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Abstract

Aims Heart failure (HF) is a leading cause of hospitalization and is associated with high morbidity and mortality. We exam-
ined the impact of recurrent HF hospitalizations (HFHs) on cardiovascular (CV) mortality among patients with HF in Sweden.
Methods and results Adults with incident HF were identified from linked national health registers and electronic medical
records from 01 January 2005 to 31 December 2013 for Uppsala and until 31 December 2014 for Västerbotten. CV mortality
and all-cause mortality were evaluated. A time-dependent Cox regression model was used to estimate relative CV mortality
rates for recurrent HFHs. Assessment was also done for ejection fraction-based HF phenotypes and for comorbid atrial fibril-
lation, diabetes, or chronic renal impairment. Overall, 3878 patients with HF having an index hospitalization were included,
providing 9691.9 patient-years of follow-up. Patients were relatively old (median age: 80 years) and were more frequently
male (55.5%). Compared with patients without recurrent HFHs, the adjusted hazard ratio (HR [95% confidence interval; CI])
for CV mortality and all-cause mortality were statistically significant for patients with one, two, three, and four or more
recurrent HFHs. The risk of CV mortality and all-cause mortality increased approximately six-fold in patients with four or more
recurrent HFHs vs. those without any HFHs (HR [95% CI]: 6.26 [5.24–7.48] and 5.59 [4.70–6.64], respectively). Similar patterns
were observed across the HF phenotypes and patients with comorbidities.
Conclusions There is a strong association between recurrent HFHs and CV and all-cause mortality, with the risk increasing
progressively with each recurrent HFH.
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Introduction

Heart failure (HF) is associated with a large burden of disease
for the individual, the patient’s family, and healthcare sys-
tems and is a leading cause of hospitalization among older
adults.1 Worldwide, HF affects at least 26 million people,2

and the prevalence of HF varies with about 1–2% of the adult
population in developed countries and rising over 10%
among individuals aged ≥70 years.3,4 With the increasing
prevalence of chronic HF, there is a concomitant increase in
the number of related hospitalizations, and as chronic HF
progresses, the risk of acute exacerbation increases.
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Furthermore, following discharge, patients with HF are at a
high risk for re-hospitalization.5

Patients with HF, in particular those with HF with preserved
ejection fraction, frequently suffer from multiple comorbidi-
ties, including ischaemic heart disease, hypertension,
diabetes, atrial fibrillation (AF), and kidney and pulmonary
diseases, which together may substantially contribute to
hospitalizations.6

Despite improvements being observed in the survival of
patients with HF over recent years, overall prognosis remains
poor,7,8 with survival estimates of approximately 50% at
5 years after initial diagnosis of HF.9–11 Previous observa-
tional studies conducted in the US, Canada, and Finland have
found that the number of recurrent hospitalizations is a
strong predictor of mortality.12–14 Similar findings were noted
in a post hoc analysis of the CHARM trial where rates of
cardiovascular (CV) death or HF hospitalization (HFH) were
higher in patients who had previously been hospitalized for
HF vs. those with no hospitalization.15 However, there is scar-
city of data globally including both data from the primary and
secondary care setting evaluating recurrent hospitalizations
and mortality in a contemporary, real-world setting. There
are also limited published data analysing the relationships be-
tween HFH and mortality in different left ventricular ejection
fraction (LVEF) phenotypes, and according to comorbidity
status, the latter is considered important given the likely
influence of significant comorbidities on patient morbidity
and survival.

The objective of this study was to evaluate the association
of recurrent HFHs with CV and all-cause mortality among
patients with an incident HFH and to examine the change in
risk by recurrent hospitalizations. Analyses of subgroups with
different HF phenotypes defined based on the LVEF and in
strata of patients with HF having comorbid AF, diabetes,
and chronic renal impairment (CRI) were also performed.

Methods

This was a retrospective non-interventional cohort study
using regional longitudinal, patient-level data from linked
national health registers and electronic medical records of
patients with HF in Sweden. National registry data covering
the entire Swedish population, drawn from the National Pop-
ulation Register (NPR), the National Prescribed Drug Register
(NDR), and the Cause of Death Register, were linked to the
electronic medical record data from two regions to cover
the entire patient pathway. Hence, data were extracted from
both primary care and hospital cardiology departments for
the counties of Uppsala and Västerbotten. The Pygargus Cus-
tomized eXtraction Program (CXP 3.0)16 was used to extract
data from electronic medical records of patients in Uppsala
(two hospitals and 46 primary care centres) and Västerbotten

(three hospitals and 37 primary care centres) and subse-
quently linked to data from the national health registers.

The HF phenotype [i.e. HF with preserved ejection fraction
(HFpEF) or HF with reduced ejection fraction (HFrEF)] was
determined based on the LVEF data from local echocardiogra-
phy registries. Ethical approval was obtained from the
regional ethics review board in Uppsala, Sweden (2015-
045), before the data were extracted.

Study design and population

Adult patients (aged ≥18 years) with an HF diagnosis and
treated in the primary or secondary care setting between
01 January 2005 and 31 December 2014 and with at least
one HFH between 01 January 2009 and 31 December 2011
were identified. Because two different NPR extractions were
performed for Uppsala and Västerbotten, the data coverage
was different for the two regions. For Uppsala, data were
available until 31 December 2013, whereas for Västerbotten,
data were available until 31 December 2014 (Figure 1).

The index HFH was defined as the first HFH recorded in the
NPR data with a diagnosis for HF based on the International
Classification of Diseases, 10th edition (ICD-10) codes I11.0,
I13.0, I13.2, I42.0, I42.1, I42.2, I42.9, or I50.X during the iden-
tification period. The date of admission for the first HFH in
the identification period was defined as the index date. In or-
der to ensure that all patients were newly diagnosed,
patients were excluded if they had experienced an HFH dur-
ing the 4 year pre-index period (01 January 2005 to 01
January 2009), described as the ‘clean period’. Patients were
followed until death, transfer out of healthcare region (i.e.
Uppsala and Västerbotten), or end of the study period.

A subgroup analysis was performed based on HF pheno-
types and across patients with HF by type of comorbidity.
Local echocardiography registries were used to determine
the HF phenotype. Available LVEF values closest to the index
date within 1 year were used for grouping [HFrEF (LVEF
<45%), and HFpEF (LVEF ≥50%)]. LVEF cut-offs were based
on the availability of the data groups. For subgroups based
on comorbidities, patients with HF diagnosed with comorbid
AF, diabetes, or CRI prior to the index date were assessed and
grouped based on the ICD codes I48, E10-E-14, and N18, re-
spectively; the groups were not mutually exclusive.

Study variables

Patients were grouped according to the number of recurrent
HFHs (one, two, three, and four or more) after the index HFH.
A patient who died after the index HFH date or who survived
until end of follow-up with no subsequent recurrent HFHs
was classified as zero recurrent HFH. Baseline characteristics
assessed on the index date included age, sex, body mass
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index, estimated glomerular filtration rate, comorbidities,
N-terminal pro b-type natriuretic peptide levels, and concom-
itant medications.

During the study follow-up, all-cause mortality and CV
mortality (where CV disease was listed as the primary cause
of death) were recorded for the overall HF population and
for the subgroups based on HF phenotype and patients with
HF having comorbidities of interest, respectively. Among
patients with zero recurrent HFHs, mortality outcomes were
evaluated from the date of admission. CV disease as the
primary cause of death was assessed using ICD-10 codes
(i.e. Chapter I00-99) based on the underlying cause of death
field in the death certificate.

Data analysis

Baseline demographics and clinical characteristics were
summarized using descriptive analyses. No imputation was
carried out for missing data. Continuous variables were
summarized as either mean ± standard deviation (SD) or
median (interquartile range [IQR]), while all categorical vari-
ables were summarized as frequencies and percentages. A
time-dependent Cox regression model using a stepwise selec-
tion approach was used to estimate adjusted CV and all-cause
mortality rates for patients with time-dependent recurrent
HFHs vs. patients without recurrent HFHs. Based on the test-
ing for differences in patient characteristics between patients
with and without HFHs after the index date, variables show-
ing differences (either in means or proportions) with a signif-
icance level of 10% (i.e. P value <0.1) were included as
adjusting covariates in the model. In this analysis, the refer-
ent group included those patients with no recurrent HFH
after the index HFH. Patients who died before the end of
the follow-up or patients who survived until the end of the
follow-up, all of them without any other HFH, were included
in the same group because their outcome is the same.

However, the time they contribute into the analyses is differ-
ent and the opportunity to have a recurrent HFH disappears;
therefore, a time-dependent model is being used, and com-
peting risks were also addressed.

The model variables were demographics, clinical character-
istics, common comorbidities, treatments, and laboratory
measures. Time to CV mortality from index date and from
one, two, three, and four or more recurrent HFHs was calcu-
lated by using the non-parametric estimate of the cumulative
incidence. Differences in the survival distributions between
different time points were calculated using a pairwise
log-rank test. Time to immediate next recurrent HFH from
the previous recurrent HFH (one to two, two to three, three
to four or more) was described using the non-parametric
estimate of the cumulative incidence. Competing risks were
addressed using the Fine–Gray sub-distribution hazard func-
tion in SAS.17

Similar analyses were carried out for the subgroups based
on HF phenotypes (HFrEF and HFpEF) and among patients
with HF having AF, diabetes, or CRI prior to the index date.

Results

A total of 4846 patient records between 01 January 2009 and
31 December 2011 were considered for this study. After
applying the selection criteria (Figure 2), 3878 patients with
HF with an index HFH were included in the analysis, leading
to a total of 9691.9 patient-years of follow-up (mean ± SD
follow-up per patient: 2.5 ± 1.7 years). For the majority of
the study population, the HF phenotype was unknown
(n = 2458, 63.4%). Among patients with known HF pheno-
types (n = 1420, 36.6%), HFrEF was the most prevalent phe-
notype (n = 771, 19.9%), followed by HFpEF (n = 487,
12.6%). Of 3878 patients, 2078 patients (54%) did not have

Figure 1 Overview of study design. HF, heart failure.
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any recurrent HFH, while 1800 (46%) had at least one recur-
rent HFH.

Baseline characteristic

The included patients with HF were relatively old, had a
median (IQR) age of 80.0 (69–86) years at index, and were
more likely to be male (55.5%). The most common
comorbidities observed at baseline were hypertension
(71.7%), ischaemic heart disease (51.7%), and AF (50.6%).
More than half of the patients were receiving β-blockers
(62.3%), while 45% and 21.6% of patients were receiving
angiotensin-converting enzyme inhibitors and angiotensin II
receptor blockers, respectively, at the index date. The median
(IQR) age in the HFrEF/HFpEF cohorts was 72 (63–81)/78
(68–86) years and the proportion of male patients was
71.2%/46.8% (Table 1). The most common comorbidities in
the HFrEF/HFpEF cohorts were hypertension (61.5%/76%),
ischaemic heart disease (54.9%/37.8%), and AF (41.4%/
56.7%). The proportions of patients with HF having AF,
diabetes, and CRI as comorbidities were 50.6%, 28.7%, and
49.3%, respectively. The most widely received concomitant
medication was β-blocker, followed by angiotensin-converting
enzyme inhibitors and angiotensin II receptor blockers in the
HFrEF and HFpEF cohorts (63%/47.9%/23.9% and 65.3%/
42.9%/23.6%, respectively). Baseline characteristics with
regards to number of HF hospitalizations stratified for HF
phenotype and comorbidities are found in Table 2.

Annualized mortality rates

The annualized all-cause mortality rates increased with the
first three recurrent HFHs (Figure 3).

In all patients with HF, there was an increase in the
annualized mortality rates after each recurrent HFH up to
three recurrent HFHs. Among patients with one recurrent
HFH, the annualized mortality rate for CV mortality was 29
deaths per 100 person-years at risk, which increased to 53
deaths per 100 person-years at risk for patients with three
recurrent HFHs. Similarly, the annualized mortality rate for
all-cause mortality increased from 32 deaths per 100
person-years at risk for one recurrent HFH to 57 deaths per
100 person-years at risk for three recurrent HFHs. Compared
with the group with three recurrent HFHs, the group with
four or more recurrent HFHs had a decline in both CV and
all-cause mortality.

Similar patterns were observed in patients with HFrEF and
among patients with HF having comorbid AF and CRI: the an-
nualized CV mortality rates and all-cause mortality rates
increased from one recurrent HFH to three recurrent HFHs,
and a decline was observed in patients with four or more
recurrent HFHs. In patients with HF and diabetes or with
HFpEF, the annualized CV mortality rates increased with each
recurrent HFH from one to four or more recurrent HFHs. Re-
current HFHs were associated with a statistically significant
impact on CV and all-cause mortality (Figure 3). The adjusted
hazard ratios (HRs) for CV mortality as well as for all-cause
mortality were statistically significant for patients with one,
two, three, and four or more recurrent HFHs compared with
patients without recurrent HFHs (Figure 4A). Compared with
patients without recurrent HFHs, the risk of CV mortality and
all-cause mortality increased approximately six-fold in pa-
tients with four or more recurrent HFHs (HR [95% confidence
interval; CI]: 6.26 [5.24–7.48] and 5.59 [4.70–6.64],
respectively).

A similar pattern was observed across the HF phenotype
subgroups and patients with HF having comorbid AF, diabe-
tes, and CRI, with a lack of statistical significance observed

Figure 2 Patient selection process. EMR, electronic medical record; HF, heart failure; HFH, HF hospitalization.
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Table 2 Baseline characteristics of the overall HF population and across the subgroups according to recurrent HF hospitalization status

Number of
recurrent HFHs
during follow-up

Overall
(N = 3878)

HF phenotypes HF patient with comorbidities

HFrEF [LVEF <45%],
(N = 771)

HFpEF [LVEF≥50%]
(N = 487)

Unknown
(N = 2458)

AF
(N = 1961)

T2DM
(N = 1114)

CRI
(N = 1910)

0 2078 (53.6) 331 (42.9) 276 (56.7) 1382 (56.2) 1026 (52.3) 550 (49.4) 1044 (54.7)
1 882 (22.7) 202 (21.2) 105 (21.6) 534 (21.7) 435 (22.2) 246 (22.1) 450 (23.6)
2 397 (10.2) 105 (13.6) 42 (8.6) 233 (9.5) 202 (10.3) 130 (11.7) 187 (9.8)
3 190 (4.9) 38 (4.9) 24 (4.9) 121 (4.9) 106 (5.4) 68 (6.1) 89 (4.6)
4+ 331 (8.5) 95 (12.3) 40 (8.2) 188 (7.6) 192 (9.8) 120 (10.7) 140 (7.3)
At least one HFH 1800 (46.4) 440 (57.1) 211 (43.3) 1076 (43.8) 935 (47.7) 564 (50.6) 866 (45.3)

Abbreviations: AF, atrial fibrillation; CRI, chronic renal impairment; HF, heart failure; HFH, HF hospitalization; HFpEF, heart failure with pre-
served ejection fraction; HFrEF, heart failure with reduced ejection fraction; LVEF, left ventricular ejection fraction; T2DM, type 2 diabetes
mellitus.

Figure 3 Annualized mortality rates according to number of recurrent HFHs in the overall population and across subgroups. CRI, chronic renal impair-
ment; CV, cardiovascular; HF, heart failure; HFH, HF hospitalization; HFpEF, HF with preserved ejection fraction; HFrEF, HF with reduced ejection
fraction.
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in the HFpEF subgroup for patients with one or three recur-
rent HFHs vs. those without any HFH (Figure 4B,C).

Time to cardiovascular mortality

Time to CV mortality from index date and from one, two,
three, and four or more recurrent HFHs for the overall popu-
lation is presented in Figure S1. The incidence of CV mortality
was high after each hospitalization, and the Grey’s test
(P = 0.8748) showed that the time to CV mortality did not
significantly differ by cumulative number of hospitalizations.
Similar findings were observed across the HFrEF and HFpEF
subgroups and patients with HF having comorbid AF, diabe-
tes, and CRI.

Time to immediate next recurrent heart failure
hospitalization

The cumulative incidence of an immediate next recurrent
HFH was highest for patients with more recurrent HFHs

(Figure S2), reflecting decreasing time to subsequent hospi-
talization. Patients with three recurrent HFHs had the
highest risk for an additional hospitalization, whereas
patients with one recurrent HFH had the lowest risk for a
subsequent hospitalization. A similar trend was observed
in the cumulative incidence of one, two, three, and four
or more recurrent HFHs from index date for the HF pheno-
types and patients with HF having comorbid AF, diabetes,
and CRI.

Discussion

This retrospective analysis of 3878 patients with incident HFH
highlights that recurrent HFHs are associated with an
increased risk of CV mortality and all-cause mortality. Com-
pared with patients with no recurrent HFH, the adjusted risk
of CV mortality and all-cause mortality was approximately
two-fold higher in patients with one recurrent HFH and
six-fold higher in patients with four or more recurrent HFHs.
The findings of this study further strengthen the existing

Figure 4 Hazard ratios for mortality in patients with recurrent HFHs vs. none in (A) overall patients with HF, (B) HFrEF and HFpEF subgroups, and (C)
Patients with HF having comorbid AF, diabetes, and CRI. AF, atrial fibrillation; CI, confidence interval; CRI, chronic renal impairment; CV, cardiovascular;
HF, heart failure; HFH, HF hospitalization; HFpEF, HF with preserved ejection fraction; HFrEF, HF with reduced ejection fraction; HR, hazard ratio.

A C

B
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literature18 evaluating the relationship between mortality
and recurrent HFHs.

A significant increase in the annualized mortality rates
after each recurrent HFH was noted from one to three recur-
rent HFH; however, a decline in the annualized mortality rate
was observed with four or more recurrent HFHs. This might
be attributed to the variability in number of patients with re-
current HFHs, that is, there was a decrease in the number of
patients from one to three recurrent HFHs, while the number
of patients with four or more recurrent HFHs was higher as
this group included all patients who had up to four or more
recurrent HFHs. As patients with four or more HFHs were
grouped together, the lower annualized mortality rates in this
group may be due to inclusion of patients who had survived
for a relatively long time while experiencing multiple hospi-
talizations. Thus, the number of HFHs was a strong predictor
of CV mortality and all-cause mortality in real-world data set-
ting, which is in line with previous studies reporting that the
risk of death increases progressively with each HFH.12–15,18

Further, in this study, the impact of subsequent re-
hospitalizations on mortality was also assessed across HF
phenotypes and across subgroups with major comorbidities.
Overall, the highest hazard for death was found in patients
with HFrEF, which is in line with previous literature reporting
highest all-cause mortality in patients with HFrEF.19,20 Similar
to the overall population, patients with HFrEF and HFpEF
experiencing more recurrent HFHs had a higher risk of death
compared with patients with HF without any recurrent HFH.
Unlike patients with HFrEF, the cumulative number of recur-
rent HFHs in patients with the HFpEF phenotype was not con-
sistently associated with CV and all-cause mortality. This was
most likely due to the lower number of patients with HFpEF
than HFrEF. Furthermore, compared with patients in the
HFrEF group, patients in the HFpEF group were older and
had more comorbidities, yielding a more complex pattern in
this group. Additionally, owing to multiple comorbidities,
there are further competing risks of mortality among HFpEF
patients, which contribute to the observed pattern of mortal-
ity across recurrent HFHs.

Similar to the overall population, patients with HF having
comorbid AF, diabetes, and CRI experiencing more recurrent
HFHs had a higher risk of death compared with patients with-
out any recurrent HFH, indicating the importance of HFH as a
marker of disease progression regardless of comorbidity
status.

With repeated hospitalizations, the time to each subse-
quent re-hospitalization became shorter, highlighting the pro-
gressive nature of the disease and emphasizing the
importance of risk assessment and management of HF at
each HF worsening and subsequent hospitalization. Notably,
the time from the final HFH to mortality did not differ signif-
icantly between patients who died after one or four or more
HFHs, highlighting the period following hospitalization as a
period of high risk for patients, requiring close monitoring

and potentially optimisation of HF therapies. Overall, this
study indicates that each recurrent HFH is associated with
an increased risk of death, pointing at the need for prompt
intervention in hospitalized patients with HF and for intro-
duction and use of effective treatments that can reduce re-
current hospitalization and thereby help reduce the overall
disease burden. To the best of our knowledge, this is the first
study to quantify the magnitude of risk between recurrent
HFH and mortality among patients with HF and across HF
phenotypes in a real-world setting in Sweden. The baseline
characteristics of patients in the current study were in line
with other studies evaluating the relationship of recurrent
HFHs on mortality or re-admissions following incident
HFH.1,12,14,18

The results of this study should be interpreted in light of
some limitations. First, our analysis included only patients
with a 4 year clean period, which is reasonable to assume
as the study identified actual first HFH. Hospitalization for
HF prior to this clean period was not considered. Another
limitation concerned missing data for LVEF, where a large
proportion of patients had missing values due to the absence
of information on an echocardiogram. This is partly due to
the extraction method used, where not all patient records
presented echocardiograms, and in some cases, the EF value
was not reported despite an echocardiogram being available.
Further, patients were grouped into HF phenotypes based on
the available LVEF values, and the LVEF cut-off values used
for grouping of HF phenotypes varied slightly from guideline
recommendations. We cannot exclude that missing values
may have been unevenly distributed across the LVEF pheno-
types and that this could have led to bias in assessment by
LVEF phenotype. The data on medication that were pre-
sented should be interpreted with caution as this was based
on filled prescriptions at the index date and does not take
into account uptitration of treatment. This is an area that re-
quires more scrutiny in the future. Lastly, there were inherent
limitations associated with retrospective study design and
with secondary use of data, including missing data and selec-
tion bias, among others.

Conclusion

Mortality increased with increasing number of recurrent
HFHs. Moreover, patients with HF with more than one recur-
rent HFH were more likely to experience another HFH than
those without recurrent HFH. Our real-world findings high-
light the importance of the prognostic information based on
re-hospitalization rates and suggest the need to improve
management of HF and the importance to treat underlying
diseases, including adequate follow-up strategies to reduce
re-hospitalizations among patients with HF, including those
with HFpEF and HFrEF with or without AF, diabetes, or CRI.

Recurrent heart failure hospitalizations increase the risk of cardiovascular and all-cause mortality 2151

ESC Heart Failure 2021; 8: 2144–2153
DOI: 10.1002/ehf2.13296



Acknowledgements

The authors thank Japinder Kaur and Zineb Zerrad-Igrouche
for providing medical writing assistance with this manuscript.

Conflict of interest

Krister Lindmark has received lecture grants and consultant
fees from Novartis. Kurt Boman, Jan Stålhammar, and Mona
Olofsson have received reimbursement from Novartis via
IQVIA for performing the study. Kurt Boman and Mona
Olofsson have also received lecture grants from Novartis.
Raquel Lahoz, Rachel Studer, Clare Proudfoot, Stefano Corda,
and Ana Filipa Fonseca are employees of Novartis Pharma
AG, Basel, Switzerland. Madlaina Costa-Scharplatz is an
employee of Novartis, Sweden. Michael Törnblom and Anna
Castelo-Branco of IQVIA, Sweden. Aaron Levine and Eleni
Kopsida were part of IQVIA at the time of this study. IQVIA
was commissioned to conduct the study (data extraction
and analysis) on behalf of Novartis Pharma AG and has on-
going consulting and research relationships with Novartis

Pharma AG. Gerhard Wikström has no conflicts of interest
to declare; however, his affiliation Uppsala University
received research funding from Novartis for conducting this
study.

Funding

This work was funded by Novartis Pharma AG, Basel,
Switzerland.

Supporting information

Additional supporting information may be found online in the
Supporting Information section at the end of the article.

Figure S1. Cumulative incidence of CV mortality from index
date and from 1, 2, 3 and ≥4 recurrent HFHs in overall HF
population.
Figure S2. Cumulative incidence of immediate next recurrent
HFH from 1, 2, and 3 HFHs in overall HF population.

References

1. Dunlay SMRM, Weston SA, Therneau
TM, Hall Long K, Shah ND, Roger VL.
Hospitalizations after heart failure diag-
nosis a community perspective. J Am
Coll Cardiol 2009; 54: 1695–1702.

2. Ponikowski P, Anker SD, AlHabib KF,
Cowie MR, Force TL, Hu S, Jaarsma T,
Krum H, Rastogi V, Rohde LE, Samal
UC, Shimokawa H, Siswanto BB, Sliwa
K, Filippatos G. Heart failure: preventing
disease and death worldwide. ESC Heart
Fail 2014; 1: 4–25.

3. Ponikowski PVA, Anker SD, Bueno H,
Cleland JG, Coats AJ, Falk V, Gonzalez-
Juanatey JR, Harjola VP, Jankowska EA,
Jessup M, Linde C, Nihoyannopoulos P,
Parissis JT, Pieske B, Riley JP, Rosano
GM, Ruilope LM, Ruschitzka F, Rutten
FH, van der Meer P, ESC Scientific Docu-
ment Group. 2016 ESC guidelines for the
diagnosis and treatment of acute and
chronic heart failure: the Task Force for
the diagnosis and treatment of acute and
chronic heart failure of the European
Society of Cardiology (ESC). Developed
with the special contribution of the Heart
Failure Association (HFA) of the ESC. Eur
J Heart Fail 2016; 18: 891–975.

4. Lindmark KBK, OlofssonM, TornblomM,
Levine A, Castelo-Branco A, Schlienger
R, Bruce Wirta S, Stalhammar J,
Wikstrom G. Epidemiology of heart fail-
ure and trends in diagnostic work-up: a
retrospective, population-based cohort

study in Sweden. Clin Epidemiol 2019;
11: 231–244.

5. Ambrosy APFG, Butler J, Chioncel O,
Greene SJ, Vaduganathan M, Nodari S,
Lam CSP, Sato N, Shah AN, Gheorghiade
M. The global health and economic bur-
den of hospitalizations for heart failure:
lessons learned from hospitalized heart
failure registries. J Am Coll Cardiol
2014; 63: 1123–1133.

6. Guha KMT. Heart failure epidemiology:
European perspective. Curr Cardiol Rev
2013; 9: 123–127.

7. Roger VL. Epidemiology of heart failure.
Circ Res 2013; 113: 646–659.

8. Dunlay SM, Roger VL. Understanding
the epidemic of heart failure: past, pres-
ent, and future. Curr Heart Fail Rep
2014; 11: 404–415.

9. Barasa A, Schaufelberger M, Lappas G,
Swedberg K, Dellborg M, Rosengren A.
Heart failure in young adults: 20-year
trends in hospitalization, aetiology, and
case fatality in Sweden. Eur Heart J
2014; 35: 25–32.

10. Piller LB, Baraniuk S, Simpson LM,
Cushman WC, Massie BM, Einhorn PT,
Oparil S, Ford CE, Graumlich JF, Dart
RA, Parish DC, Retta TM, Cuyjet AB,
Jafri SZ, Furberg CD, Saklayen MG,
Thadani U, Probstfield JL, Davis BR.
Long-term follow-up of participants with
heart failure in the antihypertensive and
lipid-lowering treatment to prevent

heart attack trial (ALLHAT). Circulation
2011; 124: 1811–1818.

11. Stewart S, Ekman I, Ekman T, Oden A,
Rosengren A. Population impact of heart
failure and the most common forms of
cancer: a study of 1 162 309 hospital
cases in Sweden (1988 to 2004). Circ
Cardiovasc Qual Outcomes 2010; 3:
573–580.

12. Setoguchi SSL, Schneeweiss S. Repeated
hospitalizations predict mortality in the
community population with heart fail-
ure. Am Heart J 2007; 154: 260–266.

13. Lee DSAP, Stukel TA, Alter DA, Chong A,
Parker JD, Tu JV. “Dose-dependent”
impact of recurrent cardiac events on
mortality in patients with heart failure.
Am J Med 2009; 122: 162–169 e1.

14. Huusko J, Tuominen S, Studer R, Corda
S, Proudfoot C, Mariann Lassenius M,
Ukkonen H. Recurrent hospitalizations
are associated with increased mortality
across the ejection fraction range in
heart failure. ESC Heart Fail. 2020; 7:
2406–2417.

15. Bello NACB, Desai AS, McMurray JJ,
Granger CB, Yusuf S, Swedberg K, Pfeffer
MA, Solomon SD. Influence of previous
heart failure hospitalization on cardio-
vascular events in patients with reduced
and preserved ejection fraction. Circ
Heart Fail 2014; 7: 590–595.

16. Martinell MSJ, Hallqvist J. Automated
data extraction—a feasible way to

2152 K. Lindmark et al.

ESC Heart Failure 2021; 8: 2144–2153
DOI: 10.1002/ehf2.13296



construct patient registers of primary
care utilization. Ups J Med Sci 2012;
117: 52–56.

17. Fine JPGR. A proportional hazardsmodel
for the subdistribution of a competing
risk. J Am Stat Assoc 1999; 94: 496–509.

18. Lahoz RFA, McSharry M, Proudfoot C,
Corda S, Studer R. Recurrent heart fail-
ure hospitalizations are associated with
increased cardiovascular mortality in

patients with heart failure in Clinical
Practice Research Datalink. ESC Heart
Fail. 2020; 7: 1688–1699.

19. Koh ASTW, Teng THK, Vedin O,
Benson L, Dahlstrom U, Savarese G,
Lam CSP, Lund LH. A comprehensive
population-based characterization of
heart failure with mid-range ejection
fraction. Eur J Heart Fail 2017; 19:
1624–1634.

20. Lam CSPGG, Ling LH, Sim D, Leong
KTG, Yeo PSD, Ong HY, Jaufeerally
F, Ng TP, Cameron VA, Poppe K, Lund
M, Devlin G, Troughton R, Richards
AM, Doughty RN. Mortality associated
with heart failure with preserved vs. re-
duced ejection fraction in a prospective
international multi-ethnic cohort study.
Eur Heart J 2018; 39: 1770–1780.

Recurrent heart failure hospitalizations increase the risk of cardiovascular and all-cause mortality 2153

ESC Heart Failure 2021; 8: 2144–2153
DOI: 10.1002/ehf2.13296



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles false
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.3
  /CompressObjects /Off
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends false
  /DetectCurves 0.1000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams true
  /MaxSubsetPct 100
  /Optimize false
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage false
  /PreserveDICMYKValues true
  /PreserveEPSInfo false
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Remove
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages false
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth 8
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /FlateEncode
  /AutoFilterColorImages false
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages false
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth 8
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /FlateEncode
  /AutoFilterGrayImages false
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages false
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /PDFX1a:2001
  ]
  /PDFX1aCheck true
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError false
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (Euroscale Coated v2)
  /PDFXOutputConditionIdentifier (FOGRA1)
  /PDFXOutputCondition ()
  /PDFXRegistryName (http://www.color.org)
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<
    /CHS <>
    /CHT <>
    /DAN <>
    /DEU <>
    /ESP <>
    /FRA <>
    /ITA (Utilizzare queste impostazioni per creare documenti Adobe PDF che devono essere conformi o verificati in base a PDF/X-1a:2001, uno standard ISO per lo scambio di contenuto grafico. Per ulteriori informazioni sulla creazione di documenti PDF compatibili con PDF/X-1a, consultare la Guida dell'utente di Acrobat. I documenti PDF creati possono essere aperti con Acrobat e Adobe Reader 4.0 e versioni successive.)
    /JPN <>
    /KOR <>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken die moeten worden gecontroleerd of moeten voldoen aan PDF/X-1a:2001, een ISO-standaard voor het uitwisselen van grafische gegevens. Raadpleeg de gebruikershandleiding van Acrobat voor meer informatie over het maken van PDF-documenten die compatibel zijn met PDF/X-1a. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 4.0 en hoger.)
    /NOR <>
    /PTB <>
    /SUO <>
    /SVE <>
    /ENG (Modified PDFX1a settings for Blackwell publications)
    /ENU (Use these settings to create Adobe PDF documents that are to be checked or must conform to PDF/X-1a:2001, an ISO standard for graphic content exchange.  For more information on creating PDF/X-1a compliant PDF documents, please refer to the Acrobat User Guide.  Created PDF documents can be opened with Acrobat and Adobe Reader 4.0 and later.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /ConvertColors /ConvertToCMYK
      /DestinationProfileName ()
      /DestinationProfileSelector /DocumentCMYK
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /HighResolution
      >>
      /FormElements false
      /GenerateStructure false
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles false
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /DocumentCMYK
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /UseDocumentProfile
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


