
 

Inquiry into Health Services Amendment (Splitting of Murrumbidgee Local 
Health District) Bill 2025 

Hearing – 30/03/2026 

Supplementary questions 

QUESTION 1 

The MLHD Board's submission explains that the district is subsidising the western region by 
approximately $13million, as parts of this region have lower activity and incur higher costs1.  

a. Can you expand on how and why services in parts of the western region are 
subsidised by the district?  

b. How does the current funding model (i.e. activity-based funding) enable these 
services to be subsidised?  

c. Would the additional 13m needed to replicate services in the Western sector be a 
recurrent, annual cost?  

ANSWER 

The facilities in the western part of the District cost more to operate per unit of activity. This 
generally results from: 

• Spreading of fixed costs over smaller volumes of activity hereby increasing the unit cost. 

• Higher premium labour costs to ensure services continue to be provided to these 
communities. 

The District funds the facilities at these higher operational costs to ensure service viability. To 
fund on a standard price per unit would be prohibitive to these higher cost per unit of activity 
facilities. This is done to ensure that these facilities can continue to operate safe quality 
clinical services to their consumers. 

Not all facilities are funded by Activity Based Funding (ABF). Griffith Base Hospital and 
Deniliquin hospital are ABF in scope facilities. The current funding model does provide 
recognition that rural and regional facilities are more expensive to run compared to 
metropolitan facilities with the Ministry of Health making funding adjustments. The Ministry of 
Health allocation is done at the District level with the District then responsible for distributing 
the funding to the internal facilities and budget units.   

The $13 million referenced in the submission would be recurrent funding.  

QUESTION 2 

The Committee has heard that there is an Executive Medical Staff Council with staff from 
across the district and that the district has introduced a Rural Director of Medical Services 
position. 

a. What is the make up of the Executive Medical Staff Council, how often does it meet 
and what is its purpose? 

b. When and why was the Rural Director of Medical Services position introduced? 
c. Has the district noticed any improvements from the introduction of both of these 

measures e.g. increased engagement with the western part of the district and rural 
health services? 

 
1 Submission 36, Murrumbidgee Local Health District Board, p 3. 

https://www.parliament.nsw.gov.au/ladocs/submissions/93732/Submission%20036%20-%20Murrumbidgee%20Local%20Health%20District%20Board.pdf


ANSWER 

As per the Model By-Laws of the Health Services Act 1997 (NSW), Local Health Districts are to 
establish Medical Staff Councils and a Medical Staff Executive Council. Medical Staff Councils 
are to be composed of: 

• all visiting practitioners, staff specialists, career medical officers and dentists 
appointed to the organisation or the hospital or hospitals the Council represents; and 

• staff specialist pathologists appointed by NSW Health Pathology whose principal area 
of work is in the organisation or the hospital or hospitals the Council represents. 

The Model By-Laws state sufficient medical staff councils should be established to ensure 
that all visiting practitioners, staff specialists, career medical officers and dentists of the Local 
Health District are members. 

In accordance with the Model By-Laws, A Medical Staff Executive Council is composed of 
representatives of the Medical Staff Councils for the hospitals under the control of the Local 
Health District and representatives of the Mental Health Medical Staff Council. Each Medical 
Staff Council and the Mental Health Medical Staff Council nominates a representative or 
representatives on the Medical Staff Executive Council. 

The District Medical Staff Executive Council provides a formal channel for communication 
between clinical staff and the health District’s executive leadership and meets bimonthly.  

Murrumbidgee Local Health District established a Director of Primary Care in 2019 to primarily 
strengthen engagement with GP VMO’s in the District. The role was further expanded in 2025 
with the appointment of a Rural Director of Medical Services. The position was expanded to 
provide supervision and strategic guidance for medical services in the non-base hospital sites. 
The position facilitates and fosters functional relationships with medical officers and 
contracted medical service providers to the District’s strategic and operational objectives. 

The site visits by the Rural Director of Medical Services have further improved engagement 
with GP-VMO’s in all rural sites, not just the western sector. The Director’s background as a 
rural generalist and significant corporate knowledge of the western region are contributing 
factors to the positive impact of his role. The District Medical Staff Executive Council has met 
on 2 occasions, and it is too early to evaluate any improvements at this stage.   

QUESTION 3 

Can you provide more information about how splitting the district would impact the district's 
partnership with the Murrumbidgee Primary Health Network and the Murrumbidgee 
Collaborative Agreement? 

ANSWER 

Murrumbidgee Local Health District and the Murrumbidgee Primary Health Network share the 
same geographic boundary. This makes it much easier to plan services together, align 
priorities, and coordinate care between hospitals, primary care and community services. It 
reduces duplication, supports clear care pathways, and allows both organisations to respond 
to local health needs in a consistent and efficient way. 

This alignment is formalised through the Murrumbidgee Collaborative Agreement, which sets 
out shared priorities, joint governance and system-wide improvement work. Through this 
arrangement, the District and MPHN have achieved real benefits, including joint 
commissioning, shared data and planning, and coordinated workforce initiatives. 

The shared boundary between the District and MPHN is a significant structural advantage that 
supports efficiency, consistency and shared investment. It enables unified health system 
planning and service delivery, avoiding duplication and fragmentation between primary and 
secondary care sectors. 

 



QUESTION 4 

Can you breakdown how splitting the Murrumbidgee Local Health District would lead to an 
additional $26m in recurrent annual expenditure? 

ANSWER 
The splitting of the District and duplicating full-time equivalent positions is estimated to cost 
around $26.1 million in recurrent annual expenditure, comprising: 

• $4.3 million in duplicated minimum requirements (100% additional costs) such as Board, 
audit functions, asset management, business intelligence, disaster/emergency 
management, etc. 

• $21.9 million in other duplicated functions across both Districts (70% above current costs) 
such as Chief Executive, Executive team, senior managers, finance, human resources, 
training, coronial inquests, etc. 

In addition, there will also be transition and one-off costs on top of these recurrent annual 
expenses. 

QUESTION 5 

What are the key risks to Aboriginal health care if the district were to split? 

ANSWER 

Murrumbidgee Local Health District has built strong and enduring partnerships with Aboriginal 
communities across the region, including in the western sector where Aboriginal people 
represent 6.5% of the population. These relationships are based on trust developed over many 
years through consistent engagement with Elders, Aboriginal Community Controlled Health 
Organisations, Land Councils and local community groups. 

This sustained engagement has strengthened trust and accountability, while building cultural 
safety. Although there is significant work remaining to address the longstanding disparities in 
health outcomes experienced by Aboriginal people, the District is committed to supporting 
local decision making and co-designing models of care, placing culture and community at the 
centre of services. 

If the District were to split, there is a real risk these relationships would be disrupted. 
Communities would face uncertainty, and new governance and engagement arrangements 
would need to be created. This would duplicate effort, fragment existing partnerships and 
weaken continuity of care. For Aboriginal people, this disruption could undermine trust, slow 
progress on improving health outcomes, and reduce the effectiveness of culturally safe, 
community‑led models of care that have taken many years to build. 

QUESTION 6 

How does the Riverina Murray Regional Alliance Local Decision-Make Accord work in 
practice, and how would splitting the district impact the Accord? 

ANSWER 

The Riverina Murray Regional Alliance Local Decision‑Making Accord sets out how Aboriginal 
communities and NSW Government agencies work together on decisions that affect 
Aboriginal people. It provides a shared governance structure so Aboriginal leaders are directly 
involved in planning, service design and policy decisions across the region. 

In practice, the Accord works best when there is a single, consistent point of engagement. A 
unified local health district supports strong relationships, clear accountability and coordinated 
action across health and other services, making it easier to deliver locally led, culturally safe 
initiatives. 



If the district were split, implementation of the Accord would become more complex. Multiple 
districts would need to engage separately with the same regional Alliance, increasing 
duplication and the risk of inconsistent approaches. This would fragment partnerships, slow 
decision‑making and reduce the effectiveness of locally driven solutions, ultimately weakening 
outcomes for Aboriginal communities across the Riverina–Murray region. 

QUESTION 7 

The Committee has heard that Griffith Base Hospital (GBH) does not have any autonomy 
over staff recruitment and that there have been cases where specialists have sought to work 
at GBH but been told no position exists. What is your response to this? 

ANSWER 
The District balances local autonomy with District-wide support. Griffith Base Hospital’s 
executive team is responsible for the hospital’s operational management, including 
recruitment and service delivery, allowing services to be locally led and responsive to 
community needs.  

QUESTION 8 

How would splitting the district impact medical research advancement and the 
Murrumbidgee Health and Knowledge Precinct? 

ANSWER 
Structural separation would disrupt the partnerships that underpin research, innovation and 
system integration across the region. These arrangements function as a single system and rely 
on aligned boundaries, unified decision-making and consistent accountability. 
A structural split would require new governance structures, duplicated committees and 
renegotiated agreements, fragmenting relationships that have taken years to build. The 
interdependence that currently allows partners to plan jointly, commission services 
collectively, share analytics, coordinate research and deliver region-wide workforce initiatives 
would be weakened. Fragmentation would reduce efficiency, dilute collaborative capability 
and slow progress on regional priorities. 
Maintaining a single, integrated District preserves the continuity, scale and shared 
accountability necessary to sustain research growth, workforce development and long-term 
innovation throughout the region. 
The MLHD-wide Murrumbidgee Health and Knowledge Precinct was formally established in 
2023 and received NSW Government funding in the 2025-26 budget of $1 million for further 
planning and development of the precinct. The Precinct provides a strategically coordinated 
platform for integrating clinical services, research, education and industry collaboration 
across the region. By bringing together health providers, universities, training organisations, 
and innovation partners, the precinct strengthens the pipeline of rural health professionals, 
accelerates research translation, and supports the development of new models of care 
tailored to the needs of regional communities. 
Operating at a District scale enables the precinct to leverage shared infrastructure, broaden 
research participation, and create consistent pathways for workforce development from entry-
level training through to advanced clinical practice. This unified approach also ensures that 
innovations developed within the precinct can be implemented system-wide, improving service 
quality, strengthening digital and clinical capability, and maintaining a coherent strategy for 
rural health advancement. 
A structural split could dilute the precinct’s reach, reduce critical mass for research and 
training initiatives, and undermine the partnerships that depend on a single, integrated 
operating environment. Maintaining a unified District preserves the precinct’s scale, influence 
and capacity to drive long-term health, education and economic benefits for the entire 
Murrumbidgee region. 



QUESTION 9 

How do medical training systems and arrangements currently operate across the district 
and how would dividing the district fragment these arrangements? 

ANSWER 
Griffith Base Hospital hosts accredited Advanced GP Training programs in Anaesthetics, 
Emergency Medicine, Obstetrics, Adult Internal Medicine, Paediatrics, and Surgery (Rural 
Generalist training). Advanced GP Anaesthetics trainees rotate between Wagga and Griffith 
for three-month placements to provide broader exposure.  
Griffith Base Hospital is currently accredited as a training site for GP advanced skills in 
anaesthesia but is not currently recognised as an Australian and New Zealand College of 
Anaesthetists (ANZCA) training site.  Specialist training support to the GP advanced trainees is 
currently provided through Wagga Wagga Base Hospital to enhance skills and volumes of 
practice. Access to these training opportunities will not necessarily be available to trainees if 
there is a split. The new Local Health District will have to establish network arrangements with 
accredited facilities to support ongoing specialist training for junior medical staff.  
Griffith also hosts a GP Advanced Trainee who is linked with Albury Wodonga Health. They also 
have 1 general surgical trainee on rotation from the St George network and Basic Physician 
Training positions in conjunction with Albury Wodonga Health. All accredited training positions 
rely on facilities maintaining appropriate training experiences and supervision in accordance 
with the relevant accreditation authority. 
Pathways with universities would also need to be reestablished. 
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