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ORIGINAL RESEARCH

Area Deprivation Index and Cardiac 
Readmissions: Evaluating Risk- Prediction in 
an Electronic Health Record
Amber E. Johnson , MD, MS; Jianhui Zhu, PhD; William Garrard, PhD; Floyd W. Thoma, PhD;  
Suresh Mulukutla, MD; Kiarri N. Kershaw , PhD; Jared W. Magnani , MD, MSc

BACKGROUND: Assessment of the social determinants of post- hospital cardiac care is needed. We examined the association 
and predictive ability of neighborhood- level determinants (area deprivation index, ADI), readmission risk, and mortality for 
heart failure, myocardial ischemia, and atrial fibrillation.

METHODS AND RESULTS: Using a retrospective (January 1, 2011– December 31, 2018) analysis of a large healthcare system, we 
assess the predictive ability of ADI on 30- day and 1- year readmission and mortality following hospitalization. Cox proportional 
hazards models analyzed time- to- event. Log rank analyses determined survival. C- statistic and net reclassification index de-
termined the model’s discriminative power. Covariates included age, sex, race, comorbidity, number of medications, length 
of stay, and insurance. The cohort (n=27 694) had a median follow- up of 46.5 months. There were 14 469 (52.2%) men and 
25 219 White (91.1%) patients. Patients in the highest ADI quintile (versus lowest) were more likely to be admitted within 1 year 
of index heart failure admission (hazard ratio [HR], 1.25; 95% CI, 1.03‒ 1.51). Patients with myocardial ischemia in the highest 
ADI quintile were twice as likely to be readmitted at 1 year (HR, 2.04; 95% CI, 1.44‒ 2.91]). Patients with atrial fibrillation living 
in areas with highest ADI were less likely to be admitted within 1 year (HR, 0.79; 95% CI, 0.65‒ 0.95). As ADI increased, risk of 
readmission increased, and risk reclassification was improved with ADI in the models. Patients in the highest ADI quintile were 
25% more likely to die within a year (HR, 1.25 1.08‒ 1.44).

CONCLUSIONS: Residence in socioeconomically disadvantaged communities predicts rehospitalization and mortality. Measuring 
neighborhood deprivation can identify individuals at risk following cardiac hospitalization.
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In 2010, the United States Department of Health 
and Human Services issued the Healthy People 
2020 report in which social determinants of health 

(SDOH) were the focus.1 The report aimed to galva-
nize stakeholders to address preventable barriers to 
healthy lives across the population. One upshot has 
been increased attention to SDOH as researchers and 
clinicians strive to better understand mechanisms of 
disparate healthcare outcomes. For example, low so-
cioeconomic status (SES) has been associated with in-
adequate preventive health care, limited specialty care, 

and poorer long- term clinical outcomes.2– 6 Decreased 
SES affects both acute and chronic illnesses. Poverty 
and low- income have been associated with increased 
likelihood of 30- day readmission and 5- year mortality 
in individuals with heart failure (HF), myocardial infarc-
tion/ischemia, and pneumonia.2– 4 Given their demon-
strated relevance, the National Academy of Medicine 
has called for the consideration of SDOH in working 
toward high value care within health systems.7

Healthcare organizations have yet to fully incorporate 
the requisite tools that would enable them to map social 
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factors to health outcomes. The delayed uptake of the 
Healthy People 2020 goals is partly attributable to diffi-
culty in operationalizing such initiatives into the medical 
record. Many health systems have begun using their own 
data for quality improvement initiatives, but SDOH remain 
underappreciated. SDOH predictors of readmission for 
hospitalized patients are not uniformly assessed as part 
of routine hospital practice or interventions. Examples 
of successfully ascertaining social determinants at large 
healthcare systems are limited8,9 and often rely on pa-
tients to admit to predetermined screening questions.10 
Whether such integration can have a meaningful contri-
bution to patient care remains an unresolved question.8 
SDOH are undoubtedly associated with adverse health 
outcomes, but leveraging available data to determine the 
impact of social factors has had inadequate study. For 
practical implementation, quantification of the effects of 
social factors on health would be facilitated by a single 
index which consolidates multiple domains into an indi-
vidual measure. The resulting assessment would enable 
health systems to better address patients at risk for poor 
outcomes and groups who would benefit from targeted 
interventions.

The area deprivation index (ADI) incorporates relevant 
socioeconomic variables to provide standardized neigh-
borhood rankings by status, thus enabling the evaluation 
of outcomes by geographic location based on level of 
disadvantage.11 ADI quantifies 17 indicators of mate-
rial and social conditions, including income, education 
level, employment status, and housing security. ADI is 
a validated marker of neighborhood disadvantage; res-
idence within a community with high ADI is a predictor 
of an individual’s risk for poor health outcomes.12– 14 Our 
objective was to examine the association between ADI 
and the risk of readmission and mortality within 30 days 
and 1 year for 3 common cardiac diagnoses for hospital 
admission: HF, myocardial ischemia (MI), and atrial fibril-
lation (AF). Our goal was to leverage our available health 
system data to determine a measure of SDOH that could 
be readily implemented to improve prediction of hospital 
readmission. We hypothesized that not only would ADI 
be associated with readmission and mortality, but also 
that ADI would better contribute to individual patients’ 
risk- prediction using data from a longitudinal electronic 
health record (EHR) compared with data without ADI.

METHODS
Study Design
We conducted a retrospective observational analysis of 
an EHR database of a large regional healthcare center 
to demonstrate the predictive ability of neighborhood- 
level SDOH in determining adverse clinical outcomes. 
The objectives of this analysis were to assess the in-
dependent association of ADI with 30- day and 1- year 
readmission and mortality among individuals admitted 
to the hospital. In addition, we assessed the net reclas-
sification index and integrated discrimination index for 
ADI to evaluate the relative contribution of neighbor-
hood deprivation to the calibration and discrimination 
of risk models for hospital readmission and mortality.

Setting and Data Collection
The University of Pittsburgh Medical Center (UPMC) 
Health System is a large not- for- profit academic 
system located in the Pittsburgh, Pennsylvania re-
gion and spans across parts of Ohio, West Virginia, 
Maryland, and New York. Over 1 million unique pa-
tients are seen annually within UPMC, leading to 
≈5.6 million outpatient encounters and 382 000 hos-
pital admissions per year.15 We abstracted EHR data 
for inpatient hospital admissions between January 
1, 2011 and December 31, 2018. We collected infor-
mation used to inform the study variables at index 
admission as well as at each readmission within our 
hospital system. The data that support the findings 
of this study are available from the corresponding au-
thor upon reasonable request.

CLINICAL PERSPECTIVE

What Is New?
• The novel focus of this study is to evaluate the 

predictive value of a patient’s neighborhood 
context on cardiovascular outcomes.

• We provide support of using the available hos-
pital medical record to determine the area dep-
rivation index to facilitate risk assessment for 
hospital readmission or cardiac mortality.

What Are the Clinical Implications?
• Measures of neighborhood deprivation can in-

form targeted healthcare measures for patients 
identified as higher risk.

• Using information from the health record for 
hospitalized patients can provide a useful 
screening tool for need of additional services in 
the post- hospitalization period.

Nonstandard Abbreviations and Acronyms

ADI area deprivation index
IDI integrated discrimination index
MI myocardial ischemia
NRI net reclassification index
SDOH social determinants of health
UPMC University of Pittsburgh Medical Center
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Participants
Our cohort included individuals with an index hos-
pitalization for 1 of 3 leading cardiac admission di-
agnoses: HF, MI, or AF between January 1, 2011 
and December 31, 2018. Diagnoses were deter-
mined by admitting International Classification of 
Diseases, Ninth and Tenth Revisions (ICD- 9 and 
ICD- 10) codes16 as the primary admitting diagno-
sis. Table S1 lists relevant ICD codes. We included 
cohort participants who were at least 18  years old 
and were discharged alive. We excluded individuals 
with absence of follow- up within UPMC (ambulatory 
or inpatient visit) within 12  months following index 
admission. After index admission, we evaluated the 
EHR during the subsequent 12  months to identify 
the first readmission within 30  days or 12  months. 
Readmission was defined as a non- elective hospital 
admission via the emergency department, directly 
from the outpatient or residential setting, or transfer 
from another health system. When a patient had mul-
tiple readmissions after the index hospitalization, we 
used only the first readmission within either 30 days 
or 12 months of index discharge as the readmission. 
Therefore, additional readmissions beyond the first 
event within the time period were not counted as re-
admissions. A cardiac readmission was defined as 
one for which the primary admitting diagnosis was 
for either HF, MI, or AF. Death was measured by the 
social security death index and data available in the 
EHR. This analysis was approved by the University of 
Pittsburgh Institutional Review Board and by UPMC 
Quality Improvement Committee. This retrospective 
analysis of EHR data did not require participant in-
formed consent.

Variables
ADI is reported as a composite score valued from 1 
(least socioeconomically disadvantaged) to 100 (most 
socioeconomically disadvantaged) and is constructed 
from weighted factor score coefficients for each of its 
17 indicator variables.11,17 The ADI data set published 
by the University of Wisconsin is organized at the 
geography of ZIP+4.17,18 We used the version of ADI 
updated in 2015. To match ADI to patient addresses, 
each patient’s ZIP+4 was obtained from the public US 
Postal Service geocoding Application Programming 
Interface.19 We grouped the ADI rankings into quintiles 
with the highest quintile representing the most socio-
economically disadvantaged group, as has been previ-
ously validated.8

Our covariates included age at time of index hospi-
talization as a continuous variable, binary sex category 
as listed in the EHR, self- reported race and Hispanic 
ethnicity as listed in the EHR; calculated Elixhauser 
comorbidity score at index admission20; total number 

of outpatient medication prescriptions listed at time of 
discharge from index admission, length of stay at index 
admission (number of days), and insurance (Medicare 
or Medicaid). Each of these covariates were included 
because of their well- documented associations with 
healthcare usage. The highly validated Elixhauser 
score is reflective of medical complexity and performs 
well for cardiac conditions.21 We defined time- to- event 
as the time from index admission to either readmission, 
death, or the end of the observation period (30 days or 
1 year).

Statistical Analysis
We selected the first admission within the study time 
frame (2011– 2018) as baseline (time 0). To examine 
incidence rates of 30- day and 1- year readmission by 
hospital admission diagnosis and by ADI, we calcu-
lated the readmission rates per 1000 person- years for 
each of our 3 diagnoses. To estimate the incidence risk 
ratio, we used generalized estimating equations based 
on a 0- inflated Poisson model for number of readmis-
sions of different diseases (count data). Next, we cat-
egorized ADI into quintiles for the entire cohort using 
a previously demonstrated and validated approach for 
categorizing ADI.8

To summarize descriptive statistics, we assessed 
categorical variables by frequencies and proportions 
and continuous variables by either mean and stan-
dard deviation or medians and interquartile ranges. 
We used the Kruskal‒ Wallis rank test for continuous 
variables and Chi- square test for categorical variables 
to compare distribution differences among groups. We 
used 1- way ANOVA to compare the difference of mean 
age across ADI quintiles.

We performed our survival analysis using Cox pro-
portional hazards models analyzing time- to- event with 
multivariable adjustment. Models were censored for 
(1) mortality or (2) last date of contact with the UPMC 
healthcare system as documented by the EHR. Model 
1 included age, sex, race, and ethnicity as covari-
ates. Model 2 included variables from Model 1 with 
the addition of Elixhauser comorbidity score. The fully 
adjusted model (Model 3) included the variables from 
Model 2 with the addition of number of medications 
at discharge, length of stay at index admission, and 
insurance as covariates. We explored multicollinearity 
by examining correlation matrices and the variance 
inflation and tolerance in the regression analyses. We 
determined proportional hazards of events using the 
lowest ADI category as the referent. We assessed 
time- to- event using Kaplan‒ Meier and log rank anal-
ysis and plotted covariate- adjusted survival curves 
based on the Cox models.

To evaluate the discriminative power of the pre-
diction models on readmission risk and mortality, 
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we calculated the area under the receiver oper-
ating characteristic curve based on the predicted 
risks determined by the logistic regression analysis 
using the fully adjusted model.22 Next, we deter-
mined the C- statistic to measure the ability of the 
fully adjusted model to discriminate readmission 
from non- readmission. Because the C- statistic 
can be insensitive to changes in absolute risk es-
timates, it may not fully convey clinically mean-
ingful results.23 Therefore, we also assessed the 
contribution of ADI to the fully adjusted model by 
using the net reclassification index (NRI) method. 
NRI is a methodology to evaluate the proportion 
of subjects moving accurately or inaccurately from 
one risk category to another after adding ADI into 
the model. We used a category- free (continuous) 
NRI in this study. We additionally determined the 
integrated discrimination indices (IDI) using a pre-
viously validated method to further assess the 
predictive ability of our models.24 Altogether, this 
methodology was used to provide a comprehen-
sive calibration of our models.

Stratified and sensitivity analyses examined the 
effect of using ADI as a continuous variable. We also 
assessed mortality analyses by number of readmis-
sion events/year as a continuous variable. We evalu-
ated potential interactions between categorical race 
groups (White, Black, and other [neither Black nor 
White]), male versus female sex, and ADI. All analyses 
were completed using SAS version 9.4 (SAS Institute, 
Cary, NC). An alpha level of 0.05 determined statistical 
significance.

RESULTS
Figure 1 displays the patient flow diagram. Our cohort 
included 27 694 individuals aged ≥18 years who were 
admitted to a UPMC facility between January 1, 2011 
and December 31, 2018. Participants were followed 
for a median of 46.5 months (interquartile range, 24.4– 
68.1). Table  1 shows the distribution of covariates. 
There were 14  469 (52.2%) men and 25  219 White 
(91.1%) patients. Almost half (13 594, 49.1%) of cohort 
patients lived in neighborhoods in the 2 worst (high-
est) ADI quintiles. ADI quintile was significantly asso-
ciated with age, sex, race, number of medications at 
discharge, length of stay, and insurance type.

Table 2 shows the incidence rates of 30- day and 
1- year readmission by admission diagnosis and ADI 
quintile. Unadjusted risk estimates indicate that for 
each diagnosis except AF, the higher the ADI category, 
the higher the readmission rates. ADI was significantly 
associated with rates of hospitalization within 30 days 
of index admission for cardiac readmissions and all- 
cause readmissions. ADI was also associated with 
the 1- year readmission rates for HF, MI, AF, cardiac 
readmission, and all- cause readmission (P<0.001 for 
all). There was no significant difference in admission 
via emergency department versus other means (direct 
admission or transfer, data not shown).

Cox proportional hazards for readmission as pre-
dicted by the fully adjusted model are detailed in 
Table 3. The hazard ratios for Models 1 and 2 can be 
found in Tables S2 and S3. In the fully adjusted model 
for HF, patients in the highest ADI quintile had a 1- year 

Figure 1. Participant flow sheet, criteria for selection.
ADI indicates area deprivation index; AF, atrial fibrillation; HF, heart failure; and MI, myocardial ischemia.
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risk for readmission that was 25% higher compared 
with those in the lowest quintile (hazard ratio [HR], 
1.25; 95% CI, 1.03‒ 1.51). For MI, patients in the high-
est ADI quintile had a 1- year risk for readmission that 

was more than twice that of those in the lowest quin-
tile (HR, 2.04; 95% CI, 1.44‒ 2.91). Contrary to HF and 
MI readmissions, AF readmissions were less likely with 
increasing ADI. Risk of 1- year readmission after index 

Table 1. Descriptive Statistics of Cohort Variables According to Quintile of Area Deprivation Index

ADI Quintile

P Value
1 (Least 

Deprived) 2 3 4 5 (Most Deprived)

No. of patients 1877 4843 7380 8052 5542

Age (y), mean±SD 72.4±13.3 72.1±12.8 72.0±13.1 70.7±13.4 68.2±14.1 <0.001

Male sex, n (%) 1062 (56.6) 2691 (55.6) 3950 (53.5) 4189 (52.0) 2577 (46.5) <0.001

Race, n (%) <0.001

White 1820 (96.9) 4708 (97.2) 7151 (96.9) 7556 (93.8) 3984 (71.9)

Black 26 (1.4) 93 (1.9) 171 (2.3) 429 (5.3) 1503 (27.1)

Other* 31 (1.7) 42 (0.9) 58 (0.8) 67 (0.8) 55 (1.0)

Elixhauser comorbidity 
score, median (IQR)

5.0 (0.0– 8.0) 5.0 (0.0– 8.0) 5.0 (0.0– 9.0) 5.0 (0.0– 9.0) 5.0 (0.0– 9.0) 0.51

No. of medications, 
mean±SD

10.1±4.6 10.6±4.6 11.0±4.7 11.3±4.8 11.8±5.0 <0.001

Length of stay, mean±SD 4.2±4.3 4.5±4.9 4.6±4.6 4.7±5.1 5.0±4.7 <0.001

Insurance type, n (%) <0.001

Medicaid 18 (1.0) 107 (2.2) 198 (2.7) 43 (5.3) 705 (12.7)

Medicare 1313 (70.0) 3473 (71.7) 5511 (74.7) 5865 (72.8) 3922 (70.8)

Other 546 (29.1) 1263 (26.1) 1671 (22.6) 1757 (21.8) 915 (16.5)

Heart failure 368 (19.6) 1055 (21.8) 1669 (22.6) 1904 (23.7) 1594 (28.8) <0.001

Myocardial ischemia 575 (30.6) 1659 (34.3) 2755 (37.3) 3014 (37.4) 2205 (39.3) <0.001

Atrial fibrillation 934 (49.8) 2129 (44.0) 2956 (40.1) 3134 (38.9) 1743 (31.5) <0.001

IQR indicates interquartile range.
*Other indicates neither Black nor White.

Table 2. Incidence Rates Per 1000 Person- Years for Readmission by Diagnosis and Quintile of Area Derivation Index

ADI Quintile

P Value1 (Least Deprived) 2 3 4 5 (Most Deprived)

Readmission type

Heart failure

30 d 258.3 (188.7– 353.5) 262.2 (216.0– 318.4) 331.6 (288.3– 381.5) 307.0 (267.1– 352.9) 323.6 (274.8– 381.0) 0.246

1 y 82.4 (69.7– 97.5) 93.4 (84.6– 103.1) 101.0 (93.5– 109.1) 100.0 (92.9– 107.8) 131.8 (121.8– 142.5) <0.001

Myocardial ischemia

30 d 39.5 (17.7– 87.9) 99.5 (72.7– 136.2) 105.7 (82.6– 135.3) 93.8 (73.0– 120.6) 104.7 (78.6– 139.3) 0.112

1 y 21.8 (15.8– 30.1) 30.9 (26.1– 36.6) 35.9 (31.6– 40.8) 36.9 (32.7– 41.6) 50.5 (44.6– 57.2) <0.001

Atrial fibrillation

30 d 280.0 (206.9– 378.9) 249.4 (204.4– 304.3) 258.5 (220.6– 302.8) 260.1 (223.6– 302.5) 230.9 (190.4– 280.1) 0.824

1 y 108.1 (93.2– 125.4) 94.6 (85.7– 104.4) 94.3 (87.0– 102.2) 84.7 (78.2– 91.9) 76.6 (69.1– 84.8) <0.001

Cardiac readmission

30 d 795.9 (664.0– 954.0) 944.4 (851.4– 1047.7) 1080.4 (998.5– 1169.1) 702.4 (639.7– 771.3) 1086.4 
(991.9– 1189.2)

<0.001

1 y 311.1 (283.8– 341.1) 326.8 (309.0– 345.7) 354.2 (338.9– 370.2) 345.7 (331.2– 360.8) 413.1 (393.8– 433.4) <0.001

All- cause readmission

30 d 1162.0 
(1462.9– 1888.1)

1939.4 (1801.3– 2088.1) 2085.6 
(1968.2– 2210.0)

2123.8 
(2010.1– 2243.8)

2327.6 
(2184.4– 2480.3)

<0.001

1 y 647.9 (605.0– 693.9) 711.9 (683.0– 742.0) 713.7 (690.1– 738.2) 745.7 (722.4– 769.8) 901.8 (870.0– 934.9) <0.001

Data expressed as incidence rate (95% CI).
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AF hospitalization was significantly lower for patients at 
higher ADI quintiles with risk decreasing in a stepwise 
fashion as ADI increased. Patients living in areas with 
the highest ADI were 21% less likely to be admitted 
within 1  year of index AF admission (HR, 0.79; 95% 
CI, 0.65‒ 0.95). As ADI increased, risk of cardiac read-
mission increased at 1 year (HR, 1.13; 95% CI, 1.01‒ 
1.25) for the highest quintile compared with the lowest. 
Similarly, as ADI increased, risk of all- cause readmis-
sion increased at 30 days and 1 year (HR, 1.22; 95% 
CI, 1.05‒ 1.41 and HR, 1.15; 95% CI, 1.06‒ 1.24, respec-
tively) for the highest quintile compared with the low-
est. Figure 2 shows adjusted estimate curves for each 
readmission diagnosis.

The models incorporating ADI to predict 30- day 
and 1- year readmissions after HF diagnosis were 
best able to discriminate readmission from non- 
readmission, each with C- statistics of 0.70. Table 4 
shows the absolute changes to C- statistic, NRI, 
and IDI indices for the fully adjusted multivariate 
model after adding ADI to the model across the 
clinical conditions in this study. Risk reclassification 
was significantly improved when including ADI to 
predict 30- day and 1- year readmission after AF 
hospitalizations and 1- year readmission after HF and 
MI hospitalizations. The model with ADI significantly 
predicted 1- year cardiac and all- cause readmissions 
by both NRI and IDI analyses.

ADI quintile was significantly associated with mortal-
ity. Patients in the highest ADI quintile were 25% more 
likely to die within a year (HR, 1.25 [1.08‒ 1.44]). Using 
the fully adjusted model, we determined adjusted es-
timate curves for 1- year mortality for the entire cohort, 
stratified by ADI (see Figure 3.)

Outcomes were similar when using ADI as a con-
tinuous variable, as summarized by Table S4. While 
using ADI as a categorical variable, we performed 
sensitivity analyses to examine the separate effects 
of race, sex, and number of readmissions on the 
association between ADI and mortality. We found 
that the rate of 1- year readmission for women in the 
highest ADI quintile was significantly higher than 
that of men in the lowest quintile (P value for interac-
tion=0.019). Other interactions between categorical 
race or sex and ADI were not statistically significant 
in multivariable- adjusted models and the results are 
otherwise consistent across subgroups, as seen in 
Table S5.

DISCUSSION
We identified that ADI is directly associated with 
disease- specific, cardiac, and all- cause readmission 
across 3 common cardiac admission diagnoses and is 
predictive of 1- year, all- cause mortality. These results 
persisted after adjusting for age, sex, race, comorbidity, 

Table 3. Cox Proportional Hazards Examining Risk of Readmission at 30 Days and 1 Year, Using Area Deprivation Index 
Quintile 1 as Referent for the Fully Adjusted Model

ADI Quintile

1 (Least 
Deprived) 2 3 4 5 (Most Deprived)

Readmission type

Heart failure

30 d 1 0.96 (0.66– 1.38) 1.17 (0.83– 1.65) 1.06 (0.75– 1.50) 0.99 (0.69– 1.43)

1 y 1 1.06 (0.88– 1.29) 1.11 (0.93– 1.34) 1.08 (0.90– 1.30) 1.25 (1.03– 1.51)*

Myocardial ischemia

30 d 1 2.46 (1.04– 5.84)* 2.53 (1.09– 5.84)* 2.22 (0.96– 5.14) 2.33 (0.98– 5.52)

1 y 1 1.38 (0.96– 1.98) 1.55 (1.09– 2.19)* 1.57 (1.12– 2.22)† 2.04 (1.44– 2.91)‡

Atrial fibrillation

30 d 1 0.90 (0.63– 1.30) 0.94 (0.67– 1.32) 0.96 (0.68– 1.34) 0.95 (0.66– 1.38)

1 y 1 0.89 (0.74– 1.06) 0.89 (0.75– 1.05) 0.81 (0.68– 0.95)* 0.79 (0.65– 0.95)*

Cardiac readmission

30 d 1 1.15 (0.93– 1.41) 1.27 (1.05– 1.55)* 1.19 (0.98– 1.45) 1.19 (0.96– 1.46)

1 y 1 1.01 (0.91– 1.12) 1.06 (0.96– 1.18) 1.03 (0.93– 1.14) 1.13 (1.01– 1.25)*

All- cause readmission

30 d 1 1.12 (0.96– 1.29) 1.16 (1.01– 1.34)* 1.16 (1.01– 1.33)* 1.22 (1.05– 1.41)†

1 y 1 1.04 (0.96– 1.13) 1.01 (0.93– 1.09) 1.04 (0.96– 1.12) 1.15 (1.06– 1.24)‡

Model covariates include age, sex, race, ethnicity, Elixhauser comorbidity score, number of medications at discharge, length of stay at admission, and 
insurance as covariates. Data expressed as hazard ratio (95% CI).

*P<0.05.
†P<0.01.
‡P<0.001.
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number of medications at discharge, length of stay at 
index admission, and insurance type. In addition to 
evaluating the C- statistic, our work used NRI and IDI 
to assess risk using ADI in the fully adjusted multivari-
able model. The findings underscore the importance of 
identifying markers of patient disadvantage at the time 
of inpatient hospital admissions.

In the present study, patients in the highest ADI 
quintile had a significantly higher 1- year risk for HF 
readmission compared with those in the lowest quin-
tile. Previous studies have shown that markers of 
neighborhood deprivation are associated with HF 
outcomes.4,25,26 A prior study showed that median 
neighborhood income contributes to the risk for HF re-
admission and death, especially for those with higher 
medical comorbidity.4 Another study showed that for 
patients with HF, neighborhood deprivation was sig-
nificantly associated with all- cause readmission even 
after accounting for patients’ individual SES.25 Our 
study adds to the HF readmission literature because 
we showed that neighborhood deprivation is associ-
ated with readmission and mortality, but also that a 
model with ADI predicts risk better than models with-
out ADI. According to a recent scientific statement 
from the American Heart Association, SDOH (includ-
ing neighborhood resources) should be collected and 
assessed as an essential part of routine HF care.27 Our 

work demonstrated a practical and feasible approach 
to leverage available data that can be integrated into 
the clinical care of a patient population.

We have shown that the models for risk of HF 30- day 
and 1- year readmissions perform well, as evidenced by 
C- statistics of 0.70. In addition, the predictive model for 
1- year MI readmission performs well when area depri-
vation is accounted for, as evidenced by C- statistic of 
0.66 and significant NRI and IDI. A recent population- 
based study showed that people of low SES have risk 
of coronary heart disease above what is projected by 
traditional risk factors.28 Mechanisms underlying this 
relationship may include increased rates of obesity,29 
tobacco use,30 and exposure to environmental pollu-
tion31 all of which conspire to worsen outcomes in indi-
viduals with lower SES. Additionally, a cross- sectional 
study using Medicare data showed a negative asso-
ciation between ADI and receipt of drug eluting stent 
for coronary artery disease which illustrates variation in 
care by ADI for patients hospitalized for MI.32

In our study, incidence of hospital readmission in-
creased with worsened neighborhood deprivation for 
HF and MI readmissions, but there was an inverse re-
lationship between ADI and readmission rate for AF. 
In spite of the decreased rates of readmission for AF, 
the overall cardiac and all- cause readmission rates in-
creased with higher ADI. Likewise, increasing ADI was 

Figure 2. Estimate curves for 1- year readmission stratified by area deprivation index in the fully adjusted model.
Model covariates included age, sex, race/ethnicity, Elixhauser comorbidity score, number of medications at discharge, length of stay 
at index admission, and insurance type. A, Cumulative heart failure readmission rate. B, Cumulative myocardial ischemia readmission 
rate. C, Cumulative atrial fibrillation readmission rate. D, Cumulative cardiac readmission rate. E, Cumulative all- cause readmission 
rate. ADI indicates area deprivation index.
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associated with worse all- cause mortality. Therefore, 
a low likelihood of AF readmission among those liv-
ing in deprived areas was not protective and was as-
sociated with worse outcomes. We are not the first 
to show a relatively higher prevalence of AF among 
higher income groups, a pattern that has emerged in 
other large data sets.33,34 The underlying contributors 
to lower AF admissions for people of socioeconom-
ically disadvantaged backgrounds are likely multifac-
eted. One possibility could involve limited access to 
specialty care. Other studies have shown that people 
living in low- resource neighborhoods more frequently 
seek care in emergency departments rather than other 
means of outpatient care.35 However, we did not find 
any differences in emergency department use by car-
diac diagnoses or by ADI. A second possible reason 
for lower AF readmission rates with worse ADI could 
relate to lower rates of detection among people with 
less resources.36 Therefore, people living in areas with 
low ADI might also be less likely to have an AF read-
mission. Third, the observed associations with ADI 
and SES likely overlap with racial disparities in AF care. 
Multiple reports have indicated the decreased inci-
dence of AF in individuals of Black race.37 In general, 
however, such studies have had limited consideration 
or adjustment of social factors, the built environment, 
or indicators of structural racism, all of which we would 
expect to influence access to healthcare services and 
subsequent screening and detection of conditions 
such as AF. Reports of increased adversity in individ-
uals of Black race with AF relative to White patients 
likewise may not have considered structural factors 
and access to treatment.38 Our work suggests that 
greater attention towards AF, healthcare access, and 

structural barriers is critical towards understanding the 
relationship between AF admissions and ADI.

ADI encompasses multiple socioeconomic vari-
ables and, like a biomarker, can add to risk prediction 
for cardiac outcomes, but the mechanisms of this as-
sociation deserve further exploration. Socioeconomic 
deficits may complicate adherence to medications or 
the ability to attend clinic appointments, as individuals 
struggle to choose between material necessities and 
medical care.39 Low SES yields decreased access to 
prescription medications5,39 and results in competing 
material priorities for using health services.40 Social and 
economic disparities— income, chronic disease bur-
den, food access, pollution, and others— have strong 
associations with increased risk for adverse outcomes 
in individuals with cardiovascular and other condi-
tions.35,41– 44 Area deprivation therefore likely reflects 
individual SES, but also can begin to illuminate the 
deeper, more important aspects of a patient’s unmet 
social needs.45 Notably, a prior study used machine 
learning to evaluate the predictive ability of neighbor-
hood SES on risk of hospitalization, but was null.35

Living in a socioeconomically disadvantaged neigh-
borhood has been previously linked with worse clinical 
outcomes for a range of health conditions, including 
higher mortality.14,41,46 Authors have previously demon-
strated a link between neighborhood ADI and hospital 
readmission for HF and MI.17 Our results support the 
prior study’s determination that ADI carries as much 
risk for readmission as would the addition of another 
chronic medical illness.17 Our work adds to this body of 
literature by showing that ADI, in combination with EHR 
data, can predict adverse risk for individual patients. 
Overall, the available evidence links neighborhood 
deprivation and individuals’ risk for hospitalization. 
Moreover, from a more general health system per-
spective, ADI has been associated with poor hospital 
performance in the national hospital readmission re-
duction program.47,48 Authors demonstrate that hospi-
tals in economically depressed locations of the United 
States face higher rates of readmission.48

Healthcare systems have acknowledged the im-
portance of assessing social determinants of health 
and have advocated for assessing patient needs in 
the medical record.49,50 This study has supported 
ADI’s predictive ability for individual patients and ease 
of incorporation into a multivariable model, in part be-
cause ADI can be derived from data available in the 
medical record. Healthcare systems can incorporate 
ADI scores as a marker of disadvantage for all patients 
to assess risk of clinically important outcomes and to 
allocate resources at the time of hospital discharge. 
Our sensitivity analyses underscore the importance of 
limiting the number of readmissions for people living in 
the most deprived areas because of a mortality benefit 
in the year subsequent to index admission. A future 

Figure 3. Estimate curve for 1- year mortality stratified by 
area deprivation index in the fully adjusted model.
Model covariates included age, sex, race/ethnicity, Elixhauser 
comorbidity score, number of medications at discharge, length 
of stay at index admission, and insurance type. ADI indicates 
area deprivation index.
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intervention might include the strategic placement of 
and referral to cardiac rehabilitation facilities in loca-
tions otherwise lacking resources in an effort to pre-
vent readmission for higher risk cardiac patients.51

Our analysis had several strengths. A large pro-
portion of our cohort lived in areas with the most 
deprivation, allowing us to fully capture the effect that 
deprivation has on a historically marginalized segment 
of the population. Our assessment of a regional health-
care system includes patients living in different states 
and in urban and exurban locations. This work shows 
the benefit of a system- wide application of a depriva-
tion measure to accurately estimate risk for individual 
patients, an example of how hospital systems can use 
available SDOH data to inform patient care.

Our study has several important limitations. First, al-
though ADI is a comprehensive and validated measure 
of neighborhood- level social determinants of health, 
some important measures are not included. For exam-
ple, scholars have cited other neighborhood- level con-
tributors that correlate closely with disease outcomes, 
like racial segregation, area crime rates, difficulty within 
the built environment, or limited green space.52,53 In 
addition, ADI is a composite of 17 facets of deprivation 
and likely overlaps with other social determinants like 
race or insurance. However, we did not find multicol-
linearity in our model. Second, we conducted our study 
within a single regional healthcare system. As a result, 
generalizability of our findings to other geographic or 
more racially diverse settings may be limited. However, 
we expect that ADI would have similar contributions 
to healthcare access, readmission, and outcomes in 
other settings, such as those with more urban density 
or a greater proportion of minoritized individuals. Third, 
the diagnoses were not clinically adjudicated. Authors 
have recognized the limitations of EHR administrative 
data as a proxy for clinical diagnoses.54 We note that 
in our study, diagnoses were derived uniformly from 
administrative records without regard to ADI status. 
Consequently, we expect that misclassification of di-
agnosis would be non- differential with respect to ADI 
and thereby bias our results towards the null. Fourth, 
inability to ascertain comprehensive follow- up, as in-
dividuals may have moved or had events outside of 
our healthcare system. Similarly, because we excluded 
patients that died either in hospital or died as an out-
patient in the analysis for readmission risk, there is a 
concern for immortal time bias or underestimation of 
the readmission event risk. However, if these patients 
had no readmission before death, the date of death 
was used as the censoring time for the readmission 
event. Fifth, we are not able to exclude residual con-
founding. Multiple factors not included in our analysis, 
such as environmental exposures, adherence, access 
to primary and specialized care, and community- 
based support may contribute towards the association 

of ADI and health outcomes. Sixth, using the NRI and 
IDI methodology our models showed incremental im-
provement with the addition of ADI, but some have 
suggested that NRI is a less robust method than the 
C- statistic.55 Nevertheless, the addition of ADI has sig-
nificantly contributed to our analysis of patient risk, ir-
respective of analytical approach.

In conclusion, residence within a socioeconomically 
disadvantaged community can contribute to predic-
tion of rehospitalization. Measures of neighborhood 
deprivation, such as ADI, should be used to inform 
targeted interventions to higher risk groups as well as 
future practice and policy. In this analysis, we model 
how EHR could readily incorporate relevant social fac-
tors into risk stratification for readmission. By doing so, 
health systems can better identify patients at risk for 
poor outcomes and better allocate needed resources 
in the post- hospitalization period.

ARTICLE INFORMATION
Received January 5, 2021; accepted May 19, 2021.

Affiliations
Division of Cardiology, Department of Medicine, UPMC Heart and Vascular 
Institute, University of Pittsburgh, PA (A.E.J., J.Z., F.W.T., S.M., J.W.M.); Clinical 
Analytics Department, UPMC, Pittsburgh, PA (W.G.); and Department of 
Preventive Medicine, Feinberg School of Medicine, Northwestern University, 
Chicago, IL (K.N.K.).

Sources of Funding
None.

Disclosures
Dr Magnani has received significant research grants from the National 
Institutes of Health. The remaining authors have no disclosures to report.

Supplementary Material
Tables S1– S5

REFERENCES
 1. Office of Disease Prevention & Health Promotion, Department of 

Health and Human Services. Secretary’s advisory committee on na-
tional health promotion and disease prevention objectives for 2020. 
Healthy people 2020: an opportunity to address societal determinants 
of health in the United States. Publication date July 26, 2010. Available 
at: https://www.healt hypeo ple.gov/sites/ defau lt/files/ Socie talDe termi 
nants Health.pdf. Accessed May 10, 2021.

 2. Lindenauer PK, Lagu T, Rothberg MB, Avrunin J, Pekow PS, Wang 
Y, Krumholz HM. Income inequality and 30 day outcomes after acute 
myocardial infarction, heart failure, and pneumonia: retrospective co-
hort study. BMJ. 2013;346:f521. DOI: 10.1136/bmj.f521.

 3. Fried LP, Kronmal RA, Newman AB, Bild DE, Mittelmark MB, Polak JF, 
Robbins JA, Gardin JM. Risk factors for 5- year mortality in older adults: 
the Cardiovascular Health Study. JAMA. 1998;279:585– 592.

 4. Foraker RE, Rose KM, Suchindran CM, Chang PP, Mcneill AM, 
Rosamond WD. Socioeconomic status, Medicaid coverage, clinical 
comorbidity, and rehospitalization or death after an incident heart fail-
ure hospitalization: Atherosclerosis Risk in Communities cohort (1987 
to 2004). Circ Heart Fail. 2011;4:308– 316. DOI: 10.1161/CIRCH EARTF 
AILURE.110.959031.

 5. Rahimi AR, Spertus JA, Reid KJ, Bernheim SM, Krumholz HM. Financial 
barriers to health care and outcomes after acute myocardial infarction. 
JAMA. 2007;297:1063– 1072. DOI: 10.1001/jama.297.10.1063.

https://www.healthypeople.gov/sites/default/files/SocietalDeterminantsHealth.pdf
https://www.healthypeople.gov/sites/default/files/SocietalDeterminantsHealth.pdf
https://doi.org/10.1136/bmj.f521
https://doi.org/10.1161/CIRCHEARTFAILURE.110.959031
https://doi.org/10.1161/CIRCHEARTFAILURE.110.959031
https://doi.org/10.1001/jama.297.10.1063


J Am Heart Assoc. 2021;10:e020466. DOI: 10.1161/JAHA.120.020466 11

Johnson et al ADI and Readmission

 6. Kerr GD, Higgins P, Walters M, Ghosh SK, Wright F, Langhorne P, Stott 
DJ. Socioeconomic status and transient ischaemic attack/stroke: a 
prospective observational study. Cerebrovasc Dis. 2011;31:130– 137. 
DOI: 10.1159/00032 1732.

 7. Roundtable IOM. Integrating research and practice: health system lead-
ers working toward high- value care: workshop summary. 2015.

 8. Knighton AJ, Savitz L, Belnap T, Stephenson B, Vanderslice J. 
Introduction of an area deprivation index measuring patient socioeco-
nomic status in an integrated health system: implications for population 
health. EGEMS (Wash DC). 2016;4:1238.

 9. Trinacty CM, Lawall E, Ashton M, Taira D, Seto TB, Sentell T. Adding 
social determinants in the electronic health record in clinical care in 
Hawai’i: supporting community- clinical linkages in patient care. Hawaii 
J Med Public Health. 2019;78:46– 51.

 10. Billioux A, Verlander K, Anthony S, Alley D. Standardized Screening 
for Health- Related Social Needs in Clinical Settings: The Accountable 
Health Communities Screening Tool. NAM Perspectives.Discussion 
Paper, National Academy of Medicine, Washington, DC. 2017. DOI: 
10.31478/ 201705b.

 11. Kind AJH, Buckingham WR. Making neighborhood- disadvantage met-
rics accessible— the neighborhood atlas. N Engl J Med. 2018;378:2456– 
2458. DOI: 10.1056/NEJMp 1802313.

 12. Durfey SNM, Kind AJH, Buckingham WR, Dugoff EH, Trivedi AN. 
Neighborhood disadvantage and chronic disease management. Health 
Serv Res. 2019;54(suppl 1):206– 216.

 13. Everett E, Mathioudakis N. Association of area deprivation and diabetic 
ketoacidosis readmissions: comparative risk analysis of adults vs chil-
dren with type 1 diabetes. J Clin Endocrinol Metab. 2019;104:3473– 
3480. DOI: 10.1210/jc.2018- 02232.

 14. Galiatsatos P, Follin A, Alghanim F, Sherry M, Sylvester C, Daniel Y, 
Chanmugam A, Townsend J, Saria S, Kind AJ, et al. The association be-
tween neighborhood socioeconomic disadvantage and readmissions 
for patients hospitalized with sepsis. Crit Care Med. 2020;48:808– 814. 
DOI: 10.1097/ccm.00000 00000 004307.

 15. UPMC. By the numbers: UPMC facts and figures. Available at: https://
www.upmc.com/about/ facts/ numbers. Accessed July 2, 2020.

 16. World Health Organization. ICD- 10 version:2019. Available at: https://
icd.who.int/brows e10/2019/en. Accessed July 9, 2020.

 17. Kind AJ, Jencks S, Brock J, Yu M, Bartels C, Ehlenbach W, Greenberg 
C, Smith M. Neighborhood socioeconomic disadvantage and 30- 
day rehospitalization: a retrospective cohort study. Ann Intern Med. 
2014;161:765– 774. DOI: 10.7326/m13- 2946.

 18. University of Wisconsin School of Medicine and Public Health. 2015 
area deprivation index v2.0. Neighborhood Atlas— Home. Available at: 
https://www.neigh borho odatl as.medic ine.wisc.edu/. Accessed June 
20, 2020.

 19. United States Postal Service. Web tools API portal. Available at: https://
www.usps.com/busin ess/web- tools - apis/. Accessed July 9, 2020.

 20. Van Walraven C, Austin PC, Jennings A, Quan H, Forster AJ. A modi-
fication of the elixhauser comorbidity measures into a point system for 
hospital death using administrative data. Med Care. 2009;47:626– 633. 
DOI: 10.1097/MLR.0b013 e3181 9432e5.

 21. Velu JF, Haas SD, Van Mourik MS, Koch KT, Vis MM, Henriques JP, 
Van Den Brink RB, Boekholdt SM, Piek JJ, Bouma BJ, et al. Elixhauser 
comorbidity score is the best risk score in predicting survival after 
MitraClip implantation. Struct Heart. 2018;2:53– 57. DOI: 10.1080/24748 
706.2017.1404172.

 22. Ruopp MD, Perkins NJ, Whitcomb BW, Schisterman EF. Youden Index 
and optimal cut- point estimated from observations affected by a lower 
limit of detection. Biom J. 2008;50:419– 430. DOI: 10.1002/bimj.20071 
0415.

 23. Lloyd- Jones DM. Cardiovascular risk prediction: basic concepts, cur-
rent status, and future directions. Circulation. 2010;121:1768– 1777. DOI: 
10.1161/CIRCU LATIO NAHA.109.849166.

 24. Pencina MJ, D’ Agostino RB, D’ Agostino RB Jr, Vasan RS. Evaluating 
the added predictive ability of a new marker: from area under the ROC 
curve to reclassification and beyond. Stat Med. 2008;27:157– 172. dis-
cussion 207- 112. DOI: 10.1002/sim.2929.

 25. Bikdeli B, Wayda B, Bao H, Ross JS, Xu X, Chaudhry SI, Spertus JA, 
Bernheim SM, Lindenauer PK, Krumholz HM. Place of residence and 
outcomes of patients with heart failure: analysis from the telemonitoring 
to improve heart failure outcomes trial. Circ Cardiovasc Qual Outcomes. 
2014;7:749– 756. DOI: 10.1161/CIRCO UTCOM ES.113.000911.

 26. Mcalister FA, Murphy NF, Simpson CR, Stewart S, Macintyre K, 
Kirkpatrick M, Chalmers J, Redpath A, Capewell S, Mcmurray JJ. 
Influence of socioeconomic deprivation on the primary care burden and 
treatment of patients with a diagnosis of heart failure in general prac-
tice in Scotland: population based study. BMJ. 2004;328:1110. DOI: 
10.1136/bmj.38043.414074.EE.

 27. White- Williams C, Rossi LP, Bittner VA, Driscoll A, Durant RW, Granger 
BB, Graven LJ, Kitko L, Newlin K, Shirey M. Addressing social de-
terminants of health in the care of patients with heart failure: a sci-
entific statement from the American Heart Association. Circulation. 
2020;141:e841– e863. DOI: 10.1161/CIR.00000 00000 000767.

 28. Hamad R, Penko J, Kazi DS, Coxson P, Guzman D, Wei PC, Mason 
A, Wang EA, Goldman L, Fiscella K, et al. Association of low socio-
economic status with premature coronary heart disease in US adults. 
JAMA Cardiol. 2020;5:899– 908. DOI: 10.1001/jamac ardio.2020.1458.

 29. Frederick CB, Snellman K, Putnam RD. Increasing socioeconomic dis-
parities in adolescent obesity. Proc Natl Acad Sci USA. 2014;111:1338– 
1342. DOI: 10.1073/pnas.13213 55110.

 30. Casetta B, Videla AJ, Bardach A, Morello P, Soto N, Lee K, Camacho 
PA, Hermoza Moquillaza RV, Ciapponi A. Association between ciga-
rette smoking prevalence and income level: a systematic review and 
meta- analysis. Nicotine Tob Res. 2017;19:1401– 1407.

 31. Mikati I, Benson AF, Luben TJ, Sacks JD, Richmond- Bryant J. 
Disparities in distribution of particulate matter emission sources by 
race and poverty status. Am J Public Health. 2018;108:480– 485. DOI: 
10.2105/AJPH.2017.304297.

 32. Tuliani TA, Shenoy M, Parikh M, Jutzy K, Hilliard A. Impact of area 
deprivation index on coronary stent utilization in a medicare nation-
wide cohort. Popul Health Manag. 2017;20:329– 334. DOI: 10.1089/
pop.2016.0086.

 33. Andersen KK, Olsen TS. Social inequality by income in short-  and long- 
term cause- specific mortality after stroke. J Stroke Cerebrovasc Dis. 
2019;28:1529– 1536. DOI: 10.1016/j.jstro kecer ebrov asdis.2019.03.013.

 34. Hanchate AD, Schwamm LH, Huang W, Hylek EM. Comparison of isch-
emic stroke outcomes and patient and hospital characteristics by race/
ethnicity and socioeconomic status. Stroke. 2013;44:469– 476. DOI: 
10.1161/STROK EAHA.112.669341.

 35. Bhavsar NA, Gao A, Phelan M, Pagidipati NJ, Goldstein BA. Value of 
neighborhood socioeconomic status in predicting risk of outcomes 
in studies that use electronic health record data. JAMA Netw Open. 
2018;1:e182716. DOI: 10.1001/jaman etwor kopen.2018.2716.

 36. Frewen J, Finucane C, Cronin H, Rice C, Kearney PM, Harbison J, Kenny 
RA. Factors that influence awareness and treatment of atrial fibrillation 
in older adults. QJM. 2013;106:415– 424. DOI: 10.1093/qjmed/ hct060.

 37. Stamos TD, Darbar D. The, "double" paradox of atrial fibrillation in 
black individuals. JAMA Cardiol. 2016;1:377– 379. DOI: 10.1001/jamac 
ardio.2016.1259.

 38. Magnani JW, Norby FL, Agarwal SK, Soliman EZ, Chen LY, Loehr 
LR, Alonso A. Racial differences in atrial fibrillation- related cardiovas-
cular disease and mortality: the Atherosclerosis Risk in Communities 
(ARIC) study. JAMA Cardiol. 2016;1:433– 441. DOI: 10.1001/jamac 
ardio.2016.1025.

 39. Dimartino LD, Shea AM, Hernandez AF, Curtis LH. Use of guideline- 
recommended therapies for heart failure in the Medicare population. 
Clin Cardiol. 2010;33:400– 405. DOI: 10.1002/clc.20760.

 40. Gelberg L, Gallagher TC, Andersen RM, Koegel P. Competing priorities 
as a barrier to medical care among homeless adults in Los Angeles. Am 
J Public Health. 1997;87:217– 220. DOI: 10.2105/AJPH.87.2.217.

 41. Diez Roux AV, Merkin SS, Arnett D, Chambless L, Massing M, Nieto FJ, 
Sorlie P, Szklo M, Tyroler HA, Watson RL. Neighborhood of residence 
and incidence of coronary heart disease. N Engl J Med. 2001;345:99– 
106. DOI: 10.1056/NEJM2 00107 12345 0205.

 42. Krieger N, Chen JT, Waterman PD, Rehkopf DH, Subramanian SV. 
Painting a truer picture of US socioeconomic and racial/ethnic health in-
equalities: the Public Health Disparities Geocoding Project. Am J Public 
Health. 2005;95:312– 323. DOI: 10.2105/AJPH.2003.032482.

 43. Philbin EF, Dec GW, Jenkins PL, Disalvo TG. Socioeconomic status 
as an independent risk factor for hospital readmission for heart fail-
ure. Am J Cardiol. 2001;87:1367– 1371. DOI: 10.1016/S0002 - 9149(01)  
01554 - 5.

 44. Rajagopalan S, Al- Kindi SG, Brook RD. Air pollution and cardiovascular 
disease: JACC state- of- the- art review. J Am Coll Cardiol. 2018;72:2054– 
2070. DOI: 10.1016/j.jacc.2018.07.099.

https://doi.org/10.1159/000321732
https://doi.org/10.31478/201705b
https://doi.org/10.1056/NEJMp1802313
https://doi.org/10.1210/jc.2018-02232
https://doi.org/10.1097/ccm.0000000000004307
https://www.upmc.com/about/facts/numbers
https://www.upmc.com/about/facts/numbers
https://icd.who.int/browse10/2019/en
https://icd.who.int/browse10/2019/en
https://doi.org/10.7326/m13-2946
https://www.neighborhoodatlas.medicine.wisc.edu/
https://www.usps.com/business/web-tools-apis/
https://www.usps.com/business/web-tools-apis/
https://doi.org/10.1097/MLR.0b013e31819432e5
https://doi.org/10.1080/24748706.2017.1404172
https://doi.org/10.1080/24748706.2017.1404172
https://doi.org/10.1002/bimj.200710415
https://doi.org/10.1002/bimj.200710415
https://doi.org/10.1161/CIRCULATIONAHA.109.849166
https://doi.org/10.1002/sim.2929
https://doi.org/10.1161/CIRCOUTCOMES.113.000911
https://doi.org/10.1136/bmj.38043.414074.EE
https://doi.org/10.1161/CIR.0000000000000767
https://doi.org/10.1001/jamacardio.2020.1458
https://doi.org/10.1073/pnas.1321355110
https://doi.org/10.2105/AJPH.2017.304297
https://doi.org/10.1089/pop.2016.0086
https://doi.org/10.1089/pop.2016.0086
https://doi.org/10.1016/j.jstrokecerebrovasdis.2019.03.013
https://doi.org/10.1161/STROKEAHA.112.669341
https://doi.org/10.1001/jamanetworkopen.2018.2716
https://doi.org/10.1093/qjmed/hct060
https://doi.org/10.1001/jamacardio.2016.1259
https://doi.org/10.1001/jamacardio.2016.1259
https://doi.org/10.1001/jamacardio.2016.1025
https://doi.org/10.1001/jamacardio.2016.1025
https://doi.org/10.1002/clc.20760
https://doi.org/10.2105/AJPH.87.2.217
https://doi.org/10.1056/NEJM200107123450205
https://doi.org/10.2105/AJPH.2003.032482
https://doi.org/10.1016/S0002-9149(01)01554-5
https://doi.org/10.1016/S0002-9149(01)01554-5
https://doi.org/10.1016/j.jacc.2018.07.099


J Am Heart Assoc. 2021;10:e020466. DOI: 10.1161/JAHA.120.020466 12

Johnson et al ADI and Readmission

 45. Alderwick H, Gottleib LM. Meanings and misunderstandings: a social 
determinants of health lexicon for health care systems. Milbank Q. 
2019;97:407– 419. DOI: 10.1111/1468- 0009.12390.

 46. Vart P, Coresh J, Kwak L, Ballew SH, Heiss G, Matsushita K. Socioeconomic 
status and incidence of hospitalization with lower- extremity peripheral 
artery disease: Atherosclerosis Risk in Communities Study. J Am Heart 
Assoc. 2017;6:e004995. DOI: 10.1161/JAHA.116.004995.

 47. Hoyer EH, Padula WV, Brotman DJ, Reid N, Leung C, Lepley D, 
Deutschendorf A. Patterns of hospital performance on the hospital- 
wide 30- day readmission metric: is the playing field level? J Gen Intern 
Med. 2018;33:57– 64. DOI: 10.1007/s1160 6- 017- 4193- 9.

 48. Joynt Maddox KE, Reidhead M, Hu J, Kind AJH, Zaslavsky AM, 
Nagasako EM, Nerenz DR. Adjusting for social risk factors impacts per-
formance and penalties in the hospital readmissions reduction program. 
Health Serv Res. 2019;54:327– 336. DOI: 10.1111/1475- 6773.13133.

 49. Takahashi PY, Ryu E, Olson JE, Winkler EM, Hathcock MA, Gupta R, Sloan 
JA, Pathak J, Bielinski SJ, Cerhan JR. Health behaviors and quality of life 
predictors for risk of hospitalization in an electronic health record- linked 
biobank. Int J Gen Med. 2015;8:247– 254. DOI: 10.2147/IJGM.S85473.

 50. Shah NR, Rogers AJ, Kanter MH. Health care that targets unmet social 
needs. Catalyst Carryover. 2016;2. Available at: https://catal yst.nejm.
org/doi/full/10.1056/CAT.16.0864. Accessed November 15, 2020.

 51. Guhl EN, Zhu J, Johnson A, Essien U, Thoma F, Mulukutla SR, Magnani 
JW. Area deprivation index and cardiovascular events. J Cardiopulm 
Rehabil Prev. 2021. DOI: 10.1097/HCR.00000 00000 000591. [Online 
ahead of print].

 52. Havranek EP, Mujahid MS, Barr DA, Blair IV, Cohen MS, Cruz- Flores 
S, Davey- Smith G, Dennison- Himmelfarb CR, Lauer MS, Lockwood 
DW, et al. Social determinants of risk and outcomes for cardiovascu-
lar disease: a scientific statement from the American Heart Associa-
tion. Circulation. 2015;132:873– 898. DOI: 10.1161/CIR.00000 00000   
000228.

 53. Diez Roux AV, Mujahid MS, Hirsch JA, Moore K, Moore LV. The im-
pact of neighborhoods on CV risk. Glob Heart. 2016;11:353– 363. DOI: 
10.1016/j.gheart.2016.08.002.

 54. Shah RU, Mukherjee R, Zhang Y, Jones AE, Springer J, Hackett I, 
Steinberg BA, Lloyd- Jones DM, Chapman WW. Impact of different 
electronic cohort definitions to identify patients with atrial fibrillation 
from the electronic medical record. J Am Heart Assoc. 2020;9:e014527. 
DOI: 10.1161/JAHA.119.014527.

 55. Pepe MS, Fan J, Feng Z, Gerds T, Hilden J. The net reclassification 
index (NRI): a misleading measure of prediction improvement even with 
independent test data sets. Stat Biosci. 2015;7:282– 295. DOI: 10.1007/
s1256 1- 014- 9118- 0.

https://doi.org/10.1111/1468-0009.12390
https://doi.org/10.1161/JAHA.116.004995
https://doi.org/10.1007/s11606-017-4193-9
https://doi.org/10.1111/1475-6773.13133
https://doi.org/10.2147/IJGM.S85473
https://catalyst.nejm.org/doi/full/10.1056/CAT.16.0864
https://catalyst.nejm.org/doi/full/10.1056/CAT.16.0864
https://doi.org/10.1097/HCR.0000000000000591
https://doi.org/10.1161/CIR.0000000000000228
https://doi.org/10.1161/CIR.0000000000000228
https://doi.org/10.1016/j.gheart.2016.08.002
https://doi.org/10.1161/JAHA.119.014527
https://doi.org/10.1007/s12561-014-9118-0
https://doi.org/10.1007/s12561-014-9118-0


 

 

 

 

SUPPLMENTAL MATERIAL 

 

 

  



Table S1. International Classification of Diseases, 9th and 10th revision (ICD-9 and ICD-10) 

codes used to determine cardiac diagnoses from the electronic health record. 

Diagnosis ICD codes 

Heart Failure  

ICD-9 428, 428.0, 428.1, 428.2, 428.2, 

428.21, 428.22, 428.23, 428.3, 

428.30, 428.31, 428.32, 428.33, 

428.4, 428.40, 428.41, 428.42, 

428.43, 428.9 

ICD-10 I50, I50.1, I50.2, I50.20, I50.21, 

I50.22, I50.23, I50.3, I50.30, 

I50.31, I50.32, I50.33, I50.4, 

I50.40, I50.41, I50.42, I50.43, 

I50.8, I50.81, I50.810, I50.811, 

I50.812, I50.813, I50.814, I50.82, 

I50.83, I50.84, I50.89, I50.9 

Myocardial Ischemia  

ICD-9 410.01, 410.11, 410.21, 410.31, 

410.41, 410.51, 410.61, 410.71, 

410.81, 410.91 

ICD-10 I21.01, I21.02, I21.09, I21.11, I21.19, 

I21.21, I21.29, I21.3, I21.4, I21.9, 

I21.A1, I21.A9, I22.0, I22.1, I22.2, 

I22.8, I22.9 

Atrial Fibrillation  

ICD-9 427.31, 427.32 

ICD-10 I48.0, I48.1, I48.2, I48.91, I48.3, I48.4, 

I48.92 

 



Table S2. Cox proportional hazards examining risk of readmission at 30 days and one year, using 

area deprivation index (ADI) quintile 1 as referent. Model 1 includes age, sex race and ethnicity as 

covariates. Data expressed as HR (95% confidence interval). 

ADI Quintile 

 1 

(least 

deprived) 

2 3 4 5 

(most 

deprived) 

Readmission 

type 

      

Heart Failure 30 

days 

1 1.03 

(0.71-

1.48) 

1.29 

(0.92-

1.82) 

1.22 

(0.87-

1.72) 

1.19 (0.83-

1.72) 

1 

year 

1 1.14 

(0.94-

1.38) 

1.22 

(1.02-

1.47) * 

1.23 

(1.02-

1.47) * 

1.47 (1.21-

1.78) ‡ 

Myocardial 

Infarction 

30 

days 

1 2.54 

(1.07-

5.99) * 

2.68 

(1.16-

6.19) * 

2.43 

(1.05-

5.61) * 

2.67 (1.13-

6.33) * 

1 

year 

1 1.42 

(0.99-

2.05)  

1.65 

(1.17-

2.33) †  

1.73 

(1.23-

2.45) † 

2.37 (1.66-

3.36) ‡ 

Atrial 

Fibrillation 

30 

days 

1 0.89 

(0.62-

1.28) 

0.91 

(0.65-

1.28) 

0.92 

(0.66-

1.31) 

0.90 (0.62-

1.29) 

1 

year 

1 0.87 

(0.73-

1.04) 

0.86 

(0.73-

1.02) 

0.78 

(0.66-

0.92) † 

0.73 (0.61-

0.88) † 

Cardiac 

readmission 

30 

days 

1 1.19 

(0.97-

1.47) 

1.36 

(1.11-

1.65) †  

1.29 

(1.06-

1.58) * 

1.33 (1.08-

1.64) † 

1 

year 

1 1.05 

(0.94-

1.17) 

1.13 

(1.02-

1.25) * 

1.11 

(1.00-

1.23) * 

1.26 (1.13-

1.40) ‡ 



All-cause 

readmission 

30 

days 

1 1.17 

(1.01-

1.36) * 

1.25 

(1.09-

1.44) † 

1.30 

(1.13-

1.49) ‡ 

1.41 (1.22-

1.63) ‡ 

1 

year 

1 1.10 

(1.01-

1.19) * 

1.09 

(1.01-

1.17) * 

1.15 

(1.07-

1.24) ‡ 

1.32 (1.22-

1.43) ‡ 

*p<0.05, † p<0.01, ‡p<0.001 

  



Table S3. Cox proportional hazards examining risk of readmission at 30 days and one year, 

using area deprivation (ADI) quintile 1 as referent. Model 2 includes age, sex race and 

ethnicity and Elixhauser comorbidity score as covariates. Data expressed as HR (95% confidence 

interval). 

ADI Quintile 

 1 

(least 

deprived) 

2 3 4 5 

(most 

deprived) 

Readmission 

type 

      

Heart Failure 30 

days 

1 1.01 (0.70-

1.46) 

1.26 (0.89-

1.78) 

1.19 (0.84-

1.68) 

1.16 (0.80-

1.67) 

1 

year 

1 1.12 (0.92-

1.36) 

1.19 (0.99-

1.43)  

1.19 (0.99-

1.43) * 

1.41 (1.17-

1.71) ‡ 

Myocardial 

Infarction 

30 

days 

1 2.55 (1.08-

6.01) * 

2.69 (1.17-

6.22) * 

2.44 (1.05-

5.65) * 

2.69 (1.14-

6.38) * 

1 

year 

1 1.42 (0.99-

2.05)  

1.65 (1.17-

2.33) †  

1.73 (1.23-

2.44) † 

2.36 (1.66-

3.36) ‡ 

Atrial 

Fibrillation 

30 

days 

1 0.89 (0.62-

1.27) 

0.91 (0.65-

1.28) 

0.92 (0.66-

1.29) 

0.89 (0.61-

1.28) 

1 

year 

1 0.87 (0.73-

1.04) 

0.86 (0.72-

1.01) 

0.77 (0.65-

0.91) † 

0.72 (0.60-

0.87) ‡ 

Cardiac 

Readmission 

30 

days 

1 1.18 (0.96-

1.46) 

1.34 (1.10-

1.63) †  

1.28 (1.05-

1.56) * 

1.31 (1.07-

1.62) † 

1 

year 

1 1.04 (0.93-

1.16) 

1.11 (1.00-

1.23) * 

1.09 (0.99-

1.21)  

1.23 (1.10-

1.37) ‡ 

All-cause 

readmission 

30 

days 

1 1.16 (1.00-

1.35) * 

1.24 (1.08-

1.42) † 

1.28 (1.11-

1.47) ‡ 

1.38 (1.19-

1.60) ‡ 

1 

year 

1 1.08 (1.00-

1.17) * 

1.07 (0.99-

1.16)  

1.13 (1.05-

1.22) ‡ 

1.29 (1.19-

1.40) ‡ 



*p<0.05, † p<0.01, ‡p<0.001 

  



Table S4. Sensitivity analyses using the area deprivation index (ADI) as a continuous 

variable as a predictor of readmissions in the fully adjusted model. 

Diagnosis Readmission 

time period 

Hazard ratio P-value 

Heart failure 
30 days 1.00 (0.996-1.003) 0.850 

1 year 1.002 (1.000-1.004) 0.018 

Myocardial 

ischemia 

30 days 1.003 (0.997-1.009) 0.320 

1 year 1.007 (1.004-1.01) <0.001 

Atrial 

fibrillation 

30 days 1.00 (0.996-1.004) 0.987 

1 year 0.997 (0.995-0.999) 0.002 

Cardiac 

readmission 

30 days 1.001 (0.999-1.003) 0.380 

1 year 1.001 (1.000-1.002) 0.014 

All-cause 

readmission 

30 days 1.002 (1.000-1.003) 0.012 

1 year 1.002 (1.001-1.002) <0.001 

Mortality 
30 days 1.002(0.998-1.005) 0.357 

1 year 1.003(1.002-1.004) <0.001 

 

  



Table S5. Sensitivity analyses testing the interactions for area deprivation index (ADI) by 

race and for ADI by sex in the fully adjusted model. 

Readmission 

type 
Interaction 

DF Wald Chi-Square Probability > 

2 

Heart failure     

30 days 
ADI quintile x Race 8 1.46 0.993 

ADI quintile x Sex 4 2.70 0.609 

1 year 
ADI quintile x Race 8 5.59 0.694 

ADI quintile x Sex 4 1.63 0.804 

Myocardial 

ischemia 
 

   

30 days 
ADI quintile x Race 8 0.340 1.0 

ADI quintile x Sex 4 3.16 0.532 

1 year 
ADI quintile x Race 8 2.23 0.973 

ADI quintile x Sex 4 11.80 0.019 

Atrial fibrillation      

30 days 
ADI quintile x Race 8 1.87 0.985 

ADI quintile x Sex 4 6.36 0.174 

1 year 
ADI quintile x Race 8 12.15 0.144 

ADI quintile x Sex 4 2.73 0.604 

DF = degrees of freedom 

 
 


