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Abstract

Aims Readmission and mortality are the most common and often combined endpoints in acute heart failure (AHF) trials, but
an association between these two outcomes is poorly investigated. The aim of this study was to determine whether unplanned
readmission is associated with a greater subsequent risk of death in patients with acute dyspnoea due to cardiac and
non-cardiac causes.
Methods and results Derivation cohort (1371 patients from the LEDA study) and validation cohort (1986 patients from the
BASEL V study) included acute dyspnoea patients admitted to the emergency department. Cox regression analysis was used to
determine the association of 6 month readmission and the risk of 1 year all-cause mortality in AHF and non-AHF patients and
those readmitted due to cardiovascular and non-cardiovascular causes. In the derivation cohort, 666 (49%) of patients were
readmitted at 6 months and 282 (21%) died within 1 year. Six month readmission was associated with an increased 1 year
mortality risk in both the derivation cohort [adjusted hazard ratio (aHR) 3.0 (95% confidence interval, CI 2.2–4.0),
P < 0.001] and the validation cohort (aHR 1.8, 95% CI 1.4–2.2, P < 0.001). The significant association was similarly observed
in AHF (aHR 3.2, 95% CI 2.1–4.9, P < 0.001) and other causes of acute dyspnoea (aHR 2.9, 95% CI 1.9–4.5, P < 0.001), and it
did not depend on the aetiology [aHR 2.2, 95% CI 1.6–3.1 for cardiovascular readmissions; aHR 4.1, 95% CI 2.9–5.7 for
non-cardiovascular readmissions (P < 0.001 for both)] or timing of readmission.
Conclusions Our study demonstrated a long-lasting detrimental association between readmission and death in AHF and
non-AHF patients with acute dyspnoea. These patients should be considered ‘vulnerable patients’ that require personalized
follow-up for an extended period.
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Introduction

Acute dyspnoea, due to cardiac or non-cardiac causes, is one
of the chief complaints in the emergency department (ED)
and cardiac intensive care unit and is associated with poor
short-term and long-term outcomes.1–8 In acute heart failure
(AHF), the immediate post-discharge period is described as
the ‘vulnerable phase’ that corresponds to high readmission
and death rates within a few months after discharge.9 Thus,
reduction in readmission and/or death are the most frequent
efficacy endpoint in AHF trials.10,11 However, though often
combined in recent trials, whether unscheduled readmission
and subsequent death are associated remains poorly
investigated.12–14 Also, the vulnerable phase has not been de-
scribed in large population of patients with acute dyspnoea
including AHF and non-AHF groups.

We aimed to evaluate the relationship between
readmission and the risk of death in acute dyspnoea patients
after discharge and to compare this association between AHF
and other causes of dyspnoea using large cohorts from two
European countries.

Methods

Study design

We analysed two independent acute dyspnoea cohorts for
derivation and validation purposes.

Derivation cohort
Derivation cohort was derived from LEDA (Lithuanian
Echocardiography Study of Dyspnoea in Acute Settings,
ClinicalTrials.gov: NCT03048032) prospective observational
multicentre study, performed in two Lithuanian university
centres in collaboration with a research protocol of interna-
tional GREAT (Global Research on Acute Conditions Team)
network. The study enrolled patients from March 2015 to
December 2017. A 1 year follow-up was completed in
December 2018. The study was approved by the Lithuanian
Bioethics Committee (No. L-15-01) and conducted in accor-
dance with the Declaration of Helsinki. All participants pro-
vided written informed consent.

Inclusion criteria Consecutive adult patients admitted to
the ED with chief complaint of acute dyspnoea due to any
cause were included.

Exclusion criteria Patients with acute coronary syndrome
suspected during the first 4 h of admission were excluded.
If the patients were admitted more than once, only the first
episode was taken as index admission. Further exclusion

criteria were in-hospital mortality or organ transplantation
during index admission or readmission.

Data collection Patient demographic data, co-morbidities,
baseline medication, clinical signs and laboratory parameters
at admission, early in-hospital treatment, medication at
discharge, and in-hospital death were recorded.15 Patient
sex was self-reported. The severity of dyspnoea at admission
was assessed using subjective Borg scale.16 Blood samples
were taken within 4 h of presentation, frozen at �80°C,
and sent to the Inserm UMR-942 institute for measurements
of N-terminal pro-B-type natriuretic peptide and high-sensi-
tivity troponin T (Roche Diagnostics® GmbH, Mannheim,
Germany).

Validation cohort
Validation cohort was derived from BASEL V (Basics in Acute
Shortness of Breath EvaLuation Study, ClinicalTrials.gov:
NCT01831115) prospective multicentre observational study.
Enrolment period and inclusion/exclusion criteria have been
reported elsewhere.17 Briefly, adult patients with acute,
non-traumatic dyspnoea presenting to the ED were enrolled
into the study from 2006 to 2014 in two university centres
in Switzerland. Patients on haemodialysis were excluded.
The study was approved by the local ethical committee and
carried out according to the principles of the Declaration of
Helsinki. Written informed consent was obtained from all
participants.

Diagnosis adjudication

In the derivation cohort, teams of three cardiologists blinded
to post-discharge outcomes adjudicated the cause of acute
dyspnoea. All available patient records including medical his-
tory, symptoms and signs at admission, previous or admission
natriuretic peptides, routine laboratory measurements, and
echocardiography were reviewed. Final diagnoses were clas-
sified as AHF or non-AHF; the latter included chronic obstruc-
tive pulmonary disease (COPD)/asthma exacerbation,
pulmonary embolism, pulmonary/non-pulmonary infections,
and cancer, among others. Central adjudication of the diagno-
sis in the validation cohort has been previously described.17

Readmission and mortality

Derivation cohort
All patients were followed up for 1 year after discharge.
Lithuanian administrative databases provided data on mortal-
ity and unplanned all-cause readmissions coded by the 10th
Revision of the International Classification of Diseases.
Lithuania’s national administrative databases capture all of
the events because there are no private hospitals that admit
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acute patients and are not covered by healthcare insurance.
Therefore, there were no patients lost to follow-up.

Validation cohort
Patients were contacted by telephone at 3 and 6 months and
1 year after the index episode.17 In case of uncertainties, re-
ferring physicians and administrative databases were
approached.

Study endpoints

The primary endpoint was the association between the first
all-cause readmission within 6 months after discharge and
1 year all-cause mortality in patients with AHF and non-AHF
causes of dyspnoea.

Secondary endpoints were as follows:
i the association between the first readmissions due to
cardiovascular (CV) vs. non-cardiovascular (non-CV)
causes within 6 month and 1 year mortality;

ii the association between the first readmissions within
6 month and 1 year mortality in different subgroups, based
on age, sex, co-morbidities, causes of dyspnoea, and bio-
marker levels.

Statistical analysis

Continuous variables are presented as median and
inter-quartile ranges, and categorical variables are presented
as counts (percentage). The differences between study
groups were compared using Kruskal–Wallis test for continu-
ous variables and χ2 test for the categorical variables.

To investigate the impact of 6 month readmission on 1 year
mortality, an unadjusted and adjusted Cox regression analysis
was performed comparing non-readmitted and readmitted
patients. To investigate if the precise timing of the first read-
mission influenced 1 year mortality, the same analyses were
performed that compared non-readmitted and readmitted
patients at three periods (first month, second and third
months, and fourth to sixth months after discharge). First,
the analysis was performed in all patients, comparing survival
between patients readmitted and not readmitted during the
first month. Then, data were censored by removing patients
who either died or were readmitted during the first month.
The same analysis was then repeated in patients readmitted
and not readmitted during second and third months and,
finally, in the same manner in patients readmitted and
not readmitted between the fourth and sixth months.
Multivariate Cox regression included criteria known to affect
prognosis: age, sex, co-morbidities (history of heart failure,
coronary artery disease, and diabetes), systolic blood
pressure, heart rate, estimated glomerular filtration rate
<60 mL/min/1.73 m2, and sodium <136 mmol/L.15 The anal-
ysis described earlier was repeated in the AHF and non-AHF

groups and for CV or non-CV readmissions against
non-readmitted patients as the reference group.

Subgroup analysis was performed by conducting unad-
justed Cox regression analyses dividing patients by age
(>65 and ≤65 years old), sex, history of heart failure,
aetiology of acute dyspnoea, N-terminal pro-B-type natri-
uretic peptide (>1000 and ≤1000 ng/L),18 high-sensitivity tro-
ponin T (>14 and ≤14 ng/L), and left ventricular ejection
fraction (>50% and ≤50%) measurements.

Sensitivity analysis was performed by conducting
unadjusted and adjusted Cox regression omitting patients
who died prior to the analysed readmission follow-up point;
for example, when analysing association of 6 month readmis-
sion with 1 year mortality, only patients who survived the
first 6 months after discharge were analysed.

All statistical analyses were performed using R
Version 3.5.3 (The R Foundation for Statistical Computing,
Vienna, Austria) with the statistical packages ‘survival’ for
survival analyses and ‘icd’ to decode causes of death and
readmission.19,20 All tests were two sided, and a P value of
<0.05 was considered significant. No imputation was used
for missing data.

Results

Derivation cohort

Demographic and clinical data
The LEDA study enrolled 1566 patients (Supporting
Information, Figure S1). After excluding duplicate, transplan-
ted patients and those who died in the hospital during the
index admission, 1371 (87.5%) patients were included in
the analysis (median age 71 [61–79] years and 599
(43.6%) female). Baseline characteristics are described in
Table 1.

During the 6 months after discharge, 666 (48.6%) patients
were readmitted, 379 (56.9%) for CV and 287 (43.1%) for
non-CV causes (Figure 1A). Readmitted patients were older
and had more co-morbidities, higher heart rate, higher con-
centrations of cardiac, renal, and inflammatory biomarkers,
and lower haemoglobin (Table 1).

The characteristics of the 731 (53.3%) AHF and 640 (46.7%)
non-AHF patients are described in Supporting Information,
Tables S1 and S2. In the first months after discharge (Figure
1B and 1C), readmission rate in AHF and non-AHF groups
was similarly high, whereas at 6 months, AHF patients were
readmitted more frequently (53.5% vs. 43%, respectively,
P < 0.001). In AHF patients, CV causes of readmission domi-
nated (68.3%), in contrast to non-AHF patients (59.3% non-CV
readmissions). Furthermore, the aetiology of readmission (CV
or not) was often the same as the causes of index admission
(Figure 2).
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Primary endpoint
The 1 year mortality was 20.6% (282 patients). Patients
readmitted within 6 months died three times more fre-
quently than non-readmitted patients [211 (31.7%) vs. 71
(10.1%), respectively, P < 0.001]. The first episode of read-
mission within 6 months was associated with a three-fold risk
of 1 year all-cause mortality [adjusted hazard ratio (aHR) 3.0,
95% confidence interval (CI) 2.2–4.0, P < 0.001] [Figure 3
(IA)]. Furthermore, the mortality risk was consistently high,
whether the first readmission occurred in the first month
(aHR 2.9, 95% CI 2.2–3.8, P < 0.001) or later: in the second
and third months (aHR 4.0, 95% CI 2.7–5.8, P < 0.001) or in
the fourth to sixth months (aHR 2.8, 95% CI 1.6–4.9,
P < 0.001).

One year all-cause mortality was equally high in patients
with AHF or non-AHF (20% vs. 21.2%, respectively, P = 0.61).
Readmitted patients died much more frequently than
non-readmitted patients in both the AHF [117 (29.9%) vs. 29
(8.5%), P < 0.001] and the non-AHF [94 (34.2%) vs. 42
(11.5%), P < 0.001] groups. Readmission within 6 months
was associated with similarly increased risk of 1 year mortality
in both AHF and non-AHF groups [aHR 3.2, 95% CI 2.1–4.9,
P < 0.001, and aHR 2.9, 95% CI 1.9–4.5, P < 0.001, respec-
tively, Figure 3 (IB)]. The detrimental association between
readmission and death was persistently high at Month 1,
Months 2 and 3, and Months 4–6 in both AHF and non-AHF
groups (P for interaction >0.05 for all periods) [Supporting
Information, Figure S2 (IA)].

Secondary endpoints
Figure 3 (C) shows that CV or non-CV causes of readmission
were both associated with an increased risk of 1 year mortal-
ity [aHR 2.2, 95% CI 1.6–3.1, and aHR 4.1, 95% CI 2.9–5.7, re-
spectively (P < 0.001 for both)], also at any time of
readmission within the first 6 months after discharge
[Supporting Information, Figure S2 (IB)].

Subgroup and sensitivity analysis
The association between the first 6 month readmission and
higher risk of 1 year mortality remained consistent through-
out all studied subgroups [Figure 4 (I)]. Furthermore, the re-
lationship between readmission and mortality remained
significant in all time periods in the sensitivity analysis, per-
formed in the subgroup of patients who survived first
6 months after discharge (Supporting Information, Table S3).

Validation cohort

The validation cohort included 1986 patients of the BASEL V
study discharged alive with 1 year follow-up (median age 74
[61–82] years, 888 [44.7%] female, and 50% AHF) (Supporting
Information, Figure S3). There were 812 (40.9%) patients
readmitted at 6 months with 348 (42.9%) readmitted for CV
and 464 (57.1%)—for non-CV causes. Characteristics of the

Figure 1 Rates of unplanned all-cause first hospital readmission in the
first 6 months in (A) acute dyspnoea (n = 1371), (B) acute heart failure
(AHF) (n = 731), and (C) non-AHF (n = 640) patients of the derivation LEDA
cohort. CV, cardiovascular; NCV, non-cardiovascular.
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cohort are described in Supporting Information, Table S4. AHF
patients were readmitted more frequently than non-AHF pa-
tients (45.9% vs. 35.9%, respectively, P < 0.001). In AHF pa-
tients, 62.1% readmissions were for CV causes, whereas
81.7% of readmitted non-AHF patients were readmitted for
non-CV causes.

The total 1 year mortality was 19% (377 patients). Patients
readmitted within 6 months died significantly more often
than non-readmitted patients [218 (26.8%) vs. 159 (13.5%),
respectively, P < 0.001]. Figure 3 (IIA) shows that 6 month
readmission in the validation cohort was also significantly
associated with an increased risk of 1 year mortality in acute
dyspnoea patients (aHR 1.8, 95% CI 1.4–2.2, P < 0.001). This
relationship was uniform irrespective of the timing of

readmission, aetiology of index admission, and first readmis-
sion, except for the first month readmission in AHF patients
and CV readmission [Figure 3 (IIA and IIB) and Supporting In-
formation, Figure S2 (IIA and IIB)]. Subgroup analysis of the
validation cohort is shown in Figure 4 (II), and sensitivity
analysis is presented in Supporting Information, Table S5.

Discussion

Our study clearly demonstrates long-lasting detrimental
relationship between readmission and risk of death in AHF,
as well as in non-AHF patients. Half of the patients presenting

Figure 2 Trajectory of acute dyspnoea patients within 12 months after index admission in the LEDA derivation cohort. Almost half of the patients were
readmitted at 6 months. A small percentage of patients died without being readmitted at 6 months (in purple). Patients who were readmitted died
strikingly more frequently at 1 year than patients who were not readmitted at 6 months (32% vs. 10%, respectively, P < 0.001). Red = (re)admitted
due to cardiovascular (CV) causes; blue = (re)admitted due to non-CV causes; green = survived without readmission; purple = died. AHF, acute heart
failure. *Died at 6 months without readmission.
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with acute dyspnoea were readmitted in the following
months for similar causes as index admissions, and every
readmission was associated with a striking risk of death.

Our study examined the link between readmission and
mortality in the two largest contemporary cohorts of con-
secutive patients admitted with acute dyspnoea, with long-
term follow-up, namely, LEDA and BASEL V. There were al-
most no patients lost to follow-up in both cohorts.
Distribution of diagnoses, rates of readmission, and mortal-
ity were similar in both cohorts and comparable with those
reported previously.4,21,22 Despite some discrepancy, the
two-fold to three-fold increase in the risk of 1 year mortality
in patients readmitted after an acute dyspnoea event was
found in both cohorts in two different regions of Europe
with different income and healthcare systems and at differ-
ent time frames.

Even with emerging diagnostic strategies, such as natri-
uretic peptides testing and fast imaging techniques, acute
dyspnoea remains a tremendous clinical challenge to treating
physicians. It has been suggested that uncertainty in diagno-
sis and aetiology of acute dyspnoea may be associated with

longer length of stay and increased risk of mortality and
readmission.23 Our study demonstrated that, regardless of
the underlying cardiac or non-cardiac cause, a strikingly high
number of patients who had an ED visit for acute dyspnoea
returned to the hospital: one-fifth in 1 month and one-half
at 6 months. Such high rate of readmission in a short time
frame is unique in medicine. For example, chest pain, another
common ED complaint, is associated with a much lower rate
of readmission.24 Altogether, our results suggest that
readmission may be linked to the persistent underlying
disease despite seemingly resolved symptoms.25 There is an
urgent need of randomized trials investigating if diagnostic
work-up and short and long-term personalized management
of patients with acute dyspnoea including biomarkers and/
or lung ultrasound could improve prognosis of this heteroge-
neous patient group. Our data also urge, in case of heart
failure, the rapid implementation of guideline-recommended
therapies.26,27

A growing interest in readmission has been observed in re-
cent years due to US healthcare policies designed to reduce
30 day readmission rates of some acute CV and pulmonary

Figure 3 Primary and secondary endpoints: relationship between all-cause readmissions and 1 year all-cause mortality in (I) derivation LEDA and (II)
validation BASEL V cohorts. The figure depicts Cox hazard proportional regression results adjusted with age, gender, co-morbidities (history of chronic
heart failure, coronary artery disease, and diabetes mellitus), systolic blood pressure, heart rate, creatinine, and sodium <136 mmol/L. The size of the
point represents sample size of readmitted patients in a group. (A) Risk of death depending on the exact time or readmission. (B) First readmission in
any time in the 6 months following index admission in acute heart failure (AHF) and non-AHF groups. (C) Analysis for cardiovascular (CV) and non-CV
causes of readmissions. aHR, adjusted hazard ratio; CI, confidence interval.
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diseases by using financial incentives.28–30 Indeed, a low rate
of 30 day readmission has been acknowledged as a key quality
indicator of patient management during index hospitalization.
A small number of studies showed that 30 day readmission
was associated with greater mortality in AHF, COPD, or elderly
patients.12–14,31 Our study confirmed and extended the detri-
mental relationship between readmission and the risk of
death in patients with acute dyspnoea to at least 6 months.
The relationship between readmission and mortality was
found not only in AHF but also in other causes of acute dys-
pnoea. Indeed, our data showed that, despite several differ-
ences including age and co-morbidities, acute respiratory
failure associated with AHF, pulmonary infection, or decom-
pensated COPD carried an equally high risk of death after
readmission. Accordingly, this finding strongly suggests that
index admission and subsequent readmissions are a contin-
uum in patients for whom the underlying cardiac and/or pul-
monary dysfunction(s) have not been resolved. In our study,
impaired oxygenation and high C-reactive protein were
common findings in both heart failure and non-heart failure
patients and might be potential drivers of unfavourable
prognosis.

A ‘vulnerable’ phase has been described in AHF patients as
an early and transient post-discharge period with high rates
of readmission and mortality.9 Yet our results do not support
the concept of a transient vulnerable phase neither in AHF
nor in non-AHF patients. Alternatively, this study indicates
that a patient who visits the ED with acute respiratory
distress should instead be considered a ‘vulnerable patient’
even if dyspnoea is relieved, likely for a long period after
discharge and possibly forever.

The present study has a few limitations. The study analysed
two European cohorts; therefore, the results may not be ap-
plicable in other continents. Furthermore, because the LEDA
protocol was designed to collect the clinical data at admission,
data on patients’ status and biology at discharge or during
follow-up were not recorded. In addition, due to observa-
tional nature of the cohorts, there are some missing data. It
has been noted that in a significant proportion of AHF pa-
tients, the main complaint may not be acute dyspnoea but a
predominant peripheral congestion, which also has a poor
prognosis,32 so these patients might not have been included
in our study. Also, a larger proportion of AHF patients did
not receive diuretic on admission and/or discharge in LEDA

Figure 4 Secondary endpoint: the relationship between all-cause readmission and 1 year all-cause mortality in the subgroups of (I) derivation LEDA
and (II) validation BASEL V cohorts. The size of the point represents the readmitted sample size in a group. CI, confidence interval; COPD, chronic
obstructive pulmonary disease; HF, heart failure; hs-TnT, high-sensitivity troponin T; LVEF, left ventricular ejection fraction; NT-pro-BNP, N-terminal
pro-B-type natriuretic peptide.
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cohort compared with specialized heart failure registry data (a
difference of more than 10%).33 The patients were
undertreated in terms of neurohormonal blockers on admis-
sion and/or discharge as well. This might reflect that a wide
spectrum of cardiologists and internists treated patients in
our study and there could have been different congestion
evaluation and treatment strategies between them and dedi-
cated heart failure specialists who participate in registries.
Our study also emphasizes the need of the adjudication com-
mittee because differences in the diagnosis between adjudi-
cation committee and treating physician could also explain
this discrepancy. Nonetheless, our study results demonstrate
that regardless if there were some discrepancies in initial
diagnoses, the result remained similar independently from
adjudicated cause of acute dyspnoea, cause of readmission,
and throughout all analysed subgroups, and it applies to any
acute dyspnoea patient.

In summary, our study demonstrated the long-lasting det-
rimental association between readmission and death in AHF
and non-AHF patients admitted to the ED with acute breath-
lessness. Although breathlessness is usually relieved at dis-
charge, patients should be considered ‘vulnerable patients’
that require personalized follow-up, including the rapid im-
plementation of guideline-recommended therapies in AHF
patients.

Acknowledgements

The authors would like to thank Malha Sadoune for labora-
tory measurements; Jovita Samauskienė, Rimgaudas Katkus,
Vaida Šileikienė, Loreta Mikšėnaitė, Siarhei Kulakou, Virginija
Rudienė, Greta Burneikaitė, Renata Androsaitė, Jelena
Blasčiuk, Aistėja Šelmytė-Besusparė, Ieva Kažukauskienė,
Gintarė Juozalėnaitė-Bieliauskienė, Agnė Urbonienė, Ieva
Cacace, Monika Laukytė-Slėnienė, Povilas Budrys, Ingrida
Milerytė, Antanas Strazdas, Akvilė Šmigelskaitė, Jūratė
Balsytė, Diana Maskeliūnaitė, Laura Keinaitė-Lukošiūnienė,
Irma Rutkauskienė, Justas Simonavičius, Laura Balkevičienė,
Brigita Navasaitienė, Justinas Bacevičius, Dovilė Pečiūraitė,
Urtė Gargalskaitė, Vilhelmas Bajoras, Ieva Ruočkienė, Rusnė
Jakaitė, Giedrė Balčiūnaitė, Lina Gedvilaitė, Povilas Žukauskas,
Iveta Vėgelytė, Gabrielius Jakutis, Žygimantas Abramikas,
Arnas Rimkus, Dovilė Gabartaitė, Julija Būgaitė, Gabrielė
Guščiūtė, Gediminas Aučina, Giedrė Liebutė, Ieva Marija
Saulė, Joana Ščerbinkinaitė, Justė Maneikytė, Kamilė
Navardauskaitė, Monika Keževičiūtė, Rasa Žeimaitė, Renata
Šalkevič, Viltė Samsonė, Vitalija Polevoda, Tadas Adomavičius,
Diana Kuščenko, Eglė Kavaliūnaitė, Aistė Montvilaitė, Rita
Norvilaitė, Dovydas Verikas, and Greta Žiubrytė for patient re-
cruitment and data collection; and the Lithuanian Institute of
Hygiene, The State Register of Deaths Cases and Their Causes,

Lithuanian National Health Insurance Fund under the Minis-
try of Health for providing administrative data.

Conflict of interest

All authors have completed the ICMJE uniform disclosure
form at www.icmje.org/coi_disclosure.pdf. K.Č., A.M., V.J., E.
P., I.M., D.K., L.B., M.B., D.V., I.J., J.M., K.S., Audrys K., Š.D.,
A.L., Aušra K., and J.Č. declare that they received financial
support from Research Council of Lithuania for the submitted
work. A.M. received speaker’s honoraria from Orion, Otsuka,
Philips, Roche, and Servier. A.M. received fee as a member of
advisory board and/or steering committee and/or research
grant from Adrenomed, Epygon, Neurotronik, Roche, Sanofi,
and Sphyngotec. A.M. owns shares in S-Form Pharma. M.M.
reports grants from NIH/NHLBI, Department of Defence,
NIH/FDA, Bayer Pharmaceuticals, and GlaxoSmithKline and
personal fees from CS Berhling, Boerhinger Ingelheim, Cerus
Therapeutics, Roche Genentec, Quark Pharmaceuticals, and
Thesan Pharamceuticals, outside the submitted work. E.G. re-
ceived research grants from Sphingotec, Deltex Medical, and
Retia Medical and consultancy fees from Magnisense, Roche
Diagnostics, and Adrenomed. C.M. has received research sup-
port from the Swiss National Science Foundation, the Swiss
Heart Foundation, the Kommission für Technologie und
Innovation, the Stiftung für kardiovaskuläre Forschung Basel,
Abbott, Alere, Amgen, AstraZeneca, Beckman Coulter,
Biomerieux, Brahms, Roche, Siemens, Singulex, Sphingotec,
the University of Basel, and the University Hospital Basel, as
well as speaker honoraria/consulting honoraria from Abbott,
Alere, AstraZeneca, Biomerieux, Boehringer Ingelheim, BMS,
Brahms, Cardiorentis, Novartis, Roche, Siemens, Sanofi, and
Singulex. Aušra K. received speaker honoraria from Servier,
Bayer, Berlin-Chemie Menarini, Pfizer, and KRKA. Audrys K. re-
ceived fee as member of Steering Committee Cardiorentis,
Novartis, and Servier. J.Č. received investigator and speaker
fees from Sanofi, Amgen, Novartis, Roche Diagnostics,
Servier, and AstraZeneca. Other authors declared no conflicts
of interest.

Funding

The work was supported by the Research Council of Lithuania
(Lietuvos Mokslo Taryba), Grant No. MIP-049/2015, and
approved by Lithuanian Bioethics Committee, No. L-15-01.
Research Council of Lithuania was not involved in study
design, data collection, analysis and interpretation, writing
the paper, and the decision to submit the paper for
publication. Roche Diagnostics supported the research with
measurement of NT-proBNP and high-sensitivity troponin T.
Funding organizations were not involved in study design,

2482 K. Čerlinskaitė et al.

ESC Heart Failure 2021; 8: 2473–2484
DOI: 10.1002/ehf2.13369

http://www.icmje.org/coi_disclosure.pdf


data collection, analysis and interpretation, writing the paper,
and the decision to submit the paper for publication.

Supporting information

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

Table S1. Baseline characteristics of the derivation LEDA co-
hort.
Table S2. Early treatment in the emergency department,

treatment at discharge and outcomes of the LEDA derivation
cohort.
Table S3. Sensitivity analysis of the derivation LEDA cohort.
Table S4. Baseline characteristics and outcomes of the valida-
tion BASEL V cohort.
Table S5. Sensitivity analysis of the validation BASEL V cohort.
Figure S1. Patient flowchart of the derivation LEDA cohort.
Figure S2. Secondary endpoints: relationship between
all-cause readmission and one-year all-cause mortality in
the derivation LEDA and validation BASEL V cohorts.
Figure S3. Patient flowchart of the validation BASEL V cohort.

References

1. Dupuis-Lozeron E, Soccal PM, Janssens
J-P, Similowski T, Adler D. Severe dys-
pnea is an independent predictor of read-
mission or death in COPD patients
surviving acute hypercapnic respiratory
failure in the ICU. Front Med Frontiers
2018; 5: 163.

2. Steer J, Norman EM, Afolabi OA,
Gibson GJ, Bourke SC. Dyspnoea sever-
ity and pneumonia as predictors of
in-hospital mortality and early readmis-
sion in acute exacerbations of COPD.
Thorax BMJ Publishing Group Ltd
2012; 67: 117–121.

3. Mentz RJ, Mi X, Sharma PP, Qualls LG,
DeVore AD, Johnson KW, Fonarow GC,
Curtis LH, Hernandez AF. Relation of
dyspnea severity on admission for acute
heart failure with outcomes and costs.
Am J Cardiol NIH Public Access 2015;
115: 75–81.

4. Lund N, Gränsbo K, Wernersson C,
Melander O. Cardiometabolic bio-
markers are predictors of readmission
and death in patients hospitalized for
acute dyspnea. Am J Emerg Med Elsevier
2017; 35: 610–614.

5. Barfod C, Lauritzen M, Danker J,
Sölétormos G, Forberg J, Berlac P,
Lippert F, Lundstrøm L, Antonsen K,
Lange K. Abnormal vital signs are strong
predictors for intensive care unit admis-
sion and in-hospital mortality in adults
triaged in the emergency department—
a prospective cohort study. Scand J
Trauma Resusc Emerg Med BioMed
Central 2012; 20: 28.

6. Pesola GR, Ahsan H. Dyspnea as an in-
dependent predictor of mortality. Clin
Respir J Wiley/Blackwell (10.1111)
2016; 10: 142–152.

7. Borkenhagen LS, McCoy RG, Havyer RD,
Peterson SM, Naessens JM, Takahashi
PY. Symptoms reported by frail elderly
adults independently predict 30-day
hospital readmission or emergency de-
partment care. J Am Geriatr Soc Wiley/
Blackwell (10.1111) 2018; 66: 321–326.

8. Mockel M, Searle J, Muller R, Slagman
A, Storchmann H, Oestereich P,
Wyrwich W, Ale-Abaei A, Vollert JO,
Koch M, Somasundaram R. Chief com-
plaints in medical emergencies: do they
relate to underlying disease and out-
come? The Charité Emergency Medicine
Study (CHARITEM). Eur J Emerg Med
2013; 20: 103–108.

9. Greene SJ, Fonarow GC, Vaduganathan
M, Khan SS, Butler J, Gheorghiade M.
The vulnerable phase after hospitaliza-
tion for heart failure. Nat Rev Cardiol Na-
ture Publishing Group 2015; 12:
220–229.

10. Cleland JGF, van Veldhuisen DJ,
Ponikowski P. The year in cardiology
2018: heart failure. Eur Heart J Narnia
2019; 40: 651–661.

11. Singh A, Laribi S, Teerlink JR, Mebazaa
A. Agents with vasodilator properties in
acute heart failure. Eur Heart J Narnia
2017; 38: 317–325.

12. Fudim M, O’Connor CM, Dunning A,
Ambrosy AP, Armstrong PW, Coles A,
Ezekowitz JA, Greene SJ, Metra M,
Starling RC, Voors AA, Hernandez AF,
Michael Felker G, Mentz RJ. Aetiology,
timing and clinical predictors of early
vs. late readmission following index hos-
pitalization for acute heart failure: in-
sights from ASCEND-HF. Eur J Heart
Fail Wiley-Blackwell 2018; 20: 304–314.

13. Guerrero M, Crisafulli E, Liapikou A,
Huerta A, Gabarrús A, Chetta A, Soler
N, Torres A. Readmission for acute exac-
erbation within 30 days of discharge is
associated with a subsequent progres-
sive increase in mortality risk in COPD
patients: a long-term observational
study. Loukides S, ed. PLoS One Public
Library of Science 2016; 11: e0150737.

14. Arundel C, Lam PH, Khosla R, Blackman
MR, Fonarow GC, Morgan C, Zeng Q,
Fletcher RD, Butler J, Wu W-C,
Deedwania P, Love TE, White M,
Aronow WS, Anker SD, Allman RM,
Ahmed A. Association of 30-day all-

cause readmission with long-term out-
comes in hospitalized older Medicare
beneficiaries with heart failure. Am J
Med Elsevier 2016; 129: 1178–1184.

15. Mebazaa A, Gayat E, Lassus J, Meas T,
Mueller C, Maggioni A, Peacock F,
Spinar J, Harjola V-P, van Kimmenade
R, Pathak A, Mueller T, Tavazzi L,
diSomma S, Metra M, Pascual-Figal D,
Laribi S, Logeart D, Nouira S, Sato N,
Parenica J, Deye N, Boukef R, Collet C,
Van den Berghe G, Cohen-Solal A,
Januzzi JL. Association between ele-
vated blood glucose and outcome in
acute heart failure: results from an inter-
national observational cohort. J Am Coll
Cardiol Elsevier 2013; 61: 820–829.

16. Borg GA. Psychophysical bases of per-
ceived exertion. Med Sci Sports Exerc
1982; 14: 377–381.

17. Breidthardt T, Sabti Z, Ziller R, Rassouli
F, Twerenbold R, Kozhuharov N, Gayat
E, Shrestha S, Barata S, Badertscher P,
Boeddinghaus J, Nestelberger T, Mueller
C. Diagnostic and prognostic value of
cystatin C in acute heart failure. Clin
Biochem Elsevier 2017; 50: 1007–1013.

18. Cleland JGF, McMurray JJV, Kjekshus J,
Cornel JH, Dunselman P, Fonseca C,
Hjalmarson Å, Korewicki J, Lindberg M,
Ranjith N, van Veldhuisen DJ, Waagstein
F, Wedel H, Wikstrand J. Plasma concen-
tration of amino-terminal pro-brain na-
triuretic peptide in chronic heart
failure: prediction of cardiovascular
events and interaction with the effects
of rosuvastatin: a report from CORONA
(Controlled Rosuvastatin Multinational
Trial in Heart Failure). J Am Coll Cardiol
Elsevier 2009; 54: 1850–1859.

19. Therneau TM. Survival analysis [R pack-
age survival version 2.42-3]. Cran.r-
project.org Comprehensive R Archive
Network (CRAN); 2018.

20. Wasey JO. icd: comorbidity calculations
and tools for ICD-9 and ICD-10 codes.
R package version 3.3. Comprehensive
R Archive Network (CRAN); 2018.

Readmission following both cardiac and non-cardiac acute dyspnoea 2483

ESC Heart Failure 2021; 8: 2473–2484
DOI: 10.1002/ehf2.13369



https://cran.r-project.org/web/pack-
ages/icd/index.html (24 April 2019).

21. Lund N, Rohlén A, Simonsson P,
Enhörning S, Wessman T, Gränsbo K,
Melander O. High total carbon dioxide
predicts 1-year readmission and death
in patients with acute dyspnea. Am J
Emerg Med WB Saunders 2015; 33:
1335–1339.

22. Potocki M, Breidthardt T, Reichlin T,
Morgenthaler NG, Bergmann A,
Noveanu M, Schaub N, Uthoff H,
Freidank H, Buser L, Bingisser R, Christ
M, Mebazaa A, Mueller C. Midregional
pro-adrenomedullin in addition to
b-type natriuretic peptides in the risk
stratification of patients with acute dys-
pnea: an observational study. Crit Care
BioMed Central 2009; 13: R122.

23. Green SM, Martinez-Rumayor A,
Gregory SA, Baggish AL, O’Donoghue
ML, Green JA, Lewandrowski KB,
Januzzi JL. Clinical uncertainty, diag-
nostic accuracy, and outcomes in emer-
gency department patients presenting
with dyspnea. Arch Intern Med Ameri-
can Medical Association 2008; 168:
741.

24. Kwok CS, Parwani PJ, Fischman DL,
Thamman R, Al Suwaidi J, Mohamed
M, Borovac JA, Loke YK, Kontopantelis
E, Brown DL, Mamas MA. Nonspecific
chest pain and 30-day unplanned
readmissions in the United States (from
the Nationwide Readmission Database).

Am J Cardiol Elsevier 2019; 123:
1343–1350.

25. DiNino E, Stefan MS, Priya A, Martin
B, Pekow PS, Lindenauer PK. The tra-
jectory of dyspnea in hospitalized pa-
tients. J Pain Symptom Manage
NIH Public Access 2016; 51: 682–689.
e1.

26. Kimmoun A, Cotter G, Davison B, Takagi
K, Addad F, Celutkiene J, Chioncel O,
Solal AC, Diaz R, Damasceno A,
Duengen H, Filippatos G, Goncalvesova
E, Merai I, Metra M, Ponikowski P,
Privalov D, Sliwa K, Sani MU, Voors AA,
Shogenov Z, Mebazaa A. Safety, Tolera-
bility and efficacy of Rapid Optimization,
helped by NT-proBNP and GDF-15, of
Heart Failure therapies (STRONG-HF):
rationale and design for a multicentre,
randomized, parallel-group study. Eur J
Heart Fail John Wiley & Sons, Ltd 2019;
21: ejhf.1575.

27. Ponikowski P, Voors AA, Anker SD,
Bueno H, Cleland JGF, Coats AJS, Falk
V, González-Juanatey JR, Harjola V-P,
Jankowska EA, Jessup M, Linde C,
Nihoyannopoulos P, Parissis JT, Pieske
B, Riley JP, Rosano GMC, Ruilope LM,
Ruschitzka F, Rutten FH, van der
Meer P. 2016 ESC Guidelines for the
diagnosis and treatment of acute and
chronic heart failure. Eur Heart J.
2016; 37: 2129–2200. http://dx.doi.
org/10.1093/eurheartj/ehw128

28. Patient Protection and Affordable Care
Act of 2010. Public Law 111–148; 124
stat. 119.

29. Čerlinskaitė K, Hollinger A, Mebazaa A,
Cinotti R. Finding the balance between
costs and quality in heart failure: a
global challenge. Eur J Heart Fail
Wiley-Blackwell 2018; 20: 1175–1178.

30. Gupta A, Allen LA, Bhatt DL, Cox M,
DeVore AD, Heidenreich PA, Hernandez
AF, Peterson ED, Matsouaka RA, Yancy
CW, Fonarow GC. Association of the
hospital readmissions reduction pro-
gram implementation with readmission
and mortality outcomes in heart failure.
JAMA Cardiol; American Medical Associ-
ation 2018; 3: 44–53.

31. Lum HD, Studenski SA, Degenholtz HB,
Hardy SE. Early hospital readmission is
a predictor of one-year mortality in
community-dwelling older Medicare
beneficiaries. J Gen Intern Med
Springer-Verlag 2012; 27: 1467–1474.

32. Shoaib A, Waleed M, Khan S, Raza A,
Zuhair M, Kassianides X, Djahit A,
Goode K, Wong K, Rigby A, Clark A,
Cleland J. Breathlessness at rest is not
the dominant presentation of patients
admitted with heart failure. Eur J Heart
Fail John Wiley and Sons Ltd 2014; 16:
1283–1291.

33. National Heart Failure Audit—British
Society for Heart Failure. https://www.
bsh.org.uk/resources/national-heart-
failure-audit/ (14 December 2020).

2484 K. Čerlinskaitė et al.

ESC Heart Failure 2021; 8: 2473–2484
DOI: 10.1002/ehf2.13369

https://cran.r-project.org/web/packages/icd/index.html
https://cran.r-project.org/web/packages/icd/index.html
http://dx.doi.org/10.1093/eurheartj/ehw128
http://dx.doi.org/10.1093/eurheartj/ehw128
https://www.bsh.org.uk/resources/national-heart-failure-audit/
https://www.bsh.org.uk/resources/national-heart-failure-audit/
https://www.bsh.org.uk/resources/national-heart-failure-audit/

