in an active 
market and are subsequently measured at amortised cost.

Loans and receivables are included in current assets, except for those which are not expected to mature within 12 months after the 
end of the reporting year.
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TS NOTES TO THE FINANCIAL STATEMENTS 

for the financial year ended 30 June 2014. 

(iii) Held-to-maturity investments
Held-to-maturity investments are non-derivative financial assets that have fixed maturities and fixed or determinable payments, and it 
is the Association’s intention to hold these investments to maturity. They are subsequently measured at amortised cost.

Held-to-maturity investments are included in non-current assets, except for those which are expected to be realised within 12 months 
after the end of the reporting period, which will be classified as current assets.

If during the period the Association sold or reclassified more than an insignificant amount of the held-to-maturity investments before 
maturity, 
the entire held-to-maturity investments category would be tainted and reclassified as available-for-sale.

(iv) Available-for-sale financial assets
Available-for-sale financial assets are non-derivative financial assets that are either not suitable to be classified into other categories 
of financial assets due to their nature, or they are designated as such by management. They comprise investments in the equity of 
other entities where there is neither a fixed maturity nor fixed or determinable payments.

Available-for-sale financial assets are included in non-current assets, except for those which are expected to be sold within 12 
months after the end of the reporting period.

(v)  Financial liabilities
Non-derivative financial liabilities (excluding financial guarantees) are subsequently measured at amortised cost. Fees payable on 
the establishment of loan facilities are recognised as transaction costs of the loan.

Borrowings are classified as current liabilities unless the Association has an unconditional right to defer settlement of the liability for 
at least 12 months after the reporting date.

Impairment 
A financial asset (or a group of financial assets) is deemed to be impaired if, and only if, there is objective evidence of impairment 
as a result of one or more events (a “loss event”) having occurred, which has an impact on the estimated future cash flows of the 
financial asset(s).

In the case of available-for-sale financial assets, a significant or prolonged decline in the market value of the instrument is considered 
to constitute a loss event. Impairment losses are recognised in profit or loss immediately. Also, any cumulative decline in fair value 
previously recognised in other comprehensive income is reclassified into profit or loss at this point.

In the case of financial assets carried at amortised cost, loss events may include: indications that the debtors or a group of debtors 
are experiencing significant financial difficulty, default or delinquency in interest or principal payments; indications that they will enter 
bankruptcy or other financial reorganisation; and changes in arrears or economic conditions that correlate with defaults.

When the terms of financial assets that would otherwise have been past due or impaired have been renegotiated, the association 
recognises the impairment for such financial assets by taking into account the original terms as if the terms have not been 
renegotiated so that the loss events that have occurred are duly considered.
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TSNOTES TO THE FINANCIAL STATEMENTS 

for the financial year ended 30 June 2014. 

Derecognition 
Financial assets are derecognised when the contractual right to receipt of cash flows expires or the asset is transferred to another party whereby 
the entity no longer has any significant continuing involvement in the risks and benefits associated with the asset. Financial liabilities are 
derecognised when the related obligations are discharged or cancelled, or have expired. The difference between the carrying amount of the 
financial liability extinguished or transferred to another party and the fair value of consideration paid, including the transfer of non-cash assets or 
liabilities assumed, is recognised in profit or loss.

(f) Impairment of non-financial assets
At the end of each reporting period, the association assesses whether there is any indication that an asset may be impaired. If such an 
indication exists, an impairment test is carried out on the asset by comparing the recoverable amount of the asset, being the higher of the 
asset’s fair value less costs to sell and value in use, to the asset’s carrying amount. Any excess of the asset’s carrying amount over its recoverable 
amount is recognised immediately in profit or loss, unless the asset is carried at a revalued amount in accordance with another Standard (eg 
in accordance with the revaluation model in AASB 116). Any impairment loss of a revalued asset is treated as a revaluation decrease in 
accordance with that other Standard.

Where it is not possible to estimate the recoverable amount of an individual asset, the association estimates the recoverable amount of the 
cash-generating unit to which the asset belongs.

Where the future economic benefits of the asset are not primarily dependent upon the asset’s ability to generate net cash inflows and when the 
entity would, if deprived of the asset, replace its remaining future economic benefits, value in use is determined as the depreciated replacement 
cost of an asset.

Where an impairment loss on a revalued asset is identified, this is recognised against the revaluation surplus in respect of the same class of 
asset to the extent that the impairment loss does not exceed the amount in the revaluation surplus for that class of asset.

(g) Employee benefits
Provision is made for the Association’s liability for employee benefits arising from services rendered by employees to the end of the reporting 
period. Employee benefits that are expected to be settled within one year have been measured at the amounts expected to be paid when the 
liability is settled.

Employee benefits expected to be settled more than twelve months after the end of the reporting period have been measured at the present 
value of the estimated future cash outflows to be made for those benefits. In determining the liability, consideration is given to employee 
wage increases and the probability that the employee may satisfy vesting requirements. Cashflows are discounted using market yields on 
national government bonds with terms to maturity that match the expected timing of cashflows. Changes in the measurement of the liability are 
recognised in profit or loss.

Employee benefits are presented as current liabilities in the statement of financial position if the Association does not have an unconditional right 
to defer settlement of the liability for at least 12 months after the reporting date regardless of the classification of the liability for measurement 
purposes under AASB 119.

(h)  Cash and cash equivalents
Cash and cash equivalents comprises cash on hand, demand deposits and short-term investments which are readily convertible to known 
amounts of cash and which are subject to an insignificant risk of change in value.
Bank overdrafts also form part of cash equivalents for the purpose of the statement of cash flows and are presented within current liabilities on 
the statement of financial position.
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for the financial year ended 30 June 2014. 

(i) Accounts Receivable and Other Debtors
Accounts receivable and other debtors include amounts due from members as well as amounts receivable from customers for goods 
sold in the ordinary course of business. Receivables expected to be collected within 12 months of the end of the reporting period are 
classified as current assets. All other receivables are classified as non-current assets.

Accounts receivable are initially recognised at fair value and subsequently measured at amortised cost using the effective interest 
method, less any provision for impairment. Refer to Note 1 (e) for further discussion on the determination of impairment losses.

(j) Revenue and other income
Revenue is recognised when the amount of the revenue can be measured reliably, it is probable that economic benefits associated with 
the transaction will flow to the entity and specific criteria relating to the type of revenue as noted below, has been satisfied.

Revenue is measured at the fair value of the consideration received or receivable and is presented net of returns, discounts and rebates.

Grant revenue 
Grant revenue is recognised in the statement of profit or loss and other comprehensive income when the entity obtains control of 
the grant, it is probable that the economic benefits gained from the grant will flow to the entity and the amount of the grant can be 
measured reliably.

When grant revenue is received whereby the entity incurs an obligation to deliver economic value directly back to the contributor, this 
is considered a reciprocal transaction and the grant revenue is recognised in the statement of financial position as a liability until the 
service has been delivered to the contributor, otherwise the grant is recognised as income on receipt.

Rural Doctors Workforce Agency Incorporated receives non-reciprocal contributions of assets from the government and other parties for 
zero or a nominal value. These assets are recognised at fair value on the date of acquisition in the statement of financial position, with 
a corresponding amount of income recognised in the statement of profit or loss and other comprehensive income.

Rendering of services 
Revenue in relation to rendering of services is recognised depending on whether the outcome of the services can be measured reliably. 
If this is the case then the stage of completion of the services is used to determine the appropriate level of revenue to be recognised in 
the period.

If the outcome cannot be reliably measured then revenue is recognised to the extent of expenses recognised that are recoverable.

Interest revenue 
Interest is recognised using the effective interest method.

All revenue is stated net of the amount of goods and services tax (GST).

(k)  Borrowing costs
Borrowing costs that are directly attributable to the acquisition, construction or production of a qualifying asset are capitalised as part of 
the cost of that asset. 

All other borrowing costs are recognised as an expense in the period in which they are incurred.
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for the financial year ended 30 June 2014. 

(l) Goods and Services Tax (GST)
Revenue, expenses and assets are recognised net of the amount of goods and services tax (GST), except where the amount of GST 
incurred is not recoverable from the Australian Taxation Office (ATO).
Receivables and payable are stated inclusive of GST. 
The net amount of GST recoverable from, or payable to, the ATO is included as part of receivables or payables in the statement of 
financial position.
Cash flows in the statement of cash flows are included on a gross basis and the GST component of cash flows arising from investing 
and financing activities which is recoverable from, or payable to, the taxation authority is classified as operating cash flows.
(m) Comparative Amounts
Comparatives are consistent with prior years, unless otherwise stated.
Where a change in comparatives has also affected the opening retained earnings previously presented in a comparative period, 
an opening statement of financial position at the earliest date of the comparative period has been presented.
(n) Accounts Payable and Other Payables
Accounts payable and other payables represent the liabilities outstanding at the end of the reporting period for goods and services 
received by the association during the reporting period that remain unpaid. The balance is recognised as a current liability with the 
amounts normally paid within 30 days of recognition of the liability.
(o) Provisions
Provisions are recognised when the Association has a legal or constructive obligation, as a result of past events, for which it is 
probable that an outflow of economic benefits will result and that outflow can be reliably measured. 
Provisions recognised represent the best estimate of the amounts required to settle the obligation at the end of the reporting period.
(p) Adoption of new and revised accounting standards
During the current year, the following standards became mandatory and have been adopted retrospectively by the Association:

• AASB 10 Consolidated Financial Statements
• AASB 11 Joint Arrangements
• AASB 12 Disclosure of Interests in Other Entities
• AASB 13 Fair Value Measurement
• AASB 119 Employee Benefits
• AASB 127 Separate Financial Statements
• AASB 128 Investment in Associates and Joint Ventures
•  AASB 2011-7 Amendments to Australian Accounting Standards arising from the Consolidation and Joint Arrangements Standards  

[AASB 1, 2, 3, 5, 7, 101, 107, 112, 118, 121, 124, 132, 133, 136, 138, 139, 1023 & 1038 and Interpretations 5, 9, 
16 & 17]

• AASB 2012-9 Amendments to AASB 1048 arising from the Withdrawal of Australian Interpretation 1039
• AASB 2012-2 Amendments to Australian Accounting Standards - Disclosures - Offsetting Financial Assets and Financial Liabilities
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The accounting policies have been updated to reflect changes in the recognition and measurement of assets, liabilities, income and expenses and the 
impact of adoption of these standards is discussed below.
AASB 10 Consolidated Financial Statements is effective for annual reporting periods beginning on or after 1 January 2013 and therefore the 
Association has applied it for the first time in these financial statements. AASB 10 includes a new definition of control, including additional guidance 
for specific situations such as control in a principal / agent situation and when holding less than majority voting rights may give control. AASB 10 
supersedes the previous requirements of AASB 127 Consolidated and Separate Financial Statements and Interpretation 112 Consolidation - Special 
Purpose Entities and resulted in consequential amendments to a number of other standards.
The Association has reviewed its investment in other entities to determine whether any changes were required to the consolidated entity under AASB 
10. The composition of the consolidated entity is the same under AASB 10 and therefore there is no change to the reported financial position and 
performance.
AASB 11 Joint Arrangements replaces AASB 131 Interests in Joint Ventures and Interpretation 112 Jointly-Controlled Entities - Non-monetary 
Contributions by Venturers as well as consequential amendments to a number of other standards. AASB 11 uses the revised definition of control from 
AASB 10 and once joint control is determined, then classifies joint arrangements as either joint ventures or joint operations. Joint ventures are accounted 
for using the equity method, proportionate consolidation is not permitted under AASB 11. Joint operations are accounted for by incorporating the 
venturer’s share of assets, liabilities, income and expenses into the financial statements. There were no changes to the accounting for joint arrangements 
under AASB 11.
AASB 12 Disclosure of Interests in Other Entities includes all disclosures relating to an entity’s interest in associates, joint arrangements, subsidiaries and 
structured entities. On adoption of AASB 12, additional disclosures have been included in the financial statements in relation to investments held.
AASB 13 Fair Value Measurement does not change what and when assets or liabilities are recorded at fair value. It provides guidance on how to 
measure assets and liabilities at fair value, including the concept of highest and best use for non-financial assets. AASB 13 has not changed the fair 
value measurement basis for any assets or liabilities held at fair value, however additional disclosures on the methodology and fair value hierarchy have 
been included in the financial statements.
AASB 119 Employee benefits changes the basis for determining the income or expense relating to defined benefit plans and introduces revised 
definitions for short-term employee benefits and termination benefits.

The Association reviewed the annual leave liability to determine the level of annual leave which is expected to be paid more than 12 months after the 
end of the reporting period. Whilst this has been considered to be a long-term employee benefits for the purpose of measuring the leave under AASB 
119, the effect of discounting was not considered to be material and therefore has not been performed.
In accordance with the transition provisions in the standard, the comparative figures have been restated.

(q) Critical accounting estimates and judgments
The board makes estimates and judgements during the preparation of these financial statements regarding assumptions about current and future events 
affecting transactions and balances.
These estimates and judgements are based on the best information available at the time of preparing the financial statements, however as additional 
information is known then the actual results may differ from the estimates.
The significant estimates and judgements made have been described below.

Key judgments - provision for impairment of receivables 
The value of the provision for impairment of receivables is estimated by considering the ageing of receivables, communication with the debtors and 
prior history. 
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2 Revenue and Other Income 2014 $ 2013 $ 

 Operating revenue

 Commonwealth Grants:

 - Medical Outreach Indigenous Chronic Disease Program 1,410,842 -

  - Rural Health Outreach Fund 2,305,153 -

 - Rural and Remote General Practice Program 1,839,856 1,987,975

 - Medical Specialists Outreach Commonwealth Contract ‑ 4,079,792

  - Healthy Ears Program 161,745

  - Telehealth Support ‑ 205,950

  - General Practice Rural Incentive Program 6,000 5,700

5,723,596 6,279,417

 State Government Grants:

 - Country Health SA 6,796,753 6,068,725

  - Psychiatry Services 381,086 409,098

7,177,839 6,477,823

 Rural Health Workforce Australia:

 - Additional Assistance 30,000 158,493

  - International Recruitment Strategy 210,000 172,727

  - Go Rural 10,000 -

250,000 331,220

 Other operating revenue:

 - Rural Health Professionals Program 562,165 952,531

  - Locum service fees 1,555,208 1,103,292

  - Partnership 140,003 -

  - DFEEST grant ‑ 70,317

  - Rural General Practitioner Locum Program ‑ 90,309

15,408,811 15,304,909

 Other revenue:

 - Interest received 160,210 170,197

  - Other income 418 47,137

  - Gain on disposal of assets ‑ 2,706

160,628 220,040

 Total Revenue 15,569,439 15,524,949
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3 Result for the Year Note 2014 $ 2013 $ 

 The result for the year includes the following specific expenses:

 Rent expense 243,100 243,095

  Travel and accommodation 1,719,269 1,773,424

 GP Locum salaries 2,800,628 2,896,398

 Salaries and wages 3,133,402 3,507,567

  Superannuation contributions 520,425 502,856

4 Key Management Personnel Disclosures

  The totals of remuneration paid to the key management personnel of Rural Doctors Workforce Agency Incorporated during the year are as follows:

 Short-term employee benefits 1,156,588 1,273,982

  Post-employment benefits 110,832 104,826

1,267,420 1,378,808

  Other key management personnel transactions:  
For details of other transactions with key management personnel, refer to Note 18: Related Party Transactions.

5 Cash and cash equivalents

 Cash at bank and in hand 2,060,604 409,616

  Short-term bank deposits 3,710,999 5,304,385

15 5,771,603 5,714,001

6 Trade and other receivables

 CURRENT

 Trade receivables 141,220 410,358

  Doctors loans receivable 9,500 5,200

 Other receivables 62,022

 Total current trade and other receivables 212,742 415,558

 NON‑CURRENT

 Doctors loans receivable 13,500 3,000

 Total non current trade and other receivables 13,500 3,000

 Financial assets classified as loans and receivables 

 Trade and other receivables

   - total current 212,742 415,558

  - total non-current 13,500 3,000

 Financial assets 15 226,242 418,558

54
Ru

ra
l D

oc
to

rs
 W

or
kf

or
ce

 A
ge

nc
y 

In
c



N
O

TE
S 

TO
 T

H
E
 F

IN
A

N
C

IA
L 

ST
A

TE
M

E
N

TSNOTES TO THE FINANCIAL STATEMENTS 

for the financial year ended 30 June 2014.

7 Other non‑financial assets 2014 $ 2013 $ 

 CURRENT

 Prepayments 563,816 99,421

  Accrued income 25,667 -

 589,483 99,421

8 Property, plant and equipment

 PLANT AND EQUIPMENT

 Furniture, fixtures and fittings

  At cost 17,190 104,451

 Accumulated depreciation (16,168) (93,558)

 Total furniture, fixtures and fittings 1,022 10,893

  Office equipment

 At cost 96,635 101,270

 Accumulated depreciation (78,606) (98,048)

 Total office equipment 18,029 3,222

  Computer equipment

 At cost 218,292 283,393

 Accumulated depreciation (199,057) (256,562)

 Total computer equipment 19,235 26,831

  Leasehold Improvements

 At cost 333,975 -

  Accumulated amortisation (11,133) -

 Total leasehold improvements 322,842 -

 Total property, plant and equipment 361,128 40,946
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8 Property, plant and equipment (continued)

 Movements in Carrying Amounts 
 Movement in the carrying amounts for each class of property, plant and equipment between the beginning and the end of the current 

financial year:

Furniture, Fixtures  
and Fittings $

Office  
Equipment $

Computer  
Equipment $

Improvements $ Total $

 Year ended 30 June 2014

 Balance at the beginning of year 10,893 3,222 26,831 ‑ 40,946

 Additions ‑ 16,181 5,816 333,975 355,972

 Disposals - written down value (6,814) ‑ ‑ ‑ (6,814)

 Depreciation expense (3,057) (1,374) (13,412) (11,133) (28,976)

 Balance at the end of the year 1,022 18,029 19,235 322,842 361,128

9 Trade and other payables Note 2014 $ 2013 $ 

 CURRENT

 Unsecured liabilities

 Trade payables 994,811 218,301

 Sundry payables and accrued expenses 412,711 414,812

 Program accruals 184,317 542,774

1,591,839 1,175,887

 Financial liabilities at amortised cost classified as trade and other payables

 Trade and other payables:

 Trade and other payables 1,591,839 1,175,887

 Financial liabilities as trade and other payables 15 1,591,839 1,175,887

 Collateral pledged 

 No collateral has been pledged for any of the trade and other payable balances.
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10 Borrowings 2014 $ 2013 $ 

 CURRENT

  Unsecured liabilities:

 Credit card liabilities 11,070 13,077

11 Employment Benefits

 Current liabilities

  Long service leave 416,506 345,675

 Provision for employee benefits 457,460 313,532

 873,966 659,207

 Non-current liabilities

  Long service leave 16,821 72,198

12 Income in advance

 CURRENT

  Country Health SA - Core 173,583 712,652

  Country Health SA - Psychiatry 48,089 -

  Rural & Remote General Practice Program 105,841 -

  Outreach Rural 65,753 105,049

  Outreach ICD 287,055 -

  Outreach Ear Health 459,095 -

  Rural Health Professionals Program 482,933 1,171,703

  Additional Assistance 161,765 119,765

 Total 1,784,114 2,109,169

13 Tax

  GST receivable 95,492 36,991
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14 Capital and Leasing Commitments Note 2014 $ 2013 $ 

 Operating Leases 

  Minimum lease payments under non-cancellable operating leases:

  - not later than one year 281,043 188,938

  - between one year and five years 349,057 26,584

 630,100 215,522

  Operating leases have been taken out for the office building and for fleet cars.  
Office lease payments are increased on an annual basis to reflect market rentals.

15 Financial Risk Management  

  The Association’s financial instruments consist mainly of deposits with banks, local money market instruments, short-term investments, accounts receivable 
and payable, bank loans and overdrafts, loans to and from subsidiaries, bills, leases, preference shares, and derivatives.

  The totals for each category of financial instruments, measured in accordance with AASB 139 as detailed in the accounting policies to these financial  
statements, are as follows:

 Financial Assets

  Cash and cash equivalents 5 5,771,603 5,714,001

  Loans and receivables 6 226,242 -

 Total financial assets 5,997,845 5,714,001

 Financial Liabilities

  Financial liabilities at amortised cost

  - Trade and other payables 9 1,591,839 1,175,887

  - Borrowings 10 11,070 13,077

 Total financial liabilities 1,602,909 1,188,964
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16 Contingencies  

  In the opinion of the Committee of Management, the Association did not have any contingencies at 30 June 2014 (30 June 2013:None).

17 Events Occurring After the Reporting Date  

  No matters or circumstances have arisen since the end of the financial year which significantly affected or may significantly affect the operations of the  
Association, the results of those operations or the state of affairs of the Association in future financial years.

18 Related Parties  

  Transactions between related parties are on normal commercial terms and conditions no more favourable than those available to other parties unless  
otherwise stated.

19 Association Details  

  The registered office of the association is: 
Rural Doctors Workforce Agency Incorporated 
63 Henley Beach Road 
Mile End SA 5031
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