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ABSTRACT
Aim: The prognostic value of natriuretic peptides in the management of heart failure (HF)
patients with ejection fraction (EF) <40% is well established, but is less known for those with EF
�40% managed in primary care (PC). Therefore, the aim of this study is to describe the prog-
nostic significance of plasma NT-proBNP in such patients managed in PC.
Subjects: We included 924 HF patients (48% women) with EF �40% and NT-proBNP registered
in the Swedish Heart Failure Registry. Follow-up was 1100±687days.
Results: One-, three- and five-year mortality rates were 8.1%, 23.9% and 44.7% in patients with
EF 40–50% (HFmrEF) and 7.3%, 23.6% and 37.2% in patients with EF �50% (HFpEF) (p¼ 0.26).
Patients with the highest mean values of NT-proBNP had the highest all-cause mortality but
wide standard deviations (SDs). In univariate regression analysis, there was an association only
between NT-proBNP quartiles and all-cause mortality. In HFmrEF patients, hazard ratio (HR) was
1.96 (95% CI 1.60–2.39) p< 0.0001) and in HFpEF patients, HR was 1.72 (95% CI 1.49–1.98)
p< 0.0001). In a multivariate Cox proportional hazard regression analysis, adjusted for age,
NYHA class, atrial fibrillation and GFR class, this association remained regarding NT-proBNP quar-
tiles [HR 1.83 (95% CI 1.38–2.44), p< 0.0001] and [HR 1.48 (95% CI 1.16–1.90), p¼ 0.0001],
HFmrEF and HFpEF, respectively.
Conclusion: NT-proBNP has a prognostic value in patients with HF and EF �40% managed in
PC. However, its clinical utility is limited due to high SDs and the fact that it is not independent
in this population which is characterized by high age and much comorbidity.

KEY POINTS

� It is uncertain whether NT-proBNP predicts risk in heart failure with preserved ejection frac-
tion (EF> 40%, HFpEF) managed in primary care.

� We show that high NT-proBNP predicts increased all-cause mortality in HFpEF-patients man-
aged in primary care.

� The clinical use is however limited due to large standard deviations, many co-morbidities and
high age.

� Many of these co-morbidities contribute to all-cause mortality and management of these
patients should also focus on these co-morbidities.
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Introduction

Natriuretic peptides (NPs), commonly BNP or NT-
proBNP, are quantitative markers of cardiac dysfunc-
tion and are widely recognized as key regulators of
blood pressure, water and salt homeostasis [1,2]. They
have been widely used in the management of heart
failure (HF) during the last 20 years as a ‘rule-out ana-
lysis’ in the process of diagnosing HF [3,4]. NPs are

mainly produced by cardiovascular, brain and renal tis-
sues in response to wall stretch and other causes, and
this is observed both in HF with reduced ejection frac-
tion (HFrEF) and in HF with preserved ejection fraction
(HFpEF) [5] In the latest ESC guidelines, patients with
an EF in the range of 40–49% are defined as HFmrEF
and patients with EF � 50% are defined as HfpEF [6].
It has been shown recently that adherence to

CONTACT Bj€orn Eriksson bjorn.eriksson@sll.se Gustavsbergs VC, Odelbergs v€ag 19, Gustavsberg 13440, Sweden
� 2019 The Author(s). Published by Informa UK Limited, trading as Taylor & Francis Group.
This is an Open Access article distributed under the terms of the Creative Commons Attribution License (http://creativecommons.org/licenses/by/4.0/), which permits
unrestricted use, distribution, and reproduction in any medium, provided the original work is properly cited.

SCANDINAVIAN JOURNAL OF PRIMARY HEALTH CARE
2019, VOL. 37, NO. 4, 434–443
https://doi.org/10.1080/02813432.2019.1684029

http://crossmark.crossref.org/dialog/?doi=10.1080/02813432.2019.1684029&domain=pdf&date_stamp=2019-11-18
http://creativecommons.org/licenses/by/4.0/
https://doi.org/10.1080/02813432.2019.1684029
http://www.tandfonline.com


guidelines and utilization of NT-proBNP has improved
in primary care (PC) over the past years [7].

NPs provide natriuresis, diuresis, vasodilation, anti-
proliferation, antihypertrophy, antifibrosis and other
cardiometabolic protection. The cardiac release of NPs
represents an important compensatory mechanism
during acute and chronic cardiac overload and
during the pathogenesis of HF where their actions
counteract the sustained activation of renin-angioten-
sin-aldosterone and other neurohormonal systems [8].
Elevated circulating plasma NP levels correlate with
the severity of HF, and particularly BNP and NT-
proBNP have been established as biomarkers for the
diagnosis of HF as well as prognostic markers for car-
diovascular risk, but they are mainly recommended as
a rule-out tool in international guidelines [6,9]. Low
values exclude the presence of HF and high values
have high positive predictive value for diagnosing
HfrEF, but it must be kept in mind that elevated levels
of NP are associated with a variety of cardiac (acute
pulmonary embolus, acute coronary syndrome, pri-
mary pulmonary hypertension) and noncardiac causes
(renal failure) and that further diagnostic measure-
ments, preferably echocardiography, often are recom-
mended [10,11].

Several randomized clinical trials (RCTs) have shown
that NP-guided treatment has given conflicting results
and it is uncertain whether this would lead to a better
outcome than simply optimizing treatment according
to guidelines [12,13].

The prognostic value of NP levels has been well
described and there is a clear connection between
high NP levels and poor outcomes of mortality and
readmission [14,15]. The results are consistent both for
HFrEF-patients and for those with an EF equal to or
above 40% when managed in hospital [16,17].

Most studies have been carried out on patients in
hospital care (HC). Some studies have been performed
on patients in PC but populations have often been
mixed [18–20]. Patients with HF are diagnosed and
treated in both PC and HC in Sweden even though it
has been shown that patients move from one care-
giver to another depending on the severity of the dis-
ease, and that only 17% are treated exclusively in PC
[21]. Furthermore, as stated above, patients with an EF
in the range of 40–49% are defined as HFmrEF and
patients with EF �50% are defined as HFpEF [6].
Because of potential differences concerning these two
entities, there is a need for more studies.

Therefore, the aim of this study is to assess the
prognostic significance of plasma NT-proBNP in
patients with HFmrEF and HFpEF managed in PC.

Methods

Study protocol

The Swedish Heart Failure Registry (SwedeHF) has previ-
ously been described in detail [22]. Unselected patients
with HF are prospectively registered in PC and in HC at
an out-patient visit, or on discharge from hospital. The
inclusion criterion is clinician-judged HF. This is based
on typical symptoms (e.g. breathlessness, ankle swelling
and fatigue) and findings (e.g. elevated jugular venous
pressure, pulmonary crackles and peripheral edema).
However, diagnosis based only on this is uncertain and
should be confirmed with echocardiography. We have
therefore chosen, in our study, to include only patients
who had undergone echo, especially since we wanted
to find patients with EF �40% that can only be meas-
ured with echo. Approximately 80 variables are
recorded and entered into a web-based database man-
aged by Uppsala Clinical Research Center (Uppsala,
Sweden). The protocol, registration form and annual
reports are available at http://www.rikssvikt.se. Individual
patient consent is not required but patients are
informed of entry into the national registry and allowed
to opt out. The registry and this study were approved
by a multisite ethic committee (Dnr 2013/444-32) and
conform to the Declaration of Helsinki.

In a study in 2018, we used data from SwedeHF on
patients with HFpEF in PC- and HC-based out-patient
clinics to describe characteristics and outcomes in a
population with HF and EF � 40%. In that study, we
used data from the SwedeHF recorded between 1
September 2001 and 15 May 2014 after the database
had been merged with the Swedish population regis-
ter and the Swedish patient register of hospitalization.
The two latter registries are governed by the Swedish
Board of Health and Welfare. Sweden had 1156 PC
units and 78 hospitals in 2014. Of these, 116 PC units
and 67 hospitals participate in the register. In total,
59,075 unique patients, 6579 from PC and 52,496 from
HC, were eligible for the study. We included only
patients registered at an out-patient visit either in PC
or in HC. We excluded patients without information
about echocardiography (1041¼ 15.8% in PC and
5938¼ 11.3% in HC) and in the next step patients
with an EF <40% as well as hospitalized HF patients
with an EF �40% who entered the registry before
hospital discharge. Thus, 1802 patients registered at a
PC-based out-patient clinic visit and 7852 patients reg-
istered at a HC-based out-patient clinic, all with an EF
of more than or equal to 40%, remained in the study.
The complete population has been previously
described in detail [23].
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For the present study, we included only patients
registered in PC who had a measurement of NT-
proBNP registered (924 of 1802, 51%). The study flow
is shown in detail in Figure 1.

In Sweden, echocardiography is the recommended
method for defining left ventricular EF. Four categories
are used in the SwedeHF: EF <30, 30–39, 40–49
and �50%

Renal function was assessed as estimated glomeru-
lar filtration rate (e-GFR) and calculated according to

the formula of MDRD and divided into four different
classes, <30, 30–59, 60–89 and �90 mmol/l/min.

NT-proBNP values (ng/L) are presented as mean
with standard deviation (SD) and median
with quartiles.

Statistical analyses

Descriptive statistics were presented as numbers (n)
and percentages (%) or means with SD and compared

Excluded; 
Hospital outpatients with EF ≥ 40% 
N=7852 

Excluded; 
Patients without echocardiography 
(15.8% in PC and 11.3% in HC) 
Patients with EF<40% 
Patients with missing information 
about sex and age 

Outpatients with EF ≥ 40 % 
n=9654 

Primary care (PC) 
n=1802 

Excluded; 
NT-proBNP missing 

N=878 

n=1802 

PC patients with NT-proBNP measured 
n=924 

HFpEF 
n=564 

HFmrEF 
n=360 

Original dataset 
n=59075 unique HF patients 

Figure 1. Schematic patient selection.
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with Chi-Square or Student’s unpaired t-tests as
appropriate.

Crude outcomes in HFmrEF and HFpEF separately
were assessed with Kaplan–Meier analysis.

Cox regression analyses were performed for NT-
proBNP and the different variables considering elaps-
ing time, calculating hazard ratios (HRs) for mortality,
in order to reassure that NT-proBNP was an independ-
ent risk factor. We performed a univariate regression
analysis for mortality in a first step to find variables
which all had a p-value of 0.1 or below before enter-
ing these in a Cox regression multivariate analyses.

All statistical analysis were performed using SAS
9.4. The level of significance was 5% and levels of sig-
nificance were set at a p-value ��0.05, ��<0.01 and
���<0.0001. All p-values and confidence intervals
were two-sided.

Results

Characteristics at registration in SwedeHF

Between 1 September 2001 and 15 May 2014, there
were 59,075 unique patients registered in SwedeHF.
After exclusions, 924 HF patients with an EF equal to
or above 40%, and with NT-proBNP measured,
remained in the study (Figure 1). All patients were
managed in PC by general practitioners (GP’s) and all
patients were registered at an out-patient visit.

Mean follow-up time was 1100 ± 687 days. The
patients were divided into two groups, 360 with EF
40–49% (HFmrEF) and 564 patients with EF �50%
(HFpEF) (Table 1).

Patients with HFmrEF were slightly younger and
more likely of male gender. They had more often been
through an intervention against ischemic heart disease

Table 1. Characteristics at registration of patients with heart failure and EF �40% in SwedeHF, all managed in
primary care (n¼ 924).

HFmrEF (EF 40–49%) n¼ 360 HFpEF (EF > 50%) n¼ 564 p Value

Male, n (%) 221 (61) 260 (46) ���
Female, n (%) 139 (39) 304 (54) ���
Age, mean (SD) 76.3 (9.6) 78.2 (8.5) ��
Dead, n (%) 113 (31.4) 173 (30.7)
Smoking, n (%) 28 (7.8) 26 (4.6)
Weight, kg (SD) 82.5 (17.2) 80.9 (18.4)
IHD total, n (%) 146 (40.6) 202 (35.8)
IHD verified with angiography, n (%) 55 (17.5) 75 (14.3)
Hypertension, n (%) 228 (64) 390 (70)
Atrial fibrillation, n (%) 195 (54.8) 286 (50.8)
Diabetes, n (%) 73 (20.3) 109 (19.3)
COPD, n (%) 81 (22.6) 141 (25.4)
Valvular disease, n (%) 74 (20.6) 136 (24.1)
CABG and/or PCI, n (%) 38 (11.1) 37 (6.9) ��
CRT, n (%) 1 (0.3) 0
ECG Sinus rhythm, n (%) 169 (47.6) 312 (56.6) ��
Pulse frequency, mean bpm (SD) 71.9 (14.8) 72.1 (13.2)
Systolic blood pressure, mean mm Hg (SD) 134.0 (20.5) 135.9 (21.1)
Diastolic blood pressure, mean mm Hg (SD) 75.4 (11.4) 75.5 (11.1)
Hemoglobin, mean g/l (SD) 135.2 (15.2) 132.6 (15.3)
Creatinine, mean micromol/l (SD) 100.4 (31.5) 96.9 (35.1)
eGFR < 30, n (%) 15 (4.2) 27 (4.8)
eGFR 30–59, n (%) 157 (43.6) 246 (43.6)
eGFR 60–89, n (%) 159 (44.2) 225 (39.9)
eGFR > 90, n (%) 29 (8.1) 66 (11.7)
eGFR, mean ml/min (SD) 61.9 (19.1) 63.3 (21.1)
NT-proBNP, ng/L (SD) 2508.7 (3420.3) 2140.3 (2950.0)
Chest X-ray normal, n (%) 93 (40.1) 202 (52.6) ��
NYHA 1, n (%) 35 (14.3) 39 (13.2)
NYHA 2, n (%) 135 (55.3) 168 (56.8)
NYHA 3, n (%) 69 (28.3) 83 (28.0)
NYHA 4, n (%) 5 (2.1) 6 (2.0)
ACEi, n (%) 216 (60.0) 283 (50.2) ��
ARB, n (%) 110 (30.6) 173 (30.7)
BB, n (%) 285 (79.2) 410 (73.0) �
Diuretics, n (%) 103 (28.6) 162 (28.8)
MRA, n (%) 67 (18.7) 115 (20.4)
Digitalis, n (%) 42 (11.7) 72 (12.8)
Statins, n (%) 183 (51.1) 240 (42.6) �
ACEi: ACE-inhibitors; ARB: Angiotensin receptor blockers ARB; BB: Beta blockers; CABG: Coronary artery bypass grafting; COPD: Chronic
obstructive pulmonary disease; CRT: Cardiac resynchronization therapy; ICD: Implantable cardioverter defibrillator; IHD: Ischemic heart
disease; IHD: Ischemic heart disease; NYHA: New York Heart Association; MRA: Mineral corticoid receptor antagonist; NYHA: New York
Heart Association; PCI: Percutaneous coronary intervention.�p Value <0.05.��p Value <0.01.���p Value <0.0001.
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[coronary artery bypass (CABG) or percutaneous coron-
ary intervention (PCI)] and less frequently had a sinus
rhythm on ECG or a normal chest X-ray. They were also
more often treated with ACE-inhibitors, beta-blockers
and statins. Detailed figures are presented in Table 1.

The prognostic value of plasma-NT-proBNP

One-, three- and five-year mortality rates were 8.1%,
23.9% and 44.7% for patients with HFmrEF and 7.3%,
23.6% and 37.2% for patients with HFpEF (p¼ 0.26)
(Figure 2). Patients with the highest mean values of
NT-proBNP had the highest all-cause mortality but
wide SDs (Table 2). In univariate regression analysis,
there was an association only between NT-proBNP
quartiles and all-cause mortality (Figure 3).

HFmrEF (EF 40–49%)

NT-proBNP quartiles ranges were: 0–780, 781–1492,
1493–2919 and >2920. As for the entire study popula-
tion, patients with HFmrEF patients who belonged to
the highest NT-proBNP quartiles had the highest all-
cause mortality. In a univariate regression analysis
there was a highly statistically significant association
between NT-proBNP quartiles and all-cause mortality.
HR 1.96 (95% CI 1.60–2.39) p-value < 0.0001. In a
multivariate Cox proportional hazard regression ana-
lysis adjusted for variables which in the univariate
regression analysis had a p-value of 0.1 or lower (age,
NYHA class, atrial fibrillation and GFR class) NT-proBNP
remained highly associated with all-cause mortality
with HR 1.83 (95% CI 1.38–2.44) p-value <0.0001
(Table 3).

One patient with NT-proBNP below 100 ng/L died
during the follow-up time.

HFpEF (EF � 50%)

NT-proBNP quartiles ranges were 0–524, 525–1254,
1255–2528 and >2529. As for the entire study popula-
tion, patients with HFpEF who belonged to the high-
est NT-proBNP quartile had the highest mortality. In a
univariate regression analysis, there was a highly stat-
istically significant association between NT-proBNP
quartile level and all-cause mortality. HR 1.72 (95% CI
1.49–1.98), p-value < 0.0001. In a multivariate Cox
proportional hazard regression analysis adjusted for
variables that in a univariate regression analysis had
p-value 0.1 or less (age, NYHA class, atrial fibrillation
and GFR class) NT-proBNP remained highly associated
with all-cause mortality with HR 1.48 (CI 1.16–1.90),
p-value ¼0.0001 (Table 4).

Three patients with NT-proBNP below 100 ng/L died
during follow-up.

Variables associated with increased NT-proBNP

HFmrEF (EF 40–49%)

We performed a univariate regression analysis to find
variables that were associated with a higher level of

Figure 2. Kaplan–Meier survival curves illustrating all-cause mortality in HFmrEF patients (blue) and HFpEF patients (red) during
follow-up 1100± 687 days (p¼ 0.26).

Table 2. Mean values of NT-proBNP ng/L ± SD for patients
that died after 1, 3 and 5 years.

1 year 3 years 5 years

EF >40 5076.8 (5524.4) 3935.3 (4402.6) 3721.9 (4317.3)
EF 40–49 5133.2 (5473.4) 4169.3 (4006.0) 4052.6 (4244.6)
EF �50 5035.9 (5630.3) 3785.1 (4647.7) 3493.2 (4365.5)
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NT-proBNP. Variables with a p-value � 0.1 for an ele-
vated level of NT-proBNP were age, NYHA class, hemo-
globin level, systolic blood pressure, diastolic blood
pressure and body weight. Thus, these variables were
significant in a univariate regression analyses. In the
following multivariate Cox proportional hazard regres-
sion analysis age and low hemoglobin level remained
significantly associated with higher NT-proBNP level.

HFpEF (EF � 50%)

We performed a univariate regression analysis to find
variables that were associated with a higher level of
NT-proBNP. Variables with a p-value � 0.1 for an ele-
vated level of NT-proBNP were age, NYHA class, hemo-
globin level, diastolic blood pressure, body weight,
valvular disease, atrial fibrillation, diabetes and kidney

Figure 3. Kaplan–Meier survival curves illustrating all-cause mortality in the four NT-proBNP quartiles during follow-up
1100± 687 days (p¼<0.0001).

Table 3. Cox proportional hazard regression analysis for association between NT-proBNP quartiles and
all-cause mortality in HFmrEF patients.
Outcome mortality HR 95% CI p Value

Univariate 1.96 1.60–2.39 <0.0001
Adjusted only age 1.74 1.41–2.15 <0.0001
Adjusted only NYHA class 1.77 1.36–2.31 <0.0001
Adjusted only atrial fibrillation 2.08 1.68–2.58 <0.0001
Adjusted only eGFR 1.82 1.48–2.23 <0.0001
Adjusted age and NYHA class 1.68 1.28–2.22 0.0002
Adjusted age, NYHA class and atrial fibrillation 1.84 1.38–2.44 <0.0001
Adjusted age, NYHA class, atrial fibrillation and eGFR 1.83 1.38–2.44 <0.0001
Adjusted age, NYHA class, atrial fibrillation, eGFR, MRA, statins and COPD 1.84 1.38–2.46 <0.0001

Table 4. Cox proportional hazard regression analysis for association between NT-proBNP quartiles and
all-cause mortality in HFpEF patients.
Outcome mortality HR 95% CI p Value

Univariate 1.72 1.49–1.98 <0.0001
Adjusted only age 1.59 1.38–1.84 <0.0001
Adjusted only NYHA class 1.49 1.19–1.87 0.0006
Adjusted only atrial fibrillation 1.82 1.56–2.11 <0.0001
Adjusted only eGFR 1.65 1.43–1.91 <0.0001
Adjusted age and NYHA class 1.38 1.10–1.74 0.0059
Adjusted age, NYHA class and atrial fibrillation 1.50 1.18–1.92 0.0010
Adjusted age, NYHA class, atrial fibrillation and eGFR 1.48 1.16–1.90 0.0017
Adjusted age, NYHA class, atrial fibrillation, eGFR, MRA, statins and COPD 1.70 1.30–2.23 <0.0001
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function. Thus, these variables were significant in a
univariate analyses. In the following multivariate Cox
proportional hazard regression analysis valvular dis-
ease and low body weight remained significantly asso-
ciated with higher NT-proBNP level.

Comorbidities and characteristics affecting
all-cause mortality

There was a high frequency of comorbidities in the
two EF groups. Only 3% of HFmrEF patients and 2%
of HFpEF patients had no registered comorbidity.
Previous or current hypertension was the most com-
mon comorbidity. This occurred in 64% of the patients
in the HfmrEF group and 70% of those belonging to
the HfpEF group (Table 1). More than 50% in both EF
groups had atrial fibrillation. These diseases were
often combined with one or more other diseases. The
most common combination of comorbidities was pre-
vious or current hypertension and atrial fibrillation (8%
in both EF groups). The combination of chronic
obstructive pulmonary disease (COPD) and hyperten-
sion was more than twice as common in patients with
HFpEF compared with those with HFmrEF.

In HFmrEF patients age, low body weight, low dia-
stolic blood pressure, low hemoglobin level, low cre-
atinine clearance class and NYHA class were
associated with higher all-cause mortality in a univari-
ate regression analysis taking into account variables
with p-value �0.1. However, in a multivariate Cox pro-
portional hazard regression analysis only NYHA class
remained highly significantly associated with all-cause
mortality [HR 2.09 (CI 1.37–3.18), p¼ 0.0006].

In HFpEF patients age, low body weight, low dia-
stolic blood pressure, low hemoglobin level, creatinine
clearance class, COPD, valvular disease and NYHA class
were associated with higher all-cause mortality in a
univariate regression analysis taking into account vari-
ables with p-value �0.1. However, in a multivariate
Cox proportional hazard regression analysis only age
[HR 1.07 (95% CI 1.02–1.12)], low body weight [HR
0.98 (95% CI 0.96–1.00)], COPD [HR 2.13 (95% CI
1.21–3.74)] and NYHA class [HR 1.67 (95% CI
1.08–2.59)] remained statistically significantly associ-
ated with all-cause mortality.

Discussion

We have studied 924 HF patients with midrange
(HFmrEF) and preserved (HFpEF) EF managed in PC
who had plasma NT-proBNP registered. Our intention
was to evaluate the prognostic significance of plasma

NT-proBNP in these two groups. The main finding is
that there is a strong association between elevated
NT-proBNP expressed as quartiles and all-cause mor-
tality but that the clinical utility of measuring NT-
proBNP in this population is limited due to large SDs.
Moreover, different comorbidities are important but
COPD was common and affected all-cause mortality in
patients with HFpEF. Other factors of importance in
this study were high age and low body weight. Our
results also indicate that the NYHA class gives enough
information in most cases.

Characteristics at registration in SwedeHF

Patients in the HFmrEF group were younger and more
often of male gender than those in the HFpEF group.
They were more often treated with ACE-inhibitors
(ACEi), beta blockers and statins, even though there
was no statistically significant difference concerning
comorbidity between the two groups. Despite this,
they had more often been through an intervention
such as CABG or PCI, indicating that they suffered from
more ischemic heart disease. Perhaps the difference
concerning medication reflects that patients in the
HFmrEF group sometimes were judged as having
HfrEF, in which case this treatment would be appropri-
ate. However, there was no difference in all-cause mor-
tality despite the difference in medical treatment.
Patients with HfpEF, on the other hand, had more
comorbidities in total, above all hypertension, COPD
and valvular disease. Furthermore, they were older,
reflecting the complexity of managing these patients in
a PC setting. In other studies, patients with HFpEF have
consistently been found to be older, more often
female, more predominantly hypertensive, and to have
a higher prevalence of atrial fibrillation and with a
lower prevalence of coronary artery disease than those
with HFrEF [24]. Notably, non-cardiovascular co-mor-
bidities also appear to be highly prevalent in HFpEF,
consistent with an elderly population, and include renal
impairment, chronic lung diseases, anemia, cancer, liver
disease, peptic ulcer disease and hypothyroidism
[24–27]. Further, patients with HFpEF more often die of
non-cardiac causes than patients with HFrEF. The high
frequency of comorbidities in our study may partly
explain the difficulty in using NT-proBNP as a prognos-
tic tool, since many of these comorbidities can inde-
pendently affect the NT-proBNP value [25,28].

The prognostic value of plasma-NT-proBNP

It is previously known that there is a clear association
between high NP levels and poor outcome of
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mortality and readmission, and that the results are
consistent for both HFrEF and HfpEF [16,17]. However,
most of these studies have been carried out on
patients treated in hospital, whereas there are only a
few studies on PC patients [18–20].

In our study, there was a clear, highly statistically
significant, association between NT-proBNP, measured
in quartiles, and all-cause mortality. Even after an
adjusted multivariate Cox proportional hazard regres-
sion analysis, NT-proBNP quartiles remained strongly
associated with all-cause mortality. This is in accord-
ance with what has previously been shown for
patients in HC, but not yet for patients with HFmrEF
and HFpEF in PC [14,15].

Thus, in our study NT-proBNP appeared particularly
unspecific, which seriously limited the clinical utility.
Even though there was a strong association between
NT-proBNP, as measured in quartiles, and all-cause
mortality, the SDs were high. In everyday clinical prac-
tice, this means that it will be difficult to use NT-
proBNP as a prognostic marker for the separate
patient case. A high NT-proBNP value in a specific
patient case will probably mean a bad prognosis.
However, a low value does not exclude a bad progno-
sis. In a PC setting with elderly patients and multimor-
bidity, the practical use of a single NT-proBNP analysis
as a prognostic marker of all-cause mortality is there-
fore of doubtful clinical importance. We know, as
pointed out in the introduction, that NT-proBNP is
well established as a rule-out analysis in the diagnostic
process of HF, but the question has also been whether
we can use the analysis as a prognostic tool, helping
us to concentrate on risk categories. Our results in this
study indicate that this is not the case. NYHA classifi-
cation, which is simple and cheap but poorly used,
seems to be as good an alternative.

Variables associated with increased NT-proBNP

NT-proBNP is released from cardiomyocytes as a
response to increased wall stretch and is an important
compensatory mechanism during acute and chronic
cardiac overload. Elevated circulating plasma NT-
proBNP levels correlate with the severity of HF [8].
However, NT-proBNP levels are also elevated by other
conditions such as pulmonary embolus, acute coron-
ary syndrome, primary pulmonary hypertension, age
and renal dysfunction [10,11]. PC patients with
HFmrEF and HFpEF have a high level of comorbidities,
and in our study only 3% of HFmrEF patients, and 2%
of HFpEF patients, had no registered comorbidity. The
most common comorbidities were previous or current

hypertension and atrial fibrillation. This must be kept
in mind when using the unspecific NT-proBNP as a
prognostic tool.

In this study, we found that age and low hemoglobin
level remained significantly associated with a higher NT-
proBNP after multivariate analysis in the HFmrEF group,
and valvular disease and low body weight in the HFpEF
group. In conclusion, many factors influence levels of NT-
proBNP, and the clinical implications of the elevated lev-
els are difficult to interpret. Several confounding factors,
such as aging, obesity, anemia, sepsis, hypertension, MI,
cardiac hypertrophy, pulmonary hypertension, atrial fib-
rillation, diabetes mellitus, renal dysfunction, liver cirrho-
sis, severe burn injuries and cancer chemotherapy have
been described as limiting the accuracy of NPs [1].

Comorbidities affecting all-cause mortality

As expected, we found a clear association between
NYHA classification and mortality in both groups,
higher NYHA class having higher all-cause mortality.
High NYHA classification is a reason for further investi-
gation and could, judging by our findings, be useful
as a prognostic tool. However, it is unfortunately not
always registered [23].

Another important finding in this study is the high
association between COPD and all-cause mortality in
the HFpEF group. As COPD is often managed in PC,
and furthermore easily underdiagnosed, due to its
slow progress and sometimes vague symptoms, it
appears important to actively exclude it. Since there is
no evidence-based medical therapy for HFpEF today,
managing COPD and anemia as well as maintaining
normal body weight in this group is of great import-
ance, not least due to the elderly population and a
complex comorbidity panorama. In a recently pub-
lished study, Zafrir et al. [29] showed that the preva-
lence of atrial fibrillation increases with increasing EF,
and that its association with worse cardiovascular out-
comes remained significant in patients with HFmrEF
and HFpEF, but not in those with HFrEF. However, in
the present study, we could not observe any correl-
ation between atrial fibrillation and mortality.

Furthermore, in both HF groups optimizing blood
pressure and treating anemia is crucial, especially
since both actions in many cases are relatively easy to
perform. Great attention must also be paid to the kid-
ney function in these elderly patients, often with
polypharmacy.

The causes of death, according to the national
registry, were in our study: cardiovascular in 57%,
malignant tumors in 14% and respiratory diseases in
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11%, further stressing the need to monitor and treat
all problems affecting the patient. Grimsmo et al. have
also recently discussed the complexity of treating
patients with multimorbidity in PC [30].

The high association between NYHA class and all-
cause mortality in both groups, compared with NT-
proBNP, underlines the usability of NYHA classification
as a base for prognostic information.

Strengths and limitations

The SwedeHF is one of the largest HF registries in the
world. The size of the registry, both in the number of
patients and in the amount of variables together with
nationwide use, yields generalizability and unique pos-
sibilities to study large cohorts of HF patients. The
opportunity to connect this register to other Swedish
national registries, such as those of death and hospi-
talization via the Swedish individual personal number
system, adds to the potential advantages.

However, participating in SwedeHF is not manda-
tory in Sweden. Therefore, there is a risk that PC units
reporting to the registry often are more interested in
HF and more dedicated to managing HF patients and
following the guidelines. Of Sweden’s 1156 PC units
only 116 (10%) participated in SwedeHF, which under-
lines this explanation. The corresponding rate for hos-
pitals was 67 out of 78 hospitals (86%). This may lead
to a selection of PC units not being representative of
Swedish PC in general. Possibly the PC cohort in the
present study might show better results than a study
of PC units, in general, would do.

Further, the registry does not provide information
on all possible comorbidities. There is information
about previous or current hypertension, COPD, ische-
mic heart disease, atrial fibrillation, diabetes, kidney
function, anemia and valvular disease but not about
cancer and other serious diseases that may influence
outcome and prognosis.

In this study, we have no information on whether
the diagnosis of HFpEF has been thoroughly estab-
lished according to the ESC classification in the differ-
ent GP offices, and therefore we have classified them
merely based on their EF. The diagnosis requires evi-
dence of either relevant structural heart disease or dia-
stolic dysfunction, none of which we can obtain from
the database. This is a clear limitation, as well as the
fact that we do not know exactly when in the clinical
course the NT-proBNP values was examined. However,
we know that samples most often, according to local
routines, are taken in conjunction with the visit.

Conclusions

NT-proBNP is a risk factor associated with increased all-
cause mortality in patients with EF 40–49% (HFmrEF) and
�50% (HFpEF) but its clinical usefulness is limited due to
its unspecific character. It could not be claimed as an
independent risk factor. Only 57% of the patients in this
population have a cardiovascular cause of death, and
both EF groups are characterized by large heterogeneity,
with many comorbidities and high age. Management of
patients should also focus on these conditions.

Acknowledgements

The authors thank all local center investigators and study
personnel for data collection and entry. The authors thank
Alan Crozier for professional language editing.

Access to data

BE, PW and ME had full access to all of the data in the study
and take responsibility for the integrity of the data and the
accuracy of the data analysis.

Disclosure statement

There are no conflicts of interest related to the work submit-
ted. Outside the work submitted, there are the following
potential conflicts of interest: BE: none declared; PW: none
declared; PN: none declared; UD: research grants to author’s
institution from AstraZeneca Inc. and speaker’s and consult-
ing honoraria from Novartis Inc. and AstraZeneca Inc.; LHL:
research grants to author’s institution, speakers and consult-
ing fees, Astra-Zeneca, Inc., Novartis, Inc.; ME: none declared.

Funding

The Swedish Heart Failure Registry is funded by the Swedish
National Board of Health and Welfare, the Swedish
Association of Local Authorities and Regions, and the
Swedish Society of Cardiology. No funding agency had any
role in the design and conduct of the study, in the collec-
tion, management, analysis, or interpretation of the data, or
in the preparation, review, or approval of the manuscript.

References

[1] Fu S, Ping P, Wang F, et al. Synthesis, secretion, func-
tion, metabolism and application of natriuretic pepti-
des in heart failure. J Biol Eng. 2018;12(1):2.

[2] Wong PC, Guo J, Zhang A. The renal and cardiovascu-
lar effects of natriuretic peptides. Adv Physiol Educ.
2017;41(2):179–185.

[3] Chow SL, Maisel AS, Anand I, et al. Role of Biomarkers
for the Prevention, Assessment, and Management of
Heart Failure: A Scientific Statement From the American
Heart Association. Circulation. 2017;135(22):e1054–e1091.

[4] Maisel A, Mueller C, Adams K, et al. State of the art:
using natriuretic peptide levels in clinical practice. Eur
J Heart Fail. 2008;10(9):824–839.

442 B. ERIKSSON ET AL.



[5] Iwanaga Y, Nishi I, Furuichi S, et al. B-type natriuretic
peptide strongly reflects diastolic wall stress in
patients with chronic heart failure: comparison
between systolic and diastolic heart failure. J Am Coll
Cardiol. 2006;47(4):742–748.

[6] Ponikowski P, Voors AA, Anker SD, et al. ESC
Guidelines for the diagnosis and treatment of acute
and chronic heart failure: the Task Force for the diag-
nosis and treatment of acute and chronic heart failure
of the European Society of Cardiology (ESC).
Developed with the special contribution of the Heart
Failure Association (HFA) of the ESC. Eur J Heart Fail,
2016. 2016;37(27):2129–2200.

[7] Giezeman M, Arne M, Theander K. Adherence to
guidelines in patients with chronic heart failure in pri-
mary health care. Scand J Prim Health Care. 2017;
35(4):336–343.

[8] Pagel-Langenickel I. Evolving role of natriuretic pepti-
des from diagnostic tool to therapeutic modality. Adv
Exp Med Biol. 2018;1067:109–131.

[9] Yancy CW, Jessup M, Bozkurt B, et al. 2017 ACC/AHA/
HFSA focused update of the 2013 ACCF/AHA guide-
line for the management of heart failure: a report of
the American College of Cardiology/American Heart
Association Task Force on Clinical Practice Guidelines
and the Heart Failure Society of America. J Card Fail.
2017;23(8):628–651.

[10] Zaphiriou A, Robb S, Murray-Thomas T, et al. The
diagnostic accuracy of plasma BNP and NTproBNP in
patients referred from primary care with suspected
heart failure: results of the UK natriuretic peptide
study. Eur J Heart Fail. 2005;7(4):537–541.

[11] Fuat A, Murphy JJ, Hungin APS, et al. The diagnostic
accuracy and utility of a B-type natriuretic peptide test in
a community population of patients with suspected
heart failure. Br J Gen Pract. 2006;56(526):327–333.

[12] Ibrahim NE, Januzzi JL Jr. The Future of Biomarker-
Guided Therapy for Heart Failure After the Guiding
Evidence-Based Therapy Using Biomarker Intensified
Treatment in Heart Failure (GUIDE-IT) Study. Curr
Heart Fail Rep. 2018;15(2):37–43.

[13] Pufulete M, Maishman R, Dabner L, et al. Effectiveness
and cost-effectiveness of serum B-type natriuretic
peptide testing and monitoring in patients with heart
failure in primary and secondary care: an evidence
synthesis, cohort study and cost-effectiveness model.
Health Technol Assess. 2017;21(40):1–150.

[14] Beltrami M, Palazzuoli A, Ruocco G, et al. The predict-
ive value of plasma biomarkers in discharged heart
failure patients: the role of plasma BNP. Minerva
Cardioangiol. 2016;64(2):147–156.

[15] Berger R, Huelsman M, Strecker K, et al. B-type natriuretic
peptide predicts sudden death in patients with chronic
heart failure. Circulation. 2002;105(20):2392–2397.

[16] Carlsen CM, Bay M, Kirk V, et al. Prevalence and progno-
sis of heart failure with preserved ejection fraction and
elevated N-terminal pro brain natriuretic peptide: a 10-
year analysis from the Copenhagen Hospital Heart
Failure Study. Eur J Heart Fail. 2012;14(3):240–247.

[17] Savarese G, Orsini N, Hage C, et al. Associations with
and prognostic and discriminatory role of N-terminal
Pro-B-type natriuretic peptide in heart failure with
preserved versus mid-range versus reduced ejection
fraction. J Card Fail. 2018;24(6):365–374.

[18] Alehagen U, Lindstedt G, Levin L-Å, et al. The risk of
cardiovascular death in elderly patients with possible
heart failure. Results from a 6-year follow-up of a
Swedish primary care population. Int J Cardiol. 2005;
100(1):17–27.

[19] Alehagen U, Dahlstrom U. Can NT-proBNP predict risk
of cardiovascular mortality within 10 years? Results
from an epidemiological study of elderly patients
with symptoms of heart failure. Int J Cardiol. 2009;
133(2):233–240.

[20] Gustafsson F, Steensgaard-Hansen F, Badskjær J, et al.
Diagnostic and prognostic performance of N-terminal
ProBNP in primary care patients with suspected heart
failure. J Card Fail. 2005;11(5 Suppl):S15–S20.

[21] Zarrinkoub R, Wettermark B, W€andell P, et al. The epi-
demiology of heart failure, based on data for 2.1 mil-
lion inhabitants in Sweden. Eur J Heart Fail. 2013;
15(9):995–1002.

[22] Jonsson Å, Edner M, Alehagen U, et al. Heart failure
registry: a valuable tool for improving the manage-
ment of patients with heart failure. Eur J Heart Fail.
2010;12(1):25–31.

[23] Eriksson B, W€andell P, Dahlstr€om U, et al.
Comorbidities, risk factors and outcomes in patients
with heart failure and an ejection fraction of more
than or equal to 40% in primary care- and hospital
care-based outpatient clinics. Scand J Prim Health
Care. 2018;36(2):207–215.

[24] Hogg K, Swedberg K, McMurray J. Heart failure with
preserved left ventricular systolic function; epidemi-
ology, clinical characteristics, and prognosis. J Am
Coll Cardiol. 2004;43(3):317–327.

[25] Lam CSP, Donal E, Kraigher-Krainer E, et al.
Epidemiology and clinical course of heart failure with
preserved ejection fraction. Eur J Heart Fail. 2011;
13(1):18–28.

[26] Liu M, Fang F, Yu CM. Noncardiac comorbidities in
heart failure with preserved ejection fraction – com-
monly ignored fact. Circ J. 2015;79(5):954–959.

[27] Mentz RJ, Kelly JP, von Lueder TG, et al. Noncardiac
comorbidities in heart failure with reduced versus
preserved ejection fraction. J Am Coll Cardiol. 2014;
64(21):2281–2293.

[28] Chan MM, Lam CS. How do patients with heart failure
with preserved ejection fraction die? Eur J Heart Fail.
2013;15(6):604–613.

[29] Zafrir B, Lund LH, Laroche C, et al. Prognostic implica-
tions of atrial fibrillation in heart failure with reduced,
mid-range, and preserved ejection fraction: a report
from 14 964 patients in the European Society of
Cardiology Heart Failure Long-Term Registry. Eur
Heart J. 2018;39(48):4277–4284.

[30] Grimsmo A, Løhre A, Røsstad T, et al. Disease-specific
clinical pathways – are they feasible in primary care?
Scand J Prim Health Care. 2018;36(2):152–160.

SCANDINAVIAN JOURNAL OF PRIMARY HEALTH CARE 443


	Abstract
	Introduction
	Methods
	Study protocol
	Statistical analyses

	Results
	Characteristics at registration in SwedeHF
	The prognostic value of plasma-NT-proBNP

	HFmrEF (EF 40–49%)
	HFpEF (EF ≥ 50%)
	Variables associated with increased NT-proBNP

	HFmrEF (EF 40–49%)
	HFpEF (EF ≥ 50%)
	Comorbidities and characteristics affecting all-cause mortality

	Discussion
	Characteristics at registration in SwedeHF
	The prognostic value of plasma-NT-proBNP
	Variables associated with increased NT-proBNP
	Comorbidities affecting all-cause mortality

	Strengths and limitations
	Conclusions
	Acknowledgements
	Access to data
	Disclosure statement
	Funding
	References


