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The National Rural Health Alliance (the Alliance) 
comprises 43 national organisations working 
together as a national catalyst for policy reform 
and innovation in rural, regional and remote (rural) 
health. Our Members include consumer groups, 
representation from the Aboriginal and Torres 
Strait Islander health sector, health professional 
organisations (representing doctors, nurses, 
midwives, dentists and allied health practitioners), 
health service administrators, and health educators 
and students.

We are a united voice for addressing the health 
needs of communities in rural Australia and 
strengthening the rural health workforce. Our goal 
is making rural health services more accessible, as 
well as equitable, affordable, and sustainable. We are 
a	strong	influencer	of	public	policy,	and	we	enable	
peer-reviewed rural health research and innovation. 
Through	flagship	conferences	and	events,	and	
respected communication channels, we engage with 
a wide range of stakeholders interested in  
rural health.

ALLIANCE 
MEMBERS  
Nominated representatives of Alliance Members 
form the Council, which is responsible for electing 
the Board. The Board sets the strategic direction 
and oversees the Strategic Plan in consultation with 
Council and the Secretariat. 

ALLIANCE MEMBERS AS AT 30 JUNE 2021
Allied Health Professions Australia (Rural and Remote Committee)

Australasian College for Emergency Medicine (Rural, Regional and Remote Committee)

Australasian College of Health Service Management (Regional, Rural and Remote Special Interest Group)

Australasian College of Paramedicine

Australian and New Zealand College of Anaesthetists and Faculty of Pain Medicine

Australian Chiropractors Association (Aboriginal and Torres Strait Islander Rural and Remote Practitioner Network)

Australian College of Midwives (Rural and Remote Advisory Committee)

Australian College of Nursing (Rural Nursing and Midwifery Community of Interest)

Australian College of Rural and Remote Medicine

Australian Dental Association (Rural Dentists' Network)

Australian General Practice Accreditation Limited

Australian Healthcare and Hospitals Association

Australian Indigenous Doctors' Association

Australian Nursing and Midwifery Federation (rural members)

Australian Paediatric Society

Australian Physiotherapy Association (Rural Advisory Council)

Australian Psychological Society (Rural and Remote Psychology Interest Group)

Australian Rural Health Education Network

Congress of Aboriginal and Torres Strait Islander Nurses and Midwives

Council of Ambulance Authorities

About our AllianceAbout our Alliance

VISION
Healthy and 
sustainable rural, 
regional and remote  
communities

VALUES
• Equity
• Inclusiveness
• Integrity
• Sustainability
• Evidence-informed 

policy and practice

PURPOSE
Advancing better 
health and wellbeing 
for rural, regional and 
remote communities 
through collaborative 
partnerships
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CRANAplus

Exercise and Sports Science Australia

Federation of Rural Australian Medical Educators

Isolated Children's Parents' Association

National Aboriginal Community Controlled Health Organisation

National Association of Aboriginal and Torres Strait Islander Health Workers and Practitioners

National Rural Health Student Network

Optometry Australia (Rural Optometry Group)

Pharmaceutical Society of Australia (Rural Special Interest Group)

Regional Medical Specialists Association

Royal Australasian College of Medical Administrators

Royal Australasian College of Surgeons (Rural Surgery Section)

Royal Australian and New Zealand College of Obstetricians and Gynaecologists

Royal Australian and New Zealand College of Psychiatrists

Royal Australian College of General Practitioners (Rural Faculty)

Royal Far West

Royal Flying Doctor Service

Rural Doctors Association of Australia

Rural Health Workforce Australia

Rural Pharmacists Australia

Services for Australian Rural and Remote Allied Health

Society of Hospital Pharmacists of Australia

Speech Pathology Australia (Rural and Remote Member Community)

WHO WE 
REPRESENT 
The Alliance Constitution states that we operate 
primarily	for	the	benefit	of	the	seven	million	people	
living in rural Australia by improving health outcomes 
and access to health services. Our rural health 
population spans regional centres and smaller towns, 
as well as remote and very remote communities. 
Around seven per cent of the rural population are 
Aboriginal or Torres Strait Islander people, compared 
to less than two per cent in major cities. 

Overall, people in rural Australia are more likely to 
be older and have lower socioeconomic status 
than those living in major cities. They continue 
to experience higher levels of injury and chronic 
disease and have shorter lives, compared to their 
city counterparts. There is a complex mix of factors 
around poorer health outcomes, including health 
workforce shortages; less access to services and 
transport issues; and people’s living circumstances, 
health literacy and behaviours and attitudes. We work 
at the national level to highlight these issues and 
advocate for policies to improve outcomes. 

About our Alliance

ALLIANCE MEMBERS AS AT 30 JUNE 2021 (CONTINUED)

       SUPPORTING 

7 MILLION 
RURAL AUSTRALIANS
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This	is	my	first	report	as	Chairperson	of	the	Alliance,	
and I am pleased to record that we have had a highly 
successful and engaging year. Through the advocacy 
of our Board, Council and Secretariat we continued 
to connect stakeholders in rural health with those in 
public policy, including Ministers and governments, 
community leaders, researchers, clinicians, and health 
administrators. This high-level collaboration has been 
important to maintain visibility of the needs of the 
rural health sector during this challenging time.  

Our operating environment

It is impossible to discuss the state of rural health 
without acknowledging the serious impact of 
COVID-19. Infectious disease control is now central to 
how we all live and work. This emergency has strained 
health, social and economic systems at every level of 
Australian society, testing processes and procedures 
and taking a physical and mental toll on the health 
workforce. The stress on the rural health system 
is also substantial, exacerbated by existing under-
resourcing and poorer access to services.

Therefore, in the 12-month reporting period to 
30 June 2021, the Alliance’s key focus has been 
advocating for equity in all aspects of government 
responses to the COVID-19 pandemic for rural 
communities. The Alliance has been supporting our 
rural health providers who are working to contain 
COVID-19 as well as continuing the vaccination 
rollout. I would especially like to thank our Alliance 
Members and acknowledge the work of their health 
professionals who are directly and indirectly engaged 
in this pandemic response. 

It	is	also	important	to	note	the	benefits	that	have	
emerged, by necessity, which have had positive 
consequences for rural health. A key example is the 
rapid digitisation of health service delivery, which, if 
carefully managed, is a powerful lever for improving 
access to health services for people in rural Australia. 
COVID-19 has highlighted the inequality of health 
services in rural areas, providing a unique opportunity 
for the Alliance to push for greater investment in 
research and innovation in the rural health context.   

Financial alignment

Providing consistent, tangible value to Members and 
prudent	financial	management	have	enabled	the	
Alliance to continue operating according to budget 
expectations.	As	expected,	we	recorded	a	deficit	of	
$74,122 in 2020–21. This was primarily due to the 
curtailment	of	activities,	particularly	our	flagship	
conference, brought on by travel restrictions related 
to COVID-19. We have been able to pivot to virtual 
events, meetings and forums to continue meeting 
strategic objectives. However, this cannot replace the 
sponsorship opportunities and scale of our national 
face-to-face conferences and symposiums. 

Strategic direction

It is the responsibility of the Alliance’s Board 
and leadership to understand and consider the 
intersecting priorities of Alliance Members that are 
committed to improving the health and wellbeing of 
people in rural Australia. 

The Board sets the strategic direction of the Alliance 
which is in the second phase of the Strategic Plan 
2019–22	(the	Strategic	Plan).	The	difficult	operating	
environment and the increased pressure on our 
health systems has elevated the need to improve 
access to high quality, affordable and integrated 
health care in rural communities. Therefore, our 
policy focus has been on progressing our strategic 
priority of ‘advancement’ and advocating for a new 
model of rural health care and service delivery. This 
model also addresses barriers to the recruitment and 
retention	of	a	highly	skilled	and	flexible	workforce.

Our people 

The Board’s composition and focus have evolved 
during	the	past	12	months.	We’ve	benefited	from	the	
fresh	approach	of	new	Directors	and	elected	office	
bearers, and I wish to thank my colleagues on the 
Board and Council for their ongoing commitment to 
the work of the Alliance. 

I would like to thank our former Chairperson Tanya 
Lehmann for her 13 years of service, as well as the 
Board Directors who stood down at the 29th Annual 
General Meeting (AGM) on 30 November 2020. In 
the reporting year, the Alliance also adjusted the 
Constitution to widen the scope of nominees to 
attract people with different skills, experience and 
backgrounds, and this led to a highly diverse cohort 
of	Directors	elected	to	fill	five	positions	on	the	Board	
at the AGM. I am pleased that we have also set the 
course for strengthening our governance framework.

I would also like to thank and acknowledge the 
leadership and contribution of Chief Executive 
Officer	Gabrielle	O’Kane	and	note	the	high	level	
of performance and engagement of the Alliance 
Secretariat team during the past 12 months. 

Nicole O’Reilly
Chairperson 

About our Alliance
About our Alliance

MESSAGE 
FROM THE 
CHAIRPERSON
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As a CEO with a background in both clinical dietetics 
and public health nutrition, I am committed to 
improving the health and wellbeing of the seven million 
people living and working in rural Australia. I am also 
dedicated to achieving tangible outcomes for the rural 
health sector and Alliance Members.

Leadership and policy advocacy 

My focus during the past 12 months has been twofold. 
As Nicole has outlined, we have been deeply involved 
in the COVID-19 response, providing advice to the 
Australian Government (the Government); keeping 
rural health stakeholders and communities updated on 
official	developments	and	sharing	reliable	information	
and evidence; and providing feedback and support to 
the Department of Health and Alliance Members. We 
also continue to lead public debate and commentary 
on issues important to rural communities during the 
pandemic.  

I am pleased to report the Alliance has been able to 
make strong progress on the most complex challenge 
that has beset the rural health sector – how to improve 
access to high quality, affordable and integrated health 
care. COVID-19 elevated the urgency to make rural 
health more equitable.   

In consultation with Members and a wide range of 
stakeholders, the Alliance is developing a new model 
of	rural	health	care	that	will	benefit	both	health	
professionals and communities. In a similar approach 
to the Aboriginal Community Controlled Health 
Organisation (ACCHO) model, the proposed model of 
care has nominally been called Rural Area Community 
Controlled Health Organisation, or RACCHO. Further 
details are contained later in this Annual Report. 

MESSAGE 
FROM  
THE CEO

The RACCHO concept has now been recommended 
by the Primary Health Reform Steering Group to be 
considered in the Government’s Primary Health Care 
10 Year Plan.

Our effectiveness as one voice

As an organisation we have a seat at the table on 
many policymaking steering committees and other 
operational groups. This year, these included the 
Primary Health Reform Steering Group; National 
Preventive Health Strategy Expert Steering 
Committee; Primary Health Care COVID-19 Response 
Group; Rural and Remote Health Stakeholder Special 
Roundtable on COVID-19; and National Mental Health 
Workforce Strategy Taskforce.   

The Strategic Plan also has a focus on collaborative 
partnerships and capacity building among Members 
and the rural health sector. CouncilFest, which is 
our major general meeting for the year, was held 
virtually on 30 November and 1 December with each 
session having between 30 and 40 participants. The 
Alliance team facilitated discussion and feedback on 
five	preventive	health	policy	issues:	chronic	disease	
prevention using multidisciplinary teams; the role 
of digital health; cultural safety; mental health; and 
children and preventive health care.

A strong focus for the Alliance team this year has 
been on increasing our individual engagement with 
Members to secure a deeper understanding of their 
key issues and priorities, and to enhance the value 
gained from presenting a united front on rural health 
policy and advocacy. 

In addition to our priority work around COVID-19 
and the RACCHO proposal, our Policy team 
collaborated with Council to provide 12 submissions 
to governments and health NGOs. We leverage 
our policy and advocacy work through a suite of 
communication channels such as the Alliance 
website, e-news and social media. This year, we 
launched a rural health podcast called Build ‘Em 
Up, featuring positive local community experiences 

and health stories. We are pleased to have nbnTM as 
our podcast partner, sharing the goal of creating a 
level	playing	field	where	people	in	rural	Australia	can	
access face-to-face and digital health care. 

Culture and teamwork

Culture and teamwork are integral to our success 
in operating as a small Secretariat. This year we 
farewelled seven employees, including long-timers 
Peter Brown, Leanne Coleman and Sue Pagura, 
and we thank them all for their contribution to the 
Alliance. 

We have worked hard to maintain a cohesive and 
supportive environment for staff, and we have 
seen	a	significant	improvement	in	our	employee	
engagement during the past 12 months. Our sense 
of teamwork is strong, and this is especially pleasing 
in such a challenging environment. 

I am privileged to be surrounded by a dynamic team 
who are dedicated to ensuring that we continue to 
influence	positive	change	for	rural	health.	I	would	
like to take this opportunity to thank the Secretariat 
team for their incredible work, refreshing innovation 
and strategic thinking. I am also appreciative of the 
guidance and ongoing support of our Chairperson 
Nicole and the Board.

Gabrielle O’Kane
Chief Executive Officer

About our AllianceAbout our Alliance
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Strategic priorities

The Strategic Plan is the framework for the Alliance to achieve 
its strategic priorities through three pillars: advancement, 
collaborative partnerships, and capacity building. 

Many strategic priorities and outcomes in our 
advancement pillar focus on strengthening the rural 
health workforce and developing options for a model 
of health care that is place-based, with a sustainable 
funding base. 

A key outcome has been strengthening 
access to rural health data:

• Limited access to health services means that 
there is an underspend on health services in rural 
Australia. It is now estimated that this rural health 
expenditure	deficit	is	$4	billion	per	annum.	We	
updated previous work quantifying the extent 
of	the	rural	health	deficit,	taking	into	account	
population shifts and cost increases.

• The Alliance commenced development of a 
rural health workforce modelling tool, utilising 
workforce and health data from the Department 
of Health, the Australian Institute of Health and 
Welfare, and the Australian Bureau of Statistics. 
Using the tool, we will be able to analyse, 
articulate and cost the impact of workforce 
maldistribution by local government area, 
federal electorate and remoteness category. 
By highlighting the disparities in rural health 
workforce and health outcomes compared to 
major cities, this tool will help us drive system 
reform.

A key outcome has been influencing 
government policy through submissions, 
forums and roundtables: 

• We developed the proposed RACCHO model of 
rural health care to address workforce barriers. 
The model was included in the Report to 
Government from the Primary Health Reform 
Steering Group for consideration in the Primary 
Health Care 10 Year Plan.

• Also in the report was our 2021-22 Pre-Budget 
Submission call for a new National Rural Health 
Strategy and Implementation Plan, as one of the 
potential tangible actions for how the Steering 
Group recommendations could be implemented 
over the 10 years.

• In advocating the RACCHO model, we stressed 
that it is funding arrangements, incentives, and 
constraints that drive models of care and health 
outcomes. Without funding reform, other models 
and innovation would be marginal at best. This 
policy position underpins the RACCHO model. 

• The	role	and	influence	of	the	Alliance	has	
been recognised by governments and other 
key stakeholders, with representation on more 
than	20	high-profile	and	influential	roundtables,	
advisory groups and steering committees, as well 
as consultations. 

• In the reporting period, we prepared 12 
submissions, two major policy statements, four 
new or updated fact sheets and responded to 
nine requests for feedback on a range of policy 
and clinical documents. 

A key outcome has been advocating for 
digital innovation: 

• We advocated for a suite of digital health 
initiatives in our 2021–22 Pre-Budget Submission, 
utilising	media	to	highlight	the	benefits	of	
telehealth in rural health settings which was 
expedited by the COVID-19 emergency response.

• The Alliance is a member of the Regional, Rural 
and Remote Communications Coalition (RRRCC) 
and contributed to strategic planning and 
consultations on initiatives such as Alternative 
Voice Trials and the Regional Connectivity 
Program. 

ADVANCEMENT

Strategic priorities

Lead efforts to:

• Improve access to high quality, affordable and integrated 
health care. 

• Champion models of care and service delivery that are 
adaptable for different  communities, especially Aboriginal 
and Torres Strait Islander communities.

• Increase recruitment and retention rates of a highly skilled, 
flexible	health	workforce.	

• Promote the expansion of training options, career pathways 
and support mechanisms  for the health workforce.

• Bolster funding opportunities for rural health research.

• Facilitate collaborative decision-making and action 
between Members.

• Leverage the collective capacity of Members to support 
and strengthen the skills and competence of rural health 
practitioners.

• Safeguard	the	financial	sustainability	of	the	organisation.

• Strengthen organisational governance, policies and 
processes.

• Harness the collective intelligence of Members, consumers 
and other stakeholders to build healthy, sustainable and 
adaptable communities.

• Grow the research and evidence base on rural health 
through collaborations.

ADVANCEMENT

COLLABORATIVE  
PARTNERSHIPS

CAPACITY 
 BUILDING

12

$4 BILLION
UNDERSPEND ON

RURAL HEALTH
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Other advancement strategic priorities and outcomes 
are around expanding and funding workforce training 
and research opportunities.

A key outcome has been consistent 
engagement with policymakers and the 
National Rural Health Commissioner about 
workforce maldistribution: 

• The Alliance’s new rural health workforce 
modelling tool will enable us to provide 
parliamentarians with targeted information on 
the maldistribution of the rural health workforce 
in their regions, as well as strengthening the 
evidence base for submissions and policy papers 
with accurate breakdowns of workforce data. 

• The Secretariat has focused on building greater 
understanding of training and pathways for the 
rural workforce and has increased the scope and 
frequency of meetings with the Department of 
Health, including the Health Workforce Division 
and its senior medical adviser, the Chief Nursing 
and	Midwifery	Officer	and	Chief	Allied	Health	
Officer.

• The Alliance has a strong, genuine relationship 
with the National Rural Health Commissioner, 
Professor Ruth Stewart, and has engaged on 
the issue of the rural generalist pathway for both 
medical and allied health. The CEO was invited to 
be a participant of the Commissioner’s inaugural 
Advisory Network.

• The CEO highlighted mental health workforce 
issues as a participant of the rural and remote 
working group involved in developing the draft 
National Mental Health Workforce Strategy. The 
Alliance also provided feedback on the draft 
National Aboriginal and Torres Strait Islander 
Health Workforce Strategic Framework and 
Implementation Plan 2021–2031. 

A key outcome has been making more 
funding available for rural health research: 

• We worked with several organisations to support 
their research, including as a member of advisory 
groups such as the Australian Stroke Alliance, 
SMS4dads and the Australian Digital Health 
Agency (ADHA). 

• The Alliance is approached to support around 20 
research projects and proposals per annum and, 
following assessment, writes letters of support in 
the majority of cases.

Strategic priorities and outcomes in our collaborative 
partnerships pillar focus on collaborations that 
utilise the collective knowledge of Members and 
stakeholders to build a broad evidence base on rural 
health. 

A key outcome has been highlighting 
the environmental, social and cultural 
determinants of health in the rural context: 

• We provided feedback on the draft National 
Preventive Health Strategy stressing that it 
needed to consider the impacts of climate 
change on health and provide strategies for 
mitigation. We achieved minor amendments to 
the	Strategy	reflecting	our	position.	

• The CEO and Policy team provided evidence 
at several Parliamentary Inquiries, including 
the Royal Commission into National Natural 
Disaster Arrangements; NDIS Quality and 
Safeguards Commission; Select Committee 
on Regional Australia; Indigenous Affairs 
Committee Inquiry into food pricing and 
food security in remote Indigenous 
communities; and the NSW 
Parliament Inquiry into health 
outcomes and access to health 
and hospital services in rural, 
regional and remote New 
South Wales. 

• We contributed to policy and 
media debate by releasing a 
position statement: Climate 
Change and Rural Health; a 
position paper: Rural Health 
Policy in a Changing Climate 
– Three Key Issues; and a new 
fact sheet on mental health.

A key outcome has been strengthening 
research and analysis of rural health data: 

• Our advocacy is based on the strength of our 
data-driven policy responses which we develop 
during the year through a range of position 
statements, position papers, fact sheets and 
submissions. 

• The Policy team undertook research on farmer 
suicide, which has been accepted to be presented 
at the Australian Rural & Remote Mental Health 
Symposium in October 2021.

• The Alliance continues its participation in the 
Rural Health and Medical Research Network – 
the Spinifex Network and actively engages in the 
promotion of rural health research. 

Strategic priorities

Strategic priorities
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COLLABORATIVE 
PARTNERSHIPS

Singer-songwriter Josh Arnold from 
Toowoomba, Queensland, is the inspiration 
behind the Australian rural health podcast 
Build ‘Em Up, which the Alliance launched 
in March. Josh composed the namesake 
country song as a pick-me-up during 
COVID-19. The essence of the song is being 
a spark of hope, support and resilience for 
each other, which is what many inspirational 
people are doing in the rural health space. 
Their stories are being showcased on the 
Build ‘Em Up podcast, supported by nbnTM.
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A key outcome has been strengthening the 
diversity, reach and engagement of  
The Australian Journal of Rural Health:

• The Alliance owns and supports The Australian 
Journal of Rural Health (the Journal), published 
online	by	Wiley,	which	contributes	significantly	to	
the evidence base on rural health. 

• In	his	fifth	and	final	year	as	Editor	in	Chief,	
Professor Russell Roberts reported that there 
has been a doubling of both submissions and the 
Journal Impact Factor during his tenure.

• The Editorial Board is undertaking a project, led 
by Associate Editor Dr Mark Lock (Ngiyampaa), 
to introduce ‘author cultural identity’ in relevant 
research papers published in the Journal. The aim 
is to ensure that Indigenous researchers are duly 
recognised, and that research being published is 
culturally appropriate. 

• The Secretariat continues to prepare research-
focused articles for the From the Alliance piece 
in the Journal, providing relevant policy context 
for the peer-reviewed papers. Topics during the 
year covered the Primary Health Care 10 Year 
Plan, rural health workforce, and aged care in rural 
settings.

A key outcome has been building 
knowledge through collaborative 
partnerships:

• Our call for a National Rural Health Strategy 
was well received at the annual Parliamentary 
Friends of Rural and Remote Health event at 
Parliament House in Canberra in March. National 
Rural Health Commissioner Professor Ruth 
Stewart addressed members of the group, which 
comprises 36 parliamentary members and 
senators. It was also an opportunity to thank 
outgoing co-chair Warren Snowden for being a 
long-serving champion of rural health and helping 
establish the Parliamentary Friends of Rural and 
Remote Health in 2017.

• Friends of the Alliance is a network of people 
and organisations that support the objectives of 
the Alliance. During the year, the Friends network 
grew in membership to 422 members, 86 of 
which were organisational members. 

• In response to the COVID-19 restrictions, Friends 
of the Alliance held regular online ‘Join us for 
a cuppa’ sessions for informal networking and 
support. We also introduced an online Friends 
Community Forum and a Facebook Group. 

• The Alliance is contracted by the ADHA to raise 
awareness of My Health Record (MHR). A key 
activity this year was conducting a ‘pulse’ survey 
of Friends to collate their views on MHR. Most 
respondents were aware of the digital service and 
many	highlighted	benefits	of	the	platform,	such	
as helping to overcome the barrier of distance. 
CEO	Gabrielle	O’Kane	presented	the	findings	of	
the survey to the My Health Record Symposium: 
Progress and Possibilities in June. 

• The Alliance had an important role, contracted 
with Consumers Health Forum of Australia and 
the Department of Health, to raise awareness of 
and	build	confidence	in	the	COVID-19	vaccination	
program. The communications effort included 
video case studies acknowledging the dedication 
and effort of rural health professionals on the 
frontline of the pandemic response.

• The Alliance led the development of a consortium 
of organisations to apply for both rounds of the 
Primary care Rural Innovative Multidisciplinary 
Models (PRIMM) Grants administered by the 
National Rural Health Commissioner. The Alliance 
further collaborated with other stakeholders to 
win grants from the Department of Health and the 
ADHA worth approximately $60,000. 

• The Alliance continued to be a signatory to more 
than 30 organisations that support the health of 
people living in rural Australia, including Mental 
Health Australia, LGBTIQ+ Health Australia, 
the National Rural Women’s Coalition, and the 
RRRCC.

A key outcome has been sharing 
knowledge through online events and 
communications:

• Preparation for the 8th Rural and Remote Health 
Scientific	Symposium	was	subject	to	changing	
COVID-19 circumstances during the reporting 
period. The Alliance continued to provide 
Members, Friends and other stakeholders 
with smaller online learning opportunities. We 
produced three webinars on the topics: poverty, 
housing and health; alternative funding models; 
and remote health. The forums were supported 
through our HESTA sponsorship and were well 
attended by Members and paying attendees.

• In a strategic sponsorship arrangement, the 
Alliance and nbnTM launched a podcast series 
called Build ‘Em Up. The monthly podcasts 
highlight inspirational people driving community 
health and wellbeing initiatives in rural 
communities. Guests have included Torres Strait 
marathon runner and health advocate Elsie 
Seriat; Jack Jones from the Banksia Project; Dr 
Melanie Johnson, a specialist OB-GYN from South 
Australia’s	Mount	Barker;	and	Australia’s	first	
Indigenous pharmacist and Deputy National Rural 
Health Commissioner, Associate Professor Faye 
McMillan AM. 

• The Alliance is a respected media commentator 
and is active in media and social media on issues 
relevant to rural communities. This supports the 
CEO’s	significant	public	speaking	engagements,	
which this year included presentations to 
the Australian Rural & Remote Mental Health 
Symposium, the Regional Australia Institute and 
the Australian Local Government Association. 

• At 30 June 2021, there were almost 13,000 
subscribers to our publications The BushWire 
and Partyline, which are published monthly 
and quarterly respectively. Engagement via 
our external channels remained high, despite 
the reduction in public-facing conferences and 
events.

• The Alliance website received around 190,000 
page views during the reporting period and 
we actioned close to 100 external requests for 
support in disseminating relevant rural health 
content via the Alliance Notice Board. We also 
promoted more than 60 external conferences 
relating to rural health on the Alliance website.

• We also continued to support campaigns and 
research, including SMS4dads and the Ten to 
Men Study, by disseminating information through 
social media channels.

Strategic priorities

Strategic priorities

In Episode 2 of the Build ‘Em Up podcast, 
we chatted with Faye McMillan who 
grew up on Wiradjuri country at Trangie 
in Central West New South Wales. Faye 
is	Australia’s	first	Indigenous	pharmacist	
and an esteemed academic and 
educational leader. She’s also a proud 
mother of two boys, as well as being a 
sister, an aunty, and a friend to many in 
her world. This year Faye also became 
a Deputy Rural Health Commissioner 
working with Professor Ruth Stewart. 
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GROWING UP  
WITH KINDNESS  
IN COUNTRY

In	the	first	episode	of	our	Build ‘Em Up 
podcast, we chatted with Torres Strait 
Islander Elsie Seriat who is an inspirational 
mum of two young boys, living on Thursday 
Island. Elsie has many PBs (personal bests) 
to her name, including an OAM for service 
to	her	community,	crossing	the	finish	line	
in the New York Marathon and encouraging 
her mum – and many in her family and 
communities across Australia – to take up 
running for their health. 

SLOW AND  
DEADLY WINS  
THE RACE
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Strategic priorities Strategic priorities

Strategic priorities and outcomes in our capacity 
building pillar focus on leveraging the collective 
capability and initiatives of Members and ensuring 
that the Alliance is well governed and sustainable. 

A key outcome has been positive 
engagement from Members:

• We introduced a Register of Special Interests to 
bring together Members with shared interests in 
various rural health policy matters. This means 
the Secretariat is more targeted in approaching 
Members to be part of consultations on policy 
positions, such as the RACCHO model of care. 

• The CEO and Policy team also instigated 
meetings with Members in small groups and one-
on-one to gain a better understanding of the key 
issues and priorities of Members.  

• CouncilFest, our major Council meeting for the 
year, was held virtually on 30 November and  
1 December with between 30 and 40 participants 
for each session. The CEO and Policy team 
facilitated	discussion	and	feedback	on	five	
preventive health policy papers: chronic disease 
prevention; digital health; children and preventive 
health care; cultural safety; and mental health.

• Through Alliance communications we support the 
education and training role of Members on a day-
to-day	basis.	The	Alliance’s	scientific	symposiums	
and National Rural Health Conferences are 
flagship	biennial	events	that	enable	Members	to	
promote	and	explore	profession-specific	research	
and training. In the second half of the reporting 
year, the Secretariat focused on preparations 
for	the	8th	Rural	and	Remote	Health	Scientific	
Symposium in October 2021 and the 16th 
National Rural Health Conference in 2022, which 
was delayed as a result of the pandemic.

• The Alliance continued to manage the Rural 
Australia Medical Undergraduate Scholarship 
(RAMUS) Scheme for the Department of Health, 
which has supported around 1,200 rural students. 
The Secretariat also assisted CRANAplus and 
Country Women’s Association of Australia with 
their Rural and Remote Nursing and Midwifery 
Professional Development Grants program. 

A key outcome has been strengthening 
the governance framework and funding 
model:

• The Secretariat and Board undertook revision 
of the Alliance’s risk management and other 
strategic and operational policies. The Secretariat 
also engaged relevant external organisations to 
provide	financial,	governance,	and	organisational	
support services.

• The Board, which is seeking to ensure the Alliance 
has	a	stronger,	more	autonomous	financial	
base, approved a recommendation to be put to 
Council at the end of 2021 to introduce a more 
contemporary and equitable membership fee 
structure.

A key outcome has been continuing our 
reconciliation journey and progressing our 
Innovate Reconciliation Action Plan (RAP):

• The Alliance acknowledges the long-term 
Members that are key Aboriginal and Torres 
Strait Islander health organisations: Australian 
Indigenous Doctors' Association (AIDA); Congress 
of Aboriginal and Torres Strait Islander Nurses 
and Midwives (CATSINaM); National Aboriginal 
Community Controlled Health Organisation 
(NACCHO); and National Association of Aboriginal 
and Torres Strait Islander Health Workers and 
Practitioners (NAATSIHWP).

• Membership of the RAP Working Group includes 
Aboriginal or Torres Strait Islander representation 
to ensure that implementation and decision-
making includes important knowledge and 
perspectives. This year the Working Group 
engaged	in	the	final	stages	of	consultation	with	
Reconciliation Australia to complete the Innovate 
RAP. 

• Key highlights in the reporting year included 
Alliance initiatives with the Journal. Aboriginal and 
Torres Strait Islander health research papers are 
consistently the most downloaded articles each 
Issue. In addition to a project to introduce ‘author 
cultural identity’ in relevant published research 
papers, one Journal paper was set to feature in a 
NAIDOC Week special digital edition compiled by 
the publisher Wiley. 

• The Secretariat conducted cultural learning 
sessions where staff presented personal insights. 
Topics covered included a campaign supporting 
Bagot Aboriginal Community in Darwin against 
Dan Murphy’s; former AFL player Adam Goodes 
as a role model; a family association with an 
artist	from	Griffith,	Veronica	Collins;	and	a	case	
study of two innovative approaches to educating 
Aboriginal and Torres Strait Islander students – 
one in a remote location on Country and the other 
in central Sydney. 

• Journal Associate Editor Dr Mark Lock also 
conducted an engaging workshop with 
Secretariat staff on embedding cultural safety in 
the Alliance’s advocacy and communications. 

CAPACITY 
BUILDING

Dr Melanie Johnson is a specialist 
obstetrician and gynaecologist at Mount 
Barker in South Australia who provides 
compassionate expert care for women 
throughout their lives. Taking advantage 
of a grant through the Innovate with nbnTM 
Grants Program to purchase state-of-the-
art equipment, Mel and her team in the 
Adelaide Hills are providing services that 
clients previously needed to travel to the 
city for. In Episode 3 of the Build ‘Em Up 
podcast, we chatted to Melanie about the 
benefits	of	digital	care.	
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Corporate governance  

The governance structure of the Alliance is a 
company limited by guarantee, registered with the 
Australian	Charities	and	Not-for-profits	Commission	
as a health promotion charity. We are not a reporting 
entity and have Deductable Gift Recipient tax status 
through	the	Australian	Taxation	Office.	

In accordance with the Alliance Constitution, the 
Council consists of one representative from each 
Member and the Chair of Friends of the Alliance. Our 
corporate governance and administration are vested 
in the Board, which comprises six to 10 Directors 
elected by the Council. There are two committees of 
the Board: The Finance, Audit and Risk Management 
(FARM) Committee and the Governance Committee.  

The Board approves the Strategic Plan, which is 
developed in consultation with the Council and CEO. 
The Council serves as a policy advisory committee to 
the Board, providing Members with the opportunity to 
engage on an equal footing in discussing the issues 
and priorities of the Alliance. 

The Alliance Secretariat is based in Canberra, led 
by the CEO who is responsible for delivering the 
Strategic Plan and managing the operations of the 
Alliance. 

Board and Committee meetings

In the reporting year, the Board met six times; Council 
met	five	times,	including	the	annual	CouncilFest;	
FARM Committee met eight times; and Governance 
Committee held two meetings.  

Corporate governance  

In Episode 4 of the Build ‘Em Up 
podcast, we chatted to Jack Jones 
from the Banksia Project, who has 
been on the road, travelling around 
Australia, giving communities a 
homegrown, safe space for local 
rural men to open up about their own 
mental health and, together, build a 
mental health community network. 
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DIRECTORS’ REPORT  
FOR THE YEAR ENDED 
30 JUNE 2021
The Directors present their report, together with the 
financial	statements,	on	the	company	for	the	year	
ended 30 June 2021.

The following persons were Directors of the 
company	during	the	whole	of	the	financial	year	and	
up to the date of this report, unless otherwise stated:

Name Role Appointment/resignation
Nicole O’Reilly Chairperson  

Ordinary Member
30 November 2020 – current  
11 September 2018 – 30 November 2020

Tanya Lehmann Chairperson 
Deputy Chairperson

12 September 2017 – 30 November 2020 
12 October 2015 – 12 September 2017

Stephen Gourley Deputy Chairperson 
Ordinary Member

11 September 2018 – current 
12 September 2017 – 11 September 2018

Monica Barolits-McCabe Treasurer 30 November 2020 – current
Julianne Bryce Treasurer 

Ordinary Member
11 September 2018 – 30 November 2020 
12 September 2017 – 11 September 2018

Geoff Argus Ordinary Member 30 November 2020 – current
Katherine Isbister Ordinary Member 30 November 2020 – current

Heather Keighley Ordinary Member 30 November 2020 – current
Amanda O’Keefe Ordinary Member 30 November 2020 – current
Viney Joshi Ordinary Member 11 September 2019 – current
Megan Cahill Ordinary Member 1 May 2020 – 30 November 2020
Dan Mahony Ordinary Member 11 September 2018 – 30 November 2020
Peter O’Meara Ordinary Member 11 September 2018 – 30 November 2020
Lynne Strathie Ordinary Member 11 September 2018 – 30 November 2020

CONSTITUTIONAL OBJECTIVE
The primary objective of the National Rural Health 
Alliance (the Alliance) is to improve the health 
outcomes experienced by the more than seven 
million people living in rural, regional and remote 
(rural) Australia.

STRATEGY FOR ACHIEVING OBJECTIVE
The Alliance is guided by its 2019–22 Strategic Plan 
(Strategic	Plan),	which	identifies	the	key	goals	and	
priorities of the organisation. Three key strategic 
priorities	have	been	identified:

• Advancement (improving access to health care, 
championing adaptable models of care, increasing 
recruitment	and	retention	of	a	highly	skilled,	flexible	
workforce, expanding training options and career 
pathways for the health workforce, and bolstering 
funding for rural health research).

• Collaborative partnerships (harnessing the 
collective intelligence of Members, consumers 
and other stakeholders and growing the research 
and evidence base on rural health).

• Capacity building (facilitating decision-making and 
action between Members, leveraging the capacity 
of Members to strengthen the skills of rural health 
practitioners,	safeguarding	the	financial	stability	
of the Alliance, and strengthening organisational 
governance).

PRINCIPAL ACTIVITIES
The Secretariat, in consultation with Council, 
identifies	existing	and	emerging	issues	affecting	rural	
health and advocates targeted, evidence-based policy 
outcomes. We are a credible source of expertise and 
evidence-based information, and we work closely 
with politicians, government departments and a 
broad range of other stakeholders.

The Alliance’s direct reach of around 13,000 
stakeholders across rural Australia allows us to 
quickly share information with health professionals 
and health consumers. The Alliance also has 
a Friends of the Alliance network comprising 
organisations and individuals that support our work.

The Alliance has an engaging suite of 
communication platforms, including social media; 
monthly e-news The Bushwire;	our	flagship	
e-magazine Partyline; and a new community-based 
rural health podcast Build ‘Em Up. We also engage 
in the media cycle as a respected commentator on 
rural health issues, and provide information through 
fact sheets, infographics and other multimedia.

The Alliance owns and manages The Australian 
Journal of Rural Health (the Journal), a peer-reviewed 
source of research information, policy articles and 
reflections	related	to	rural	health.	It	is	an	important	
publication for researchers, practitioners and 
policymakers. The Journal is primarily used by 
Australian researchers and academic institutions, but 
it	also	has	a	significant	international	reach.

The Alliance hosts the National Rural Health 
Conference, a biennial event which brings together 
people from across the rural health sector. The 
conference attracts more than 1,200 speakers and 
delegates. The Alliance also manages the biennial 
Rural	and	Remote	Health	Scientific	Symposium.	
Considering COVID-19, the Alliance has a risk 
management strategy for the delivery of events.

The Alliance manages the Rural Australia Medical 
Undergraduate Scholarship (RAMUS) Scheme for the 
Australian Government Department of Health.

PERFORMANCE MEASURES
Key performance measures for implementation 
of the Strategic Plan include contributing to the 
development	of	government	policy;	financial	
management; membership growth; and sound 
stewardship of resources and activity as the national 
peak body for rural health.

FinancialsFinancials
NATIONAL RURAL HEALTH ALLIANCE LIMITED    ABN 68 480 848 412    ARBN 620 779 606
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Name Nicole O’Reilly
Title Chairperson and employed as Senior Lecturer Occupational Therapy at Charles Darwin 

University
Qualifications BAppSc (OT), GAICD, AFACHSM
Special 
responsibilities

Chairperson and Member of Board Governance Committee

Experience and 
expertise

Nicole has developed her management and leadership skills over the past 15 years, 
including a range of executive and board positions. She is a member of the Australian 
Institute of Company Directors and graduated from the Company Directors course. 
Nicole is the Deputy Chair of the Top End Clinical Council within the Northern Territory 
Primary Health Network. She was also employed as the Deputy CEO/Chief Operating 
Officer	and	Company	Secretary	of	Occupational	Therapy	Australia.	Nicole	is	a	member	of	
Occupational Therapy Australia and a registered Occupational Therapist who, for nearly 
20 years, lived and worked across the Northern Territory (NT). She undertook several 
senior policy and management roles within the NT Department of Health including the 
Director	of	Community	Health,	Acting	Principal	Allied	Health	Officer	and	Director	for	the	
policy and project work related to transitioning remote primary health care to Aboriginal 
community control.

Name Stephen Gourley
Title Deputy Chairperson and employed as Director of an Emergency Department
Qualifications MB, BS, MHM, MPH, MCE, MAICD, FRCEM, FACEM
Special 
responsibilities

Deputy Chairperson

Experience and 
expertise

Stephen has been the Director of an Emergency Department for 10 years. He is 
responsible for maintaining service provision, including a medical staff of 12 consultants, 
14 registrars and 18 junior doctors. He was also vice president of the AMA NT for 
six years. In that role Stephen was the vice president of ASMOF NT which is the arm 
responsible	for	the	negotiation	of	the	Medical	Officers’	EBA.	Stephen	sits	on	the	
Council of the Australasian College for Emergency Medicine, as well as several of their 
committees. He is chair of the NT Clinical Senate and deputy chair of the National AMA 
Board.

Name Monica Barolits-McCabe
Title Treasurer	and	employed	as	Chief	Executive	Officer	of	AIDA
Qualifications B Commerce and Accounting
Special 
responsibilities

Treasurer and Member of Board Finance and Member of Board FARM Committee

Experience and 
expertise

Monica completed a Bachelor of Commerce in Accounting and has over 20 years of 
administration experience in senior to executive level management. Monica is the 
Chief	Executive	Officer	of	the	Australian	Indigenous	Doctors’	Association	(AIDA).	Prior	
to commencing with AIDA, she spent six years as the Manager, Flinders University in 
the Northern Territory. Her experience in the health sector extends across government, 
Aboriginal and Torres Strait Islander health sector, education and, in her current role, 
membership support and advocacy on a local, state and national level.

Name Geoff Argus
Title Board Director and employed as Director, Southern Queensland Rural Health
Qualifications BSc (Hons), MPsych (Clinical), MAPS, FCCLP, GAICD
Special 
responsibilities

Member of Board Governance Committee

Experience and 
expertise

Geoff is a Clinical Psychologist by professional background and a Fellow of the 
College of Clinical Psychologists. He is the inaugural Director, Southern Queensland 
Rural Health, a University Department of Rural Health; an Associate Professor with the 
Faculty of Health and Behavioural Sciences at the University of Queensland; and adjunct 
Associate Professor of Psychology with the University of Southern Queensland. Based in 
Toowoomba, Geoff has worked in rural health and community care for over two decades 
and has a deep knowledge of both the challenges and opportunities in delivering quality 
health care in rural Australia. He is a Member of the Australian Rural Health Education 
Network Board and is a graduate of the Australian Institute of Company Directors.

Name Katherine Isbister
Title Board	Director	and	employed	as	Chief	Executive	Officer,	CRANAplus
Qualifications BNurs (Hons), PG Dip Midwifery, Master of Public Health, MAICD
Special 
responsibilities

Member of Board FARM Committee

Experience and 
expertise

Katherine trained as a nurse in the UK and spent her early career working in critical care. 
During a working holiday to Australia, she developed a passion for rural and remote 
health which shaped her career pathway over the following years. Since moving to 
Australia in 2003, Katherine has lived and worked in regional, rural and remote areas. She 
has held diverse roles across the public and private sector including senior positions with 
the Royal Flying Doctor Service, Uniting Care and CRANAplus. Katherine holds a Bachelor 
of Nursing (Hons), Post Graduate Diploma Midwifery, Master of Public Health and has 
additional	qualifications	in	leadership	and	management.	Katherine	has	a	strong	desire	
to promote the role of nursing and midwifery particularly in the remote and isolated 
sector. She is passionate about the delivery of quality primary health care services, with 
a	specific	focus	on	Aboriginal	and	Torres	Strait	Islander	Health	and	the	development	of	
equitable and sustainable health care.

Name Viney Joshi
Title Board Director and employed as Executive Director, Medical Services SA
Qualifications BSc, MBBS, FACRRM, FRACGP, FACHSM, FAIM, FRSM, AFRACMA, Post Grad Dip 

(Anaesth & Int Care), MAICD, MCFP, Past Chair NQ sub-faculty RACGP, member Canadian 
College of Family Physicians, member American Academy of Family Physicians, member 
American College of Healthcare Executives

Special 
responsibilities

Council Member since 2018

Experience and 
expertise

Viney has over 20 years’ experience in the Australian healthcare industry, including as 
an Intensive Care doctor, Anaesthetist, and a committed Rural Generalist and one of 
the founding fellows of ACRRM. Viney has Chaired the Board of NWQPHC, the largest 
division of general practice in the country and has sat on many other Boards ie GPQ 
NWQPHC. He has a fellowship in Health Care Management, Medical Administration. 
Committed to the cause of equitable and safe healthcare services to Rural Australia.

Financials Financials
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Name Heather Keighley
Title Board Director and employed as Executive Manager, Health Workforce, with the NT PHN 

and Rural Workforce Agency
Qualifications MIHM, Grad Dip HM, FACN, MACM, AFACHSM, CHM
Special 
responsibilities

Member of Board FARM Committee

Experience and 
expertise

Heather is a long-term Territorian, Registered Nurse and Midwife, having worked in many 
and varied roles across the NT health sector. In the role of Chief Nursing and Midwifery 
Officer	for	the	NT	Department	of	Health	2016–18,	Heather	undertook	the	review	and	
implementation of Remote Nurse Safety recommendations across NTG remote primary 
health care. She also worked as a Remote Area Nurse/Midwife and Director of Nursing 
for Primary Health Care. Heather is Chair of the Australian College of Nursing Rural and 
Remote Community of Interest for Nursing and Midwifery.

Name Amanda O’Keefe
Title Board Director and employed as a Speech Pathologist
Qualifications Certified	Practicing	Speech	Pathologist,	BAppSc	(Speech	Pathology),	MHlthSc	(Speech-

Language Pathology), GradCert (PSM)
Special 
responsibilities

Member of Board Governance Committee

Experience and 
expertise

Amanda is a Speech Pathologist who has worked in a range of rural and regional area 
for over 20 years. She is employed as the Speech Pathology profession lead for Top 
End Health Services as well as Manager of Speech Pathology and Audiology at Royal 
Darwin and Palmerston Hospitals. Amanda has experience in developing health services 
utilising models such as delegation, skill sharing, telehealth and outreach; establishing 
student-led clinics; experience with the Allied Health Rural Generalist Training Pathway; 
and establishment of our allied health telehealth service model. Amanda was a Board 
and committee member for Speech Pathology Australia as the rural advocate. She is on 
the Clinical Council for the NT PHN and a member of the Clinical Senate for Northern 
Territory Health Department.

MEETINGS OF DIRECTORS
The number of meetings of the company's Board of 
Directors (the Board) held during the year ended  
30 June 2021, and the number of meetings attended 
by each Director were:

Full Board
Attended Held

Nicole O’Reilly 6 6
Stephen Gourley 4 6
Monica Barolits-McCabe 3 3
Viney Joshi 3 6
Geoff Argus 3 3
Katherine Isbister 3 3
Heather Keighley 2 3

Amanda O’Keefe 2 3
Tanya Lehmann 2 3
Julianne Bryce 3 3
Peter O’Meara 2 3
Lynne Strathie 3 3
Dan Mahony 3 3
Megan Cahill 3 3

Held: represents the number of meetings held during 
the	time	the	Director	held	office.

CONTRIBUTIONS ON WINDING UP
In the event of the company being wound up, each 
Member must contribute an amount not more than 
$10 (the guarantee) to the property of the company 
if the company is wound up while the Member is a 
Member, or within 12 months after they stop being a 
Member, and this contribution is required to pay for 
the: 

(a) debts and liabilities of the company incurred 
before the Member stopped being a Member; 
or 

(b) costs of winding up.

Financials Financials
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AUDITOR’S INDEPENDENCE DECLARATION
A copy of the auditor's independence declaration as required under section 307C of the Corporations Act 2001 
is set out immediately after this Directors' Report.

This report is made in accordance with a resolution of Directors, pursuant to section 298(2)(a) of the 
Corporations Act 2001.

On behalf of the Directors.

 

Nicole O’Reilly  Monica Barolits-McCabe 
Chair  Treasurer

16 September 2021 16 September 2021

 
 

In the opinion of the Directors: 

• The	company	is	not	a	reporting	entity	because	there	are	no	users	dependent	on	general	purpose	financial	
statements.	Accordingly,	as	described	in	note	1	to	the	financial	statements,	the	attached	financial	
statements have been prepared for the purposes of complying with the Australian Charities and Not-for-
profits Commission Act 2012.

• The	attached	financial	statements	and	notes	comply	with	the	Corporations Act 2001, the Accounting 
Standards	as	described	in	note	1	to	the	financial	statements,	the	Corporations Regulations 2001 and other 
mandatory professional reporting requirements.

• The	attached	financial	statements	and	notes	give	a	true	and	fair	view	of	the	company's	financial	position	
as	at	30	June	2021	and	of	its	performance	for	the	financial	year	ended	on	that	date.

• There are reasonable grounds to believe that the company will be able to pay its debts as and when they 
become due and payable.

Signed in accordance with a resolution of Directors made pursuant to section 295(5)(a) of the Corporations 
Act 2001.

On behalf of the Directors.

 

Nicole O’Reilly Monica Barolits-McCabe 
Chairperson Treasurer

16 September 2021 16 September 2021
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 2021 
$

2020 
$

Revenue
Government grants 1,076,750 1,164,448

Conferences – 11,581
Fees 200,133 177,013
Sponsorship 44,318 26,182
Interest 2,581 9,696
Government subsidy 98,821 198,679
Other operations 86,318 47,672
 1,508,921 1,635,271

Expenditure
Conferences 10,013 20,005
Depreciation 97,743 97,885
Employee	benefits 1,131,008 1,078,777
Project administration 30,000 65,000
Publication and communication 117,647 172,078
Other expenses 196,632 271,022
 1,583,043 1,704,767

Surplus/(deficit)	from	ordinary	activities (74,122) (69,496)
Comprehensive income attributable to Members (74,122) (69,496)
Total comprehensive income attributable to Members of the Alliance (74,122) (69,496)

The	accompanying	notes	form	part	of	these	financial	statements.

 Note 2021 
$

2020 
$

Current assets
Short term investments 2 145,971 145,180
Cash and cash equivalents 3 1,397,072 1,404,640
Trade and other receivables 4 30,778 92,305
Other assets 5 177,526 139,884
Total current assets  1,751,347 1,782,009

Non-current assets
Plant and equipment 6 26,888 49,251
Right-of-use assets 6 62,633 137,791
Total non-current assets  89,521 187,042
Total assets  1,840,868 1,969,051

Current liabilities
Trade and other payables 7 149,683 68,672
Lease liabilities 8 65,245 76,347
Deferred revenue – scholarships 9 387,318 369,703
Provisions 10 138,981 242,820
Other liabilities 11 58,600 22,420
Total current liabilities  799,827 779,962

Non-current liabilities
Lease liabilities 8 – 65,245
Provisions 10 –         8,681 
Total non-current liabilities        –       73,926 
Total liabilities  799,827 853,888

Net assets  1,041,041 1,115,163

Equity
Retained earnings  1,115,163 1,184,659
Current	year	surplus/(deficit)  (74,122) (69,496)
Total equity  1,041,041 1,115,163

The	accompanying	notes	form	part	of	these	financial	statements.

Financials Financials
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2021 
$

2020 
$

Cashflows from operating activities
Receipts from Members and customers 1,645,811 297,318
Payments to suppliers (1,578,601) (1,913,885)
Interest received 2,582 9,696
Grants received – 1,280,893
Subsidies received – 111,500
Net cash from operating activities 69,792 (214,478)

Cashflows from investing activities
Payments for property, plant and equipment – (1,575)
Net cash used in investing activities – (1,575)

Cashflows from financing activities
Lease payments (79,569) (66,717)
Net cash used in financing activities (79,569) (66,717)

Net increase in cash and cash equivalents (6,777) (282,770)
Cash	and	cash	equivalents	at	the	beginning	of	the	financial	year 1,549,820 1,832,590
Cash and cash equivalents at the end of the financial year 1,543,043 1,549,820

Retained 
earnings 

$

Total 
 
$

Balance at 30 June 2019 1,180,018 1,180,018 
Adjustment to opening balance at 30 June 2019 4,641 4,641 
Surplus/(deficit)	from	ordinary	activities						 (69,496) (69,496) 
Balance at 30 June 2020 1,115,163 1,115,163 
Surplus/(deficit)	from	ordinary	activities						 (74,122) (74,122)
Balance at 30 June 2021 1,041,041 1,041,041

The	accompanying	notes	form	part	of	these	financial	statements.

NOTE 1: SUMMARY OF SIGNIFICANT 
ACCOUNTING POLICIES
The principal accounting policies adopted in the 
preparation	of	the	financial	statements	are	set	out	
below. These policies have been consistently applied 
to all the years presented, unless otherwise stated.   

New or amended Accounting 
Standards and Interpretations adopted
The company has adopted all of the new or amended 
Accounting Standards and Interpretations issued by 
the Australian Accounting Standards Board (AASB) 
that are mandatory for the current reporting period. 

Any new or amended Accounting Standards or 
Interpretations that are mandatory have been early 
adopted. 

Basis of preparation
In the Directors’ opinion, the company is not 
a reporting entity because there are no users 
dependent	on	general	purpose	financial	statements.	

These	are	financial	statements	that	have	been	
prepared for the purposes of complying with the 
Australian Charities and Not-for-profits Commission 
Act 2012 and the Corporations Act 2001 requirements 
to	prepare	and	distribute	financial	statements	to	
the Members of the Alliance. The Directors have 
determined that the accounting policies adopted are 
appropriate to meet the needs of the Members of the 
Alliance. 

These	financial	statements	have	been	prepared	in	
accordance with the recognition and measurement 
requirements	specified	by	the	Australian	Accounting	
Standards and Interpretations issued by the 
Australian Accounting Standards Board (AASB) 
and the disclosure requirements of AASB 101 
'Presentation of Financial Statements', AASB 107 
'Statement of Cash Flows', AASB 108 'Accounting 
Policies, Changes in Accounting Estimates and 
Errors', AASB 1048 'Interpretation of Standards' and 
AASB 1054 'Australian Additional Disclosures', as 
appropriate	for	not-for-profit	oriented	entities.	

Historical cost convention

The	financial	statements	have	been	prepared	under	
the historical cost convention. 

Economic dependence
The Alliance is reliant on the support of the Australian 
Government (Department of Health) to provide grant 
funding for its core operational activities. The current 
funding agreement expires on 30 June 2022. 

The Alliance also receives grant funding from the 
Australian Government (Department of Health) for 
the work it does on RAMUS. The current funding 
agreement for national management of RAMUS 
was renewed on 31 October 2019. The Scheme is 
expected to cease in 2024. 

The	following	significant	accounting	policies,	
which are consistent with the previous period 
unless otherwise stated, have been adopted in the 
preparation of this report: 

a) Revenue recognition
The company recognises revenue as follows: 

Revenue from contract with customers 

Revenue	is	recognised	at	an	amount	that	reflects	
the consideration to which the company is expected 
to be entitled in exchange for transferring goods or 
services to a customer. For each contract with a 
customer,	the	company:	identifies	the	contract	with	
a	customer;	identifies	the	performance	obligations	
in the contract; determines the transaction price 
which takes into account estimates of variable 
consideration and the time value of money; allocates 
the transaction price to the separate performance 
obligations on the basis of the relative stand-alone 
selling price of each distinct good or service to be 
delivered; and recognises revenue when or as each 
performance	obligation	is	satisfied	in	a	manner	that	
depicts the transfer to the customer of the goods or 
services promised. 
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Variable consideration within the transaction price, if 
any,	reflects	concessions	provided	to	the	customer	
such as discounts, rebates and refunds, any potential 
bonuses receivable from the customer and any other 
contingent events. Such estimates are determined 
using either the 'expected value' or 'most likely 
amount' method. The measurement of variable 
consideration is subject to a constraining principle 
whereby revenue will only be recognised to the extent 
that	it	is	highly	probable	that	a	significant	reversal	in	
the amount of cumulative revenue recognised will 
not occur. The measurement constraint continues 
until the uncertainty associated with the variable 
consideration is subsequently resolved. Amounts 
received that are subject to the constraining principle 
are recognised as a refund liability. 

Grant	revenue	is	recognised	in	profit	or	loss	when	
the	company	satisfies	the	performance	obligations	
stated within the funding agreements. 

If conditions are attached to the grant which must 
be	satisfied	before	the	company	is	eligible	to	retain	
the contribution, the grant will be recognised in the 
statement	of	financial	position	as	a	liability	until	
those	conditions	are	satisfied.	

Sales revenue from conferences, fees and sponsorship 
are recognised when received or receivable. 

Interest revenue is recognised as interest accrues 
using the effective interest method. This is a method 
of	calculating	the	amortised	cost	of	a	financial	asset	
and allocating the interest income over the relevant 
period using the effective interest rate, which is the 
rate that exactly discounts estimated future cash 
receipts	through	the	expected	life	of	the	financial	
asset	to	the	net	carrying	amount	of	the	financial	asset.		

Other revenue is recognised when it is received or 
when the right to receive payment is established. 

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

b) Goods and services tax
Revenues, expenses and assets are recognised net 
of the amount of GST, except where the amount of 
GST incurred is not recoverable from the Australian 
Tax	Office.	In	these	circumstances	the	GST	is	
recognised as part of the cost of acquisition of the 
asset or as part of an item of the expense.  

Receivables and payables are stated inclusive of 
the amount of GST receivable or payable. The net 
amount of GST recoverable from, or payable to, the 
tax authority is included in other receivables or other 
payables	in	the	statement	of	financial	position.	

Cash	flows	are	presented	on	a	gross	basis.	The	GST	
components	of	cash	flows	arising	from	investing	
or	financing	activities	which	are	recoverable	from,	
or payable to the tax authority, are presented as 
operating	cash	flows.	

Commitments and contingencies are disclosed net 
of the amount of GST recoverable from, or payable 
to, the tax authority. 

c) Income tax
The company is exempt from income tax under 
Section 50-5 of the Income Tax Assessment Act 
1997, as amended.  

d) Current and non-current 
classification

Assets and liabilities are presented in the statement 
of	financial	position	based	on	current	and	non-
current	classification.		

An	asset	is	classified	as	current	when:	it	is	either	
expected to be realised or intended to be sold or 
consumed in the company's normal operating 
cycle; it is held primarily for the purpose of trading; 
it is expected to be realised within 12 months after 
the reporting period; or the asset is cash or cash 
equivalent unless restricted from being exchanged or 
used to settle a liability for at least 12 months after 
the	reporting	period.	All	other	assets	are	classified	as	
non-current.  

A	liability	is	classified	as	current	when:	it	is	either	
expected to be settled in the company's normal 
operating cycle; it is held primarily for the purpose of 
trading; it is due to be settled within 12 months after 
the reporting period; or there is no unconditional right 
to defer the settlement of the liability for at least 12 
months after the reporting period. All other liabilities 
are	classified	as	non-current.		

Deferred tax assets and liabilities are always 
classified	as	non-current.	

e) Fair value measurement 
When	an	asset	or	liability,	financial	or	non-financial,	is	
measured at fair value for recognition or disclosure 
purposes, the fair value is based on the price that 
would be received to sell an asset or paid to transfer 
a liability in an orderly transaction between market 
participants at the measurement date; and assumes 
that the transaction will take place either: in the 
principal market; or in the absence of a principal 
market, in the most advantageous market. 

Fair value is measured using the assumptions that 
market participants would use when pricing the 
asset or liability, assuming they act in their economic 
best	interests.	For	non-financial	assets,	the	fair	value	
measurement is based on its highest and best use. 
Valuation techniques that are appropriate in the 
circumstances	and	for	which	sufficient	data	are	
available to measure fair value, are used, maximising 
the use of relevant observable inputs and minimising 
the use of unobservable inputs. 

f) Impairment of assets
At each reporting date, the Alliance reviews the 
carrying values of its tangible and intangible 
assets to determine whether there is any indication 
that those assets have been impaired. If such an 
indication exists, the recoverable amount of the 
asset, being the higher of the asset’s fair value less 
costs to sell and value in use, is compared to the 
asset’s carrying value. Any excess of the asset’s 
carrying value over its recoverable amount is 
expensed to the income statement. 

Financials Financials
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NOTE 2: SHORT-TERM INVESTMENTS
2021 

$
2020 

$
Bank guarantee TD1* 25,622 25,180
Westpac Security Deposit TD2** 20,000 20,000
IMB TD 100,349 100,000
 145,971 145,180

* Bank guarantee of $25,621 is used as security for rent in accordance with the lease agreement  

** The security deposit of $20,000 is used as security for the Visa credit card      

NOTE 3: CASH AND CASH EQUIVALENTS
2021 

$
2020 

$
Business cash reserve 668,484 794,264
Community solutions cheque 83,164 1,149
RAMUS scholarship CMA 228,933 230,992
RAMUS mentor CMA 135,065 137,041
RAMUS scholarship cheque 22,427 1,311
Term deposit – IMB – 41291 – AL provision 121,861 107,268
Term deposit – IMB – 41290 – LSL provision 130,514 132,257
RAMUS mentor cheque 894 358
Petty cash 5,731 –
  1,397,072 1,404,640

Accounting policy

Cash and cash equivalents include deposits held at call with banks, and other short-term highly liquid 
investments with original maturities of three months or less that are readily convertible to known amounts of 
cash	and	which	are	subject	to	an	insignificant	risk	of	changes	in	value.	

NOTE 4: TRADE AND OTHER RECEIVABLES
2021 

$
2020 

$
Trade receivables 30,250 4,039  
Accrued income – 88,266
Other receivable                                                                                                                   528 –
  30,778 92,305

Accounting policy

Trade debtors are to be settled within 30 days and are carried at amortised cost, less any allowance for 
expected credit losses. 

NOTE 5: OTHER ASSETS
2021 

$
2020 

$
Prepayments 62,941 43,458
Deposits paid 114,585 104,412
GST (payable)/receivable – (7,986)
  177,526 139,884

NOTE 6: PLANT AND EQUIPMENT 
2021 

$
2020 

$
Plant and equipment 379,422 379,422
Less accumulated depreciation (352,722) (330,972)
  26,700 48,450

Software 11,852 11,853
Less accumulated amortisation (11,664) (11,052)
  188 801

Right-of-use assets 213,172 212,950
Less accumulated depreciation (150,539) (75,159)

62,633 137,791

Total property, plant and equipment 89,521 187,042
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Accounting policy

Each class of property, plant and equipment is carried at cost or fair value less, where applicable, any 
accumulated depreciation and amortisation. 

Plant and equipment 

Plant and equipment are measured on the cost basis.  

The carrying amount of property, plant and equipment is reviewed annually by Directors to ensure it is not in 
excess of the recoverable amount from these assets. The recoverable amount is assessed on the basis of the 
expected	net	cash	flows	which	will	be	received	from	the	assets’	employment	and	subsequent	disposal.	The	
expected	net	cash	flows	have	been	discounted	to	their	present	values	in	determining	recoverable	amounts.	

Software 

Software is measured on a cost basis. The carrying amount of software is reviewed annually by Directors 
to ensure it is not in excess of the recoverable amount from these assets. The recoverable amount is 
assessed	on	the	basis	of	the	expected	net	cash	flows	which	will	be	received	from	the	assets’	employment	
and	subsequent	disposal.	The	expected	net	cash	flows	have	been	discounted	to	their	present	values	in	
determining recoverable amounts. 

Depreciation 

The	depreciable	amount	of	all	fixed	assets	is	depreciated	on	a	straight-line	basis	over	their	useful	lives	to	the	
entity, commencing from the time the asset is held ready for use.  

The depreciation rates used for each class of depreciable assets are:  

Class of fixed asset  Useful life 

Plant and equipment  3–10 years 
Software  2.5 years

A right-of-use asset is recognised at the commencement date of a lease. The right-of-use asset is measured 
at cost, which comprises the initial amount of the lease liability, adjusted for, as applicable, any lease 
payments made at or before the commencement date net of any lease incentives received, any initial direct 
costs incurred, and, except were included in the cost of inventories, an estimate of costs expected to be 
incurred for dismantling and removing the underlying asset, and restoring the site or asset. 

Right-of-use assets are depreciated on a straight-line basis over the unexpired period of the lease or the 
estimated useful life of the asset, whichever is the shorter. Where the entity expects to obtain ownership of 
the leased asset at the end of the lease term, the depreciation is over its estimated useful life. Right-of use 
assets are subject to impairment or adjusted for any remeasurement of lease liabilities. 

The entity has elected not to recognise a right-of-use asset and corresponding lease liability for short-term 
leases with terms of 12 months or less and leases of low-value assets. Lease payments on these assets are 
expensed	to	profit	or	loss	as	incurred.	

NOTE 7: PAYABLES
2021 

$
2020 

$
Trade creditors 88,025 5,602
Accrued expenses 49,333 48,738
PAYG 12,324 14,536
FBT (receivable)/payable – (343)
Other payables – 139
  149,683 68,672

Accounting policy

Liabilities are recognised for amounts to be paid in the future for goods and services received, whether or not 
billed to the company. Trade accounts payable are normally settled within 60 days. 

NOTE 8: LEASE LIABILITIES
2021 

$
2020 

$
Current lease liabilities 65,245 76,347
Non-current lease liabilities – 65,245
  65,245            141,694

NOTE 9: DEFERRED REVENUE – SCHOLARSHIPS
2021 

$
2020 

$
Scholarship funds payable 251,359 232,304
Mentor funds payable 135,959 137,399
  387,318 369,703

Accounting policy

Scholarship Scheme

The operating activities of the Alliance involve the administration of a scholarship scheme and a grants 
scheme on behalf of the Australian Government (Department of Health). At 30 June 2021, the unexpended 
amount of these funds received was $387,318 (2020: $369,703). The Alliance reports the deferred revenue of 
the	scholarship	scheme	as	part	of	these	financial	statements.	
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NOTE 10: PROVISIONS
2021 

$
2020 

$
Annual leave 90,411 121,438
Long service leave 48,570                130,063
  138,981              251,501
(a) Analysis of total provisions   
Current 138,981 242,820
Non-current – 8,681
  138,981 251,501

Accounting policy

Employee benefits 

Provision	is	made	for	the	entity’s	liability	for	employee	benefits	arising	from	services	rendered	by	employees	
to	balance	date.	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,	plus	related	on-costs.	Employee	benefits	payable	
later	than	one	year	have	been	measured	at	the	present	value	of	the	estimated	future	cash	outflows	to	be	
made	for	those	benefits.	Contributions	are	made	by	the	entity	to	employee	superannuation	funds	and	are	
charged as expenses when incurred. 

NOTE 11: OTHER LIABILITIES 
2021 

$
2020 

$
Rural	and	Remote	Health	Scientific	Symposium	 22,720 –
Other liabilities 35,880 22,420
  58,600 22,420

NOTE 12: CASH FLOW RECONCILIATION
2021 

$
2020 

$
Net	profit/(deficit) (74,122) (69,496)

Adjustments for non-cash items: 
Depreciation 97,742 97,885

  
Changes in assets/liabilities 
(Increase)/decrease in net receivables 23,886 (157,130)
(Increase)/decrease in net payables 94,471 (34,578)
(Increase)/decrease in income in advance 40,335 (62,815)
(Increase)/decrease	in	employee	benefits	 (112,520) 11,656
  69,792 (214,478)

NOTE 13: EVENTS AFTER THE REPORTING PERIOD
The impact of the Coronavirus (COVID-19) pandemic is ongoing and while it has not had too much impact on 
the company up to 30 June 2021, it is not practicable to estimate the potential impact, positive or negative, 
after the reporting date. The situation continues to develop and is dependent on measures imposed by the 
Australian Government and other countries, such as maintaining social distancing requirements, quarantine, 
travel restrictions and any economic stimulus that may be provided. 

No	other	matter	or	circumstance	has	arisen	since	30	June	2021	that	has	significantly	affected,	or	may	
significantly	affect	the	company's	operations,	the	results	of	those	operations,	or	the	company's	state	of	affairs	
in	the	next	financial	year.	
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INDEPENDENT 
AUDITOR’S 
REPORT

Responsibilities of the Directors for the Financial Report

The director’s responsibility also includes such internal control as the directors determines is necessary 
to enable to preparation of the financial report that gives a true and fair view and is free from material 
misstatement, whether due to fraud or error. 

In preparing the financial report, the directors are responsible for assessing the Company’s ability to 
continue as a going concern, disclosing, as applicable, matters relating to going concern and using the 
going concern basis of accounting unless the directors either intends to liquidate the Company or to 
cease operations, or has no realistic alternative but to do so. The directors are responsible for 
overseeing the Company’s financial reporting process.

Auditor's Responsibilities for the Audit of the Financial Report

Our objectives are to obtain reasonable assurance about whether the financial report as a whole is free 
from material misstatement, whether due to fraud or error, and to issue an auditor's report that includes 
our opinion. Reasonable assurance is a high level of assurance, but is not a guarantee that an audit 
conducted in accordance with the Australian Auditing Standards will always detect a material 
misstatement when it exists. Misstatements can arise from fraud or error and are considered material 
if, individually or in the aggregate, they could reasonably be expected to influence the economic 
decisions of users taken on the basis of this financial report.

As part of an audit in accordance with Australian Auditing Standards, we exercise professional judgment 
and maintain professional scepticism throughout the audit. We also:

Identify and assess the risks of material misstatement of the financial report, whether due to fraud
or error, design and perform audit procedures responsive to those risks, and obtain audit evidence
that is sufficient and appropriate to provide a basis for our opinion. The risk of not detecting a
material misstatement resulting from fraud is higher than for one resulting from error, as fraud may
involve collusion, forgery, intentional omissions, misrepresentations, or the override of internal
control.

Obtain an understanding of internal control relevant to the audit in order to design audit procedures
that are appropriate in the circumstances, but not for the purpose of expressing an opinion on the
effectiveness of the Company’s internal control.

Evaluate the appropriateness of accounting policies used and the reasonableness of accounting
estimates and related disclosures made by management.

Conclude on the appropriateness of management's use of the going concern basis of accounting
and, based on the audit evidence obtained, whether a material uncertainty exists related to events
or conditions that may cast significant doubt on the Company’s ability to continue as a going
concern. If we conclude that a material uncertainty exists, we are required to draw attention in our
auditor's report to the related disclosures in the financial report or, if such disclosures are
inadequate, to modify our opinion. Our conclusions are based on the audit evidence obtained up
to the date of our auditor's report. However, future events or conditions may cause the Company
to cease to continue as a going concern.

Evaluate the overall presentation, structure and content of the financial report, including the
disclosures, and whether the financial report represents the underlying transactions and events in
a manner that achieves fair presentation.

INDEPENDENT AUDIT REPORT TO THE MEMBERS OF 
NATIONAL RURAL HEALTH ALLIANCE LIMITED

Opinion

We have audited the financial report of National Rural Health Alliance Limited, which comprises the 
statement of financial position as at 30 June 2021, the statement of profit or loss and other 
comprehensive income, statement of changes in equity and statement of cash flows for the year then 
ended, and notes to the financial statements, including a summary of significant accounting policies 
and directors’ declaration.

In our opinion, because of the existence of the limitation on our assurance over the comparative figures, 
and the effect of such adjustments, if any, as might have been determined necessary had the limitation 
not existed, we are unable and do not express an opinion as to whether the comparatives for 2020 and 
the results of the Company for the year ended 30 June 2021 are presented fairly.

In our opinion, the accompanying financial report of National Rural Health Alliance Limited is in 
accordance with Division 60 of the Australian Charities and Not-for-profits Commission Act 2012, 
including;

a) gives a true and fair view of the Company's financial position as at 30 June 2021 and of its
financial performance for the year then ended; and

b) complying with the Australian Accounting Standards to the extend described in Note 1 and
Division 60 of the Australian Charities and Not-for-profits Commission Regulation 2013.

Basis for Opinion

We conducted our audit in accordance with Australian Auditing Standards. Our responsibilities under 
those standards are further described in the Auditor's Responsibilities for the Audit of the Financial 
Report section of our report. We are independent of National Rural Health Alliance Limited in 
accordance with the ethical requirements of the Accounting Professional and Ethical Standards 
Board's APES 110 Code of Ethics for Professional Accountants (the Code) that are relevant to our audit 
of the financial report in Australia. We have also fulfilled our other ethical responsibilities in accordance 
with the Code.

We believe that the audit evidence we have obtained is sufficient and appropriate to provide a basis for 
our opinion. 

Other Information

The directors are responsible for the other information. The other information comprises the information 
included in the Company’s annual report for the year ended 30 June 2021 but does not include the 
financial report and our auditor’s report thereon.

Our opinion on the financial report does not cover the other information and accordingly we do not 
express any form of assurance conclusion thereon.

In connection with our audit of the financial report, our responsibility is to read the other information 
and, in doing so, consider whether the other information is materially inconsistent with the financial 
report or our knowledge obtained in the audit or otherwise appears to be materially misstated.

If, based on the work we have performed, we conclude that there is a material misstatement of this 
other information, we are required to report that fact. We have nothing to report in this regard.
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We communicate with those charged with governance regarding, among other matters, the planned 
scope and timing of the audit and significant audit findings, including any significant deficiencies in 
internal control that we identify during our audit. 

We also provide the directors with a statement that we have complied with relevant ethical requirements
regarding independence, and to communicate with them all relationships and other matters that may 
reasonably be thought to bear on our independence, and where applicable, related safeguards.  

Phillip Miller 
Director 
Canberra, ACT 

Dated: 21 September 2021
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