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Background

Hospitals are important settings for improving the 
health outcomes of Aboriginal and Torres Strait 
Islander peoples with Acute Coronary Syndrome 
(ACS) (e.g.  heart attack, unstable angina). 

Aboriginal and Torres Strait Islander peoples 
are more likely to be admitted to hospital with 
ACS than non-Indigenous Australians. In 2012-16, 
hospital admission rates were 2.7 times higher for 
Aboriginal and Torres Strait Islander peoples than 
non-Indigenous people for heart attack and 2.8 
times higher for unstable angina.1  

Discharge against medical advice (DAMA), where 
a patient chooses to leave hospital before their 
doctor recommends discharge, is also higher with 
Aboriginal and Torres Strait Islander patients. From 
2013-14 to 2014-15, discharge against medical 
advice was seven times higher for Aboriginal and 
Torres Strait Islander patients admitted to hospital 
with cardiovascular disease compared to non-
Indigenous patients.2  DAMA is associated with 
poorer health outcomes.3, 4, 5, 6

The Project 

The Commonwealth Department of Health funded 
the Lighthouse Hospital Project Phase 3 (the 
project) for three years from January 2017 until 
December 2019. 

The project, led by the Heart Foundation and the 
Australian Hospital and Healthcare Association 
(AHHA), involved working collaboratively with 18 
hospitals across Australia (see figure 1 for hospitals 
involved). The collective intent of this work was 
to reduce the incidence and impact of DAMA 
for Aboriginal and Torres Strait Islander patients 
admitted to a participating hospital with ACS.

Each participating hospital received funding to 
support recruitment of a project officer, establish 
a project team (involving a cultural lead, clinical 
lead, executive sponsor, project lead and project 
officer), and implement continuous quality 
improvement projects based on the framework 
outlined in the Lighthouse hospital toolkit. 

The Lighthouse hospital toolkit was developed 
in Phase 1 of the project and tested by eight 
hospitals involved in Phase 2. The toolkit details a 
suite of activities that hospitals can implement, 
grouped under four domains (governance, cultural 
competence, workforce and care pathways), 
which were assessed as being critical to improving 
care and outcomes for Aboriginal and Torres Strait 
Islander patients with ACS (see figure 2). 

Figure 1: Hospitals that participated in the Lighthouse Hospital Project Phase 3.

Northern Territory
Royal Darwin Hospital

Western Austraia
Broome Health Campus
Fiona Stanley Hospital
Royal Perth Hospital
Sir Charles Gairdner Hospital
Kalgoorlie Health Campus

South Australia
Flinders Medical Centre

Queensland
Cairns and Hinterland Hospital and 
Health Service
Mount Isa Base Hospital
Townsville Hospital and Health Service
Princess Alexandra Hospital 
The Prince Charles Hospital

New South Wales
Coffs Harbour Health Campus
Orange Health Service
Tamworth Rural Referral Hospital
John Hunter Hospital
Liverpool Hospital

Victoria
Bairnsdale Regional Health Service
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Hospital project teams, in collaboration with 
local community groups and stakeholders such 
as representatives from Aboriginal Medical 
Services (AMSs) and Aboriginal Community 
Controlled Health Organisations (ACCHOs), 
developed and implemented action plans based 
on the Lighthouse toolkit over an approximate 
18-month to two-year implementation period.
The implementation period at each hospital was
dependent on commencement of the project
at the hospital and time needed to recruit the
project officer. Action plans were tailored to local
environments as hospitals varied in their size, the
services they provided, their geographic location
and communities they served, their past experience
with the project (eight of the hospitals participated
in Phase 2) and their readiness for change.

Hospital project teams were supported over the 
implementation period by the Heart Foundation 
and the AHHA. This support was designed to 
facilitate learning and knowledge sharing across 
participating hospitals. It included training and 
action planning workshops held at each hospital at 
the start of the project, national forums, communities 
of practice, webinars, other communication tools 
such as Team App (smartphone information 
sharing application), site visits and telephone 
support (provided by national coordinators).

The evaluation
The evaluation of the project, which was 
undertaken by the Heart Foundation, assessed the 
extent to which project teams, and the activities 
they implemented, were able to:

• Strengthen relationships between hospitals and
community organisations such as ACCHOs and
AMSs and other community stakeholders

• Improve the cultural and clinical
appropriateness of care provided to Aboriginal
and Torres Strait Islander patients with ACS

• Improve ‘the patient experience’ and reduce
discharge against medical advice over the
implementation period for Aboriginal and Torres
Strait Islander patients with ACS.

The evaluation used a mixed-methods design, 
integrating qualitative and quantitative data 
collection methods, and included:

• Review of action plans and final project reports
submitted by the 18 hospitals

• Semi-structured interviews with 81 key
stakeholders from nine hospitals and three
national coordinators

• Stakeholder feedback survey with 41 key
stakeholders from 17 hospitals

• Patient experience survey with 103 Aboriginal
and Torres Strait Islander patients admitted with
ACS over the implementation period.

• De-identified hospital unit record data of 26,615
patients with ACS admitted to the 18 hospitals
over the implementation period.

Ethics and governance approvals for the 
evaluation were sought and achieved from 13 
ethics committees and 17 hospital governance 
committees.

Key findings 
Were relationships strengthened?

Strengthening relationships between staff at 
hospitals and community organisations (AMSs/ 
ACCHOs) was a core activity for participating 
hospitals, important for informing the design and 
implementation of many of the continuous quality 
improvement activities. 

Hospital staff and stakeholders who participated in 
interviews identified key factors that contributed to 
this relationship strengthening. These included: 

• Project officers dedicating significant amounts
of project time to this activity, including spending
time in community settings, and

• Having a project team member, particularly a
project officer, with existing connections to the
local community.

Governance
Leadership, accountability

Cultural 
competence

Safety,
security

Workforce
Capability,

training

Care pathways
Patient journey, variance

Patient
Family

Community

Figure 2: The four domains
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Once engaged, a well-functioning project advisory 
committee helped, in some instances, to expand 
the breadth of relationships that existed between 
hospital and community organisation staff.

Hospital staff and stakeholders also identified 
key factors that inhibited the strengthening of 
relationships. These included: 

• Competing priorities, restructures and staff
turnover in community organisations

• Having a large number of community
organisations and communities to develop and/
or strengthen relationships with.

Some hospitals already had existing relationships 
with community organisations that were well 
developed and, as such, the strengthening of 
relationships wasn’t a significant part of the project 
at these hospitals.

Although there were factors that supported and 
inhibited relationship strengthening, many project 
team members and stakeholders reported that 

progress at their hospital was evident/ had been 
achieved in this area since participating in the 
project. Towards the end of the implementation 
period, 66 percent of project team members 
and stakeholders surveyed rated their hospital’s 
performance highly (very good or good) for 
ensuring effective consultation, relationships and 
partnerships with community organisations and 
community.7 About half of project team members 
and stakeholders surveyed reported their hospital’s 
performance had improved since participating in 
the Project.  

What did hospitals do to improve care?

Hospitals implemented a range of activities 
designed to directly influence care and outcomes 
of Aboriginal and Torres Strait Islander patients with 
ACS within the hospital implementation period. 
Based on an analysis of action plans, a summary 
of the types of activities that were implemented by 
hospitals is presented in the table below.

ACTIVITY TYPE EXAMPLE ACTIVITY FROM ACTION PLANS 
FOR THE ACTIVITY TYPE

Auditing and improving clinical 
processes related to interhospital 
transfer, discharge and post-
discharge care

17 (94%) Develop and implement a policy that 
outlines and enforces effective discharge 
summaries including reaching primary 
healthcare providers within 48 hours

Reviewing and improving pre-
admission, admission processes 
as well as processes related to 
identification of Aboriginal and 
Torres Strait Islander patients

16 (89%) Review current Aboriginal and Torres Strait 
Islander identification data and processes 
to identify gaps and opportunities to 
improve performance

Developing and/or providing 
staff with culturally appropriate 
resources to disseminate to 
Aboriginal and Torres Strait Islander 
patients

15 (83% Ensure the distribution of ‘welcome bags’ 
to all Aboriginal and Torres Strait Islander 
patients prior to surgery and on arrival to 
ward

Displaying Aboriginal and Torres 
Strait Islander artwork and/or 
signage in local languages across 
the hospital

14 (78%) Frame Queensland Health Statement 
of Commitment to Reconciliation and 
display alongside Indigenous artwork 
throughout the hospital

Assisting uptake of cultural 
awareness training for targeted 
staff and/or embedding cultural 
awareness training in staff 
orientation

12 (67%) Provide new staff with an Aboriginal health 
orientation including history of access at 
the hospital, social determinants of health, 
cultural decision-making processes and 
‘asking the question of origin’

NUMBER (%) OF HOSPITALS 
IMPLEMENTING ACTIVITY 
TYPE.
Total number of hospitals = 18
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ACTIVITY TYPE NUMBER (%) OF HOSPITALS 
IMPLEMENTING ACTIVITY 
TYPE.
Total number of hospitals = 18

EXAMPLE ACTIVITY FROM ACTION PLANS 
FOR THE ACTIVITY TYPE

Providing targeted education 
and development opportunities 
in identified areas of need for 
hospital staff

12 (67%) Develop manager support program that 
allows manager to have face to face 
training around speaking up when staff 
display over/covert racism

Reviewing and enhancing 
engagement processes for 
the involvement of Aboriginal 
and Torres Strait Islander liaison 
officers, health workers and health 
practitioners in multidisciplinary 
teams caring for patients with ACS

10 (56%) Incorporate culturally appropriate patient 
centred care by including Indigenous 
liaison officers/Indigenous health workers 
in medical ward rounds/handover to 
support Aboriginal and Torres Strait 
Islander patients and medical staff in 
Coronary Care Unit and Cardiac Ward

Facilitating staff champions 
on wards who can advise on 
approaches to care of Aboriginal 
and Torres Strait Islander patients 
as needed

9 (50%) Develop pathways for clinical staff in the 
cardiology unit to become ‘Close the 
Gap’ champions

Expanding care teams by 
employing additional staff such as 
Aboriginal and Torres Strait Islander 
liaison officers, health workers and 
health practitioners

8 (44%) Employ a full-time Aboriginal Liaison 
Officer within the cardiology department

Promoting Aboriginal and Torres 
Strait Islander staff and/or other 
culturally responsive hospital staff 
within the hospital

8 (44%) Design and create a visual aid for staff to 
place on their ID badges to promote their 
Aboriginal and Torres Strait Islander status

Developing cultural spaces and 
family areas for Aboriginal and 
Torres Strait Islander patients on 
hospital grounds

7 (39%) Create a cultural garden on hospital 
grounds in partnership with the local 
Aboriginal and Torres Strait Islander 
community

Providing staff with resources to 
assist them with providing culturally 
responsive care with Aboriginal 
and Torres Strait Islander patients

6 (33%) Design a prompt/reference guide 
for all hospital staff, both clinical and 
non-clinical, to use to assist with when 
approaching/discussing culturally 
sensitive matters

Auditing and improving other 
clinical processes to ensure access 
to evidence-based care

5 (28%) Develop an audit tool for evidence-based 
ACS care based on the Chest Pain Audit 
tool used in name of other hospital

Providing expanded opportunities 
for Aboriginal and Torres Strait 
Islander patients to connect with 
family and community while in 
hospital

4 (22%) Review visiting hours policies with a view 
to create a ‘hospital of inclusion’ where 
families can visit at any time but are 
engaged in the context of the limitations 
of provided care to inpatients

Promoting Aboriginal and Torres 
Strait Islander services to patients

2 (11%) Display photographs of Aboriginal health 
team and contact numbers in prominent 
areas – entry and exit to ACS care areas
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In addition to these activities, participating project 
teams at hospitals also implemented a range of 
activities to influence the broader hospital context. 

These activities included:

• Promoting project messages and achievements
to staff and key stakeholders through multiple
communication channels such as via staff
newsletters, the hospital intranet, social media
and through existing groups and committees

• Embedding the Lighthouse project approach
and principles within the broader structures of
the hospitals by:

o Incorporating Aboriginal and Torres Strait
Islander perspectives into overarching hospital
strategy and policies

o Ensuring representation of Aboriginal and
Torres Strait Islander people in existing
governance and decision-making structures
of the hospital

o Supporting career pathways, career
development and employment strategies
for Aboriginal and Torres Strait Islander
peoples including reviewing broader gaps in
workforce.

Importantly, some of the hospital project teams 
focused activities on improving broader parts 
of the patient journey such as ‘did not waits’ in 
emergency departments and ‘did not attends’ 
in outpatient clinics as well as, or instead of, 
discharge against medical advice. Progress and 
achievements made in these additional measures 
were not assessed as part of this evaluation.

Did the activities influence care?

Many project team members and stakeholders 
interviewed reported improvements to how care 
was provided by hospital workers to Aboriginal and 
Torres Strait Islander patients diagnosed with ACS 
during the life of the project. The types of changes 
they observed included:  

• Hospital workers taking a more understanding,
respectful and/or empathetic approach toward
Aboriginal and Torres Strait Islander patients

• Hospital workers taking more time to engage
with Aboriginal and Torres Strait Islander patients,
connecting and developing relationships

• Hospital workers tailoring their care to the needs
of each Aboriginal and Torres Strait Islander
patient, including through enhanced team
practices and more supportive processes/
procedures designed to better respond to the
needs of this patient group.

An example of a change in this approach 
related to improving the support provided to 
Aboriginal and Torres Strait Islander patients 
who were planning to DAMA. The change in 
approach, identified by project team members 
and stakeholders from several hospitals, was 
represented in the following quote from a hospital 
project team member:

“We need to support people to leave the 
hospital…..even if someone chooses to leave, 
they can, because we want to empower people 
to make their own options, but what we are 
doing is we are allowing some follow-up care 
to occur and putting things into place to get 
them looked at the next day with their GP or 
an Aboriginal Health Worker or even just make 
them feel like they can come back –‘if you go 
home and things deteriorate, come back to us’ 
instead of this ‘sign here, see you later attitude’.”

Broome Cultural Garden
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Evidence of improvements in clinical procedures 
and treatments was however less clear to 
determine. Typical diagnostic and treatment 
options for patients with ACS include angiography, 
coronary artery bypass surgery (CABG) and 
percutaneous coronary intervention (PCI). Hospitals 
participating in the project provided better access 
to coronary procedures for Aboriginal and Torres 
Strait Islander patients with ACS compared with 
national levels. That is, during the implementation 
period of the Project, 64 percent of Aboriginal and 
Torres Strait Islander patients with ACS received at 
least one coronary procedure at participating 
hospitals compared to 53 percent of Aboriginal 
and Torres Strait Islander patients nationally 
between 2014 and 20178.  

While better access to coronary procedures was 
promising, the contribution of Phase 3 of the 
project to this outcome is hard to determine.  
If participation in the project was a contributing 
factor to the higher rates of coronary procedures 
at Lighthouse Hospitals, then an increase in the 
rate of coronary procedures would be observed 
over time as the project was being implemented 
and improvements made. However, as illustrated 
in the figure 3, there was no clear upward trend 
in the rate of procedures provided to Aboriginal 
and Torres Strait Islander patients with ACS over the 
implementation period at an aggregate level. This 
suggests that factors outside the Project were likely 
to have contributed to the higher rate of coronary 
procedures at participating hospitals; additionally, 
the higher rates may make it more difficult to see 
benefit of the Project in this area.  

Was patient experience improved?

Overall, most (82 percent) Aboriginal and Torres 
Strait Islander patients surveyed rated their 
hospital experience as ‘very good’ or ‘good’ when 
admitted to a participating hospital with ACS. To 
a lesser extent (15 percent), Aboriginal and Torres 
Strait Islander patients rated their experience as 
‘just okay’ or ‘not much good’ (see figure 4).

There was some variation in the experiences of 
Aboriginal and Torres Strait Islander patients in 
different aspects of care (see figure 5). Aspects of 
care rated highly by Aboriginal and Torres Strait 
Islander patients surveyed included: 

• I knew the hospital workers were doing
everything for me carefully

• the hospital workers looked after me well

• the hospital workers respected me, and

• the hospital workers treated me the same as
other people/whitefellas.

In the four areas, most patients indicated that their 
hospital workers ‘always’ did or enabled these 
things. 

Change in patient experience over the 
implementation period was not able to be 
assessed at participating hospitals due to low 
response rates for the patient experience survey. 

Unfortunately, this means this positive patient 
experience cannot be directly attributed to the 
project.

CABG

Angiography

PCI

Diagnostic angiography
or de�nitive revascularisation
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Figure 3: Rate of procedures for ACS events for Aboriginal and Torres Strait Islander people, October 2017 
to June 2019
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Figure 5: Patient responses to statements of different aspects of care. N=103

Figure 4: Responses to the question - Mostly, I thought my stay in hospital was? (Very good, Good, Just OK, 
Not much good; Really bad). (n=103)
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Was DAMA reduced?

There were 2,570 hospital admissions* by 
Aboriginal and Torres Strait Islander peoples at 
participating hospitals with a diagnosis of ACS 
over the implementation period. Of these hospital 
admissions, 108 (4.2 percent) ended with a patient 
DAMA. This compared to 1 percent for non-
indigenous patients with ACS DAMA over the same 
period (see figure 6).

The higher rate of DAMA for Aboriginal and Torres 
Strait Islander peoples relative to non-Indigenous 
persons was expected, however, a reduction in 
DAMA over the implementation period would 
indicate that the project has contributed to an 
improvement. Unfortunately, there was a high 
degree of volatility in the DAMA rate over time and 
no discernible downward trend over the course of 
the implementation period. When further analysis 
was undertaken to ascertain whether the size 
of hospital (e.g. principal referral versus smaller 
hospitals), length of time involved in the project (e.g. 
participating in earlier phases or commencing in 
Phase 3) or type of ACS (heart attack versus unstable 
angina) impacted on DAMA rates for Aboriginal 
and Torres Strait Islander patients or non-Indigenous 
patients, no statistical difference was found.

* Note: only includes those patients with a known Indigenous
status. 33 (0.1%) did not have a status.

Key learnings

Project teams and hospitals stakeholders interviewed 
valued being part of the project and considered 
the project funding was essential for being able to 
improve the care provided to Aboriginal and Torres 
Strait Islander patients with ACS. 

Capacity to deliver the project at a hospital was 
influenced by the hours a project officer could 
dedicate to the project, the level of support and 
time that was provided by other project team 
members, the level of turnover in project team roles 
and whether the project could be bolstered by the 
implementation of other complementary initiatives 
with similar intent at a given hospital. Higher 
capacity tended to aid progress with the project.

Strong leadership and support for the project 
was needed at hospitals in order to successfully 
progress planned activities and implement complex 
changes. Executive, cultural, clinical and project 
leadership were all identified as important by project 
team members and stakeholders interviewed.

Hospitals are generally complex implementation 
settings and project teams needed to navigate 
varying levels of institutionalised racism and racism, 
lengthy decision-making processes and other forms 
of hospital bureaucracy as well as ongoing staff 
turnover or staff changes due to clinical rotations. 
Additionally, it took time to strengthen relationships 
with community organisations and communities as 
part of the project. 

Figure 6: Percentage of hospital admissions that ended in discharge against medical advice by Indigenous 
status by month
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These complexities slowed progress and, as 
such, a common view of project team members 
and stakeholders interviewed was, that the 
implementation period was too short for the 
various activities and initiatives to impact project 
outcomes. A more appropriate timeframe 
recommended by several hospital and community 
stakeholders would be to allow a  5 -10 year time 
frame to achieve the desired outcomes. 

The evaluation of the project largely focused 
on DAMA rates for Aboriginal and Torres Strait 
Islander patients with ACS as the primary outcome 
measure. As project teams tailored their projects to 
their local environment, other outcome measures 
were identified as greater priority at some 
hospitals (e.g. working to reduce ‘did not waits’ 

in emergency department or ‘did not attends’ 
in outpatient clinics). Additionally, project teams 
tended to broaden the target patient audience 
wider than Aboriginal and Torres Strait Islander 
patients admitted with ACS. This was often for 
practical reasons as changes were made at a 
department/ward level or across the hospital 
rather than by diagnosis. As such, other outcomes 
may have been achieved through the project but 
have not been captured as part of this evaluation.

We would like to thank the patients, 
hospital staff, community organisation 
representatives and other stakeholders who 
participated in this evaluation.
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