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The CHAIR: Thank you very much for joining us today. Before we start I would like to acknowledge
the Gadigal people of the Eora nation, the traditional custodians of the land we are meeting on here at Parliament.
I pay my respects to Elders past and present of the Eora nation. I extend that respect to other Aboriginal and Torres
Strait Islander peoples who are present here or watching proceedings online. Welcome to the third hearing of the
Committee on Community Services inquiry into the Health Services Amendment (Splitting of the Murrumbidgee
Local Health District) Bill 2025. My name is Clayton Barr and I am the Committee Chair. I am joined by my
colleagues Ms Helen Dalton, the member for Murray; Ms Liza Butler, the member for South Coast; Ms Donna
Davis, the member for Parramatta; and online we're joined by Mrs Tanya Thompson, the member for Myall Lakes.
Thank you to everyone attending the hearing in the public gallery and online for your interest in the inquiry.

Please remember that today's hearing is a formal proceeding of Parliament. That means that evidence
given today is protected by parliamentary privilege. However, witnesses should take care to not make any adverse
comments against others. Please note that only the formal evidence given before the Committee in this room is
protected by privilege. Anything that is said outside of this room and outside of these hearings 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 to witnesses. Members of the public are not
permitted to film or photograph proceedings. We thank the witnesses who are appearing before us here today and
the many stakeholders who have made written submissions. We appreciate your input into this important inquiry.
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Ms SUSANNE TEGEN, Chief Executive, National Rural Health Alliance, sworn and examined

Ms MARGARET DEERAIN, Director, Policy and Strategy Development, National Rural Health Alliance,
before the Committee via videoconference, sworn and examined

Mr CODA DANU-ASMARA, Senior Industrial Officer, Australian Paramedics Association (NSW), affirmed
and examined

LINCOLN BUTLER, APA (NSW) Delegate at Gundagai, Australian Paramedics Association (NSW), affirmed
and examined

Mr MAX GORDON-HALL, APA (NSW) Delegate at Batlow, Australian Paramedics Association (NSW),
before the Committee via videoconference, affirmed and examined

The CHAIR: I welcome our first witnesses. Please note that the Committee staff will be taking photos
and videos during the hearing. The photos and videos may be used for our social media. If you have any concerns
about that, please flag them with us and we will adhere to your concerns. When providing your evidence, we
request that you refrain from sharing other people's medical histories or details, including your own family
members'. Please also avoid naming specific medical practitioners, including nurses, doctors or any other medical
staff. Before we start, do you have any questions about the hearing process? No questions—excellent. Would the
National Rural Health Alliance like to make an opening statement?

SUSANNE TEGEN: Good morning. Thank you for the opportunity to speak on behalf of the National
Rural Health Alliance in relation to the proposed Health Services Amendment Bill 2025, which would split the
Murrumbidgee Local Health District into two separate districts. The Alliance now represents 56 organisations
across the country that deliver care. They train, they research, but also set the standards and policy, as we advocate,
for 7.4 million Australians—or 30 per cent of the population—who live outside of major cities. Our vision is
simple but powerful: healthy, sustainable rural communities where your postcode does not determine your health
outcomes. As you will see from our submission, the National Rural Health Alliance takes a national view as we
advocate for equitable access to health care for people living in regional, rural and remote Australia. And don't
forget: This is where most of our wealth in Australia comes from.

Yet right now, that vision is far from reality. In our submission, we drew the Committee's attention to
our report, undertaken in partnership with the Nous Group, titled The Forgotten Health Spend, which shows, using
2023-24 data, there was a gap of $8.35 billion annually in health expenditure between urban and rural populations.
We analysed the data across all aspects of Federal, State and Territory government spending on health, disability
and aged care, and the figures are stark. In fact, they're embarrassing. The data shows that each year, on average,
a person living in the city receives at least over $1,090 more spent on them compared to people living rurally. In
more remote areas, the gap grows to as much as $4,701 less per annum per person compared to people living in
the city. These are your cousins, your aunts, your parents, your sisters and brothers. This is not just a funding
issue; it's a fairness issue. It's about equity and parity, because people are dying up to 12 to 16 years earlier than
people in the city.

Communities like those in the Murrumbidgee region, classified as MMM 5, face some of the most severe
shortages in health care, workforce and services. These shortages lead to longer wait times, delayed diagnoses
and increased pressure on hospitals, which often become the provider of last resort. We also know that fragmented
funding systems, workforce shortages and limited access to aged care and disability services are compounding
these challenges, placing tremendous strain on both patients and health system, and developing a budget on last
year's underspend is no longer okay.

Here is what I believe needs to change. First, we must address the elephant in the room. We know it's
happening. Why are we continuing to do so? We must define what a fair level of healthcare access looks like for
every Australian, regardless of where they live. Second, we need place-based solutions, healthcare models
designed with communities for communities, supported by integrated regional planning, and that includes holding
any local health district accountable forwhy they might not be servicing a region and why this is an issue right
now about having a separation of a region. Third, funding must be equitable and flexible. Rural health services
face higher costs due to distance—in particular at the moment—smaller populations and workforce limitations.
These realities must be reflected in how funding is allocated. Let's not just allocate more funding to those people
that come and visit those regions or fly in, drive in, or fly out purely because we can't support the local population
nor the local health service providers.

Finally, we must invest in the rural health workforce pipeline, from education and training through to
long-term careers in rural communities. At a national level, the Alliance continues to call for a coordinated national
rural health strategy, one that aligns with Commonwealth and State investment, sets clear priorities and addresses
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the broader barriers to care, including housing, transport, infrastructure and digital connectivity. To this end, the
National Rural Health Alliance is pleased to see the published National Health Reform Agreement
Addendum 2026-2031, because there are plenty of commitments. The New South Wales Government will need
to act through this agreement, including at schedule C, which states:

E37.  As part of this shared commitment, the Commonwealth and each State will work together on joint state-wide planning by
establishing and/or formalising governance and decision-making structures by December 2026 to:

c. work towards equitable access to high quality health care, with a focus on embedding preventive care, and reducing
disadvantage for all Australians, including for Aboriginal and Torres Strait Islander people and those living in rural
and remote areas.

Further, at schedule F to the agreement, "Better health equity for rural and remote communities", the National
Rural Health Alliance offers you, as a Committee, guidance. For example, it states:
F8. The Parties also recognise that it is not always practicable or efficient to deliver the same range of health services in the

same way across rural and remote areas due to factors such as geographic distance, smaller populations, cultural context,
and workforce availability.

This is about flexibility and still ensuring that the money goes to those communities that are taxpayers and that
are indeed adding value by the two-thirds of Australia's exports that come from those communities, the 90 per cent
of the food that is delivered to all Australians, and also the 50 per cent of tourism income that comes from those
communities, despite them making up 30 per cent of the population. Further, it states:

F10.  For people living in rural and remote communities, where possible, service delivery models should focus on the needs and
preferences of the person receiving care.

These are just some of the relevant inclusions in the new agreement, which will take effect from 1 July 2026. The
National Rural Health Alliance firmly believes this addendum can start the process for all jurisdictions, working
with the Australian Government, to go to the next needed step, which is a national rural health strategy. Indeed, a
State NSW Health strategy for rural Australia should be funded as well, not just a motherhood statement. In
closing, the decision about Murrumbidgee Local Health District must be made in the context of providing more
support, not less, to rural communities. That ends up costing more money rather than delivering the care, which
is probably the question in the first place: What solution are we trying to come up with, and for which problem?

My belief is that this decision is being made on the basis of administrative ease and cost saving, and rural
people in the Murrumbidgee area will be worse off. These communities need more investment, not less. The
evidence shows the gap is widening. Now is the time to act to invest in solutions that are equitable, have parity,
are locally informed and are built to last, because where you live should never determine the care you receive.
I'm not happy to sit here and say that just because you live in those regions, and you are delivering all of the
income for many of the Australians that live in the cities—I'm not happy to sit here and say we can continue to do
nothing and use a movement from the Murrumbidgee Local Health District, or a division, to be the solution to the
bigger issue at hand.

The CHAIR: Does the Australian Paramedics Association have a short opening statement?

CODA DANU-ASMARA: Yes, thank you, Chair. I would like to thank the Committee as a whole for
the opportunity to present today. I will be brief, and discuss just the most important things that need to be
highlighted from my submission. The number one thing that is most important is that NSW Ambulance operates
on a different administrative system than the LHD system. The Murrumbidgee LHD is a slightly different
geographical area than the Ambulance Murrumbidgee LHD. In my submission, I go into exactly what's different,
but it's important because of how the funding plays out within Ambulance. One of the things that Parliament has
recommended for NSW Ambulance is that category C and D stations are supplied with specialists. All the stations
within the western side of the Murrumbidgee are category C and D stations, which means a splitting of the LHD
would cause all of the specialists to be concentrated in the eastern part of the zone, while the west—so Griffith,
Hay and all those sorts of areas—would have nothing.

Obviously, Parliament has already asked Ambulance to put people in C and D stations, but that hasn't
occurred yet. If that hasn't occurred yet—and it still doesn't seem to be imminently occurring—the splitting of the
local health district could cause an entire LHD to be without paramedic specialists. These are the ICPs, the
intensive care paramedics, who come and help people with very acute cardiac arrests—things like that—so you
need to have a really fast response, and Griffith, Hay and those places just don't have that at the moment. It's the
same with the ECPs, the extended care paramedics, who help the low-acuity cases—so things like setting joints
or wound changes, things like that.

The most important thing that I want to emphasise is not just the inequity between the west and the east
but also the fact that NSW Ambulance currently has an inequity going forward, right this second, right now, and
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that's something that the splitting of the local health district could only exacerbate. I just want to also emphasise
that I'm with Lincoln and Max. Lincoln currently works as the station officer in Gundagai and Max currently
works as the station officer in Batlow, but Max has also worked in Griffith as a DOM, which is a higher level
manager, so he'll be able to speak to you of some of the differences between the west and the east.

The CHAIR: We're now going to move on to questions. My first question is to the National Rural
Health Alliance. I appreciate the financial analysis of where the money is spent and the apparent inequity for
regional areas and remote areas. Is that expenditure because of the activity-based funding model that is the model
for health funding?

SUSANNE TEGEN: The figures that we have are MBS, PBS, NDIS and also hospital funding. It is
because the equitable funding doesn't actually get to many of those hospitals, and also the other issue is that rural
people are not accessing primary care as much as parts of Sydney—the eastern suburbs, in particular—if you look
at the MBS. The funding model is generally inflexible and the policy is inflexible, and hence it exacerbates the
workforce issue in terms having the workforce on the ground.

The CHAIR: By way of activity-based funding, the money goes to each medical centre based on the
activities that they do. I'm talking about hospitals, primarily.

SUSANNE TEGEN: Yes.

The CHAIR: But if you're not doing the treatment, whether it be stitches or orthopaedic or
gynaecological, and if you're not doing the service, then you don't get the money—

SUSANNE TEGEN: You don't get the funding.

The CHAIR: —because there's no activity inside of that medical facility, right? Is that how you
understand it?

SUSANNE TEGEN: I think there's a base rate that every hospital gets. But in addition to that, if you're
not able to deliver quite a bit of the care, you basically don't get the funding. I was speaking with somebody the
other day around that region and they said to me, "What happens is that you are funded on last year's
underfunding", and the year before that was underfunded as well. So you're continuously receiving less and less.
The larger jurisdictions are trying to get the patients to go further and further, and those places are funded so you
don't have that. I noticed you've got the Country Women's Association later. They will be speaking about some
of the services that women require in particular. The less and less services you have, the further and further people
have to travel or actually leave the region, in particular for maternity services and things like that, because they're
just not getting them in the area. They're having to leave three months early because the services are no longer
delivered and communities are being told, "You do need a certain throughput to keep up with the standard," which
is true. But the problem is it's almost as if the cart is before the horse. People are being told, "You're not going to
meet the standard, so we'll move the funding to another area."

The CHAIR: The question before us is whether or not to split the current health district. In essence, we
heard thus far that Griffith would be the major medical centre in a proposed western region. Wagga, as it currently
is, is inside the entire region. But even if you split it into an eastern region, Wagga is the main centre. It is at a
higher level and has higher specialties and delivery of services than Griffith. So how would splitting the health
district possibly achieve a better health outcome?

SUSANNE TEGEN: What is the problem you're actually trying to solve is the question at the crux of
everything. What are we saying to the local health district at the moment? Why are you not servicing those areas?
That's more the question you should be asking—KPIs. Why are you not delivering the services there? Do you
really need another CEO? Really, why are you not delivering there in the first place? That's the question. I'm not
sure if splitting it will actually deliver what you need, because you're going to be spending more money on more
senior executives and more administrators, when actually we should be saying to Murrumbidgee—to the region
in the first place—"Why are you not delivering in those areas? Where are your KPIs?" Why are we not making
them accountable to deliver in those areas? Because we're funding on historical context when we should be on
usage, which is already underutilised, right? Because people in rural areas often delay, delay, delay, and then it
gets to the area of acute when actually we should be doing more prevention on the ground.

The CHAIR: That's primary health. That's like going to your local GP when you've got a bit of an
inkling, and for your medical check-ups, and making sure that your health doesn't deteriorate to the point where
you need a hospital.

SUSANNE TEGEN: Exactly. But part of it is actually—yes, it's primary care, but the average person
on the ground doesn't care if it's the Federal or State government. There is a national reform agreement, and there
should be some delivery, and it should be done together seamlessly. I think that's a major problem: the continuous
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blaming between State and Federal governments about, "Oh, that's their job," but nobody is making anyone
accountable. In the end, people pay their taxes. They work in the industries that are bringing in the income. In
addition to that, they pay their Medicare. People just want a service.

The CHAIR: Mr Danu-Asmara, you were talking about the specialised paramedics and the fact that at
the moment in the model—in the current Murrumbidgee health area—they're all situated to the east of that area.

CODA DANU-ASMARA: That's right.

The CHAIR: But that's true today, in the current model. If there was a split into an east and west side,
they would still all be in the east, right? Those specialists aren't doing any of their work out in the western side of
that Murrumbidgee health area. I know that the geography of a health area isn't exactly aligned with the ambulance
areas.

CODA DANU-ASMARA: It's not exactly true that they don't do the work there. They do sometimes
go there, and sometimes there is a bit of bleed over from the western sector LHD, so the places that are Far West.
Sometimes people come down from Dubbo and places like that. But the issue is today, of course, as well, where
the problem is that there isn't enough funding or whatever for them to be in Griffith. But if Griffith is going to
become a major tertiary centre, NSW Ambulance—they should be funding it today. But they should also fund
it—if it's going to split, put them there when it does split. I guess what we're trying to propose here is, if it is going
to split—which we're not entirely against and not entirely for; it depends on just how much funding the new
district is going to get—it's important that the specialist paramedics also come alongside the splitting of the district.

Because the issue is—and I think that my colleagues here can talk about it a little bit—that, when you're
travelling over the LHD lines, there are some complications that occur that wouldn't happen when you're staying
within the same LHD. Patient identification and information can sometimes be lost if you travel over. Sometimes,
when it comes to doing routine things—if you have a routine procedure in Griffith but you need something more
serious in Wagga, which happens all the time nowadays—doctors can't usually see what's going on in different
LHDs as well as they might be able to when it's in the same LHD in the same system. So some complications can
occur there. I don't know if either of you have ever had any issues with transferring over LHDs when it comes to
patient handovers—I guess just asking Lincoln here.

LINCOLN BUTLER: In an acute setting. Obviously, if it's a non-acute situation, they can organise for
paperwork and all that sort of thing to be transferred across. But when we're talking about emergency situations
where that medical background needs to be accessed rapidly, the transferring across local health districts can cause
a delay in that information being shared.

CODA DANU-ASMARA: Max, do you have anything to add?

MAX GORDON-HALL: Yes, exactly what Lincoln said. When information needs to be transferred
acutely and quickly, there can be a delay in that process—absolutely.

Ms DONNA DAVIS: When we were in Griffith a few weeks ago, we were advised that there are many
situations where patients are transferred to Victorian hospitals because they are closest or they've got availability
for what you are needing for your patients. How does that work for you in terms of the transfer of health records?
Is it as or more difficult than it is across local health districts in New South Wales?

LINCOLN BUTLER: I honestly can't talk on the cross-border agreements and that sort of thing, but
I would imagine there would be a system in place that would be similar. But I can't honestly answer on that
agreement, no.

Ms DONNA DAVIS: So you've not had that personal experience where you've had to—
LINCOLN BUTLER: No.
CODA DANU-ASMARA: Max, have you ever done any transfers to ACT maybe?

MAX GORDON-HALL: Yes. I used to work in Albury for two years. Albury hospital is funded by the
Victorian health system, even though the hospital stands within New South Wales State lines. The hospital itself
receiving information from patient transfers can be very difficult, and they use a different system to what
NSW Health does. Passing that information across, you have to get it printed, manually taken and they manually
enter it into their system. When that's an acutely unwell patient, obviously patient treatment comes first. We worry
about the administration stuff later, but it still does make it very difficult when you need to know the patient's past
conditions, allergies, medications and those sorts of things.

Mrs HELEN DALTON: Thanks for your submissions. Ms Tegen, I come from Griffith. I guess [ know
exactly what you're talking about. In fact, just for the Committee, noting that 90 per cent of the GDP from Australia
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comes from rural and regional areas, your figures are really astronomical in that rural and remote areas receive
$4,700 less per person, which is incredible. I think that should be well and truly noted in this—that we are behind
every day. We have shorter life expectancy. There doesn't seem to be any accountability for, or any KPIs with,
Murrumbidgee Local Health District.

SUSANNE TEGEN: Agreed.

Mrs HELEN DALTON: Can you expand on that? Because I have been to England where they have,
by postcode, a survey in which the people rate the health district. Can you expand on the fact that we can't hold
them to account?

SUSANNE TEGEN: First of all, I don't know much about the UK system apart from the NHS, but
I don't know how they keep districts accountable. I think you would not have raised this issue, member for Murray,
if it weren't a problem, and we hear about this regularly and we have communities not only doing without but also
the PAT scheme not providing them equitable funding to even go to the city when they can't access it locally. If
I told somebody from the city they have to drive up to Griffith to get a service and, "Sorry, we're only going to
give you half of what it costs you, and on top of that we're only going to give you half of the accommodation of
what it costs you," you'd be thinking, "Why do I have to do that too after I've paid all my taxes and things?"

The question is—the first thing I thought of—why are you trying to separate? You're trying to separate
because the service isn't there and those people are not well or not accessing these services when they deserve it.
I keep thinking if you told somebody in Bondi Junction they're going to get half of what the people in Woollahra
or Randwick get, what do you think you would get? You would have people sitting outside of Parliament House,
and they'd be complaining and then Parliament would very quickly go, "Okay, we'll make sure that the LHN will
give you the money that you deserve." These people are out of sight and they're just as important.

If you fund the LHNs, you have every right to say, "These are the standards you need to meet for every
person that you get." That is why we say you need to have at least a definition of what the basic level of care or
optimal level of care is that all Australians, or all New South Welshmen and women, receive no matter where they
live. We can no longer allow the allocation of funding that is supposed to be given to rural people to bleed back
into the city purely because our models of delivery and our models of policy allow for that to occur, because they
don't receive the care in the way that they should get it. By that [ mean inflexibility of funding and inflexibility of
policy. If you don't spend it because it's so inflexible, then you should be putting it into a fund and leaving it there
for rural New South Wales.

Mrs HELEN DALTON: The system is almost like built-in obsolescence, isn't it? The less activity in
the hospital, so you're closing down the services, the more prepared—I suppose people have to travel, so then
when the funding comes around they say, "You've only had 20 babies in this hospital so we'll shut the maternity
down," and that sort of thing. How do we shake the Government to say it's not good enough?

SUSANNE TEGEN: Any government would go, "There aren't enough votes there." Australia is
generally an equitable country, and I cannot believe that we still allow this underfunding of rural people. These
are your fellow Australians. That is the statement I would make. We can no longer allow this to occur. It doesn't
matter which government is in place. In the end, we actually need to look after our Australians that are bringing
in our economic wealth. They're not a third world country, and that's basically the way they're being treated. If
you look at their health outcomes, that is what they're like.

I mentioned earlier that I'm embarrassed by this—I am embarrassed by it—because in the end all of our
stakeholders are on the ground trying to support them, our workforce is overtaxed, they're dealing with floods,
fires and droughts, they're dealing with the tyranny of distance, the higher expenses that it takes to keep people
on the ground, and then we question why we continuously have this ever-revolving door of nurses, allied health
professionals, psychologists, GPs, specialists. They don't want to work there because they're not being supported.
We don't expect the same of people in the city.

Mrs HELEN DALTON: You've heard about the new hospital, which, at full capacity, I think takes
another 70 staff. The New South Wales Government has offered to fund 42, but the health district has only
provided 9.2 staff, of which there are security and admin, not too much else in there. The positions are never
advertised. So when they say it's difficult to recruit and retain staff, if they don't advertise the positions or provide
that, how on earth are we going to get those positions in? It goes back to that systemic problem. Again, how do
we get to the nuts and bolts of it?

SUSANNE TEGEN: I can't comment on whether they advertise or not, but I can comment on if I pay
somebody to do a service and they don't deliver, well, then I would put a KPI in place. I mean, that's what we
expect of our staff. We expect people to deliver. This is taxpayers' funding. It's not just money that—and do you
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want to have a look at how much funding has already been provided and is it enough? I'm not sure why they don't
advertise. I mean, I thought everyone had to be transparent, so I'm not really sure. I can't comment, unfortunately.

Mrs HELEN DALTON: Not in the health system you don't, unfortunately.

Ms LIZA BUTLER: Thank you for joining us today and providing these really valuable insights. Based
on the current level of funding, what immediate measures do you believe the health district can implement to
support the health workforce if the district isn't split? What are the immediate things we could do to improve? It's
open to everybody.

LINCOLN BUTLER: I mean, one thing, as Coda has already indicated, the provision of specialist
paramedics to cat C and D stations would be a great bolster to the health in the district.

CODA DANU-ASMARA: And not to go back to recruitment—which we just discussed—one of the
things about recruiting in these Far West areas, there is an issue with paramedic recruitment, and I can discuss a
little bit about that. Most recently in the 2025 recruitment, which was for station officers and DOMs, they were
unable—there's about 80 positions for both in regional and rural areas, and they were unable to find almost any
in the most recent recruitment. Now, obviously, after some advocacy within Parliament and some referrals to the
Auditor-General and things like that, they've now recanted—NSW Ambulance, that is—and have re-found these
positions. But we're talking about people who've been working in acting positions for 10 or more years, at
maximum, and sometimes five is a normal position.

For example, Max himself was an acting DOM in Griffith and wasn't a substantive because they need to
pull in people to just work there short term and just continue to cycle and do the churn. Because people aren't able
to get these permanent positions easily—for example, Max has been working for a long period of time and not
until they did this revision of the recruitment was he able to actually be on the list for a permanent position—
you're talking about inequities. The majority of the people who are able to find it—which is a very small number,
only about eight people out of 80 positions—were almost all in metro. That's just not right, considering that people
in these regional areas have lived there, put their flag in the ground and want to make the community better but
are just not able to get the substantive positions that they should be. I'm sure Max might have something more to
say about this one, and Lincoln as well.

MAX GORDON-HALL: Thank you, Coda. Absolutely. Recruitment is one of those major issues that
I think need to be addressed, which will support the regional healthcare system throughout the hospitals and
throughout Ambulance as well. Recently, NSW Health undertook a paramedic integration into the health system,
where paramedics were placed into emergency departments and into wards to assist nursing staff within Mudgee
and in Wagga Wagga. I'm close with one of the paramedics that participated in that program, and they said it was
very beneficial to support their colleagues and health staff there. Recruitment, as Coda mentioned, is another
major position as well.

There's a very high churn rate in these small towns. I'm in Batlow. There's 1,300 people here. I've been
through 22 paramedics in the last eight years that have come into this station, worked and left to return to metro
areas. We find when we have staff that are recruited into positions that they want to work in, they create a culture
and they work closely with allied health professionals to support them. In the local Batlow MPS here, the staff
that have been at the station longer are more willing to go in there and help out where they can and when they
can.

Coming back to what Lincoln said, as well, the introduction of ICPs, intensive care paramedics, and also
ECPs, which is extended care paramedics, into the health system more broadly. Rather than just having them at
Albury and Wagga, having them throughout the health district, throughout Hay, Balranald, Batlow and Tumut.
This whole spread out would significantly help the regional and remote patients and communities, as well as the
staff. If we can get treatment earlier to those patients, the impact to the emergency departments and the
on-treatment in the wards will be lessened, There are a few basic suggestions, but there are plenty more. I could
provide a list of a hundred things that money could be spent on to certainly help nursing and colleagues within
the allied health professions throughout the whole regional and remote communities.

SUSANNE TEGEN: I was just going to add I think there's a short-term and a longer term issue that
needs to be addressed. We know from the research about allied health and also nursing and medical training that
if you recruit a student from a rural area and then you train them in rural Australia, they're exponentially more
likely to stay. For a longer term strategy, I think there needs to be much bigger investment into training of rural
people. They understand the culture and they understand the tyranny of distance in the regions. The second thing
is the short-term aim. We know that there is an ongoing cycle of people coming in and out. It doesn't send a very
good message to local people. Sometimes they don't trust people that have changed over in the last three, four, six
months.
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The other thing is, we're paying people that come into those communities, sometimes double what people
are paid on the ground. I spoke with a nurse just outside of Wagga a while ago, and she was telling me, with her
colleague, that they are on a year contract with an extension available for another year. They were international.
Good on them for working there, but they told me that they were being paid for the fifth day of their working
week, but on that day they didn't have to work. In addition to that, they had the ability to study at university at the
same time, and that was paid, and they had their accommodation paid.

What message does that send? We talk about equity, but that is inequity. Why are we paying these people
more than the people that have been on the ground for so long? They have dealt with all of the issues over the
years. We just need to be a little bit more equitable in terms of how we offer infrastructure. Even the child care,
the housing, the pay, the leave—people are having to fight for leave if they are training in those regions. They
need to be able to go off and have their professional development. I think there's an opportunity there to review
the way we train and the way we look after our current workforce.

Ms LIZA BUTLER: Ms Deerain, do you have anything to add to that?

MARGARET DEERAIN: Just to say what we hear on the ground is exactly what Susi said. The
existing workforce need to be supported to stay there and, of course, welcoming new people as well. But for those
new people coming, it is the issues of housing, support for families, spouses getting employment, schooling for
children. It is that whole service. I suppose the reason for our report to show that health funding deficit is to say
there is money there, and that money can be used to set up that infrastructure and those services in rural towns
and rural locations that will encourage a workforce to want to come there and to want to stay there. I think the
other thing to flag is the role that the Government can have in training positions in hospitals, because we know
that particularly the medical workforce, but also other health professions, if those training places are available in
rural and regional hospitals and health services, you get those trainees coming out. We try and work with colleges
to get training placements and to have rural placements as part of an education package.

Ms LIZA BUTLER: Do you think that the issues that all of you have raised are leading into getting
orthopaedics off the ground in Griffith? We've heard from the community and from people in the hospital at
Griffith that they really want orthopaedics, but it's just not happening. Do you think that the issues you have raised
are feeding that?

SUSANNE TEGEN: [ think they're probably two different issues, but they just happen to be also
colliding. We know that populations—there's a shortage in rural of orthopaedics of surgery, of psychiatry and of
anaesthetics. If you can open up an orthopaedic surgery capability, why not if people are having to drive so far to
get any services? In addition to that, people recover best when they're near their families and their homes, and
they get back into life, not have to go somewhere else. It's too expensive for people to continuously go somewhere
else. If your workforce is there, that means that you can offer training. With the accreditation of medical colleges,
they're looking at rural training, but if the capacity at the local health services aren't there, nobody is going to go
there. They're not going to offer training. You can't have, "We want to train more people on the ground, but let's
not supply. Let's not give the infrastructure or the people the opportunity to actually build that up." It's just
mismatched.

Ms DONNA DAVIS: We have heard that patients are routinely travelling for hours from Griffith to
Wagga Wagga to receive health care. We got the impression from a range of different witnesses in Griffith that
this is often because people just assume that the service will be available in Wagga and not in Griffith, so they
just go straight to Wagga regardless of the time, whether it's Monday to Friday or after hours. From your
experience, can you provide any detail about the distances being travelled by patients in the district? In your view,
what impact would splitting the district actually have on patient travel and transfers?

LINCOLN BUTLER: In regard to splitting the district, as Coda has indicated, the APA is neither really
for or against, as long as there is sufficient funding. But the distances that are required to travel to major hospital
centres for a range of treatments vary. For example, this week I did a transfer that was six hours to take a patient
from Tumut to Canberra, because that was the nearest available hospital that had the resources that they required.

The CHAIR: So three hours each way or six hours each way?

LINCOLN BUTLER: Three hours each way. For those six hours, it meant that Gundagai didn't have
its only ambulance resource because we were on transfer with a patient. The distances people are required to travel
are extreme. You're taking them away from their communities. Like I said, you are severely limiting ambulance
capabilities by doing these transfers. If we aren't adequately funding the region, then we're going to result in lower
health outcomes by limiting ambulance resources and the distances people have to travel.

CODA DANU-ASMARA: To briefly build on that one, one of the reasons why this is happening is
because patient transport isn't being funded outside of very specific regional centres. I'd have to take that one on
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notice, but I think it might just only be Wagga. When it comes to these patient transfers, the Government claims
that there's no need for it 24/7, but obviously there is because paramedics are taking patients for routine
appointments in the middle of the night. Lincoln and Max can probably say that they've done it a million times.
You say that patients are travelling out because they don't believe that it's going to be in Griffith but, actually, the
healthcare system supports that by booking in a transfer at 3.00 a.m. to take them somewhere else. One of the
biggest issues is that they often can't get back once they're there, especially if they're taken by ambulance. If they're
going privately, it's their own car or someone else is driving them. But if they're taken by a paramedic, who's
taking them back? Sometimes paramedics do, but not always. If you're six hours out and you don't have any other
support systems, that's a huge problem. This is how people kind of get stuck in hospital forever outside of their
community.

Ms DONNA DAVIS: Mr Gordon-Hall?

MAX GORDON-HALL: Just exactly what Lincoln and Coda said. There are a lot of transfers
throughout the whole health district and probably throughout the whole of New South Wales. I've spent the last
10 years working in the Murrumbidgee and can confirm that transfers are very common and very long, at all hours
of the day, not just from nine to five, Monday to Friday. That's for ambulance, and so having an increase in patient
transport to assist that workload would tremendously help. It was only the other night that I heard an intensive
care paramedic had to drive out to Narrandera to support a Griffith car coming into Wagga with a patient, which
took the only intensive care paramedic out of Wagga because Leeton, Narrandera and Griffith did not have
intensive care paramedics there to support that crew. Similarly, the Griffith hospital did not have the facilities to
manage that patient and had to transfer them. Whether the line in the sand assists, if it is drawn and split or not, is
neither here nor there. But confirming the transfers do happen all hours of the day at all acuity levels, from the
very lowest that we do as an ambulance officer that could be held by patient transport, right through to where it is
a critical patient being driven quite a few hours that is very risky.

Ms DONNA DAVIS: I'm going to be devil's advocate here. When you look at the number of patients
that may come into, say, Griffith hospital for a particular condition, that might be one patient a week that requires
that service, versus the number of patients drawn from a broader area that would be going to Wagga. How do you
justify the other hospitals having all of those medical professionals on call, sitting there waiting for that medical
service to be required, rather than having those services in a central place where they can be serving a larger
population? Isn't this a factor of being in a regional area? Just to say, I grew up and lived in a regional area and
my parents both had to travel significant distances, so I am very familiar on a personal level, but I do think I want
to put that devil's advocate aspect out there to. Back to you, Mr Butler.

LINCOLN BUTLER: My response to that would be we've got to look at the overlying costs of what it
costs to transfer these patients between hospitals. You've got the cost of the transfer. You've then got the cost of
are we then having to rely on overtime or other vehicles travelling a long time to cover the town that's now left
uncovered by the ambulance resources. At the end of the day, if an emergency ambulance is on a transfer and a
cardiac arrest happens in my town, the nearest backup is over 20 minutes away. That means that person's chance
of survival is almost none, so my response to that is what's the cost of a life.

CODA DANU-ASMARA: It's actually cheaper to have specialists in areas than to have them travel.
The extended care paramedics, for example—we were talking about orthopaedics briefly before. ECPs have basic
orthopaedics. I'm not saying it's surgery, but they're able to set dislocated joints, for example, and things like that.
I did the math—it was a few years ago, so it's not up to date—but I would say they probably save the healthcare
system about $5,000 per ECP per shift because of how much they—so they will go straight—

Ms DONNA DAVIS: Sorry. What's ECP?

CODA DANU-ASMARA: ECP is the extended care paramedics, so they're the specialists who do
low-acuity transfers. Basically, they'll go to someone's home. Let's say they have dislocated their arm or they have
a wound that needs the dressings changed. They go straight to the person's home, do it and then leave. If you don't
have the ECP there, these are the steps that will be required. They have to go and call a paramedic or someone
else to take them to hospital. If they get to hospital and someone can't set the wound then they have to go to
another hospital, and then it goes on and on and on, and the cost just keeps going up and up and up and up. The
ECPs save so much money and right now there are none in the western part of the district. Yes, I totally understand
the cost benefit doesn't seem like it makes sense, but staffing these places with the specialist actually saves the
Government money because you don't have to spend all this time in overtime and transfers and all that sort of
stuff. You can just send someone in to do something that would normally require 10 hours and it can be done in
20 minutes. Without these specialists—and then we get these 10-hour transfers that happen in the middle of the
night for something that should be relatively simple.
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Mrs TANYA THOMPSON: Thank you, everyone, for your submissions and for your time and input
today. It's really valuable information. Given all the information that we have received today, and keeping it in
the context of actually splitting the health district, I wanted to hear your input as to whether or not you could see
any positive outcomes for patients, for staff retention, for funding for infrastructure spend if they were to go down
the pathway of actually splitting the district. It's open to everyone—just any positive outcomes at all from splitting
the district.

SUSANNE TEGEN: From the National Rural Health Alliance point of view, we're neither for nor
against. However, I think there's an opportunity for the New South Wales Government to re-look at the allocation.
The stats are there, of access by patients across the whole region. That's the first thing. The second thing is—and
I really appreciate the devil's advocate question before because I've lived in rural and remote Australia too,
including west of Dubbo. The thing is, yes, we have always travelled because rural people generally just have to
do it. We just have to get on with it. We can't change it, so we just do it. I mentioned before the $8.35 billion
underspend annually, but in 2022-23 it was $6.5 billion. I've been working in rural health for something like 30
years and it's the worst we have ever seen it. And you know who's suffering for it? Rural people that are not
receiving the services. They're sicker, they're dying earlier.

An outcome for New South Wales would be to set some KPIs for the health districts and say, "You know
what, we want to make sure. We've got a population in rural New South Wales. Every person, every Australian
that's in rural New South Wales should be able to access an equitable amount of funding." If we're not doing that
in terms of our distribution, in terms of our infrastructure, in terms of our commitment to training and research in
rural Australia and rural New South Wales, then we need to adjust it and not look at historical expenditure to make
our decisions. There is an opportunity to right the wrong. Part of that is a New South Wales rural health strategy
that has funding in it that allows for that to occur. I know that Joe McGirr has come up with a rural health strategy
as well. Review it, utilise it and actually just undo the inequity because we can't sit on the sideline and pretend it's
not happening.

CODA DANU-ASMARA: I think from the APA's perspective in terms of thinking about things that
could be good, as I said, an addition of the injection of specialists, assuming that splitting the district comes with
some more money, and the ability to have the paramedics come into the EDs, like was happening in Wagga. An
LHD on the western side might take interest in that after some of the studies come out from the Wagga one, which
I think have been effectively a success, and are being rolled out elsewhere. I think that an LHD that is run by
someone from the actual area—I assume that it would be someone nominated. An executive would be from
Griffith, I would hope, or from somewhere near there, and they might take more urgency in that way. It's
complicated to say if it's going to be an improvement unless it comes with an additional spotlight on the LHD and
that additional spotlight—was it going to happen? That's kind of why we're here, to try to give that spotlight and
see the best way we can do it going forward.

Mrs HELEN DALTON: We heard in the last hearing that patient transfer from Deniliquin to Wagga
was over two hours and they had to change. They had to bring another ambulance from Wagga to Urana, I think
itis, and change over. That's tying up more and more resources. | was very interested in what you had to say about
the cost effectiveness of providing those services in town because often that patient has to go to Wagga—they
have to get a bone set—five times. I've read that in letters to my office. If Griffith was elevated to a hospital that
provided more services and Deniliquin could transfer patients to Griffith, would they have to change and have
another driver somewhere, at Darlington Point, because it's just a touch over two hours? To solve this problem
about patient transfer or ambulances coming in—would they have to change the driver over? Would anyone like
to comment?

CODA DANU-ASMARA: My colleagues can answer that one.

LINCOLN BUTLER: Any limiting of the amount of transport services is beneficial. We do try to
change drivers every two hours. Obviously, it depends on the needs and what's going on. As I spoke earlier, we
did over three hours to Canberra without meeting another crew because there just simply weren't any other crews
available for us to change over with. But any reduction in transport times is going to be beneficial in allowing
ambulances to get back on the road and be available for communities in emergency situations.

Mrs HELEN DALTON: Do you have any statistics—this is probably a question for later or a
supplementary question—about how much it is costing to transfer patients rather than having the ambulance
stationed at the town that it should be at?

LINCOLN BUTLER: That's something we'd have to take on notice.

CODA DANU-ASMARA: Yes, we will definitely take that on notice, but just to answer it without
statistics, the fact of the matter is that patient transport is cheaper than a paramedic, due to more limited services,
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and they're transferring these patients, who are very low acuity. They're potentially completely stable. They're
going to routine check-ups like, as you said, bone setting and things like that. It would save money, particularly
if it comes in the middle of the night. Sometimes in some of the much smaller stations there's an on-call
component. I'm not going to say, as the union, that paramedics shouldn't get a nice on-call bonus, but if they're
going to be called out for these late nights, there's a significant on-call payment component to that. But in terms
of the actual figures, we'd have to take that on notice.

The CHAIR: We will pull up there; we're just a little bit over time. I'll ask Mrs Dalton to draft her
supplementary question. The Australian Paramedics Association also took a question on notice 10 or 15 minutes
ago. We'll separate those two things, so you've got one question on notice and that last question will come as a
supplementary. Thank you for appearing before us today. You will be provided with a copy of the transcript for
any corrections. Committee staff will email to you questions taken on notice, which will include the context in
which that question was taken on notice, so you don't need to stress about having all that information. We will
provide that to you. As a committee, we may develop additional supplementary questions that we would like to
send to you following this hearing.

(The witnesses withdrew.)

(Short adjournment)
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Mrs TANYA JOLLY, State President, Country Women's Association, before the Committee via
videoconference, affirmed and examined

The CHAIR: Thank you for appearing before the Committee today to give evidence. Please note that
the Committee staff will be taking photos and videos during the hearing. The photos and videos may be used for
social media and public engagement. If you have any concerns about that, please flag them with us. We would
also ask today, Ms Jolly, when providing your evidence that you refrain from sharing other people's medical
histories or details, including family members. Please also avoid naming specific medical practitioners, including
doctors, nurses or any other medical staff. Before we start, do you have any questions about the hearing process?

TANYA JOLLY: No, I don't.
The CHAIR: This wouldn't be your first hearing, would it?
TANYA JOLLY: It actually is.

The CHAIR: We're lucky to have the Country Women's Association make submissions and comment
on a number of our inquiries, so thank you for participating today. Ms Jolly, would you like to make a short
opening statement before we begin with questions?

TANYA JOLLY: Yes, I have got one. Chair and Committee members, thank you very much for the
opportunity to appear here today on behalf of the Country Women's Association of NSW. The CWA of NSW
represents more than 8,000 members across nearly 400 branches in regional, rural and remote communities. For
over a century our members have raised concerns about the practical realities of living outside metropolitan areas,
and access to health services has constantly been one of the most pressing issues. In our submission to this inquiry,
the CWA of NSW has deliberately not taken a position on whether the Murrumbidgee Local Health District should
be split. Instead, we have outlined several guiding principles that we believe should shape any structural reform.

The central point is simple: Structural change should only occur if it clearly improves health outcomes
for the people who truly rely on this system. Too often in regional health policy, attention focuses on
administrative structures while the lived experience of patients and frontline health workers remains largely
unchanged. Our members repeatedly tell us that the real problems are workforce shortages, limited access to
services and the growing distance people must travel for care. Across regional New South Wales, we continue to
see shortages of GPs, specialists, nurses, midwives and allied health professionals. Hospitals and maternity
services are stretched and communities often rely on temporary or locum staff simply to keep those services open.
These workforce issues cannot be solved by changing boundaries alone. The experience of women in our
communities reinforces this point.

The CWA of NSW annual women's survey, which gathered responses from women across regional and
rural New South Wales, again confirmed that healthcare access remains one of the most significant concerns
affecting daily life. The most commonly reported barriers were difficulty accessing doctors, long wait times for
specialist care and the rising cost of the medical services. Women also reported regularly travelling long-distance
just to access basic health services. That travel brings additional cost, time and stress for families already managing
work, farming responsibilities and the caring roles that they have. What this tells us is that structural reform, if it
is pursued, must be judged against a very clear test: Will it make the health care more accessible for people on the
ground? If a change to the local health district structure does not improve workforce attraction and retention,
restore local services and strengthen continuity of care, communities will see little real benefit.

It is also important to acknowledge that many of the issues identified in the 2021 Legislative Council
inquiry into the health outcomes and access to the health and hospital services in rural, regional and remote
New South Wales remain unresolved. Communities are still waiting to see meaningful progress on these
recommendations. For regional communities, there is a growing sense that inquiries identify the right problems
and the implementation of solutions is slow or incomplete. The CWA of NSW believes this inquiry provides an
important opportunity not only to consider administrative reform but to refocus attention on the deeper structural
challenges affecting rural health. Ultimately, the question before this Committee should not simply be whether a
district should be divided but whether the health system that emerges will deliver safer, more accessible and more
reliable care for the communities it serves.

The CHAIR: For clarity for the CWA, the question before us at the moment isn't around additional
funding. It's actually around just slicing up the existing funding in a slightly different way. One of the proposals
in one of the submissions—I think from NSW Health from memory—suggests that setting up a new line of
executive, which would include an HR department, a new CEO, new admin, new IT and all that sort of stuff,
would cost in the vicinity of $39 million, which would be money taken away from frontline services. Does CWA
have a view on taking money away to go into administration?
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TANYA JOLLY: Yes, I think we would have, and why would you take money away from services on
the basis for administrative? I think that's just ridiculous. We are already struggling out there to have patients
already looked after and then you're going to take money away? Is that what you're saying, that you want to take
money away from doctors, for employment and everything like that, where it should be used?

The CHAIR: That's the position that has been put to us by NSW Health, that that money would need to
go into that administration work, so I'm going to move on. I want to agree with you: The health workforce
challenge is the biggest single challenge facing not just New South Wales but everyone. I thank any health worker
who might be watching online or appearing before us today for your incredible work. I encourage you to look into
rural and regional New South Wales for your next job and career move.

Mrs TANYA THOMPSON: Thank you, Tanya, for your time today and for the submission from the
CWA. The submission refers to a "rural health action plan" that calls for a GP guarantee in each town and genuine
consultation processes for communities. How would you describe access to primary care and community
consultation in the district?

TANYA JOLLY: In our area, we are very fortunate at the moment. We do have a lot of doctors down
there, but the wait time—I'm hearing there are a lot of doctors who are closing their books. Of course, that raises
another subject as well. The wait time is the biggest thing that I'm hearing about at the moment for our doctors—
to get into a doctor.

The CHAIR: Can I just clarify: Is that a regular GP visit?
TANYA JOLLY: Yes, it would be.
Mrs TANYA THOMPSON: Can you elaborate on the community consultation within the district?

TANYA JOLLY: The community consultation basically would just come down to when I'm out and
about—as in, listening to what people are saying. The health district, at the moment, is a hot topic, as we are all
aware, and I am listening to both sides. People don't know whether it's the right thing or the wrong thing at the
moment. We want the best health care to come out of it. We're not doing too bad at Griffith at the moment. It can
be better—it can definitely be better. We don't want to make it worse. That seems to be what I'm hearing.

Ms DONNA DAVIS: Mrs Jolly, can you please provide further detail on midwifery staffing shortages
at Griffith Base Hospital and any other workforce shortages in the district that you may be aware of?

TANYA JOLLY: I'm aware that a lot of people do travel. Griffith Base Hospital is a major hospital for
a lot of outlying towns. They are overworked there. A lot of hospitals, if they can't do it at Griffith, they do go on
to Wagga. The staffing situation, as far as I am aware and from what I am hearing, is that they are short. A lot of
women are doing a lot more hours. That's all I can say on that one.

Ms LIZA BUTLER: Thank you, Mrs Jolly, for joining us today. I have to say, the CWA does a great
role in advocating for women and children right across the State. If this bill didn't pass, what changes could you
suggest that the Murrumbidgee Local Health District needs to make to improve services for women and children
and families living in regional areas?

TANYA JOLLY: It's really hard. It's certainly dividing, if this goes ahead or it doesn't go ahead. I'm
not making that decision. From what I'm seeing and what I'm representing, we don't want to make it any worse
than it is. The health system out there at the moment isn't working—it is not working. Why is that not working?
I can't tell you that; I don't know. We are short of doctors, plus waiting times, travel, closed books, access to basic
care, and that's not taking in the specialists that we all must travel to—that's even further again. Something isn't
working, and I don't know what the answer to it would be.

Ms LIZA BUTLER: Are you saying that all those things—access to care, lack of staffing and lack of
specialists—are all contributing to the pressures that are being felt in and around that western area of the local
health district right now?

TANYA JOLLY: Yes, they are, and that's coming from our women's survey that we have done. This is
our second one and health is our biggest issue that is affecting women and families out there.

Mrs HELEN DALTON: Can we just go to the women's annual survey. What was the big take-home
message with all of that? You just said that's the first annual survey. Is that right?

TANYA JOLLY: The second one—this is our second. With that survey, it was like—you can't get into
local doctors. I'm just talking about your GP. A lot of women are struggling to find a family doctor anymore. You
know, we all grew up with a family doctor. I think that's becoming a thing of the past. The travel to the doctors.
A lot of doctors are closing their books, so that adds another issue as well.
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Mrs HELEN DALTON: Can I turn your mind to the hospital. Are you concerned about the distances
pregnant women have to go to give birth? I'm hearing stories—you must, too—from out at Hillston or whatever.
Can you elaborate on any of that?

TANYA JOLLY: I haven't heard a lot of that side of it, I must admit. I do know that once Griffith is at
their capacity, they do go on to Wagga, and that's a great distance. We've got this brand-new hospital in Wagga.
Why can't we have it to full capacity? That, to me, is ridiculous.

Mrs HELEN DALTON: Do you hear about people going over to Wagga in an ambulance and then
being discharged and having difficulty getting home at all hours of the night?

TANYA JOLLY: I have actually heard that people are being discharged at two or three o'clock in the
morning at Wagga—yes, | have actually heard that one—and then just split out. Where do you go at two or
three o'clock in the morning? Who are you going to ring? Where are you going to go?

Mrs HELEN DALTON: Orthopaedics is something that the Griffith community is really pushing for,
and there's no 24/7 service at the moment. Do you hear from your members about people going long distances
and doing the trip several times to Wagga?

TANYA JOLLY: Yes. Well, I can actually speak on that because ['ve had two knee replacements and
I've had to go to Wagga. A lot of other people are in the same boat, so Wagga is the place to go for that. If you
want to do all your therapy afterwards, again, that's more trips. It's a costly thing. We should be having these
services in Griffith if we can. That is a big question. It would be amazing to have them there.

Ms FELICITY WILSON: Thank you for joining us and for all of your insights. I want to get a little
bit more of an understanding of birthing from you, to the extent that you have insights from your survey or from
your membership. The member for Murray has asked some questions around that too. I want to understand where
it is that women are having babies. Is there a move to having more homebirths? Are they working with GPs, so
GP shared care? Are they going through midwifery at the hospital? Do you know where women are mostly
following their birthing plans?

TANYA JOLLY: From what limited knowledge that I have on that, they are definitely going through
the hospital system. That, again, leads to needing to go either to Griffith; they go to Wagga; Temora—that is
another hospital. That isn't in the Murrumbidgee health system, though. There are very limited birthing hospitals
in a very big area out our way, yes.

Ms FELICITY WILSON: In your submission, you spoke about the recommendation from the 2022
parliamentary inquiry and the recommendation about the rollout of the gold standard midwifery continuity of care
models. You stated in your submission that, although that was marked as completed, the CWA doesn't view that
recommendation as completed. Could you talk to that for us?

TANYA JOLLY: I think it's not complete because why are we still travelling these great distances to
other hospitals? If it was complete, we would have all these services readily available at Griffith. Again, we've
got this you-beaut hospital where we have a shortage of doctors. We have a shortage of all these facilities. If
something was complete, wouldn't it be working? If it's not working, it's not complete.

Ms FELICITY WILSON: As has already been discussed, in your submission you spoke about
workforce shortages, particularly around the Griffith Base Hospital maternity unit. It says "chronically
understaffed". Has this been for a long period of time—decades or a number of years? To your knowledge, how
long has that been an issue?

TANYA JOLLY: A number of years, to my knowledge, yes. I've been hearing this story for a number
of years.

Ms FELICITY WILSON: Do you have examples of where alternative models have been effective in
ensuring that you have maternity staff? Is it incentivising the workforce? Is it about the qualifications that are
given to training for GPs? What has worked in the past that you think could work to increase the capability of the
workforce that does exist?

TANYA JOLLY: I don't know. I think attracting staff in the first point out to rural areas would be one
of the—and Griffith isn't rural; it's actually regional. But attracting staff is our biggest thing. Where are we going
to get the staff in the first place? Whether we split or don't split, we have a staff shortage. That is the biggest thing.
Sorry, I forgot the second part of your question.

Ms FELICITY WILSON: I just want to understand if, in previous times, before we saw these types of
workforce shortages—if we look back to when you think things worked well, what was it that was done differently
that made birthing and maternity services work well?
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TANYA JOLLY: Maybe it was more staff. To be honest, I don't know the answer to that one. Maybe
it was just a staffing thing.

Ms FELICITY WILSON: I also wanted to ask you about families—in particular, children. Not every
woman is a mother, but every mother is a woman. I'm sure it's something you hear quite significantly. When it
comes to access to health care and medical services for children, what are the main issues that you're hearing from
your membership or in your service? Are there specific types of illnesses or medical treatment where there are
issues or concerns, or is it general? What are you hearing the most?

TANYA JOLLY: It hasn't been broken down into sections specifically into that. Again, it's the travel
to the specialists that they will need, whether it is for orthopaedic or for cancer treatments or things like that. We
seem to have to travel great distances for anything we need to have in Griffith. But I'm also talking about your
Hillston, your Hay—all our services out there. Travel to our services is something that is quite huge. We don't
have those services.

Ms FELICITY WILSON: Do you find that if you can somehow master the travel, the services are
available, for instance, in Griffith? If it's specialists, are there still long waiting times or a lack of access?

TANYA JOLLY: Yes, there would be long waiting times, definitely. We have got some specialists in
Griffith, but a majority of them travel in. They come in, and that's great. But, of course, it's getting that appointment
when you need it.

The CHAIR: Ms Jolly, on that last point about specialists travelling in—you may not have this
information but, if you do, can you tell us where they travel in from?

TANYA JOLLY: I think a lot of them are coming from Wagga. They travel across from Wagga and
they might do two or three days. But I believe some come from Sydney. I'm not quite sure on that, but a lot do
come from Wagga or Albury, places like that into our into our area.

The CHAIR: That sounds positive. Going back—and I know that it's anecdotal and bits and pieces of
information that you've heard—you mentioned earlier that you've heard of people being discharged from Wagga
at 3.00 a.m., I think is what you said. What's the nature of those people? Are they emergency department patients
who get discharged at 3.00 a.m. or are they from general wards or coming out of surgery? What type of person is
being charged discharged at 3.00 a.m.? That must be incredibly inconvenient.

TANYA JOLLY: I'm aware that you're not allowed to mention specific cases. The story that I have
heard is that they were transferred in an ambulance from Griffith to Wagga, so I guess it would have been to the
emergency department. Then they were seen over there. By the time they do tests and everything else—it all takes
time—they were discharged at three o'clock in the morning. So they had to just sit, while they rang someone who
travelled over from Griffith, and wait.

The CHAIR: TI'll check in with the local health district when they appear later today. That was one
example you've just cited there. Is this something you hear frequently or is this something you fortunately hear
rarely?

TANYA JOLLY: I would say rarely to what I have been hearing. I guess since this split has been
coming up as a hot topic, you hear a lot more stories around it that way. That's the only way I would have heard
about this.

The CHAIR: Are you aware of orthopaedic services being available in Griffith, or is it your
understanding that everyone has to go across to Wagga?

TANYA JOLLY: My understanding is everyone has to go to Wagga.

Mrs HELEN DALTON: We had the inquiry in Griffith. The doctors in the Medical Staff Council of
Griffith Base Hospital are really at their wit's end and supporting the split. According to evidence given at Griffith
at the inquiry the other day, positions are not available. They're not funded by MLHD. We've had situations where
doctors have contacted other doctors to see what the availability of work was at the hospital. That's for specialists.
The hospital has no positions. When you're talking about a workforce shortage, what I'm saying to you is that's
what the CWA think. But, in reality, those positions are not funded. There are 70 positions to have that hospital
running at full capacity and 42 have been funded by the State Government, but only nine positions have been
filled. Do you know anything about that—that the MLHD have a policy of directing us to go to Wagga? You've
just said that orthopaedics are only at Wagga and that there has been a minimal service at Griffith. So did you
know that?

TANYA JOLLY: No, I didn't know that. That doesn't make sense. We have this you-beaut hospital that
would actually service a lot of areas, outlying from Griffith. If we can have all these services, if there was a crystal
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ball and this all worked and we could have everything we want in Griffith, it would be a win-win situation, without
taking it away from the services that we already have. I think that's the biggest thing. We don't want to lose what
we have, and what we have is very minimal, but we don't want to lose that. If we could better our services and
have our hospital to capacity, which it should be, I think that would be a win.

Mrs HELEN DALTON: It's about funding the positions, I think, and the funds are being kept in Wagga,
rather than dispersed to Griffith.

TANYA JOLLY: Yes.

The CHAIR: That will be an excellent question for the local health district this afternoon. Thank you,
Ms Jolly, for your incredibly valuable time today and your incredibly important insights and knowledge. We're
lucky to have you appearing before us today. You will be provided with a copy of the transcript of your evidence
today for any corrections that you feel are needed. Committee staff will also email to you any questions that we
as a Committee develop following hearing from you today, so we may or may not do that. If we do that, we will
email them out to you, and we ask that you and the CWA try to respond to those within about two weeks, and talk
to us if that's not possible please.

(The witness withdrew.)

(Short adjournment)
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Mr BRAD GELLERT, Manager, Policy and Advocacy, Cancer Council NSW, before the Committee via
videoconference, affirmed and examined

Ms BRENNA SMITH, Manager, Communities, Cancer Council NSW, affirmed and examined
Mr BEN McALPINE, Director of Policy and Advocacy, NSW Council of Social Service, affirmed and examined
Ms ELYSE CAIN, Policy Lead, NSW Council of Social Service, affirmed and examined

The CHAIR: I welcome our next witnesses. Thank you all so much for appearing before the Committee
today. Please note that Committee staff will be taking photos and video that we intend to use for our social media
and public engagement. If you have any concerns about that, please let us know and your concerns will be
accommodated. When providing your evidence today, we request that you refrain from sharing other people's
medical histories or personal details, including your own family members. Please also avoid naming specific
medical practitioners, including doctors, nurses or any other medical staff. Before we start, do you have any
questions about the hearing process?

BEN McALPINE: No.
BRENNA SMITH: No.
BRAD GELLERT: No.
ELYSE CAIN: No.

The CHAIR: I imagine you've all done this more than once. Certainly, Mr McAlpine, I think I've seen
you more than my wife over the last four years.

BEN McALPINE: I have no comment on that.

The CHAIR: NCOSS are great. They're always making submissions and commenting on particularly
this Committee around community services because that's the space NCOSS works in. Would you like to make a
short opening statement before we begin? I will go to the Cancer Council first and then to NCOSS.

BRENNA SMITH: Good morning. I'd like to begin by acknowledging the traditional custodians of the
land we're on today, the Gadigal people of the Eora nation, and pay my respects to Elders past and present. Cancer
Council NSW are committed to making cancer outcomes fairer for everyone across the State, regardless of where
they live. For people living in parts of the Murrumbidgee, they are more likely to be diagnosed and less likely to
survive cancer when compared to the national average. This is despite New South Wales having some of the best
cancer outcomes in the world. For example, five-year cancer survival rates are 22 per cent lower than the national
average in Young, 17 per cent lower in Hay and 16 per cent lower in Narrandera. Additionally, cancer incidence
is 14 per cent higher than the national average in the Griffith region and West Wyalong, and 11 per cent higher
than the national average in Narrandera and Gundagai. For adults living in Murrumbidgee LHD, cancer care
services are available at Riverina Cancer Care Centre in Wagga Wagga, Griffith Base Hospital, Griffith Cancer
Care Centre and Young Health Service.

With the LHD covering more than 125,000 square kilometres, patients often need to travel long distances
to access cancer care and diagnostic and screening services. There is also currently no dedicated cancer
accommodation facility operating within Griffith. This can mean that within the LHD, some people have a
six-hour round trip to receive cancer treatment. Mr Chair, thank you for focusing on health services in the
Murrumbidgee LHD. While we remain neutral on whether the LHD should be split, we urge the Committee to
consider recommendations from past rural health inquiries—in particular, the reports from the Select Committee
on Remote, Rural and Regional Health, which many members here today were part of.

To make cancer outcomes more equitable in regional areas such as Murrumbidgee LHD, we wish to
highlight that transport and accommodation are essential for people living in rural communities—they aren't
extras, but necessities; the IPTAAS scheme, which helps with travel and accommodation costs, be reviewed every
year, with community feedback, to make sure it still meets people's needs; community transport be fairly priced,
with clear pricing benchmarks set; not-for-profit transport groups like Cancer Council NSW be included in the
planning and coordination of transport services by Murrumbidgee Local Health District; practical support services
such as accommodation and transport be culturally safe and responsive for everyone in the area, especially
Aboriginal peoples; greater investment in preventative health activities, including initiatives aimed at lower
smoking rates and increasing participation in cancer screening programs. Cancer Council stands ready to help the
Government and NSW Health to make cancer outcomes more equitable across rural New South Wales through
ongoing effort, innovation and collaboration. Thank you for allowing us to share our views, and we welcome any
questions.
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BEN McALPINE: [ also start by acknowledging the traditional custodians of the land we are on, the
Gadigal people, and pay our respects to their elders, past and present. I also acknowledge First Nations people in
the room or online today. My name is Ben McAlpine and I am the director of policy and advocacy at the
NSW Council of Social Service. With me is Elyse Cain, policy lead for health at NCOSS. We are here on behalf
of our members and the many local organisations who work every day for better health and wellbeing in
New South Wales. Communities in the Murrumbidgee region are facing real challenges. Compared to the State
average, patient experience is poorer and more people live with chronic illness. Since 2020, the number of people
in the region who can't afford to see a GP has increased by over 300 per cent. More than one-third cannot afford
specialist care. Almost one in three are turning up to emergency departments simply because they can't get a GP
appointment, and half of those living below the poverty line cannot afford their prescribed medication or the travel
to access care.

These are not abstract statistics; they represent real people going without essential care. NCOSS believes
the solution should focus on two areas. First, make it easier to access health care through better transport options,
a funded regional workforce strategy and expanded digital health options. Second, improve service planning and
resource allocation, with genuine community co-design and cross-sector collaboration, needs-based funding and
proper support for Aboriginal community controlled health organisations. Splitting the LHD may contribute to
better outcomes, but NCOSS believes that directly addressing the underlying systemic issues will create the most
meaningful change. Thank you, and we look forward to your questions.

The CHAIR: I wanted to start with the Cancer Council. Why don't we have cancer treatments in every
hospital and medical centre right across New South Wales?

BRENNA SMITH: I'm going to throw to my learned friend Brad online to answer that question for
you.

BRAD GELLERT: Of course, I'm happy to take that one, Brenna. It is really important that people
have access to cancer treatment as close as they can to where they live. There is a sort of a direct correlation
between outcomes and your distance to a cancer treatment centre. However, cancer is not a homogenous group of
illnesses. Some cancers are ones which can be treated in a manner that is—I don't want to use the term "simple",
but where treatment and care can be done in a regional setting. It doesn't need to be in a major tertiary hospital.
There are, however, some cancers that are so complex that actually for a person to have a decent chance of
survival, they need to be treated at very specialised cancer hospitals, which are often based in major metropolitan
areas.

These are cancers which are often rarer. They often affect younger people, like children, and they need
to be treated in high-volume centres. What you don't want if you're someone with one of these types of cancers is
to have an organ resected or have your treatment directed by a medical professional who is qualified but might
not have the experience necessary to perform that specific procedure. That's one of the reasons why we don't have
cancer treatment centres in every town. I guess the second reason would be they are quite capital heavy. They
need adequate staffing. There are specialist pieces of equipment that are required for them. Often in an
environment where there are constrained resources, they are naturally put in places with higher populations of
people.

The CHAIR: That final comment leads me to the question about a part of your submission around PET
scan machines. I don't know what P-E-T stands for, but I've heard of PET scan machines. Can you just explain
their role in diagnosis? I don't know if you've got any sense of the cost of them or any sense of the medical
specialisation that you need to read and interpret a PET scan.

BRAD GELLERT: I don't want to give you incorrect answers here; I'm not a medical professional
myself.

The CHAIR: I appreciate that.

BRAD GELLERT: A PET scanner—positron emission tomography—is a fairly complex diagnostic
procedure requiring a large, expensive machine. To do it, you need to have adequately qualified people with
radiography and radiology experience to be able to do that. They are involved and used in the diagnosis and
monitoring of people with cancer because they can provide quite an accurate picture of the spread of disease in a
person. They aren't located everywhere because they are big, expensive and require really qualified people to be
able to do it. That would be the limit to which I'd be able to offer any kind of insight on the issue of PET scanning.

The CHAIR: Yes, all good. I do apologise. I wasn't trying to put you on the spot.
BRAD GELLERT: Of course.
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The CHAIR: I want to throw to NCOSS and ask a question about poverty, because I think that poverty
and access to health services are linked. The centres that you identified in your submission that experienced the
higher levels of poverty were actually in and around the denser urban areas, which is contrary to my initial
thinking. My initial thinking was that the high levels of poverty would be in the rural and remote areas. Just
explain where, why and how poverty shows up more in the dense areas.

ELYSE CAIN: I can provide a little bit more clarity, I suppose, around what we had included in our
submission around that poverty distribution, and then Ben can probably speak to some of the more detailed
nuances around poverty. Certainly, when we looked at poverty rates across the Murrumbidgee LHD there are
areas with higher concentrations of poverty in the northern areas, so Narrandera, Hilltops. That's the percentage
of the population who are living in poverty. But when you're looking at the numbers of people in poverty, it's
certainly in the more populated areas simply because they're more densely populated. There are more people living
in those areas and that's where you do tend to see the higher numbers of people living in poverty as opposed to
higher rates of poverty in relation to the general population.

The CHAIR: Mr McAlpine, you mentioned in your opening statement finance and the financial barrier
to accessing health care. Am I right in interpreting what you said to say that if you are lower down on the poverty,
or you experience greater poverty than other people, you're more likely to turn up at an ED for your health care
as opposed to going to a GP? Is that what you were saying?

BEN MCcALPINE: Yes. If we think about some of the key barriers to accessing a GP, for example,
certainly access is a key one. But what the research really showed was that the affordability was a critical issue.
I think the stat was one in three people were delaying seeing a GP because of costs and, therefore, ending up at
emergency departments. Because of the cost impost, they are delaying seeking that help until it's escalated to a
point where they end up in an ED.

ELYSE CAIN: Sorry to interrupt, but just expanding on that, when we're talking about people turning
up to EDs because they were unable to get a GP appointment, certainly affordability is a big part of that. But
secondarily to the poverty aspect, it's around the geographical disadvantage as well. When we look at that statistic,
I think it's one-third in the Riverina region are turning up to EDs because they can't get a GP appointment as
opposed to about 23 per cent across New South Wales. There is a disparity between regional areas and the rest of
New South Wales—and certainly Greater Sydney.

The CHAIR: [ just want to clarify another thing from your opening statement. I think that you said that
the data or the detail was coming from 2020.

BEN McALPINE: It was looking at the change between 2020 and 2024.

The CHAIR: You don't have anything more recent. Obviously, I'm aware the Federal Government is
doing a lot to try and trend back towards bulk-billing. You don't have anything more recent than that?

ELYSE CAIN: No. Our most recent data in relation to the 2024 patient experience research that we've
done, which is based on 2023 census data, are those 2024 results. That's the most recent data that we have.

Ms FELICITY WILSON: Thank you very much for joining us today. Appreciate your contribution
and the work that you do across communities across New South Wales. Both of your submissions and your
contributions speak, in particular, about transportation and solutions. We all understand that it's a vast geographic
area and there's no one-size-fits-all solution. Brenna, in the submission that you put forward, you speak to the
volunteer drivers within the Cancer Council's own Transport to Treatment service. I'm wondering if you can speak
to whether or not this service meets all demand. Is there excess demand? What support are given to volunteers,
for instance? I'm also conscious of the fact that we've got a fuel crisis occurring at the moment. Can you maybe
just give us a little bit of information about that service?

BRENNA SMITH: Cancer Council delivers two Transport to Treatment areas across Murrumbidgee
LHD, one located supporting the Griffith community and the other one supporting the Wagga Wagga community.
We have a team of volunteer drivers that deliver that service. It's a free service that we offer to eligible cancer
patients that often have no other means of travelling big distances to and from receiving their cancer service. What
we have seen—particularly as a result of the current fuel crisis at the moment—is over the past four weeks we've
received 100 per cent increase in clients referred to our Transport to Treatment service compared to the same four-
week period last year. What we also see is that we understand that—and we're hearing from clients directly that
they're concerned about the rising costs of petrol and how that will impact their ability to drive themselves to
access treatment as well. We're seeing this result in new clients seeking or relying on our Transport to Treatment
service to ensure that they can get to their cancer treatment, and clients seeking access to petrol vouchers and other
supportive care services that Cancer Council are offering at this point in time.
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Ms FELICITY WILSON: Are you able to meet all of that demand or are there people that go
unserviced?

BRENNA SMITH: We always—unfortunately because it is a volunteer service with limited resources,
we often have unmet need in community. With any regional and rural Transport to Treatment service unfortunately
there is unmet need from week to week. We try and work as closely as we can with the local health district to try
and find another transport solution for that particular client.

Ms FELICITY WILSON: You both spoke to the IPTAAS scheme. Brenna, in your submission, you
said that the IPTAAS subsidies have been improved but, Ben and Elyse, you spoke to recommendations around
expanding the IPTAAS scheme. Could you maybe expand on that for us today to let us know what you're
proposing?

ELYSE CAIN: I guess it's twofold. One of the issues that we refer to specifically in our submission,
and have mentioned in other inquiries, is the eligibility restrictions around community transport providers, or
people being able to access community transport through the IPTAAS scheme. There's a very specific stipulation
in there that community transport providers who already receive government funding are not an eligible service
under IPTAAS at the moment. That means where somebody lives in a region where community transport is their
only option to be able to access health care, if their provider is already receiving some government funding then
that person is unable to access IPTAAS subsidies for that mode of transport. We believe that is just an overly
restrictive eligibility requirement that only disadvantages the person who needs to access the health care. Our
recommendation in the past has been to remove that requirement.

When we speak about expanding options under IPTAAS, we are referring specifically to expanding the
range of eligible service types that people are able to access with the IPTAAS subsidies. At the moment, you can
only access IPTAAS subsidies for travel to specialist dental services, for example. We believe that it's really
important for people to be able to access general dental services and still receive that IPTAAS support. General
dental, particularly in the context of oral health prevention and preventing further dental injury and harm, is a
really huge issue across New South Wales, but certainly most in the regions. We also know that the ministry have
been expanding the list of eligible services to other key service types in the region. For example, we think women's
health screening and paediatric allied health services are well worth considering if further investment to the
IPTAAS scheme were provided, and the list of eligible services were enabled through that additional funding.

Ms FELICITY WILSON: You spoke in your submission about the disproportionate impacts of the
funding models on Aboriginal community controlled organisations and you also spoke about having Aboriginal-
led solutions as one of your recommendations moving forward. Can you speak a little bit to how Aboriginal people
and Aboriginal community controlled organisations are impacted in the district and what your view would be
about how to improve outcomes for Aboriginal people?

ELYSE CAIN: I can speak broadly to the first comment around how particular funding models impact
ACCOs and ACCHOs in the regions. Not wanting to speak for our First Nations colleagues, but from what we
have heard in conversations with them, when we talk about short-term funding cycles, we know that impacts our
sector right across the community services sector, both non-Indigenous and Indigenous organisations. These are
services that support the most vulnerable, the most disadvantaged in our communities and people who would
otherwise fall through the cracks and not necessarily be plugged into the public system. They really rely on
continuous, ongoing, stable and trusted relationships with community service providers to be able to access the
support that they need. That's true across the community services sector but particularly for First Nations
communities and the First Nations-led organisations that support them.

Those trusted, stable relationships are absolutely everything. When you have an Aboriginal-led
organisation that's providing support in the community and then their funding is not renewed or roles are not
continued because the funding is short term and those organisations and trusted people are unable to continue
serving the community, it causes such a huge disruption in terms of people being able to access that ongoing
support and really increases distrust in the community for the types of services that they have been receiving as
well. Ben, is there anything you want to add to that?

BEN MCcALPINE: 1 would emphasise that everything that Ms Cain just spoke to undermines
self-determination. These organisations, these communities, have the right to be able to make these decisions with
and for their communities. When we are putting restrictive controls or limited contracts, it completely prevents
them from being able to actually live and breathe self-determination, which is a critical part of Close the Gap and
other commitments.

Mrs HELEN DALTON: Just going back to the point about breast screening, are you aware that Griffith
women who are referred to the Wagga BreastScreen centre are not eligible for IP TAAS?
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ELYSE CAIN: No, that's not an issue I've been aware of.
BEN McALPINE: We are not aware.
BRENNA SMITH: I'm not aware either.

Mrs HELEN DALTON: TI'll have to follow up on that because I've just been alerted today that that's
the situation.

BRAD GELLERT: Just to jump in, that is the case with IPTAAS and preventative screening.
Mrs HELEN DALTON: So even if you're referred to Wagga, you're still not eligible?

BRAD GELLERT: It's my understanding that preventative screening services are not covered under
IPTAAS.

The CHAIR: So you can claim IPTAAS for treatment, but not for screening?

Ms LIZA BUTLER: Because it's not a specialist. It can't be a specialist GP or a general service. Hence
your dental. It has to be a specialist.

Mrs HELEN DALTON: To your knowledge, how often does the Murrumbidgee Local Health District
consult with you guys and the community when planning and making decisions for the local health services? Do
they consult with you?

BRENNA SMITH: I'm happy to answer that question. Cancer Council welcomes the opportunity
always to work with the local health districts, and we do so particularly when we're planning those supportive
care services, those wraparound services, for people undergoing cancer treatment. Where we do work the most
intimately with the LHD is really relating to specific client needs. It might be within the cancer treatment services
to change appointments so that we can schedule more people to fit into our free Transport to Treatment service
across that community footprint. It's more an individualised, client-focused opportunity at the moment. But, as
I said, we'd really welcome the opportunity to be part of those initial conversations when an LHD is planning the
development of a new hospital or new cancer services. Cancer Council, as one of the not-for-profits in the area,
welcomes the opportunity to be part of those conversations.

Mrs HELEN DALTON: You would think, with strategy particularly, that it would be fair and
reasonable that they would consult with you?

BRENNA SMITH: We would welcome that, yes.
Mrs HELEN DALTON: But it's only in case-to-case situations?
BRENNA SMITH: Yes.

Mrs HELEN DALTON: Are you aware of any campaigns or initiatives run by the Murrumbidgee Local
Health District that have led to positive outcomes for its residents?

ELYSE CAIN: We are not aware—and that's not to say that it hasn't happened, it's just we don't have
that local information. To your previous question, Helen, if I may, we at NCOSS have not had direct engagement
with the Murrumbidgee Local Health District in terms of service planning. That's across the board with other local
health districts, simply for capacity reasons. We tend to engage mostly with the central Ministry of Health.
However, we do know that it is on their radar for local health districts to do more service planning in close
partnership with the local community services sector because that was an outcome from the Special Commission
of Inquiry into Healthcare Funding. So they are conversations we're having with the central Ministry of Health as
to how we can support that local service planning, in closer collaboration with local health districts.

Mrs HELEN DALTON: We learnt this morning that Murrumbidgee Local Health District doesn't really
have any KPIs to meet. If they're not talking to you on a regular basis about the statistics and targeting resources,
then how do you see them improving our health outcomes?

ELYSE CAIN: I think that's why one of our key recommendations has been around formalising closer
collaboration with the local community and community services sector, particularly when it comes to service
planning and needs assessments with the local health districts. Certainly more targeted investment that's really
data driven and based on the actual make-up of population needs, social determinants of health, all of which needs
to be done in partnership with the community services sector and local communities as well. That's certainly what
we would hope to see is the direction in service planning going forward.

Mrs HELEN DALTON: 1 would have thought it was crucial and essential to actually target the
resources where they're needed, where the problems are.
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Ms LIZA BUTLER: Thank you for joining us today and the powerful insights that you provide in
regional areas. If the bill doesn't pass, what changes would the Murrumbidgee Local Health District need to make
to improve the health care in rural and regional areas? Considering the same amount of funding—same
everything—what are some really good strategic things that they can do to address the issues that we're facing?

BRENNA SMITH: I'm happy to answer that. I was just going to simply say that, as I've said before,
I think conversations with those key stakeholders and community are essential to ensure that the LHD has a really
clear understanding of what is happening in a community and happening across the community sector, to be able
to inform any future development or future service planning at an LHD level.

BRAD GELLERT: Just to add to that, I would also say it's been covered pretty broadly in a lot of detail
in previous inquiries—in particular, the Special Commission of Inquiry into Healthcare Funding—that the
budgeting and the allocation of resources for LHDs needs to be done on a needs basis. Populations change over
time; they're not static. Assuming there is a relatively stable budget, there needs to be an agreement forged with
the central government about the way that funding is allocated across the State. It needs to be done both on current
need and projected need as well.

ELYSE CAIN: NCOSS is very much aligned with what our colleagues at the Cancer Council have just
outlined. The only thing that I would add is certainly greater investment in the regions is something we always
call for. Obviously, if the funding envelope or allocation to the LHD remained the same, certainly a lot can be
done in terms of how those resources are actually allocated and distributed across the region. We would also be
stressing that priority needs to be given to plugging particular service delivery gaps where we know they exist,
investing in social infrastructure to attract and retain a stronger regional workforce, as well as, as we've mentioned
earlier, the really close collaboration with local communities and the social services sector around local service
planning and needs assessment.

Ms LIZA BUTLER: In the allocation of funding now within the health district, do you see a disparity
based on population? If you look at the per head allocation in the Murrumbidgee Local Health District, is there a
disparity between the western Griffith side and Wagga?

BRAD GELLERT: I don't have that specific level of detail. The broader general concept of it has been
extensively covered in the Special Commission of Inquiry into Healthcare Funding. But the way the funding is
split between individual parts of the Murrumbidgee LHD, I'm sorry, I don't have any strict insight into.

BEN McALPINE: We would agree. We don't have visibility of that information. The only other thing
I would add is, again, if we're talking about how could we better spend existing funds and change practice, the
same message that we give in almost every forum and inquiry is, as much as possible, shift that funding envelope
towards prevention and early intervention. The IPTAAS example that we were talking about before, where we
will subsidise travel to treatment but not to the screening or to general dentistry, these are the types of services
that would prevent very expensive crises and significant services down the track. That is a critical message. As
much as possible, acknowledging that there may be constraints within budgets, we need to be moving that funding
up the chain so that we can prevent these problems from occurring in the first place or at least getting worse.

Ms DONNA DAVIS: When we were in Griffith, we heard from quite a few groups about systemic
racism in the health system and the sense that services were not as easily accessible as they should be because of
that. I note that in your report you state:

First Nations people, migrants, refugees and those on temporary visas face systemic racism, stigma, and lack of culturally safe,
integrated healthcare. Intersectional barriers result in these groups often missing out on needed services.

Are you able to expand at all on how splitting the Murrumbidgee Health District would actually address that
underlying issue? There's obviously a connection between that demographic and poverty as well. Do you feel that
that is a solution to assist those people or are there other things we should be looking at?

ELYSE CAIN: It's hard to say long term what some of the solutions are around addressing systemic
racism in the healthcare system in general. Certainly from the point of view of this inquiry, I don't believe that
splitting the local health district would move the needle in terms of addressing those particular issues, which can
be very ingrained in institutional culture.

BEN McALPINE: Two things that I would call out that were in our submission, and I would agree with
Ms Cain's message that the splitting of the LHD in and of itself wouldn't address those issues. It's the things that
we've already talked about. The community co-design would be a critical way forward, looking at the workforce
structure, what the workforce looks like and how it interacts with the community, and also we were talking about
Aboriginal-led solutions. Sometimes the solution is not trying to change the existing system to address some of
the systemic racism; it's actually creating that Aboriginal-led solution, which inherently won't have that systemic
racism built into it.
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Ms DONNA DAYVIS: We also note that in regional areas like the Murrumbidgee, there is an increasingly
larger reliance on Pacific and other immigrant workers, particularly in the farming sector. From the work that
you've done on the ground, what more can we do to ensure that they're aware of the services available and to
actually be able to provide more preventative health services to support them?

ELYSE CAIN: I think, again, that comes back to really close collaboration and partnerships with the
local community services sector. We have seen this work before when COVID hit and, all of a sudden, local health
districts, the central Ministry of Health and other government agencies were suddenly needing to scramble and
get really vital information out to vulnerable, marginalised communities. The community services sector stepped
in and worked in very close partnership with those government agencies to get those messages across. We saw it
work. Unfortunately, some of those partnerships and relationships which were informal, necessarily so because
of the pace at which everything had to be rolled out, it has rolled back over the years. We are now in a situation
again where it's business as usual service planning with very little close consultation with the local community
and the services sector. We really do want to see that improving going forward. That's where you're going to get
the most traction and change on the ground in terms of getting those preventative health messages across, having
those warm referrals through to those essential health services where they exist, and really ensuring that those
local networks are as supported as possible.

Ms FELICITY WILSON: You spoke about workforce strategy, and it's a common theme, clearly,
particularly across regional parts of the State and country. ['ve got a very specific interest in birthing services and
midwifery. Do you have any evidence from your members or advice that you can share with us about particular
workforce strategy and around ensuring that we have the right resources to support women through maternity?

ELYSE CAIN: We don't have specific information, but we know that our colleagues at Women's
Health NSW have been working on this issue for quite a while. The sorts of issues and challenges that they report
seeing in the Wagga and the Murrumbidgee region around access to birthing and abortion services are quite
extensive. There's a lot of cross-border work that goes on in supporting their patients to go across the border to
access some of these services where they're not available in the Murrumbidgee region. Broadly, we talk about
workforce strategy requiring dedicated additional investment in social infrastructure in the Murrumbidgee region
to make sure that there is affordable housing, child care and other essential services available to support a local
workforce. That does apply broadly, and obviously that would also apply for supporting a local maternity
workforce as well. But for more specific details around what's needed in that particular subspecialty, we would
be directing you towards our colleagues at Women's Health NSW.

The CHAIR: We have the Nurses and Midwives' Association coming this afternoon. On that note,
I thank our panel of witnesses for appearing before us today. Your insights have been incredibly valuable. You
will be provided with a copy of the transcript of your evidence for any correction that you believe needs to be
made. Committee staff will also email any questions taken on notice today—there weren't any—and we, as a
Committee, may develop supplementary questions and send them to you. If we do that, we ask you to try to turn
those around in two weeks. If that's a problem, please talk to us about that. The Committee will now break for
lunch and return at 1.15 p.m.

(The witnesses withdrew.)

(Luncheon adjournment)
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Ms FIONA DAVIES, Chief Executive Officer, Australian Medical Association (NSW), affirmed and examined

Dr RACHEL CHRISTMAS, President, Rural Doctors Association of NSW, before the Committee via
videoconference, affirmed and examined

The CHAIR: We thank you for appearing before the Committee today to give evidence. Please note the
Committee staff will be taking photos and videos that we will potentially use for social media and engagement. If
you have any concerns about that, please let us know. When providing your evidence, we request that you refrain
from sharing other people's medical history or details, including family members. Please also avoid naming
specific medical practitioners, including doctors, nurses or any other medical staff. Before we start, do you have
any questions about the hearing process?

RACHEL CHRISTMAS: No, I don't.

The CHAIR: Excellent. Would either of you like to make a short opening statement before we begin
questions?

FIONA DAVIES: Good afternoon. I'm Fiona Davies, the CEO of the Australian Medical Association.
We're an independent medico-political organisation representing doctors across all career stages across New South
Wales. On behalf of AMA NSW, we're grateful for the opportunity to contribute to this inquiry into the proposal
to split the Murrumbidgee Local Health District into the Western Riverina Local Health District and the
Murrumbidgee Local Health District. This is the second time recently when we've given evidence on a similar
matter and our evidence will be very similar.

AMA NSW recognises the significant challenges faced by the Murrumbidgee community and by regional
communities across New South Wales. We acknowledge that under-resourcing and overstretching of hospitals
and primary care clinics across the region limits access to timely and appropriate care for residents who depend
upon it. With the Wagga Wagga Base Hospital remaining the only referral-level hospital in the facility and facing
significant budget and capacity issues, residents are forced to travel or resort to ED for non-emergent care. We
recognise these challenges place immense pressure on patients, doctors, nurses and allied health workers within
the Murrumbidgee. However, we'd like to emphasise that these issues are not unique to the region.

Rural and regional communities across our State face similar challenges with underfunding, workforce
shortages and the need to travel for care. Addressing systemic issues with a district split would only create
additional cost, would exacerbate the current adversities and place further strain on already scarce resources.
Instead of looking to restructure or reform, our health districts need to look at supporting the system-wide planning
in collaboration with communities throughout rural and regional New South Wales. This should include
expanding the role of education and training to better support a sustainable workforce. It means including
appropriate funding for rural and regional health services and implementing many of the recommendations that
are clearly set out in the Government's own Special Commission of Inquiry into Healthcare Funding, which
notably also does not recommend a district split. I'm happy to take any questions.

RACHEL CHRISTMAS: [I'm the president of the Rural Doctors' Association NSW, and I also
appreciate the opportunity to present to you today on the proposed health services amendment and splitting of the
Murrumbidgee health district. We are an organisation committed to improving health outcomes for rural and
remote communities across New South Wales, and we strongly oppose the proposal to divide the Murrumbidgee
health district into two separate local health districts. We're worried that this will increase administrative
complexity, red tape and bureaucracy without actually improving the delivery of health care across these rural
communities, and especially in the smaller rural communities, which are already under strain. In our view, the
challenges faced within the MLHD require better coordination, compromise and governance reform, not structural
fragmentation, because we do not see that this will benefit any of the communities involved.

The CHAIR: I start with a question to you, Ms Davies. When we have a medical specialist working in
an area—let's say an orthopaedic specialist, as an example—what's the expectation or the requirement for them to
have a certain turnover of patients that they see to utilise their skill set, and how frequently or at what volume?
What's the risk of them not seeing that frequency and volume of patients if they're in a smaller area, where their
services just aren't used very often?

FIONA DAVIES: This is a really significant issue, and all of the colleges and societies will have
requirements for what specifically is the utilisation and skill mix that specialists in all sorts of different areas will
require. I'm happy to take on notice what the specifics would be for specific services. What we know is that we
want non-GP specialists—surgical and non-surgical—to be able to access a broad range of clinical work. It keeps
their skills up to date. It keeps them delivering the same professional excellence as a metropolitan surgeon would
have, or a physician. That does not mean they cannot provide services in smaller facilities. In many instances, it's
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not necessarily the challenges with the surgeon that limit the smaller facilities; it's often nursing and it's often
allied health staff.

But it's actually the great benefit of the system we have in New South Wales, where we have a range of
different facilities, where we should be looking to utilise those facilities for the things that are appropriate.
Sometimes smaller facilities are used for less complex cases or day procedures, while you keep a base of
large-facility services that people are able to access as close to home in their region. Now, that may not always be
their nearest base hospital, but the difference for regional communities in being able to access a service in
somewhere like Wagga—that may still be a two- or three-hour drive away, but is not Sydney—is significant.
That's what we really need to be aiming for, for our rural and regional communities.

The CHAIR: Dr Christmas, do you want to comment on the question I just posed?

RACHEL CHRISTMAS: Again, I'm not sure of the exact requirements for each specialty and what
their turnover needs to be. But if we have an availability of surgeons or physicians who are in a greater pool from
a larger area, they can go there more easily across known pathways to provide those services, either on a locum
basis or a fly-in fly-out regular appointment. It's nice to have resident surgeons, resident orthopaedics, resident
0O&G—resident every specialty that you need. But a town can't necessarily provide all of those things, even though
that might be desirable, and so there have to be ways to do that. You need those relationships and those pathways
to be able to do that. That's often on a larger scale, so using a base hospital such as Wagga base, where those
specialists are available, or further afield—from Albury, for example. We also have to remember there are smaller
communities that need to be looked after. I agree with Ms Davies that the longer distances are not ideal. However,
our referral hospital for the Murrumbidgee Local Health District is Wagga. That's where they provide those
services, and that's certainly much preferable to going to Sydney or Canberra further afield.

The CHAIR: I don't need either of you to take on notice the question about the exact volume and nature
of the different specialties. Can I ask a question this way: Is there a point where a specialist isn't practising enough
of their specialty at which point they risk losing their accreditation or certification?

RACHEL CHRISTMAS: Certainly. For example, if you're in the town of Temora and you are an
obstetrician and you're doing five deliveries a year, then you don't keep up your skills. There needs to be a certain
amount of throughput to be able to keep up your skills. Griffith Base Hospital I'm sure is quite a busy centre at
times. If there are enough—one or two—surgeons doing the work regularly, then they'll have the turnover. I'm
not exactly sure of the numbers of surgeons they have on their books, then also using the junior medical staff as
well. But we also can't expect one or two doctors to be on call all the time. We also have to remember that there
is management of the fatigue side of things and how much someone is able to be on call for that. It's not just about
the numbers going through, but how sustainable that is for the individual physicians and surgeons providing that
service.

FIONA DAVIES: Yes, I'd agree. That is where having different sized hospitals with different
facilities—it means that you can rotate training, you can offer sustainable rosters. But it would be very difficult
to see Griffith hospital on its own function at a similar level to the way it's able to function within a networked
environment.

The CHAIR: I might come back to that. Dr Christmas, part of the submission from the Rural Doctors
Association—I'm talking about "3. Loss of Strategic Investment Capacity". We heard from the Cancer Council
earlier. They were talking about PET machines for the purpose of scanning and diagnosis and treatment of cancers.
What does a successful or good business model look like for the expensive purchase investment into a PET
machine? If you're going to make an investment like that, what does a good business model look like?

RACHEL CHRISTMAS: I've never looked into a business model for a PET machine. These are
incredibly expensive machines, so you do need to actually have enough throughput to generate the Medicare
billings to pay for that and for the radiology staff who are reporting on them. You have to be able to pay for all
the ancillary staff who are helping to run that machine. They are enormous investments for a health district. I know
Wagga would be able to use that because they'd have a bigger pool of patients for the entire LHD, but I would
doubt that a hospital the size of Griffith, with the small population in that area, would be able to see the throughput
to sustain a machine like that, because they do have to pay for themselves.

The CHAIR: That is because each use of the machine then becomes a Medicare claim.
RACHEL CHRISTMAS: That's right.

The CHAIR: The more times the machine gets used, the more you claim from Medicare, which sort of
self funds the machine?

RACHEL CHRISTMAS: Correct.
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The CHAIR: Whereas, if you've got it sitting there not being used for a number of hours each day, then
it's just an expensive piece of gear sitting in the corner that you've got to fund out of your own health budget
instead of a Medicare supplement.

RACHEL CHRISTMAS: Correct.

Mrs TANYA THOMPSON: Thank you both for your time this afternoon and for your submissions in
relation to this inquiry. Given that both of your organisations work right across New South Wales, I'm curious to
know what stands out about the Murrumbidgee LHD compared with other rural and regional LHDs across the
State?

FIONA DAVIES: From my standpoint—and I don't mean this dismissively—nothing, in some respects.
The stresses and distress and concerns of the communities in this district are echoed in every regional and rural
local health district. We heard all of the same themes in the Hunter New England inquiry—all of the same
frustrations. It's easy to understand why the communities in these areas are looking for some other solution, but
to be honest I can't think of a single regional or rural local health district that is not facing significant concerns
about access and the challenges that are faced by Murrumbidgee. Dr Christmas actually works in Murrumbidgee,
so may have some more on-the-ground intel, but that's my general view.

RACHEL CHRISTMAS: I'd agree with you, Ms Davies. The strains are all across the State—different
versions in different LHDs—because everyone will have their own particularly local issues, but generally they're
around the same things: access, workforce, and loss of services due to those reasons. It's a very emotive subject
to talk about when we're talking about communities because communities are missing out. I can understand why
there is a drive to change something, and I agree that this is not the thing to change. It's not going to solve the
problem of access. It's not going to solve the problem of workforce. There needs to be different solutions.

Every LHD is going to have some barrier, some block—whether that comes down to staffing,
governance, communication. These are very complex organisms. LHDs are huge. They involve lots of people.
They involve lots of budgets and it's a very complex organism because you're also dealing with smaller sites that
are run by local people and, you know, all of the complexities of each community. I can't say that the MLHD is
any different to anywhere else apart from probably its own geographic and possible administrative barriers that
are just pertinent to our area, but nothing special.

Ms DONNA DAVIS: Thank you for being here today and providing your insights. We heard when we
went to Griffith that locums make up approximately 16.5 per cent of the medical workforce in the Murrumbidgee
Local Health District. In comparison to metro districts, it's closer to between 0 and 2 per cent. What are your
thoughts on what we can do to reduce this number of locums and to add some more certainty to the workforce for
those medical professionals and for the patients?

FIONA DAVIES: I think that we absolutely need to look at the industrial arrangements for doctors
working in rural and regional areas. I am very pleased to say literally today the arbitration for the visiting medical
officers in New South Wales has commenced. That's the first major arbitration since 1994, and a key component
of our case is the need to ensure that we have much more significant incentives for doctors who work in rural and
regional areas. At the moment from 2007 there are small-ish incentives that recognise the significant contribution
of rural and regional doctors—the additional on-call burden, the heavier workload, the lack of junior medical
staff—but that needs to be much more significant than it is because, at the moment, it's much easier to get attractive
incentives for doctors in regional areas if they work as a locum compared to if they work under the standard
determination.

We would like the New South Wales Government and the Premier and the Minister for Health to pass
on to VMOs the back payment that was made to staff specialists and to junior medical officers earlier in the year.
Visiting medical officers did not go on strike this year, so we would appreciate if they could be recognised with
the same back payment arrangements that were extended to other doctors in New South Wales. I think that's one
of the big issues, but we also need to look much more effectively about how we partner with other hospitals and
how we bring a broad range of services but also how people get certainty that when they move their practice and
their family to a community, they're going to get access to the work that they need. We've got non-GP specialists
working—I don't know specifically in Griffith but in many other larger centres—who are actually struggling to
get the work that they need to sustain their practices.

If people are going to move their families, they do need that commitment and the knowledge that they're
going to get not just on-call work but a broad range of elective work available to them and that they're going to
be able to work on rosters and arrangements that are suitable to the way they want to work. We do need to see a
whole change. But we have an enormous level of enthusiasm from doctors to base their careers in rural and
regional areas. I was lucky enough to meet a number of interns during O-week, and was really excited by how
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many—we've got a lot of regional medical schools now, and that is really delivering a lot of regional doctors.
A priority area for the AMA's own Doctors-in-Training Committee this year is how many doctors in training
really want to base themselves regionally for their training instead of coming back to the city. So there are some
really great opportunities if we can probably stop talking about structures and start talking about how we make it
really attractive to base a career in a regional area.

Ms DONNA DAVIS: Dr Christmas, I'll come to you in a minute. I just wanted to expand on something
you said. You say that there are GP specialists. Is that the right term?

FIONA DAVIES: A non-GP specialist. GPs are specialists as well.

Ms DONNA DAVIS: For non-GP specialists, there's a risk if they don't get enough work that they won't
be able to sustain their practice. What is the problem? Is it nepotism in the system? Is it that services are just being
delivered at Wagga and Albury and not at other centres? Why is there a problem with them getting the work?

FIONA DAVIES: Budgets are a significant factor in regional areas. We have had two years of
insignificant increases to health budgets, and that disproportionately impacts on regional areas because of the
locum and high staff costs. We need to look at how we deliver services in a way that provides people with access
to an appropriate level of work and certainty of work and is appropriate for that site. But there are lots of really
interesting ways in which that could happen, where specialists may be based generally in one facility but will
actually go and work either back in a metropolitan area some of the time or in another larger facility. But budgets
and access to sustainable budgets for the non-emergency work throughout the course of the year is usually the
single biggest issue.

The fights about where services are provided is not—that's a bit of a simplification, given usually those
will be decisions that are made on a longer term plan. The Special Commission of Inquiry into Healthcare Funding,
though, had some excellent recommendations, which the Government has accepted, but I'm not sure it's
necessarily how we redefine clinical services planning from the ground up for communities. Rather than will we
do something here because we've had two people or we've had one person, how do we actually build a
comprehensive clinical services plan for access across the district? Those are the sorts of changes that we need to
see.

Ms DONNA DAVIS: Dr Christmas, do you want to add anything?

RACHEL CHRISTMAS: Yes, I would. I agree entirely with what Ms Davies has been saying. The
other thing is use of peripheral sites for the less complicated surgeries. We've seen the reduction of ability to
provide surgical services, for example, in smaller hospitals and peripheral hospitals where we have, for example,
GP anaesthetics. As those services are declined or actually abolished in these smaller centres, that puts more
pressure back onto the base hospitals. So if we're able to use the peripheral hospitals and have the funding to do
so, it has flow-on effects. In the GP sphere, it means that we have GP proceduralists—rural generalists with
anaesthetic skills and possibly surgical skills—who can use those peripheral sites. We've got visiting surgeons
who can then use those sites to help with the waitlist on the less urgent things like colonoscopies, skin surgery
and lower acuity procedures, which then allows the base hospitals to do what they need to do. So that's one aspect
where you could see improvement, but that needs to be funded. Currently there are great disincentives with the
funding to use those hospitals peripherally.

Ms LIZA BUTLER: Thank you for joining us. The RDA NSW submission notes that the recent
introduction of a rural director of medical services in the health district has been initiated. Can you expand on
how this role has had a positive impact on the district?

RACHEL CHRISTMAS: Traditionally, we've had a DMS, or a director of medical services, based in
Griffith and one in Wagga. What that means is that the two are quite caught up with their own hospitals in their
own areas, and the smaller hospitals, such as mine in Temora, don't have a representative. The rural DMS is
someone who is across the district who is actually there to support and take care of the administrative side, from
a medical perspective, of those smaller sites. That is important from a collegiality point of view, but also
understanding what happens in both sides of the district—the Wagga side and the Griffith side. That's somebody
who is across all of those issues who is not caught up in one or the other.

That's been a really important thing, especially for medical practitioners who aren't in those two hospitals,
because we still provide a significant amount of workforce for the district. That's one initiative that's been very
positive. The other in that vein, which has been a more recent thing in Murrumbidgee, has been the establishment
of a district medical staff council—an executive medical staff council—which has people from the
Murrumbidgee-Wagga side and the Murrumbidgee-Griffith side, allowing us to meet regularly and to bring issues
to the table. It's only just been established, but I think this is another step towards improving the communication
between the different hospitals and to bring up issues as they arise.
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Ms LIZA BUTLER: Just on that group that you formed, are there any external stakeholders—GPs, for
instance, or visiting specialists or the local health committee? Are they involved in that, or is it just staff at the
hospitals?

RACHEL CHRISTMAS: No, it's actually the medical staff, the representatives from different medical
staff. I am one of the executives from the rural GP VMO workforce, so I represent them at that level, and there
are some from the other medical areas across the MLHD, including the administrators—the directors of medical
services.

Ms LIZA BUTLER: But no community stakeholders?
RACHEL CHRISTMAS: No, this is not a stakeholder meeting; this is an internal one.

Mrs HELEN DALTON: Thanks for attending. We had an inquiry in Griffith and we heard from the
Griffith doctors, and there was a letter that was included from the Medical Staff Council of Griffith Base Hospital,
and they are supporting the split. The Griffith doctors said that Griffith Base Hospital already had its own
administrator, general manager, director of medical services and all the associated staff, so they didn't believe that
there would be a burdening bureaucracy because it was already there. What are your comments about that?

FIONA DAVIES: There's a lot more structure that goes into needing to coordinate an LHD than just a
hospital. You do need to then have the structure to negotiate your own contracts—LHD contracts are negotiated
with the ministry—to deal with the rotations of junior medical staff, to deal with legal and compliance issues.
New South Wales has not had a structure where we have just had single-hospital units. It's not a transferrable level
of administration with the way that the entire New South Wales health system is established, so it would be a
significant increase.

We didn't look at it in detail for Murrumbidgee, but I've seen the Murrumbidgee Local Health District
estimates of additional costs, and certainly similar estimates of additional costs came up in the Hunter
New England process. Actually, we talked quite a lot in the Hunter New England process about the Southern
NSW Local Health District, which actually has been one of the districts that for a long time did struggle, because
it had quite a lot of very small facilities and was trying to run a local health district structure. I think they've made
huge gains, but there are significant increases to administrative burdens and obligations that are beyond what
would be required to just run a hospital facility.

Mrs HELEN DALTON: You talked about the Hunter New England split. We didn't get a breakdown
of that cost. It was something like $200 million.

The CHAIR: It was $111 million.
FIONA DAVIES: I thought it was $100 million.

Mrs HELEN DALTON: It was $111 million, was it? Could we have a breakdown of where they got
that figure from?

FIONA DAVIES: I'm not sure either, but I recall $100 million being discussed. The requirements to
manage contracts, in our view, would not be insignificant, and that's not to in any way be dismissive of the
concerns of the doctors. It would also therefore be an anomaly within the structure we have in New South Wales.
You might be aware in Victoria, they're actually moving away from their single-hospital structure. There's a range
of factors that we've actually considered.

Mrs HELEN DALTON: I think they've got about 70-odd different health districts, and it's quite extreme
in that regard. The doctors also believe that they had a very good relationship with Wagga and that wouldn't be
severed with the breaking away. They said, "We value the relationship." I know it has been said that would be an
impediment, but they were very firm about that. What do you think about that?

FIONA DAVIES: Our experience is that relationships in health are very important. They're a big factor
in what keeps rural and regional communities and flows operational, but they are very difficult to maintain when
governance structures change because budget flows and incentives change. They are particularly difficult when
personnel move on. If you've got your connections and relationships—and they're also really difficult when
pressure is on and districts are accountable for their own districts. When you cannot access enough junior medical
staff, which is a very common problem that regional districts will encounter, suddenly those goodwill elements
and relationships change because districts have individual requirements to meet their own district requirements.

I'm sure Dr Christmas has seen this recently. We've certainly seen it, unfortunately, in many districts with
transfers of patients out to metro or other hospitals. That is becoming more and more difficult. A lot of that used
to rely on personal relationships. A lot of metropolitan districts are very hesitant to treat patients outside of their
own areas. Those are the things that often do come in over time. If you're in the same district, you are obligated
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to share resources and work together. Now, it's not always perfect. There are no districts that I'm aware of that do
not have some tensions between the hospitals within those districts, but the structure enforces a requirement for
cooperation that we do tend to see changes and breaks down over time. I've been spending a lot of my life dealing
with the Northern Beaches Hospital LHD, and it's a really interesting example of two hospitals that are 20 minutes
away, but merging those cultures back in together, because they have been in separate structures, is a really
significant undertaking. That's from doctors. The majority of doctors who work across all sites have good
relationships, and they're literally 20 minutes apart.

RACHEL CHRISTMAS: I'd like to build on something that Ms Davies referred to, which was the
interest in having people do their training in rural areas and working in rural areas, which is happening in the
general practice and the rural generalist space. We know that there's an increased uptake of rural generalism
training positions across New South Wales, which is really exciting, and they need training positions within health
districts where they can use their skills in a hospital setting, as well as a general practice setting. We need to be
able to move these people to areas where they can train.

Now, if those pathways across districts—for example, from Wagga to Griffith or in the smaller sites—if
we lose those pathways because of severance of the governance and the pathways that exist currently, that's
actually very difficult to reinstate. Moving junior doctors across into different parts of the district could actually
impact on training and being able to find the junior doctors to fill those positions and to allow rural generalists,
for example, to do their training in certain areas. I'm all for people training in place and for increasing the number
of training positions—whether that be in general practice, rural generalism or specialty training—but we have to
be very careful that we don't lose those training opportunities by actually severing those pathways.

Mrs HELEN DALTON: We learnt that the Government has funded 42 positions for our new hospital,
but they haven't been offered—those positions. Yet the Griffith doctors say that they do come in contact, or other
specialists and physicians contact them for a job, and Murrumbidgee Local Health District go, "There's not a job
here for you"—even though it's been funded from New South Wales Government. Do you think there's a complete
disconnect, or is the policy of centralisation alive and well where we just are not going to get those positions in
Griffith available?

RACHEL CHRISTMAS: [ actually don't know, Helen. I can't comment on the contracts. I haven't been
involved with that, and I don't understand why, if there are doctors willing to come locally, they don't have a
contract. I'm afraid I can't actually give any insight into that. I understand that's incredibly frustrating because we
all want doctors living in our centres.

Mrs HELEN DALTON: Will they want a contract? There are cases where somebody offered a job—a
husband in a rural place, like in an ag firm—and their wife was a doctor wanting a position at the hospital, wanting
a contract and was turned away. That happens time and time again to people that we do need.

RACHEL CHRISTMAS: I can't comment, I'm afraid, because I don't know the individual
circumstances.

FIONA DAVIES: I'm not aware of the individual circumstances either but, again, I have heard that
happen in regional hospitals. We've heard frustrations about delays in following up. This is not unique to Griffith
or to regional: delays in following up on people with offers, inability to be flexible enough. Often there'll be one
person, you'll get a urologist who happens to have an emergency physician spouse. There is not enough flexibility
and transparency within regional districts. These are the things that we really should be seeing which is what's
advertised, where are they going, what's the transparency of roles? Because that is a theme we hear across many
areas.

Where somebody is interested in working regionally, we should be doing everything possible to ensure
that that happens. I don't think that's a unique feature of this particular district, but I do think a key recommendation
should be that there should be far more transparency about interest in positions, because I think it has been too
easy for too long for the suggestion to be, "Well, there wouldn't be anybody interested in working somewhere."
I don't believe that's the case. I think we should have far more transparency about roles and appointments.

Mrs HELEN DALTON: That would lead to the question of should Griffith Base Hospital be doing
their own HR, because we are missing out on opportunities to get good people in.

FIONA DAVIES: There's an interesting suggestion as to whether that should be levelled up even further
and that it should be dealt with above or even with more assistance from NSW Health. That's a conversation we're
having about junior medical officers. It's an enormous amount of work that goes with recruiting and retaining
doctors. But wherever the function sits and the administrative burden—and it is a fairly significant administrative
burden; visiting medical officer roles are required to be reappointed every five years. Everybody involved in
working in the hospital should be aware of, and should have a clear line of sight on, positions—who follows up
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the references and reference checks and so on—which is, again, quite an administrative burden. It should not stop
from the fact that there should be absolute transparency across the district about where positions are, what roles
are being appointed to. Those would be things that could and should happen now across all regional hospitals in
New South Wales.

The CHAIR: I will note that, yes, in the other health inquiries that I've been a part of, and from the
upper House inquiry back in 2022, I think it was, recruitment for some reason across NSW Health doesn't go as
well as it could, if I'm being kind.

Ms FELICITY WILSON: Thank you very much, Dr Christmas and Ms Davies, for joining us today.
I had some questions about workforce. I want to understand if there are any components of the workforce within
the Murrumbidgee where we see there is a greater issue than in other areas. The recent AMA submission talks
about another area of interest of mine around maternity and birthing in other parts of the State. Are there specific
skills or capabilities that are unique to the Murrumbidgee district that are problematic for staffing and workforce
issues?

FIONA DAVIES: I'll let Dr Christmas go first as you're on the ground.

RACHEL CHRISTMAS: That's a very good question. I don't think there's anything specifically for
Murrumbidgee. I do know that there are threats to maternity services, not so much in the larger hospitals but
through the district hospitals but that is echoed right across the State. That's largely due to multiple levels of
staffing, so midwifery staff, theatre staff, GP obstetrics and GP anaesthetics, and that's a very complicated issue
beyond the Murrumbidgee health district. The challenges that we have in the Murrumbidgee, as has been said
before, are a statewide challenge. How do we get people the services they need close to home when there are
global problems, not just one specific to our health district? In answer to your question, no, I don't think there's
anything specifically about our region that we need to address for any particular craft group area or specialty area.
All of it is under stress because we are rural and because we're regional. The stresses are right across Australia,
really.

Ms FELICITY WILSON: The submissions talk about the ageing population in the region as well. My
question about maternity and birthing services then is is there a reduction in demand that's aligning with the
reduction in the service provision, or are we seeing that there's still demand and need for maternity and birthing
services that is just not being met in the district?

RACHEL CHRISTMAS: There is still demand. We are not reducing our population. Yes, we do have
an ageing population, which brings its own set of challenges, but in terms of birthing we need to be able to provide
women right across the State with safe birthing options from small hospitals through to the regional hospitals.
I don't agree that there's a reduction in need for that.

Ms FELICITY WILSON: We've seen evidence statewide and nationwide and some commentary
around the move to more homebirths but also how we would make things like homebirths safer with the increased
mortality that we're seeing there. Is that something that's being experienced in this district as well? Are we seeing
people opting out of hospital care for birthing, or is that not something that we're seeing in the Murrumbidgee?

RACHEL CHRISTMAS: It's not something that I've seen in my practice and I've not heard of a lot of
cases of homebirths or, even more alarming, is freebirthing. Good homebirth, which happens in other countries
and perhaps in some areas where we have the population to support it and the proximity to emergency services
should they be needed, is an okay model. The difficulty in rural areas is that we don't have the proximity to
established services should there be a complication. It's a very fraught question. The reason there is a trend towards
this—and we're seeing that's more common in other parts of the State, such as in the Northern Rivers area—is
I think there is frustration.

The model that we currently have and the lack of district services mean women feel like they're being
neglected and that they're not able to birth close to home. They don't feel that they're supported in the way they
wish to birth their babies. It's a very complicated question that you're asking. From a medical point of view, I don't
support the homebirthing, and I certainly don't support freebirthing, but I can understand where that conversation
is coming from. Our responsibility as a medical profession is to look at that and ask how can we best address that.
Working with the college of midwifery, there are models of care which are being promoted which can help to
build relationships with women more closely through their pregnancy and birth experiences.

The CHAIR: Ms Davies, with your membership, would you like to make a comment on that?

FIONA DAVIES: We'd have a very similar view, which is we are very concerned by the discussion
about homebirth in relation to places where there is just not a viable next-level service. We have seen a lot of
pressure on obstetric services in the district. The centre needs to be very strong and the stronger the centres are
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then the stronger the other services can be because you've got a greater level of confidence that, if you have an
issue, you can escalate it up through that process. Access to maternity services is really important for communities.
We haven't necessarily seen that as different to that area but, yes, we need to make sure communities have access
to comprehensive obstetric services within the district and there's been a lot of work that's been undertaken about
how to do that.

Wagga, unfortunately, did have some significant concerns through the birth trauma inquiry, which I think
related to a number of complex local issues, but maternity and obstetrics has been an issue. Lots of the major
regional centres have had difficulty in ensuring that they've maintained appropriate staffing levels of both
midwifery and obstetric services to give people that confidence and continuity of care. So it is an area that lots of
people have put a lot of work into and I think we need strong systems and strong services, continuity of care at
every level that we possibly can.

The CHAIR: I want to go back to Dr Christmas. I'm looking at the second page under dot point 4 of
your submission, "Rural Representation is a Governance Issue—Not a Structural One". It says:

Establishing region-specific advisory councils with genuine influence over service planning and resource allocation...

This is a step up from our LHACs—our local health advisory committees—who are really in exchange of
information but not genuine influence. What might a genuine influence model look like in your mind, on behalf
of the Rural Doctors Association?

RACHEL CHRISTMAS: When we're looking at service provision, I think we need to look at what do
we have now in our services and what is it that we need to actually bring it up to what we should have, I suppose.
One of the examples I can give is, currently, if we do a surgical services plan for a hospital, it often reports on
what the status quo is currently. We might say this district hospital has this many births, which is dropping down;
we might have this many surgical procedures, which is actually reduced to what it was five years ago; and we
have this many GPs in the town, so the service is under threat. What that means is we're not going to invest so
much in the birthing, we're not going to invest so much in surgery because the evidence shows that the need for
that has reduced.

The other way of looking at that is what we need is this. Currently, this is where we're at, but why is it
that these have dropped off? Is it because women can't access it? Is it because we need more GPs? Is it because
we need more theatre staff in our hospitals so we can actually run surgical lists? Is it because we need X, Y or
Z—and then building up to capacity. That is about representation at a local level and that can come from
community, that can come from hospitals and the staff that work within them. Advisory councils also are from
the people working in those hospitals. If it might be a district hospital, we understand how our community works.
We understand how our midwives work, how our theatre staff work and what "on call" means to those
communities. If you have nursing staff, do they want to work as on-call theatre or do they want to have a different
type of arrangement that works locally?

I think we need to look at local areas and have local solutions for local problems rather than having a
top-down approach of saying what we can and can't do. Advisory councils need to feel that they are being listened
to and there needs to be a structure within the health district that allows them to be listened to and to have some
influence over effecting change locally because, like I've said, every hospital is a different hospital. Every
community is different, and there needs to be flexibility within models.

The CHAIR: That was specific to your submission. My next question is to both of you. I'll start with
you, Ms Davies. Are you aware of specialist services travelling across the Murrumbidgee health district and, if
so, where do they come from to do that outreach work?

FIONA DAVIES: I'm not aware of the specifics, but I know there is an enormous amount of specialists
who come from across New South Wales to provide services in different communities in New South Wales. But
I'm not aware of the specifics. Many specialties have people who will travel into different communities. I'm not
sure about it in terms of an organised basis.

The CHAIR: Dr Christmas, do you have a more specific awareness about the rotation in and out of
specialist services across the Murrumbidgee health district?

RACHEL CHRISTMAS: Yes, I do. From what I understand, there is quite a longstanding relationship
with certain fly-in fly-out specialists. I know some come from the Wagga Wagga Base Hospital. Some come from
Albury. Some come from further afield, I think from Sydney, from what [ understand. That's including respiratory
physicians, cardiologists, endocrinologists, toxicology. They come to contribute to the on-call general medical
roster. Then we have some surgeons—orthopaedic surgeons, for example—who also come. There are a lot of
longstanding relationships with locum physicians, doctors and surgeons coming to provide those services. Just
going back to what was mentioned in the previous line of questioning around contracts and things, I think we
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really should be prioritising anyone who is planning to move to a town—move to Wagga, move to Griffith. They
should be certainly given contracts as a priority, especially in that specialist non-GP field.

The CHAIR: I thank you both so much for appearing before us today and giving us your valuable time.
There were no questions taken on notice. I clarified that I didn't expect you to take that question on notice.
However, we as a Committee may develop some additional questions that we would forward to you. If we do that,
we're going to ask you to try to turn those questions around inside of two weeks, if that's possible. If that's not
possible, please to talk to us, but of course we're eager to continue our work plan.

(The witnesses withdrew.)

(Short adjournment)
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Conjoint Associate Professor TANIA DAY, New South Wales Councillor, Royal Australian and New Zealand
College of Obstetricians and Gynaecologists, affirmed and examined

KAREN HART, Midwife, Wagga Wagga Base Hospital branch, NSW Nurses and Midwives' Association,
affirmed and examined

JODI GOUGH, Government and Community Organiser, NSW Nurses and Midwives' Association, affirmed and
examined

The CHAIR: I welcome our next witnesses. Thank you all for joining us here today. Please note that
during proceedings, Committee staff will be taking photos and videos that we may use for social media or
engagement purposes. If you have any concerns about that, please let us know. We will work with you on that.
When providing your evidence, we do request that you refrain from sharing other people's medical history or
details, of course, including your own family members. Please also avoid naming specific medical practitioners,
including doctors, nurses or any other medical staff. Before we start, do you have any questions about the hearing
process?

JODI GOUGH: No.

KAREN HART: No.

TANIA DAY: No.

The CHAIR: Would you like to make a short opening statement?

KAREN HART: [ thank the Committee for the opportunity to speak today as a representative of the
NSW Nurses and Midwives' Association. I am a registered nurse and midwife. I have over 20 years of experience
in all areas at a small rural district hospital in Tumut. I am now full time in maternity services at Wagga Wagga
Base Hospital. My current role is acting team leader in pregnancy care services. From 2015 to 2020 I sat on the
local health advisory board at Tumut as the employee representative. For over eight years I have been the
association's representative on the area joint consultative committee. Currently I am a member of the
Murrumbidgee Local Health District Primary Health Network Antenatal Shared Care working group.

The association acknowledges the intention of splitting the Murrumbidgee to constitute two separate
LHDs of Murrumbidgee and Western Riverina to fundamentally improve service delivery. The association
supports the equitable distribution of funding and resources throughout the Murrumbidgee, regardless of
geographical location, and irrespective of any proposed split. Our members voice concerns that current
Murrumbidgee funding and resourcing is predominantly allocated to larger sites such as the Wagga base or
Griffith base hospitals, compromising fair service distribution. However, similar to our submission to the
Legislative Assembly inquiry into splitting the Hunter New England Local Health District, the association
continues to question the potential efficacy of splitting the Murrumbidgee.

Our nursing and midwifery members working within Murrumbidgee echo their colleagues in the Hunter
New England, describing similar incidents of chronic understaffing and underfunding, inadequate skill mix,
insufficient service provision and uneven resource distribution. Addressing these fundamental issues is key to
improving health service delivery across the LHD. Therefore the association recommends the following: an urgent
review of the Murrumbidgee's current nursing and midwifery workforce, and investment in the nursing and
midwifery workforce. New South Wales wages must be competitive and reflect the vital and valued contributions
of nurses and midwives. Wages must be comparable to that of other States and Territories. This will ultimately
end the haemorrhaging of experienced staff seeking fairer pay and better conditions to neighbouring States.

Thorough evaluation and fair distribution of funding and resources across the LHD, irrespective of any
potential split, and an urgent review of current service gaps across the Murrumbidgee as, regardless of
geographical location, all healthcare consumers are entitled to safe, timely and equitable service provision. This
should also include a full assessment of abortion services across the LHD. Funding the employment of highly
skilled and cost-effective nurse practitioners and endorsed midwives in the Murrumbidgee must be an urgent
consideration of this inquiry. Finally, the employment of additional First Nations nurses and midwives must be
supported within the Murrumbidgee to enhance cultural safety and service engagement.

TANIA DAY: I represent RANZCOG. My specific role, individually, is as a staff specialist at John
Hunter Hospital, where I work full time in the public sector, primarily focused on gynaecology and specifically
vulvovaginal disease. I have no personal experience working in or visiting the Murrumbidgee, but I did testify on
the bill that was around splitting the Hunter New England Local Health District. I really appreciate the excellent
summary by Karen, so I won't reiterate the points. But in general, RANZCOG does not take a position on
jurisdictional bureaucracies, but the thrust of our submission was around how those types of superstructures may
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detract from the delivery of direct patient services and do very little, in most cases, to facilitate clinician-led
initiatives and the funding and logistics of things like abortion services. There really isn't that much to add after
the excellent summary by Nurses and Midwives' Association.

The CHAIR: Ms Hart, would you like to give us a guess as to how many babies you have welcomed
into this world?

KAREN HART: No. I predominantly have been working in an antenatal clinic for the last couple of
years. [ still do shifts up on maternity ward, but not so much in the birth suite. It's quite a physically demanding
job, believe it or not.

The CHAIR: I believe it. I say that respectfully, as a male. What's the RANZCOG concern about
potential separation? I just want to emphasise—this isn't a bill about bringing additional money in. This is a bill
about potentially separating the money into two districts, and it's currently one. For RANZCOG, do you have
concerns about the major centres sucking up or vacuuming up all of the skill set instead of that being with the
health district, moved around and shared around by way of excellence and physical, on-the-ground services?

TANIA DAY: Is the question around the concern around the same pot of money being spent on two
bureaucracies that have the same types of positions within them, or is the question more around the smaller centre
versus larger centre funding distribution?

The CHAIR: The first description, please.

TANIA DAY: As clinicians, we have variable amounts of interaction with health district bureaucracies,
but these tend to involve a CEO, a CFO and an executive team of a variety of non-clinicians, and a whole suite of
policies and procedures that outline service level agreements around patient transfer and the way that services
may be initiated in one facility and then visited to other facilities. It's expensive to run an executive team. Those
types of policies, procedures and service level agreements are difficult to come to and then enact and promulgate
across staff. Having to kind of reinvent that for a new site seems cost and labour intensive, when perhaps a different
way of approaching the problem would be to improve the administrative efficacy and responsiveness to clinicians
of the health district that already exists.

The CHAIR: To go to the other end of that same description that I used, though—if you were to put a
line through the health district and now you've separated it, do you think that your membership are going to
suddenly stop crossing that line to go into that secondary area? Do they work within their district up to the edge,
but then stay inside of their own fence and yard?

TANIA DAY: From what I understand of the Murrumbidgee, there are multiple different types of
RANZCOG members who would work there. There are a number of obstetrician-gynaecologists at Wagga, and
then there are a couple at Griffith, and I'm not aware that there are any other specialist O&Gs in the district. We
have GP obstetricians in our membership, and they usually have a more expansive role in such a regional district.
However, I have had feedback that their role is often quite tenuous and has a lot to do with local policies and
procedures and the way that a given health district or hospital has decided to contract for their services and the
way that they have supported, or not supported, their collaboration and working with midwives and O&G
specialists.

Many aspects of the work of GP obstetricians in New South Wales generally has become more and more
difficult, such that they are less a part of the healthcare team that provides maternity and gynaecological services
in New South Wales, compared to other States. We also have an expansive range of trainees in RANZCOG that
are our members. The O&G training registrar who comes to Wagga is from Canberra, so they're obviously
crossing lines. That's their mandatory rural rotation, so each registrar there would tend to spend six months in
Canberra. We do not have O&G trainees at Griffith, and then there would be a variety of trainees of the associate
procedural, advanced procedural and certificate of women's health categories—so people who would be leading
into careers like GP obstetrician or like a GP focused on women's health. There is training.

Both Griffith and Wagga are training sites for those trainees, but that training depends on the presence
of GP obstetricians and specialists who are at those sites and who are willing, able and given time by their
employers to train and supervise those trainees. That tends to vary over time, and not just in New South Wales
but in many jurisdictions there are not as many trainees as there are training positions. It's a competitive market,
and hospital and training sites need to really work to attract trainees in not just with their training program but
also with the types of supportive facilities that everyone needs if they're going to be doing rotations—so good
accommodation, child care, sometimes employment positions for their partners. That has been a real struggle for
many rural sites in New South Wales to provide that whole suite of amenities that would make such rotations or
training programs attractive to a workforce that is insufficient to meet the demand.
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The CHAIR: To NSW Nurses and Midwives, could you please describe to me concerns that your
membership might have around if there was a separation and they had to choose to be in this district or that
district? Is there any concern about suddenly being prevented from opportunity or access to rotate into other
services or positions, or working to the full extent of their skills or anything like that?

JODI GOUGH: I think in our submission we do talk about the services that spread across the LHD.
I think Narrandera mentioned there are certain services that stretch from Narrandera across that the split would
impact. Our members, obviously—I don't think there's enough to know what it would actually look like,
essentially. The report and the main concern from our members is, like we've mentioned, the mirroring of the
bureaucracy and having another level of executive, which I think the number flying around is $39 million from
this morning, when we can't attract new graduates out there or we're burning out our RN IIs and IIIs, who are just
throwing their hands up and not getting the support they can get. I guess the questions that have been raised since
this submission and this discussion has started is if we're not getting the support we need now, what is a split
actually going to achieve for us when that money could go into more educators on the ground out there supporting
these young nurses coming through or growing our own much better out in the regions—which Murrumbidgee
isn't alone in.

Ms FELICITY WILSON: Thank you very much for joining us today. Thank you for what you do for
mums and babies across the State. It's greatly appreciated. We just need a lot more of you, clearly. I am very
interested in birthing, but I want to just put that aside for a minute because I think we'll probably cover that with
other members of the Committee. I wanted to ask a bit more about gynaecological care and services beyond
birthing in the district. I might start it with abortion care because that's something that was raised in the
submissions, and then maybe we can move on to other gynaecological care and services, because it's not an area
that I understand the detail of that service provision in the district. One of the things that was mentioned was that
there's no medical abortions that can be performed within the district. How long has that been an issue? Where
previously could women access surgical abortions in the district?

KAREN HART: Currently, all Murrumbidgee women go to Canberra. I think they were going to Albury
at one stage. I'm not sure if that's still happening.

JODI GOUGH: We'd probably have to take it on notice for accurate data and date as to when that
ceased. Obviously, we do mention it. It is a huge piece of our submission in that, if there is to be an assessment
of where resources are being dispersed, surgical abortion is a huge key aspect that needs to be investigated.

Ms FELICITY WILSON: I would appreciate if you can let me know on notice at what point it ceased
at which hospitals. The question then goes obviously to medical abortions. You comment a couple of times in
your submission about hiring more nurse practitioners and endorsed midwives. Is it that there aren't as many
endorsed midwives or nurse practitioners employed? Is that a workforce capacity issue that you don't have those
with the qualifications? Or is the district not choosing to fund those positions? What's the reason why we don't
have more nurse practitioners and endorsed midwives?

KAREN HART: Support for them. It does cost money to encourage people to take that step in their
career. It's certainly necessary, as the smaller sites across—not just our health district, New South Wales. The
local GPs and everything, quite often they're operating under the remote medical team, so having nurse
practitioners at those sites is a huge benefit. Endorsed midwives also eases some of the pressure on the GP
obstetricians currently at some sites. If they don't have access to a GP obstetrician, just the ordering of ultrasounds
for low-risk women, they'd be able to order their own ultrasounds, pathology and everything. But it does require
funding and support and I guess $39 million—that rough figure—going to just double up on bureaucracy is not
going to help encourage and support and fund those extra staff.

Ms FELICITY WILSON: For an individual midwife that wants to become an endorsed midwife, what's
the cost and time for that individual?

KAREN HART: It needs five years full-time equivalent practice. Then it's a 12-month post-grad
qualification.

Ms FELICITY WILSON: Does the post-grad qualification take you out of the workforce as well?
KAREN HART: No, it's usually done either over one or two years part time.

Ms FELICITY WILSON: Do we also have the issue of access to qualified individuals to help with the
training on the job?

KAREN HART: TI'll just take a step back. That's for endorsed midwives. Nurse practitioners, Jodi can
probably answer that or we can take that question on notice. I can't speak for nurse practitioners, how long it takes
them and what the training pathway is for them.
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JODI GOUGH: 1 can definitely take that on notice and get you some more detailed data around our
nurse practitioners and the feedback we're getting from them. It is a similar process. The ability to become a nurse
practitioner is you have to be monitored for certain assessments and things throughout that postgraduate, so it's
not just one person applying for the position. They need the senior support from the clinician around them. But
I can absolutely take it on notice and get some more information in regards to that.

Ms FELICITY WILSON: Is there financial support provided for those midwives and nurses trying to
get these qualifications?

JODI GOUGH: I would have to take it on notice.

The CHAIR: I might have missed something there. Was one of your questions during that postgraduate
work when you're trying to become an endorsed midwife that you need to—during that 12 months, you're doing
the education component, of course. But do you then need to be exposed and in a work environment where there
is birthing?

KAREN HART: Yes. There's a number of pathways with endorsed midwife. You can become endorsed
to just look after women antenatally—not so much for homebirthing services, like where you have the care of
women for antenatal period, labour, birth and postnatal. Some midwives just elect to get the antenatal component
of it.

The CHAIR: So if I'm working at a really small medical centre that wasn't doing any birthing, can I do
the training and get qualified? No?

KAREN HART: No. You have to be working in the field for the post—

JODI GOUGH: It would have to be applicable to the postgraduate. You'd have to be working in some
kind of midwifery practice.

TANIA DAY: Would it be okay if I added on to that? I think this line of questioning really points out
an essential pillar of O&G care, which is that there has to be this holistic approach. You can't start an abortion
service on the back of a single nurse practitioner or a single endorsed midwife, especially around surgical services.
You can't really provide good medical abortion service without the surgical service to back it up. One part of the
team requires O&G specialists who are abortion providers. These can be very difficult to find in New South Wales.
Someone has to not be a conscientious objector and you really need more than one of those people because no-
one wants to be on call 24/7 to provide an abortion service.

Then you need a triage and referral system that brings people into a clinical setting where they have the
consultations to be counselled around their options, to have a contraceptive plan put in place and to do all the
consents and the bookings around what kind of abortion they're going to have. That often is going to need to have
a social worker that sits alongside a nurse or a midwife that sits alongside a GP obstetrician or obstetrician and
gynaecologist, or at least has access to for the more complicated situations that arise clinically. You need referral
pathways that are established for more difficult types of abortions that might come through the door, so links with
a maternal-fetal medicine service to provide for feticide and induction of labour and the sort of collaborative
approach which would need to expand out of the Murrumbidgee sites.

Then you need access to theatre. This is a huge problem in many New South Wales hospitals. Whether
that access to theatre is about other specialties already taking up all of the theatres that exist and are staffed or
whether that's about trying to organise for O&G to cannibalise its own pre-existing list to provide for an abortion
service, which nobody wants to do. In smaller services that maybe aren't using all of their theatre time, those
theatres still have to be staffed, pre-op has to be staffed, recovery has to be staffed. There still has to be a 24/7 on-
call situation for the emergencies that arise having to do with bleeding and infection and organ damage, which as
safe as abortion is, are still real risks. Adding a particular staff member with a skill set does not give you the type
of service that women actually require and demand.

Ms FELICITY WILSON: Thank you, Dr Day. I could ask many more questions about this but I'm
conscious we have other Committee members. My next question is about gynaecological illnesses and diseases
and the service provision across the district for those. To what extent do we have the level of medical care and
facilities that we need for women in the district?

KAREN HART: I can't answer that, sorry. I would have to take that on notice.

TANIA DAY: Wagga would be the place I imagine where you have the most gynaecological work
going on. I can't speak to how Wagga have set up their service. Across New South Wales, many hospitals have
minimal gynaecologic clinics within their O&G service because of the models where people often work in private
alongside their public appointment. There are many locations where almost all the gynaecologic consults, like
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outpatient consults, occur in the private sector and then they book into the hospital for women who do not have
appropriate insurance cover—they book to have their surgeries in the public sector. This is a huge problem for
training because, if you are a trainee in GP obstetrics or O&G, you need to be seeing outpatients in the public
sector to learn how to do that history, examination, investigations, discuss a management plan, provide a woman
with all of the options for care, consent her for surgery if that's the best option for her, and then decide where that
surgery is going to take place. So, yes, I don't know how many gynaecologic clinics they run, or if they're running
colposcopy clinics in the public sector—and we may be able to, as a team, get back to you on that—but I do want
to flag that it's an issue. Just because there are O&Gs in a community doesn't mean there are public outpatient
gynaecologic services occurring in that community.

Ms FELICITY WILSON: I think if you're able to come back, it would also be helpful to let us know
about diagnosis and not just treatment, because I understand that often people will have to travel further for
intensive treatments, but accessing diagnosis as well in communities. My last question is about the locally grown
workforce. One of the things you spoke to in the Nurses and Midwives' Association submission was increasing a
locally grown workforce. I just want to understand how you would do that. Back in the day, we talk about nurses
colleges and different training models and pathways into the profession. How would you look at locally grown
workforce? How would you qualify, train and attract people into the profession within regional communities?

KAREN HART: Speaking for midwifery, we have two pathways. You can be a registered nurse and do
a 12-month postgraduate course under MidStart in New South Wales or you can do just direct entry midwifery,
which is a three-year university degree. We have partnerships with Charles Sturt University and also liaise with a
couple of other universities. Growing your own is a fantastic idea and we certainly support that; the association
supports that. However, it requires ongoing funding in that we have quite a junior nursing and midwifery
workforce across the LHD. They require ongoing support from educators to support them so that they don't burn
out by year two or feel that they're unsupported, because it's challenging to go from university, with a certain
number of hours of placement, to then being put on the floor with a lack of support. It's quite frightening and
downright scary for a lot of the junior staff. So more support with educators, increasing educator hours. With the
ongoing staffing shortages across New South Wales, educators are constantly being pulled to the floor to make
up for gaps. When overtime has been exhausted and staff are doing double shifts, there's no option but to pull an
educator to the floor instead of them doing what their actual role is: to support the junior staff.

JODI GOUGH: Can I just add to that the gaps in the new graduates that we've seen, like the decline in
Murrumbidgee recently. We've got these young nurses that might start, grew up all their life in Wagga, mum was
a nurse, auntie was a nurse, so they're going to go off and do it as well, but they're dropping off at RN twos and
threes. If we fix the workloads, we're going to see the retention of these young nurses as well. Housing is a huge
issue out at Griffith and we're well aware of that. Where are these young people going to live as they're coming
through in their early studies and things like that?

It's a multitude of things that we could sit and brainstorm with butcher's paper for hours. But there are so
many things to try and keep these young nurses out there in the country, where they want to nurse, a lot of the
time, but they're forced to come into the cities, where there are more educational opportunities and better support.
You've got young graduates in an MPS, like a multipurpose service, which I'm sure you're well aware of, on a
night shift by themselves at the age of 22 and they're six months out of uni. Who's going to stick around in a career
like that? So I think, just to add to Karen's point, the support that needs to be embedded into the LHD, split or no
split, is required to keep these nurses there.

The CHAIR: The previous line of questioning, Ms Wilson, might be well placed to go to Murrumbidgee
Local Health District when they're here this afternoon.

Mrs HELEN DALTON: Thanks for attending and for your submissions. According to Griffith doctors,
the bureaucracy is already in place in Griffith Base Hospital. They've got the administrators, general managers,
director of medical services and other staff. I think the issue is the control is from Wagga. Do you think having

that outside of the Griffith district, two hours away, is a good idea, given there are no Griffith representatives on
the MLHD board?

JODI GOUGH: Speaking to our submission, and my experience as an organiser in Murrumbidgee for
a couple of years as well, I think there is a lot of disparity across the LHD. I understand where that comes from,
but from my experience I don't think the rest of the LHD would necessarily survive. It depends on Wagga as the
feeder hospital there. There are so many services that feed out through the LHD. In my opinion that's how I would
only be able to answer that.

KAREN HART: I could probably add to it. Wagga base, we are the level five referral hospital in the
LHD. Currently we get women from all over the LHD. There are BMI cut-offs with women and risk categories
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that they can't birth at the smaller sites, including Griffith. I'm not sure what the LHD would do splitting, because
if it becomes western Riverina, would they refer straight to Canberra and Victoria?

Mrs HELEN DALTON: What I'm alluding to is the comment that you made, Jodi, about you'd rather
have the money put into the services than into the bureaucracy. I'm saying, according to the Griffith doctors, the
bureaucracy is already there. What we do need is HR. If you're thinking along those lines, then why don't they put
it into services on the ground? I heard that at New England as well. Everyone is saying, "We'd rather have that
money put into services on the ground." Well, why not? Because obviously it's not—

JODI GOUGH: I guess we can't comment on how Health is choosing to diversify that money and spend
that money within the LHD. Obviously we have some wonderful ideas and we'd love to sit at the table, but how
they spend that $39 million is essentially up to Health. That's a question for them.

Mrs HELEN DALTON: That's right, I guess. Do you think that MLHD should have KPIs set for them
because there appear to be none? There's no accountability for the delivery of services other than what they do
themselves. Perhaps the customer should be assessing the work that they do or whether they're actually targeting
the resources to the communities. Do you think that would be a good idea?

JODI GOUGH: I think each LHD has a certain amount of KPIs to meet under the bigger umbrella of
Health. Once again, I would have to direct that to them.

Mrs HELEN DALTON: Anyone else?
The CHAIR: You're asking for an opinion.
Mrs HELEN DALTON: I suppose so, but you're on the ground; you're in there.

KAREN HART: I think it just comes back to across New South Wales there are service gaps because
of staffing, recruitment and retention. It doesn't matter whether it's nurses and midwives and, as my colleague has
said, doctors.

Mrs HELEN DALTON: I'm incredibly concerned about the midwives in Griffith, given that they're
overworked and they continue to do their work without saying too much, but we're on a knife edge at times with
our maternity services. Griffith does service a huge area. How could we change that system where we give them
more support? And there are people that are not choosing to work in the system because the system is not working
for them. I know that they have taken jobs outside because of the culture in the hospital. How can we change that?

KAREN HART: I know across New South Wales, not just in our health district, it does come back to
a comparable wage, certainly. Why would you put yourself under this stress of working 18-hour shifts, just
constantly trying to turn up for a shift and finding out they're three people down again? It does come back hugely
to making the nursing and midwifery professions more attractive with wages, with workloads—all of that—
because it's an ongoing issue.

Mrs HELEN DALTON: What about the culture in the hospital?
KAREN HART: Do you mean generally a culture in the hospital?

Mrs HELEN DALTON: Yes. It's not a place that people are choosing to work. We've got midwives in
the area. They just don't want to work in the hospital. They'd rather take a job somewhere else where things work
better.

KAREN HART: I can't speak for a hospital in particular, but generally having more support with the
educators, as I said before, so that early-career nurses and midwives can feel more supported and not like their
careers are going to be put at jeopardy because they're on an 18-hour shift and they're at risk of giving—

Mrs HELEN DALTON: And that's the thing, isn't it? Their careers are at jeopardy.

KAREN HART: That's generally speaking across New South Wales.

The CHAIR: Can I just clarify, an 18-hour shift? I thought the maximum they could work was 16 hours.
KAREN HART: No, there's quite often staff doing from 1.30 in the afternoon till 7.30 the next morning.

The CHAIR: Mrs Dalton, the NSW Health submission indicated that there was a representative from
Griffith on the health board, Murrumbidgee—

Mrs HELEN DALTON: It may have, but that person was from Griffith but now lives in Wagga, so not
from Griffith now.

The CHAIR: Okay. We'll check that with them this afternoon.
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Ms LIZA BUTLER: Thank you for joining us today. In your experiences, how would you describe the
availability and the quality of maternity care services across the Murrumbidgee health district, and how does that
compare to other rural and regional local health districts in New South Wales?

KAREN HART: I might let you start with this one, Jodi, and I'm just going to think about my answer.

JODI GOUGH: I think to reiterate what we've been saying, there are gaps everywhere. There are gaps
in the Hunter. There are gaps in Murrumbidgee, Far West, Western. We have a midwifery shortage. There is no
debate here about that. The Government is spending millions of dollars every year on agency work, like midwives,
and sending them all over the State, because they can earn—go back to wages. There are no comparable wages
being offered. The work conditions are horrible. You've got one midwife to up to four or five birthing mothers,
and then the babies are not counted in those ratios. I acknowledge the Government's recent announcement about
postnatal ratios, which we've been fighting for and advocating for, and they can't come fast enough. They're
screaming for these now. There is a statewide issue, and I don't think this is isolated to Murrumbidgee, I don't
think anyone here would agree with that, and I think there's a lot of work that needs to go into rebuilding that
workforce. I think the two main things are the workloads and making it actually a sustainable place to be and a
comparable wage.

Ms LIZA BUTLER: Are there areas within the Murrumbidgee health district that are really bad for
maternity and other women's health services compared to the eastern side of the Murrumbidgee? Is there a line
down there where you can say, "Yes, once you move past here, services are harder to obtain and you have to
travel"?

KAREN HART: Services are definitely dependent on GP obstetrician support in the small towns across
Murrumbidgee, so that's an ongoing issue, but there's different models of midwifery too. I just want to clarify,
homebirth is very different from freebirth, what was mentioned earlier. Homebirth is by an endorsed midwife
registered to practise homebirthing, but it's still limited to the areas they can do it, because they do need to have
emergency services on stand-by. They can't do it two hours from any sort of place or facility. Certainly looking
at the different models of care with midwifery is really important. Midwifery group practice is the gold standard
across midwifery for continuity of care.

Ms LIZA BUTLER: Do you offer that out there?

KAREN HART: We've got it in Wagga. It's running.

Ms LIZA BUTLER: But elsewhere in the district?

KAREN HART: There's one at Leeton that's been going for, I think, about eight years.
Ms LIZA BUTLER: Do they offer homebirths?

KAREN HART: None of those models offer homebirth. We do have a number of midwives endorsed
across Murrumbidgee—private midwives, that is—that do offer homebirthing services. I think this is all really
important for women, that they have the choice of their care and are given options, let alone just being at some
place in New South Wales where they have to travel two hours for any sort of midwifery care.

Ms LIZA BUTLER: Do they have the midwifery group practice operating out of Griffith hospital?

KAREN HART: No. Wagga started just over 12 months ago, which is really pleasing to see. Leeton
started a number of years ago when I think they lost their GP obstetrician. I'd have to take that on notice, the actual
starting point with that.

Ms LIZA BUTLER: Would it be fair to say that for some of those smaller hospitals, they lost maternity
services once the GP obstetrician was no longer available in those towns?

KAREN HART: Not just the GP obstetrician. I know one site just struggled for years—could not get a
GP anaesthetist. They kept their birthing services going, but it was limited. They could no longer do inductions
because you need on-call theatre, or inductions because it's a high category. Their birthing numbers went from
140 down to less than 10 one year.

Ms LIZA BUTLER: What are the implications for a hospital? Once they lose their GP anaesthetist,
then all services in that hospital would then be reduced, wouldn't they?

KAREN HART: Usually. Sometimes not necessarily, because they could still have planned elective
theatre days where a GP anaesthetist comes and works—

Ms LIZA BUTLER: A locum in?
KAREN HART: —but certainly not having an on-call one makes it difficult.
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TANIA DAY: I don't know how directly related this is to your question, but I think it's probably worth
pointing out that there's a real scale issue at Murrumbidgee. For example, Wagga is a level 5 hospital for maternity
and neonatal services, right? Similar hospitals across the State in that category are Wollongong, Gosford and
Lismore. Wollongong and Gosford are doing thousands of births a year—multiple thousands of births a year.
According to what I looked at this morning, Wagga birthed 347 babies last year.

KAREN HART: Wagga's birth numbers are around 1,400 a year.

Mrs HELEN DALTON: Yes, they would be.

TANIA DAY: How did I get that? I was looking at a report.

Mrs HELEN DALTON: Is 300 Griffith?

TANIA DAY: Itsaid 107 at Griffith. I guess that's an underestimate as well.
KAREN HART: I think Griffith is about 300.

TANIA DAY: Maybe it was quarterly, because it was talking about surgeries in quarterly numbers. But
still, the scale is completely different. A level 4 hospital like Griffith—similar hospitals are Maitland and
Tamworth and the Hunter district, and those are doing thousands of births a year. When you're trying to look at
skill maintenance, skill acquisition, the types of training opportunities that are available and the different levels
of support across the whole hospital with other specialists, they're really not very comparable. That's the challenge
that you're getting at with this bill—that this is a difficult district to run, to have so few people spread out over
such a huge area and yet staff 24/7 services.

That on call is the thing we keep coming back to. Specialists who are employed as staff specialists at
hospitals do not get paid to come in on call. If you have three obstetrician gynaecologists working at a particular
hospital, even if the call isn't that onerous because there aren't that many births, relatively speaking, compared to
Gosford, they still have to be on call every third or fourth night. If you're never getting paid for that work—if
you're just on a contract for that work—it really is not in keeping with people wanting to come and take those
types of positions. People are often motivated to be VMOs so they can actually get paid for when they come on
call. But VMOs by definition are working outside the hospital for most of the time, in many places, and they
inevitably have a split loyalty around private versus public practice.

As far as a model and how that relates to the administration, as you were talking about before, if there's
already hospital administration, that's great. As I said before, RANZCOG doesn't take a position on how people
want to run their executives. I imagine that there would have to be another layer of duplication on top of the
hospital level executive to run a health district. That might be the additional thing that has contributed to the quote
that you found about the money. Workplace culture at a given hospital is a very interesting question. We see this
on our accreditation visits that RANZCOG does for training sites, and the difference from hospital to hospital in
workplace culture is absolutely extraordinary.

Some places truly are very unpleasant to work in because of the personalities, because of longstanding
divisions within a community of medical practitioners, perceived favouritism and bias. Just even having someone
with a bullying-type personality at a given hospital can make that place so unfortunate for the clinicians who work
there that they don't come in or they don't stay.

All of us, I think, are at a bit of a loss as to what to do with this problem of really negative workplace
culture that is about all those soft aspects of leadership and management. I don't have an answer on how to do that
differently, but I do know that it doesn't seem to be about the size of a hospital or a facility, or necessarily even
about the money. It's about how managers respond to the staff, the openness of communication, the fairness in the
allocation of resources, the good behaviour and professional practice and accountability from a professional
standards point of view.

Ms DONNA DAVIS: That seems to be a repeat of something we heard in Griffith. The employment of
additional First Nations nurses and midwives must be supported within the MLHD to enhance cultural safety and
service engagement. That's what has been included in the Nurses and Midwives' Association submission. Would
you be able to expand on that a little bit, please, to give us a picture of what is missing in the district?

KAREN HART: Currently we have three full maternity services. We have three Aboriginal maternal
infant health midwives. One's based between Narrandera and Griffith, one's based at Wagga and one's based out
at Lake Cargelligo. This is a really important service and it's not a full enough service. We could do with more.
The one in Wagga is only part time, and I think the one between Griffith and Narrandera is part time also.
Considering our Indigenous or First Nations population in Murrumbidgee, and comparing it to LHDs like
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[llawarra, we are very behind with our maternity services support for these First Nations people. At Illawarra they
have a birthing on country—I'm worried I'll say it wrong, but I can give you the name.

Ms DONNA DAVIS: [ think Liza can tell you what the birthing on country—

Ms LIZA BUTLER: That's Waminda in my electorate.

KAREN HART: Yes, an amazing service. They've ironed out all their teething problems—everything.
Ms LIZA BUTLER: And they have a great MOU with the health district.

KAREN HART: I'm uncertain why other LHDs cannot do models like theirs, just expanded across
New South Wales, because it's an amazing service.

Ms DONNA DAVIS: We heard that the North Coast do things well for Aboriginal reps. We've targeted
funding for more Aboriginal health professionals as well. It's good to hear that's another model that could be
looked at. Would anyone else like to speak to that? No? Okay. Another thing that was raised was the need to
support training with a wage so that trainees can support their families while they're studying. Is that something
that either of your organisations have had any consideration of in terms of trying to encourage more people into
the workforce? Because it was an issue that was raised to us when we were in Griffith—that that is one of the big
challenges, particularly in the First Nations communities. How do you go and take up these training positions
when you actually haven't got the income to be able to support your family?

JODI GOUGH: It goes to say there's a lot of space to play in there—absolutely. We would support any
kind of allowance to allow people to come into nursing and midwifery. It's not an easy course to do. You're away
from home. You can be placed anywhere in the State for up to eight weeks of placements that you're not paid for.
We welcome the Federal Government with their allowances and stuff for bachelor's, but I think this links in well
with all the Closing the Gap recommendations as well in further exploration of cadetships and things like that that
can be linked in. The association would always back in any recommendations around financial support for
young—especially our Indigenous population coming through in that space.

TANIA DAY: From a RANZCOG perspective, we've been working over the past decade to establish
provincial ITP, or integrated training programs, for O&G specialists that are based at a non-metropolitan area—a
hospital like Wagga. Other examples are Orange, Dubbo, Bendigo and Geelong—Geelong is fairly metropolitan.
When you base a training site there, someone starts their specialist training there, and they're usually on a four-year
contract. That can turn into eight years because of extended leave and part-time work. People who start training
in a position, I believe—although it's been difficult to get data to demonstrate this—are much more likely to stay
on in that place, because their partners have then been established in the workplace, their kids are in school and
they own a house. There's much more tying them to that location than someone who, obviously, just does a
six-month rural rotation and then returns to their metropolitan base hospital.

But in order to run a specialist training program out of a site that is not a tertiary care facility, they need
to rotate into a metropolitan area for at least six months—sometimes longer, depending on the specialty—to get
the type of tertiary care experience that is required to be a well-rounded specialist. In O&G, they're generally
going to have to go to—for example, Orange and Dubbo—they rotate into Westmead for gynaecologic oncology
and maternal fetal medicine. Those rotations are entirely at—they're being paid to be doctors in hospitals, but the
cost of travel and accommodation into metropolitan areas is at their own expense. It is extremely disruptive and
difficult to try to move your family to Sydney for six to 12 months, get an apartment on a short-term rental and
get your kids in school somewhere.

The Government can't really help with the latter thing, but as far as providing accommodation for
provincial trainees who rotate into metropolitan areas, that would be hugely helpful. It is a very hot topic in
RANZCOG right now because we basically can't expand our provincial training programs while the problem of
unfunded accommodation in cities exists. Of course, it doesn't work the other way. When we have metropolitan
trainees who rotate into rural areas like Canberra or trainees who rotate into Wagga, they have accommodation
that's provided for them during that time. It really sets up a perverse incentive where we're punishing the very
trainees who would be, hypothetically, the most likely to stay on and be specialists in a regional town like Wagga,
Dubbo or Orange.

Mrs TANYA THOMPSON: Donna asked a similar question that I was wanting to ask around training.
Obviously, this is the second inquiry that we've had now into health districts. It may appear that perhaps the status
quo with the health district may or may not be working, but when we talk about having a $39 million spend on
implementing a new executive—if you had that money available to you, what advice would you give to the
Minister for Health to improve the current structure? What advice would you give to make things better within
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the district itself, if you did not believe that splitting the district was the way to go? You've got unlimited funds
there. That $39 million is a pretty big bucket.

TANIA DAY: It's difficult to answer as a representative of RANZCOG. What I know from my own
work in the New South Wales public sector is that my department would have a list of five things that we want
that we can't fund, and that would be around, for example, having a women's health physio in our O&G department
as an employee to help us manage gynaecologic outpatients in a way that is surgical sparing. We would have an
additional room or two refitted for examinations and outpatient procedures, or we would somehow gain access to
the already existing outpatient surgical procedures room, which would then take the pressure off standard
operating theatres. We would be able to do abortion services in there. We would have our social worker in clinic
all the time, not just on the two days a week when we have our abortion services.

What I'm getting at is there's all this very specific quality improvement work that departments want to
do. If someone said, "Here's $5 million. Why don't you take care of that?", that would not be a problem. I don't
know what Wagga's or Griffith's number one, two and three priorities would be, but I do know that the clinician
managers—not hospital managers—within departments all have really important work that would be done if the
money was there. Instead, what we tend to get is, "We have $30 million to set up menopause services across
New South Wales. Do something." Menopause is not anywhere on our list of priorities because we're still just
trying to get women the most basic of services so that their cancer gets diagnosed or their abortion gets done.
I don't know whether that answers your question, but I know there's a lot that could be done with that money if
it's directed by the clinicians on the ground.

KAREN HART: I echo those sentiments. I would also say, if we had this magic figure of money,
pregnant women would not have to pay for ultrasounds. We see so many women with high-risk pregnancies, some
having scans every week or every fortnight, and they have to pay for them. We don't do bulk-billed ultrasounds
at all our facilities across New South Wales in the public hospitals. It's a huge cost to women. Also, investing in
frontline staff—nurses, midwives and doctors—and supporting them so they want to stay would make it an
attractive career again, instead of just feeling burnt out.

JODI GOUGH: I don't think I could add much to that. I echo everything that's been said prior to me.
Essentially it'd be like a list for Santa—if a nurse could be told they had $39 million, the nurses and midwives
will tell you how to spend that money. They know where it's needed most and, I think, to bring them into that
conversation is the first step. We don't work at Griffith. I don't know what their top five would be but, essentially,
feeling proud to come and be a midwife in that town, to work there, to come to work and feel safe. I will add
something that I did want to mention today. Occupational violence is really impacting, especially out in the
regions. We have a lack of security and lack of police coverage. It's really important in these smaller sites. Making
nurses and midwives actually feel safe when they come to work as well. I would like to table for the Committee
as well an occupational violence report, which highlights a lot of statistics from our members, which was released
last week in regard to violence in midwifery units and where that's coming from.

The CHAIR: Just for clarity, my understanding is there's not going to be an additional $39 million.
TANIA DAY: We know.

The CHAIR: My understanding is that $39 million has to be recaptured from current frontline services.
Sorry to be the bearer of bad news. We are right on time to close. Thank you all so much for your valuable time
to appear before us today and for your incredible insights. You will be provided with a transcript of your evidence
for any corrections that you think are required. There were questions taken on notice today. Committee staff will
email those across, along with the context of what was being said at the time so that the nature of those questions
can be understood. Indeed, this afternoon we may get some of those questions answered as well. We will also
potentially develop additional supplementary questions that we may seek to send to you. If we do that, we ask
that you turn that around in two weeks, if possible. If it's not, please speak to us. We seek that turnaround time so
that we can continue with our work.

(The witnesses withdrew.)

(Short adjournment)
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Mr LUKE SLOANE, Deputy Secretary of Rural and Regional Health, NSW Health, affirmed and examined
Ms CARLA BAILEY, Acting Chief Executive, Murrumbidgee Local Health District, affirmed and examined
Mr ADRIAN LINDNER, Board Chair, Murrumbidgee Local Health District Board, affirmed and examined

The CHAIR: We come to our final witnesses in this particular inquiry, which is considering the possible
split of Murrumbidgee Local Health District. I welcome our next witnesses. Thank you all so much for joining us
this afternoon and helping us to get to the end of this particular inquiry. I know that there have been a number of
lines of questioning that we've explored both during our hearings in Griffith and then throughout today. I think
you are the people with the expertise to really answer and delve into some of that stuff with us, so we certainly
appreciate your wisdom and knowledge. Please note that the Committee staff will be taking photos and videos
during the hearing that we would intend to use for social media or public engagement. If you have any concerns,
please let us know. Before we start, do you have any questions about the hearing process?

ADRIAN LINDNER: No.

CARLA BAILEY: No.

LUKE SLOANE: No.

The CHAIR: Do you have an opening statement that you would like to kick us off with?

ADRIAN LINDNER: Thank you, Chair, and the Committee, for this opportunity. I speak as chair of
the Murrumbidgee Local Health District Board, but also as someone with a long personal and health professional
connection to the Riverina, including Griffith and the western part of our region. I know these communities well.
I understand the pride people have in their local health services, and I want to acknowledge the advocacy our
communities have for strengthening services in their region. I also know from personal experience that delivering
health care in rural and regional communities is not about boundaries. It is about making sure people can access
the care they need as close to home as possible, in a way that is as safe as possible.

When a close family member of mine needed care, she was transferred to Victoria, despite us living in
New South Wales. That was not because the care was unavailable in our own district, but because the service she
required was closer across the border. It meant she remained close to her family and community while receiving
the care she needed. For me, this is a simple example of how rural health care works best when it is organised
around people, not structures. The board recognises that rural health care is challenging. We experience significant
health disparities, workforce shortages and the reality that people in rural communities are often required to leave
their communities to access care.

These concerns are real and they need to be heard. However, they are not unique to Murrumbidgee. The
question before this Committee is whether dividing the district will positively impact these rural challenges. In
the board's view, it will not. The district staff, leaders and board members live these challenges as members of the
communities we serve. We understand them not only through our roles, but through our own lived experiences.
Our board is grounded in the communities we serve. Board members live in Albury, Coolamon, Finley, Griffith,
Wagga Wagga and Young. Despite the Minister appointing board members based on their expertise, we just so
happen to bring strong rural knowledge, local connection and community insight.

This is my third year as the board chair. I visit every facility across the district once a year with the chief
executive. We tour the facility, meet with staff, patients, LHAC members, plus the mayor and general manager of
the council. It is an opportunity to discuss current and emerging health needs and issues in the communities.
I value the strong relationship we have with our local councils, because we both have a commitment to the health
and wellbeing of our communities, and the success of these services lies in partnership. We acknowledge there is
always room for improvement. However, the better path is to keep strengthening local engagement, community
representation and services within an integrated district model, not redirecting finite resources from frontline
services to redefine a district boundary.

CARLA BAILEY: I would like to begin by acknowledging and sincerely thanking the staff of
Murrumbidgee Local Health District for the care, kindness, compassion and patient advocacy they demonstrate
every day. For our people, this work is far more than a job—it reflects a deep commitment to the wellbeing of the
communities we serve, and that commitment is evident in every corner of our district. I know that recent
commentary has been difficult for many of our staff to hear, especially when it suggests that some sites lack
services or that care is not being delivered. Every one of our facilities provides essential health care, and that care
is delivered by dedicated, skilled people who show up every day with commitment and heart. Their work matters
deeply to our communities, and it matters to us. It deserves to be recognised.
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During the hearings in Griffith, I heard genuine advocacy for equity and better health outcomes. That
advocacy is understood and it is shared. It is the same commitment that drives our work across Murrumbidgee
Local Health District. While I appreciate the views and advocacy expressed during the hearings, I am also mindful
that the views expressed publicly by some do not represent every voice within our workforce or broader
community, including those who may not feel comfortable to speak openly. Much of this inquiry has focused on
Griffith. We recognise Griffith as a major regional hub and an essential part of our health system. The proposed
boundaries extend far beyond Griffith. It encompasses many communities, each with its own challenges, strengths
and needs. Our services are part of a connected network. Teams share clinical capability, resources and expertise
so that patients, wherever they live, can access safe and timely care.

Equity in health care does not mean duplicating every service in every town. It means ensuring every
patient can access safe, high-quality care when they need it. It is important to recognise that health care extends
well beyond the four walls of a hospital. While hospital services are vital, the management of chronic disease,
preventative health and community-based care is equally critical to improving long-term outcomes. A strong,
sustainable health system needs to balance all these elements to meet the needs of the people it serves. Decisions
about where services are located must always be guided by patient safety. Services are not solely based on
geography or preference.

We know there is more work to do. The challenges facing rural health care are real, and we do not
underestimate their impact. Our focus remains on strengthening and supporting local decision-making, investing
in our people, and building a safe, connected and sustainable system for every community. They are not challenges
that can be solved simply by redrawing administrative boundaries. Any future arrangements must consider the
impact on all communities. Our staff, our communities and our partners across councils, primary care and other
agencies all play a vital role in shaping a stronger, more connected health system. The strongest outcomes are
achieved where there is genuine engagement and a willingness to work together. Many of our best examples of
success come from communities and partner organisations that actively engage with us, seek information and help
shape local solutions. We are committed to working alongside them, listening to their experiences and building
solutions that reflect the realities of rural and regional life. We welcome the opportunity to contribute to today's
hearing and to the Committee's determination on this matter.

The CHAIR: Thank you, Ms Bailey, and thank you for stepping into the role that you are acting in at
the moment. It is much appreciated.

LUKE SLOANE: I have a couple of short statements. In line with the previous hearing around the split
of Hunter New England, NSW Health is a highly networked and connected system. There's a whole range of
reasons why we have different acuity and different services available at the different role-delineated hospitals
across the whole State, whether that be metro or regional. As you know, I'm a fierce advocate for regional and
rural capability and capacity across all areas. Things have fundamentally changed for the workforce post-COVID,
and we continue to work through those challenges across all of the districts in regional New South Wales, not to
mention more recent crises that are probably going to make it a little bit harder into the future as well.

The only other thing I wanted to just really clarify as part of a very short opening statement was around
key performance indicators. NSW Health has a significant set of key performance indicators that we hold our
districts, under the performance framework, accountable to. We've tried to refine that down over the years. I think
at one point in time there were more than 270 KPIs, which doesn't make it meaningful, and the team have managed
to bring that down to 85 key performance indicators, which are pretty easy to google, at the moment—if you look
them up, most recently rendered at June-July of 2025, and we may well have revised them after that. We have
quarterly performance meetings with all of the local health districts, where we examine all of those key
performance indicators across the different portfolios of work.

Very much within the performance framework are levels of performance for each one of the local health
districts, and it does, if need be, spotlight in on particular areas of service. I can very proudly say that mostly in
all of the regional hospitals—from a clinical care and safety point of view and emergency department performance
point of view and a surgery point of view—on a whole, there are some areas of improvement, but mostly all of
them perform within their key performance indicators and what we're focused on. They do it with compassion
and empathy for all of their communities because (a) the staff that work there come from the communities, in the
main part, and (b) those that are flying in, where we do have to use a casual or locum workforce to do so, do so
because they have a passion to support regional and remote communities. It's not always driven by the hip pocket,
of course.

I just wanted to say that before we kick off the questioning. Listening to some of the witnesses, my team
fed back to me that that was a concern that was brought up to the Committee. But I think we're kidding ourselves
if we don't have key performance indicators for the health system, which has one of the biggest, if not the biggest,
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budget for the Government across New South Wales and possibly Australia, and it is one of the biggest and best
performing, as outlined in the special commission of inquiry. There's a reason for that, and it's because we're
networked and connected across all of our local health districts.

The CHAIR: Certainly the question of KPIs has come up. I'm going to allocate a significant portion of
this first half to the local member, the member for Murray. It is her bill that's before the House, so we're fortunate
to have her as part of this Committee. I just wanted to ask a bit of a metaphorical question that you can all answer.
Why in 2026 do people feel that health service delivery is moving further away from them—metaphorically
further away from them? Why do people feel like health services in 2026 are away from them instead of close and
in their local community, the way it once was?

LUKE SLOANE: [ think it's a very good metaphorical question. There are probably several answers to
it. I think that as services have become super specialised throughout the clinical workforce—more specifically,
the medical workforce—we no longer have a medical workforce concentrating on the holistic body. We do have
subspecialties even within the different specialties, so there might be a cardiologist—not to draw out cardiology—
that is just focusing on heart failure or interventional procedures. We might have other—orthopaedics is a really
good example, which I'm sure will come up today, that only do hands or only do knees, not to say they can't do it
all. There's been quite a differential shift—I don't know over what period of time you'd want to tap into—where
definitely the medical and clinical workforce has super subspecialised.

That's not taking into consideration general practice at all, or our rural generalists, because even they
have a particular set of subspecialisations, whether it's general practice obstetrician or general practice
anaesthetics. This is why we're trying to develop the capability around those areas of the workforce: to make sure
that we do have that general practice and primary care lens on it but also have the ability to have a specialty that
supports that higher level of care. The colleges and those specialties, indeed, have probably pushed for a model
where they can guarantee safe, good and high-quality clinical outcomes if they do provide that specialist care. We
cannot provide that specialist care everywhere. I can only make an assumption that that might be impacting how
that's playing out over the course of time.

Again, I can't answer all aspects of the question but, as the population ages, there has been a bit of a
change in how then we actually provide services. We provide it for a different angle that's probably more akin to
the population in certain areas. Often it comes up in rural and regional areas that there's been maternity services
closed, for example. If you look back at the 13 that were probably less being closed and more transitioned,
probably out of that 13, I think there's 10 of them that have moved away from a normal hospital function, because
some of those functions were very low volume and could no longer be provided safely there. We've transitioned
to respond to the community need around aged care, converting them to multipurpose services. So we've still got
an urgent care service or an emergency service, as well as an aged-care provision for the hospital, with some acute
care beds. There's probably a whole range of reasons why that's happening. Also, there's been the challenge of
workforce, and that locum workforce that we need to bring in to keep places functioning, as well as very low
volumes of patient throughput in certain areas.

The CHAIR: Ms Bailey or Mr Lindner, did you want to offer just a short comment on my question?

CARLA BAILEY: Yes, I'm happy to offer a short comment. Luke's touched on many of the issues. I do
think the changes in the primary care platform and availability of services probably feel for community as if there
is less services available. We heard a lot of that earlier today and also a couple of weeks prior to this. Also, there
is a shift in the workforce. For one, the workforce, there may not be as many, but also the expectations of
workforce and how they want to work is changing, and I think that has a direct impact on and correlation with
service provision and what is possible. We did hear a lot of that in today's earlier comments as well, particularly
around fatigue and resources.

ADRIAN LINDNER: I think my colleagues have answered it sufficiently.

Mrs HELEN DALTON: Thanks for your submissions and thanks for attending. Obviously, Griffith is
really up in arms. We've got this beautiful new hospital. New South Wales Government have funded 42 positions,
and so far we've only got 9.2 or 9.5—something like that. We know that even though we want those positions,
they're not advertised. They don't exist. What's your comment on that?

CARLA BAILEY: I'm happy to start with that one thanks, Helen. Just to be clear, the 42 positions were
part of the business case that went up to Treasury for funding the full hospital to be running at full capacity. That's
where the 42 comes from.

Mrs HELEN DALTON: I thought it was 70 positions at full capacity?
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CARLA BAILEY: Forty-two, and what was initially put forward was 9.5 FTE positions, which have
been recruited to, as the hospital has commenced. When we moved into the new hospital, which was only in June
last year, at the backend of June, we moved over with the same services and same workforce that we had in the
existing hospital. Since that time, we have actually added some additional workforce and services to Griffith Base
Hospital. We've had an additional 12.9 FTE in the emergency department short-stay unit. We've also topped up
renal services to expand their hours of operation, and we've also provided additional FTE to theatre to expand the
theatre services and open additional sessions in theatre. In addition to that, as part of the New South Wales
Government safe staffing levels, we've also increased FTE in the emergency department to meet the provisions
under safe staffing.

Mrs HELEN DALTON: What about the position that Dr Hopp had? Dr Hopp was a paediatrician and
was sadly killed in an accident. The community are up in arms about a two-year wait to go over and see anyone
at Wagga. Some of these children have life-threatening conditions. Are there plans to replace him?

CARLA BAILEY: Yes. Can I first start by acknowledging Dr Hopp and his contribution to the Griffith
community, wider than the Griffith community actually. He provided outstanding service for many, many years
and I think we just need to acknowledge his passing. In terms of paediatric services, they are very important. Yes,
we are actively recruiting for a replacement paediatrician for Dr Hopp and we do have a candidate that's applied
for a position at the moment. We're just going through that process. Having said that, in the interim, what we've
worked on with the Griffith team in collaboration with the paediatricians in Wagga is to provide specialist
paediatric services, particularly for the private patients—the paediatricians in Wagga are providing that. We've
also established a nurse practitioner-led paediatric clinic, particularly for those children that you were talking
about, Helen, with high needs that require consistent monitoring, medication management et cetera. We've also
employed a locum workforce at Griffith to cover the gap whilst we are actively recruiting for paediatricians.

Mrs HELEN DALTON: I still get lots of complaints from people, particularly high school teachers,
that say their kids are out of control, using the words "It's outrageous what's going on", but anyway—how much
of your current strategy, and this is for all of you, is currently developed from local community input versus being
adapted from State or national templates? What I'm saying is, what input do you get from the locals?

LUKE SLOANE: Maybe I'll start. The regional health strategic plan that's available for everyone to
download on the internet, six priority areas underpinned by more than 500 actions specifically for rural and
regional and remote New South Wales health care—

Mrs HELEN DALTON: Was that from community input?

LUKE SLOANE: I am just going to finish the answer. That was based off community consultation. We
had a massive amount of face-to-face consultation across all of NSW Health rural and regional areas. We had
specific Aboriginal consultation provided to that plan, as well. We had an overwhelming response to a Have Your
Say that was off the back of us also listening to the rural and regional access to health care and outcomes inquiry
that we got handed down in 2022, with the 44 recommendations that we continue to implement at the moment. In
fact, we've made strong inroads into that. Further to that, NSW Health has participated in and heard very much so
from the select committee into rural and regional health outcomes into the implementation of those
recommendations.

So I would say absolutely we are. Part of our strategic plan, one of the priority areas actually, is
strengthening community engagement. It has got a pretty significant section on how we interact and strengthen
local health advisory committee work across all of the local health districts. It has a shared understanding project
underway—which we can also furnish the Committee with—that provides really resolute principles for how we
engage with community, listen to and understand the community, as well as help health service literacy and health
literacy when we're working in communities. In addition to that, working with the standards of community
engagement that were introduced via legislation—I think it was last year—by MP Roy Butler for Barwon to make
sure that we're adhering to those community engagement lines as well. I'm very aware and will let Carla and
Adrian talk to how the local health advisory committees work and their escalation pathways directly to the board
in Murrumbidgee Local Health District, but we're trying to roll out and strengthen that engagement across all local
health districts.

ADRIAN LINDNER: 1 can respond to that too. We have 23 very active local health advisory
committees in our district and that's something that Commissioner Beasley identified as a real strength when he
did the special commission of inquiry. Those local health advisory committees are our bridge with our
communities. It's like a two-way street. It's an opportunity for them to bring to our facility, where they exist,
suggestions from the community about their needs in health and welfare. Also, we're able to give them information
to take back to their communities in the way of new initiatives we might be operating—it could be virtual health
or new programs we're running.
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We also undertake the LHACs in conjunction with the primary health network. We're great partners with
the primary health network and, between the two of us, we have two forums a year. They're quite large events.
We had one in Griffith last year, another one in Wagga, and that's an opportunity for each of the LHACs to come
to that forum and just share about their successes or their struggles, and a lot learned from each other, what's
working and what's not working. That's the way we connect with our communities. The other thing I mentioned
in my opening remarks is that I visit every facility once a year and, in those visits, I mentioned I meet with the
staff, the patients and the LHAC members and the councils. I mentioned we have a great link with the councils
and we see councils as very much supporting what we do.

One of the biggest issues we have in recruitment of our workforce is accommodation for them.
Accommodation is very expensive, it's very difficult to get in rural areas, and so we often lean on councils to
provide some premises for us. I know at Finley they have an essential worker cottage that they've provided for
either police, ambulance or nurses and, as Mr Sloane will maybe talk about later, we also have key worker
accommodation that we've been building right around New South Wales and in our district as well for that
accommodation. I know in some of our centres the local LHAC will help, I guess, assimilate a new staff member
into that community. They'll do an orientation, they'll show them around town, tell them where the good coffee
shops are et cetera. So they're really good for bonding that staff member with the community, and the councils are
also that community bridge that we have.

The CHAIR: Ms Bailey, do you want to describe local input?

CARLA BAILEY: Just to add to my colleagues, the chief executive also has a quarterly meeting with
local councils and LHACs where it's an opportunity to share information but also to hear from the ground of issues
that may be emerging or challenges that they are having so that we can work together on solutions. In addition to
that, we often have individual meetings with different councils on their personal issues that are happening within
their community. That's another avenue for collaboration as well. I think more from a local level, in addition to
those bodies, we have medical staff councils at Griffith, at Wagga.

We also have a district medical staff council, which Dr Christmas was talking to earlier today, and they
are a really important avenue for us to hear from the clinicians about what's working well, what's not working
well and how can we work together on solutions. We also have other staff advisory meetings where we can hear
from our people on the ground and, in addition, as Adrian was referring to, the site visits are really important to
get around and talk to the staff. We have a time slot specifically for staff just to come and talk to us about anything
that they would like to raise and then we work with the relevant executive team to address the issues that have
been brought to our attention.

Mrs HELEN DALTON: When was the last time you significantly changed a policy based on direct
feedback from the communities you serve and what exactly changed?

LUKE SLOANE: Maybe I'll go first on that one. Are you talking about local policy or statewide policy?

Mrs HELEN DALTON: Local. We heard at Griffith that the LHACs really aren't working, there's a
communication breakdown and the feedback is not coming back from the community to the board or MLHD. It's
rather that MLHD have got information to disperse via the LHAC. Certainly according to one of the witnesses
that was the case. When was there a change in policy based on direct feedback from the community?

LUKE SLOANE: TI'll go first on that one. Most of the policy we have is statewide policy related to
something that would drive local—

Mrs HELEN DALTON: What about for Murrumbidgee Local Health District?

LUKE SLOANE: I'm just answering the question—which would drive local policy compliance
procedures or local procedures. We always get representations. I guess, Mrs Dalton, what I will say is we're not
claiming to be perfect in this space around community consultation. There's lots of local managers, leadership or
otherwise, who are always looking to develop their skills and capability in this space. We know there's always
work to do with how we engage with the community. I think that's what we've been focusing on. If we talk just
about IPTAAS, we had representations around specialist care not being available.

We reviewed the IPTAAS policy at a State level and we made changes to make sure in the last reiteration
of it that people could access the additional services that it had become very obvious to us weren't available and
needed to be subsidised for their travel from regional areas. That was definitely based off two specific personal
representations from the community that we went away and did the evidence-based analysis on and said, "Yes,
that's actually a problem. We're going to change the policy right now." We'll continue to do that across all of our
policies in NSW Health, based on consumer feedback. I would be highly doubtful if there's any policy that we do
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at a NSW Health level that doesn't have some form of community engagement and/or feedback within it in order
to advise how we can do it to the best of our abilities, because we are here to serve the public.

The CHAIR: Just interrupting there, Mr Sloane has just described that these models roll out statewide.
Mrs HELEN DALTON: I'm asking directly about—

The CHAIR: Is your question suggesting that you believe something has changed specifically in the
Murrumbidgee Local Health District that doesn't apply to everyone else?

Mrs HELEN DALTON: Well, you're saying you're getting community feedback. From our community,
what service or what has changed from the feedback for us, say, in the Griffith region?

LUKE SLOANE: I think the building of Griffith hospital is probably a pretty good example of that. We
looked at the clinical services planning. They would have engaged with the community all through the building
of that hospital as to what's there. Are we going to cover off every dot point and tick box for the community? No,
because we need to work within a financial envelope. I think if you go back to all the project user groups and
community consultation that would have occurred through that process, we listened specifically to you around the
requirements that the community were talking about with regard to accommodation. We're working through that
and working through the key worker accommodation process to make sure that there was appropriate funding
allocated for that on the Griffith site that we can construct when we get to it. It's sort of difficult—without specific
examples of where those complaints that you're talking about have come through, it's tricky to sort of—

Mrs HELEN DALTON: I guess 24/7 orthopaedics is one and the opening of the rehabilitation ward is
the other that people are screaming out about. You would have heard that. Unless we get that ward opened up, we
can't improve our services.

LUKE SLOANE: I guess they're not policy decisions, though. They're related to the clinical services
plan which was done. They were identified as needed by Murrumbidgee Local Health District to install at the
hospital. It needs to be implemented in a safe and sound way as they work through the commissioning of the new
hospital, as we do with every single hospital that we build.

Mrs HELEN DALTON: But we were promised that ward would be opened last year.

The CHAIR: I might throw to Ms Bailey or Mr Lindner, because you might have some more specific
on-the-ground ways to respond directly to the question by Mrs Dalton.

CARLA BAILEY: I'm happy to—do you want to start with the aged care, Helen?

Mrs HELEN DALTON: Not the aged care. Rehabilitation, and also the orthopaedics. We were
promised last year, I believe, that the ward would be open.

The CHAIR: Can I just clarify—the promise that you're suggesting, where did it come from?
Mrs HELEN DALTON: From the Government.
LUKE SLOANE: Sorry, what's the question, though?

Mrs HELEN DALTON: I'm saying the community—people on the ground are asking, and I've written,
and lots of people have mentioned to you, about the rehabilitation ward being open and the promise of
24/7 orthopaedics, which we still haven't got. They're the two big things at the moment, as well as replacement of
Professor Hopp, of course. They're big-ticket issues for us. I know we've got a beautiful new hospital. However,
it's no good without those services.

LUKE SLOANE: Just to clarify, sorry, what's the question?

Ms LIZA BUTLER: Can I rephrase it? We heard a lot about the orthopaedics and the rehabilitation.
I understand that Griffith hospital is new and opened last year, and I fully understand, "I'm getting a new hospital
with new services. We have to roll them out. You can't just open the doors." How did you communicate with the
community on those rollouts and the dates that those services would be available as per their expectations? I guess
that relates to the KPIs that you have developed as well and how you convey that to the community, and not just
the community but to the LHACs as well, so that it filters through to the wider community and the services.

CARLA BAILEY: I'm happy to answer that one. When the hospital was built—we have a phrase which
we call "settle, move, grow", or "move, settle, grow". When we opened the hospital, it was very clear that we were
opening the hospital with the same number of services, the same activity and the same workforce, which is what
we've done. What we have then communicated is that in a staged process, we would like to expand services at
Griffith Base Hospital as the demand changes and as the need changes. One of the things that we are developing
at the moment is a business case specifically for rehabilitation.
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I just want to start by being clear that there is inpatient rehabilitation already available at Griffith Base
Hospital and has been for some years. It is located within the medical ward at Griffith Base Hospital right now.
As part of our annual service level agreement negotiations, which we have with the Ministry of Health, we are
putting forward for expanding beds in the rehabilitation ward in the new hospital, which will provide additional
spaces for the rehab model of care. I think the other thing to keep in mind is that services are about models of
care, not necessarily about beds or where they're placed, and there is a rehab model of care in place currently in
Griffith.

Ms LIZA BUTLER: What about the orthopaedics? Because that was a major, major concern when we
were out in Griffith. Nearly every group that came to speak to us mentioned orthopaedics, and that seems—to me,
anyway—to be at the very core of this issue.

CARLA BAILEY: There are orthopaedic services available in the Griffith community. We have had
an arrangement with St Vincent's Private Community Hospital since 2021 for the provision of orthopaedic services
under a collaborative care agreement, which is for providing public orthopaedic services. In addition to that, we've
started the new hospital. As you can appreciate, starting a new service requires a number of things to be undertaken
in terms of quality and safety, and all under the auspice of a clinical governance framework, where we need to
introduce a new service, which includes upskilling staff, training staff, ordering appropriate equipment and putting
the postoperative care provisions in place to support the new service.

Griffith have already commenced running public orthopaedic services at the hospital in a staged
approach. We've started with more simple surgery, and we are in the process of working with the clinicians to
expand that to the more complex surgery, particularly around joint replacements, which I know has been one of
the bigger challenges, which is in the planned surgery space, and we are working with the orthopaedic surgeons,
anaesthetists and staff at Griffith Base to continue to develop the service.

Ms LIZA BUTLER: We heard when we were out there about orthopaedics, that often the perception
in the community—you break your arm at weekend sport, "I'll just get in the car and drive straight to Wagga."
How are you informing the community that they actually can go to their local hospital and be seen? We also heard
that there is an orthopaedic surgeon attached to Griffith hospital. However, many of the referrals are bypassing
them and going straight to the private hospital, and that caused a lot of angst in the community as well.

CARLA BAILEY: There are three orthopaedic surgeons currently employed at Griffith Base Hospital,
and I think there's a couple of ways to address this particular question. I think what's important is that we still need
to be part of a network, particularly for cases where it may not be a simple break; it may actually require other
specialty services to provide support for the surgery, such as vascular surgeons et cetera, so that network with
Wagga is still important. In terms of communicating, I know that the hospital has communicated with the local
GPs, as have the surgeons, around the availability of services in the community. But we've got long-established
referral pathways as well, from Griffith to Wagga, that the GPs have had for many years to surgeons in Wagga.
It's going to take a bit of time, I think, for us to shift that. But we need to keep reminding them, as services grow
and expand, that these services are now available locally, and here are the surgeons that can provide these
particular services.

The other thing to remember is that, with the orthopaedic service, running an on-call orthopaedic service
requires a number of people to be on the roster. Currently, the roster does not cover a full month to be able to
provide the service purely in Griffith. Weekend coverage is very problematic and therefore there is a need at the
moment to still refer to Wagga, and that may continue to be so at periods of time where workforce unavailability
may be happening, unplanned sick leave et cetera. The roster at the moment does not allow for 24/7 orthopaedic
coverage at Griffith.

Ms LIZA BUTLER: Are you actively trying to recruit positions to Griffith for orthopaedic surgeons?
CARLA BAILEY: Yes.

Ms LIZA BUTLER: How are you conveying that? Do you have a KPI against getting staff there? How
do you convey that to the LHACs and to Ms Dalton and to the wider community?

CARLA BAILEY: [I've briefed Ms Dalton on this before. We have a current orthopaedic recruitment
episode that finished a week or so ago. We have four people who have applied for a VMO position, so we're just
in the process of convening a panel. We'll then be progressing to interview, and then we'll go through the medical
credentialing process for appointment to Griffith Base Hospital. In addition to that, we're also actively recruiting
for junior medical workforce to support the hospital, but also to help support the expanded orthopaedic program.
If we can find the suitable candidates for that, that'll be a really big boost for Griffith.
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Ms LIZA BUTLER: What's the time frame on the recruitment? That was the other thing we heard—
the amount of time that a surgeon might apply and then, by the time the offer is made, it's six months plus down
the track. This is common. I've heard this in the remote, rural and regional health committee. I heard it in the
splitting of the Hunter district inquiry. By the time the job offer comes in, they've moved on to something else
because it just takes far too long.

CARLA BAILEY: The average recruitment time for the western sector is around 30 days from start to
finish. Having said that, though, there are times where that is extended and that can be for various reasons. It could
be that there are compliance checks that are still outstanding, there's paperwork that we're still waiting on from
candidates et cetera. In particular, with the medical workforce, they are required to undergo a credentialing
process. Their applications are all put through the credentialing committee, which meets every month. It depends
on the time of when the recruitment happens and the application comes in as to whether it'll go to the one that's
currently happening, or it might have missed the time frame and need to go to the next one, which means it'll be
extended. Then, once the credentialing appointment has occurred, that's signed off by the credentialing committee
chair and the chief executive, and then the contract process can happen.

Mrs HELEN DALTON: We were promised 24/7 orthopaedic surgeons in 2022.
The CHAIR: Can we chill, please?

Ms DONNA DAVIS: You mentioned before that you have a contract or an agreement in place with
St Vincent's Private to deliver orthopaedic services. How long is that? Is there any opportunity for the public
patients that are being seen there to be seen and for their procedures to happen in the new Griffith hospital with a
new set of clinical experts?

CARLA BAILEY: Yes, it's a relevant question.

Ms DONNA DAVIS: Is that what the plan is?

CARLA BAILEY: That is the plan, yes.

Ms DONNA DAVIS: Is there a timeline on when you're hoping to deliver this?

CARLA BAILEY: There is an agreement. It's not just for orthopaedic services. It's an essential
agreement so that we have the opportunity to work flexibly across both centres. In terms of orthopaedic services,
the plan is to transition those services over to Griffith. They only do planned orthopaedic surgery, so things like
joint replacements, total knees and total hips. They're the types of services that we're building and expanding
currently—with training, equipment et cetera and getting some more surgeons on board—and they're the services
that we're looking to transition into the public sector and pull it away from the private.

LUKE SLOANE: It should also be worth pointing out, Ms Davis, that that agreement's in place because
previously the theatres at the old Griffith hospital were no longer fit for purpose for operating in an orthopaedic
context. Thus, they needed to use the theatres. But, just to reiterate, we're seeing public patients in that private
hospital with no cost to them because of the fit for purpose for the theatres.

Ms DONNA DAVIS: Yes, but now you've got a new hospital, so you've got a plan in place to be able
to deliver that.

LUKE SLOANE: Yes, that's right.

Ms DONNA DAVIS: What is your intention so that your specialists are not just doing those same
procedures all the time and they are actually seeing people coming in through emergency with other more complex
needs so that they are skilled up and able to not necessarily have people going to Wagga instead? I know you said
you've got a situation at the moment where GPs have got established relationships with specialists in Wagga, but
the word we've heard in Griffith was that people, if they're coming off a hockey field or there's been a—even the
ambulances are just taking them straight to Wagga. They're not going to Griffith. So what's the plan to actually
change that?

CARLA BAILEY: In terms of the ambulance service, they have their own clinical decision-making
matrix. They'll determine the most appropriate and suitable place to take a patient. That's not something that we
determine. But, in terms of the emergency part, there is actually an orthopaedic clinic that's established at Griffith
Base Hospital. There are patients being referred from the emergency department through that clinic and are being
seen by the local orthopaedic surgeons at Griffith. Just going back, though, the rostering issue is that, at the
moment, that service may not be available on every single day so there will still be the requirement to refer to
Wagga as part of the network. As we recruit more orthopaedic surgeons, then we can establish the service more
fully. That should then decrease, and we'll be able to put more of the patients through to Griffith rather than to
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Wagga unless they clinically need to go. That clinical decision is determined by the individual clinicians, not by
the hospital per se. It's a clinical decision that's made.

LUKE SLOANE: It might be helpful just to mention that the clinic's already been seeing patients, and
you've already done a couple of cases in theatre.

CARLA BAILEY: Yes, we have. It has been seeing patients already. We have undertaken procedures
in the theatre as a result of patients going to that clinic. Three of those were actually paediatric patients that were
seen by the orthopaedic surgeon, who managed to be able to perform the procedures locally in Griffith and then
follow up in the clinic locally.

Mrs HELEN DALTON: We heard today that rural and remote patients are underfunded by $4,700 per
person. Our city cousins are well and truly in front of us if we're behind $4,700. When will we have equity in
health for our region?

LUKE SLOANE: I'm not sure I'm equipped to answer the question of when we will have equity in
health. If you're looking for a date, I think we've got a lot of programs of work that we're working on. With regards
to that dollar figure you've supplied, I'm not sure where that comes from. If there's some sort of evidence of it, I'm
very happy to have a look at it. We're very aware that there's a disparity in MBS or Medicare benefit scheme
spending between metropolitan areas and rural and remote areas. We think, just off analysis, that it probably is
related to access. People in northern Sydney perhaps are spending $900 per head accessing general practitioner
services versus $300 per head in a rural or remote area. We know that that's related to the accessibility of GPs.
I think there's 80.3 GPs to every 100,000 people in regional areas, and about 113 per 100,000 in metropolitan
areas. So there's a clear distribution of the medical workforce that comes into play there. But I'm not too certain
of the figures that you're speaking about and how that adds up with regard to where the funding source is.

Mrs HELEN DALTON: It's a lot of money.
LUKE SLOANE: Absolutely.

Mrs HELEN DALTON: When I first became the member for Murray, it was said that our life
expectancy was five years less than our city counterparts. Today I heard—from the figures that were given—we're
at 12 years. We've fallen now to 12 years less life expectancy than our Sydney counterparts. Clearly, we're missing
out. Some of that is to do with, maybe, the $4,700 not hitting—we're not getting that. We're underfunded by that.
When would you see things changing? Given that Griffith is such a wealthy area and, as I've quoted before, 90
per cent of GDP for Australia comes from rural and regional areas, when will there be equity in health for us? We
know we're not going to do brain surgery at Griffith, but we should be able to have a paediatrician, and we should
have 24/7 orthopaedics. We should have a rehabilitation ward opened up for treatment. That's what's holding us
back.

LUKE SLOANE: I don't disagree, Mrs Dalton. I think that we're striving. We've got quite a lot of
programs, including a strategic plan aimed, from a NSW Health point of view, at increasing capability, capacity
and equity in rural, regional and remote health outcomes. There are a lot of factors that play into that. It's not just
access to services. It's also the very hard work of behavioural change that we have to work on with communities
in very tough circumstances of drought, flood and now a pretty significant fuel crisis—

Mrs HELEN DALTON: Mental health.

LUKE SLOANE: —which already presents massive barriers, before we even get to the person that
needs to see the GP. I think that for some of those things—smoking cessation and promoting things around that—
the tyranny of distance and the availability of workforce are providing significant challenges, but I'm not going to
use those as excuses. I very much agree with you. We, in NSW Health, reviewed the small hospitals funding last
year or the year before with respect to those hospitals that don't fall into activity-based funding—the bigger
regional base hospitals. Looking at the smaller hospitals that serve a myriad of our communities, I think we have
185 facilities out of the 220 total of NSW Health's that are in regional areas. Already there are—it's not a nice turn
of phrase—diseconomies of scale in regional areas. We know it is simply more expensive to deliver health care
and probably every service in regional areas, but it doesn't mean we're not going to do it. Due to that, we've
revamped and rebaselined several of the district's budgets to factor that in, with an initial injection of funds into
that small hospital area to actually recognise the disparity in the cost of doing health care in those smaller sites
because they just can't be maintained on volume alone.

ADRIAN LINDNER: I concur, Mrs Dalton, with your comments that our population's health is adverse
compared to the national average. We look at the morbidity and mortality by local government areas right across—
it's not just the west; it's also the east. It's our whole district. When we look at each of these pockets' populations,
we see things like high obesity, childhood obesity and smoking rates, particularly in the Aboriginal population as
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well. Aboriginal women who are pregnant and who smoke is something like 50 per cent. Diabetes and kidney
discase—renal usage is going really high. We're aware of all these diseases, and health in our population is
adverse. This is one of the things we work on with our primary health network. We're looking at things like
collaborative commissioning. We're looking at early screening, trying to get these chronic diseases identified early
so that people can manage if they've got a chronic disease so that they don't end up filling our acute beds. It's
something that we're very conscious of, and we're working with programs to try to improve the health of our
population right across the district.

Ms LIZA BUTLER: This question is not necessarily if the health district was split, but we have heard
a lot about information sharing between health districts and services. I know that's an issue raised everywhere,
and we've talked about it before, whether it's a database so that you can share between health districts—how is
that progressing?

LUKE SLOANE: Yes, I think we've spoken about it before. It's a pretty exciting but daunting project.
You might have heard recently that our first couple of sites for the single digital patient record went live in
New South Wales. Justice and forensic mental health and NSW Health Pathology with, I think, Hunter New
England will shortly follow. That, as a system, is probably—I think I've been told—the largest implementation of
a single digital patient record globally. We're working through that, over tranches, through to 2028 and just a little
bit beyond that, I think. That will connect what are, essentially, nine instances of a medical record across
NSW Health at the moment.

We do have an interface between the NSW Health Cerner product at the moment, and then SDPR
between there and what is My Health Record. We have an interface for clinicians—HealtheNet—that we inside
NSW Health use. We already upload by default now pathology results, discharge summaries and several other
reporting things from a radiology perspective that are accessible by GPs. It depends on the level of the GP's
capacity or the practice's capacity to access that, but they are uploaded into My Health Record. We still know of
there's instances where that continuum of care might fall over—someone might forget to upload a record or
whatever that may be.

We're looking to Single Digital Patient Record—all eyes are on that at the moment—to be pretty pivotal
in bringing that all together. That includes people external to NSW Health—GPs and other health providers—
being able to access that in some way, shape or form through a portal, to be able to interface with their clients'
records. Again, it's all a work in progress at the moment. I cannot tell you the size of the undertaking that the
implementation authority is working through at the moment. I think there's been 17,000 decisions that they've got
to work through just to get the first go live site ready, which, quite happily, as I said, went live the other day. But
there's going to be a significant project of work.

In the meantime, we're reiterating we work with the Aboriginal community controlled sector and GPs,
where they're not getting the information they need to, like obstetric discharge summaries after birth so that women
going back to country can make sure that they've got a good interface. My team is going out and working with
some of the Aboriginal medical services to make sure that flow of information is seamless and checking where
it's not working well. That'll be an ongoing problem for us. Some medical practices are still using facsimiles, for
example. For us to try to bridge that gap in some way, shape or form, there's a little bit of getting on the phone
and having those good relationships locally, as well as making sure they're connected to the appropriate systems.

Ms LIZA BUTLER: That's a really great piece of work, but how are we conveying what we're doing
and those little successes? I can vouch that my GP received a discharge referral recently, which made it really
easy for me. How are we telling that great story about what we're doing? What is being heard on the ground is
that nothing's happening in that space even though we're doing a lot of work in that space.

LUKE SLOANE: Again, we've been working on that. It's okay to sit here and say, "There's a lot of
work in this space or otherwise," and I don't think we'll ever be able to sate the need for information. Again,
through the local health committees or some sort of community engagement program, we're working on across
all of the districts to make sure managers are linking with local councils and are going to regular town forums if
needs be. Again, we're getting on with the health business. Adjacent to that, we've got to be communicating with
our communities. There's more reliance in rural and regional areas, without a doubt, for us to do that.

We're just trying to get in on that wherever we can, whether that's Southern NSW Local Health District
doing their regional community forum or Western NSW having their twice or three times a year community
forums about what's top of mind for them, as well as those interactions with council, to make sure we're getting
those communications out there. There's also a bit of responsibility the Commonwealth has with regards to the
work that they do with general practice and the primary care facilities as well, knowing that our information is
flowing through to them. Again, we'll always take it up. If something hasn't happened, we'll investigate every
single individual episode, where we can, to make sure it's smooth into the future.
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Ms LIZA BUTLER: We've heard from you today that it's about people, not boundaries. If the health
district was to split, if we created another boundary, would it improve the healthcare outcomes and referral
pathways to specialists for people on the western side of the Murrumbidgee Local Health District?

LUKE SLOANE: I'll let the district answer. Again, coming back to my opening remarks, the network
services are formally established with a view to be able to promote that. Relationships exist, no matter what,
between clinicians and between sites or services. But there are many sites and services that are much smaller and,
if there wasn't a formal escalation chain that's supported by the district as a network, they would have to work
much harder to have those referral pathways or access to specialist care as well.

Ms LIZA BUTLER: Before you answer, can I just add in there that we've talked a lot about funding
per head in cities is higher. What would happen to the funding per head if we were to split the health district and
we've got a finite amount of money?

LUKE SLOANE: There's a funding calculation for all of NSW Health delivery. So if it's activity-based
funded, we are bound by the national efficient price, and the delivery of activity-based funded health care is in
line with the national weighted activity unit. For an activity-based hospital, that is what it is. For the smaller
block-funded hospitals, that will be what it is. But we will be duplicating what would otherwise be a central office
resource, which would cost whatever that would cost, because we can't have a district set up with no overarching
governance structure that plugs into NSW Health as part of the system. I don't necessarily think there would be a
change in per capita funding just because we split a local health district. We know that the higher the volume, and
the subsidy from higher volume places that goes back into smaller regional and rural areas, we would just be
creating another smaller cell, where we wouldn't be able to support that.

Ms LIZA BUTLER: So the administration costs would rise, but whether it was activity based or block
based, the funding wouldn't change and the health service would remain the same?

LUKE SLOANE: No, because we're bound by how health is funded in Australia.

CARLA BAILEY: I'd just like to add that changing the boundaries is not going to address the
underlying pressures that are facing not just the western sector but rural and regional Australia. A split isn't going
to necessarily create more clinicians, increase access to primary care or add specialist capability. They are
functions outside of changing a boundary. The real pressures around workforce shortages and ageing population
et cetera are the realities of rural and regional health, and those challenges will remain regardless of whether
there's a boundary change or not.

Mrs TANYA THOMPSON: We've covered a lot. Thank you to everyone for coming today and for
your submissions. I want to go to Mr Sloane first. We've been meeting at hearings for a little while now with the
Committee, with the select committee and then, obviously, with the Hunter New England health splitting. I note
your comments earlier about making strong inroads in relation to fixing issues across the State in regional and
remote matters, but what we're hearing on the ground seems to be such a stark contrast to what we hear from the
upper level. I want to get your views on that, because we wouldn't be here if there weren't still those real issues
that are coming from the ground up—why they're calling for splits in health districts and why that conversation
is still there. If we're not going to consider those measures, how else do we continue to keep fixing what is being
spoken about so passionately on the ground in regional, rural and remote areas of health?

LUKE SLOANE: [ agree, we are continuing meeting on it. Part of it I think is for us to continue that
stabilisation of what was pretty significantly damaged after COVID, with workforce voting with their feet and
going to other areas to provide health care, as well as a pretty large change in the locum and casual workforce.
Also, we saw not a lot but a couple of people flying over borders to greener pastures. For us, I think the way we
move this forward is by all getting together on the single play sheet that we consulted—as I said to Mrs Dalton
earlier—very widely after the inquiry across all of New South Wales as to what the strategic direction is for the
next 10 years for NSW Health and health care delivery in New South Wales.

We all gather around to continue to implement not only the many actions from NSW Health, but work
closely with all of the other health providers, non-government organisations, primary care in rural and regional
areas, and the colleges, to make sure that the recruitment pipelines are flowing, the recruitment pipelines from
university are flowing, and we are supporting people to stay in place to train and to then stay in place to work and
have jobs. We are seeing that happen across the workforce. We're seeing incentives keeping people in place, and
Murrumbidgee is no different. It's very different than when I first started in this job, three years ago, from a
workforce point of view as I'm travelling around. We can evidence this—everything I say today I can actually
evidence. When we're travelling around, whilst there is still vacancies, it's nowhere near going to a place and
seeing 54 roster vacancies in a place like Nyngan, for example, and the health service manager working three or
four days straight so that the service was maintained.

COMMUNITY SERVICES



Monday 30 March 2026 Page 54

We're seeing pretty significant cost-of-living pressures on everybody at the moment. I think that it's really
great—it's sort of a silver lining to the cloud that everyone is focusing on health care at the moment, because it
makes people start thinking about their own health care, how they're living, how they're accessing health care or
otherwise. Again, coming to some of the findings and recommendations from the inquiry—and I've been pretty
up-front with this from the start—we can implement the answer to the recommendation and satisfy the intent of
that, and we can communicate that to communities. But even doing that may not translate to how it's felt on the
ground, and we have to continue to check in with communities around how that's actually felt and what has
actually changed. I think we've still got to get much better at being able to communicate that.

A lot of the time we're getting on with the business of health care. Even when I was talking to Mrs Dalton
the other day—we have, I think, very healthy discussions about what Helen's hearing on the ground, as
passionately as it is conveyed to me. I think I've still got to hear those things, even though Murrumbidgee are
doing everything that they are in this context and what we're talking about today. We've still got to hear those
things to make sure the action that we've taken and implemented has actually hit the mark. In some instances we
won't get that, and I think we've just got to have the agility to be able to go, "Right, what's next, or what else can
we change?"

Very early on, we heard about key worker accommodation being a massive problem. It's still, ongoingly,
a massive problem, but where's the tension point or the shift around making sure we've got other housing options
in rural and regional areas for people to move to those areas? That's one example. I don't mean to sit here and sort
of spin that I've got a thousand million ideas around to answer your question, Mrs Thompson, in my head, but
I think it is about that regular engagement. I don't know how I would travel around or the districts would go around
and bust every single myth. But the truth always lies somewhere in the middle, and we've got to be continually
listening to communities. It's one of the really great things about rural and regional areas that they keep us humble
in every single policy decision and/or implementation that we do. So, look, I'm not trying to avoid the question,
but I think we have and we can evidence a whole bunch of things that we've made inroads in or implemented, and
they've hit the mark or the intention of the recommendation. Have they been felt on the ground? Perhaps not, and
maybe that's the disconnect between the finding and the recommendation.

ADRIAN LINDNER: Chair, if I can just add a comment. It's an example, I guess, of a community.
There's been a lot of talk about Griffith, but I'd like to pick on another community as a good example, and that's
Jerilderie. It's in the western region we're talking about with this split bill. It's about two hours west of Wagga. It's
only got 15 beds—just a couple of acute beds and mostly residential aged care. But coming out of COVID in
2023, it had a lot of nurse vacancies, and it was that desperate trying to recruit nurses that there was a call-out for
people to come and work, either agency staff or even some of our district office staff who were managers who
happened to be RNs came out and did shifts. But they were that short on nurses, even though they were trying to
recruit, that we had to put them on what we call ambulance bypass, which means we didn't have enough RNs to
run the ED.

We could only have a skeleton staff for the acute and residential aged care. And so, together with the
facility manager and also our people and culture recruitment team, they looked at recruitment strategies. We
looked at international. Even the facility manager did 40 days straight working shiftwork, without a break. That's
not sustainable. She had to do her own managerial work as well and then did 40 days working on the ward. But
when I visited there last year in October, it's got a happy ending, because they've just recruited five international
RNs. You could see the tears—they'd been through a lot of stress. That's a good example of a struggling rural
community trying to recruit nurses. They were really pleased that they were able to get these international students
on board.! They're now able to have the ambulances come through again. That's one community that's had a win.

Ms LIZA BUTLER: Where did you house them?

ADRIAN LINDNER: Actually, council provided one of their premises, and now we're renting it off
them.

Ms LIZA BUTLER: For all of those RNs?
ADRIAN LINDNER: I think they're sharing.

Mrs TANYA THOMPSON: Can I ask an additional question about IPTAAS? I'm not sure if Mr Sloane
raised this before. Have those that have to travel across the border now been reimbursed for that through IPTAAS?

! The Committee received correspondence from Mr Adrian Lindner, providing clarification on this
statement, which is published on the Committee's webpage.
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LUKE SLOANE: Yes, absolutely. Any New South Wales resident, if they've got to travel across the
border or more than 100 kays or 200 kays cumulative per week to the services outlined in the policy, is absolutely
eligible for it.

Mrs TANYA THOMPSON: Great.

Ms DONNA DAVIS: Adding on to that, is 100 kilometres the minimum amount that you can travel to
be able to be eligible for that?

LUKE SLOANE: Yes. We have some discretionary just below that, but, yes, that's what we've set it at.
Again, it's a subsidy scheme. It's not meant to cover the entire cost. We review what could be accessed at any one
given time with regard to those end user specialist services. It's based on 100 kilometres.

Ms DONNA DAVIS: One of the themes when we went to Griffith was around bed block because of
aged care. There was a particular example given about Deniliquin and the impact that geriatrics being in hospital
rather than aged care is having on the system. What are you doing as a local health district to address those
concerns? | hope you're talking about it in the by-election.

CARLA BAILEY: Yes, I'm happy to talk, and Luke might want to add something from a system point
of view, because it is a challenge. We are regularly engaged with and have relationships with the local aged-care
providers in all of our communities. We have an aged-care team that works for the district that regularly interacts
with those services. In addition to that, we also have other services, like our aged-care outreach service, where we
are working with those providers to manage people in their nursing home rather than bringing them into hospital
where possible. There are periods of time where there can be extended stays in the hospital setting for aged-care
residents, and that's often related to things like choice of nursing home that the patient may wish to go to when
there may not be the availability there.

In addition to that, there are often more complexities around guardianship and NDIS that also implicates
the ability to move people quickly. It's not a unique thing to Murrumbidgee; it's actually a system-wide issue. My
colleague Luke will likely make some comment on that. But those relationships with the private providers are
really important in us addressing those issues, and also communicating and working with families and carers as
well and continuing to progress those models of care around managing people in their home, where possible,
rather than at the pointy end in the acute care hospital.

LUKE SLOANE: Aged care across the system—and you would have heard the Minister and the
secretary talk about this in budget estimates and in many forums. I won't say the specific number right now,
because I don't have today's data right in front of me, but it's the equivalent of a couple of large metro hospitals'
worth of elderly people in our hospitals that could be discharged to a different place of care for aged care. I think
across the system all the local health districts, including rural and regional ones, because of maybe the scarcity of
aged care in those areas have been working through alternate strategies in order to support people longer in their
homes—virtual hospital in the home, as well as aged-care outreach programs across pretty much all of the local
health districts in order to help, assist and prevent elderly people coming to hospital when they don't need to but
also to stay in home as long as they possibly can.

I know there's a lot of work happening at the moment with the Commonwealth, with some of the changes
in the funding and policy levers with regard to aged care, about how that provision of care will happen in the
States. I know that we work very closely. The Minister, the secretary and I had our regional bilateral forum with
the Commonwealth and the Commonwealth Ministers to discuss. This was very much at the forefront of that
discussion: How we can work more closely with them to ensure viability of the aged-care facilities that are in
rural areas right now for them to be able to take patients that might have a slightly higher acuity or are a bit tricky
to manage. We know there's a bit of pushback from the aged-care providers with respect to those patients.

But also to work with them with regards to the viability of council-run aged-care services because we
know they run on the breadline—very well managed but within an inch of their life—to provide Commonwealth
supported aged-care places in smaller communities. It is very tricky for some of the places. Smaller hospitals,
maybe there's less of an impact because the volume of patients flowing through is a little bit less, but it's
nevertheless an ongoing problem for us in New South Wales and all jurisdictions. I think there's a bit of work
being done at the national level around aged care that will be very much at the forefront in leading.

Ms DONNA DAVIS: Another issue that was raised was telehealth. I know, Mr Lindner, you mentioned
that telehealth exists. But we did hear in Griffith that, in some cases, the infrastructure is in place but training is
not in place to that telehealth service. I think an example was in Deniliquin, again, when we had people come to
speak to us from there. This has probably been rectified now, that particular instance, but they had asked about
access to telehealth. Yes, all of the machinery that was required, it all was there, but it was in a box. They rectified
that, they think, and got it installed. But then the ongoing issue is one of ensuring that people have access to have
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the training for these particular services. We heard this also from other witnesses that they felt that people just
don't know how to use telehealth. They may find it not that suitable for their first appointment, but it can be quite
helpful for ongoing consultation. But unless people have the confidence and know where they can access it—if
they're going into town to actually access it rather than in their own homes.

LUKE SLOANE: Can I clarify, Ms Davis. Are you're talking about training for the general public or
training for staft?

Ms DONNA DAVIS: Training for staff to be able to support the community when they're going in to
use it.

CARLA BAILEY: Just another clarification point because there's two different things here. What you're
referring to is where we have a telehealth room available for community to come in and use for their private
appointment with a specialist, as an example. We're not talking about virtual care telehealth for the hospital, just
to be clear.

Ms DONNA DAVIS: Yes. That's right.

CARLA BAILEY: In terms of that, I do remember hearing that in the previous hearing. We do have a
number of what we call virtual care hubs set up across many of the hospitals in Murrumbidgee where there is the
equipment available for people to come in and use. I know one of the questions that often gets asked, or the
comments, is about staff being able to use the equipment. I suppose one of the challenges is that you don't know
when people are going to come in necessarily. If we can try and make an appointment-based system that works
well because we know that somebody's coming in to use the service, then we can make sure that there is a staff
member, an administration officer or somebody available that can help support them to actually log in and access
their specialist appointment.

Often most of the challenges that we hear is it's just about logging in and understanding how to use the
interface for them to then have their appointment. We can actually have staff assist that. It's much easier if we
know that people are coming in to do that, rather than somebody just arriving where the staff may be preoccupied
with other patients that they're dealing with at the time and so the wait might be a little longer. Then depending
on their appointment time, that might be challenging.

Ms DONNA DAVIS: I suppose that connects in with the theme that came across that entire two days,
which was communication. Poor communication in so many different elements of the district, whether or not it's
communication between clinical staff in Griffith with the administrative side of the health district in Wagga. We
had that come across very loud and clear that there seem to be very frustrated clinicians in Griffith with the
communications with your team, I suppose.

LUKE SLOANE: Sorry, Ms Davis, very sorry to interrupt. Can I just clarify for the Committee, and
I was saying this to Helen the other day. There are senior executive on the ground in Griffith, as well, that interface
with the executive in Murrumbidgee. So it's not just the clinicians running around the hospital themselves; there's
a general manager onsite and a director of medical services. There is a normal hospital executive that clinicians
can also escalate to if they need to, just for clarification more than anything.

Ms DONNA DAVIS: That's fine to clarify, but it's my role to tell you what we hear. I'm just telling you
as we heard it. Maybe that's because they find it hard to communicate to the people that are their management
locally. But that was one of the themes that we got out of our visit. The other was the theme of communication to
other organisations that exist across the community. You know who came in to speak to us, so you would have
heard the different messages that we were receiving back—as Ms Butler said before, the feeling that the
communication about where you are at with the rollout of the new hospital is not getting out into the broader
populace, as well as to organisations that are your stakeholders. What's the future looking like? What services are
there now and coming into the future? What are the pinch points?

The community needs to know this, and if the interface is actually the board then maybe the board needs
to be doing more to do that communication. I know there was a mention before about the primary health network
and that there's two sessions a year with the primary health network. They were positive, but there were a lot of
questions we asked them that they were reluctant to answer because they're not in their jurisdiction. You could
sense that there were issues around comms and around more needing to be done to work collaboratively across
the district to support those regional centres that aren't necessarily Griffith. We're talking a lot about Griffith, but
there's a lot of concern in those border towns and in those smaller rural centres who don't have access to a hospital
like Griffith on a daily basis.

The CHAIR: Ms Davis, is that just a comment or a question?
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Ms DONNA DAVIS: No, I just wanted to know what is being put in place to address these
communication issues, because it was a common theme we got through the whole two days.

The CHAIR: Are there plans in place for communicating what's available and changes and things like
that?

CARLA BAILEY: First of all, I acknowledge that communication can always be better. Sometimes we
think we've got it right and that we are communicating, and perhaps it's not hitting the mark, and that's what we
need to hear. If that's the case then we need to pivot how we're communicating so that people are feeling like they
are being communicated with appropriately. I just want to start off by saying that. There are many forums in which
we provide communication, and you went through a number of different groups there. Without covering all of
those off, there are many ways that we do that.

We do have representatives, not only just locally from the hospital, but also from the district executive,
who sit in these meetings and sit in these discussions with teams on the ground as well, by way of communicating
information down but also getting information back about what it might be that we need to address. In addition to
that, yes, we do work with the primary health network, we have the LHAC forums et cetera. We also work closely
with council and communicate messages with council, and likewise they communicate with us. I think there are
many forums. Is it perfect? No, it's not. If the feeling is that the communication isn't where it needs to be, then
that's something that we need to take back and think about how we can do something differently.

The CHAIR: We do have the chance to put some supplementary questions on notice. By way of tidying
up a couple of things, is there a representative from Griffith on the Murrumbidgee Local Health District board?

ADRIAN LINDNER: Yes. A bit of history: There was a nurse that was employed at Griffith Base in
the ED and she was on there for 10 years from 2013 to 2022. After 10 years you have to go off and we've got a
current clinician from Griffith who used to be at Carrathool, so knows the area very well, and she's been on there
for eight years.

Mrs HELEN DALTON: Does she reside in Wagga?

ADRIAN LINDNER: No, in Griffith. She lived in Carrathool and then she moved to Griffith and they
have a farm down at Whitton—a cotton farm.

The CHAIR: Ms Bailey, what sort of specialist services rotate out and back in to Wagga as a referral
hospital? What services do you send out there on occasions that, if there was a new boundary put in place, might
be at risk?

CARLA BAILEY: We currently support right across the district—and it's not just from Wagga but also
from other partners in Sydney, and we have specialists coming from Canberra, et cetera. We have surgeons, we
have paediatricians, ophthalmologists, urologists—Iots of specialty groups that do go out to provide support to
not just Griffith but other centres in the district and they provide services in our district hospitals as well. They're
the ones that are going out there at the moment. We've also got palliative care physicians and we have a geriatrician
as well.

The CHAIR: Mr Sloane, in terms of setting up a new health district, what type of administration is
required to be set up and how does that sit in law in terms of that expectation or requirement?

LUKE SLOANE: In the governance compendium there's a board, a chief executive and then the
executive suite, which would govern finance, the clinical specialties, medical, nursing, midwifery, clinical
governance, as well as corporate governance to make sure that we're doing all of our corporate attestation activities
and fiduciary discharge. That's before we get to setting up the additional systems that would need to be carved
off, whether it be IT, infrastructure, the clinical supportive infrastructure for all the different specialties or
otherwise, and then we'd have to link them all back in with another district because there would be several
specialties with what's proposed. Of course, all this being said, if there is a decision by government—and I think
we said this at the last—we work for the government of the day, so if there's a decision to do so, then there would
need to be consideration for exactly how the district is split to make sure that it works most appropriately for the
community that it's going to serve and takes into consideration the clinical needs of the new communities being
served.

The CHAIR: That would leave the proposed new health district without a referral hospital?
LUKE SLOANE: Yes. There would be a networked referral hospital, but it wouldn't be within—
The CHAIR: What does a "networked referral hospital" mean?
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LUKE SLOANE: We have several hospitals, for example Broken Hill links in with Royal Prince Alfred,
to provide virtual ICU and/or other care and we have a trauma network within New South Wales, so that patients
with high clinical acuity that can be seen for Western and Far Western New South Wales, for example, will be
transferred to Westmead or RPA for full and wholesome trauma care. It's not a case of some of the doctors can't
do it; it's a case of the clinical picture of the patient being transferred and the nature of the injury or incident. The
same would apply for spinal care, burns, some of the system-wide specialty services that are offered within NSW
Health, specialty cancer services—there are networked hospitals identified for districts and some of them have
memorandums of understanding in place and some of them work off collegial relationships between specialists.
So we have got a system in place at the moment. If we were to split only just to be referring back, I'm not sure of
the common sense of that, but that's not for me to decide. Clinicians will always have really great and lasting
relationships, but as Matthew Daly, I think, gave testament to it at the last—he was around when the districts were
last rejigged and it took quite a considerable amount of time to redevelop those relationships. Not to say it can't
be done, but the decision is not for us.

The CHAIR: Thank you all for appearing before us today. You will be provided with a copy of the
transcript of evidence for correction. The Committee staff will also email questions taken on notice—I don't feel
there were any questions taken on notice. We, as a committee, may develop supplementary questions that we
would like to send to you. If we do that, we ask that you try to turn them around in two weeks and, if that's not
possible, please talk to us about that. We're just trying to continue to progress our work. That concludes our public
hearing. I thank all of the witnesses who appeared today. I also thank my Committee members, Hansard, the
Committee staff for their assistance and the audiovisual team. That concludes our hearings for this particular

inquiry.
(The witnesses withdrew.)

The Committee adjourned at 17:00.
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