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Abstract.
Acute coronary syndrome (ACS) contributes to the disparity in life expectancy between Aboriginal and nonAboriginal Australians. Improving hospital care for Aboriginal patients has been identiﬁed as a means of addressing this
disparity. This project developed and implemented a working together model of care, comprising an Aboriginal Hospital
Liaison Ofﬁcer and a specialist cardiac nurse, providing care coordination speciﬁcally directed at improving attendance
at cardiac rehabilitation services for Aboriginal Australians in a large metropolitan hospital in Melbourne. A quality
improvement framework using a retrospective case notes audit evaluated Aboriginal patients’ admissions to hospital and
identiﬁed low attendance rates at cardiac rehabilitation services. A working together model of care coordination by an
Aboriginal Hospital Liaison Ofﬁcer and a specialist cardiac nurse was implemented to improve cardiac rehabilitation
attendance in Aboriginal patients admitted with ACS to the cardiac wards of the hospital. A retrospective medical records
audit showed that there were 68 Aboriginal patients admitted to the cardiac wards with ACS from 1 July 2008 to 30 June 2011.
A referral to cardiac rehabilitation was recorded for 42% of these. During the implementation of the model of care, 13 of 15
patients (86%) received a referral to cardiac rehabilitation and eight of the 13 (62%) attended. Implementation of the working
together model demonstrated improved referral to and attendance at cardiac rehabilitation services, thereby, has potential to
prevent complications and mortality.
What is known about the topic? Aboriginal Australians experience disparities in access to recommended care for acute
coronary syndrome. This may contribute to the life expectancy gap between Aboriginal and non-Aboriginal Australians.
What does this paper add? This paper describes a model of care involving an Aboriginal Hospital Liaisons Ofﬁcer and a
specialist cardiac nurse working together to improve hospital care and attendance at cardiac rehabilitation services for
Aboriginal Australians with acute coronary syndrome.
What are the implications for practitioners? The working together model of care could be implemented across
mainstream health services where Aboriginal people attend for specialist care.
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Introduction
Cardiovascular disease is a signiﬁcant contributor to the difference in life expectancy of 11.5 years for males and 9.7 years for
females between Aboriginal and non-Aboriginal Australians.1
In this paper, the term ‘Aboriginal’ is used to include both
Aboriginal and Torres Strait Islander people. Coronary artery
disease, the most common form of cardiovascular disease,2
often manifests as acute coronary syndrome (ACS), a spectrum
of disorders resulting from the development of thrombus in a
coronary artery leading to varying degrees of cardiac muscle
damage due to reduced oxygen supply. Advances in acute
interventions for ACS and secondary prevention medication
strategies have reduced mortality from coronary artery disease2
and improved quality of life.3
The reported health disparities between Aboriginal and nonAboriginal Australians have been linked to systemic and local
factors, which impact on Aboriginal patients’ experience of and
access to care.4–8 Attendance at cardiac rehabilitation services
after a cardiac event is associated with a reduction in risk of
cardiac mortality.9 Rates of referral to cardiac rehabilitation
services in Australia are reported as being between 29% and
45%.10,11 Two studies conducted in remote locations where
cardiac rehabilitation services were not readily available reveal
low attendance rates for Aboriginal patients.12,13 Attendance
rates can be inﬂuenced by the strength of the recommendation
to attend, distance to service, scheduling of sessions, and work
and role conﬂicts.14,15 For Aboriginal patients, additional barriers
include lack of access to culturally appropriate cardiac rehabilitation services.16,17
It has been suggested that, to improve Aboriginal patients’
experience, hospitals should provide a culturally safe environment.7 Cultural safety is a subjective experience that is best
described by the person experiencing it. Health service attempts
to provide a culturally safe environment might best be described
as a set of practices that aim to ensure awareness and responsiveness to the cultural aspects of health and wellbeing.18,19 The
more recent history of Aboriginal Australia has had profound
effects on Aboriginal health and wellbeing and it should be
recognised that, for many Aboriginal people, hospitals are symbols of the very institutions that had a role in their marginalisation
in Australian society. The hospital is a site where Aboriginal and
non-Aboriginal Australians meet under circumstances of great
stress and hospital staff often lack cultural awareness and
understanding. Hospitals are places where Aboriginal people
continue to experience poor attitudes, racism and limited cultural
understanding.6
The Victorian Government’s Improving Care for Aboriginal
and Torres Strait Islander Patients framework advocates that
Aboriginal Hospital Liaison Ofﬁcers (AHLO) are fundamental
to a system-wide approach to improving hospital care of Aboriginal Australians. AHLOs bring cultural expertise to health
services and are key people in the facilitation of communication
between Aboriginal and mainstream health services. AHLOs
provide reassurance to Aboriginal patients through direct contact
and help to provide a culturally safe space.20 They are crucial in
supporting the families of Aboriginal patients and play a key role
in planning for admission and discharge, especially rural or
remote patients admitted to metropolitan hospitals.21
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Provision of care by specialist nurses supported by healthcare
workers from a similar socioeconomic or cultural background to
the patients has been identiﬁed as an effective means to improve
access to mainstream health and to overcome disparities in health
care, including adherence to guideline-based secondary prevention for cardiovascular disease.22,23 Aboriginal Health Workers
are qualiﬁed health professionals who are Aboriginal and provide
direct patient care to Aboriginal patients. An Aboriginal Health
Worker employed in a cardiology ward improved Aboriginal
patients’ attendance at cardiac rehabilitation.24 However, Aboriginal Health Workers in these roles can experience lack of
role clarity between a support and a clinical role, and of being
responsible for all Aboriginal patients.24,25
This paper reports a project that developed and implemented a
model of care comprising an AHLO and a specialist cardiac nurse
working together, to provide care coordination speciﬁcally
directed at improving attendance at cardiac rehabilitation by
Aboriginal patients with ACS in a large metropolitan hospital
in Melbourne. This model of care has been utilised at this hospital
between AHLOs and social workers.
Methods
Setting
The study was conducted in two cardiac wards at a large tertiary
public hospital situated in metropolitan Melbourne, Australia.
There are over 800 admissions of Aboriginal patients to the
hospital every year with 30–40 of these being to the cardiac
wards. The cardiac wards receive admissions for specialist care
from all over the state of Victoria. Patients are discharged home
from hospital with follow-up care, including cardiac rehabilitation, being provided in their local community. Cardiac rehabilitation refers to structured, usually short-term programs that
incorporate modiﬁcation of risk factors, exercise programs,
health educations, counselling, and behaviour modiﬁcation strategies, which are often delivered to groups of patients but include
some level of individualised assessment.26 It is recommended that
all patients have access to cardiac rehabilitation after ACS.27
Referral to cardiac rehabilitation services is considered to be a
part of hospital care for patients with ACS, with the ﬁrst stage
of cardiac rehabilitation occurring in hospital usually being
delivered by a cardiac nurse.
Participants
Patients, who identiﬁed themselves as Aboriginal or Torres Strait
Islander on admission and were recorded as such on the Patient
Administration System, were included in the study. They were
required to have a diagnosis of ACS, or have an admission for an
elective angiogram, percutaneous coronary artery intervention or
coronary artery bypass surgery.
Methodology
Theoretical framework
Browne et al. identify four areas where postcolonial theory can
inform nursing practice and research, and they are: ‘(a) issues of
partnership and ‘voice’ in the research process; (b) a commitment
to praxis-oriented inquiry; (c) understanding how continuities
from the past shape the present context of health and health care;
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and (d) the colonising potential of research’.28 These perspectives
framed the working together model, which explicitly seeks to
address issues of cultural safety by having an Aboriginal person
involved in all elements of the project. It recognises that two-way
learning will occur between the AHLO and the cardiac nurse: both
contributing to knowledge and shared learning.
Project design
A quality improvement framework using the ‘plan–do–
study–act cycle’ comprising literature review and consultation
(plan), retrospective case notes audit (do), and care coordination
informed by the ﬁndings of the audit (study) and evaluation (act),
was implemented. The research team seconded an experienced
AHLO from the hospital. This AHLO has worked in both the
Aboriginal health service community and the hospital system.
She has extensive contact with and knowledge about local
Aboriginal families who have contact with the hospital. In
addition to this, she is in her second year of study to become a
Registered Nurse. The specialist cardiac nurse who worked on
the project has extensive experience in the hospital in clinical and
education roles and was employed in the nursing research centre
as a Research Fellow. The AHLO and the cardiac nurse worked
together to conduct all elements of the project, including data
collection and follow up.
A retrospective audit was conducted on the medical record of
Aboriginal patients with coronary artery disease admitted between 1 July 2008 and 30 June 2011. Patients were identiﬁed
using the Patient Administration System and sorted using the
International Statistical Classiﬁcation of Diseases and Related
Health Problems, 10th revision, Australian Modiﬁcation (ICD10-AM)29 codes, I 20 to I 25, which pertain to coronary artery
disease. The AHLO and the cardiac nurse reviewed the case notes
together, each explaining particular contexts to the other. This
sharing of speciﬁc knowledge in respectful partnership is an
essential element of the working together model. They evaluated
care processes, focusing on both Aboriginal cultural and cardiac
clinical perspectives. One of the main areas identiﬁed for improvement from the retrospective medical records audit was
attendance at cardiac rehabilitation.
In the second phase of the study, where the working together
model was implemented, the AHLO and the cardiac nurse paid
speciﬁc attention to increasing attendance at cardiac rehabilitation
services by Aboriginal patients admitted to the cardiac wards
between 1 November 2011 and 30 June 2012.
Process
The AHLO made the initial contact with all patients and asked
if they were willing to meet the cardiac nurse. This introduction
was vital, as establishing a relationship between the patient and
the cardiac nurse was essential to all elements of the model of care.
Together, the AHLO and the cardiac nurse assisted with referrals
and arrangements for admission or discharge, where needed,
taking into account the cultural and clinical perspectives that
informed their practice. Patients were informed about the beneﬁts
of cardiac rehabilitation and risk factor modiﬁcation before
discharge. The cardiac nurse, with the support of the AHLO,
sought to minimise blame and shame in these interactions and to
focus on the positive beneﬁts for the patient and their family.
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Patients were contacted at least 2 weeks after discharge to check
if they had received an appointment to attend cardiac rehabilitation. If patients missed, or had not received an appointment, the
AHLO and the cardiac nurse rescheduled these. It was common
practice that missing several appointments resulted in patients
being discharged from cardiac rehabilitation programs. However,
in this project, the nurse contacting the cardiac rehabilitation
coordinator and requesting another appointment and following up
with the patient facilitated attendance.
Ethics
The Human Research Ethics Committee at the hospital reviewed
the project proposal and granted permission for the project to
proceed. A multidisciplinary steering committee oversaw the
project. A number of members of the steering committee were
Aboriginal. Written consent was not required as the project was
considered to enhance normal care. However, patients were asked
if they agreed to follow-up calls and care coordination when they
were ﬁrst visited by the cardiac nurse. In developing the guidelines for this project, the National Health and Medical Research
Council’s Values and Ethics: Guidelines for Ethical Conduct in
Aboriginal and Torres Strait Islander Health Research were
incorporated into the project plan.30
Results
The retrospective medical records audit revealed that there were
68 Aboriginal patients admitted to the hospital with coronary
artery disease between 1 July 2008 and 30 June 2011. Reading
the medical records from an AHLO perspective and a cardiac
nurse perspective revealed cases where gaps in care occurred, in
particular follow-up care. A referral to outpatient cardiac rehabilitation was recorded for 42% of the patients whose records
were audited. It was found through evaluation of the Patient
Administration System appointment records, that 10 patients
(15%) had been referred to the study hospital’s cardiac rehabilitation service; however, none of them had attended.
During the implementation of the model of care, 15 Aboriginal
patients were admitted to the cardiac wards. Thirteen (86%)
patients were referred to cardiac rehabilitation and eight of these
(62%) attended. The two other patients were referred to heart
failure programs and one of them completed this.
Discussion
The AHLO and the cardiac nurse implementing the working
together model sought to improve the in-hospital care of the
Aboriginal patients with ACS and to initiate engagement in
the cardiac rehabilitation process in a culturally safe manner. An
increase in attendance at outpatient cardiac rehabilitation was
one of the important outcomes of the project.
The two clinicians provided a level of expertise that neither
could provide on their own. The processes adopted to conduct
the project, in particular, the secondment of the AHLO to work
on the project from its inception, ensured that the AHLO’s
perspective was considered in all phases of the project. It was
imperative to have an experienced cardiac nurse on the project
to negotiate and interpret the sometimes complex clinical terrain.
While the strategies employed were local and speciﬁc to the
particular setting and patient group, it is clear that there is potential
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here for impact in other healthcare organisations. The quality
improvement framework allowed for the implementation and
evaluation of changes to practice by the AHLO and the cardiac
nurse. The working together model explicitly empowers the
AHLO and the cardiac nurse in a model that is praxis based. In
their work, the AHLO and the cardiac nurse considered together
the implications of the history of Aboriginal people and their
potential negative experiences of institutions and hospitals, and
also the implications of the project itself. These elements have
been recommended as strategies for reducing disparities in health
care for Aboriginal and marginalised people.22,23 As both practitioners were involved in all phases of the project, the choice of
cardiac rehabilitation as a priority and the changes to practice,
which were aimed at increasing Aboriginal patients awareness of
and attendance at cardiac rehabilitation, were appropriate both
culturally and clinically.
This is a small study, which involved local and speciﬁc
interventions to improve in-hospital cardiac care and to inﬂuence
attendance rates at cardiac rehabilitation. Implementing the model required both the AHLO and the cardiac nurse to use their
considerable local knowledge and contacts in the Aboriginal and
clinical communities to effect change. This might limit the
applicability of the model to all settings. Further research is
needed to evaluate the working together model in other settings
such as mainstream specialist cancer care or renal dialysis. In
particular, the model should be evaluated from patients’
perspectives; more community engagement could be sought in
the development of the working together model. Extending the
data collection strategy to include outcomes in terms of mortality
and morbidity would also be useful.
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Conclusion
This case study report describes an approach to care coordination
and system changes that led to improved attendance at cardiac
rehabilitation in a small group of Aboriginal patients admitted
with ACS to a metropolitan hospital. The principles of partnership, respect and shared learning offer health services a model of
care especially appropriate where Aboriginal patients are accessing mainstream care for specialist services like cardiac care.
Competing interests

15

16

17

18

None declared.
References

19

1

20

2

3

4

Australian Institute of Health and Welfare (AIHW). The health and
welfare of Australia’s Aboriginal and Torres Strait Islander people
2011. Report no. IHW 42. Canberra: AIHW; 2011.
Australian Institute of Health and Welfare. Cardiovascular disease
mortality trends at different ages. Report No. CVD 47. Canberra: AIHW;
2010.
Chan DS, Chau JP, Chang AM. Acute coronary syndromes: cardiac
rehabilitation programmes and quality of life. J Adv Nurs 2005; 49:
591–9. doi:10.1111/j.1365-2648.2004.03334.x
Lawrence M, Dodd Z, Mohor S, Dunn S, de Crespigny C, Power C,
MacKean L. Improving the patient journey: achieving positive outcomes
for remote cardiac patients. Darwin: Cooperative Research Centre for
Aboriginal Health; 2009.

21

22

23

555

Hayman N. Strategies to improve Indigenous access for urban and
regional populations to health services. Heart Lung Circ 2010; 19:
367–71. doi:10.1016/j.hlc.2010.02.014
Australian Health Ministers’ Advisory Council Standing Committee on
Aboriginal and Torres Strait Islander Health Working Party. Cultural
respect framework for Aboriginal and Torres Strait Islander health,
2004–2009. Adelaide: Department of Health, South Australia; 2004.
National Heart Foundation of Australian and Australian Healthcare and
Hospitals Association. Better hospital care for Aboriginal and Torres
Strait Islander people experiencing heart attack. Canberra: National Heart
Foundation of Australian and Australian Healthcare and Hospitals
Association; 2010.
Aspin C, Brown N, Jowsey T, Yen L, Leeder S. Strategic approaches to
enhanced health service delivery for Aboriginal and Torres Strait Islander
people with chronic illness: a qualitative study. BMC Health Serv Res
2012; 12: 143–51. doi:10.1186/1472-6963-12-143
Taylor RS, Brown A, Ebrahim S, Jolliffe J, Noorani H, Rees K, Skidmore
B, Stone JA, Thompson DR, Oldridge N. Exercise-based rehabilitation
for patients with coronary heart disease: systematic review and metaanalysis of randomized controlled trials. Am J Med 2004; 116: 682–92.
doi:10.1016/j.amjmed.2004.01.009
Scott IA, Lindsay KA, Harden HE. Utilisation of outpatient cardiac
rehabilitation in Queensland. Med J Aust 2003; 179: 341–5.
Johnson NA, Inder KJ, Bowe SJ. Trends in referral to outpatient cardiac
rehabilitation in the Hunter Region of Australia, 2002–2007. Eur J
Cardiovasc Prev Rehabil 2010; 17: 77–82. doi:10.1097/HJR.0b013e
3283304060
Brown A. Acute coronary syndromes in Indigenous Australians: opportunities for improving outcomes across the continuum of care. Heart Lung
Circ 2010; 19: 325–36. doi:10.1016/j.hlc.2010.02.011
Shepherd F, Battye K, Chalmers E. Improving access to cardiac rehabilitation for remote Indigenous clients. Aust N Z J Public Health 2003;
27: 632–6. doi:10.1111/j.1467-842X.2003.tb00611.x
Day W, Batten L. Cardiac rehabilitation for women: one size does not ﬁt
all. Aust J Adv Nurs 2006; 24: 21–6.
Williams JAS, Byles JE, Inder KJ. Equity of access to cardiac rehabilitation: the role of system factors. Int J Equity Health 2010; 9: 2–7.
doi:10.1186/1475-9276-9-2
DiGiacomo ML, Thompson SC, Smith JS, Taylor KP, Dimer LA, Ali
MA, Wood MM, Leahy TG, Davidson PM. ‘I don’t know why they don’t
come’: barriers to participation in cardiac rehabilitation. Aust Health Rev
2010; 34: 452–7. doi:10.1071/AH09803
Hayman NE, Wenitong M, Zangger JA, Hall EM. Strengthening cardiac
rehabilitation and secondary prevention for Aboriginal and Torres Strait
Islander peoples. Med J Aust 2006; 184: 485–6.
National Community Controlled Health Organisation (NACCHO).
Creating the NACCHO cultural safety training and assessment process:
a background paper. Canberra: NACCHO; 2011.
Cofﬁn J. Rising to the challenge in Aboriginal Health by creating cultural
security. Aborig Isl Health Work J 2007; 31: 22–4.
Victorian Government. Improving care for Aboriginal and Torres Strait
Islander patients. Melbourne: Department of Health; 2009.
Mansourian J. Reﬂections on the experience of supporting country
Aboriginal people who have to travel to the city for health care. Health
Issues 2010; 102: 12–13.
Davidson PM, Macdonald PS. Interventions for modern times. Circ
Cardiovasc Qual Outcomes 2011; 4: 584–6. doi:10.1161/CIRCOUT
COMES.111.963306
Allen JK, Himmelfarb CRD, Szanton SL, Bone L, Hill MN, Levine DM.
COACH trial: A randomized controlled trial of nurse practitioner/community health worker cardiovascular disease risk reduction in urban
community health centers: rationale and design. Contemp Clin Trials
2011; 32: 403–11. doi:10.1016/j.cct.2011.01.001

556

Australian Health Review

K. Daws et al.

24 Taylor KP, Thompson SC, Smith JS, Dymer LM, Ali MA, Wood MM.
Exploring the impact of an Aboriginal Health Worker on hospitalised
Aboriginal experiences: lessons from cardiology. Aust Health Rev 2009;
33: 549–57. doi:10.1071/AH090549
25 McGrath PD, Patton MAS, Ogilvie KF, Rayner RD. The case for
Aboriginal Health Workers in palliative care. Aust Health Rev 2007;
31: 430–9. doi:10.1071/AH070430
26 National Heart Foundation of Australia. Secondary prevention of cardiovascular disease. Canberra: National Heart Foundation; 2010.
27 National Heart Foundation of Australia and Cardiac Society of Australia
and New Zealand. Guidelines for the management of acute coronary
syndromes 2006. Med J Aust 2006; 184: S1–32.

28 Browne AJ, Smye VL, Varcoe C. The relevance of postcolonial theoretical perspectives to research in Aboriginal health. Can J Nurs Res 2005;
37: 16–37.
29 National Centre for Classiﬁcation in Health, Australia. The International
Statistical Classiﬁcation of Diseases and Related Health Problems, 10th
Revision, Australian Modiﬁcation (ICD-10-AM): alphabetic index of
procedures (ACHI). Sydney: National Centre for Classiﬁcation in Health;
2004.
30 National Health and Medical Research Council (NHMRC). Values and
ethics: guidelines for ethical conduct in Aboriginal and Torres Strait
Islander health research. Canberra: NHMRC; 2003.

www.publish.csiro.au/journals/ahr

