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The CHAIR: I would like to welcome people to the second hearing of the Committee on Community
Service's inquiry into the Health Services Amendment (Splitting of the Murrumbidgee Local Health District) Bill.
My name is Clayton Barr, and I am the Committee Chair. I am joined by my colleagues Trish Doyle, the Deputy
Chair and the member for Blue Mountains; Liza Butler, the member for South Coast; and Donna Davis, the
member for Parramatta. We will soon be joined by Mrs Helen Dalton, the local member, the member for Murray.

[Acknowledgement of country delivered by Damon Goolagong, Aboriginal Liaison Olfficer, New South Wales
Parliament.]

Thank you very much, Damon. We had a beautiful welcome from Aunty Pansy yesterday as well. It is
great to be here on country undertaking this important investigation about the delivery of health services to the
community at large across the Murrumbidgee Local Health District. In particular, there are a number of concerns
being raised about the delivery of health services here in Griffith.

Please remember that today's hearing is a formal proceeding of Parliament, and that means that evidence
given today is protected by parliamentary privilege. However, we ask witnesses to take care to not make adverse
comments about others. Please note that only the formal evidence given before the Committee in the room is
protected by privilege; anything said outside of the formal evidence is not protected. We respectfully ask everyone
in the gallery to keep mobile phones on silent and to refrain from talking during the hearing as this can interrupt
the proceedings and be a distraction. Members of the public are not permitted to film or photograph during
proceedings. We thank the witnesses who are appearing before us today and the many stakeholders who have
made written submissions. We appreciate your input into this inquiry.
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Ms VICKIE SIMPSON, Program Manager, Griffith Aboriginal Medical Service, before the Committee via
videoconference, affirmed and examined

Ms PETA LARSEN, Chief Executive Officer, Riverina Medical and Dental Aboriginal Organisation, sworn and
examined

Ms JUDITH JOHNSON, Board Chair, Riverina Medical and Dental Aboriginal Organisation, sworn and
examined

The CHAIR: We will now begin with our first witnesses. Thank you for joining us. I ask our witnesses
to please note that Committee staff will be taking photos and videos during the hearing. If you have any concerns
about that, please flag them with us and your concerns will be accommodated. When providing your evidence,
we request that you refrain from sharing other people's medical history or details, including your own family
members. Please also avoid naming specific medical practitioners, including doctors, nurses or other medical
staff. Before we start, do any of you have any questions about the hearing process we are about to undertake?

JUDITH JOHNSON: No.
PETA LARSEN: No.
VICKIE SIMPSON: No.

The CHAIR: [ am now going to give you the chance to make an opening statement if you would like
to. I'm going to offer that to the dental organisation first.

JUDITH JOHNSON: I'm an original resident of Griffith, and I have seen exactly how the health system
here has been in the past. Due to my family members living here, I understand what's happening now and what's
going on. What I'm really concerned about is that when there are what would be minor injuries or concerns in the
city, our people have to travel two hours to Wagga to go to get a finger splinted or whatever. If you get a broken
leg, you travel to Wagga. You're taking them out of their country. Families are left out of money and resources.
Sometimes they have no family to stay with over there, and there's the price of accommodation et cetera. Wagga
is good but you still have to pay for accommodation at the hospital, and you have to be very lucky to get it. I see
there's a big financial strain on the whole family.

I'd like to see the Griffith part and the Wagga part be separated, but I want to know what the logistics are
in that because you have to think how we're going to get orthopaedic surgeons and things like that and
anaesthetists. This is what the problem is going to be. How are you going to work around that? I think the only
good that could come out of this is that for peace of mind, for families and the whole community, is to have a base
here for them to come to. You're getting people from Hillston. If there's anything that happens to them, they still
have to keep on going. It's over an hour that way—about an hour and 20 minutes—and then they have to go to
Wagga from there, so it's a big strain on the family.

PETA LARSEN: I'm the CEO of RivMed; I have been for 3 years. I grew up in Victoria, but I am
trained in dietetics at Wagga. For the last 25 years ['ve worked as a clinician all throughout the Murrumbidgee
region in hospitals and a whole range of management positions, including at one stage with the executive team at
the Murrumbidgee Local Health District in the community engagement role. I've met many local health advisory
committee members, recruited volunteers and had lots of conversations and seen the way that health is delivered
across the whole of the Murrumbidgee region.

RivMed is based in Wagga. We have our medical and dental there, but we have an office in Griffith, and
we provide family preservation services, so looking after families with children at risk of being removed from
their families, and we provide functional family therapy and child welfare services. My wish is that health is
equitable across the whole Murrumbidgee region. I do see first hand the barriers that people—in Griffith and Hay
and everywhere west of Griffith—face. Griffith is a beautiful town. Why is it that you live here and you have to
travel two hours when people in Wagga don't have to do that?

Griffith's not a small population. I'm here to say that I can see firsthand that there are disparities across the region.

The CHAIR: Ms Simpson, as the representative for Griffith Aboriginal Medical Service, would you
like to make an opening statement?

VICKIE SIMPSON: [ hear what Peta and Judy have both said and I agree. But in speaking on behalf
of our service, we are not in support of a split of the current local health district. I think that's purely because we're
already facing significant challenges, whether it's Griffith, whether in the city, whether it's regional around the
workforce shortages, isolation and the limited availability to specialised services. Recruitment and retention of
those healthcare professional remains a persistent challenge, no matter where you live. Our current local health
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district allows us to share clinicians and services across a broader catchment area, enabling us in the smaller
communities to be able to access service, whether it be in Wagga, whether it be the smaller ones coming to Griffith.
It allows those clinicians or specialists in the much larger region of Wagga to be able to come out to here, where
we see if the local health district was split, we would be having to travel further to places like Sydney and
Canberra. I guess that's our opening statement. We're not in support of the split of the local health district.

The CHAIR: Thank you all very much. Ms Johnson, I think what a separation or a disentanglement or
a disconnect looks like, and the logistics of that, is really important. Ms Simpson, you've touched on something
I want to come back to ask you about. It is that question about some of the specialised services coming in and out
of some of these local communities. Could you give us some examples of the types of services that do make that
effort to come out and be available in the smaller communities? Can you give us some examples of those that,
even though their base is Wagga, actually come out and make themselves available?

VICKIE SIMPSON: Speaking firsthand, it would be an orthopaedic surgeon who I believe is a private
specialist in Wagga but people are also able to access his services through Medicare. They can either see him in
Wagga and he also comes to Griffith and works from the private hospital, but patients under Medicare can still
access his services there.

The CHAIR: Ms Larsen and Ms Johnson, are you aware of any medical services that rotate out from
Wagga and back into Wagga so that they're available more locally?

JUDITH JOHNSON: Peta would know more than me.

PETA LARSEN: I'm aware of what is difficult to access. ENT surgeries are difficult. Our kids do have
to go to Sydney. But there are rotating specialists that we can access in Wagga. Our CEO alliance with Griffith
AMS also includes Albury and Cummeragunja. One benefit of having the Murrumbidgee district as a whole is
that we have longstanding and good relationships and partnerships. Some of that is based on relationships that
exist because of who we are as people, but having one CEO does help. The CEO of the Murrumbidgee Local
Health District will come to us, as a group and an alliance, and ask us what our needs are. It is good to have that
across the whole region because, as Vickie said, it gives us the ability to share funds, create alliances and
consortiums. We can share services and have a better chance at recruiting workforce, retaining workforce and
share information about potentially what services are there and coming, so we can remove those access barriers
for our families.

JUDITH JOHNSON: Could I just add, Vickie has mentioned that there are specialists that do go to
St Vincent's hospital, but that's only covered by Medicare. So if somebody's working, they're not covered by
Medicare but they're still on mainly a sole income. That is still a strain. They're not entitled to go there because
they can't afford it—they're entitled to go there but it's very expensive if you're working, because you're not
covered by the Medicare levy or whatever. Basically it's a Health Care Card that you have to have, I think. Am
I right, Vickie? Is it a Health Care Card or just a Medicare card?

VICKIE SIMPSON: In my personal experience, Judy, no. I know of several people who were working
and they were covered under their Medicare. They didn't need private insurance and all of that stuff.

JUDITH JOHNSON: So they needed private insurance as well?
VICKIE SIMPSON: No., they didn't need it. It was just Medicare.
JUDITH JOHNSON: I just wanted to clarify that.

The CHAIR: So your concern was that you thought they needed to have a Health Care Card, as an
unemployed person with a Health Care Card?

JUDITH JOHNSON: Yes.

The CHAIR: But, Vickie, you're saying that you don't need to be unemployed, as long as you've got
Medicare—and we've all got Medicare.

VICKIE SIMPSON: Yes.
JUDITH JOHNSON: We've all got Medicare, yes.
The CHAIR: Good clarification, thank you.

Ms TRISH DOYLE: First of all, thank you all for taking time to speak with us and share your wisdom
and some of your experiences, ideas and suggestions. It's always good to hear what we can do to improve health
outcomes and access to health care. The body that represents nurses and midwives, the Nurses and Midwives'
Association, have recommended the employment of additional First Nations nurses and midwives in the local
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health district—so across the whole district. They've recommended employing additional nurses and midwives to
enhance cultural safety and service engagement. I'm wondering what your thoughts are on that. How do you think
the local health district working with you all could achieve that? Is it needed?

PETA LARSEN: It's absolutely needed. We're really lucky in Wagga. We share an Aboriginal midwife.
She gets to birth the babies at Wagga Base Hospital and then come and work for us three days a week. However,
it's not that one-employer model. She's got two payrolls and two payslips. In the ideal world, you'd have a shared
workforce that can, as I say, birth a baby and then come and support mum out in community following. Yes,
having Aboriginal health workers and staff is absolutely critical for cultural safety. If there's more Aboriginal
workforce, it supports the non-Aboriginal workforce and their ability to provide culturally safe care as well. We've
been doing Yalbilinya miya, which is decolonising breastfeeding for Aboriginal women in Wagga. We've done a
lot of research and heard a lot of stories from mums. Racism still exists quite severely in hospitals. That's what
I hear from the mums that I'm working with. So, yes, it absolutely is needed.

How is that achieved? Training, training, training and supporting school leavers through traineeships.
We do this at RivMed. We employ people and then train them—so start with a cert [V, start with an Aboriginal
health practitioner, an Aboriginal health worker. The AH&MRC is working really hard—that's our peak body in
New South Wales—to offer free training. It's culturally safe. It creates a network of Aboriginal people that can
train together. Nicki Turner, the CEO of the AH&MRC, is working really hard to build that training unit. We send
staff there all the time. That's fantastic.

On the ground, when we're training people, we need to remember—so there's the payment of the training
course. The training course can be free. We can support people to train, but then there's travel and they've got
families at home. They still need a wage on top of training. I had a young staff member who's a dental assistant
who's worked for 16 years at RivMed. They love teeth. They want to be an oral health therapist—just lives and
breathes teeth. It's fantastic. We supported her to go to Charles Sturt University. We're really lucky with our
regional universities. It was still so difficult for her, with a young family, having to maintain employment and
work to get her weekly wage and attend uni. This is what I explain to funding bodies all the time. We need to
understand the true cost of training and support the training with a wage and all the other supports that come with
getting a degree or getting a certificate and managing life and a young family.

Ms TRISH DOYLE: Ms Simpson, did you want to add anything to that? Would you like to respond to
that question? Do we need additional First Nations nurses and midwives? How could we achieve that? We know
that there is a staff shortage generally, but how do we work with the health district or how are you working with
the health district to employ additional First Nations health workers?

VICKIE SIMPSON: Absolutely, we need to grow our workforce, whether it's in nursing or whether
it's in GPs—all across the different sectors. At the moment, I'm doing some consultation work with the Centre for
Alcohol and Other Drugs at the New South Wales ministry around the Aboriginal AOD workforce strategy. That
involves the different pathways. Peta talked about a young dental assistant before and the training, the time and
the supports and resources that come with that. You have your options of your school-based trainees and your
cadetships—all those different kinds of things.

One of the important things in the strategy for me is around promoting and building leadership within
the sector. That involves creating those pathways and having the skills, the knowledge and the work that we
already do in community recognised, rather than a piece of paper where someone has gone to university. In my
previous life, I worked in child protection. I was very fortunate there to be able to—because I hadn't finished my
university degree at that time, my experience in the community allowed me that entry way into the service to be
able to do that role. What I'm trying to say is having those different pathways for people to be able to work
through—someone might want to be a dentist, so starting as a dental assistant, but then having that opportunity to
be able to balance life, work and study to eventually get to that goal.

Ms TRISH DOYLE: Did you want to make a comment, Ms Johnson, about that?

JUDITH JOHNSON: Yes, I would. What I was going to say is that these options are available, but for
a lot of Aboriginal kids, sometimes they've been targeted at school. There's a lot of racism and whatever. There's
a stigma as well. They think that they're dumb. They have to be given the confidence and shown pathways that
they can go. Maybe there should be more career options put into schools so that they can see which way they can
go and let them know that the whole world is out there for them. A lot of them just think that when they leave
school they're going to get a job and that's about it. Our kids have got to have the confidence to be able to do it,
but they have to have mentors there as well so that they know they can move forward. I'll give you an example. It
is my grandson. He did a three-year apprenticeship in plumbing. He has finished that apprenticeship and now he's
working on the mines. He likes the money so he's working on the gas lines. He is FIFO. He flies in, flies out. He
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knows which way he's going to go, because he's got a good backup behind him. He has got me, his dad and his
mum. The whole family is there to support him. He has got that support system. A lot of kids haven't got that.

I've worked in the schools and I've seen how kids are basically black and white. If you're not in that
group, then you're picked on. They pick on each other. When we were growing up here in Griffith, it was the
blacks against the Italians. Then we banded together, with the blacks and the Italians against the whites. Then we
turned around and we got the Islanders in. Everybody ganged together and ganged up on the Islanders. This is
where we have to try to promote that we are a multicultural society and that Aboriginals need to be shown that
they've got a place in it. We've never been shown that. We've had to fight for every step that we've gotten to.
Helen will know that I've worked here in Griffith and tried to push forward culture and everything else, and
awareness and whatever. But we need more people to do that kind of thing. That's all I'm going to say.

Ms LIZA BUTLER: On the back of that, I come from the South Coast, and I have Waminda and we
have Birthing on Country. They have an actual agreement with the health district about the nurses from Waminda
going into the hospital and being there with the midwifery group practice. Have you had any conversations with
the local health district about how you might form an agreement of how you go into the hospital? Have they been
proactive? Are they helping you address all of those issues you just said about training and working together?

PETA LARSEN: We do. We don't have a formal agreement. We have been working on that. The cogs
turn slowly at the health district. As I say, we're a small service compared to the large Murrumbidgee Local Health
District. Recently, in the last six months, we do have the one-employer model now, so our first junior medical
officer is actually employed at Health but works for us. We want to see more of that. It was strange. I do the
weekly pay and I didn't see the junior medical officer on the pay slip. I said, "We forgot to pay him." I was
reminded that, no, he's actually a Health employee. I thought, "Wow, that's fantastic. We need more of that."

We've had barriers and issues over the years where our medical staff can't access, for instance, hospital
EMR—the electronic medical records. That disconnects good continuity of care from hospital to our Aboriginal
medical service. Again, in a perfect world, I would love for all of our health workers, doctors and nurses to be
able to access medical records because it's going to be a better experience for staff. As I said, our relationships are
good. The Aboriginal health workers will—and I think it's location as well. Because we're across the road in
Wagga, they'll come over, and we have really good working relationships. But none of this is formalised in an
agreement. It's just because, and it's historical.

One other thing I want to mention is pay parity because, if you look at the Aboriginal health worker
awards and how they're so low, there's not a great deal of incentive to train as an Aboriginal health worker or a
practitioner. An Aboriginal health practitioner is basically a holistic health worker, almost like a nurse—it's the
same. But the pay parity is not the same. It's not recognised, and I know that some Aboriginal health practitioners
struggle to work in that team where the FTEs are not—there's no parity. There is no pay parity. There is less FTE.
They kind of get lost in a big health system where their profession isn't recognised. Therefore, Aboriginal patients
are not getting what they need. Pay is really important.

Ms LIZA BUTLER: Ms Simpson, have you got any comment about how the local health district works
with you and your organisation to have those positions in the hospital and a formal agreement?

VICKIE SIMPSON: Just jumping on the back of what Peta has said, through the alliance with the
CEOs, I know that they're working to build that kind of thing. With GAMS, there is no formal agreement. I often
have discussions, whether it's informally or formally through different forums, around sharing the resources and
sharing the knowledge. I manage a regional drug and alcohol program which covers the Riverina-Murray area.
We are a non-clinical drug and alcohol service, but often we would have to refer our clients to the LHD, purely
because of the clinical needs of them through the OTP treatment.

I guess what I'm trying to get at is, working in an Aboriginal organisation, we are very community
minded—community minded is not the word. We do a lot of community engagement. We are out, we're sitting
with people, we're yarning, we're learning and we're listening, whereas the experience of someone working in the
local mental health drug and alcohol service is not the same. I would often talk about how good it would be if we
could look at some kind of secondment options where our staff are going into the LHD for one month, two months
or three months, learning what they're doing in there and, vice versa, the LHD staff, whether they're Aboriginal
or non-Aboriginal, are coming and working and sitting in our offices and working in community.

The skills and knowledge that they would be able to learn to work better with our people to create that
cultural safety would not only assist them as workers and as professionals but also achieve better outcomes for
whoever it is and whatever treatment they're seeking, whether it's drug and alcohol or whether it's midwifery.
I believe in sharing the resources, absolutely, and probably putting that into more formal agreements where there
is accountability and there is transparency.
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Mrs HELEN DALTON: Great to see you again. Judy.
JUDITH JOHNSON: Lovely to see you. Helen.

Mrs HELEN DALTON: It's good that you've attended, all of you. I think all of you can answer this:
Are First Nations represented on the MLHD board, do you know?

JUDITH JOHNSON: Yes, Mary and Cheryl, two Elders, are.
Mrs HELEN DALTON: Is there a good line of communication?

JUDITH JOHNSON: There is no feedback. I don't get any feedback. Do you get any feedback through
RivMed?

PETA LARSEN: Not directly, no, from the board.
Mrs HELEN DALTON: Why is that, do you think?

PETA LARSEN: 1 also wear another hat. I sit on the board of the Murrumbidgee Primary Health
Network as well. I have done for nine years. Sharing those boundaries—the Murrumbidgee PHN and the local
health district—also creates some opportunity for good joint strategic planning. and we do have joint board
meetings between the PHNs and the local health district board. But, no. there is no direct feedback loop from
those positions back into community, and I don't know why.

Mrs HELEN DALTON: Are they frustrated with the way that 1s?

JUDITH JOHNSON: I'll answer that. There is one way that one person could have joined a board, and
it will look good on your resume. It's frustrating. I know two people personally, and they're very busy. I attend the
Elders executive meeting with Wagga council when I can, and what T do is. I take that straight back to the Aunty
Jeans mob, which I attend. so that they know what's going on. and they can filter that down through their families.
So there are all these different things. We are getting no feedback at all from the LHD.

PETA LARSEN: When you think about it, we've got nine board members on RivMed, where six are
Aboriginal community members. As I say. the local health district board does joint planning with the primary
health network board. but there's never any inclusion of the RivMed board, and that is the Aboriginal community
nominated board.

Mrs HELEN DALTON: That's a bit of a concemn that—
JUDITH JOHNSON: And it would be the same here in Griffith, I think. Is that right, Vicki?

VICKIE SIMPSON: Yes, that's correct. Helen. both of those ladies that are on the MLHD board
representing the Aboriginal community are both Wagga based. If we are looking at equity with the two larger
regional towns within our district. why could not one of those be from Griffith and one from Wagga?

Mrs HELEN DALTON: So we don't have any representative from Griffith?
VICKIE SIMPSON: No.
The CHAIR: On the board you do. but not an Aboriginal representative.

Mrs HELEN DALTON: No, I don't think we do. I thought Cheryl Penrith was from Griffith, but she
is not.

JUDITH JOHNSON: No.
VICKIE SIMPSON: Cheryl hasn't lived in Griffith for as long as I can remember.
JUDITH JOHNSON: They've both got ties to Griffith through family and that, but that's about it.

Mrs HELEN DALTON: Obviously, the communication pathways are inadequate, and you did say,
Peta, that the cogs have moved very slowly, which makes it difficult, I guess. I want to take you back to
orthopaedic services. According to the health records, between 2015 and 2021—that six-year period—there were
1,268 orthopaedic patients transferred out of Griffith to Wagga. Do you think that these figures justify a service
in Griffith?

JUDITH JOHNSON: I do. I just hope that you get an orthopaedic surgeon. I don't think we've had an
orthopaedic surgeon here since [inaudible].

Mrs HELEN DALTON
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JUDITH JOHNSON: So the lines of communication have broken down.

Mrs HELEN DALTON: Do you think that we could target the resources better if the health district
was reduced in size? You're talking about services not being here that should be. If the district was smaller and
we had our own board here, could we target those resources better, do you think?

JUDITH JOHNSON: I don't know. Peta?

PETA LARSEN: I don't really have a position on that, because it still comes down to availability of
workforce. I think local knowledge is really good. That can help, but I just can't answer that question, because
I can't see it in practice, how it would play out.

Mrs HELEN DALTON: Yesterday the local doctors assured us that, if we did split, the split would not
impact the referral process or the pathways to Wagga, because they refer people to Wagga or Canberra or wherever
you need to go. Do you think that knowing that would alleviate your fears with that question of working with
Wagga? They said they had a really good relationship with Wagga and worked well with them. With a split, do
you see that being severed at all?

PETA LARSEN: Not that particular point, no. All I can see is splitting would mean two CEOs and two
boards, which can have more local knowledge and focus, but it's more communication and more—as I said, formal
agreements, MOUs. As Vicky said, we've been working with the current local health district for three years to get
that in a format that makes sense for our aim.

Mrs HELEN DALTON: Three years to try and do that?

PETA LARSEN: Yes. I guess my only thought is, if it were split and then there was suddenly another
board and CEO would that make it more difficult or easier?

Mrs HELEN DALTON: The idea was to have our board here with power and a decent budget so we
could look after our own.

Ms DONNA DAVIS: Thanks so much for being available today. My first question is to Ms Simpson.
What does a relationship with Griffith AMS and Griffith Base Hospital bureaucracy look like? How does that
compare to the relationship with Wagga? Do you have good, direct contact with them? Do you have regular
meetings, that sort of thing?

VICKIE SIMPSON: I think Peta answered that before, with the CEO at that level and their alliances.
We've been working on enhancing that relationship. We've got good relationships with our Aboriginal health
workers there. We see the local general manager. We're building on that, where we're trying to break down barriers
for our community. In the past, though, I've sat on Aboriginal advisory boards. But then when—whoever being
in charge, those kinds of things changed and then those things no longer continued. I think it's a work in progress.
I think it can be stronger in making those formal agreements and MOUs. In terms of Wagga—I'm trying to think
of his exact title. He's the Aboriginal executive director. I can't think of his exact title, but he's based here in
Griffith. We've got a really good relationship with him. The person who was in that role before him, she would
often be out here in Griffith and meeting with the CEOs and relevant managers. | think it's a good relationship,
but it needs to be stronger.

Ms DONNA DAVIS: That's really good to know. What I'm trying to get at is, from the people who've
been appearing at the inquiry and the submissions so far, we get a really strong sense that the local health district
is very Wagga-focused. The reason for my question is really about do you feel that the majority of the services
offered and delivered—obviously, it's a bigger hospital, but is there a strong effort made from those in Wagga to
ensure that there is access to services locally here in Griffith so that those people who live further west don't have
to travel so far? I appreciate that for formal, complex health needs they would need to go to Wagga. But is there
good communication and understanding of the tyranny of distance?

VICKIE SIMPSON: I think probably my answer to that would be, again it comes down to where
people—specifically these specialists and clinicians—want to live. I'm a Griffith girl and I've always been here,
and I wouldn't live anywhere else. But if you were to choose to live in Griffith or in Wagga, people are more
likely to live in Wagga—the cost of living, all that kind of stuff. I think that has a big influence on where services
are delivered and how they're delivered, and how often. But to answer your question in terms of communication
and so forth, I probably can't answer that. My opinion would be based on there's a bigger attraction for people to
be living in Wagga, so they're more likely to live there. I'm not saying that they've not tried to recruit to different
positions in Griffith, but I guess I probably can't answer that.

JUDITH JOHNSON: I'd like to add to that. When I was living in Griffith, I was part of the Aboriginal
advisory board at the hospital. I can't remember the name of the person in charge at the time. I think her name was
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Elizabeth. I can't remember her last name. She was very open to any dialogue that the Aboriginal people were
willing to give. If someone would be able to approach the hospital and just ask them about it, I think that there
would be able to be a better line of communication between GAMS and the hospital as well. I think there's three
workers up there at the hospital at the moment, but if they could turn around and say, "Okay, can we get some
resources so that we can have an interactive board", or something, then maybe that could open a pathway to better
communication with the hospital itself.

Ms LIZA BUTLER: You're all very clear that you don't think splitting the health district is a good idea
or the way forward.

JUDITH JOHNSON: I think it is.

Ms LIZA BUTLER: Sorry, I had thought all of you were of the same opinion, because Ms Larson and
Ms Simpson have clearly said not splitting.

PETA LARSEN: I didn't clearly say not split. I said I don't have a firm position either way.

Ms LIZA BUTLER: Then you went on to say other barriers. Sorry if I misinterpreted that. I'll rephrase
my question. If the health district is not split, what other suggestions do you have to improve access to services
for people living in the Griffith and surrounding areas?

JUDITH JOHNSON: I think more communication is a big one. Not only that, you've got to build
pathways. You have to build pathways. You have to put the funding in there to build pathways between MLHD
and not only Griffith, but the more isolated communities. You've got Goolgowi out there. You've got Hay. It's a
big area. You have to have definite pathways built so that everyone knows what's happening. That's basically what
it would be. That's another kind of thing that you'd have to build that infrastructure, and you'd have to start from
the bottom because there is no clear pathway at the moment.

VICKIE SIMPSON: I agree, Judy. Judy said starting from the bottom; I think starting from the top.
Helen raised the issue before about local representation on the LHD or the Murrumbidgee Local Health District

board. To my knowledge, we don't have that for Griffith or further out, out west. It needs to start there and then
filter down.
People

don't know that in communities, so communication is key.

The CHAIR: Thank you.

We do have our next witness. I'm going to thank
you very much for appearing before us today. You will be provided with a transcript of the evidence that you've
given today, and you can obviously share any corrections that you feel need to be made. We as a Committee may
also develop some supplementary questions from the Committee and send those to you as well. If we do that, we
would ask that you try to turn those around in about two weeks. If that's a problem, please speak to us. We just
ask for two weeks so that we can keep progressing through our inquiry. Thank you so much.

(The witnesses withdrew.)
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Mr STEPHEN YOUNG, Chief Executive Officer, Griffith Aboriginal Land Council, before the Committee via
videoconference, affirmed and examined

The CHAIR: We now have Mr Stephen Young from Griffith Local Aboriginal Land Council. We really
appreciate your time today. Please note that photos and videos may be taken during the hearing for use on social
media purposes. If you have any concerns about that, please just let us know and we will accommodate your
concerns. Also, when providing your evidence, please refrain from giving other people's medical history or details,
including your family members. Please also avoid naming medical practitioners—doctors, nurses, medical staff
et cetera. Before we start, do you have any questions about the proceedings were undertaking?

STEPHEN YOUNG: No. I can make an affirmation to the ancestors of my people that I love and believe
in as a descendant of First Nations. I also respect western religion and give oath to tell the truth, the whole truth
and nothing but the truth.

The CHAIR: Thank you so much, Mr Young. Do you have an opening statement that you would like
to make before we begin questions?

STEPHEN YOUNG: As a representative undertaking the position—representative of the local
Wiradjuri people, and being a person appointed to the CEO role, it's a great responsibility. It's not an entitlement;
it's a privilege. In undertaking that [inaudible] our people, our experiences, our aspirations and our desires within
this Committee.

The CHAIR: Thank you. Just for context, can I just ask where the base for the local Aboriginal land
council is, and the area across which you work? Just some of the names of the towns or villages.

STEPHEN YOUNG: The LALC was enacted in 1983. It used to lease a building in Yambil Street. It
secured land and built a building on it back in 1989-91 being constructed. The address is 5 Wiradjuri Place,
Griffith, and the boundary covers four LGAs: Leeton, Griffith, Murrumbidgee and Carrathool. It's a massive area.
For example, we extend halfway to Narrandera, around the back of Leeton and some parts of the Leeton LGA,
about 15 to 20 kays this side of Jerilderie, and about 25 kays this side of Hay, so it's a massive area.

The CHAIR: Yes, that is a massive area. The good news for this inquiry is that it takes up probably
about half of the total health district area. If I could just get you to give us an opening view or position, is it the
view of the local Aboriginal land council that the health district should be split into two. If so, why? If not, why
not?

STEPHEN YOUNG: We have over 300 members. Most of those people that are on the board are
connected to many of the community members. A lot of the board members are working in government
departments or Aboriginal Medical Service. The chairperson is the regional drug and alcohol coordinator, as well
as myself as a former Aboriginal mental health clinician for Greater Southern, formerly, and then Murrumbidgee.
I'll give some evidence of that. I'm not employed as a clinician, but I'll reference the experiences and relate the
rationale for why we don't support it. Griffith is a very multicultural place. It's probably the second biggest place
outside of Sydney, Canberra being number one. From my experience of living in Griffith for 27 years, racism and
discrimination are alive and well, and our people are subjected to that every day. That continues to this very day.
Even where there are politicians that represent the area, they don't support us.

What we have done, in my appointment to the CEQ, is build a stronger relationship with Murrumbidgee
Local Health District. I feel that as the CEO for the last six years, we've done a lot in that regard with Jill Ludford,
the CEO. We spoke, and I have to be honest: I've got more respect from being the CEO of the land council than
what I did as an Aboriginal clinician. They are also aware that [ used to work for them. I wouldn't like to see the
positive work that we've been able to achieve be undone. I feel that if it was to break into the two, we'd be back
at the starting point. There's a long way to go, and it takes a special person to bring about change. With myself
being a former health professional and a district clinical leader and achieving some really good outcomes, with
that tertiary qualification, it has enabled me to use reference of legislation and statistics to put forward the reasons
why there needs to be change. That's the key to facilitating change, where there's cross-cultural respect,
understanding and developing harmony and unity to bridge those gaps.

Whilst we're not primarily a health organisation, culture and heritage have a key element of educating
non-Aboriginal people on the reasons of unwellness, which is also related to colonisation, the Stolen Generation,
loss of language and loss of land, which is our core business. But then, having experience as a former health
professional and with Closing the Gap priorities and Aboriginal health policies that are never understood,
recognised, acknowledged or implemented, that's where I have that experience. Also working for two AMSs—
AMSs are a response to the failures of the mainstream government health services. While ever we're working in
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opposition, we're never united. We're divided. I think what we need to achieve, to build a culturally safe place and
healthy experiences, is to enable healing and better understanding and stronger relationships.

I'm not going to talk about my detailed personal experience, but I'm going to make reference to what I've
seen. In this role, I could have held a grudge. What I have chosen to do is, again, not just focus on the negatives
or the past but provide solutions to a better future. I'm happy to get into what my concern is, but in this opening
statement that's a baseline of why I'm here today, why I'm not supportive and why the board and the members that
I've spoken to are not supportive of breaking into another regional LHD. I can elaborate more on that as we move
forward.

Ms TRISH DOYLE: Thanks, Mr Young, for sharing some of your time and your wisdom with us today.
It's really appreciated. It's very interesting hearing about some of your experience with the local health district and
representing and working with your community. What we've heard a lot of is that comparing health care in Griffith
and west of Griffith to health care in Wagga or across the whole district really could be improved, as you talked
about a bit, with respect for culture but also improved communication. What's your view on the difference in
health care in Griffith and west of Griffith compared to Wagga?

STEPHEN YOUNG: I feel that it's about people and I guess it's about geographical location. When you
look at Wagga being a city, it has now transitioned, with the upgrade and modernisation of Wagga Wagga Base
Hospital. With the university, the army base and the air force base, it has been there a long time. I moved away
from Wagga in 1984 but maintained a connection. I've just seen the place become the new Canberra, as a figure
of speech. We used to travel to Canberra for more of those health professionals. As Wagga has grown, the
opportunity has grown, services have grown, recreational activities have grown, and the quality of life and
housing. That attracts highly skilled professionals, often from bigger cities, that are looking for that lifestyle
change. I think when people come from cities and work with other cultures, they bring a different skill set.

My feeling is that, for example, I worked in employment in Griffith many years ago. I had three wages
from DEWR to build up those stats for 60 people for six months. I couldn't buy blackfellas a job. They said, "It's
not about culture. We employ Fijian people, Vanuatu people, New Zealand people, Tongan people and all these
other people." I said that they're indigenous or aboriginal to their native country, and they get treated better than
what we do. It's those experiences that continue today and right across the board. Our people can voice those
disadvantages. They say, "They're just angry." The past and the real contributing factors to our people's unwellness
are denied. In a health sense, the clinical circumnavigates a denial of the cultural. I experience that myself.

My feeling is that there's more ability to build a relationship with someone that has worked in an
environment that has large multiculturalism. You could say that Griffith is that, but I think that with people in our
area that are connected to water, irrigation and farms, there's that cultural indifference where it's, "They want the
land. They own the land or claim to own the land, and we use the land. We provide benefit." We go in opposition.
I feel that if you broke into—whether it's local councillors or council that have recruited people from that
geographical location and have a history of that past, I find they have an inability to facilitate and change. My
concern is that even where people are in political parties, local members refuse to involve us and speak for us but
speak for themselves and their own interests.

In short—and I'm mindful of the limited time frame—I'm worried that if there was a new LHD, we'd
have recruitment from the political people that are pushing this agenda, that are farmers and traders in business
and water and all that, who just continue to deny us. It happens even in welcome to country. They say, "Yes, but
let's talk about the servicemen, let's talk about the farmers and let's talk about the Italians."

I'm not disrespecting people who have worked hard, and we're appreciative of what they've done because we're
here now and we need not to go back. But we need to move forward. I feel that if we had an LHD that was made
up of a board—Ilike a CEO and deputy CEO that's from this environment, then we'd be back to the apartheid days.
That's my concern.

In another example, I worked for Greater Southern and I saw when they transitioned Southern and
Murrumbidgee. Then I went back to work. In that transition, I transferred from Moruya to Griffith, so I didn't
personally see at that time. I saw stuff and experienced stuff, and it impacted me, but my mindset is to give people
time to adapt and change. I did that for many years and they saw us work willingly. Then I went back to Southern
and I was located at the South East Regional Hospital. We had this big brand-new hospital, which was about
18 months old when I went there in 2015 or '16, and it was bare. From when it was Greater Southern, there was
some sentiment around Wagga is just worrying about the bigger hospitals in Albury, and more work in the
populated areas and they'd forget us. But I could see that the leadership was there from Murrumbidgee and they
might have felt this, but the population was smaller and it is more regional and more remote, even down the South
Coast.
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But what I've seen and experienced is a lack of recruitment and a lack of retention of skilled people.
Working in mental health, that's what was needed. Whether it'd be occupational therapists, psychologists,
psychiatrists, when I went back I'd seen so many failures that it wasn't funny. It was one of the reasons I left that
LHD. That's why I want my voice to be heard today, not just as a CEO of the land council but somebody who's
worked in an LHD that broke into the two. What I experienced there and what my people experienced then was a
worse failure than when it was aligned or connected to Wagga through the leadership of Greater Southern Area
Health Service. I don't want that to happen to my people.

Ms LIZA BUTLER: You're very clear about not splitting the district, but how would you compare the
health care in Griffith compared to rest of the local health district?

Ms TRISH DOYLE: That's exactly what I just asked.
Ms LIZA BUTLER: Sorry.

Ms DONNA DAVIS: Thank you so much for appearing today. We heard from other submissions that
a split would significantly decrease travel distances for residents. What are your thoughts on this?

STEPHEN YOUNG: There's still some work to be done. I guess it's like smaller hospitals, whether it
be Temora or a health post like Holbrook, for stronger clinical services and higher-skilled surgeries—it's like even
Wagga may not be able to deal with this. They've got to fly them to Sydney or Canberra. To break into a different
LHD and then think you've got to have a budget. People have got to want to move here and if you've got to fly
them in, then it's also about a budget. You might then have all the budget spent on these fly-ins, but then those
people who are left to do the day-to-day stuff will be working and being less resourced. On the ground, my fear
is that it will fail. Yes, cost of living is difficult at this present time but it's about when you do have to get health
care, you need the best health care that you can get. I just don't feel that that can be delivered in Griffith by
breaking it into a different LHD and then somehow you are going to have a budget for what was provided in
Wagga that's going to be here, and then that's going to attract people from Sydney or Canberra to fly out and
deliver those services. If that does happen, the resources will not be there for all of those less intense or lower
urgency health matters.

Mrs HELEN DALTON: You mentioned that you had a good relationship with the MLHD.
STEPHEN YOUNG: Yes.
Mrs HELEN DALTON: Do you meet regularly with the Murrumbidgee Local Health District board?

STEPHEN YOUNG: Look, I'm one person who works in the land council and knew the budget
constraints and being under-resourced, like a lot of government departments. But when I've called it out to Jill,
she's answered. One of the things I wanted to say to the Committee is—through health infrastructure, Jill Ludford
and the Murrumbidgee Local Health District's executive and board, of which my foster sister is a board member,
known as Aunty Mary Atkinson; her mother raised me—it's good to see two Aboriginal people on that board. In
different periods, there was always one. [ know Mary brings a wealth of knowledge and experience, and represents
those. From her conversations we've heard that Jill listens. When I worked as a health professional, I think she
was the deputy CEO, but now she has been the CEO.

I want to reference the opportunity that we've had to help rebuild the Griffith Base Hospital. Obviously
the hospital was built before the land rights Act, so we didn't get the right to determine whether it was a sacred
site. But when they redeveloped it, we obviously did, through the native title Act and the land rights Act. It's built
on a sacred site. The opportunity from that to work together with archaeologists—it was a ceremonial area, it was
a camping ground, a gathering area. We've referenced all of that, whether it's been in artwork, design, a goanna
out the front, infused parts of the 3,000 artefacts back into the eyes and nose, an Aboriginal waiting room, an
actual maternal health infant service being put forth more closely to the front entry point. They didn't have a
waiting room and we said we need them to have a waiting room. They listened.

Black fellows are scared to go to hospital, because they often die there. We want to change that. I said
that we die and at least when we die, if we can have—because it's built on a sacred place—a yarning circle and a
ceremonial area where we can undertake a smoking ceremony, cleanse the hospital of evil spirits. We're even
doing that. What we did there with health infrastructure wasn't replicated anywhere else until after that. They did
a yarning circle—Health Infrastructure reported to me up in Hornsby. That is the start of something really, really
good in our community.

Mrs HELEN DALTON: It certainly looks great. Can you give the Committee some examples—apart
from the input that you've had into the hospital, and it's fantastic, there's no doubt about that—of improvements
for Aboriginal health for Griffith and district? Can you talk about the health aspects? You've talked about the two
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Aboriginal board members and your relationship with the MLHD. Can you give me an example of improvements
in services from speaking with the boards over time?

STEPHEN YOUNG: They've supported the recruitment of Aboriginal staff and upskilling those
Aboriginal staff with qualifications, which is important rather than just using them as taxi drivers or lackeys that
ticks a box.

Mrs HELEN DALTON: Yes, services. Are there any services?

STEPHEN YOUNG: They work with the doctors and nurses for what Aboriginal people don't
understand in medical terminology or diagnosis. With their skills set of training and qualifications, they
understand it and break it down into a culturally appropriate way to where they can understand how they're being
treated and what that process looks like. I've had a number of family members and community members pass
away in the Griffith hospital over the last two years. I've seen where they've offered the accommodation free of
charge—whether it's the ICU, where you can't have too many people in there. By having strong Aboriginal staff,
that message is being supported by Jill Ludford as the CEO and breaking down to doctors and health staff to
respect us, rather than treat us like we don't matter.

Mrs HELEN DALTON: With your background in mental health as a mental health clinician, do you
think that Griffith should have or needs a drug and alcohol rehab long stay unit at Griffith Base Hospital?

STEPHEN YOUNG: Yes, that's one thing that I believe in. Again, it's about cost. I look at the triage.
You're triaged in Griffith. Then you're re-triaged in Wagga to be then admitted. I remember 20 years ago, when
they proposed the development of the Griffith Base Hospital, it was a 20-bed mental health unit. Then five years
later it was 18. Then three years later it was 15 until it was diminished to none. When you take blackfellas off
country, whether it's rehabilitation services, they return to the same environment that makes them unwell. If family
can't get to Wagga or they've got to go in an ambulance and if you have to go with security—whereas if there are
least restrictive, intrusive measures, then people would be more inclined to access those services. Mental health
if people [inaudible] regardless of colour, they hurt themselves or they hurt other people. That's a bigger area that
I want funding targeted to.

Mrs HELEN DALTON: Have you mentioned that to the MLHD board and the CEO?
STEPHEN YOUNG: Not directly, no.

Ms LIZA BUTLER: You are very clear on not splitting. You've just told Ms Dalton that we do need
that drug and alcohol service here in Griffith. Are there any other services or any other improvements you could
suggest without splitting the health district?

STEPHEN YOUNG: There are a number of LHDs in the State that do really well. That's Hunter
New England and Mid North Coast and far North Coast LHDs. They have to be because they have large
Aboriginal populations. They have targeted funding to more Aboriginal health professionals. That's what I want
to see. We've got two people. I want to see scholarships to enable Aboriginal people not just to work in mental
health positions. I want to look at more strategic planning around the Closing the Gap priorities and Aboriginal
social, emotional and wellbeing frameworks being implemented. As does some of those stronger LHDs in our—
I didn't say Murrumbidgee Local Health District was perfect. I know there's still a lot to be done. But having a
relationship with Jill Ludford and the number of changes that we've been able to achieve, I want to build on that.
I don't want to go back to the start and work with people that are in—their values are this side and are unwilling
to adapt and accept our history and what's needed for us.

I think if there's a stronger effort to do that and a plan for—we never really see that. I guess, what Helen
said and others, do I have a relationship? I do through my sister and I trust in her. When I see Jill or I need to write
to Jill for an urgent response to a matter, she has answered. I'm yet to give her—it's on the cards. I haven't been
told by her, but I understand that she's retiring. The Griffith LALC will be presenting her with a token of our—a
culturally significant item when we prayed or we gift other people for their care and kindness to us, and a
certificate of commendation for her level of efforts to bring about change in the recent years. I don't want to start
again. If she leaves, I want somebody to have a foundation to follow, not, "We've got to go back to the start again."

Ms LIZA BUTLER: Do you think that formal agreements between Aboriginal health services and the
local health district would help that and are you aware of any formal agreements between services?

STEPHEN YOUNG: There isn't. Helen has said—I'll acknowledge one thing that she does strongly in
that regard, is for all people it's about mental health, and drug and alcohol. When I look at my people and why
I work in there—I've got family members that are affected by it. We just need better drug and alcohol—I guess
the non-clinical, the cultural and the clinical working together to support our people. Because our people are
over-represented in presentations in health and mental health presentations. For being 2.3 per cent of the total
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population but over five times higher to be a statistic of youth suicide or in-patient admissions or lack of health
admissions due to the cultural barriers—we need to do more. As I said, the good work that we've been able to
achieve with Murrumbidgee [inaudible]. I don't want to start again. Being a health professional that has seen—
I'm registered with Jora. I'm not looking for another job, but I'm registered with Jora and SEEK, and all those.
I look at all the vacancies for different LHDs and I look at the reviews. Health professionals that work at Katungul
AMSs—the relationship and the health inequalities isn't there. Then when I look at the recruitment vacancies for
general health professionals—in my personal experience, it's failed since leaving Greater Southern and Wagga
being the head office.

The CHAIR: Thank you so much, Mr Young. We really appreciate your time and your sharing of your
diverse background, which helps inform much of your evidence today. You will be provided with a copy of the
transcript of your evidence for corrections. We will make sure that gets to you. We will also, as a Committee,
potentially develop additional questions that we want to send to you. If we do that, we ask that you try to turn that
around in two weeks. That's just so that we can continue to progress our work; however, if you can't do the two
weeks, please talk to us and we will work through that process. Mr Young, I again thank you so much for your
time today.

(The witness withdrew.)
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Ms MARIE FARRELL, Chair, Tocumwal Ambulance Steering Committee, before the Committee via
videoconference, affirmed

The CHAIR: I welcome Ms Farrell to the hearing. Thank you for appearing to give evidence. Please
note that Committee staff will be taking photos and videos during the hearing. They may be used for social media
purposes. If you have any concerns about that please raise those with us and we will accommodate your concerns.
When providing your evidence, we request that you refrain from sharing others' medical history or details,
including family members, and also please refrain from naming specific medical practitioners including doctors,
nurses or other medical staff. Before we start, do you have any questions about the hearing process?

MARIE FARRELL: I'm very new to this. It's the first time I've ever done anything like that. Yes, I'll
take it as it comes, I suppose.

The CHAIR: I love your courage. Before we start the questions, would you like to make a short opening
statement?

MARIE FARRELL: Yes. Good morning, Chair and Committee members. Thank you for giving me
the opportunity to address the Committee via this Zoom. I'm a chairperson of the Tocumwal Ambulance Steering
Committee. For more than 20 years our committee has been advocating for an ambulance station open at least
10 hours a day in Tocumwal. To give you some context about our town, Tocumwal shares a border with Victoria
on the Murray River at the start of the very busy Newell Highway. The Newell Highway is one of the main roads
to Queensland, with many trucks, caravans and road users travelling north and south. Tocumwal, if I am correct,
is the only town on the Newell not to have an ambulance station. We're approximately 20 kilometres from Cobram
in Victoria, which has a population of approximately 7,000 people and a similar distance from Finley, also on the
Newell Highway, that has a population of around 2,400. Tocumwal itself has a population of over 2,800 and
continues to grow, making it the largest town in the Berrigan shire.

Current projections suggest our population will increase by around 32 per cent over the next five to
10 years. Tocumwal's population also increases significantly during peak holiday periods because of our location
in the Berrigan shire on the Murray River with more than 20 nearby river beaches. Our town can grow to five
times its usual population during holiday seasons. We also host major events, including a festival that attracts over
10,000 people over a long weekend, along with a 36-hole golf course, gliding and aviation activities based in
town. With that level of tourism and recreation the risk of accidents and medical emergency naturally increases,
placing additional pressure on emergency services that are already stretched. Over the years I have met with a
number of health Ministers, including Brad Hazzard and Ryan Park, to advocate for improved ambulance services
in our community.

More recently, in collaboration with NSW Ambulance, we've facilitated community meetings to discuss
the possibility of establishing a community emergency response team, a CERT, operated by local volunteers.
Unfortunately, despite strong community interest, only three people ultimately applied. Given the demographics
of our town, with many older residents and retirees, we simply do not believe a volunteer model is sustainable for
Tocumwal. We are fortunate to have Fire and Rescue NSW acting as first responders. They do a tremendous job,
attending an instance until an ambulance arrives; however, there are increasing challenges with this system. Just
in the past few weeks there was an incident where a patron collapsed at the local hotel. It was reported by those
present that it took up to 40 minutes for the first responders to arrive, with the ambulance arriving shortly after.
Adding to this concern, the criteria for first responders being dispatched has changed, meaning that in some
situations they are not notified at all, leaving patients waiting until an ambulance can arrive from another town.

There have been a number of serious incidents in recent years and, through no fault of our first responders,
people in our community are left waiting far too long for urgent medical assistance. We're very grateful for the
ongoing support of the Berrigan Shire Council, who have worked alongside our committee and helped us gain
some traction in advocating for an ambulance service in Tocumwal. However, despite these efforts, we continue
to feel that communities like ours that are at the very south of New South Wales—800 kilometres from Sydney—
are often forgotten when decisions are made about health and service delivery. In finishing, in an emergency
minutes can mean the difference between life and death. Our community should not be placed in that risk. The
reality is that when an emergency happens in Tocumwal help is often coming from another town. We hope that
dividing the Murrumbidgee health district may bring closer scrutiny to our plight of the need for an ambulance
station in Tocumwal. Thank you for listening.

The CHAIR: Thank you so much, Ms Farrell. Could you please clarify that you said you've met with
health Minister Hazzard and health Minister Park?

MARIE FARRELL: Yes.
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The CHAIR: The decision about the Tocumwal ambulance station, is that a decision of the local health
district or of Ambulance NSW?

MARIE FARRELL: I think it would be Ambulance NSW. I haven't personally met with Brad Hazzard
or Ryan Park. Other committee members have—other people have. But mainly, from what I understand, it's
NSW Ambulance that have made those decisions. I suppose through the health Ministers as well.

The CHAIR: I apologise. The group who are fighting for a Tocumwal ambulance station have met with
the different Ministers?

MARIE FARRELL: Yes, different past chairs and committee members, but I haven't.

The CHAIR: Thank you for clarifying that for me. I also just want to clarify, for the good folk of
Tocumwal—I think this was in your submission—typically you would look south for most of your significant
health treatments. Is that right?

MARIE FARRELL: Yes. Our closest major hospital would be probably 55 minutes away.
The CHAIR: Shepparton?

MARIE FARRELL: That would be Shepparton, which is Victoria. Sometimes we have some difficulty
getting across the border.

The CHAIR: Given that the people of Tocumwal, and probably more largely the people of Berrigan
shire, would typically look south across the border for a lot of their medical support and treatment, what specific
benefits do you think would come to your people and your area if the health district split into two separate areas?
It doesn't matter if it's Wagga or Griffith as your health centre. Both of them are quite some way away. What
benefits do you think would come if it is split?

MARIE FARRELL: I suppose it's such a vast area that bringing it into two different sections may bring
closer scrutiny against different things that need to be done in our area. I know Finley is having a major hospital
restructuring with new X-rays and stuff like that. I suppose the main part is it will bring hopefully more eyes into
a smaller situation.

The CHAIR: Does Tocumwal have a medical centre of some description?

MARIE FARRELL: Yes, we have a hospital. We didn't have a doctor attending the hospital, but we
are in the process that we have had two new doctors come to town in the last six months, I suppose, which has
been a great asset.

The CHAIR: That's great news.

MARIE FARRELL: We still rely a bit on telehealth at the hospital, but we're hoping that with the
increase of these doctors that we'll be able to have—over weekends that they will attend the hospital.

Ms TRISH DOYLE: Thank you very much, Marie, for being with us and for your submission. Listening
to you talk about a community and the advocacy work that you've been doing for your community about the
ambulance station and better provision of health care reminds me so much of me doing the same in my area that
I represent, the Blue Mountains, especially a very isolated group of communities on the northern side. They have
been asking for exactly the same thing, because there's such a long delay that it doesn't fit with the scheduled
response time. They want an ambulance station, and it's difficult when so many people are asking for ambulance
stations and not everyone can have an ambulance station.

In light of the NSW Ambulance zones not necessarily fitting in with local health districts, what else might
better support—whether this bill of splitting the health district in two passes or not—or what are some of the
health services that might better support the community? What other support structures or support measures could
be put in place if you don't get that split of the district and you don't necessarily get your ambulance station
straightaway? If it's not built tomorrow, what else might be able to support you? You just mentioned one, which
was a doctor. What else are you hearing from the community?

MARIE FARRELL: We have a community centre that sits pretty well idle next door to the hospital.
That could be utilised with having visiting specialists of some sort—a podiatrist or physiotherapist—instead of
having to travel away. As I said, we have quite an aged population here, so even getting across to Cobram
20 kilometres away makes it difficult for some. So probably utilising that more, and trying to induce people to
come—specialists, as [ said—and speak to people, without them having to travel.

Ms TRISH DOYLE: Excellent. Further to that, one of the suggestions that has been put forward—as
I have worked over the last couple of years looking at regional, rural and remote health care and access to that
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health care—is sometimes connecting up regional paramedics with local emergency departments or local medical
practices of some sort. You've just mentioned having visiting clinicians or specialists. Have Ambulance or the
local health district talked to you about linking in a paramedic with the hospital?

MARIE FARRELL: No, not under my understanding. No, I haven't had that. One of our committee
members is actually on the LHAC, so she would probably be better suited to answer that. Unfortunately, she's not
here. But not as far as I understand.

Mrs HELEN DALTON: Hi, Marie, how are you?
MARIE FARRELL: Good thanks, Helen. Good to see you.

Mrs HELEN DALTON: And you. I know we've spoken before about the problem with NSW Health
statistics and how they're distorted and really not representing the need. Can you elaborate on that? I know we
spoke some time ago, but we were talking about actually trying to clarify those statistics. That really warranted
an ambulance station, didn't it?

MARIE FARRELL: Yes. I don't quite understand what you mean by "statistics".

Mrs HELEN DALTON: I was with the committee with Gerry Lawson and Ruth when we went to see
Brad Hazzard, and they were saying that there's not the need in Tocumwal for an ambulance station. With the
population of Tocumwal, you've mentioned how it's increasing and it's an older population. You were talking
about a 32 per cent increase in population in the next five or 10 years. Can you just elaborate or expand on all of
that?

MARIE FARRELL: I know there has been an approval for 300 housing residences near the golf club
at Tocumwal, and that's not even amongst all the other lots and houses that are going up around the place. I hope
I'm on the right track with what you're wanting to know, Helen. But in the 2024-25 period there were over 894 calls
to 000 in that period. I've got some numbers here. I know the golf club had 37,000-odd visitors coming in one
year. That was for 12 months; that was back in "24. It has just been revamped, so even more people will be coming
to check it out.

Mrs HELEN DALTON: And of course we've got the Newell. Have you got the traffic—how many
trucks and cars travel along it per day or anything like that?

MARIE FARRELL: No, sorry. [ haven't got that. I can take that on notice to find that out. I know that
we had a major accident just north of Tocumwal last night. It's just continuous, the traffic, because it's a major
thoroughfare for a lot of Victorians going to Queensland. As well as you've got farming. During harvest and
sowing and stuff like that, you've got trucks, because one of the major silo areas is at Tocumwal. You've got all
of that on it as well. As far as the numbers of that, unfortunately I don't have that. That's one of the figures that
I don't have here. Maybe through [inaudible].

Mrs HELEN DALTON: Thanks. If you call an ambulance, would an ambulance from Victoria come?
Do they answer the call as well?

MARIE FARRELL: Not usually. Not under my understanding. I know there is supposed to be some
cross-border cooperation, but I know there have been some instances of New South Wales going up to Shepparton,
to the major hospital. But because they're New South Wales and not Victoria, they're not always seen as a higher
priority, I suppose. But mainly it's either from Berrigan, Finley or sometimes Deniliquin.

Mrs HELEN DALTON: I have heard patients going to Shepparton and there's ramping, so they can't
get in. You also talked about response times from the ambulances. What are they? Are the ambulances around
Berrigan and Finley often doing patient transfer? Is that the reason for the delays at times?

MARIE FARRELL: I know of instances where an ambulance has taken someone to Corowa, and an
ambulance has come from Albury to change over to take them there. I know personally of an instance where
someone was ramped at Shepparton for eight hours, so that ambulance couldn't move on. Not only are you dealing
with Ambulance, but the health system in itself—the ramping and everything around here is considerable.

Mrs HELEN DALTON: The response times—I know the mayor of Berrigan said it was certainly not
good enough. Do you have any stats about that?

MARIE FARRELL: 1 did have some here before. I know it came through from GIPAAs that it said it
was within the correct amount of time, but less than 2 per cent of calls meet the target time of 8.6 minutes. Even
travelling from here to Finley takes you at least 15, and that's if you're breaking the speed limit.

The CHAIR: And we don't recommend that.
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Mrs HELEN DALTON: We also spoke about Deni. Once you go into the Victorian system, you're
down there. But if ambulances went from Tocumwal to Deniliquin and they had a higher level of health care then
they've got at the hospital, that would alleviate some of the interstate problems, wouldn't it?

MARIE FARRELL: Yes. I think there's some talk of Deniliquin developing, which would be an asset,
I think, to the area.

Mrs HELEN DALTON: They're high on the list, I believe.
MARIE FARRELL: Yes, I think that'd be an asset to the area.

Mrs HELEN DALTON: So you could see that the ambulances would—if the services were improved
and increased there, that that would be a better outcome for Tocumwal people on our side?

MARIE FARRELL: Yes, definitely. I know that people do use Deniliquin for a lot of X-rays and that
sort of stuff. They use it, so that would be a definite asset, because Albury's an hour and a half, if you're speeding.
That would take at least half an hour, if not more, off.

The CHAIR: Thank you, Mrs Dalton. I am going to throw to Ms Davis, but before I do, you said
Cobram is 20 kilometres south into Victoria. How far away is Deni?

MARIE FARRELL: About 55 minutes and about 75 kilometres, maybe a little bit more [inaudible].
The CHAIR: About 75 kilometres-ish.
Ms LIZA BUTLER: It's 55 minutes.

Ms DONNA DAVIS: Thank you for your contributions. Following on from that, for people living in
your town and in the surrounding area, where do they go for the majority of their more intensive health services?
If they've got to go for chemotherapy or if they've got to go for knee operations et cetera, do they go to Wagga or
do they go to Albury?

MARIE FARRELL: Mainly to Albury or Shepparton. A lot of people do go down to Melbourne, but
mainly Albury. Wangaratta—some people, for knee operations et cetera, go there.

Ms DONNA DAVIS: What connection do local people have with the Murrumbidgee Local Health
District?

MARIE FARRELL: Sorry, I don't really deal with it that much. I'm on the ambulance committee and
involved in the community, but as far as going forward with that, I don't know that I could give a very concise
answer.

Ms DONNA DAVIS: That's okay. But, generally, people would be attending health facilities outside of
Wagga and Griffith and Deniliquin? Most services would be in Albury or Bendigo or Melbourne or Shepparton?

MARIE FARRELL: I would say that'd be correct. I know some people are going up to Wagga, but it
wouldn't be the majority. The majority would be the other way round.

Ms DONNA DAVIS: When people in your local area do have to access services in Victoria, does your
local town have access to a community bus that takes people to their hospitals and transfers them, that type of
thing?

MARIE FARRELL: We have a community car, not so much a bus. I think there are people who will
take people to their appointments, which, I think, is quite hard to access sometimes. It's very popular, to be able
to do that. I think most people just rely on friends, more than anything. There is the facility there, but it's—

Ms DONNA DAVIS: What about a cancer car? Is there access to a cancer car for people going for
regular chemo? Where would most people go to access chemotherapy and those monthly and weekly treatments
for cancer?

MARIE FARRELL: We have a Can Assist committee here in Tocumwal, which is very buoyant. It
does a lot of good work, and they arrange that sort of thing for them, or access it. I know some go to Wodonga.
There's oncology. Shepparton has oncology—and Wodonga—so that's where most people would go.

Ms LIZA BUTLER: Good morning. Thank you for joining us today and thank you for your advocacy.
I want to bring us back to what this Committee is looking at, and that is the splitting of the local health district.
I'm hearing that your community really needs an ambulance station. Would splitting the health district assist you
in getting that ambulance station?
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MARIE FARRELL: We're hoping, through the splitting of the health district—instead of having to
spread it over the whole area—and bringing it into a smaller area, that they would look more towards that
Tocumwal would need one. Because we're just one of many, whereas if it was split in half, maybe that would
bring us back down to having them look at us more positively.

Ms LIZA BUTLER: Coming back to the question that Mrs Dalton asked, the report by the previous
Government that Tocumwal was not suitable for an ambulance station at that time but would be in the future, did
they say what the benchmark that would be determined suitable was? Was it population or—

MARIE FARRELL: No, they have said to us—even through NSW Ambulance—that the numbers just
don't stack up. The call amount doesn't meet—

Ms LIZA BUTLER: So NSW Ambulance, how connected are they to the health district in making that
determination?

MARIE FARRELL: Just through our advocacy. We've had quite a few meetings with them. A couple
of us went up to Tocal for a seminar where they had enactments. The NSW Ambulance hierarchy was there and
we chatted to them about it. From our understanding and when we've had them come here—we've had Clare
Beech come to meetings—they've more or less said, "Look, the numbers just don't warrant it." They think that we
are covered here by having the other ambulance stations close by, which are all on roster systems too.

The CHAIR: Ms Farrell, that brings us to the end of our questioning. We thank you for your attendance.
How was it? Not too painful?

MARIE FARRELL: I felt a little bit that I didn't quite have the answers that you all were wanting.

The CHAIR: But that's impossible. We're going to ask all sorts of weird questions because we're probing
into areas that are outside of your focus. Your focus is the ambulance station. We were checking in on some stuff
that's our focus as well. I thought you did awesome.

MARIE FARRELL: Thank you. I think you're being very kind. We're just hoping—I suppose we took
this as a place to able to push forward about an ambulance station. The squeaky door is what we're trying to do.

The CHAIR: Steering committees and progress associations and the like should always take the
opportunity to be as squeaky as they possibly can. We will send to you a copy of the transcript of your evidence
given before us today. You can check that for corrections. If you feel that you've been misheard or misunderstood,
you can advise us of corrections that we need to make. We, as a Committee, may also develop some supplementary
questions that we want to send you on the back of this hearing. If we do that, we ask you and your committee to
try and provide us with those answers to those questions within two weeks. You may get some questions or you
may not.

MARIE FARRELL: I welcome that, because then maybe it could be answered more appropriately and
correctly with the proper information.

The CHAIR: Stop it. You did awesome.
Mrs HELEN DALTON: You did very well, Marie.
MARIE FARRELL: Thank you.
The CHAIR: Thank you again, Ms Farrell. We really appreciate your time.
MARIE FARRELL: Thank you for the opportunity.
(The witness withdrew.)

(Short adjournment)
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Ms NARELLE MILLS, Chief Executive Officer, Murrumbidgee Primary Health Network, affirmed and
examined

Ms ALISON JANSEN, Senior Manager, Primary Care Engagement, Murrumbidgee Primary Health Network,
sworn and examined

The CHAIR: We are now going to hear from our final set of witnesses while the Committee is here in
this beautiful town of Griffith. Please note that the Committee will be taking photos and videos that we would
typically use for our social media purposes. If you have any concerns about that, let us know and we will
accommodate those concerns. When providing your evidence, we request that you refrain from sharing other
people's medical history or details, including your own family members. Please also avoid naming specific
medical practitioners, doctors, nurses or other medical staff. Thank you so much for appearing before the
Committee today. A question to both of you before we start: Do you have any questions about the hearing process?

NARELLE MILLS: No, all good thanks.
ALISON JANSEN: No.
The CHAIR: Would one of you like to make a short opening statement before we begin?

NARELLE MILLS: Thank you, Chair and Committee members, for the opportunity to speak today.
Primary health networks are Commonwealth-funded regional organisations established to strengthen primary care
and improve integration across the health system, including with State-funded services. Murrumbidgee Primary
Health Network, or PHN, is appearing at this public hearing to highlight the value of the strong
Commonwealth-State alignment in the Murrumbidgee region and to encourage the Committee to consider the
demonstrated benefits of a one-health-system approach to improving health outcomes in regional and rural
communities.

Murrumbidgee PHN serves more than 250,000 people across 508 communities. One of our strengths is
that MPHN and the Murrumbidgee Local Health District share the same geographic footprint. This one-to-one
alignment between Commonwealth and State structures is unique in rural New South Wales and enables us to
better plan and ensure access to services where needed. I would like to acknowledge the lived experience and
concerns raised by communities across the western and border communities regarding access to local health
services and recognise the need for system-wide response to improve care and outcomes for these communities.

We know from our data that people living in western and border regions experience significantly poorer
health outcomes, as does the broader Murrumbidgee region when we look at State and national data. From
MPHN's perspective, deeper collaboration between primary, acute and community care is an important part of the
solution rather than a potential structural change that could introduce additional complexity and pressure across
the system, including risk of duplication, workforce strain and further fragmentation. Supporting communities
across the region is core to MPHN's work.

Our western and border clinical councils provide local input into planning and commissioning of
services. Alongside our community advisory committee and our shared local health advisory committees, or
LHACS, with the LHD, these forums give us practical insights into community priorities. Building on this, we are
committed to working with the MLHD and other providers to strengthen services, expand locally delivered care
and ensure communities receive the access and investment they need. We have some really good examples in our
region of how partnerships can deliver results.

Working with the MLHD over the last six years, we have co-designed and co-commissioned our Living
Well, Your Way program, which brought culturally tailored heart and lung rehab and specialist outreach clinics
into our western communities. Since 2022 this partnership has also delivered our Living Well, Your Way Winter
Strategy, a proactive initiative to identify vulnerable patients at risk of deterioration over winter and provide
additional support to keep them well and out of hospital. In 2025, 35 general practices participated in this initiative,
half of them in the western region, supporting 833 high-risk patients through proactive holistic care. Our MPHN
and local health district co-funded a community paediatrician, and our Enhancing Paediatrics in Primary Care
program has improved access to early developmental support in the first 2,000 days. Our diabetes outreach
program, delivered in partnership again with the LHD and St Vincent's in Sydney, brings specialist care into
general practice, bringing care closer to home.

We recognise that access to health care across the Murrumbidgee, including in our western and border
communities, requires resourcing and improvement and that decisions must be shaped by local context,
community need and frontline experience. We believe this improvement can be delivered by building on existing
collaborative arrangements. The collaborative agreement between MPHN and the MLHD, supported by joint
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governance and shared planning, provides a strong platform to address access challenges, strengthen service
coordination and drive better outcomes.

We know that State and national reform is calling for stronger integrated Commonwealth and State
partnerships. Evidence from the recent inquiry into health and hospital services in rural areas provides a clear
direction that stronger, shared governance between PHNs and LHDs is critical to improving outcomes and
reducing fragmentation. Our shared geographic footprint here in the Murrumbidgee makes this shared governance
practical and effective. From our perspective, building on this alignment is one of the most productive ways to
address access challenges and can provide an exemplar for system-wide reform. MPHN remain committed to
working with communities in the western and border regions, the LHD and all levels of government to ensure
people receive the care they need, when and where they need it. Thank you.

The CHAIR: [ just want to start by asking you to elaborate. I believe that in that opening statement you
made mention of the fact that sometimes, as one district, there's positive opportunities for specialist services or
outreach services to rotate around our area, despite where their base might be, which I guess in most instances
might be Wagga. Could you give more specific examples of that? Are we talking about physiotherapists? Are we
talking about speech pathologists? Are we talking about podiatrists? Are we talking about neurosurgeons? What
sort of services do you see as rotating across the region that might be at risk, should there be a split or a border
put in place somewhere?

NARELLE MILLS: Very good question. The two examples that I gave there are around specific
activities that we undertook, or have undertaken, with the LHD particularly around endocrinology services—
bringing an endocrinologist from Sydney to come and work out in our general practice. That particular model in
itself also brings a diabetes educator as part of the team and works out of the general practice alongside of any
LHD clinicians that work in those communities, and any private providers as well. It's really that multi-
disciplinary, team-based approach. That was one specific example.

We, as a PHN, fund a number of allied health models. We have a WARATAH Program, which we fund
allied health, again, across the region, and we work closely with the LHD and with our private providers to
understand where those gaps are so that when we commission a service, we know that those services are going
into communities where there is need and also where we can ensure that when we commission a service that we're
utilising services that do exist and supporting those local businesses so that they can do some of that work or
outreach as well.

Our WARATAH for Kids program is a specific program where we're funding physio and OT, again to
do that focus work for children with developmental delay and working again closely with the local health district
and with our GPs to make that service accessible. As a PHN, our remit is to work across the Murrumbidgee region.
Regardless of whether there's one MLHD or a split, we are committed to continuing to deliver on those services.
However, a lot of what we do, we do that in partnership and in terms of understanding where those gaps are and
where those needs are.

The CHAIR: Obviously as a primary health network, you're referring into a lot of those medical services
across the LHD. There are three of us here that were on a different health inquiry in previous years. The
PHN model in conjunction with the local health district for the Murrumbidgee was actually held up very highly,
so I congratulate you on that. I want to refer to a couple of lines here in your submission, and I want you to expand
on that, please, if that's okay. In the middle of page 3, you state:

The proposed legislative amendment to split MLHD into two separate local health districts risks further fragmentation of an already

stretched rural health system and compromises the collaborative progress made in recent years to improve health outcomes across
the region.

I go back to the fact that in some regards in some spheres you're held up as being this great model. We had doctors
tell us yesterday morning that even if it was split into two, those relationships and networks would continue to
persist and prevail across two health districts, even if there was a line put somewhere. Do you believe that you
can maintain that collaborative work across health districts if there's a line put somewhere to split you into two?
I'm talking specifically about your work in referring and asking specialist services elsewhere.

NARELLE MILLS: It's a very good question. As a PHN, and I guess even at a State level, we have a
directive from both Commonwealth and State around working together under a joint governance arrangement,
and so a lot of work over the years has been put into how we develop that really strong governance, starting from
the board down, to ensure that we have those robust mechanisms in place to allow that collaboration to happen.
We know that collaboration happens very well on the ground. A lot of it can be person dependent and personality
dependent, and we know that a lot of that happens naturally. What we've been striving for in our region is to make
sure that we have really strong governance from the top down so that it doesn't depend on personalities that are
sitting in those positions.
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In terms of whether we could continue to do that if there is a split, that would be our intention to do that.
From my perspective, I'm not sure whether you'd be starting from scratch but, yes, you'd have to redevelop those
relationships and agreements about working together and that joint planning. But that's something that we would
commit to doing and is part of our remit of doing. Obviously for us from a PHN perspective looking at the
Murrumbidgee region as a whole, we believe having those shared boundaries is an opportunity and a benefit for
us to implement change in our communities.

The CHAIR: As you say, this district is the only one where the PHN boundaries align with the local
health district boundaries.

NARELLE MILLS: In rural New South Wales, yes.
The CHAIR: In other parts of New South Wales, yes.

NARELLE MILLS: In our Sydney areas, there is some alignment there; obviously they have their other
challenges in metro areas. But certainly when you look at rural New South Wales, we have those aligned
boundaries, and I guess that means you don't have the challenges then of having to work across two LHDs when
we're trying to join up the primary care system with the acute care system, which I think is where we can really
make a difference for a lot of our communities with how we take that system-based approach. I think it would
create challenges, but it's something I guess from a PHN that we would take that on board and have to progress.

Ms TRISH DOYLE: Thank you both for being here today and sharing some of your thoughts and
suggestions, and your experience and wisdom as well. It's really appreciated. We've heard from a number of locals,
as you'd imagine, and one comment was that the local health district is too big to operate promptly, efficiently and
effectively for those residents on the western side of the district. Thinking about your statement that the proposed
split of the district will disrupt and cause confusion with the established pathways, how do you respond to some
of those residents who say there is a disparity in the health services and outcomes for communities—West Griffith
and west?

NARELLE MILLS: First, I acknowledge that those disparities do exist, and from a PHN perspective
we see that in the data and we see that in health outcomes. I definitely would agree that those disparities exist.
Can you just repeat the question again? Sorry.

Ms TRISH DOYLE: You've acknowledged that there is disparity. You're acknowledging that there are
gaps and that local residents are saying that the local health district is too big. You've talked about a split causing
disruption and that it will cause disruption and cause confusion to those established pathways. I suppose you've
acknowledged the gaps. What can we do to address those gaps, in your view?

NARELLE MILLS: The splitting of the health district will interrupt those referral pathways that
currently exist. As a PHN we do a lot in that space around health pathways and ensuring, particularly from a
primary care perspective, that they are very much across where those pathways need to occur or do occur. To
address some of those pathways and those local access issues is where we need to come back to that place-based
planning and working out what the service gaps are, and how we leverage that information from the local area or
support local communities to design some of those pathways and have input into how those pathways can be
developed. Two things: One is that doing that split will interrupt existing care pathways but, two, part of that
solution that we need to be doing, whether we are one health system or we do go down the pathway of a split, is
around working with local communities at that place-based level to determine what's needed, and work with the
LHD around what services are needed in those communities. I don't know if that answers your question.

Ms TRISH DOYLE: If someone was to say to you or you knew from your perspective as the primary
health network that one of the problems is communication—so someone hurts themselves around the Griffith
area. There's a brand-new hospital here and there's people here who can help, but the local health district might
be directing people to Wagga because that's been the established pathway. But if you know that people can receive
health care at their local hospital—there's just a few of those gaps that need to be addressed, putting the right
people in that hospital—are those conversations happening? If you knew that, acknowledging that there are gaps,
would you say that that communication needs to shift or that information needs to be communicated? Why are
people being sent from Griffith to travel to Wagga if there is the possibility of their health issue being addressed
at the new hospital here?

NARELLE MILLS: Probably in response to that one is I can't comment on the LHD and hospital
services and how they make decisions around which services are sitting within Griffith hospital or Wagga hospital.
When we hear from community around what those issues are, then part of our role in that primary care space is
to share that information back with the LHD. We do that through the local health advisory committees. We have
our clinical councils that exists in our western region and border region, and our community advisory committee.
So we do have those links into the community where we will receive information back or concerns about what's
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happening for communities. Part of our role is to share that with the LHD. It's not necessarily always something
that we as a PHN are involved in, in terms of decision-making. Certainly where there's that interaction between
primary care and acute care then, yes, we want to be part of that solution. I guess that's how we operate in that
space in terms of ensuring community messaging is getting back to the LHD.

ALISON JANSEN: My role is very much around the primary care engagement team. We have a group
of people that are on the ground, working within primary care and supporting general practice with their activities
around quality improvement. Narelle was talking about the DREAM program. We were involved in getting that
up and running in the western locations. Part of my role is also around workforce capacity, so I have a lot to do
with GP recruitment. The Murrumbidgee region is very reliant on overseas-trained doctors. The process for
bringing in a doctor into rural areas is quite complex and lengthy. It's often up to six to 12 months, particularly if
the doctor is living overseas. Having the LHD and us working together to have a look at those areas where there
could potentially be hotspots where solo general practices are looking to move on, and all those sorts of things,
we have a good relationship around identifying what needs to happen in those locations, particularly where there's
LHD facilities.

I think there's been some really good work done in that space around having conversations with GPs
about what the LHD can provide to give them some lifestyle situations in their towns—for example, having a
conversation with them about what is it that you can provide to support some of our facilities here and then we'll
fill the gaps. Certainly there's been a lot of that happening. In terms of health pathways, we've got a really good
relationship with the local health district around developing health pathways. That's a resource for GPs to look at
in terms of how to refer patients to certain facilities. Also I think that's been a really good recruitment tool,
particularly for registrars and locums that come to the region, that they can access and so they know where to send
people.

The CHAIR: That's an important point.

Ms LIZA BUTLER: Thanks for joining today and thank you for all of the work you do. I was on that
committee with the Chair and Ms Doyle. I'd really like to know more about the series you ran last year, the
Conversations on the Couch and the Yarns on the Couch, and what results you saw from that engagement series.

NARELLE MILLS: Convos on the Couch and Yarns on the Couch are programs we've been running
for a number of years. We aim to be able to reach most of our communities over a three-year period. Part of that
is simply going and sitting in the local main street and having a chat with community members who are happy to
come along and have a chat to let us know what their issues are. As part of that model we usually have the local
health advisory committee member as part of that discussion. Also usually the facility manager for that community
from the LHD will generally join those conversations as well. It's a similar sort of approach with Yarns on the
Couch.

That approach for us, you may or may not know that, as a PHN, part of our deliverables is around the
health needs assessment that we deliver on a full refresh every three years, and then we do a refresh every
12 months with any new data that comes through. Apart from the data side of things that we get from AIHW, we
also use our feedback from community to help inform where those needs exists and what those needs are across
our patch. That information goes into our health needs assessment. That health needs assessment is shared back
with communities. It's shared back with our LHACs and with the local health district. It's available publicly for
councils and really gives that sort of deep dive into understanding where those health needs are. That helps us as
a PHN to know where to focus our funding. Again, you may or may not understand that as a PHN our funding is
quite structured and very heavily managed in terms of where we can have flexibility of funding. Essentially, over
time we can start to tell a story through those convos on the couch and Yarns on the Couch to help inform our
future planning.

Ms LIZA BUTLER: Through those yarns, have you identified that there is a greater need in this area
of the health district? If the health district was to split, how will that affect the work that you do in that space?

NARELLE MILLS: Going back to my earlier point, if the health district was to split, as a PHN we're
committed to engaging with the communities that are in our patch and we would continue to do that. But at the
moment we do those engagement pieces in collaboration with the LHD. That would cause a bit of a challenge to
look at how do we do that across two LHDs. It's certainly something we could work with. We do know that at a
State and Commonwealth level, and particularly through the National Health Reform Agreement, that PHNs and
LHDs will be tasked with doing joint health needs assessments. There'll be a lot more requirement for us to be
doing that in partnership together. Certainly for a region our size, I feel that for the Murrumbidgee we've got a
really great opportunity to do that really well. Obviously, a split presents some challenges in doing that. Again,
that's part of our remit, so we would work through those.
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Ms LIZA BUTLER: The first part of the question is, through those conversations, did you identify that
there was a need for additional services in this part of the LHD?

NARELLE MILLS: Yes. We've identified that, but I'd have to say that we identified that across the
whole region. We know that in our Murrumbidgee region, we do have access issues. We have poor health
outcomes when we start to look at our Murrumbidgee as a whole. Yes, we hear that feedback from western
communities, but we also hear that more broadly as well. That's where we are very keen to be working together
with the LHD as that one-system approach to try to work out how do we address the needs with the scarce
resources that we have? Our concern is around, with that split, where do some of those scarce resources end up
going?

Ms DONNA DAVIS: Thanks for being here. Because you say that you've got scarce resources—and,
obviously, resources are always an issue in health anywhere in the country—do you work closely with the local
health district and with the Aboriginal dental and medical health services to ensure that there's no duplication of
the programs that you're running or, if you're running something in Wagga and Deniliquin, that there's transport
from other places?

NARELLE MILLS: Yes. We try to do that as best that we can. At a strategic level, we have an
Aboriginal health consortium that brings together our AMSs across the region, which includes the GAMS here in
Griffith. It includes the LHD and then other First Nations organisations at that planning and strategy level to talk
through some of those things. In terms of from a PHN perspective, when we roll out funding or programs, part of
our way of doing that is engagement and co-design to make sure that we're talking to people in those communities
to understand what's happening before we, as a PHN, choose to fund services.

Ms DONNA DAVIS: In your submission, you've provided four recommendations. The second one is
that the Committee recommend supporting investment in localised service planning within the existing MLHD
structure, ensuring that communities like Griffith, Deniliquin and Hay have a stronger voice in decision-making.
What do you think that stronger voice in decision-making would look like across all of those communities that
feed into this LHD?

NARELLE MILLS: That statement there really comes back to my initial statement around the
importance of being able to come together to do that sort of local service planning. In essence, it requires
investment to do that. If I can give an example, at the moment, we're running a program in Leeton, in partnership
with the Rural Doctors Network, with the local health district and with Leeton council, which is around
collaborative care. That's around place-based planning and enabling local community to have a voice in improving
service access for the Leeton community. But to do that, that requires investment to enable that sort of approach
to happen. What we're putting forward there is we need to do more of that. We need more investment to do that.
Taking, for example, Griffith, it would be fabulous to have that investment to do some more of that local
place-based planning.

Ms DONNA DAVIS: Unpacking that a bit more—so you get the funding and you have this opportunity
for the community to feed into the process. Where does that information go? Who are you communicating that
to? Are they, as a community, communicating that to the LHD board? Are they communicating it to you so that
you can feed it up through the channels you have to provide information? How does that actually work?

NARELLE MILLS: Again, as an example, with collaborative care, that feeds up through each of the
organisations that are involved—so up through the PHN, up to our board and up to my team around what we can
do in that space to support. If there are issues that have been raised in that community around understanding
mental health services, for example, what's our role, as a PHN, to invest and help drive that change? Likewise,
with the LHD, I imagine that goes through their processes and their team up to wherever they take that within the
LHD. Again, that's not my area. It's the same with the Rural Doctors Network, who are running that. Because, at
the moment, we've got that State- and Commonwealth-funded health system and we're all bound by our own
funding requirements, implementing that place-based approach at the moment requires each of the participating
organisations to take that message into our own organisation to look at what we can do to contribute to the issue.

Ms DONNA DAVIS: So, at the moment, it could be difficult for things to be fed through to the right
people so that the change actually happens?

NARELLE MILLS: At the moment, the difficulty is the—I'm not so sure it's about the communication.
For me, it's around how do you get the investment to come in when you've got investment that's coming through
State, Commonwealth and other partners? How do you enable investment or resources to be shared to address the
issues? At the moment, whilst we try to do that place-based planning approach, what we really need—again, this
is sort of what we need at a higher level—is that joint funding and joint governance to make a real change on the
ground. I don't know if that answers your question, sorry.
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Ms DONNA DAVIS: That's helpful.

Mrs HELEN DALTON: Following on from Ms Davis's question, do you think that the LHACs are an
effective conduit between MPHN and MLHD?

NARELLE MILLS: It's a good question, Helen. In our region, the LHACs are owned by the LHD, but
we work in partnership to help manage and work with the LHACs. We have a staff member within the PHN that
actually is dedicated to working with the LHACSs across our region, in partnership with the LHD. I think we've
got about 25 active LHACs at the moment. I think they are a good mechanism for us as a PHN. We really rely on
our local health advisory committees. Apart from our dedicated staff member to support those LHACs, a number
of our staff are engaged in those meetings and are a member of those LHACs. That helps ensure that our team is
out and about in community and hearing that feedback from on the ground.

The LHACS, from my perspective, provide a really good opportunity for two-way communication. For
us, as I mentioned before, the LHACs feed up into some of us understanding and contributing to our health needs
assessment. They also get involved whenever we need to do co-design and look at new services. We will seek to
engage with LHACs across our communities to help input into that. But they're also a great avenue for taking
those key messages back into community. For us, as a PHN, we work with our LHACs to do that.

Some work we've recently been doing is around palliative care. We've recently done a community survey
in palliative care. We bring all the LHAC chairs together as a LHAC sector meeting. We meet with all the LHAC
sector chairs. We've discussed in depth with them, around palliative care, where their issues are, but we also then
provide resources for the LHACs to take back to their communities. We support them through Dying To Know
Days so they can feel supported that they're in community, trying to drive some of that particularly health
promotion messaging back into community. They do a fabulous job. They're all volunteers doing those LHACs.

Mrs HELEN DALTON: 1 think, from yesterday's conversation with the LHAC, it was more of a
one-way, them telling the community what's going on, rather than the community coming back and saying, "We
need this." There seems to be some sort of communication breakdown. I was encouraged to hear you say that you
actually do some recruitment. I'm wanting to know what's going to happen when we lose our motor movement
nurse. She is the one that particularly looks after Parkinson's, and I believe that she's got an extra 12-month
contract which will run out in September but, after that—she is prepared to do the job. It's not like she's leaving
the job, but it looks like we're going to have to fight really hard to keep that. I was also wanting to know, given
that we've lost our paediatrician and we know that we really are desperate for an orthopaedic surgeon, do you
have any say on these great gaps that we have in services here in Griffith and district?

NARELLE MILLS: I can comment a little bit about the Parkinson's nurse. That is one that we
contribute funding to, and we have been in discussions with the LHD around how we can keep that position
happening.

Mrs HELEN DALTON: So it's all about funding, the reason why her job might be axed.

NARELLE MILLS: I probably can't go into too much detail about that, Helen, but it's not just about
funding. I think there were some other issues there, but that's certainly on our radar. We've had funding on the
table for quite some time, some around recruitment.

Mrs HELEN DALTON: We did have a forum in Parliament where Parkinson's nurses were there, and
it seems like they're cutting them across the State, which is a real concern, given that we've got high rates of MND
and high rates of Parkinson's here.

NARELLE MILLS: And that potentially is an LHD and NSW Health issue. From us, locally, we have
invested in a Parkinson's position for many years, and it's something that we continue to work on with the LHD
around how we can continue to support that. Certainly we've had funding on the table to support that.

Mrs HELEN DALTON: What are our measures for perhaps a paediatrician? We are desperate for a
paediatrician and an orthopaedic surgeon.

NARELLE MILLS: Orthopaedic surgeon—it is probably outside of my remit to make comment around
that from a primary health perspective. In paediatrics, again, it's out of my remit around the LHD recruitment to
a paediatrician position. Having said that, it has been a real focus of ours in terms of a collaborative approach
around children in our region with developmental delay. We know that's a significant issue across the
Murrumbidgee, and we have been doing some collaborative work around how we can improve that early
identification through primary care. We jointly fund a community paediatrician, and have done for a couple of
years now with matched funding from the LHD, to work in that very complex space. That's certainly an area that
we are continuing to work on, and just recently looking at how we can help fund some other navigation support
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to sit in that paediatric space—as I mentioned before, funding allied health, OT and speech specifically to work
in that sort of coordinated model around paediatrics.

Mrs HELEN DALTON: We also learned today that there is a desperate need for a mental health
long-stay rehab unit in Griffith. Is that on your radar too?

NARELLE MILLS: Again, it won't be on a PHN funding radar, but we do have a joint regional plan
with the LHD around mental health, AOD, suicide prevention.

Mrs HELEN DALTON: Is there any appetite to have a rehab unit at the new redevelopment?
NARELLE MILLS: I can't comment on that. I don't know, Helen.
Mrs HELEN DALTON: You haven't spoken to MLHD about it.

NARELLE MILLS: I haven't personally. Whether those conversations have happened with other staff
or other levels, I'm not entirely sure.

The CHAIR: That brings us to the end of our time here. Well done, everyone. I'd like to thank Ms Mills
and Ms Jansen for appearing with us today. You will be provided with a copy of the transcript of your evidence
for any corrections, if you believe you have been misunderstood or misinterpreted. Committee staff will also email
any questions to you that we may develop, as a Committee, following your evidence today—of course, we have
your submission. They may or may not arrive in your inbox. If they do, we ask that you try to turn those around
within two weeks. That allows us to continue our work. We also appreciate that you are very busy and, if two
weeks is not possible, please talk to the Committee secretariat about that.

More broadly, that concludes our two days of public hearings in Griffith. I thank all of the witnesses who
have appeared today and yesterday. I also thank Committee members, Hansard and Committee staff for all of their
assistance. It's greatly appreciated, and it's very important, in my mind, that New South Wales Parliament extends
itself out into the regions so that we can have as many people as possible participate in this thing called Parliament.

(The witnesses withdrew.)

The Committee adjourned at 12:20.
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