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President’s Report
The Australian Medical Association (WA) can look back on the past year with pride, confident
in the knowledge that once again the Association has not only grown in size and influence
but has also served its members well.
The AMA (WA) has continued on its path of success over
2013, with membership growth the envy of all other States,
the successful negotiation of a new Industrial Agreement
involving a salary increase of more than 11% over three years,
along with continued growth in the Recruitment and Training
Division and substantial public health initiatives.
The AMA is today recognised as one of the most effective
membership-based and lobbying bodies in Australia. With
positive relationships built over the decades across the
‘political divide’ and in all media, almost every step forward in
health in our State involves the AMA.
The Association’s monthly magazine, Medicus, has further
grown in size and influence and has increased its clinical
component while maintaining its strong political involvement.
The dominant event of 2013 was, without a doubt, the
effective negotiation of a new Industrial Agreement.
Over virtually the entire year, the AMA (WA) Industrial and
Legal team skilfully negotiated the new Agreement, which
was registered by the WA Industrial Relations Commission on
24 December 2013 – even as the AMA (WA) Council and staff
sat down for Christmas lunch!
In the public arena, there was no medical issue that passed
without comment from the AMA (WA), always with a strong
regard to its role in furthering public health.
The AMA (WA)’s strong campaign for the addition of two
levels on the top of the new Perth Children’s Hospital was,
ultimately, not successful. We believe that State Cabinet
actually agreed to our strong push for WA infrastructure
future-proofing, only for the State to face the downgrading of
our AAA rating that same week. It appears that the decision
to agree to the additional funding was the first casualty of this
rating downgrade. As a consequence, the next generation of
Western Australians will look back with amazement that the
opportunity was not taken to add to bed capacity when we
had the chance.
However, the AMA (WA) worked with the government to
ensure that the biggest infrastructure health spending
programs we have ever seen continued to roll out on time.
For example, we assisted the Health Department to ensure
that the design of the new Fiona Stanley Hospital will properly
serve both the public and doctors into the future with a
number of suggested design alterations accepted by the
State Government.
The AMA (WA) also advocated strongly on a range of other
public health issues, especially in the lead up to the March
2013 State Election and the September 2013 Federal Election.
The Association’s submissions on health issues during both
the state and the federal elections generated much public
attention and political reaction.
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In particular, the strong demand by the AMA (WA) that
medical research was badly in need of additional spending,
generated partially by a report on the dearth of research by
the Paxon Group commissioned by the AMA (WA), generated
a promise by the State Government of an additional $30
million over four years. While substantially short of the
amount needed for research in WA, the AMA (WA) will not
leave this subject alone and will continue to fight for an
outcome that would serve our State well into the future.
Substantial work was also done in a variety of other policy
areas, especially in the fight for additional attention to be paid
to immunisation rates. In particular, the AMA (WA) called for
restrictions on un-vaccinated children being able to attend
pre-school and child care centres.
The AMA (WA) also fought against plans by Curtin University
to open a third medical school in 2016. While not opposing
additional medical graduates, the AMA (WA) argued strongly
that a third medical school is inappropriate until both state
and federal governments are prepared to fund additional
General Practice training places and a properly resourced
training system is in place.
The AMA (WA) also took a major role in the fight against
the Federal Government’s decision to impose a $2000 cap
on work-related self-education expenses – an impost on
education that would have had a major negative impact on
medical education, especially on those doctors just starting
out on their careers.
Following a concerted and combined effort by the AMA (WA)
and other groups, the then Federal Government was forced
to delay the introduction of the impost, with the new Federal
Government announcing that it would not progress with
the plan.
As well as these issues that attracted public and media
attention, the AMA (WA) also worked on less public issues.
For example, we continued our regular meetings with the
Minister for Health, the Hon Dr Kim Hames, and the Acting
Director-General, Professor Bryant Stokes, and by maintaining
our strong involvement in a host of other committees and
working groups across the health spectrum.
The past year also saw a number of prominent members of
the medical community honoured. The Association’s Awards
Night and Gala Dinner, with an audience of more than 300
guests at the Grand Hyatt Ball Room, recognised substantial
contributions to medicine in WA.
Two winners of the AMA (WA) Award were announced during
the night.
A former President of the AMA (WA), Professor Alex Cohen
was recognised. A consultant physician and endocrinologist
at Royal Perth Hospital, Professor Cohen went on to serve as
Chancellor of the University of WA and remains an esteemed
member of the WA health fraternity.
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Also honoured on the night with an AMA (WA) Award was
Dr Michael McCall – a teacher, leader and researcher with
many admirers.

Dr YES also made substantial steps in assisting young people
to develop the tools and techniques to handle mental health
issues, especially those involving social media.

Dr McCall’s contributions included initiating clinical
epidemiology at UWA in 1965, and along with Dr Kevin Cullen
and others, was part of the ground-breaking and continuing
Busselton Population Studies Group, serving as Chairman from
1970-71.

Pleasingly, 297 interns commenced their appointments during
the year, a very welcome addition to the WA workforce that
will see a further dramatic increase in coming years. The
AMA (WA) hosted the new Interns at a successful cocktail
party, which was addressed by the Minister for Health, Dr Kim
Hames, and the Co-Chairs of the DiT Committee.

Dr McCall went on to play a major role in the National Heart
Foundation, before going on to serve WA as acting Health
Commissioner where he did such a good job that the
government appointed him head of the Justice Department.
The AMA (WA) Dr Camille Michener Legacy Award for Junior
Doctor of the Year was awarded to Dr Dror Maor.
In the 2013 annual Australia Day Honours Awards,
Dr Vincent Caruso, Dr Alan Duncan, Dr Andrew Robertson
and Professor Bruce Robinson were appointed Members of
the Order of Australia.
Professor John Newnham was appointed a Member of the
Order of Australia in the Queen’s Birthday Honours list.
The 2013 Clinical Conference was held in Russia with clinical
components in Moscow and St Petersburg. Once again
the conference was extremely well attended – in fact, fully
booked within a month of opening – and presented a
number of world-renowned speakers, looking at health issues
both in Australia and Russia.
Once again, the ever popular AMA (WA) Foundation Charity
Golf Day, held in October, saw teams take part in the 18-hole
Ambrose tournament, which was won by Commonwealth
Premier Banking. The dinner, which raised more than $110,000
to benefit Dr YES, (Youth Education Sessions) featured Dr
YES students giving a performance that reflected some of
the most worrying aspects of their interaction with high
school students – the impact of ‘sexting’ – or the exchange
of sexually explicit photos on mobile phones and the
subsequent impact on the lives of young people.

Over the year, your AMA has put considerable effort into
increasing both the reach and professionalism in the manner
in which it communicates with members, with government
and with the wider community.
Your monthly magazine, Medicus, for example, has been
dramatically changed, and is now fast becoming known for
its dramatic and sometimes confronting covers, along with an
increased number and range of articles and comment pieces.
By almost doubling in size, Medicus now offers the
opportunity for more members to have their views and their
interests published. The changes implemented over the past
year have been met with wide approval.
In addition to major changes with Medicus, the AMA (WA) has
extended its communication to incorporate social media such
as Facebook and Twitter.
With many members moving quickly to these avenues of
communication, your AMA is not only moving with members,
but in many cases is leading the way.
In summary, the AMA (WA) has had another significant year
of growth and achievement. Your Association’s achievements
have been many and your voice has been heard loudly and
positively.
And next year is looking even better!
Dr Richard Choong
President
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Industrial Summary
1. 2013 Public Sector Industrial Agreements Registered

Negotiations for a new agreement to replace the Department
of Health Medical Practitioners (Metropolitan Health Services)
AMA Industrial Agreement 2011 (the 2011 MHS Agreement) and
other public sector agreements covering doctors employed
by the WA Country Health Service, Office of Drug and Alcohol,
Director General of Health and those employed as Clinical
Academics were finalised in December 2013. A new agreement
replacing the 2011 MHS Agreement was registered by the WA
Industrial Relations Commission on 24 December 2013.
Three other public sector agreements containing mirror
provisions were registered on 27 February 2014. One further
agreement applying to clinical academics remains to be
finalised and registered albeit the government has already
commenced paying the agreed higher rates.
After the loss of WA’s AAA credit rating, the DoH made it
clear to the Association that ‘efficiencies’ would need to be
included in the 2013 Agreements in order to recoup some
costs associated with the increased entitlements the new 2013
Agreements provide.
Hence the 2013 Agreements contain several ‘efficiencies’
which the Association believes, given the current economic
climate, are fair and do not place additional responsibilities on
practitioners.
The new MHS Agreement includes:
Salaries
A salary increase of 11% over three years (3.75%, 3.75% and
3.5% payable from 1 October 2013, 1 October 2014 and 1
October 2015 respectively).
Annual Leave
The DoH has agreed with the AMA (WA) to include a provision
for additional purchased leave matching current conditions in
the Nurses Agreement and Health Services Union Agreement.
Other features of Senior Consultants’ package
Allowances
The Professional Development Allowance, Private Practice
Allowance and Private Practice Cost Allowance (Sessional
Practitioners) were escalated in line with salary increases.
Professional Development Leave
Senior Practitioners receive an additional one week
Professional Development Leave increasing the entitlement to
three weeks per year in total.
Head of Department Allowance
Head of Department Allowance is doubled and further
increased for most HoDs because it is now based on
headcount, rather than FTE, supervised. Further, Doctors
in Training who are performance managed by the Head of
Department are now expressly included for the purposes of
determining the allowance level.
Radiologists
The Radiologist piece rate has been escalated in line with
salary increases.
On-Call and Call-Back
The on-call hourly rate and call-back rates have been
escalated in line with salary increases.
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Contract of Service
The contract completion payment provisions have been
improved to provide for payment on a proportionate basis,
calculated on completed months of service up to a maximum
of five years.
Other features of DiTs package:
Professional Development Allowance
The Professional Development Allowance has been escalated
in line with salary increases.
Long Service Leave
DiTs will not break their service for accrual of long service
leave (LSL) when they secure employment in the private
sector as part of a training program. There are two pathways
i.e. you can, with the agreement of the Employer, work in a
privately operated public hospital to further your skills OR you
can work in a private hospital for the purposes of progressing
through a College Training Program and if you return to
work with WA Health within 24 months then your previously
accrued LSL entitlements are maintained.
Part-time Employment
Interns shall be employed on a full-time basis. However, at the
request of an Intern, the Employer may approve employment
on a part-time basis.
Hours and Rostering
Agreement was reached on the following issues:
• The term ‘all duty’ has been clarified so it is explicit that
it refers to both rostered duty and any periods of callback for the purposes of the eight hour break between
shifts. If a practitioner is required to resume rostered duty
before having eight consecutive hours free from all duty
(including call-back) the subsequent hours shall attract a
50% loading.
• The term ‘where practicable’ has been removed to ensure
that all practitioners must have at least two consecutive
days off in each 28 day roster cycle free from all duty
including on-call.
• The new Agreement includes a provision which makes it
clear that split shifts are not to be rostered or worked.
Resident Medical Officers
The definition of a Resident Medical Officer (RMO) has been
clarified such that a RMO is a practitioner in their second or
subsequent years of relevant experience following graduation
and who is not performing the duties of a Registrar.
Professional Development Leave
The ways that Professional Development Leave can be utilised
have been expanded to include clinical significant research
associated with obtaining or maintaining higher medical
qualifications.
On-Call and Call-Back
The on-call hourly rate has been escalated in line with salary
increases.
Contract of Service
The contract completion payment provisions for Supervised
Medical Officers have been improved to provide for payment
on a proportionate basis calculated on completed months of
service up to a maximum of five years.
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Efficiencies (applicable to both Senior Consultants
and DiTs)
The ‘efficiencies’ contained in the 2013 Agreement to assist in
paying for higher salaries and benefits include:
• Practitioners with the ability to charge private and
compensable patients and others on whom a fee can be
raised will maximise the right to bill. The health service will
provide assistance to achieve this goal. The Department
is considering various models to give effect to the
management of billing;
• Activity and cost of service targets set for departments
under activity-based funding will be adhered to including
undertaking processes of continuous improvement in
terms of efficiency, effectiveness and quality and safety of
services;
• Practitioners will work with and promote NEAT and NEST
targets and policies;
• Practitioners will work with hospitals and health services
to achieve the 10 mandated standards of the Australian
Commission on Safety and Quality in healthcare;
• Practitioners who have accrued in excess of two years’
annual leave will apply to take and will take, at the
operational convenience of the hospital, sufficient leave
to ensure their annual leave does not exceed two years’
entitlement. This was agreed on the proviso that where
practitioners are not able to reduce their entitlement
due to operational requirements or extenuating personal
circumstances, a leave management plan must be agreed
with Head of Department or Director of Medical Services;
• Leave vacancies will not be back-filled for leave that is two
weeks or under;
• Practitioners will support and be actively involved
in assisting the implementation of health and
hospital reforms;
• The Association and employer parties will jointly monitor
adherence to the above commitments through a joint
oversight committee.
2. Industrial Agreement Negotiations – Private Sector

Simultaneous negotiations occurred for replacement
Agreements with St John of God (Murdoch) (applying to the
Emergency Department) and Royal Flying Doctor Service
during public sector negotiations. Both Agreements expired
on 30 September 2013 at the same time the public sector
agreements notionally expired.
Agreement was reached with both employers, including
increases to salaries and conditions, effective 1 October 2013.
St John of God agreed to a 12% pay increase over three years
and RFDS agreed to increases reflecting the public sector
after initial difficulties suggesting the RFDS wanted to break
the long-standing nexus with the WA Country Health Service
Agreement.
The Association will be seeking to secure Enterprise
Agreements with Ramsay Health and St John of God Health to
ensure that salaried medical practitioners employed in their
facilities have contemporary employment conditions that,
where possible, mirror those provided for in the public sector.

3. Agreement Flexibility/Special Deals

The Association’s application to the Industrial Magistrate
for payment of call-back rates in accordance with the
Orthopaedic and Plastic Surgeons Trauma Roster Agreements
is likely to proceed to hearing in April/May. The main issue
in dispute is the interpretation of the call-back clause when
practitioners are required to work for longer than four hours.
4. Curtin University – Third Medical School

The AMA (WA) continues to oppose the establishment
of a third medical school in WA on the basis that increasing
the number of medical graduates should not be done
in isolation from a properly resourced prevocational and
vocational training system and without a commitment from
the Federal Government to fund additional General Practice
training places.
5. Rights of Private Practice

The AMA (WA) continues to receive enquiries from salaried
doctors in both public and private hospitals related to the
billing of private patients in circumstances where the doctor
is paid a private practice income allowance and in return
authorises the employer to render accounts in the doctor’s
name. The Association is concerned, based on the queries and
comments being expressed, that doctors themselves do not
understand the billing processes and their own liability under
the Health Insurance Act 1973 (the HIA) and the Competition and
Consumer Act 2010 (the C&C Act).
Of even greater concern is the lack of understanding by
hospital administrators, finance and administrative staff
conducting billing on behalf of doctors about the exposure of
doctors to claims of fraud against Medicare and other liability
faced by doctors when mistakes occur with billing and related
referral processes.
The AMA (WA)’s concerns relate to:
• the doctor’s liability under the HIA if billing is incorrect due
to exposure to potential claims of fraud against Medicare;
• the doctor’s liability under the C&C Act if the doctor fails
to set the fee to be charged and advise the employer of
such fee. The AMA (WA) advises members that where the
hospital refuses to accept the fee advised by the doctor,
the doctor should inform the hospital in writing that
the hospital is engaging in anti-competitive conduct in
contravention of the C&C Act.
• the doctor’s liability under the National Health Care
Agreement and the CMBS where there is no valid referral.
Hospital finance and administrative staff appear to think it
is acceptable practice for a referral not to include a named
doctor.
• the hospital’s obligations under the Department of Health
Medical Practitioners (Metropolitan Health Services) AMA
Industrial Agreement 2011 (the MHS Agreement) in the
case of public sector doctors employed under the MHS
Agreement. Importantly, these include the obligation to
provide, if requested by the doctor, quarterly statements
detailing the total amount of accounts rendered and
collected in the doctor’s name.
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The AMA regularly advises doctors to make sure they
understand and comply with the above requirements.
A related concern is over the requirement under the public
sector MHS Agreement whereby doctors shall, “to the fullest
extent permissible by law, exercise rights of private practice in
any public teaching hospital or in any other public sector health
care facility in which the practitioner works.” If the employer
determines that a doctor is not exercising rights of private
practice to the fullest extent permissible by law, the doctor
may forfeit the right of private practice.
The AMA’s ongoing concern relates to information we receive
indicating that doctors receiving the private practice income
allowance do not fully comply with the above requirement.
Hence the system is open to claims that the private practice
income allowance is not self-sufficient (as per Queensland
Rights of Private Practice Report) notwithstanding the
agreement to pay a substantial private practice income
allowance as an attraction and retention payment.
6.	NEAT/4 Hour Rule

In August 2013, WA Health invited a team of NHS personnel
to assess and audit the three adult tertiary hospitals with the
aim of assisting in improving access block and reduce waiting
times in ED to improve performance against the NEAT.
The audit and assessment team reported to the Minister and
Department on their findings and made recommendations on
ways to improve service delivery.
One of the overall messages that was being flagged was that
in WA there was a high portion of outliers i.e. wrong patient
in the wrong ward under the wrong Consultant and these
patients were consuming capacity in the system.
AMA (WA) Council had an opportunity in September
2013 to meet with the Clinical Lead of the NHS Team,
Professor Derek Bell, and discuss the process with him.
Professor Bell is returning to Perth in early 2014 to assess
whether progress has been made in response to his findings
and recommendations. AMA (WA) Council will have another
opportunity to meet with him.
7. AIMS (Advanced Incident Management System)

Since the removal of qualified privilege from the AIMS form
in June 2011, the Association has been working to secure
protection for our members from the risks of legal exposure
resulting from Clinical Incident Management processes.
A submission was made to the Minister for Health, Dr Kim
Hames, which calls for legislative reform in two key areas.
The first recommendation relates to the establishment of
Quality Improvement Committees. The Association is pushing
for law reform to allow for the establishment of Root Cause
Analysis (RCA) Committees which would be afforded the
same legal protections as Quality Improvement Committees
but would be free from the convoluted set-up procedures.
RCA Committees would ensure medical practitioners are
able to hold open and frank discussions regarding a clinical
incident without needing to fear legal repercussions.
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This reform is even more important given the introduction of
the Open Disclosure Standard in WA. Whilst the Association
supports the concept of open disclosure, it is paramount
that practitioners do not fear that any information they give
during the investigation of clinical incidents will be relayed
back to the patient through an open disclosure process and
subsequently potentially used against them in litigation
proceedings.
The second reform relates to ‘apology legislation’ in WA.
As part of the open disclosure process, Medical Practitioners
are required to make an expression of regret to the patient
following a clinical incident. In May 2013, the Australian
Commission on Safety and Quality in Healthcare published
a revised framework for open disclosure. One of the key
changes to the framework was to add a requirement that the
words ‘I am sorry’ are spoken when offering an expression
of regret or apology to a patient or their families. The legal
safeguards protecting apologies in litigation proceedings
are weak and in need of reform. At present the protections
for apologies in WA do not cover statements which admit
a liability of fault. When a Medical Practitioner is required to
state the words ‘I am sorry’ it is easy to see how an accidental
admission of fault could stem from such a statement. With
this in mind the Association is calling for the Minister to
amend WA legislation to offer full protection to apologies
regardless of whether an admission of fault was made. This
would bring our apology legislation in line with ACT, NSW and
many other Commonwealth jurisdictions.
Although the hope is that the Minister will agree with the
Association’s stance and make the necessary legislative
changes swiftly, there has not to date been any movement
regarding this issue with the government. The only aspect
that has changed is the Department has introduced an online
system of completing the Clinical Incident Forms.
The Association continues to advise members that doctors
should continue to notify about incidents but only provide
information contained within normal patients notes. Anything
outside of information in normal patients’ notes should only
be submitted to a process which provides qualified privilege.
8. Fiona Stanley Hospital (FSH)

The Association continues to monitor the progress of FSH.
There have been significant delays in opening with ICT issues
causing problems. The Association has been advised that
there will be a phased opening sequence with the first service
to become operational being the State Rehabilitation Service
in October 2014. The final stage is due to be implemented
by April 2015, which represents at least a 12-month delay
in becoming fully operational. The Association continues
to monitor issues associated with accreditation of DiT
positions and the provision of sufficient dedicated ward and
departmental work space for clinicians. Heads of Service
positions have been advertised and are progressively
being filled. The Association has been involved in ensuring
maintenance of employment arrangements for practitioners
who are affected by the cessation of their service at their
current site.
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9.	Privatisation of Public Hospitals/Midland

In stark contrast to the delays in finalising the construction
of the new facility at FSH, the St John of God Midland site
is progressing ahead of schedule. It is understood that the
Minister has given a commitment that DiTs will be seconded
to the new Midland site rather than directly employed by
the private entity albeit that this has yet to be confirmed in
writing. For practitioners at Swan Districts Hospital, which
will close when the new Midland site becomes operational,
there are growing concerns about their ongoing employment
arrangements. The Association has sought clarification from
the Department.
It has been suggested that the Redeployment and
Redundancy Regulations will not apply to medical
practitioners despite promises made several years ago
that options to remain in the public sector would be
available. Employment by St John of God Midland also
remains uncertain.
10. Access to Travel/Conference Entitlements

The Association has continued to seek amendment to
the process adopted for travel claims. The Association has
acknowledged that where travel is being sponsored by
commercial entities there is a need for an appropriate review
to ensure that there is no conflict of interest. However,
where travel for conferences/meetings is self-funded by the
practitioner utilising their own PDL entitlement or where the
travel is sponsored by a non-commercial entity, e.g. Colleges,
the procedure and steps required to obtain approval ought to
be simplified.
The Department has recently provided a revised Policy and
Procedure which does not address the AMA (WA)’s concerns.
However, the AMA (WA) has received a written assurance from
the A/Director General that self-funded travel will not require
approval through the travel claim policy framework.
Electronic online forms have also been implemented and will
be monitored for effectiveness.
11. VMP/MSA

Previous Medical Service Agreement (MSA)s were set to expire
in September 2013. WA Country Health Service (WACHS)
sought to implement a range of changes for the most part
tidying up some legislative references and simplifying the
arrangements for Contracting Medical Practitioners who are
also Nominated Medical Practitioners.
There were a number of areas that the AMA (WA) expressed
concern about and sought further explanation or clarification.
One key area of concern relates to the proposed provisions
applying to “Specified Contracting Medical Practitioner”.
The Association views the definition, as currently worded,
as ambiguous and therefore open to interpretation and
argument as to the intended use of the provision.

The Association has advocated for definitive clarity around
when this type of arrangement can be entered into given
there is capacity with the MSA to terminate this arrangement
giving three months’ notice. WACHS has also resolved to
align the MSA with the operative date of the revised Western
Australian Government Medical Services Schedule which
took effect from 1 December. Previous MSAs were therefore
extended until December 2013. Since December there
have been a range of issues in MSAs not being renewed or
extended and no increases in payments being included.
12. Memorandum of Understanding (MoU)/ Medical
Advisory Committees (MACs)

There continues to be ongoing issues with WA Health
trying to impose policy development on Medical Advisory
Committees without the Committee’s involvement. WA
Health appears to be wanting to impose full-time salaried
employment at the expense of visiting medical practitioners
in secondary hospitals.
13. Specific DiT Issues

There has been significant activity relating to DiTs since
August 2013. In addition to issues already detailed elsewhere
in this report, the following activities should be noted:
Internships – In WA the PMCWA determined that its priority
categories would preference WA graduates of WA medical
schools (not including full fee paying internationals), then
graduates of other Australian medical schools who had
undertaken their year 12 in WA, and then full fee paying
international graduates of WA medical schools. As a result,
WA was successful in offering 297 internships in WA for 2014
with two full-fee paying medical graduates having to obtain
employment via the Commonwealth Internship Program at
Joondalup. The Committee will continue to monitor this as
the years progress.
Centralised RMO Recruitment Process – 2013 saw the
second year of the centralised process and again there were
significant issues that required AMA (WA) intervention. There
were significant issues associated with lack of transparency
and clarity. The preferencing system again caused concern.
Likewise, the determination by the Chief Medical Officer of an
Area of Need for RMO and Registrar positions for the whole of
WA coupled with the oversight of the process by Public Sector
Commission and the need to meet merit selection meant that
Australian trained graduates were left without employment at
the end of the process. Feedback to unsuccessful applicants
was also lacking. As a result of these issues, these matters
were raised with the Office of the Chief Medical Officer and
then subsequently with the then Director General. The AMA
(WA) has recently provided a proposal seeking to ensure that
an office(r) is established that has oversight of the recruitment
process and has the authority to direct Health Services
regarding the process.
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Junior Doctor Business Case – The Association and the
DiT Committee continue to monitor the application of the
Business Case given ongoing concerns that expenditure
flagged for increased FTE has either not been spent or not
spent in the required areas.
Curtin University – The University’s bid for a third medical
school in WA continues unabated. Curtin engaged
‘independent’ consultants to review the medical workforce
issues in WA. Interestingly the consultants from Healthfix
Consulting are Dr Felicity Jefferies (former Director of Clinical
Services at WA Country Health) and Mr Kim Snowball (former
Director General of Health and past CEO of WA Country
Health). The Association has continued to advocate for a
comprehensive and truly independent evidence-based needs
analysis of what is required and when, taking into account not
just the WA situation but looking at the medical workforce in
totality across Australia.
Fiona Stanley Hospital (FSH) – The Committee has had
representatives attend meetings relating to the accreditation
of prevocational positions at FSH. It is understood that
PMCWA will pre-accredit these positions as a temporary
measure and review them more thoroughly once FSH is
operational. Flowing from this will be the need to review the
prevocational and vocational positions at the other South
Metro Health Service sites, more specifically Fremantle and
Royal Perth Hospital. Likewise, with the significant downsizing
of Fremantle Hospital, its RMO Society, in conjunction with
the RPH RMO Society, has been working to establish a RMO
Society that will operate at FSH.
Engagement with Final Year Medical Students/Intern
Orientation – The Association had its best year yet associated
with its engagement with final year medical students at the
two Intern Preparation Seminars held by UWA and Notre
Dame. These seminars, coupled with our ongoing support
and representation at the Intern Orientation Week, enabled
the Association to recruit its largest number of new Intern
members, having achieved 50% of the new intern cohort by
the end of Orientation Week.

Overtime – Late 2012, and continuing into 2014, the
Association has been dealing with an ongoing interpretation
issue regarding the application of the industrial agreement
particularly to do with when claims for overtime and call-back
need to be submitted to enable authorisation and payment.
It is now evident that this issue relates to the interpretation of
the provisions by a ‘rogue’ medical director and fortunately
Health Industrial Relations Service does not share the opinion
of this medical director. This matter should be close to
resolution but will be monitored closely by the Association.
DiT Strategic Directions for 2014 – The Committee
determined its strategic direction for 2014. The Committee
will focus on a number of key issues such as the Centralised
RMO Recruitment Process (and more broadly medical
workforce issues); part-time/ flexible workplace options;
access to leave entitlements; establishing a portal for DiTs
to gain access to information/opportunities to be involved
with research projects; and improving our engagement with
our DiT membership. Of particular note is the disappointing
outcome associated with the Department’s Part-Time
Working Party which had indicated that it would be clearly
identifying part-time positions for RMOs to be appointed to as
part of 2013’s centralised recruitment process. However, what
was promised was not delivered and initial discussions with
representatives from the Working Party have indicated that
they are going to be making the necessary improvements for
this year’s recruitment process.
General Practice as a Career
For the past 10 years the AMA has been working with
Western Australian General Practice Education and Training to
encourage and support doctors interested in General Practice
as a career. Extensive marketing, lobbying and support has
been undertaken by the AMA to provide doctors with the
opportunity to experience pre-vocational General Practice
placements during their early hospital years and to promote
General Practice as a career option for DITs.

Accommodation for DiTs – This issue seems to be part of
the movie Groundhog Day with each year the Association
having to advocate for proper application of the secondment
provisions detailed within the Agreement for DiTs who are
seconded to WA Country Health Service (WACHS). Whilst
there was a successful resolution of this issue at one location,
there remain ongoing issues at another where there is a
distinct difference with how secondees are treated versus
those that are directly employed by WACHS. These issues are
being escalated to the Director General’s office.

8

2013 Annual Report // Australian Medical Association (WA) Incorporated

Membership
AMA (WA) made a net gain of 315 members for the year to take its membership at
31 December 2013 to 4376 members.
Membership 1st January 2013..............................................4061

Congratulations

Losses:

The following members completed 50 years’ membership
of the British Medical Association and the Australian Medical
Association:

Transferred to other AMA States............................................. 40
Resigned..........................................................................................115
Deceased...........................................................................................18
Terminations................................................................................. 103
Total Losses:.................................................................................. 276
Gains:
Transferred from other AMA States.........................................27
Elected............................................................................................ 459

Dr Michael Benness; Stephen Chin, Keong Ch’ng; Bruce
Connor; Haydn Dyer; David Fry; Donald Golinger; John Hill;
Michael Hill; John Hobday; Philip Hossen; Tony House; Arnold
Jones; John Lee; Joseph Levit; Pamela Levit; Val Lishman; John
Parry; Robert Pearce; John Pearman; John Radunovich; Richard
Reynolds; Ronald Seman; Maxwell Sloss; David Spence; Peter
Staer; Fiona Stanley; Ian Stewart; Brian Walsh; Robert Warner;
Louie Zaninovich; Anthony Zorbas.

Total Gains:.................................................................................... 591

In 2013, Dr Vincent Caruso; Dr Alan Duncan, Dr Andrew
Robertson and Professor Bruce Robinson received a Member
of the Order of Australia in the Australia Day Honours List.

Membership 31st December 2013......................................4376

In 2013, Professor John Newnham was awarded a Member of
the Order of Australia in the Queen’s Birthday Honours List.

Re-election of former members............................................ 105

Net Gain:......................................................................................... 315

Training Seminar Schedule
Obituary

With deep regret, we record the deaths in 2013 of the
following members of the AMA (WA):
Drs Ivy Bullen, Robert Collin; Ian Craib; John Craig; Kishore
Desai; Peter Eckhart; Oliver Hood; Ernest Manea; Jon
Rampono; Rebecca Ryan; Gillian Schlafrig; Jane Talbot; Sven
Thonell; Marx Wald; Richard Walkey.

During 2013, the training program for evening and weekend
sessions continued to grow and develop. Presentations
covered a range of professional, business and personal
matters for both doctors and practice staff, and were well
attended. Where appropriate, sessions were accredited by the
various Colleges and attracted CPD points.
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General Practice Report
2013 was yet another year of continuing uncertainty and ongoing change on a number
of fronts. The key issues which continued to receive the AMA’s attention are the GP Super
Clinics, PCEHR, Medicare Locals, rewarding quality General Practice, the new VMP Agreement,
pharmacists in General Practice, barriers to teaching in General Practice, reform to the
deduction of medical expenses, non-vocationally registered GPs, indexation and GP fee setting.
GP Super Clinics

The AMA has called on the Federal Government to
immediately axe its flawed GP Super Clinics program and
direct unspent funds to help upgrade existing General
Practices, after the Auditor-General confirmed the scheme
was badly designed and delivered poor value for money. An
Australian National Audit Office (ANAO) report found that
the $600 million GP Super Clinics program has been dogged
by serious cost overruns and lengthy delays, and many of
the clinics have been built in areas already well served by
doctors and other health professionals. The Auditor-General
found that only three of the 36 clinics promised in 2007 were
completed on time, with seven still not operational, while
just one of the 28 announced in 2010 is fully functional. The
results confirmed the AMA’s long-standing concerns that the
program was poorly conceived and was a bad use of scarce
health funds. Under the Primary Care Infrastructure Grants
program, $117 million has been allocated over four years to
upgrade 425 GP facilities. By contrast, the Auditor-General
found that two GP Super Clinics alone had cost taxpayers
$50 million, and several more had needed substantial top-up
funding. The ANAO found there were inadequate processes
in place to assess what effect Super Clinics would have on
existing primary health services, whether they provided value
for money, and whether they were achieving any meaningful
improvements in access to health care. The AMA will continue
to closely scrutinise this program.
Revised After-Hours Standards

Accreditation standards for general practices regarding the
provision of after-hours care have been revised following
concerns raised by the AMA. The Royal Australian College
of General Practitioners has adjusted its flagged indicators
related to the provision of out-of-hours care after the AMA
voiced fears that practices could lose their accreditation
and access to Practice Incentive Payments (PIP) without the
change. The AMA wrote to the College early last year warning
that the Federal Government’s decision to invest Medicare
Locals with responsibility for co-ordinating after-hours care
and to phase out PIP funding for out-of-hours care, had
created a radically changed setting for practices that made it
potentially very difficult for them to comply with accreditation
standards. The Federal AMACGP Chairman pointed out that
this represents a completely new environment – one where
the level of financial support for general practices is less
certain, and the availability of local out-of-hours services will
be largely dependent on the decisions of Medicare Locals. The
extent to which GPs will have genuine input into the design of
out-of-hours services is also unclear.
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The changes had made it imperative for the College to
reconsider its standards, which had placed significant demands
on practices to ensure patients had access to after-hours care.
The AMA is pleased to see that the College has responded to
these genuine concerns, and that practices will not be unfairly
penalised.
GP After-Hours Contracts

The AMA has assisted a number of practices with regard
to the Medicare Local’s After-Hours contracts. The AMA
has urged Medicare Locals nationwide to use an improved
contract for GPs to provide after-hours care after serious
flaws in contracts originally prepared by individual Medicare
Locals met with strong resistance from the AMA and GPs.
The Australian Medicare Local Alliance (AMLA) has issued
a revised template contract to Medicare Locals that they
can use for GP after-hours services following the AMA’s
successful lobby of the Department of Health and Ageing
(DoHA) to change contracting guidelines for Medicare
Locals. The change follows widespread concern that some
Medicare Locals were trying to impose overly onerous
contract conditions that would have added significantly to
the costs and administrative burden on GP practices. Under
government reforms, from 1 July 2013, Medicare Locals will
have responsibility for organising after-hours GP services.
PCEHR

There is growing concern amongst the profession and in
particular amongst General Practitioners regarding the
clinical utility, standardisation and legal responsibilities of
Personally Controlled eHealth Record (PCEHR). The AMA
has consistently advocated for ‘light – touch’ regulation for
e-health. The Federal Government and National E-Health
Transition Authority (NEHTA) appear unwilling to listen to
common sense on these issues. The AMA has been calling on
the government to heed concerns raised by GPs regarding
the significant clinical utility issues associated with the
PCEHR system and address them as an urgent priority. A joint
statement by UGPA has reaffirmed this call. Significant issues
have been identified, and currently, there is no alignment
between consumer registration and meaningful use through
engagement of the clinical community and assurance of
improvement of patient health outcomes. In August 2013,
the government’s failure to listen led to a number of key
Clinical Leads resigning from NEHTA. This was amidst ongoing
concerns and requests for NEHTA and DoHA to review the
PCEHR development cycle and re-establish meaningful
clinical input. Since August, DoHA has become the PCEHR
system operator and opportunities for clinical engagement
have been less clear.
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The AMA is calling on government to implement strategies
to ensure the PCEHR is best structured to improve the health
outcomes of all Australians. The process must be profession
led and include:
• GP input at every level of the PCEHR development life
cycle – including planning through to implementation;
• Ensuring the system is clinically safe, usable and fit for
purpose;
• Being supported by an acceptable, and robust legal and
privacy framework; and
• Secure messaging interoperability is a critical dependency
priority.
The government has now announced it will review
implementation of the PCEHR. The AMA supports the review
and looks forward to contributing to the review and expects
that the clinical voice and the concerns raised will be heard.
Medicare Locals

In 2011 the Rudd Government implemented its second arm
of the primary healthcare strategy at a cost of $1.8 billion for
61 Federal Government financed entities to be established
around Australia. Their creation has not been universally
well received, arguably the reverse. Nothing appears to have
been learnt from the Divisions experiment, and General
Practice funding appears to have yet again taken a hit to pay
for another poorly thought out policy. The AMA therefore,
is calling on the Abbott Government to comprehensively
overhaul the Medicare Locals model introduced by the
previous Labor Government, including ditching the name,
‘Medicare Locals’. The call is included in the AMA’s submission
to the Australian Government’s Review of Medicare Locals,
which is being headed by former Chief Medical Officer,
Professor John Horvath. The AMA submission highlights
significant problems in the design and implementation of
Medicare Locals, and recommends fundamental changes to
the model implemented by the former government.
VMP Agreement

The new VMP Agreement is currently being negotiated with
doctors. The AMA is carefully monitoring its implementation,
particularly in rural and remote areas.
Pharmacists in General Practice

The AMA has been approached by the Pharmaceutical
Society of Australia (PSA) to discuss the potential for a joint
approach to improving collaboration between GPs and
pharmacists. The AMA has subsequently met with the PSA
twice to scope a possible way ahead to integrate pharmacists
into General Practice settings.

Barriers to Teaching in General Practice

The AMA is advocating for an increase in the PIP Teaching
Incentive emphasising that GPs should not be financially
worse off if they take on the responsibility of training the
next generation of doctors. The AMA is working with other
interested organisations, including medical schools, to call
on the government to recognise the true costs to GPs in
teaching medical students and compensate GPs accordingly.
In recent years, the Commonwealth has more than doubled
the number of medical students and medical schools are
increasingly looking to General Practice to provide these
students with a quality clinical training experience. While the
government is keen to see more students getting a taste of
life as a GP, it has not increased essential support for practices
to be involved in teaching and training. For example, the
incentive payment for each session of teaching has remained
static at $100 since 2005. The AMA firmly believes the
inadequacy of the current incentive, rather than encouraging
practices to provide teaching sessions to medical students,
discourages practices and their GPs from becoming involved
in teaching activities. The government needs to invest in the
future medical workforce, the future of General Practice and
the quality of training provided within General Practice, by
ensuring that there are enough teaching practices able to
meet the increasing number of medical students. Additional
investment in supporting practices and GPs would encourage
more practices to begin teaching students, and make teaching
students more viable and sustainable for those practices
already doing so.
Reform to the Deduction of Medical Expenses

The AMA called on the government to dump plans to impose
a $2000 cap on work-related self-education expenses.
The AMA was determined to make the education cap an
election issue. The AMA’s position was that the government
had to realise that the education cap would hit more
than 1.6 million dedicated professionals who provide
important services in their communities. The cap would
have been a disincentive to professional development across
the professions. The cap would have been a roadblock to
excellence in the professions that provide vital services to
Australian families and communities every day. This would have
impacted on GPs and particularly rural GPs. The AMA vigorously
lobbied the government and Opposition on this matter.
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General Practice Report
Non-vocationally Registered GPs Indexation

The introduction of the Vocational Register effectively created
two classes of GPs – those who were Vocationally Registered
(VRGPs) and accessed the higher A1 rebates and the Non-VR
GPs whose patients received the lower A2 rebates. The A2
rebates were set initially at 93 per cent of the A1 rebates but
have never been eligible for annual indexation and so are
proportionally worth much less than A1 rebates over time.
Current AMA policy is to pursue equitable indexation for
Non-VR GPs. The latest AMA policy on Non-VR GPs states that
the A2 rebates should be increased to reflect the differential
that existed when the Vocational Recognition structure
was introduced. For those practitioners who are not eligible
for grandfathering to the Vocational Register, A2 rebates
should be increased to 93 per cent of the A1 rebates and
indexed appropriately on an annual basis. This would address
the inequity in these fully qualified medical practitioners
receiving a rebate similar to, and in the future potentially less
than, that received by lesser-trained health providers such as
nurse practitioners. According to the Department of Health
and Ageing’s General Practice workforce statistics, there are
around 2,500 full-time equivalent non-VR GPs, two thirds of
whom access A1 rebates through workforce programs. Those
already having access to A1 rebates will not represent any
increase in expenditure for the government.

Of the remaining Non-VR GPs (approximately 700), the AMA
estimates that fewer than 20 per cent would qualify for the
final round of grandfathering, with the rest eligible for rebates
at 93 per cent of A1 rates. This would represent a $54 million
total increase in expenditure for the government.
GP Fee Setting

The AMA welcomes the final decision from the Australian
Competition and Consumer Commission (ACCC) on GP fee
setting, which will come into effect on 15 March. The ACCC
has agreed to an application for authorisation made by the
AMA to allow GPs working in the same practice (as defined) to
agree on the fees charged to patients attending that practice.
The decision will also permit GPs working in the same practice
to negotiate collectively with hospitals and Medicare Locals
on fees. The AMA took a leadership role on behalf of the
profession in making this application to the ACCC. The AMA is
keen to ensure that GPs who engage in this type of conduct
are not exposed to action under competition laws. This
decision achieves that goal. The ACCC has recognised the
public benefits that flow from the granting of the application,
including cost and administrative efficiencies, improved
continuity and consistency of patient care, improved
recruitment and retention of GPs and the streamlining of
negotiation processes with Medicare Locals and hospitals.

Public Health Initiatives
Youth Programs

Traineeships/Apprenticeships and Community Programs

With support from the AMA, business sponsors and the WA
Department of Health, 2013 was again an exciting year for
the Youth Friendly Doctor Training Program and the Dr YES
youth initiatives. Four medical students coordinated the
administration and management of the Dr YES program
which delivered sessions to just under 8,000 Year 8–12 high
school students in metropolitan and rural areas of the State.
With support from the Royal Flying Doctor Service, the Dr YES
team was also able to visit some more of the remote areas of
the State. During the year, development work commenced
with UWA regarding incorporating Dr YES as a Service
Learning unit in the new MD program in 2015. Towards the
end of 2013, contractual matters in relation to funding support
from the WA Department of Health for the forthcoming three
year period were finalised.

The AMA, in partnership with government and private
business organisations, continued during 2013, to deliver a
number of employment, work experience and community
programs. Good outcomes were achieved in all areas.

The Youth Friendly Doctor Training Program continues to
expand training modules on offer. The program was fully
subscribed in 2013.
The Youth Services Directory that was first printed in 2010 was
updated on the website in 2013 in preparation for
re-printing in 2014.

12

Health, Aged Care and Community Care Training

During 2013, AMA Training Services and Health Training
Australia (HTA) activity expanded considerably in the general
area of community care. First aid and CPR training was popular
with both the health sector as well as the general community.
Late in the year, HTA added to its training scope and
commenced training in the nationally accredited Certificate
IV in Mental Health. This qualification complements other
courses being delivered by HTA that have been identified by
industry as areas of high need.
Indigenous Training and Employment Programs

In 2013, the AMA, completed a major Indigenous training and
employment initiative with the Australian government that
resulted in employment for some 100 Indigenous people. In
the later part of the year the AMA was offered a small contract
aimed at assisting 25 Indigenous people into employment
during 2014. The Australian Government is currently reviewing
its various Indigenous programs. Future directions and
opportunities to tender for services that are outsourced are
likely to be known during 2014.
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Treasurer’s Report 2013
The Association and its controlled entities AMA Services (WA) Pty Ltd, Amacis Pty Ltd and
AMA Recruit International Pty Ltd achieved excellent results again in 2013, with an overall
surplus of $2,363,063.
Nett assets had increased correspondingly to $14,868,408.
These results were similar to 2012 with all divisions achieving
strong results.
Membership subscription income had increased by 11.2% to a
total of $3,929,294.
This included a total $1,648,968 raised on behalf of the
Federal AMA.
AMA Services (WA) Pty Ltd recorded a deficit of $401,234
due to interest and royalties paid to AMA (WA) and general
administration expenses.
AMA Services revenue had increased by 1.4% to $16,273,637,
with expenses increasing by 2.3%.
Financial Services

2013 was a busy year for the Financial Services Division
however the performance was as expected with the overall
result slightly exceeding the annual budgets.
On the insurance broking (AIB) side, the year was
characterised by continuing changes in the personal lines
(Home, Contents & Motor Vehicle) insurance premiums in
response to recent natural catastrophe events. Most notably
there was a further increase in the number of personal line
insurers offering flood cover in their home and contents
policies. This occurred in response to the brand and
reputational damage suffered by some insurers following
the significant flood events in 2011. This however resulted in
increased underwriting & pricing risk which was passed onto
consumers.
AIB was, however, successful in increasing revenue and
profit margin despite below trend growth in the economy
as a whole. This result was achieved in an environment of
increasing competition from direct online insurers, large
international brokers looking to penetrate the small to
medium business (SME) segment, and a higher prevalence
of authorised representatives who typically operate on a
lower cost base. Some of the key drivers in achieving these
results was our ability to cultivate and nurture strong client
relationships, targeted business development and improved
business efficiencies.
For the Financial Planning side, overall 2013 saw a slow and, to
a certain extent variable, rebuilding of confidence in Western
economic conditions that was reflected in the financial
markets. Global shifts in economic risk and adjustments in
some capital flows saw significant rebalancing of global
markets with confidence refocusing towards the West. This
rebalancing had substantial flow-on effects for the Australian
economy through impacts on a number of key financial
markets, in particular commodities, interest rates and foreign
exchange. This was reflected in the performance of the FP area
with income earned coming in just below allocated budgets.
The division is however eagerly looking forward to the 2014
year with the completion of its digital strategy on the AIB side
and the move to a new AFSL Licensee in the FP area which
is likely to bring in further growth and improved efficiencies.

The focus of the business will continue to be on building
strong client relationships and quality of advice in addition
to a high service quality.
Recruitment and Training

2013 was again a busy year for the Recruitment and Training
Division. As in 2012, activity undertaken tended to focus on
core business and expansion around generally established
operations. Due to the nature of the businesses, a number of
the operations include aspects that are fully or partially funded
from government. A primary focus of the year was to increase
diversification into the private sector, while maintaining and
delivering a good service on government contracts.
Outcomes achieved during the year in the Training area
were pleasing. Overall growth was maintained. AMA
Apprenticeship & Traineeship Services (an Australian
Government Apprenticeships Centre) delivered consistently
strong business outcomes during the year. In 2013 the AMA
was advised that the contract period would be extended
for a year – through until June 2015. Contract variation to
this effect was finalised in early 2014.
Medical recruitment of doctors from overseas was
retained as a high priority, seeking to support doctors in
areas of need in Western Australia, in particular general
practitioners. A high level of service is provided to clients in
achieving outcomes for doctors and practices experiencing
workforce shortages.
The general employment area continued to expand in 2013,
in particular in the area of consultancy services. While still
in its infancy, it is hoped that these services will continue to
diversity and grow to provide an additional revenue source
for the AMA into the future.
Medical Products

The Medical Products Division faced its toughest year for
a while in terms of competition in 2013. After a slow start
to the year, a number of strategic changes contributed
to a stronger second half of the year. Both revenue and
earnings growth was achieved for the year. During the
year, the distribution business gathered steam with EDAN
Patient Monitors gaining acceptance onto government
contracts in states outside of Western Australia. A second
product was added to the distribution portfolio; a wearable,
wireless, ECG solution, called Nuubo. This product offers
a clinically superior solution to clinicians requiring holter
studies and the implantations of loop recorders. Late in the
year, a distribution agreement with Nuubo was secured.
Attendance at Medica in Germany, led to an additional
opportunity to work with a German manufacturer by
representing their products in the Australian and New
Zealand markets. Given the difficult environment, much
was achieved in 2013.
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Statement of Income and Expenditure for the Year Ended 31 December 2013
			
			

2013
$

2012
$

Income
Membership Subscriptions
Commission
Royalty fees
Conference and other income
Interest		

3,883,040
223,215
943,821
2,753,791
1,135,822

3,525,866
112,790
963,857
2,017,865
1,133,988

8,939,689

7,754,366

1,648,968

1,494,400

42,242
528
3,140
693
22,915
18,304
–
4,257
23,539
1,608,121
–
58,781
1,318
1,296
116
75,720
55,621
–
60,080
10,558
25,622
31,542
2,932
245
42,596
57,582
77,431
80,110
31,922
14,887
12,739
(2,828)
–
–
361
42
2,050
1,864,223
10,578
23,877
10,640
123,530
326,193
34,780
29,256
23,382
–
440
588
4,811,949
6,460,917
2,478,772
2,680,410
(201,638)

22,191
21,551
3,894
344
18,000
33,446
1,425
27,323
19,913
1,317,742
33,500
42,059
3,109
1,595
469
50,480
58,856
12,005
71,727
12,407
30,396
12,807
5,274
103
42,501
52,228
–
107,508
33,410
20,207
30,316
–
3,957
20,793
–
117
4,364
1,563,517
11,962
29,177
11,094
164,715
298,363
44,626
26,968
70,437
688
3,230
486
4,341,280
5,835,680
1,918,686
2,048,244
(129,558)

Total Income
Expenditure
Subscriptions:
Australian Medical Association (Federal)
Cost of Administration:
Advertising
AMA Annual Dinner
AMA Award Trophies
Annual General Meeting
Audit Fees
Bank Charges
Camille Michener Award Expenses
Catering
Computer Support Expenses
Conference Expenses
Consultancy Fees
Depreciation
Donations
E Newsletter Costs
Filing Fees
Fringe Benefits Tax
Functions and Entertainment
Healthway Award
Insurance
Inter Company Staff Costs
Legal Expenses
Member Services
Members Identification
Minor Equipment Purchase
Motor Vehicle Expenses
Office Expenses
Office of the President
Payroll Tax
Photocopy Expense
Postage
Public Relations
Quality Assurance cost
Rates & Taxes
Recruitment Costs
Repairs Building
Repairs Equipment
RMO Costs
Salaries and Wages
Seminars
Stationery & Printing
Subscriptions
Superannuation
Superannuation – management fee
Telephones
Training Costs
Travel & Accommodation
WA Medical Students Society
Website Expenses
Wine Society
Total Cost of Administration
Total Expenditure
(Loss)/Profit for the year – Before Impairment of Loan to Related Entity
Impairment of loan to related entity
(Loss)/Profit for the year – After Impairment of Loan to Related Entity
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Statement of Financial Position as at 31 December 2013
Consolidated
				
			Note

2013
$

2012
$

Current assets
Cash and cash equivalents
2
11,735,600
11,688,230
Trade and other receivables
3
1,205,411
1,261,330
Inventories		
1,363,412
1,806,983
Other current assets		
31,043
4,025
Total current assets		

14,335,466

14,760,568

3
4
5
4
8

3,788,930
550,771
4,379,956
–
103,307

1,300,382
362,047
4,399,209
–
87,391

Total non-current assets		

8,822,964

6,149,029

Total assets		

23,158,430

20,909,597

Current liabilities
Trade and other payables
6
Income in advance		
Provisions
7

5,103,718
381,872
2,474,641

5,318,254
689,033
2,123,785

Total current liabilities		

7,960,231

8,131,072

185,969
143,822
–

185,970
87,205
5

Non-current assets
Trade and other receivables
Financial assets
Property, plant and equipment
Investments
Deferred Tax Assets

Non-current liabilities
Provisions
Deferred tax liabilities
Long term debt

7
8
9

Total non-current liabilities		

329,791

273,180

Total liabilities		

8,290,022

8,404,252

Net assets

14,868,408

12,505,345

Equity
Reserves
10
Retained earnings		

1,085,819
13,782,589

953,712
11,551,633

Total equity

14,868,408

12,505,345
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