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Abstract 

 
Heart failure is a complex clinical syndrome, associated with a significant burden of morbidity and 

mortality, including a high rate of rehospitalisation. Reducing the burden of rehospitalisation among 

patients with heart failure is a recognised priority for healthcare systems. However, in order to 

optimize outcomes, contemporary studies have emphasized the need for better understanding of the 

clinical heterogeneity of heart failure populations. Extending beyond the understanding of 

pathophysiological heterogeneity, the elucidation of sociodemographic factors may also reveal 

greater opportunities for targeted optimisation. Moreover, utilising new methods by which 

rehospitalisation is assessed may lead greater insights than would otherwise be captured by 

conventional means.   

This project aims to expand the understanding of rehospitalisation burden in evolving heart failure 

populations. It evaluates the adverse impact of cultural and linguistic diversity on rehospitalisation 

outcomes in patients with heart failure. A discussion of important methodological concepts into 

researching culturally and linguistically diverse (CALD) patient groups is carried out. In doing so, a novel 

operational approach to defining CALD patients is presented.  

This thesis also explores the measures of which rehospitalisation is evaluated in heart failure patients. 

It described the added value of analysing all recurrent hospital admissions (events), an approach which 

is very seldom performed in heart failure research. An assessment of several modelling techniques for 

evaluating rehospitalisation burden is performed, specifically in relation to heart failure type (i.e. heart 

failure with preserved vs reduced ejection fraction). In doing so, demonstrate the analysis of recurrent 

hospitalisations, compared to traditionally utilised first-event statistical approaches, may be a more 

informative and clinically relevant measure when evaluating the burden of heart failure 

rehospitalisation.  

As the prevalence of heart failure is rising and patients are becoming more diverse and complex, there 

is an increasing need to better characterise and understand these evolving heart failure populations. 

Further elucidating the heterogeneity of heart failure populations will help guide improvements to 

existing management approaches, as well as the direct the development of new targeted approaches.  
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1. CHAPTER 1: Introduction 

 

Heart failure (HF) has been singled out as a rising global epidemic and a major public health problem 
(1, 2). At present, it is estimated 2% of the developed world’s population live with chronic HF (3). For 

such patients, the outlook is poor, with the major consequences of HF being disabling symptoms, 

repeat hospitalisation due to worsening of HF and premature death (4). In the United States, HF is 

responsible for more than 1 million hospital admissions annually. And among developed countries it 

is the most common cause for hospitalisation in patients aged over 65 years (5, 6).  Despite 

contemporary pharmacological and device-based therapies improving patient symptoms and long-

term survival, the problem of recurrent hospitalisation remains a prevailing issue for patients and 

healthcare systems (7).  

 

The characteristics and heterogeneity of HF populations are evolving. Shifting demographics and 

epidemiological transitions are resulting in both an increasing number and a growing complexity of 

patients with HF (6). In order to optimise patient outcomes, contemporary studies have emphasised 

the need for better characterisation and understanding of the heterogeneity of failure heart 

populations (8-11). Extending beyond the understanding of pathophysiological heterogeneity, the 

elucidation of sociodemographic factors may also reveal greater opportunities for targeted 

optimisation. Moreover, utilising new methods by which patient outcomes are assessed may lead 

greater insights than would otherwise be captured by conventional means.   

 

HF is a chronic disease, which can be complex for patients to self-manage. This complexity is only 

further complicated by poor health literacy, cultural idiosyncrasies and language barriers. Such 

challenges are commonly faced by marginalised ethnic and racial minority groups, also known as 

culturally and linguistically diverse (CALD) groups. Evidence demonstrates that CALD groups suffer 

from poorer health and utilise health services less compared to the general population (12-14). Limited 

English proficiency (LEP), cultural differences, poorer health literacy, social isolation, financial 

constraints and discrimination are some of the barriers that impact on the health and well-being of 

CALD groups (12, 13, 15-20). 

 

Australia is a culturally and linguistically diverse country. Over a quarter (26%) of Australia’s 24 million 

population were born overseas, and of these first-generation Australians more than half (53%) speak 

a language other than English at home. The majority (82%) of the overseas-born population live in the 

capital cities, such as Melbourne, Sydney and Perth, where the proportion of overseas-born people 
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account for one third of these cities’ population (21).  In Australia, CALD populations are at an increased 

risk of developing some chronic diseases (22) and have been shown to have increased barriers to 

accessing health care (16, 23-25). Despite this, there are limited studies exploring health outcomes in CALD 

groups within Australia. In 2015 the Independent Hospital Pricing Authority (IHPA) published a costing 

study of CALD patients to inform a policy decision for whether an adjustment is warranted to the 

government healthcare pricing for CALD patients. The analysis indicated that at the national level the 

health costs incurred by CALD patients were not materially different from non-CALD patients, and if 

any disparity was present it can be accounted for by lack of interpreter services where required (26). 

The authors noted that there were few Australian studies and data available, which impacted on the 

conclusions drawn in the report.  In short, the Australian government is of the contention that despite 

CALD patients having barriers to healthcare their health outcomes, particularly healthcare utilisation, 

is comparable to the general (non-CALD) population and thus no additional healthcare funding or 

provision of resources (beyond interpreter services) are required. 

 

As the prevalence of HF is rising within populations that are themselves becoming more diverse and 

complex, there is an increasing strain being placed on hospitals and wider healthcare systems. As such, 

there is a growing need to initially well characterise HF populations, as well as identify the any patient 

group health disparities that may be suffered amongst them. Only by first identifying and establishing 

evidence of disparities can the necessary steps be taken to address them. 

 

This thesis presents a background and literature review to chronic HF, with particular focus on 

rehospitalisation outcomes. The first and principle study presented in this thesis evaluates the impact 

of cultural and linguistic diversity on HF rehospitalisation in a Western Melbourne population in 

Australia. And in doing so, discusses important methodological concepts and challenges in researching 

CALD populations, especially within the context of utilising administrative datasets.  

 

The second study presented in this thesis examines the use of different methods to measure 

rehospitalisation in a HF population, presenting a novel recurrent event analysis approach. The study 

compares traditionally utilised first-event statistical approaches and an analysis of all recurrent events 

approach. To illustrate the different statistical methods to assess rehospitalisation burden, patients 

were evaluated according to HF type (i.e. heart failure with preserved ejection fraction (HFpEF) and 

heart failure with reduced ejection fraction (HFrEF)), which is a very commonly investigated HF patient 

category.  The inclusion of all recurrent hospitalisations (total events), beyond just the initial first-

event (which is the most frequently utilised in HF research), allows for the capturing of a 
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representation of the true burden of disease – leading to the reveal of additional insights and greater 

demonstrative effect sizes between studied groups (27, 28). 

 

This thesis focuses on rehospitalisation in vulnerable HF patients, who are increasing in number and 

complexity within the Australian population. Only by first identifying and further understanding the 

differences in these groups can the appropriate health resource provision and health policy initiated, 

along with research into effective strategies, to mitigate any disparities be identified.  The research 

presented within this thesis hopes to inform future studies and health policy that examine 

rehospitalisation burden in HF populations, as well as health disparities of CALD groups in any disease 

context.    
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2. CHAPTER 2: Background and literature review 

2.1. The definition of heart failure  

Over the past twenty years the definition, classification and terminology of heart failure has evolved. 

This thesis primarily utilises the definitions and classification described in the National Heart 

Foundation of Australia (NHFA)/Cardiac Society of Australia and New Zealand (CSANZ) (29) and the 

European Society of Cardiology (ESC) guidelines (30, 31), and to a lesser extent by the by the American 

Heart Association (AHA)/American College of Cardiology (ACC) guidelines (32, 33). Heart failure is defined 

as a complex clinical syndrome that results from any abnormality of cardiac structure or function that 

leads to failure of the heart to deliver oxygenated blood to the tissues at a rate commensurate with 

the metabolic requirements, or it does so only at the expense of elevated ventricular filling pressures 
(29-31, 33). The inability of the heart to fulfil the demands of the tissues and/or elevated intracardiac 

pressures results in a multitude of clinical signs and symptoms. The cardinal symptoms of HF that 

patient’s experience are breathlessness and fatigue (33). 

 

2.1.1. Clinical symptoms of heart failure 

The typical symptoms of HF, include breathlessness (or dyspnoea) on exertion, decreased exercise 

tolerance, orthopnoea, paroxysmal nocturnal dyspnoea, fatigue, ankle swelling, bendopnoea and as 

the syndrome progresses dyspnoea at rest (29, 31, 34).  Less typical symptoms, are nocturnal cough, 

wheezing, weight gain (>2kgs), feeling of being bloated, depression, palpitations and syncope (31). If a 

patient has had HF for prolonged period they are described as having chronic HF (35, 36).  

 

2.1.2. Clinical signs of heart failure 

The signs of HF (and are also more specific for HF) include elevated jugular venous pressure, 

hepatojugular reflux, additional third heart sound and laterally displaced apex beat. Less typical (and 

less specific signs), include weight gain (>2kgs), peripheral oedema, lung crepitations, cardiac 

murmurs, tachycardia, irregular pulse, tachypnoea, ascites, hepatomegaly, pleural effusions (reduced 

basal breath sounds and dullness to percussion at the lung bases), narrow pulse pressure and cachexia 

and weight loss (in advanced HF). These signs of HF are also related to the underlying structural and 

functional cardiac abnormalities found in the patient (29, 31).  
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2.1.3. Cardiac structural and/or functional abnormalities in heart failure 

The hallmark abnormality found in HF patients in left ventricular systolic dysfunction or diastolic 

dysfunction (or both). Any abnormalities of cardiac structures, including pericardium, myocardium, 

endocardium, great vessels or heart valves, as well as abnormalities of heart rhythm of the conduction 

system can result in or be contributory to the clinical syndrome of HF (33).  Such abnormalities can 

directly or indirectly result in impairment of left ventricular function or elevated intracardiac pressures 

(or both). 

 

Cardiac function and structural abnormalities are most commonly assessed with echocardiography, 

however additional methods include cardiac catheterization, cardiac magnetic resonance, cardiac 

computed tomography, single-photon emission computed tomography, radionuclide cardiac imaging 

and bone scintigraphy (29, 37). 

 

Left ventricular ejection fraction (LVEF) has historically been the most utilised measure of left 

ventricular systolic function. The ejection fraction (EF) is the percentage of blood volume that is 

ejected out of the ventricle per heartbeat. The EF can be calculated subtracting the end systolic 

volume from the end diastolic volume and dividing this by the end diastolic volume. The assessment 

of EF is subject to interobserver variability, as well as a degree of methodological imprecision and 

inaccuracies (38).  This is of particular importance as the LVEF is central to the categorisation of the HF 

types.  

 

2.2. Heart failure terminology 

 

2.2.1. Different heart failure types 

The classification of HF types is based on the measurement of LVEF, the presence of structural heart 

disease, evidence of diastolic dysfunction with high ventricular filling pressures, and biomarkers 

(elevated natriuretic peptide levels) (31, 37). The classification of HF type has evolved in recent years. 

And among the numerous guidelines which outline the classification of HF types, there are some 

subtle (yet important difference). This thesis adopts the HF type classification definitions and criteria 

outlined in the National Heart Foundation of Australia and Cardiac Society of Australia and New 

Zealand: Guidelines for the Prevention, Detection, and Management of Heart Failure in Australia 2018 
(29). 
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2.2.2. Heart failure with preserved ejection fraction (HFpEF) 

The criteria for a diagnosis of HFpEF is the presence of symptoms of HF with or without accompanying 

signs of HF, AND a measured LVEF of greater than or equal to 50%,  AND either objective evidence of 

either relevant structural heart disease (i.e. left ventricular hypertrophy or left atrial enlargement) or 

diastolic dysfunction without an alternative cause.   

 

Diastolic dysfunction refers to the identification of high left sided intracardiac filling pressures. 

Evaluating for diastolic dysfunction is most commonly performed by echocardiography, principally via 

the measure of left atrial volume, mitral inflow velocity and mitral annual velocity. Additionally, 

invasive measures of intracardiac pressures either via measure of left ventricular (LV) end diastolic 

pressure or pulmonary capillary wedge pressure (which reflects left atrial pressure). Finally, the 

measuring natriuretic peptide levels with rule-in cut-offs values are also used (29).     

 

2.2.3. Heart failure with reduced ejection fraction (HFrEF) 

The criteria for a diagnosis of HFrEF is the presence of symptoms of HF with or without accompanying 

signs, AND a measured LVEF of less than 50%.   In patients who have only a mildly reduced LVEF (41% 

to 49%), additional criteria is required; these are, signs of HF or objective evidence of left sided 

intracardiac filling pressures (as described in the HFpEF criteria above) (29). In the ESC and AHA 

guidelines, the latter intermediate range (EF of 41 – 49%) is classified as a separate group (31, 33), where 

and the recently coined term of heart failure with mid-range ejection fraction (or HFmrEF) has been 

used. 

 

2.2.4. Ejection fraction 40-50% 

The main rationale of the 2016 ESC authors for separately identifying the proposed HFmrEF group, is 

so it can stimulate further research into what is a heterogenous group of patients (31).  The writing 

committee of the 2018 NHFA/CSANZ addressed in the guidelines why they had not also adopted a 

third intermediate group. The main reasons are that HFrEF and HFpEF have different clinical spectrums 

and postulated underlying pathophysiology, whereas in the proposed HFmrEF group no such clear 

clinical or pathological spectrum currently recognised. Additionally, the window of EF (41-49%), may 

be too narrow to confidentially assign patients to a separate HF group. Finally, at this stage it is unclear 

how the separate group can augment current clinical practice (29). The NHFA/CSANZ guidelines appear 

to have a more pragmatic approach to the classification, where the emphasis is placed on clinical 
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management. The ESC guidelines, on the other hand convey great value on furthering the knowledge 

of this intermediate group. 

 

Acute and chronic heart failure  

- Chronic heart failure is an overarching term that refers to those patients with long-standing 

HF. Generally, patients with chronic HF have had a diagnosis of HF before (a minimum period of 3 

months is arbitrarily ascribed) (29) and typically they have received some HF therapy.   

 

- Acute heart failure refers to the manifestation of HF signs/symptoms that are 

gradually/rapidly worsening or of new-onset. It is a life-threatening condition that requires urgent 

treatment and typically leads to urgent hospitalisation (35, 36). Acute HF can present in two forms; i) as 

the newly arisen or first occurrence of HF (de novo HF), and ii) as the acute decompensation of patients 

with pre-existing HF (or chronic HF) (39).  

 

Chronic HF represents the state of disease long-term stability with possible gradual disease 

progressive. Conversely, acute HF represents the state of rapid deterioration and instability. Acute HF 

and chronic HF represent to different temporal states of a patient’s HF clinical course and disease 

progression (39). These two different states require very different approaches to management. One of 

the very principles of chronic HF management is for the prevention of episodes of acute HF or acute 

decompensation.   

 

The use of ‘heart failure’ terms, especially the term heart failure itself, can be nuanced and their 

precise meaning by the user may only be evident in the context for which it is used.  For example, in 

the acute hospital setting if one were to describe a patient as having “presented via ambulance with 

heart failure”, in this context the user essentially means ‘acute heart failure’. Additionally, often the 

term ‘heart failure’ is used interchangeably for ‘chronic heart failure’, particularly in reference to 

patients, however the user is indeed referring to ‘chronic heart failure’, e.g. “The use of ACE inhibitors 

in the management of heart failure”.  However, more accurate language will be often be used when 

distinction of and specifying of sub-groups and temporal states are pivotal e.g. “The inpatient initiation 

of sacubitril–valsartan in patients with HFrEF hospitalised with acute decompensated heart failure”. In 

this thesis, the use of the term ‘heart failure’ (HF) may be used in place of ‘chronic heart failure’, 

however not where clarity in the distinction of concepts and facts are essential.  
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2.3. Aetiology and pathophysiology  

The aetiologies of HF vary considerably between high-income and developing countries. The most 

common causes of HF in developed countries are coronary artery disease and hypertension. Low-

income regions on the other hand are have disproportionally affected by rheumatic heart disease and 

myocarditis. As a consequence, tailored approaches have been developed in patient management, 

public health strategies and policy for a given national context (6).  Concerning HF type, contemporary 

studies from developed nations have shown HFpEF and HFrEF to be equally represented in overall HF 

cases (40). The aetiologies and pathophysiologies of HF according to HF type (HFrEF and HFpEF) are 

presented.    

 

2.3.1. Heart failure with reduced ejection fraction 

There are many aetiologies of HF (see Table 2.3), many of which a coincide with the risk factors for 

developing HF. When attributing a cause to HF, it is important to acknowledge that multiple causes 

frequently co-exist and interact in any given patient (2). The aetiologies and pathophysiology of HFrEF 

is well characterised and better understood than in HFpEF. The vast majority of identifiable causes of 

HF (as outlined in Table 2.3), result in impaired LV systolic function and reduced EF, and hence are 

associated with the HFrEF group. Coronary artery disease for example are the most common causes 

of HFrEF (in developed countries) (38).   

 

The cardinal abnormality in HFrEF is impairment of left ventricular systolic (or pump) function, 

resulting in reduced forward flow, impaired capacity to meet the end organ demands. This in turn 

results in a cascade of neurohumoral compensatory mechanisms aimed to improve blood volume to 

the heart. Activation of the renin-angiotensin system results in decreased salt and water excretion 

from the kidneys and peripheral vasoconstriction, leading to increase blood volume. The sympathetic 

nervous is activated, resulting in increased heart rate and peripheral vasoconstriction, as a means to 

maintain or increase cardiac output. These compensatory processes lead to only worsening of the 

mechanical environment of the heart. There is further left ventricular remodelling, progressive fluid 

accumulation (with symptoms and signs of congestion) (41, 42). This pathophysiological cycle drives the 

progression of chronic HF, as well as an increasing susceptibility to episodes of rapid decompensation 

where patients present to hospital in an acute HF state.  
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2.3.2. Heart failure with preserved ejection fraction 

Compared to HFrEF, the mechanisms and aetiologies that drive this are not well understood. It is 

widely accepted that HFpEF is a heterogenous complex clinical syndrome that encompass a number 

of pathophysiological processes across multiple organ systems.  It is proposed that the presence of 

variety of clinical risk factors (e.g. advanced age, female sex) including cardio-metabolic diseases (e.g. 

diabetes, obesity, hypertension and chronic kidney disease) triggers and perpetuate a systemic 

proinflammatory state. This in turn, results in a cascade of systemic and microvascular inflammatory 

mediator release, leading to diminished nitric oxide levels, abnormalities in peripheral skeletal muscle 

oxygen delivery and metabolism, microvascular rarefaction, endothelial dysfunction, cardiomyocyte 

hypertrophy and stiffness, and myocardial interstitial fibrosis (43, 44).  Impairment of LV relaxation and 

diastolic function ensues, with or without left ventricular hypertrophy, and subsequent increased left 

sided intracardiac filling pressures. The increase of left atrial pressures, (which may only occur on 

exercise) leads to elevated pulmonary pressures and pulmonary congestion. This than results in the 

typical symptoms of breathlessness. In comparison to HFrEF, patients are less likely to have clinical 

manifestations of refractory fluid overload (e.g. ascites, anasarca, peripheral oedema), except when 

concomitant right ventricular dysfunction is present.      

   

Whilst LV ejection fraction is preserved in patients with HFpEF (i.e. ≥50%), LV systolic function may 

indeed not be normal. Studies examining longitudinal systolic function, by measurement of strain (or 

deformation), have identified that LV global longitudinal strain is significantly altered in high 

proportion of patients with HFpEF (45, 46). Additionally, it is shown to have a prognostic value in HFpEF 

patients, as it has been shown to be associated with worse long term mortality (47).  

 

Left ventricular hypertrophy is commonly found in patients with HFpEF and can also be a marker of 

advanced hypertensive disease and/or that the hypertension is a prevailing factor in the patient’s 

spectrum of HFpEF aetiologies. It is important to be aware that the left ventricular hypertrophy in 

patients with HFpEF can also be due to transthyretin amyloidosis.  In a cohort of HFpEF patients with 

left ventricular hypertrophy, one study demonstrated wild-type transthyretin amyloidosis to account 

for 13% of cases. The authors suggested it is likely to be significantly underdiagnosed in HFpEF 

populations (48). Such a diagnosis is particularly important to make due to the emergence of 

therapeutic options for transthyretin amyloidosis.  
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2.3.3. Ejection fraction 40-50% 

In keeping with the principles conveyed in the NHFA/CSANZ 2018 guidelines (29) (discussed previously), 

this thesis does not look to make distinction of the intermediate range of HFrEF patients (EF 40-50%) 

and attempt to summarise the underlying aetiology and pathophysiology, which is separate from that 

of HFrEF and HFpEF.  

 

It is important to appreciate, that the overarching aetiologies and pathophysiologies of both HFpEF 

and HFrEF, may best be conceptualised as two sides on the same spectrum; one which is highly 

complex and constitutes a multitude of interplaying factors. And the proposed intermediate HFmrEF 

group is very likely a representation of a mid-way segment of this spectrum.  
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Table 2.3 Causes of Heart Failure (adopted table from ESC 2016 and NHFA/CSANZ 2018 heart failure guidelines (29, 36)) 

Diseased Myocardium 
 Ischaemic: 

- coronary artery disease (infarction, ischaemia) 
- coronary artery dissection or embolism 
- secondary myocardial scar 
- microvascular disease 
- myocardial stunning/hibernation  

Inflammation: 

- infection (bacterial, viral e.g. HIV, protozoa, parasites e.g. Chagas disease) 
- immune (autoimmune and hypersensitivity myocarditis, hypereosinophilic 

syndromes, and connective tissue disease) 

Toxic damage: 

- alcohol, clozapine 
- cytotoxic drugs (e.g. anthracyclines) and immunomodulating drugs (e.g. cetuximab) 
- stimulant drugs (e.g. amphetamines, cocaine) 
- radiation 
- heavy metals (e.g. copper, iron, cobalt) 

Infiltration: 

- malignancy related (direct infiltration or metastasis) 
- amyloidosis 
- sarcoidosis 
- haemochromatosis or iron overload 
- glycogen and lysosomal storage diseases (e.g. Fabry disease) 

Metabolic derangements: 

- endocrinological (thyroid, growth hormone, cortisol, diabetes mellitus) 
- increased sympathetic drive (Takotsubo cardiomyopathy, phaeochromocytoma) 
- pregnancy and peripartum related 
- nutritional deficiencies (e.g., thiamine, selenium or iron) 
- malnutrition 
- obesity  

Genetic abnormalities: 

- dilated cardiomyopathy 
- hypertrophic cardiomyopathy 
- left ventricular noncompaction 
- arrhythmogenic right ventricular cardiomyopathy 
- muscular dystrophies 

Abnormal Loading Conditions 
  

Hypertension 

Valve and myocardium: 

- degenerative valve disease (e.g. aortic stenosis and mitral regurgitation) 
- rheumatic heart disease 
- congenital heart disease (e.g. ventricular septal defect) 

Pericardial pathology: 

- pericardial constriction or effusion 

High output states: 

- severe anaemia 
- sepsis 
- arteriovenous fistula 
- thyrotoxicosis 

Volume overload: 

- renal failure 
- iatrogenic fluid overload 

Arrhythmias 
 Tachyarrhythmias: 

- atrial (e.g. atrial fibrillation)  
- ventricular arrhythmias 

Bradyarrhythmias: 

- sinus node dysfunction or conduction disorders 
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2.4. Management of chronic heart failure  

 

The management of chronic HF involves evidence-based, multidisciplinary, patient-centred therapies, 

which aims to improve patient symptoms and quality of life, reduce mortality and prevent 

rehospitalisation. The management options for chronic HF differ according to HF type (HFpEF and 

HFrEF), where HFrEF has more proven therapeutic options then HFpEF. In this thesis the therapeutic 

options for HFrEF and HFpEF are discussed separately, however there is some overlap particularly in 

the nonpharmacological therapies. 

 

 

Heart failure with reduced ejection fraction 
 
The therapies of HFrEF can best be divided into three categories 1) pharmacological management, 2) 

non-pharmacological management, and 3) devices, surgery, and percutaneous procedures. 

 

2.4.1. Pharmacological management 

The inhibition of neurohumoral pathways such as the renin angiotensin aldosterone and sympathetic 

nervous systems forms the basis pharmacological therapies HFrEF. The cornerstone classes of 

pharmacological agents used are angiotensin converting enzyme (ACE) inhibitors, beta blockers and 

mineralocorticoid receptor antagonists (MRA). ACE inhibitors (e.g. perindopril and ramipril) and MRAs 

(e.g. spironolactone and eplerenone) modulate the renin angiotensin aldosterone system. Beta 

blockers (e.g. bisoprolol and carvedilol) exert their effect on sympathetic nervous. ACE inhibitors, 

MRAs, and beta blockers have strong evidence demonstrating a mortality benefit as well as a reduced 

risk for rehospitalisation in patients with HFrEF. An ACE inhibitor, beta blocker and MRA should be 

introduced as first line agents in all patients with HFrEF who have an EF of less than or equal to 40%, 

unless otherwise contra contraindicated or not tolerated. In patients with an ejection fraction 

between 40 – 50%, the benefit reaped from using ACE inhibitors, beta blockers and MRAs has shown 

not to be as strong compared to patients with an EF of less than or equal to 40%. However, 

commencement of these agents is still advised in this group albeit the recommendation is weaker. In 

patients who are unable to take an ACE inhibitor use of angiotensin II receptor blocker (ARB) (e.g. 

Candesartan) may be utilised, as the demonstrated benefits are similar.  
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Sacubitril/valsartan is a relatively new medication in a drug class called angiotensin receptor-neprilysin 

inhibitor (ARNI). Sacubitril (neprilysin inhibitor) inhibits the breakdown of vasodilatory natriuretic 

peptides leading to promotion of natriuresis (urinary sodium excretion), as well as effecting left 

ventricular remodelling. Valsartan is an ARB and acts to inhibit activation of the renin angiotensin 

aldosterone system. Studies have shown that in comparison to the ACE inhibition, sacubitril/valsartan 

reduces the rehospitalisation and mortality risk. Currently, the combination drug is recommended to 

be initiated following the maximisation of doses of first line agents and if the LVEF remains to be less 

than or equal to 40% (the existing ACE inhibitor (or ARB) must be ceased before commencement). 

Given it’s demonstrated efficacy over an ACE inhibitor many believe sacubitril/valsartan to be a first 

line agent (49).  

 

Ivabradine is a second line agent which acts to reduce the heart rate via the selective inhibition of the 

funny Na channel on pacemaker cells in the sino-atrial load. This drug has shown a mortality and 

rehospitalisation benefit in HFrEF patients (who were in sinus rhythm), however the mortality benefit 

was only demonstrated in patient who had a baseline heart rate of greater than or equal to 77. Its use 

is recommended in HFrEF patients with an EF of less than or equal to 35% and have a heart rate of 

greater than or equal to 70 and are who are on and ACE inhibitor and optimal tolerated dose of beta 

blocker. 

 

For all HF drugs that have a proven benefit on rehospitalisation and mortality outcomes, it is important 

that there is gradual up titration of all agents to the maximally tolerated permitted dose used in the 

pivotal trial providing the evidence base – as it is likely there is a dose dependent benefit.   

 

Loop diuretics (such as frusemide) are very frequently used for symptom management in patients with 

HFrEF to control fluid accumulation and reduce fluid congestion. Loop diuretics have not been 

rigorously studied in placebo control studies to explore an effect on rehospitalisation or mortality 

outcomes. However, they are greatly beneficial in the management of symptoms in HFrEF and are 

indispensable in the pharmacological armament for HF.  

 

There are additional agents that may be of benefit when used in special populations, these include 

hydralazine, digoxin, nitrates and polyunsaturated fatty acids.  The use of these agents is limited and 

specialised - and for the purposes of this thesis need no further elaboration on. 
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2.4.2. Non-pharmacological management 

Evidence-based non-pharmacological strategies that have demonstrated to reduce hospitalisation and 

improve patient outcomes include 1) multidisciplinary HF management programs, 2) nurse led 

medication titration, 3) exercise training and 4) optimal multimorbidity management.  

 

Multidisciplinary HF programs involve the integration of multidisciplinary workforce specialised in 

providing best care practices to HF patients. Teams comprise of a cardiologist or physician with an 

interest in HF, HF advanced practice nurses, pharmacists, community general practitioners, 

physiotherapist, occupational therapist, dietician, and psychologists, as well as palliative care 

physician, as required (29, 50-52). The benefits seen in such a multidisciplinary approach is due to the 

bundled interventions that are implemented in a collaborative fashion. These programs typically focus 

on high-risk patients, especially those who have been recently discharged from hospital. As part of the 

program patients and their carers receive education about self-management of HF. Patients may start 

to receive support from the program during an admission for HF, with further care continuing as an 

outpatient (51-56).  Where face-to-face support is not available for patients in an outpatient setting, 

nursing lead home visitation, telemonitoring and over the phone support systems are utilised (29, 57).  

 

Nurse led medication titration clinics have shown to be effective in reducing HF rehospitalisation, 

improving survival and the time to optimal dose titration of HF medications (57-59). Nurse led clinics 

require an advanced practice nurse with expert knowledge in HF. These nurses are supported by a 

cardiologist or specialist physician and often work closely with patients’ general practitioners. 

Telemonitoring and systems for telephone support are also utilised (29, 57, 59). 

 

Regular exercise training of up to moderate intensity is shown to improve quality of life, decrease 

hospitalisation and improve physical functioning in in patients with HF (29, 60-63). Whilst continuous 

endurance training may be most effective overall, resistance training is also of benefit particularly for 

maintenance of muscle strength in those who are risk of frailty and cachexia (e.g. in the advanced 

stages of HF) (62, 63). Exercise training may require an initial period of supervision and can be embedded 

in cardiac rehabilitation programmes (29).  

 

The vast majority of patients with HF are over the age of 65 and have multiple comorbidities (3, 64, 65). 

Further to this, the number of comorbidities and their complexities tend to increase with age (66). These 

comorbidities may hasten the progression of HF, and if any become unstable in their own right, may 

precipitate an episode of acute decompensation of HF (29, 67-69). Hence, the optimal management of 
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comorbidities is essential in patients with HF (29, 36, 69). Common comorbidities encountered in HF and 

their management importance in the context of chronic HF are presented in Table 2.4. 
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Table 2.4. Comorbidity Management Considerations in Chronic Heart Failure (adapted from Atherton et al, 2019)(69) 

Comorbidity  Management Considerations  

Hypertension  Avoid diltiazem, verapamil and moxonidine in patients with HFrEF. 
 Optimal control of blood pressure is important in patients with HFpEF: an MRA with or without an 

ACE inhibitor or ARB are preferred. 

Coronary artery disease  Avoid diltiazem, verapamil, moxonidine in patients with HFrEF. 
 Revascularisation may improve symptoms and health outcomes. 

Atrial fibrillation  Identify and treat reversible causes. 
 Determine risk of stroke to guide need for anticoagulation. 
 Beta blockers and digoxin are favoured for ventricular rate control. 
 Amiodarone may facilitate attainment/maintenance of sinus rhythm. 
 Consider catheter ablation for recurrent, symptomatic atrial fibrillation (particularly with newly 

diagnosed or worsening HFrEF). 

Diabetes mellitus  Aim for moderate glycaemic targets (HbA1c 7.1 to 8.0%). 
 Metformin is usually first-line therapy. 
 SGLT-2 inhibitors are recommended second-line therapy and are shown to improve outcomes in 

HFrEF patients. 
 Avoid thiazolidinediones due to the risk of worsening heart failure. 

Chronic kidney disease 
and hyperkalaemia  

 Exclude reversible causes of worsening renal function (volume status, nephrotoxic drugs, 
renovascular disease, urinary outflow obstruction). 

 Temporarily cease renin-angiotensin-aldosterone inhibitors if acute hyperkalaemia occurs 
(potassium >6 mmol/L). 

 Consider dietary review and potassium binders for hyperkalaemia. 

Obesity  Consider weight loss strategies for severe obesity (BMI >35 kg/m2). 

COPD/asthma  Beta blockers are safe in most patients with COPD. 
 Asthma is a relative contraindication to beta blockers: favour cardioselective beta blockers. 
 Inhaled antimuscarinic agents are preferred over beta-2 agonists. 
 Minimise doses of oral corticosteroids (inhaled corticosteroids are preferred). 

 

Sleep disordered 
breathing 

 Consider positive pressure ventilation for symptom relief for patients with predominant obstructive 
sleep apnoea. 

 Optimise HF management and avoid adaptive servoventilation due to increased mortality in patients 
with predominant central sleep apnoea. 

Gout  Consider colchicine, intra-articular steroids (unless anticoagulated) and brief oral corticosteroids for 
acute gout management. Then use allopurinol (or febuxostat if intolerant) coupled with dietary 
measures for gout prevention. 

Arthritis  Avoid NSAIDs (or use cautiously) if severely decreased LVEF or hyponatraemia. 
 Use TNF inhibitors cautiously and only if HF symptoms are well controlled. 

Depression  Consider cognitive behaviour therapy, pharmacological therapy (SSRIs preferred) and exercise 
training. 

Iron deficiency  Monitor iron studies and full blood count in patients with persistent HFrEF and administering 
intravenous iron if iron deficient (iron deficiency = serum ferritin <100 mg/L or 100 to 300 mg/L 
with transferrin saturation <20%). 

 Consider investigation for gastrointestinal pathology (especially if also anaemic). 

Abbreviations: ACE = angiotension-converting enzyme; ARB = angiotensin receptor blocker;; BMI = body mass index; COPD = chronic obstructive pulmonary disease; 
CVD = cardiovascular disease; Hb = haemoglobin; HF = heart failure; HFrEF = heart failure associated with a reduced left ventricular ejection fraction; HFpEF = heart 
failure associated with a preserved left ventricular ejection fraction; LVEF = left ventricular ejection fraction; MRA = mineralocorticoid receptor antagonist; SGLT = 
sodium-glucose cotransporter; SSRIs = selective serotonin reuptake inhibitors; TNF = tumour necrosis factor. 
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2.4.3. Device therapies 

Implantable cardiac resynchronization therapy has been shown to improve patients’ symptoms, and 

reduce morbidity and mortality in appropriately selected patients (31). Patient with a QRS duration 

≥130 milliseconds on electrocardiography and a concomitant LVEF measured at ≤35%, despite being 

treated with optimal medical therapy should be considered for cardiac resynchronization therapy. 

Patients implanted with cardiac resynchronization therapy are often also implanted with an 

implantable cardioverter defibrillator. An implantable cardioverter defibrillator is recommended for 

secondary prevention (i.e. in patients who have recovered from documented ventricular arrhythmias 

or sudden cardiac death) to reduce the risk of sudden death in those patients who have a life 

expectancy of greater than 1 year and have a good function status. An implantable cardioverter 

defibrillator is recommended for primary prevention in patients with an LVEF of ≤35% despite a period 

of at least 3 months of being on optimal HF therapy (31).  

 

2.4.4. Surgical and transcatheter options 

Depending on the causative or contributory aetiology present patients may benefit for surgical or 

percutaneous interventions. For patients with significant coronary artery disease, surgical 

revascularisation with coronary artery bypass grafting or percutaneous intervention (i.e. stenting of 

coronary arteries provide has demonstrated significant improvements in morbidity and a trend 

towards improved survival (70-73). The decision of surgical vs percutaneous revascularisation is 

dependent on the extent of disease (i.e. number of vessels involved), whether the patient has 

diabetes, and whether the anatomy favours one approach over the other. Typically, patients who have 

multivessel coronary artery disease, who are also diabetics and do not have a prohibitively high risk 

for surgery, would be gain most benefit from surgical revascularisation rather than percutanous (29, 31, 

73, 74).   

 

In symptomatic patients with severe valvular disease that, in particular aortic valve disease (aortic 

stenosis and/or regurgitation) and mitral valve disease (mitral stenosis and/or regurgitation), surgical 

valve replacement or repair is often indicated (29, 31, 75). In patients who are too high risk for surgery, 

transcatheter options may be available, such as transcatheter aortic valve implantation (TAVI) for 

severe aortic stenosis and mitral-clip for severe mitral regurgitation (76-80).  Transcatheter options for 

valvular heart disease is an evolving area where indications for interventions are expanding. 

 



18 
 

HF secondary to congenital heart defects may also be amenable to corrective surgical or transcatheter 

intervention (81-83). For example, atrial septal defects and ventricular septal defects can be closed 

surgically with a bioprosthetic patch or via a transcatheter umbrella closure device (84-86). The particular 

approach is highly dependent on whether the anatomy favours one approach over another (87).  

 

2.4.5. Heart transplantation and mechanically assisted circulatory support 

Heart transplantation is considered to be appropriate treatment option in select patients with end-

stage HF and where all other therapeutic options have been exhausted. Heart transplantation 

considerably increases patient’s long-term survival and quality of life compared to conventional 

treatment. Mechanical circulatory support, such as Left Ventricular Assist Device (LVAD), may be 

considered in patients with refractory end-stage HF and despite optimal medical therapy have 

persistent symptoms. An LVAD may be used to reduce the risk of HF rehospitalisation and sudden 

death in such patients. LVADs are frequently used as a bridge to heart transplantation or a bridge to 

HF transplant consideration. The use of heart transplantation and LVADs in the treatment of end-stage 

HF is a highly specialised, which is conducted by only five hospitals in Australia (88).  Further details 

relating to the indications and management practices of heart transplantation and LVADs are not 

presented in this thesis as it is beyond the scope.  

 

2.4.6. Palliation and end of life care 

Palliative care has been shown to help alleviate the symptoms associated with end-stage HF and 

improve overall patient and family member satisfaction with the care they receive (89). Early 

introduction of palliative care should be considered in all patients with end stage HF. However, it can 

be difficult determining whether patients are in the end stage of disease. In these patients, it is 

imperative to ensure that all reversible causes of HF have been excluded, best medical therapy has 

been optimised and any alternative treatment options (e.g. transplantation) have been explored. 

Advance care planning may be part of the palliative care process or may be introduced prior to the 

introduction of palliative care. Advance care planning has been shown to improve quality of life and 

patient satisfaction in end of life care (90). The emphasis of palliative care lies in the addressing of 

supportive needs and symptom management of the patient. Effective communication between the 

patient, family members and health professionals is essential to ensure all involved share a common 

understanding of the goals of treatment. Palliative care is typically approached in multidisciplinary 

fashion, involving Cardiologists, HF nurses, palliative care physicians and palliative care nurses, as well 

as general practioners (91). Despite a body of evidence to show the benefits of palliative care in HF 
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patients, it is often underutilized and is not incorporated into standard practices of HF management 
(89). 

 

2.4.7. Therapies for heart failure with preserved ejection fraction  

Unlike HFrEF, there are limited evidence based therapeutic options available for HFpEF. Current 

guidelines, recommend the use of loop diuretics to manage symptoms of congestion. There should be 

the identification and active management of comorbidities such as hypertension, chronic obstructive 

airways disease, diabetes and atrial fibrillation (29, 31). Regular exercise has shown to improve patient 

symptoms, however not to the extent as is seen in HFrEF (60).  The only pharmacological agent to have 

shown some benefit in patients is spironolactone. Spironolactone was associated with reduced rate 

of HF rehospitalisation, additionally there was a trend for improved mortality, however this was not 

statistically significant (92). 

 

 

2.5. Epidemiology of heart failure  

 

2.5.1. The global burden of heart failure 

Worldwide HF is an increasingly growing major public health problem and is estimated to affect 2% of 

the developed world’s population (3).  Whilst HF affects individuals of any age, it is significantly over-

represented in elderly patients. The estimated prevalence of HF in 40-year-old individuals is 1%, 

compared to 10% in individuals aged 75 years and greater.  In the United States (US), HF is the leading 

reason for hospital admission among patients over 65 years of age, and in total is responsible for over 

1 million hospital admissions annually (93). Patients hospitalised with acute HF have an overall 4% in-

hospital mortality (94).  Despite steady improvements in survival trends in many parts of the world (95) 
(4, 96, 97), the overall prognosis for patients with chronic HF remains poor, with 5-year mortality rates 

still up to 50% in most age-groups (98, 99). And premature life years lost are comparable, if not greater 

(in both sexes), than the most common forms of cancer (100). 

 

2.5.2. Global incidence and prevalence 

The prevalence of HF is estimated to be 38 million individuals globally. In recent decades the 

prevalence of HF has been increasing and has been described as a rising epidemic (6).  The increasing 
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prevalence is reflective of improved survival in acute cardiac illnesses and in heart failure patients 

themselves, coupled with the increasing incidence in an aging population. As the risk of HF increases 

with age, an overall longer life expectancy in the population results in an increasing incidence and 

prevalence of HF in an aging population. In addition, there is an increasing incidence associated with 

improved survival in patients with ischaemic heart disease. Improved survival in HF patients has also 

contributed increasing prevalence. The increasing number and availability of treatment options with 

mortality benefits (e.g. drugs and cardiac device therapies) has been the primary reason of 

improvement in survival trends (101).  

 

Estimates on the world wide incidence and temporal trends of HF are considered to be lacking and 

unreliable (102). Epidemiological estimates are derived from literature and data from primarily high-

income and developed nations. In these countries the incidence of HF has demonstrates trends to 

stabilisation (and possible reduction). It is postulated that the main reasons for this trend are 

improvements to cardiovascular disease primary and secondary prevention, along with improved 

treatments for ischaemic heart disease (6). Overall, the global incidence of HF is estimated to be up to 

10 per 1000 person years (103). For both men and women, the lifetime risk of developing HF is estimated 

to be 20% between the ages of 40 and 80 years (6, 104).  

 

Contemporary studies have shown HFpEF and HFrEF to be equally represented in overall HF cases (40). 

However, HFpEF is more prevalent in the elderly and in patients with multiple co-morbidities. Thus, as 

the population of HF patients are becoming older the proportion of HFpEF may be expected to 

increase (38).  

 

2.5.3. Mortality  

Long-term survival of HF patients has been shown to be comparable to some cancers such as colon 

cancer, and less than the survival rate of breast cancer (105). After initial diagnosis of HF, the estimated 

survival is 72-75% at 1 year and 35-52% at 5 years (99, 101, 105, 106). In-hospital mortality rate associated 

with a HF admission is 4-7% (107) (108, 109). Following an admission for acute HF, estimated mortality rates 

at 30 days are 10% (106). Survival rates are increasing however. Within the last thirty years survival rates 

of HF patients have increased by at least 1 year (107). This trend reflects the increasing availability of 

improved pharmacological and device therapies for HFrEF, and not HFpEF. There are no available 

therapies for HFpEF that are associated with improved survival (44).  
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Among patients with HFpEF and HFrEF, mortality rates vary in the literature. Whilst some studies 

observed similar mortality rates among HF types (110, 111), others have shown a lower risk of death in 

HFpEF patients (29, 112, 113). A 2012, meta-analysis showed a 3-year adjusted mortality rate of 32% for 

HFrEF and 25% in HFpEF patients (113).  Regardless, absolute mortality is still high in HFpEF; wherein no 

therapies are currently available that confer a reduction in mortality.  

 

2.5.4. Hospitalisation in heart failure 

Chronic HF is hallmarked by intermittent episodes of acute decompensation requiring treatment 

intensification and often hospitalisation (2). Each acute admission for HF is associated with further 

deterioration of cardiac function and quality of life; thus, contributing to the progressive chronic 

decline seen in HF (see figure 1.5) (114).   

 

In economically developed countries, HF (as a primary diagnosis) accounts for 1 - 4% of all hospital 

admissions diagnosis (4, 115). It is the most common cause for hospital admission in patients aged over 

65 years, which is then followed by pneumonia, cardiovascular disease and cancer (5, 6). This estimate 

is likely to be a significant under-representation of the true burden, as HF may be recorded as a 

secondary diagnosis (4). In recent decades, the rate of HF hospitalizations has steadily increased, 

especially in aging populations (5).  In the US, is responsible for over 1 million hospital admissions 

annually (93), and the number of admissions that included HF as a cause had tripled from 1979 to 2004 
(5, 6). 

 

Following discharge of an index admission due to HF, overall readmission rate at 30 days is between 

17% and 27% (116-119). Risk for readmission continue to increase in the long term, with overall (or all-

cause) readmission rates estimated to be 44% at 6-months (120, 121) and up to 62% at 1 year (122).  Of 

these readmissions, approximately 30 to 50% are HF related and the remaining are due to non-HF 

causes (67, 116, 118, 122-124), which includes other cardiovascular causes (e.g. acute coronary syndrome).  
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Figure 1.5. Chronic heart failure hallmarked by intermittent acute heart failure hospitalisation. Each 
acute event contributes to the chronic decline of heart failure. Following each admission for acute heart 
failure, there is short-term recovery, however with further deterioration of both cardiac function and quality of 
life. (Adapted from Gheorghiade et al, 2005) (114). 

 
 
 
 
 

2.6. Risk factors for rehospitalisation in heart failure  

 

A considerable number of studies have identified a wide variety of risk factors associated with 

rehospitalisation in HF. Many of the risk factors for rehospitalisation in HF are also predictors for 

developing HF, some of which are mechanistically the primary cause (e.g. alcohol consumption).  The 

risk factors for rehospitalisation may be broadly grouped into either clinical or sociodemographic 

factors.  

 

2.6.1. Sociodemographic 

Increasing age is associated with an increase in HF rehospitalisation in both the short and long term. 

Annual readmission rates rapidly increase in beyond 60 years of age (125). For patients aged 65 to 79 

years there is more than a 3-fold increase in all-cause 30-day readmission rates, and for patients aged 

≥ 80 years, there is a 4-fold increase (126) (68).  This increased risk is maintained when adjusting for 

known confounders.  The influence of gender on rehospitalisation outcomes in HF has varied in the 

literature. Where HF subgroups (HFpEF & HFrEF) is not specified, an increase risk has been reported 

for both male (121, 127-129) and female gender (125, 130-132), and some studies have shown no significant 

difference (68) in rehospitalisation between genders (133) (68, 134, 135).  

 

Numerous studies have demonstrated lower socioeconomic status portends to increase 

rehospitalisation in HF patients (127) (116, 117, 119, 136-139). Single marital status (or lives alone), compared to 

married or de-facto has been reported as a predictor for rehospitalisation (140-142). Sociodemographic 
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factors that are associated with increased mortality, but not increased rehospitalisation include level 

of health literacy and presence of social supports (117). Patient race and/or ethnicity has repeatedly 

been shown to be associated with increased risk of rehospitalisation in HF patients (119, 121, 125, 132, 143, 

144). The evidence surrounding this is expanded upon in the section on cultural and linguistic diversity.  

 

2.6.2. Clinical comorbidities 

A large proportion of patients with HF have multiple co-morbidities, both cardiac and non-cardiac (68, 

117, 119, 144, 145). The number and complexity of these comorbidities mount with increasing age. The 

clinical comorbidities that have been identified as predictors for rehospitalisation in HF patients 

include chronic kidney disease (121, 144, 146), chronic lung disease (146), sleep apnoea (147), hypertension 
(142, 146), atrial fibrillation (129, 148), coronary artery disease or ischaemic heart disease (144), diabetes (144, 

146) and malignancy (142, 146). Many of these comorbidities associated with increased rehospitalisation 

are also predictors for developing HF, and are also directly implicated in the aetiology of HF (e.g. 

hypertension and ischaemic heart disease). Cognitive impairment and psychiatric diseases such as 

depression and anxiety have also been identified as risk factors for rehospitalisation in HF patients (149, 

150). Furthermore, it has been shown that an increasing number of comorbidities is independently 

associated with readmission risk (142, 146, 151).  

 

Following a discharge from an index hospital admission for HF patients who have had a prior history 

of HF (i.e. not the de-novo presentation) have an elevated risk of earlier rehospitalisation (127, 128, 130).  

In addition, patients who have had a recent admission (less than 6 months prior), for HF or any cause, 

are also at increased risk of rehospitalisation following discharge (68, 152, 153).  

 

2.6.3. Heart failure in Australia 

Estimates of the prevalence of HF in the Australia population were evaluated in a 2016 systematic 

review by Sahle and colleagues, who collated all available epidemiological data on population level HF 

studies (65). The review concluded that the estimated prevalence of HF in Australia is between 1.0–2.0 

%. This is in keeping with the prevalence seen in other developed nations (64, 154). The incidence of HF 

in Australia is estimated to be 30 000 new diagnoses per year (155). Those in Australia who are 

disproportionately affected by HF include, Indigenous rather than non-Indigenous Australians, in 

individuals from rural and remote regions rather than from capital city or metropolitan areas, and in 

those with socioeconomic disadvantage (65, 156). There was evidence to suggest that HF is more 

prevalent in women than in men (65). Similarly, to other high-income nations (64, 154), HF is more 
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prevalent amongst the elderly in Australia. With patients aged 65 years or over representing two thirds 

of those affected by HF (156).   

 

The most common aetiology of HF (specifically HFrEF) in Australia is ischaemic heart disease, which is 

usually accompanied by a history of myocardial infarction. Other aetiologies include hypertension, 

valvular heart disease, idiopathic cardiomyopathy and alcohol related (156, 157).  The risk factors for 

developing HF in Australia are comparable to the established known risk factors in other developed 

countries (e.g. chronic kidney disease, diabetes, smoking, dyslipidaemia, smoking and alcohol), with 

the exception of rurality and being an indigenous Australian (discussed above) (157). There is no 

evidence to suggest an increased burden of HF in ethnic or racial minority groups (CALD groups), which 

is seen in the US (6).  

 

HF rehospitalisation and mortality rates in Australia are similar to that seen in other developed 

countries (155). The all-cause mortality at 30 days and 365 days following first admission for HF is 8% 

and 25%, respectively. In Australia, hospitalisations due to HF is estimated to cost more than one 

billion dollars each year (155). In 2014–15, there were 55,511 hospitalisations for HF (as the primary 

diagnosis), equating to 196 hospitalisations per 100,000 people (the Australian rate) (156). High rates of 

rehospitalisation have been reported with 30-day and 365-day all-cause readmission rates of 

approximately 20% and 56%, respectively (155).  Data from Western Australia, demonstrate the trends 

of overall burden of HF hospitalization are increasing, particularly due to non-ischaemic causes (97) (where 

the evidence for effective therapies is especially limited) (31). 

 

2.7. Measuring rehospitalisation in heart failure 

Recurrent hospitalisation (or admission) in patients with HF poses a great burden on healthcare 

systems. The evaluation of rehospitalisation/readmission is widely utilised by clinical trials and in 

epidemiological studies to investigate, compare and monitor outcomes in patients with HF. However, 

multiple challenges are presented when embarking upon research that evaluates rehospitalisation. 

One of the most critical first steps is to secure a research definition for rehospitalisation. Once a 

definition is established, it can be difficult to decide upon the appropriate method or methods to 

measure rehospitalisation, for any given research question.  

 

Despite extensive literature describing HF rehospitalisation, there is lack of clarity in the 

presuppositions and language used concerning rehospitalisation/readmission. This thesis section 

discusses the background and literature, concerning the definitions and measurement methods used 
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in the study of rehospitalisation in HF populations. In addition, a foreword is presented of important 

terminology and concepts when discussing rehospitalisation in a research context.  

 

2.7.1. Definitions  

The Oxford English Dictionary defines definition as a precise statement or explanation of the essential 

nature of a thing, or what a word means (158). A conceptual (or constitutive) definition, pertains to the 

ideas, principles or essential general meaning of a construct or concept (159). It is the definition which 

is representative the common or every-day meaning of a word or thing.  In research, an operational 

definition ascribes meaning to a concept by specifying operations that must be performed in order to 

measure the concept as an observable variable. In doing so, operational definitions act to help bridge 

the gap between the theoretical and the observable (159). Within the research space, the delineation 

between a conceptual and operational definition for key study variables are not always made clear, 

and as a result can be the source of confusion and inconsistent findings.  

 

2.7.2. Defining rehospitalisation/readmission  

Rehospitalisation as a broad concept can be defined as a hospital admission (or hospitalisation) that 

takes place following the discharge from an index or reference admission. However, the boarders of 

this conceptual definition are hazy. To some, rehospitalisation may only refer to hospital admissions 

that are of an emergent non-elective nature. Whilst others may consider non-emergent or 

elective/planned admissions to be inclusive of this definition. Additionally, the duration of 

hospitalisation, or what constitutes as hospitalisation is also unclear, and as a result raises many 

questions.  For instance, is there a minimum amount of time required before an admission is 

considered admission? For instance, can an admission be 5 minutes in duration? Furthermore, when 

and where does an admission to begin and end? For example, in patients admitted from the 

emergency department, is time spent in the emergency department considered to be inclusive of the 

period of hospitalisation. Conversely, if a patient has been transferred to sub-acute care for 

rehabilitation, following an episode of acute HF, does the period in sub-acute care count to a single 

readmission episode? Likewise, if a patient’s care (acute management +/- sub-acute 

care/rehabilitation) was transferred between two or more health care facilities, how this/these 

episode/episodes of hospitalisation are regarded across different health facilities may not be clear. 

The transitions of care may be regarded collectively as a part of a single episode of hospitalisation, or 

each period of care in each health care facility may be considered separately.  
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Whilst the everyday conceptual understanding of rehospitalisation may be subject to variation and 

blurred boarders, it is critical that definitions of rehospitalisation within research methodologies are 

comprehensive and clear. Despite the increasing incorporation of rehospitalisation as in study 

outcomes, it is frequently poorly, if at all, defined in research publications (160-163). In addition, where 

definitions are provided, there is wide variation and inconsistencies among studies (160, 163-166).   

 

In a health services research study, Chambers and Clarke operationally defines readmission as ‘the 

next subsequent admission of a patient as an immediate (that is, emergency or unplanned) admission… 

within a defined interval of a previous (index) discharge taking place within a defined reference period’ 
(160, 167). This overarching definition of rehospitalisations is not specific to any disease/diagnosis or 

group of diseases/conditions, and hence represents rehospitalisation due to any cause i.e. all cause 

rehospitalisation. 

 

2.7.3. Definition of heart failure rehospitalisation  

The 2014 ACC/AHA Key Data Elements and Definitions for Cardiovascular Endpoint Events in Clinical 

Trials define HF hospitalisation as ‘the patient is admitted to the hospital with a primary diagnosis of 

HF where the length of stay is at least 24 h (or extends over a calendar date if the hospital admission 

and discharge times are unavailable), where the patient exhibits new or worsening symptoms of HF on 

presentation, has objective evidence of new or worsening HF, and receives initiation or intensification 

of treatment specifically for heart failure’(168). In a consensus document published by the European 

Society of Cardiology Heart Failure Association (ESCHFA), the authors defines HF hospitalisation as an 

‘admission into hospital requiring at least an overnight stay caused by substantive worsening of heart 

failure symptoms and/or signs requiring the augmentation of oral medications or new administration 

of intravenous heart failure therapy, including inotropes, diuretics, or vasodilators’ (169).  In this same 

document, the authors make note of the standardised definition put forward by the writing committee 

of the ACC/AHA Cardiovascular Endpoint Events report, and expressed that some experts raised 

concern that this too restrictive and may result in low sensitivity to detect HF events, leading to lower 

event rates and potentially loss of safety signals (169). Both the aforementioned definition of HF 

rehospitalisation act as a both conceptual and operational definition within a clinical trial research 

framework. This is because what is required operationally are the features outlined in the definition 

to be directly observed or demonstrated at the patient level.    

 

Research involving the utilisation administrative health care data to identify a HF hospitalisation (as 

well as other disease specific events), requires a specific operational definition that substitutes 
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diagnostic codes for the collective patient level features outlined in the ACC/AHA and ESCHFA 

definitions, which are clinical trial focussed. The most commonly used diagnostic coding is the World 

Health Organisation International Classification of Disease (ICD) (170). Using ICD coding in 

administrative databases has been shown to be a validated method to identify HF and other clinical 

conditions (170-174). The vast majority of validation studies, which involved comparing ICD coding to 

medical record review, show positive predictive values of >95% (172).  Examples of codes from ICD 10th 

edition Australian Modified (ICD-10-AM) which are used to operationally identify a HF admission 

include I50.0 (Congestive heart failure), I50.1 (Left ventricular failure) and I50.9 (Heart failure, 

unspecified) (175) (see Table 2.7). A multitude of HF studies have used ICD codes to identify episodes of 

HF hospitalisation (96, 155, 176-181). In a systematic review of HF identification using administrative data, 

the authors reported a wide variation of algorithms (i.e. operational steps) to identify a HF admission 

amongst studies (172). The kinds of variation to algorithmic approaches that were discussed in this 

review included; the predefined duration of in-hospital stay to indicate a hospitalisation, the inclusion 

of emergency department data and duration, the adjudicated HF diagnostic codes used, and the 

inclusion of hospitalisations where HF was a secondary diagnosis and not primary.  Currently, there is 

no consensus on the operational definition/algorithm (including selection of range of ICD-10 

diagnostic codes) to identify HF hospitalisation in administrative datasets. 
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Table 2.7. Commonly used ICD-10 codes used in operational definitions for heart failure 
hospitalisation hospitalisation (adapted from Saczynski et al, 2012) (172).  

CODE DESCRIPTION 

I11.0 HYPERTENSIVE HEART DISEASE WITH HEART FAILURE 

I13.0 HYPERTENSIVE HEART AND CHRONIC KIDNEY DISEASE WITH HEART 
FAILURE AND CHRONIC KIDNEY DISEASE STAGE I – STAGE IV OR 

 
I13.2 HYPERTENSIVE HEART AND CHRONIC KIDNEY DISEASE WITH HEART 

FAILURE AND CHRONIC KIDNEY DISEASE STAGE V OR END STAGE RENAL 
 

I25.5 ISCHEMIC CARDIOMYOPATHY 

I42.0 DILATED CARDIOMYOPATHY 

I42.5 OTHER RESTRICTIVE CARDIOMYOPATHY 

I42.6 ALCOHOLIC CARDIOMYOPATHY 

I42.7 CARDIOMYOPATH DUE TO DRUGS AND EXTERNAL CAUSES 

I42.8 OTHER CARDIOMYOPATHIES 

I42.9 CARDIOMYOPATHY, UNSPECIFIED 

I43 CARDIOMYOPATH IN DISEASES CLASSIFIED ELSEWHERE 

I43.0 CARDIOMYOPATHY IN INFECTIOUS AND PARASITIC DISEASES CLASSIFIED 
 

I43.1 CARDIOMYOPATHY IN METABOLIC DISEASES 

I43.2 CARDIOMYOPATHY IN NUTRITIONAL DISEASES 

I43.8 CARDIOMYOPATHY IN OTHER DISEASES CLASSIFIED ELSEWHERE 

I50 HEART FAILURE 

I50.0 CONGESTIVE HEART FAILURE 

I50.1 LEFT VENTRICULAR FAILURE 

I50.9 HEART FAILURE UNSPECIFIED 
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2.7.4. Methods of measuring rehospitalisation  

HF is a chronic condition that is hallmarked by repeated episodes of acute decompensation requiring 

hospitalisation. The repeated hospital admissions place a heavy toll on patients, families and health 

care systems – and accordingly is known as the burden of rehospitalisation. Rehospitalisation is a 

frequently utilised to assess outcomes in clinical trials and epidemiological studies, as well as for 

appraisal of performance in hospitals. There a numerous statistical method in assessing 

rehospitalisation, however the most frequently utilised involve the first-event approach. A systemic 

review that assessed statistical models for identifying risk of rehospitalisation after index admission 

for HF identified logistic regression followed by the Cox-proportional hazards model to be the most 

frequently utilised among studies. Logistic regression and Cox-proportional hazards models are both 

of methods that adopt an analysis of first-events only. Such approaches ignore all data of readmissions 

(events) subsequent to the first readmission. Hence, a first-event approach may not best represent 

the true burden of rehospitalisation for individuals or for healthcare systems, as it is not measuring 

the multiple, or recurrent readmissions, subsequent to the first readmission, which patients 

commonly experience during the course of their illness. In addition, repeated hospitalisation in 

patients with HF has been is an indicator of disease worsening (68, 121, 128). In view of this, there has been 

increasing interest in adopting an analysis of recurrent events approach, whereby all rehospitalisation 

events experienced by the patient, over an observed time frame, are included in the method (182). 

Statistical approaches with recurrent event endpoints are usually more complex however. Within 

clinical and epidemiological research, there are limited studies that have utilised these methods, in 

addition there is less industry and academic regulatory experience (183).  Statistical methods which have 

been utilised for assessing recurrent rehospitalisation include Poisson Regression, Negative Binomial, 

Andersen–Gill and Wei-Lin-Weissfeld models (27). The Poisson Regression and Negative Binomial models 

and considered to be the simplest models to use for analysis of recurrent events(184). These models, 

use the total number of events over a fixed period of time, and do not factor in individual difference 

in duration between repeated events (185). Where factoring in differences in time between repeat 

events may be required (particularly where time-varying covariates or time-varying effects are 

considered to be substantial) the Andersen–Gill or the Wei-Lin-Weissfeld models can be utilised (185).  

However, it remains unclear whether techniques accounting for time between repeat readmissions yield 

additional value, at the cost of greater complexity, when compared to the simpler Poisson and Negative 

Binomial models. Indeed, within the literate the use of these statistical techniques varies across studies, 

and there is no consensus on the preferred approach in any given context.   
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2.7.5. Recurrent event analysis in heart failure studies 

There are a number of HF studies that have used incorporated analysis of all observed recurrent events in 

their statistical methodology (28, 186-194).  A study assessing the use of Ivabradine in patients with HFrEF, 

demonstrated a substantial reduction in the likelihood of recurrent hospitalizations in patients treated with 

Ivabradine on top of guideline-based therapy (188). Randomized trials of cardiac resynchronization therapy 

have reported a reduction in recurrent rehospitalisation in patients with HFrEF (190, 195).  The Valsartan Heart 

Failure Trial (Val-HeFT) showed Valsartan compared to placebo resulted in significant reductions in HF 

rehospitalisation, where most benefit was demonstrated in recurrent hospitalizations (192). Similarly, 

Enalapril, compared to placebo, was shown to reduce the proportion of patients who had multiple 

readmissions (191).  To highlight the value of evaluating recurrent events, there are studies that have 

compared first-event and recurrent event statistical approaches by performing post-hoc analyses of data 

from landmark clinical trials in HF (which originally did not have recurrent event endpoints). A post hoc-

analysis of the EMPHASIS-HF study showed that Eplerenone markedly reduced the risk of recurrent HF 

hospitalizations to a greater extent than what was captured by only studying the time to first 

rehospitalisation only (186). Likewise, a post-hoc analysis from the CHARM-Preserved trial, showed 

Candesartan reduced the rate of HF readmissions, and the reduction in rehospitalisation was seen to a 

greater extent in the analysis of all recurrent admissions than from the analysing only the first readmission 
(28). The analysis of total recurrent events has also been increasingly utilised in epidemiological studies 

investigating risk factors for patient outcomes, including HF rehospitalisation and cardiovascular events (102, 

123, 196, 197) (66, 198). Ip and colleagues showed the for individuals with diabetes and who smoke, the overall 

attributable cardiovascular risk for these risk factors is estimated to be substantially higher when modelled 

with recurrent events compared to a first-event method only (66). Due to the frequency of recurrent 

rehospitalisation, the possibility of multiplicative and additive effects associated with risks or 

treatments/interventions can be better detected with recurrent event analysis (199). The inclusion of 

recurrent event analysis in clinical and epidemiological trials in HF is increasingly being advocated (28, 186, 

188, 200).  
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2.8. Cultural and linguistic diversity 

 

2.8.1. Definitions and concepts 

In recent decades, accelerating global migration and urbanisation have given rise to rapid cultural and 

linguistic diversification of populations worldwide (201). The term ‘culturally and linguistically diverse’ 

(CALD) is a broad descriptor for individuals and communities, who possess ethnic/racial, cultural, 

religious and/or language characteristics that are different to those of the majority, in a given national 

context (202). In Australia, 26% of the population were born overseas - and of those born in Australia, 

53% speak a language other than English at home (21). In Australia¸ the US, Canada and the United 

Kingdom (UK) studies demonstrate that CALD groups suffer poorer health status compared to the 

general population (12-14, 203).  

 

2.8.2. Defining CALD for research and data collection 

Studying the health impact of cultural and linguistic diversity has the inherent challenge of no 

universally accepted definition for CALD. As a construct, CALD is complex and abstract, characterised 

by the multiple dimensions of culture, ethnicity, religion and language. Hence, the translation of the 

concept of CALD to its operationalisation in research and policy has varied. Traditionally, studies have 

addressed the concepts of ‘ethnicity’ (or ‘race’) and ‘language discordance’ as methodologically 

separate entities. Data collected on place of birth or self-identified racial/ethnic group has been used 

to categorise ethnicity/race (204).  

 

In Australia, a commonly used definition for CALD amongst government bodies for the purposes for 

data collection is “if two of the following criteria are met i) The individual or at least one parents is 

born overseas ii) The individual speaks a language other than English at home, iii) The individual has a 

culturally and linguistically diverse background” (205, 206). In this definition, “born overseas” may be 

considered too inclusive, as individuals or individuals born with parents born in and English-speaking 

predominant country such as New Zealand or England would satisfy this definition as being CALD. In 

addition, it is unclear what constitutes a “culturally and linguistically diverse background” in point 3. 

A report published by the Australian Institute of Health and Welfare examined measures of cultural 

and linguistic diversity within the aged care sector (206). This report highlighted there was no 

standardised operational definition for CALD and that numerous Australian databases were 

inconsistently defining CALD and capturing measures of CALD. The authors recommended a minimum 
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of the following datapoints to be collected to identify CALD groups - ‘Country of birth’ and ‘Main 

language spoken at home’, augmented with ‘Interpreter required’, ‘Preferred sex of interpreter’ and 

‘Preferred language’, where the main language is other than English. In addition, ‘Proficiency in spoken 

English’ and ‘Year of arrival’ (to Australia), as well as linked measures associated with spirituality, were 

also recommended data points for supplemental inclusion. The report did not explicitly put forward a 

standardised data definition for CALD, rather suggested the aforementioned minimum data points 

may be collectively used as measures for CALD.  

 

Data on spoken language is commonly used in health care research to identify vulnerable patient 

groups. In the health care setting, language discordance can be defined as when a patient has limited 

proficiency in the language spoken by their health care providers (207). In addressing language 

discordance between healthcare providers and patients, as a variable for possible disparity, 

researchers frequently utilize data on patient’s ‘primary spoken language’ or ‘preferred spoken 

language’ as collected by administrative staff during the hospital admission process. In studies taken 

place in nations where English is the predominantly spoken language, the term limited English 

proficiency (LEP) has been most commonly utilized by many researchers, where LEP denotes those 

patients who had a language other than English as their ‘primary spoken language’ (207-225). However, 

other terms utilised include language discordant, non-English speaking (226), non-English speaking 

background (227), limited English skills (228), non-English principal language, (229), patients with language 

barriers and patient-physician language concordance (230).  And despite, the difference in terminology, 

the conceptual and especially operational definitions for these terms are for the most part identical. 

With the exception of patient-physician language concordance which accounts for a patient’s doctor 

having proficiency in their primary spoken language (e.g. Spanish), which is not the principle spoken 

language of country (i.e. English) (230). Studies tend not to address concepts of ethnicity and language 

barriers simultaneously.  

 

2.8.3. Health disparities in CALD groups 

Effective communication between healthcare providers and patients is a hallmark of good clinical 

practice that has shown to improve patient health (231). Communication barriers have been identified 

as key contributors to adverse events in hospitals (229, 232, 233). In the health care setting, language 

discordance occurs when a patient has limited proficiency in the language(s) spoken by the health care 

providers (207). Numerous studies have shown language discordance negatively affects patient health 

outcomes (213, 217, 218, 223, 229, 232-235). Patients with limited English proficiency have been shown to have 

longer hospital lengths of stay (LOS) (207, 234) increased rates of readmission (234) and unplanned 
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representations to hospital (236). Studies in outpatient settings demonstrate language discordance 

negatively impacts patient’s satisfaction and comprehension (216, 223). A study of ambulatory HF 

patients, limited English proficiency (LEP) was an independent positive correlate for 18-month 

mortality, along with lower left ventricular ejection fraction and increased hospital utilization (237). 

There are limited studies however that examine the effect of language discordance on health 

outcomes in disease specific patient groups. 

 

There is a large body of evidence to indicate that racial and ethnic minority groups have disparity in  

health outcomes and reduced access to health care (238). Studies in the US demonstrate that compared 

to white individuals, black and Hispanics people suffer disproportionately from chronic diseases (239-

242), including a higher prevalence of cardiovascular disease and related risk factors (243-245).  In the UK, 

people of South Asian origin (Indian, Pakistani or Sri-Lankin subcontinent), who are the largest ethnic 

minority group in the UK (>4% of the population) have a 40% higher incidence of coronary heart 

disease compared to the white population (125). In the US, compared to whites, African Americans and 

Latinos have a reduced ability to access to health care and lower use of non-emergency health services 
(246, 247). Compared with whites, blacks and Hispanics were less likely to be adherent in cardiovascular 
(248, 249) and diabetes medications (250, 251), while Asians were as likely (249). African Americans (or Blacks), 

have been shown to be more likely to be readmitted to the hospital following a cardiovascular related 

admission or major surgery compared to white patients (240, 249, 252-255). A 2009 study which analysed US 

Medicare claims data of all hospitalizations from 2003-2004 identified black race to be an independent 

predictor of rehospitalisation (121). In Australia, CALD populations are at an increased risk of developing 

chronic diseases (22) and have been shown to have increased barries to accessing health care (16, 23-25). 

An Australian study, showed pregnancy outcomes are worse in CALD women compared to non-CALD 

women. Despite, the recognition by Australian government and health bodies of the significant health 

barriers for CALD communities, there is limited studies exploring health outcomes in CALD groups 

within Australia. In 2015 the Independent Hospital Pricing Authority (IHPA) published a costing study 

of CALD patients to inform a policy decision for whether an adjustment is warranted to the 

government healthcare pricing for CALD patients. The analysis indicated that the costs of CALD 

patients were not materially different from non-CALD patients at the national level, and if any disparity 

was present it can be accounted for lack of interpreter services where required (26). The authors noted 

that there were few Australian studies and data available, which impacted on the conclusions drawn 

in the report.   
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In HF patients, North American studies have identified non-whites (blacks and Hispanics) to have 

longer length of stays (118, 256), as well as increased rehospitalisation rates compared to whites (117, 119, 

132, 142, 144, 256-260). These disparities persist even when controlling for the increased rate of risk factors 

(lower socioeconomic status and clinical co-morbidities) for HF hospitalisation, which non-whites have 

been shown to possess (258). Interestingly, some studies showed that despite increased rates of short 

and long term readmission, mortality rates were lower in non-whites compared to whites (196, 257). In 

the UK, despite major differences in incidence of coronary artery disease and baseline risk factors, 

there has been similar incident HF admission and readmission rates between white and South Asian 

patients, whereas mortality rates were lower in South Asian patients (125). The vast majority of these 

studies, involve the comparator minority group comprising of one (i.e. Black, Hispanic or South Asian) 

or two ethnic groups (black and Hispanic) only. Whilst these studies have identified ethnicity as an 

important determinant of length of stay, mortality, and rehospitalisation, they did not methodically 

address spoken language as a potential compounding factor.  

 

There are very few studies which investigate CALD disparities in HF patients in an Australian context 
(127).  One study conducted on a Melbourne HF population identified country of birth to be a predictor 

for 28-day readmission on a univariate analysis, however statistical significance was lost on a 

multivariate analysis (p=0.06) (127). An Australian consensus statement on the approach to chronic HF 

care, conveyed there was lack of data and a need for more HF research into culturally and linguistically 

diverse populations (7). 

 

The basis by which cultural and linguistic diversity on may impact adversely of health outcomes 

including rehospitalisation is undoubtedly multifactorial. Cultural differences (12, 20), communication 

barriers with health care providers (12, 234), poor medication adherence (13, 261), low health literacy (12, 13, 

18, 262), social isolation (16, 20, 263, 264), financial constraints (18, 20, 263, 264) and discrimination (17), are just some 

of the factors that can contribute to disparate outcomes in these population groups. It is essential 

however, to first establish the existence and extent of any heath outcome disparities before we may 

dissect the potential mechanisms that may underpin them. 
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3. CHAPTER 3: The impact of cultural and linguistic diversity on 
rehospitalisation rates in patients with heart failure - (Study 1) 
 

 

3.1. Introduction to study 

3.1.1. Culturally and linguistically diversity in Australia 

Australia is a culturally and linguistically diverse country. Over a quarter (26%) of Australia’s 24 million 

population were born overseas, and of these first-generation Australians more than half (53%) speak 

a language other than English at home. The majority (82%) of the overseas-born population live in the 

capital cities, such as Melbourne, Sydney and Perth, where the proportion of overseas-born people 

account for one third of these cities’ population (21). 

 

Evidence demonstrates that in Australia, CALD groups suffer from poorer health and utilise health 

services less compared to the general population (12-14). Limited English proficiency, cultural 

differences, poorer health literacy, social isolation, financial constraints and discrimination are some 

of the barriers that impact on the health and well-being of CALD groups (12, 13, 15, 16). 

 

3.1.2. Western Melbourne significance  

Western Melbourne is one of the fastest growing populations in Victoria, with future projected growth 

to be greater than 2% per annum in the next 10 years. It is home to a population with the highest 

proportion of CALD individuals in Victoria, with more than 37% having been born overseas, which is 

11% more than the national percentage. In addition, the median individual income of households in 

Western Melbourne is amongst the lowest in greater Melbourne (265). Western Health hospitals 

(Footscray and Sunshine Hospitals) are the principle referral hospitals in the Western Melbourne 

region, servicing a population of more than 800 000 people (266).   

 

Western metropolitan Melbourne is home to some of the highest rates of HF in Victoria, compared to 

other government areas (267). Western Health hospitals, which service this government area, have seen 

a marked increase in the number of HF hospital admissions in recent years. Data from the Western 

Health performance unit, showed that in 2013, there were approximately 800 HF admissions across 

Western Health hospitals, this number increased to 1200 in 2016 (268).   
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Footscray and Sunshine Hospitals are tertiary hospitals which have coronary angiography and 

angioplasty capabilities. These hospitals do not perform heart transplants or have capacity for 

mechanically assisted circulatory support. Thus, Western Health hospitals, generally do not service 

patients with previously have had heart transplants or whom have existing ventricular assist devices. 

 

It is evident that Western Health services a large rapidly growing and socioeconomically disadvantaged 

population, with a substantial culturally and linguistically diverse representative.  However, it is 

unclear what the effect of this diversity may have on the growing burden of HF seen in Western 

Melbourne and other areas.  

 

As the burden of HF in communities is increasing, it is placing an increasing strain on hospitals and the 

wider healthcare system. The need to first identify possible health outcome disparities in HF patients 

is critical if health providers and policy makers are to take the necessary steps to address them. This 

study focuses on vulnerable patient groups whom are increasingly growing in Western Metropolitan 

Melbourne. Only through identifying and further understanding the differences in these groups can 

effectively changes in health-service delivery strategies and health policy be initiated.  

 

 

3.2. Aims and Objectives 

 

3.2.1. Study Aims 

1. To characterise and assess the effect of cultural and linguistic diversity on hospitalisation 

outcomes in patients hospitalised with acute HF.  

2. To utilise a novel operational definition for CALD in assessing outcomes in CALD patients 

and discuss its use in the context of this study.  

 

3.2.2. Study Objectives 

3.2.2.1. Primary Objective  

- Rehospitalisation. To determine the rehospitalisation incidence and risk factors of 

CALD patients who are hospitalised with HF and compare these findings to patients 

with non-CALD patients who are hospitalised with HF.  
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3.2.2.2. Secondary Objectives 

- Emergency Department (ED) utilisation. To compare ED visitation incidence in CALD 

and non-CALD patients.  

- Rehospitalisation. To determine risk factors associated with increased HF 

rehospitalisation in the study cohort.  

 

 

3.3. Methods 

 

3.3.1. Study type and design 

A retrospective observational study was performed, utilising a cohort of patients discharged with a 

principal diagnosis of HF from two acute metropolitan public hospitals, Footscray Hospital and 

Sunshine Hospital, operating as a single health network in Melbourne, Western Health.  

 

3.3.2. Study population  

The study population consists of adult patients who were hospitalised with a principle diagnosis of HF 

at either Footscray Hospital or Sunshine Hospital over the period of 1st of January 2013 to the 31st of 

July 2016.  

 

Eligible patients were identified from hospital administrative datasets, using HF diagnostic codes 

based on the Australian Modified International Classification of Diseases, Tenth Revision (ICD10-AM). 

Patients hospitalised with a principle diagnosis of HF were identified by ICD10-AM codes (I50x, I11.0, 

I13.0, I13.2, I42x, I255 and J81) (175). To minimise the potential confounding effect of frequent 

additional care provided to specific subgroups, patients who were identified at the time of their 

discharge to be dialysis-dependent or who resided permanently in a nursing home were excluded. 

Administrative data regarding patient rehospitalisation, emergency department (ED) visitation and 

mortality were retrieved for the study period, extending to a minimum of 240-days from their index 

HF hospitalisation. Only non-elective emergency hospitalisations and ED visitations were included: 

elective admissions, including dialysis, inpatient rehabilitation and transfers to subacute care were 

excluded. Hospitalisations that involved transfers from another health service, or that resulted in 

transfers to another health service were also excluded. Consistent with previous methodological 
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approaches with administrative datasets, non-elective admissions of less than 24 hours duration 

(including time spent in the ED) were excluded (269, 270). ED visitations were defined as those 

presentations, which resulted in direct discharge from emergency, not resulting in transfer to a ward 

environment. Complete mortality data was available if death occurred within the Western Health 

Network or if deaths occurred in the first 30 days after any hospitalisation within the Western Health 

network. Beyond 30 days of a readmission, mortality data was incomplete and only available if notified 

by other health services. 

 

3.3.2.1. Inclusion criteria 

- Adult patients aged 18 years and older with a non-elective emergency admission to hospital, 

between 1st of January 2013 and the 31st of July 2016, with a principal diagnosis of HF.  

 

3.3.2.2. Exclusion criteria 

- Elective admissions. 

- Admissions that result in patients leaving hospital during their treatment (i.e. transferred to 

another hospital or left against medical advice). 

- Admissions of less than 24 hours.  

- Statistical admissions (i.e. administrative record representing a change of care type within one 

hospital stay). 

- Statistical separations. 

- Dialysis dependent patients. 

- Admissions from a hospital transfer. 

- Admissions resulting in transfers to other hospitals. 

- Admissions resulting in inpatient death. 

 

 

3.3.3. Operational definitions 

 

3.3.3.1. Heart failure operational definitions 

The study cohort was identified from the Western Health Admitted Episodes dataset using HF 

diagnosis codes based on the Australian Modified International Classification of Diseases, Tenth 

Revision (ICD10-AM). Patients hospitalised with a principle diagnosis of HF were identified by ICD10-

AM codes I50x, I11.0, I13.0, I13.2, I42x, I255 and J81.  
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The index HF admission/hospitalisation is defined as the patient’s first non-elective HF admission 

during the 2013 to 2016 study period. All patients were be categorized as either “de novo heart 

failure” or as “pre-existing heart failure” based on the respective absence or presence of HF diagnoses 

10 years prior to their first HF admission during the study period (i.e. the index HF admission) (39, 151, 

271, 272). 

 

The study definitions for de novo HF and pre-existing HF are as follows; 

- De novo heart failure = If in the preceding 3 years prior to the index HF admission, 

the patient had no prior record of having been diagnosed with HF (principle or secondary) 

according to the ICD10-AM HF codes I50x, I11.0, I13.0, I13.2, I42x, I255, J81 and U822. 

 

- Pre-existing heart failure = If in the preceding 3 years prior to the index HF admission, 

the patient was recorded as having a diagnosis of HF (principle or secondary) according to the 

ICD10-AM HF codes I50x, I11.0, I13.0, I13.2, I42x, I255, J81 and U822. 

All HF admissions that follow the index HF admission were considered as a HF 

readmission/rehospitalisation.  

 

3.3.3.2. CALD operational definitions 

CALD patients were defined as those who were born outside of a principally English-speaking country 

and/or identified as speaking a language other than English as their primary spoken language, as 

recorded in hospital admission registration data. CALD patients were sub-classified as either CALD 

with English Proficiency (CALD-EP), based on English identified as being their primary spoken language 

- or as CALD with LEP (CALD-LEP), based on a documented primary spoken language being other than 

English. By definition, all non-CALD patients were considered to be English proficient (EP). 

 

3.3.4. Covariate data and additional datasets 

Data on covariates were obtained directly from the administrative database for sex, age at index HF 

admission and marital status. ICD10-AM diagnostic codes were utilized to determine clinical 

comorbidities at the time of the index admission. The Charlson Comorbidity Index (CCMI) was 

calculated as previously described (273). A pre-existing diagnosis of HF was established for each 

individual in the cohort by identifying relevant ICD10-AM codes in hospital data, available from the 
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three calendar years prior to the study period. Where available contemporaneous echocardiographic 

data was obtained from hospital records. HF subtype was determined based on the reported LVEF: 

patients with an EF of <50% were classified as HFrEF and those with an EF of ≥50% were classified as 

HFpEF (31).  

 

Socioeconomic status was determined by geospatial mapping, utilizing data from the Australian 

Bureau of Statistics, mapping residential addresses at the time of index admission to Statistical Area 

level 1 (SA1) codes (274). SA1 codes denote small geographically defined residential areas that typically 

contain between 200 and 800 persons (275). Individual SA1 codes are co-registered with Australian 

census data, including data relating to socioeconomic advantage and disadvantage.2011 census data, 

and the index of relative social advantage and disadvantage (IRSAD) was utilized as the preferred 

indication of socioeconomic status (276). The IRSAD was applied to each patient based on their SA1 code 

and expressed in quintiles relative to the Australian population. 

 

3.3.5. Data sources  

Data for the study was derived from the following data sources: 

 

Western Health Patient Administration System (PAS): Western Health hospitals use the i.Patient 

manager (i.PM), which is the most widely used PAS in public hospitals in Australia. The PAS system is 

episode based and contains information on patient admissions, demographic (including place of birth 

and spoken language), discharge diagnoses and procedures during their stay. Discharge diagnoses are 

recorded on the PAS by specialised coders using the ICD-10-AM. Diagnoses are based on clinical 

medical documentation, in particular the medical discharge summary and clinical progress notes. 

 

Western Health Emergency Department Information System (EDIS): Western Health hospitals use 

EDIS, which is the most widely used emergency department patient information system in public 

hospitals, in Australia. Alike the PAS, EDIS contains information on patient demographics and ED 

visitations, including triage time, time seen by a doctor, primary diagnosis, outcome (i.e. admitted to 

hospital, discharge, death or left against medical advice), discharged and departure date. Discharge 

diagnoses are also recorded on the EDIS using the ICD-10-AM. 

 

Western Health Admitted Episodes Dataset (AED): The AED is an episode-based system that provides 

comprehensive data of patient admissions. The data set includes (but not limited to); patient 
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demographics, times and dates of admissions and discharges, type of admission (elective or non-

elective), causes of admission (diagnoses), procedures occurred, length of stay and in-hospital deaths.  

 

Picture Archiving and Communication System (PACS) – The Western Health Cardiology Department 

PACS contains archived images and reports for over 15 000 echocardiogram studies. An output data 

set of all reports for all echocardiogram studies performed between 1st of January 2013 and 31st of 

December 2017 was acquired. 

 

Socio-Economic Indexes for Areas (SEIFA): The SEIFA indexes are a widely-used measure of relative 

socioeconomic advantage and disadvantage in Australia. The SEIFA indexes are based geographical 

areas; the smallest SEIFA geographical unit is Statistical Area Level 1 (SA1). SA1 generally encompass 

a geographic area of 200 to 800 persons. SA1 values are assigned to individuals based on their 

residential address. 

 

3.3.6. Data cleansing and linking methods 

All datasets were made available in their raw form and were presented in formats standardised to the 

respective data source software. Thus, all raw datasets required a process of data cleansing, with all 

variables needing to be standardised. This allowed for effective abstraction of necessary data variables 

and the subsequent linkage to other datasets. 

 

Data abstraction is the process of hiding of unnecessary data and yielding of relevant data. It often 

involves the removal of unwanted data, as well as the converting or translating of existing datapoints 

into new data points required. The process of data abstraction parallels the implementation of 

algorithms to operationalise study variables. 

 

All datasets had unnecessary data points removed. Data points containing dates and/or time were 

standardised to a single format. All datasets have a unique identified, which all data points within the 

dataset referenced to. The unique identifiers were as follows; episode number for AED, episode 

number for EDIS, study ID for PACS, patient UR number for iPM, subject ID for SEIFA, and subject ID 

for the baseline study cohort (once identified). All datasets were than referenced and linked to the 

subject ID of the identified baseline study cohort. 

 

Admission episodes datasets were cleansed of admitted episodes data that do not fulfil the inclusion 

criteria or meet the exclusion criteria.  Total inpatient length of stay were determined by the addition 
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of the ED length of stay from EDIS, to the inpatient length of stay from the AED. Inpatient admitted 

episodes of <24 hours were not considered as a hospitalisation as per the operational definition 

previously described. Inpatient admitted episodes of <24 hours were instead classified as only an ED 

visitation.  

 

The identification of index HF admissions as well as days from index HF admission to next subsequent 

readmissions had been performed using PowerPivot in Microsoft Excel (277).  Examples of PowerPivot 

formulas to abstract these data are provided in the appendix (appendix 7.2).  

 

Clinical co-morbidities and Charlson co-morbidity index were identified from ICD-10-AM codes and 

converted to single data points (see appendix 7.3). 

 

Data linkage was be performed using a deterministic approach(278) using the unique identifiers 

(outlined above). At each linkage a manual review of 50 random matches was performed to validate 

the linkage process.  

 

3.3.7. Sample size calculation 

The choice of whether to adopt a one-sided or two-sided power calculation sample size estimation 

was decided on logical grounds not statistical ones (279). A one-sided power calculation was used in this 

study context, since ethnicity or LEP status has not previously been found to be associated with 

beneficial health outcomes (including rehospitalisation) in various study populations (as discussed in 

Chapter 2, section 2.8.3).  A two-sided statistical approach was not adopted as it requires an increase 

in sample size to achieve the same statistical power, with no logically foreseeable benefit for this 

study.    

 

With 500 CALD-LEP patients and 1000 EP patients (the proportions expected in a Western Health 

population) (268), there will be an 84% chance of detecting a significant difference at a one-sided 0.05 

significance level (280). This assumes a 30% excess (effect size) of incident rehospitalisation in the CALD-

LEP group at 180 days (a conservative average effect size derived from reports documenting 

differential readmission rates, as discussed is Chapter 2, section 2.5.4), versus the expected baseline 

rate of this outcome i.e. 18% readmission at 180 days (116). 

 

 



43 
 

3.3.8. Statistical analysis 

Between-group differences in categorical variables were assessed with the Chi squared test. Survival 

methodology was used to investigate differences in time to first event between non-CALD, CALD-EP 

and CALD-LEP groups. Separate analyses for time to first HF-related non-elective hospital readmission 

(HF rehospitalisation), all-cause non-elective hospital readmission (all-cause rehospitalisation), as well 

as time to first ED visitation was performed. For all analyses, patients were censored at the end of 

follow-up or if recorded as deceased. Univariate analyses were performed using the non-parametric 

Kaplan-Meier and the log-rank test and ties in failure times were handled using Efron’s method. To 

adjust for a potential confounding, Cox proportional hazard model was utilized, including the following 

covariates: age, sex, indicator variables for pre-existing HF, chronic kidney disease, hypertension, 

ischaemic heart disease, sleep apnoea, stroke, diabetes, obstructive lung disease, dementia, history 

of malignancy, marital status and IRSAD score. All analyses were performed using the R software (R 

3.4.2) (281). 

 

3.3.9. Ethics 

Low risk ethics approval was obtained from the Western Health Office of Research in 2016. 

 

 

3.4. Results 

 

3.4.1. Study population characteristics 

In the 2013-2016 period, a total of 1613 patients were identified with an index non-elective admission 

in which HF was recorded as the principle diagnosis [mean age 79±6 (SD) years; 51% male]. The mean 

CCI was 5.5 and the two most prevalent comorbidities were hypertension (80%) and atrial fibrillation 

(53%). Echocardiogram data was available on 1005 patients (63%) and of these patients the 

prevalence of HFpEF was 52%. 

 

There were 82 different countries of birth identified in the cohort. Of these 10 were principally English-

speaking countries.  The most represented countries were Australia (30%), Italy (12%), Malta (9%), 

Greece (6%), Macedonia (5%), Croatia (4%), England (3%), Vietnam (3%) and Poland (3%).  A total of 
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40 different primary spoken languages were identified in the cohort, the most common were English 

(66%), Italian (8%), Greek (6%), Macedonian (4%), Croatian (3%) and Vietnamese (2%) (see Table 3.41).  

In terms of pre-specified CALD groupings, the HF cohort was divided approximately into thirds: 36% 

were classified as non-CALD, 30% were CALD-EP and 34% were CALD-LEP, as shown in Table 3.41. 

CALD-LEP patients tended to be older at index admission and more likely to be female. The CALD-LEP 

group had higher proportions of pre-existing HF, atrial fibrillation, hypertension, chronic kidney 

disease, stroke and dementia. In contrast, the CALD-EP group exhibited the highest proportion of 

ischaemic heart disease. The average length of in-hospital stay was 5 days and did not differ 

significantly between the three groups. In terms of socioeconomic status, 41% (662) of patients were 

in the lowest SA1 quintile, with a high proportion of CALD patients (CALD-EP and CALD-LEP) in the 

lowest SES quintile.   
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Table 3.41:  Study population baseline characteristics 
 

 All patients 
(n=1613) 

Non-CALD 
(n=583) 

CALD-EP 
(n=488) 

CALD-LEP 
(n=542) P-value 

      
Age (mean, SD)  77 (12) 75 (14) 76 (12) 80 (8) <0.001 
Age groups (n, %)     <0.001 

0-64 years  
65-74 years 
75-84 years 
 >84 years 

 

224 (14) 
330 (20) 
611 (38) 
448 (28) 

126 (22) 
123 (21) 
178 (31) 
156 (27) 

72 (15) 
127 (26) 
171 (35) 
118 (24) 

26 (5) 
80 (15) 
262 (48) 
174 (32) 

 
 

 

Gender (n, %)     0.001 
Male 825 (51) 287 (49) 284 (58) 254 (47)  
Female 788 (49) 296 (51) 204 (42) 288 (53)  

Marital status (n, %)     <0.001 
Single or widowed 654 (41) 250 (43) 172 (35) 232 (43)  
Married or de-facto 835 (52) 264 (45) 280 (57) 291 (54)  
Separated or divorced 111 (7) 57 (10) 36 (7) 18 (3)  
Not stated 13 (1) 12 (2) 0 (0) 1 (0)  

Socioeconomic status SA1 (n, %)     0.003 
1st Quintile 662 (41) 213 (37) 218 (45) 231 (43)  
2nd Quintile 446 (28) 164 (28) 125 (26) 157 (29)  
3rd Quintile 268 (17) 114 (20) 80 (16) 74 (14)  
4th Quintile 173 (11) 60 (10) 44 (9) 69 (13)  
5th Quintile 61 (4) 31 (5) 19 (4) 11 (2)  

Country of birth (n, %)     <0.001 
   Australia 481 (30) 477 (82) 0 4 (1)  
   Italy 189 (12) - 73 (15) 116 (21)  
   Malta 153 (9) - 125 (26) 28 (5)  
   Greece 100 (6) - 19 (4) 81 (15)  
   Macedonia 76 (5) - 14 (3) 62 (11)  
   Croatia 70 (4) - 24 (5) 46 (8)  
   England 48 (3) 48 (8) 0 (0) 0 (0)  
   Vietnam 44 (3) - 5 (1) 39 (7)  
   Poland 43 (3) - 26 (5) 17 (3)  
   Other  409 (25) 58 (10) 202 (41) 149 (27)  
Primary spoken language (n, %)     <0.001 
   English 1071 (66) 583 (36) 488 (30) 0  
   Italian 121 (8) - - 121 (22)  
   Greek 94 (6) - - 94 (17)  
   Macedonian 64 (4) - - 64 (12)  
   Croatian 47 (3) - - 47 (9)  
   Vietnamese 32 (2) - - 32 (6)  
   Maltese 31 (2) - - 31 (6)  
   Arabic 22 (1) - - 22 (4)  
   Polish 16 (1) - - 16 (3)  
   Other 115 (7) - - 115 (21)  
Heart failure type (n, %)     0.190 
   HFrEF 489 (30) 176 (30) 159 (33) 154 (28)  
   HFpEF 534 (33) 169 (29) 170 (35) 195 (36)  
   Unavailable 590 (37) 238 (41) 159 (33) 193 (36)  
Comorbidities (n, %)      
    History of alcohol abuse 95 (6) 40 (6) 31 (6) 24 (4) 0.190 

Atrial fibrillation 862 (53) 293 (50) 255 (52) 314 (58) 0.029 
Chronic kidney disease 814 (50) 257 (44) 244 (50) 313 (58) <0.001 
Hypertension 1288 (80) 437 (75) 386 (79) 465 (86) <0.001 
Prior history of heart failure 657 (41) 205 (35) 191 (39) 261 (48) <0.001 
Ischaemic heart disease 947 (59) 305 (52) 316 (65) 326 (60) <0.001 
Obesity 264 (16) 113 (19) 74 (15) 77 (14) 0.047 
History of VTE 144 (9) 58 (10) 40 (8) 46 (8) 0.560  
Sleep apnoea 186 (12) 66 (11) 61 (13) 59 (11) 0.707 
Stroke 242 (15) 70 (12) 72 (15) 100 (18) 0.010 
Diabetes 839 (52) 256 (44) 272 (56) 311 (57) <0.001 
Obstructive lung disease 737 (46) 261 (45) 229 (47) 247 (46) 0.631 
History of malignancy 285 (18) 98 (17) 91 (19) 96 (18) 0.735 
Dementia 173 (11) 46 (8) 39 (8) 88 (16) <0.001 
Charlson Comorbidity Index (mean, SD) 5.5 (3.3) 5.0 (3.4) 5.6 (3.1) 6.0 (3.3) <0.001 
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For those patients for whom HF subtype was known (63%), HF type was not associated with CALD 

grouping, or with rehospitalisation or emergency visitation rates. As there was no association of HF 

type on a univariate analysis and availability of echocardiographic information was incomplete across 

the patient sample, this variable was not included in the multivariate analysis. 

 

 

3.4.2. Readmission outcomes and survival analyses 

Readmission rates at 30, 180 and 365 days are presented for each group in Table 3.42. At 30 days, the 

rate of all-cause rehospitalisation for the overall cohort was 17.2%. The observed pattern on the fitted 

Kaplan-Meier curves was consistent for HF-related readmission, all-cause readmission and ED 

visitation (see Figure 3.4). CALD-LEP patients tended to have rehospitalisation sooner than non-CALD 

patients, whereas CALD-EP rehospitalisation rates tended to be intermediate and fall between the 

CALD-LEP and non-CALD groups. Given that this finding was broadly consistent with the relative 

distribution of increased age and co-morbidities among the three groups, a Cox proportional hazards 

model was subsequently fit to adjust for potential confounding. Adjusted and unadjusted hazard ratios 

are displayed in Table 3.43. While adjustment decreases the size of the effect, evidence of an 

independent effect of CALD grouping remained for HF-related readmission. Estimates of the hazard 

ratios for confounding variables for HF-related rehospitalisation are displayed in Table 3.44. 
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Table 3.42: Cumulative incidence rates and 95% confidence intervals for rehospitalisation and emergency department visitation at 
specific times after discharge from the index admission 

 All patients 
(n=1613) 

Non-CALD 
(n=583) 

CALD-EP 
(n=488) 

CALD-LEP 
(n=542) 

ED visitation 

30 days 7.7% (5.4 - 9.9%) 6.2% (4.2 - 8.2%) 8.0% (5.6 - 10.4%) 8.7% (6.3 - 11.1%)  

180 days 28.7% (24.7 - 32.5%) 23.3% (19.7 - 26.8%) 27.9% (23.7 - 31.8%) 34.8% (30.5 - 38.7%) 

365 days 41.6% (37.1 - 45.8%) 33.8% (29.6 - 37.8%) 42.1% (37.4 - 46.5%) 48.9% (44.3 - 53.1%) 

All-cause readmission 

30 days 17.3% (14 - 20.5%) 16.6% (13.5 - 19.5%) 16.3% (12.9 - 19.5%) 19.1% (15.7 - 22.4%) 

180 days 41.9% (37.6 - 46%) 39.2% (35.1 - 43.1%) 40.1% (35.5 - 44.3%) 46.5% (42.1 - 50.6%) 

365 days 55.6% (51.1 - 59.7%) 50.2% (45.8 - 54.2%) 54.8% (50 - 59.1%) 61.8% (57.4 - 65.7%) 

HF-related readmission 

30 days 8.6% (6.2 - 11%) 7.3% (5.1 - 9.4%) 7.9% (5.4 - 10.2%) 10.8% (8.1 - 13.4%) 

180 days 20.3% (16.8 - 23.7%) 17.1% (13.9 - 20.1%) 18.3% (14.7 - 21.7%) 25.7% (21.8 - 29.3%) 

365 days 27.3% (23.3 - 31.1%) 21.6% (18.1 - 25%) 26.2% (22 - 30.1%) 34.2% (29.9 - 38.1%) 

Abbreviations: CALD, non-culturally and linguistically diverse patients; CALD, culturally and linguistically diverse patients; CALD-EP, culturally and 
linguistically diverse patients with English proficiency; CALD-LEP, culturally and linguistically diverse patients with limited English proficiency; ED, 
emergency department; HF, heart failure. 
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Apart from CALD-LEP, covariates independently associated with HF-related readmission in this cohort 

included atrial fibrillation, chronic kidney disease, obstructive lung disease, pre-existing HF diagnosis, 

ischaemic heart disease and sleep apnoea. Conversely, the presence of diabetes and a history of 

malignancy appeared to predict reduced HF-related readmission. 

 

Overall mortality rate at 30 days and 365 days, where 1.7% and 17% respectively. There were no 

significant between group differences in unadjusted mortality rate at 30 days (p=0.5) and 365 days 

(p=0.12). 
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Table 3.43: Univariate and multivariate associations for rehospitalisation and emergency department visitation, using three CALD classification 
models.  

  
Non-CALD 
 

CALD-EP 
 

CALD-LEP 
 

 
 Non-CALD 

 
CALD 

(CALD-EP + 
CALD-LEP) 

 
EP 

(Non-CALD + 
CALD-EP) 

 

CALD-LEP 
 

 

            

ED visitation 

 
Unadjusted 

 
 
 
 

 ref 1.23* 

[1.03; 1.47] 

1.52* 

[1.29; 1.79] 

 ref 1.38* 

[1.19; 1.60] 

 ref 1.37* 

[1.20; 1.58] 

 

Adjusted 
 
 
 

 - 1.15 

[0.96; 1.38] 

1.40* 

[1.18; 1.67] 

 - 1.28* 

[1.09; 1.49] 

 - 1.30* 

[1.13; 1.51] 

 

All-cause readmission 

 
Unadjusted 

 
 
 
 

 ref 1.10 

[0.94; 1.28] 

1.38* 

[1.19; 1.59] 

 ref 1.24* 

[1.09; 1.41] 

 ref 1.32* 

[1.16; 1.49] 

 

      Adjusted 
 
 
 
 

 - 0.93 

[0.79; 1.09] 

1.03 

[0.88; 1.20] 

 - 0.98 

[0.86; 1.12] 

 - 1.07 

[0.94; 1.22] 

 

HF-related readmission 
 
 

Unadjusted 
 
 
 
 

 ref 1.21 

[0.97; 1.51] 

1.64* 

[1.34; 2.02] 

 ref 1.43* 

[1.19; 1.73] 

 ref 1.50* 

[1.26; 1.78] 

 

Adjusted  - 1.04 

[0.83; 1.30] 

1.27* 

[1.02; 1.57] 

 - 1.15 

[0.95; 1.40] 

 - 1.24* 

[1.04; 1.49] 

 

 

* denotes statistical significance. Hazard Ratio’s (HR) and 95% Confidence Intervals (CI) are estimated by Cox proportional hazard model, with and without adjustment for covariates of age, 
gender, marital status, SA1 quintile, atrial fibrillation, chronic kidney disease, hypertension, history of heart failure, ischaemic heart disease, sleep apnoea, stroke, diabetes,  obstructive lung 
disease, history of malignancy, dementia and Charlson co-morbidity index. 

Abbreviations: non-CALD, non-culturally and linguistically diverse patients; CALD, culturally and linguistically diverse patients; CALD-EP, culturally and linguistically diverse patients with 
English proficiency; CALD-LEP, culturally and linguistically diverse patients with limited English proficiency; EP, English proficient patients (includes non-CALD and CALD-EP); ED, emergency 
department; ED, emergency department; HF, heart failure. 
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  A 

 
 

  B 

 
 

 C 

 

Figure 3.4: Fitted Kaplan-Meier curves for (A) heart failure rehospitalisation, (B), all-cause rehospitalisation and (C) emergency 
department visitation. The observed pattern is consistent for emergency department visitation and rehospitalisation and in both heart 
failure related and all-cause rehospitalisation. CALD-LEP patients represent sooner than non-CALD patients and the rates CALD-EP 
rates are in-between. 

  

Heart Failure Rehospitalisation 

All Cause Rehospitalisation 

Emergency Department Visitation 
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Table 3.44: Predictors for heart failure rehospitalisation in the multivariate survival analysis 

     Variables Hazard Ratio 
 

95% Confidence 
Interval  

P-value 
 

    
CALD-Group    

Non-CALD ref   
CALD-EP 1.04 0.82 - 1.30 0.76 
CALD-LEP 1.27 1.02 - 1.57 0.03 

Age groups    
0-64 ref   
65-74 1.04 0.74 - 1.47 0.81 
75-84 1.11 0.80 - 1.54 0.53 
85+ over 1.22 0.86 - 1.74 0.27 

Gender    
Female 1.12 0.93 - 1.34 0.24 
Male ref   

Marital status     
Single or widowed, Separated or   

 
ref   

Married or de-facto 1.01 0.84 - 1.22 0.90 
Socioeconomic status (SA1 Quintiles)   

1st Quintile ref   
2nd Quintile 0.97 0.78 - 1.20 0.79 
3rd Quintile 1.13 0.89 - 1.44 0.31 
4th Quintile 1.18 0.89 - 1.57 0.26 
5th Quintile 0.75 0.41 - 1.34 0.33 

Comorbidities    
History of alcohol abuse 0.77 0.49 - 1.19 0.24 
Obstructive lung disease 1.27 1.06 - 1.52 0.01 
Atrial fibrillation 1.57 1.31 - 1.89 <0.001 
Chronic kidney disease 1.89 1.48 - 2.42 <0.001 
Hypertension 1.16 0.85 - 1.57 0.35 
History of heart failure 1.23 1.03 - 1.46 0.02 
Ischaemic heart disease 1.37 1.12 - 1.69 <0.01 
History of thromboembolism 1.1 0.83 - 1.46 0.52 
Sleep apnoea 1.62 1.27 - 2.06 <0.001 
Stroke 0.96 0.75 - 1.23 0.76 
Diabetes 0.72 0.56 - 0.93  0.01* 
History of malignancy 0.69 0.53 - 0.89  0.01* 
Dementia 0.82 0.63 - 1.08 0.16 

Charlson co-morbidity Index    
0 - 2 ref   
3 - 4 1.34 0.91 - 1.97  0.14 
5 - 6 1.73 1.12 - 2.68 <0.01 
7 - 8 2.19 1.32 - 3.65 <0.01 
9 + 2.35 1.33 - 4.17 <0.01 
    

* factors were associated with statistically significant reduced readmission, rather than increased readmission. 
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3.5. Discussion 

 

In the context of a multicultural metropolitan health service, this study demonstrates a graduated risk 

of HF rehospitalisation associated with CALD grouping. An increased incidence of HF-related 

readmission and ED visitation was observed in CALD-LEP patients when compared to non-CALD 

patients. This association persisted after multivariable adjustment for comorbidities and 

socioeconomic status. The CALD-EP group appeared to carry an intermediate risk, exhibiting (non-

statistically significant) trends towards earlier rehospitalisation and ED visitation, when compared to 

their non-CALD counterparts.  

 

This study adds to the body of evidence that has shown language discordance (207) and ethnicity are 

proxies for adverse health outcomes in HF and other medical populations (229, 232, 282). Few studies, have 

sought to address ethnic diversity and language discordance concurrently, specifically in a HF 

population. CALD status, based primarily on country of birth (nativity) is operationally equivalent to 

the designation of ethnic minorities used in other studies (283-288). Likewise, the CALD subgroup (i.e. 

CALD-LEP) based on identifier of primary spoken language is operationally comparable to studies 

investigating minority groups with language discordance (207, 209, 218, 282, 289) and for low acculturation 
(143). Our use of a novel framework for the operational definitions for CALD and CALD subgroups (CALD-

EP and CALD-LEP) was intended to better represent the continuum of diversity and disparity in the 

CALD population and to help ascertain if patient outcomes change along this continuum. The CALD-

LEP subgroup likely represents one end of the continuum of diversity, at which there exists a greater 

potential for lack of acculturation, in addition to a potential language barrier, both of which have 

health disparity implications. By contrast, CALD-EP likely denotes less risk of a barrier to 

communication, but with a variable component of acculturation. The fact that these designations 

appeared to capture the extent of clinical risk, in this case indexed by HF rehospitalisation, while not 

validating this framework entirely, lends support to it.  

 

Nativity and language discordance are but two identifiers for a complex heterogenous group of 

patients. The nature and direction of the relationship between these identifiers and the concept of 

cultural and linguistic diversity cannot be assumed to be orthogonal. To this effect, the assumption 

does not hold that the health disparity in the CALD population will change commensurately to 

variations of the identifying variables. For example; if a cohort of CALD-LEP patients became proficient 

in English, this would not confer a commensurate improvement in their health status. English 

proficiency is likely associated also with other variables, latent or otherwise, that were not included in 
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this study; variables that may be difficult to record or even define, such as health literacy and 

acculturation. While interventions focused on improving communication between patient and health 

care provider may capture causal effects (e.g. improved medication adherence through better 

communication), they may not concomitantly address the pathways from other potential influences 

– such as acculturation, socioeconomic status, health literacy, stigma and cultural beliefs. This in mind, 

health strategies aimed to address health disparity in CALD populations undoubtedly will require a 

multipronged approach, rather than one focussed exclusively on language. 

 

Capturing the multidimensional nature of CALD populations by using any one or several measures is 

inherently challenging.  In many research settings, there are limited variables which can be practicably 

utilized to represent the spectrum and heterogeneity of CALD patients. In the case of administrative 

health data sets, the collected information is largely pragmatic and categorical, without a focus on 

qualitative measures. Future studies, may incorporate the use of multiple categorical and continuous 

measures (e.g. time since migration and level of English proficiency), which look to better characterise 

the dimensionality and continuum of diversity in CALD populations. Such research could augment the 

interpretations drawn on the basis of studies that have utilized any single or multiple categorical 

indicators. 

 

In understanding the findings of this study, numerous potential mechanisms for these differences can 

be discussed. Poor communication between patients, their families and health care providers may 

result in suboptimal medical treatment, or even where medical treatment is optimal, poor 

understanding may result in inappropriate presentation to a health care organisation. This may further 

be compounded where there are coexistent low health literacy, social isolation and/or cultural 

barriers, all of which are known to adversely impact CALD groups (12, 14-16). HF is associated with 

intermittent decompensation and serial readmission, in which outcomes are enhanced by 

interdisciplinary systems of care (57) and patient education (290), and negatively associated with lower 

socioeconomic status (138). Whilst socioeconomic status was indexed, reduced variation in the cohort 

may have resulted in limited statistical power, given that the majority were in the lowest two quintiles. 

Disparities in educational level and health literacy, in addition to variation in health care beliefs and 

behaviours, may interact with CALD status and were not completely controlled for in our patient 

sample. The CALD group in this study cohort were represented by 75 different countries of origin and 

40 different languages. This very heterogenous group, is in contrast to the homogeneity of non-CALD 

patients, which comprise of individuals predominantly of whom are of Anglo-Celtic ancestry (291). Thus, 
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it is not possible to exclude biological differences that may have contributed to the between group 

differences observed. 

 

The clinical characteristics of the cohort in this study is similar to that of contemporary HF studies in 

terms of multimorbidity and proportion of HFpEF and HFrEF (292, 293). In this study, clinical comorbidities 

associated with early rehospitalisation included chronic kidney disease, atrial fibrillation, ischaemic 

heart disease, sleep apnoea, obstructive lung disease and hypertension, which are in keeping with 

previous studies (294, 295). The proportion of HF subtypes were equally represented and neither were 

associated with differential risk of rehospitalisation. 

 

Two specific observations in this study require comment. A negative association was found between 

diabetes and readmission, which is in contrast to other studies (296). Since the presence of diabetes 

contributes to ischaemic heart disease and chronic kidney disease, both of which were positive 

predictors in the multivariate model, it is postulated that the adjusted group represents relatively 

uncomplicated or well-controlled diabetics. Malignancy was also negatively associated with 

readmission. This finding may be misleading, as planned or elective admissions, which include 

chemotherapy treatments, were excluded from analyses.  

 

Our study has the expected limitations of observational research based on administrative data. This 

study was confined to broad definitions of the culture and language groups studied, which are unlikely 

to fully capture the capacities of individual patients in regards to communication, self-care and 

accessing of health care services - for which prospective qualitative studies would be necessary. 

Whereas it is intuitive that poorer outcomes will be observed in CALD groups, the extent to which it 

may interact with health literacy and other social determinants of health needs to be elucidated. A 

key limitation is the absence of complete long-term mortality outcomes, whilst complete mortality 

data was available for the first 30 days, death status was only available beyond 30 days if the individual 

died as an inpatient in the hospital network or if notified by other health services. As a result, some 

uncaptured deaths that occurred beyond 30 days out of hospital were not censored in the survival 

analysis.  

 

Of note, the use of interpreter services in the care of CALD patients in this cohort was not determined. 

Furthermore, it cannot be excluded that an excess of ED visitations in CALD patients in part reflects 

health care beliefs and/or barriers to access, favouring use of a hospital ED over consultation with a 

local medical officer/general practitioner. Finally, our study cohort did not include indigenous patients 
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in significant numbers and cannot address the effect of indigenous status on outcomes in this disease 

context. 
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4. CHAPTER 4: A comparison of measures of rehospitalisation burden in 
heart failure with reduced versus preserved ejection fraction  - (Study 2) 

 

4.1. Introduction to study  

Worldwide HF is a leading cause of morbidity and mortality, and is associated with a high burden of 

rehospitalisation. Traditionally, a “first-event” event approach has been the method used to evaluate 

the risk of adverse events in HF, including the risk of rehospitalisation. However, first event methods 

ignore all the subsequent outcomes occurring after the first event. The analysis of repeated 

hospitalisations or recurrent events can yield clinical insights that would be missed in an evaluation of 

first events only (297).  In HF patients the analysis of all recurrent events may be a more reflective 

measure of the true burden of disease. The importance and value of measuring recurrent 

hospitalisations or recurrent events in HF studies has been discussed in the thesis introduction (section 

1.74). However, despite this promise, recurrent event analysis remains an infrequently used index in 

studies of HF natural history or therapeutic interventions in this group.  

 

The aim of this study was primarily methodological, in that we sought to explore the differential or 

perhaps divergent characteristics and capabilities of competing statistical approaches.  To do this, we 

took advantage of a basic subclassification applied to clinical HF syndromes, namely HF with reduced 

ejection fraction (HFrEF) and HF with preserved ejection fraction (HFpEF) (discussed in introductory 

chapter). These subtypes were selected in part because studies to date have shown that the risk of 

rehospitalisation following an acute HF admission is comparable between HFrEF and HFpEF groups, in 

both the short and long terms (298, 299).  

 

Hence, we sought to compare the burden of rehospitalisation over time in patients with HF according 

to subtype (HFpEF versus HFrEF), using three statistical approaches, including a recurrent event 

analysis.  Based on literature, a null hypothesis was nominated -  that there would not be between-

group difference in rates of readmission, either HF-related readmission or all cause readmission. 
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4.2. Aims  

 

4.2.1. Study Aims 

1. To characterize the burden of rehospitalisation over time in patients with HF according to 

subtype (HFpEF vs HFrEF), using three different statistical approaches, including a novel 

recurrent event analysis.  

2. To compare the results of each these statistical approaches as a measure of rehospitalisation 

burden. 

 

 

4.3. Methods 

 

4.3.1. Study design and study population 

A retrospective observational study was performed, utilising a cohort of patients discharged with a 

principal diagnosis of HF from two acute metropolitan public hospitals, Footscray Hospital and 

Sunshine Hospital, operating as a single health network in Melbourne, Western Health. The study 

period was from the 1st of January 2013 to the 31st of December, 2017. Eligible patients were 

identified from hospital administrative datasets, using HF diagnostic codes based on ICD10-AM. 

Patients hospitalised with a principle diagnosis of HF were identified by ICD10-AM codes (I50x, I11.0, 

I13.0, I13.2, I42x, I255 and J81) (175). Only patients with information on left ventricular ejection fraction 

were included. To minimise the potential confounding effect of frequent additional care provided to 

specific subgroups, patients were excluded who were identified at the time of their discharge to be 

dialysis-dependent or who resided permanently in a nursing home.  

 

Administrative data regarding patient rehospitalisation, ED visitation and mortality were retrieved for 

the study period, extending to a minimum of 30-days from their index HF hospitalisation. Only non-

elective emergency hospitalisations were included: elective admissions, including dialysis, inpatient 

rehabilitation and transfers to subacute care were excluded. Hospitalisations that involved transfers 

from another health service, or that resulted in transfers to another health service were also excluded. 

Consistent with previous methodological approaches with administrative datasets, non-elective 

admissions of less than 24 hours duration (including time spent in the ED) were excluded (269, 270). ED 
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visitations were defined as those presentations which resulted in direct discharge from emergency. 

An analysis of ED visitations was not performed in this study.  Complete mortality data was available 

if death occurred within the Western Health Network or if deaths were notified by other health 

services. 

 

4.3.2. Study definitions and heart failure subgroup classification 

According to the study aims, all patients were placed into two subgroups, HFrEF or HFpEF, based on 

(i) administrative data confirming a clinical episode of HF requiring within hospital treatment and (ii) 

imaging data or prior documentation in medical records designating either reduced or preserved 

ejection fraction.  Since the imaging data sources available were varied, a hierarchical approach was 

adopted, as follows: 

 

Echocardiographic data. Where available, data from the echocardiogram performed closest to the 

patient’s index HF admission was utilised. Patients were designated HFpEF if they had had either an 

EF of ≥50%, or if the calculated EF was not documented, the left ventricular systolic function was 

described as Normal or Preserved. Patients were designated HFrEF if they had had either an EF 

of<50%, or if the calculated EF was not documented, the left ventricular systolic function was 

described as reduced (31).   

 

Cardiac magnetic resonance imaging (cMRI). In patients without echocardiographic data available 

and where available, data from a cMRI performed closest to the patient’s index HF admission was 

utilised. The process for designating HF subtype was carried out the same as for echocardiographic 

data. 

 

Myocardial perfusion imaging via nuclear scintigraphy. In patients without echocardiographic or 

cMRI data available and where available, data from a nuclear myocardial perfusion imaging study that 

was performed closest to the patient’s index HF admission was utilised. The process for designating 

HF subtype was carried out the same as for echocardiographic data. 

 

Angiography. In patients without echocardiographic, cMRI or nuclear myocardial perfusion imaging 

study data available and where available, data from left ventriculography performed during coronary 

angiography was utilised. The study performed closest to the patient’s index HF admission was used. 

The process for designating HF subtype was carried out the same as for echocardiographic data. 
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Medical documentation. In patients without imaging data available, HF subtype was ascertained from 

the medical records. Patients were designated as HFpEF if there was documentation in the notes that 

described the patient as having a normal or preserved left ventricular systolic function or an EF ≥50% 

based on external imaging which was unavailable to the study investigators.  Conversely, patients 

were designated as HFrEF if there was documentation in the medical record that described the patient 

as having reduced left ventricular systolic function or an EF of <50%.  

 

4.3.3. Covariate data and additional datasets 

Data on covariates were obtained directly from the administrative database for sex, age at index HF 

admission and marital status. ICD10-AM diagnostic codes were utilised to determine clinical 

comorbidities at the time of the index admission. The Charlson Comorbidity Index (CCMI) was 

calculated as previously described (273). A pre-existing diagnosis of HF was established for each 

individual in the cohort by identifying relevant ICD10-AM codes in hospital data, available from the 

three calendar years prior to the study period. Where available contemporaneous echocardiographic 

data was obtained from hospital records.  

 

4.3.4. Data sources, sample size and linking methods 

Data sources are the same as previously described in chapter 3 (section 3.3.6), expect where additional 

data on EF was attained (described above). 

 

The study builds upon the methodology utilised in chapter 3, including estimated sample size.  During 

the study in Chapter 3, it was revealed that a significant proportion of patients identified with a HF 

admission do not have corresponding data on ejection fraction (approximately one third). In light of 

this and to improve the power for each statistical approach, the maximal number of patients who had 

available data at the time the study had been embarked upon were investigated. In addition, with the 

adoption of different statistical approaches, the follow-up period was reduced to a minimum of 30 

days as opposed to 180 days. Consequently, the study period in which subjects were identified was 18 

months greater than what was carried out in chapter 3.   

 

Data cleansing and linking methods were performed as previously described in chapter 3.  
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4.3.5. Statistical analyses 

Between-group differences in categorical variables were assessed with the Chi squared test. When 

comparing each of the three models, in keeping with our hypothesis stated in null form, a primary 

comparison was over a 12-month period.  A logistic regression analysis for 30 and 365-day HF, All 

Cause and Non-HF rehospitalisation rate was utilised. Survival methodology was used to investigate 

differences in time to first event HFpEF and HFrEF groups. Separate analyses were performed for time 

to first HF-related non-elective readmission, non-HF related non-elective readmission and all-cause 

non-elective readmissions, as well as time to first ED visitation. For all analyses, patients were 

censored at the end of follow-up or if recorded as deceased. Univariate analyses were performed using 

the non-parametric Kaplan-Meier and the log-rank test and ties in failure times were handled using 

Efron’s method. To adjust for a potential confounding, Cox proportional hazard model was utilised, 

including the following covariates: age, sex, indicator variables for pre-existing HF, chronic kidney 

disease, hypertension, ischaemic heart disease, sleep apnoea, stroke, diabetes, chronic obstructive 

airways disease, dementia, history of malignancy, marital status. All analyses were performed using 

the R software (R 3.4.2) (281).  Finally, a Negative Binomial model was utilised for the assessment of 

recurrent event rate, as expressed as the event rate ratio.  
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4.4. Results 

 

4.4.1. Study population characteristics  

In the 2013-2017 period, a total of 1881 patients were identified with an index non-elective admission 

in which HF was recorded as the principle diagnosis [mean age 74±12 (SD) years; 53% male]. The mean 

CCMI was 5.5 and the two most prevalent comorbidities were hypertension (83%), ischaemic heart 

disease (63%), diabetes (53%) and atrial fibrillation (52%). The prevalence of HFpEF was 52%. The 

study population baseline characteristics are presented in Table 4.31.  The HFpEF group, were older, 

more likely to be female and be single or divorced or widowed. HFpEF patients had more comorbidities 

as demonstrated by greater number of patients with a CCMI of 8 of greater. The HFpEF group had 

higher proportions atrial fibrillation, hypertension, obstructive lung disease, stroke and sleep apnoea. 

On the other hand, the HFrEF group had higher proportions of ischaemic heart disease. There was no 

statistically significant between group differences demonstrated in the percentage of patients with 

history of prior HF, chronic kidney disease, diabetes or dementia, however there tended to be a trend 

towards increase proportions of these conditions in the HFpEF group.   

 

The overall mean LOS per readmission of any type was 5.71 days. For all-cause, HF related and non-

HF related readmissions the mean LOS (in days) for HFpEF and HFrEF groups were; 5.89 vs 5.48 

(p<0.001), 5.39 vs 5.34 (p=0.96), 6.13 vs 5.58 (p=0.004), respectively. The statistically significant 

increase seen in HFpEF mean LOS for readmission of any cause, appears to be driven by the increased 

mean LOS of non-HF related readmissions in this group. There was no statistically significant difference 

seen in the mean LOS for HF related readmissions between groups.   
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Table 4.31: Study population baseline characteristics 

 
HFpEF HFrEF P-value 

    

Count (Total = 1881)  n= 971 (52%) n= 910 (48%) 
 

Age (mean, sd) 77 (10.7) 72.8 (13.6) p<0.001 

Gender (n, %) 
   

     Female  567 (58.4%) 324 (35.6%) p<0.001 

Marital Status (n, %) 
   

     Single/Divorced/Widowed  479 (49.5%) 392 (43.4%) p<0.001 

Comorbidities (n, %)    

     Prior Heart Failure 321 (33.1%) 285 (31.3%) p=0.42 

     Atrial fibrillation  545 (56.1%) 440 (48.4%) p<0.001 

     Hypertension 833 (85.8%) 729 (80.1%) p=0.001 

     Ischaemic heart disease 593 (61.1%) 645 (70.9%) p<0.001 

     Obstructive lung disease 464 (47.8%) 372 (40.9%) p=0.003 

     Chronic kidney disease  501 (51.6%) 438 (48.1%) p=0.13 

     Stroke  172 (17.7%) 118 (13%) p=0.004 

     Diabetes  526 (54.2%) 468 (51.4%) p=0.23 

     Sleep apnoea  139 (14.3%) 79 (8.7%) p<0.001 

     Dementia  111 (11.4%) 74 (8.1%) p=0.16 

Charlson Comorbidity Index (n, %) 
   

               [0-2] 191 (19.7%) 226 (24.8%) p=0.007 

               [2-4] 198 (20.4%) 197 (21.6%) p=0.51 

               [4-6] 212 (21.8%) 188 (20.7%) p=0.53 

               [6-8] 186 (19.2%) 154 (16.9%) p=0.21 

               [8 +] 184 (18.9%) 145 (15.9%) p=0.03 

Abbreviations: HFpEF, heart failure with preserved ejection fraction; HFrEF, heart failure with reduced ejection fraction. 

 

 

 

4.4.2. Readmission outcomes  

The frequency of hospital readmissions, as well as the readmission rates (at 30 and 365 days) and 

event rates for HFpEF and HFrEF groups are presented in Table 4.32. Overall, there were 6597 

readmissions in total over the course of the study period. Of the 1881 patients, 1511 (80%) had at 

least one hospital readmission, of which 688 (37%) had at least one readmission for HF. 1407 (75%) 

patients had at least one non-HF related readmission.   
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The readmission rate for all-cause, HF related and non-HF related rehospitalisation for the overall 

cohort at 30-days was 20%, 10% and 12% respectively; and at 365-days was 66%, 40% and 58% 

respectively. The event rate (over 365 days) for all-cause, HF related and non-HF related 

rehospitalisation for the overall cohort was 3.4, 1.8 and 2.4 per person year respectively.  Based on 

the limited mortality data, the overall mortality rate at 365 days was 15%. There were no significant 

between group differences in unadjusted mortality rate at 365 days (p=0.73).  

 

Table 4.32: Number of hospital readmissions and unadjusted readmission rates for heart failure with preserved vs reduced 
ejection fraction 

 
HFpEF HFrEF 

   

No. of patients  971 910 

All-cause readmissions    

         Patients with ≥1 readmission 806 705 

         Patients with ≥2 readmissions  656 520 

         Patients with ≥3 readmissions  516 403 

         Total number of readmissions 3828 2769 

HF related readmission   

         Patients with ≥1 readmission 359 329 

         Patients with ≥2 readmissions  156 134 

         Patients with ≥3 readmissions  73 82 

         Total number of readmissions 676 604 

Non-HF related readmission   

         Patients with ≥1 readmission 763 644 

         Patients with ≥2 readmissions  443 448 

         Patients with ≥3 readmissions  319 321 

         Total number of readmissions 3152 2165 

30-day readmission rate   

         All-cause 20% 21% 

         HF related 9% 12% 

         Non-HF related 13% 12% 

365-day readmission rate 
  

         All-cause 68% 65% 

         HF related 40% 40% 

         Non-HF related 61% 56% 

Event rate (365-days) 
  

         All-cause/Person-year 3.4 3.5 

         HF admissions/Person-year 1.6 2.1 

         Non-HF admissions/Person-year 2.8 2.8 
   

Abbreviations: HF, heart failure; HFpEF, heart failure with preserved ejection fraction; HFrEF, heart failure with reduced ejection 
fraction. 
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4.4.3. Comparison of statistical models for readmission outcomes 

Table 4.33 presents the adjusted multivariate associations for rehospitalisation in HF with preserved 

and reduced ejection fraction according to the statistical model utilised; Logistic Regression, Cox-

proportional Hazard and Negative Binomial models. 

 

For HF related rehospitalisation, the 30-day readmission rate (according to logistic regression analysis) 

was significantly higher in the HFrEF ref group (OR= 1.64) compared to the HFpEF group, when 

adjusting for all covariates and clinical comorbidities. The adjusted 365-day readmission rate 

(according to logistic regression) was higher in the HFrEF group (OR= 1.17), however statistical 

significance was not achieved. The hazard ratio for time to first HF related readmission was 

significantly higher in the HFrEF group (HR=1.18), compared to the HFpEF group. Likewise, the 

adjusted event rate for HF related readmission was significantly higher in the HFrEF group (ERR=1.31) 

compared to the HFpEF group.  When adjusting for confounders the rates of non-HF related 

rehospitalisation where similar between HFpEF and HFrEF groups, in all statistical models used. The 

adjusted all-cause rehospitalisation rates showed no statistical significance between the groups, 

however there was a trend toward increased 30-day all-cause readmission in HFrEF patients, driven 

by the increase rate of in HF readmissions in this group.    

 

Apart from HFrEF, covariates independently associated HF related readmission in the long term (365-

day odds, hazard for first readmission and recurrent event rate over 365 days) in this cohort included 

atrial fibrillation [(OR= 1.33; 95% CI 1.07-1.66), (HR= 1.27; 95% CI 1.11-1.46), (ERR= 1.30; 95% CI 1.08-

1.55)], chronic kidney disease [OR= 1.71; 95% CI 1.31-2.22, (HR= 1.34; 95% CI 1.14-1.59), (ERR= 1.70; 

95% CI 1.36-2.12)] and ischaemic heart disease (OR= 1.38; 95% CI 1.09-1.76). For ischaemic heart 

disease, a statistically significant increase in the adjusted risk of readmission was seen only for the 

365-day OR, and not for the HR or ERR [(HR= 1.12; 95% CI 0.96-1.31), (ERR= 1.10; 95% CI 0.90-1.35)]. 

Estimates of OR, HR and ERR for other confounding variables for HF rehospitalisation can be found in 

Appendix 7.4.  
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Table 4.33: Multivariate associations for rehospitalisation in heart failure with preserved vs reduced ejection fraction using Logistic Regression, Cox-
proportional Hazard and Negative Binomial models.  

 Logistic Regression 
(Odds ratio) 

Cox-proportional Hazard 
(Hazard ratio) 

Negative Binomial 
(Event rate ratio) 

 HFpEF  
HFrEF 

(30 days) 
HFrEF 

(365 days) HFpEF  HFrEF  HFpEF  HFrEF  

All-cause admission 
   Adjusted Baseline  

1.20 
[0.94; 1.54] 

1.08 
[0.85; 1.36] Baseline  

1.03 
[0.92; 1.15] Baseline  

1.04 
[0.92; 1.18] 

        

HF admission 
   Adjusted Baseline  

1.64* 
[1.19; 2.26] 

1.17 
[0.94; 1.46] Baseline  

1.18* 
[1.03; 1.35] Baseline  

1.31* 
[1.10; 1.58] 

        

Non-HF admission 
   Adjusted Baseline  

0.95 
[0.71; 1.28] 

0.93 
[0.74; 1.15] Baseline  

0.94 
[0.83; 1.05] Baseline  

0.95 
[0.83; 1.09] 

Note: * denotes statistical significance. Hazard ratio’s, odds ratios and event rate ratios expressed have 95% confidence intervals (CI).  All models were adjusted for 
covariates of age, gender, marital status, and clinical co-morbidities.  
Abbreviations: HF, heart failure; HFpEF, heart failure with preserved ejection fraction; HFrEF, heart failure with reduced ejection fraction. 
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4.5. Discussion 

 

This study sought to compare the utility of different statistical models in the context of 

rehospitalisation, as a phenomenon in the natural history of HF. To the surprise of this author, 

between group differences were seen in HF-related readmission, in all three models over 12 months.   

Hence, from this data, no single model can definitively be judged as superior.  This is the first study 

that the author is aware of to show a significant difference in rehospitalisation burden for HF related 

rehospitalisation between HFpEF and HFrEF, in that it was demonstrated that patients with HFrEF 

exhibit a higher burden of rehospitalisation over time.  

 

The results of this study were somewhat unexpected, in that it was anticipated that the rates of 

rehospitalisation, according to first event analyses (i.e. logistic regression and Cox-proportional 

Hazards models), for HFrEF and HFpEF groups were going to be comparable. A finding which has been 

reported in other studies (198, 298). The study hypothesis was that by including total rehospitalisation 

events into a statistical model that analyses recurrent events, a statistically significant burden of 

rehospitalisation would be demonstrated compared to the conventionally used first event statistical 

approaches, which failed to demonstrate a between group difference. And whilst the results of this 

study do not strictly match the hypothesis, they also do not support the null hypothesis; as the analysis 

of recurrent events did not yield a result of no difference in rehospitalisation burden in HFpEF and 

HFrEF groups.  

 

The event rate for recurrent events over 365 days (by the negative binomial model), the hazard ratio 

time to first rehospitalisation (by Cox-proportional hazards) and the odds ratio for 365-day 

readmission rate (by logistic regression) are all measures of long-term rehospitalisation burden. Of 

these three models a statistically significant difference in HF related rehospitalisation was identified 

using their negative binomial and Cox-proportional hazard model, whereas the logistics regression did 

not demonstrate a between group statistical significance in 365-day readmission rate.  

 

The greatest effect size for HF related rehospitalisation in the HFrEF was seen in the negative binomial 

model. Similar findings were seen in a post-hoc study of the CHARM-Preserved trial, which showed 

the greatest treatment effect of Candesartan was demonstrable with the analysis of recurrent events, 

specifically the Negative Binomial model when compared to the time-to-first event approach (cox 

proportional hazard model) (28). The same finding was also seen in a post-hoc study of the EMPHASIS-

HF trial, which showed greatest treatment effect of Eplerenone was achieved when analysing all 
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repeated admissions than by only studying the time to first readmission (186). The authors of both 

studies stated described the inclusion of all events beyond the first event not only demonstrates a 

larger treatment effect, it also leads to a considerable gain in statistical power compared with a first 

event approach (27, 28).  

 

In studying the effect of drugs and interventions on HF rehospitalisation burden, the treatment effect 

of the drug or intervention may increase or accumulate over time. Thus, the greatest effect of 

treatment may be seen in patients’ second, third and fourth readmission etc. This notion has also been 

postulated by other authors (27, 28). This particular argument does not hold up for an increasing effect 

size of HFrEF compared to HFpEF however. Worsening ejection fraction, which is associated with a 

natural progression of HFrEF (114), is also a predictor of increased risk of early first readmission (300, 301). 

Thus, it could be argued that the progressive reduction in ejection fraction seen in HFrEF patients, may 

be the reason (or at least contributory), to the observed greater effect size in HFrEF when analysing 

total readmissions, in this study.     

 

A recently published study from Spain (299) similarly investigated the role of analysing recurrent 

hospital admissions in HF patients. In this Spanish study, the authors aimed to characterise the burden 

of recurrent hospitalization following an admission for acute HF in patients with HFpEF vs HFrEF, using 

both first-event and recurrent event statistical approaches. A methodologically comparable study, the 

authors interestingly found no statistically significant between group differences in the analyses of 

first rehospitalisation for all admission types (i.e. all-cause, HF related, cardiovascular related and non-

cardiovascular related). In the analysis of total admissions (recurrent event analysis), which was 

carried out using a negative binomial model, the authors identified a significant increase in the 

adjusted event rate for total non-cardiovascular related readmissions, there was no significant 

between group difference seen in other admission types, including HF related readmission. 

 

The findings of increased first HF related readmission rates in the HFrEF group was unexpected and 

contrary to what has been previously been described (i.e. no difference). The underlying reasons for 

this are likely multifactorial, with the methodology for patients selected for study cohort plausibly 

being a key contributor. Only patients who had information on LVEF were included in this study cohort. 

It is possible that patients who had cardiac imaging performed represents those patients who were 

more unwell and had a greater priority for cardiac imaging in a resource limited setting. Thus, those 

excluded patients who did not have a cardiac imaging available may represent those patients who 

were more stable and is where imaging may have been performed by primary health providers or in 
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the private system. The exclusion of these HF patients, was just one of several limitations in this 

project.  

 

This study has the expected limitations of observational research based on administrative data. Whilst 

the utilisation of administrative data sets in the study of HF populations is a validated and widely 

accepted method, there is no universally accepted and well-defined processes for the 

operationalisation of key study variables. As such, this study may have included/excluded admissions    

that other studies excluded/included. Moreover, the study cohort comprised of patients who did not 

reside in an aged care facility at the time of their index admission, so as to minimise the possible 

confounding of additional healthcare provision provided in these facilities. This inclusion/exclusion of 

such patients is typically not addressed in other studies. It is unclear, the effect of excluding these 

patients may have had on the study outcomes, particular as they may represent a more vulnerable 

subgroup of patients.   

 

An assessment of ED visitation was not included in this study. It is unclear of the relationship between 

recurrent ED visitation and recurrent hospitalisation. Moreover, this study did not include 

sociodemographic characteristics such as socioeconomic status or cultural and linguistic diversity. 

Whilst both variables are undoubtedly important when considering HF rehospitalisation risk, due to 

methodological constraints these variables were compromised, especially given the primary focus of 

the study being on the methodical approach to the assessment of rehospitalisation, as oppose to a 

comprehensive assessment of the risk factors themselves.          

 

Finally, a key limitation is the absence of complete mortality outcomes. It is unclear how some 

uncaptured deaths, which would not have been censored, may have impacted on the analyses. Albeit, 

there was no between group difference in 365-day mortality rate, where mortality data were available 

(i.e. if deaths occurred as an inpatient within the hospital network or if notified by other health 

services).  

 

 

 

 

 

 

 



69 
 

5. CHAPTER 5: Conclusion 

 

This thesis describes and analyses the burden of rehospitalisation in HF populations. The first study 

presented sheds new light on the impact of cultural and linguistic diversity on HF patient outcomes. 

Utilising a new novel operation definition for CALD, this study demonstrated CALD patients have a 

graduated increased risk of rehospitalisation following an admission with acute HF.  Increasingly, 

Australian health systems are required to serve a growing CALD population. A similar trend has been 

observed in many other developed countries. As attention is focussed upon the problem of repeat 

hospitalisation among patients with HF, CALD grouping may potentially be incorporated into models 

of readmission risk. Better awareness of the differential risk faced by CALD patients with HF, as well 

as improved understanding of the reasons that underpin this disparity, may result in targeted policies 

and interventions to curtail rehospitalisation in this vulnerable group.   

 

The second study of this thesis focused on the different methodological approaches to assessing 

rehospitalisation burden in HF. This is the first study that the author is aware of that shows 

a significant difference between the burden from rehospitalisation for HFpEF and HFrEF. In the long 

term, the increase risk of HF rehospitalisation in HFrEF patients, is shown to a greater extent when 

analysing total recurrent events than is apparent from analysing first rehospitalisation only.  

 

This thesis highlighted numerous methodological challenges in assessing rehospitalisation outcomes 

in HF patients, particular with respect to the utilisation of administrative datasets. In doing so, 

demonstrated the importance of well-defined operational processes and methodological approaches 

to i) identifying HF patients, ii) characterising the complexity of patients, and iii) the designation and 

evaluation of study outcomes (i.e. episodes of hospitalisation).   

 

The research presented within this thesis hopes to inform future studies and health policy that 

examine rehospitalisation burden in HF populations, as well as health disparities of CALD groups in 

any disease context. This body of research has informed additional studies in other disease specific 

patient populations e.g. acute coronary syndromes and in gastrointestinal cancers (see appendix 7.5 

and 7.6).  

 

As the prevalence of HF is rising and patient populations becoming more diverse and complex, there 

is a resultant increasing strain on hospitals and wider healthcare systems.  Only by first identifying and 

further understanding the differences in these evolving patient groups can the appropriate health 
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resource provision and health policy initiated, along with research into effective strategies, to mitigate 

any disparities identified.   

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



71 
 

6. References 

 
1. Braunwald E. Shattuck lecture--cardiovascular medicine at the turn of the millennium: triumphs, 
concerns, and opportunities. N Engl J Med. 1997;337(19):1360-9. 
2. Roger VL. Epidemiology of heart failure. Circ Res. 2013;113(6):646-59. 
3. Mosterd A, Hoes AW. Clinical epidemiology of heart failure. Heart. 2007;93(9):1137-46. 
4. Ponikowski P, Anker SD, AlHabib KF, Cowie MR, Force TL, Hu S, et al. Heart failure: preventing 
disease and death worldwide. ESC Heart Fail. 2014;1(1):4-25. 
5. Fang J, Mensah GA, Croft JB, Keenan NL. Heart failure-related hospitalization in the U.S., 1979 to 
2004. J Am Coll Cardiol. 2008;52(6):428-34. 
6. Ziaeian B, Fonarow GC. Epidemiology and aetiology of heart failure. Nat Rev Cardiol. 
2016;13(6):368-78. 
7. Page K, Marwick TH, Lee R, Grenfell R, Abhayaratna WP, Aggarwal A, et al. A systematic approach 
to chronic heart failure care: a consensus statement. Med J Aust. 2014;201(3):146-50. 
8. Senni M, Paulus WJ, Gavazzi A, Fraser AG, Diez J, Solomon SD, et al. New strategies for heart 
failure with preserved ejection fraction: the importance of targeted therapies for heart failure 
phenotypes. Eur Heart J. 2014;35(40):2797-815. 
9. Voors AA, Anker SD, Cleland JG, Dickstein K, Filippatos G, van der Harst P, et al. A systems BIOlogy 
Study to TAilored Treatment in Chronic Heart Failure: rationale, design, and baseline characteristics 
of BIOSTAT-CHF. Eur J Heart Fail. 2016;18(6):716-26. 
10. Iorio A, Pozzi A, Senni M. Addressing the Heterogeneity of Heart Failure in Future Randomized 
Trials. Curr Heart Fail Rep. 2017;14(3):197-202. 
11. Egwim C, Dixon B, Ambrosy AP, Mentz RJ. Global Variations in Patient Populations and Outcomes 
in Heart Failure Clinical Trials. Curr Heart Fail Rep. 2017;14(1):30-9. 
12. Hughson JA, Woodward-Kron R, Parker A, Hajek J, Bresin A, Knoch U, et al. A review of 
approaches to improve participation of culturally and linguistically diverse populations in clinical 
trials. Trials. 2016;17(1):263. 
13. Mohammad A, Saini B, Chaar BB. Exploring culturally and linguistically diverse consumer needs in 
relation to medicines use and health information within the pharmacy setting. Res Social Adm 
Pharm. 2015;11(4):545-59. 
14. Woodward-Kron R, Hughson JA, Parker A, Bresin A, Hajek J, Knoch U, et al. Culturally and 
Linguistically Diverse Populations in Medical Research: Perceptions and Experiences of Older Italians, 
Their Families, Ethics Administrators and Researchers. J Public Health Res. 2016;5(1):667. 
15. Lood Q, Haggblom-Kronlof G, Dahlin-Ivanoff S. Health promotion programme design and efficacy 
in relation to ageing persons with culturally and linguistically diverse backgrounds: a systematic 
literature review and meta-analysis. BMC Health Serv Res. 2015;15:560. 
16. Poon WC, Joubert L, Harvey C. A longitudinal study of the health and wellbeing of culturally and 
linguistically diverse caregivers of people with psychosis in Australia. Int J Soc Psychiatry. 
2015;61(8):743-53. 
17. Cross W, Singh C. Dual vulnerabilities: mental illness in a culturally and linguistically diverse 
society. Contemp Nurse. 2012;42(2):156-66. 
18. Jeon YH, Essue B, Jan S, Wells R, Whitworth JA. Economic hardship associated with managing 
chronic illness: a qualitative inquiry. BMC Health Serv Res. 2009;9:182. 
19. Peterson PN, Shetterly SM, Clarke CL, Bekelman DB, Chan PS, Allen LA, et al. Health literacy and 
outcomes among patients with heart failure. JAMA. 2011;305(16):1695-701. 
20. Caperchione CM, Kolt GS, Mummery WK. Physical activity in culturally and linguistically diverse 
migrant groups to Western society: a review of barriers, enablers and experiences. Sports Med. 
2009;39(3):167-77. 
21. Australian Bureau of Statistics. Cultural Diversity in Australia 2017 [Available from: 
http://www.abs.gov.au/ausstats/abs@.nsf/Lookup/2071.0main+features902012-2013. 

http://www.abs.gov.au/ausstats/abs@.nsf/Lookup/2071.0main+features902012-2013


72 
 

22. Goris J, Komaric N, Guandalini A, Francis D, Hawes E. Effectiveness of multicultural health 
workers in chronic disease prevention and self-management in culturally and linguistically diverse 
populations: a systematic literature review. Aust J Prim Health. 2013;19(1):14-37. 
23. Henderson S, Kendall E. Culturally and linguistically diverse peoples' knowledge of accessibility 
and utilisation of health services: exploring the need for improvement in health service delivery. 
Aust J Prim Health. 2011;17(2):195-201. 
24. O'Callaghan C, Schofield P, Butow P, Nolte L, Price M, Tsintziras S, et al. "I might not have cancer 
if you didn't mention it": a qualitative study on information needed by culturally diverse cancer 
survivors. Support Care Cancer. 2016;24(1):409-18. 
25. Zhou Q. Accessing disability services by people from culturally and linguistically diverse 
backgrounds in Australia. Disabil Rehabil. 2016;38(9):844-52. 
26. PricewaterhouseCoopers. Culturally and Linguistically Diverse Patient Costing Study. 
Independent Hospital Pricing Authority; 2015 16 March, 2015. 
27. Rogers JK, Yaroshinsky A, Pocock SJ, Stokar D, Pogoda J. Analysis of recurrent events with an 
associated informative dropout time: Application of the joint frailty model. Stat Med. 
2016;35(13):2195-205. 
28. Rogers JK, Pocock SJ, McMurray JJ, Granger CB, Michelson EL, Ostergren J, et al. Analysing 
recurrent hospitalizations in heart failure: a review of statistical methodology, with application to 
CHARM-Preserved. Eur J Heart Fail. 2014;16(1):33-40. 
29. Group NCHFGW, Atherton JJ, Sindone A, De Pasquale CG, Driscoll A, MacDonald PS, et al. 
National Heart Foundation of Australia and Cardiac Society of Australia and New Zealand: Guidelines 
for the Prevention, Detection, and Management of Heart Failure in Australia 2018. Heart Lung Circ. 
2018;27(10):1123-208. 
30. McMurray JJ, Adamopoulos S, Anker SD, Auricchio A, Bohm M, Dickstein K, et al. ESC Guidelines 
for the diagnosis and treatment of acute and chronic heart failure 2012: The Task Force for the 
Diagnosis and Treatment of Acute and Chronic Heart Failure 2012 of the European Society of 
Cardiology. Developed in collaboration with the Heart Failure Association (HFA) of the ESC. Eur Heart 
J. 2012;33(14):1787-847. 
31. Ponikowski P, Voors AA, Anker SD, Bueno H, Cleland JG, Coats AJ, et al. 2016 ESC Guidelines for 
the diagnosis and treatment of acute and chronic heart failure: The Task Force for the diagnosis and 
treatment of acute and chronic heart failure of the European Society of Cardiology (ESC)Developed 
with the special contribution of the Heart Failure Association (HFA) of the ESC. Eur Heart J. 2016. 
32. Yancy CW, Jessup M, Bozkurt B, Butler J, Casey DE, Jr., Colvin MM, et al. 2017 ACC/AHA/HFSA 
Focused Update of the 2013 ACCF/AHA Guideline 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. Circulation. 2017;136(6):e137-e61. 
33. Yancy CW, Jessup M, Bozkurt B, Butler J, Casey DE, Jr., Drazner MH, et al. 2013 ACCF/AHA 
guideline for the management of heart failure: a report of the American College of Cardiology 
Foundation/American Heart Association Task Force on Practice Guidelines. J Am Coll Cardiol. 
2013;62(16):e147-239. 
34. Thibodeau JT, Turer AT, Gualano SK, Ayers CR, Velez-Martinez M, Mishkin JD, et al. 
Characterization of a novel symptom of advanced heart failure: bendopnea. JACC Heart Fail. 
2014;2(1):24-31. 
35. Ponikowski P, Jankowska EA. Pathogenesis and clinical presentation of acute heart failure. Rev 
Esp Cardiol (Engl Ed). 2015;68(4):331-7. 
36. Ponikowski P, Voors AA, Anker SD, Bueno H, Cleland JG, Coats AJ, et al. 2016 ESC Guidelines for 
the diagnosis and treatment of acute and chronic heart failure: The Task Force for the diagnosis and 
treatment of acute and chronic heart failure of the European Society of Cardiology (ESC). Developed 
with the special contribution of the Heart Failure Association (HFA) of the ESC. Eur J Heart Fail. 2016. 
37. Lund LH, Savarese G. Global Public Health Burden of Heart Failure. Cardiac Failure Review. 
2017;03(01). 



73 
 

38. Feldman DS, Mohacsi P, SpringerLink. Heart Failure2019. 1 online resource. p. 
39. Hummel A, Empe K, Dorr M, Felix SB. De novo acute heart failure and acutely decompensated 
chronic heart failure. Dtsch Arztebl Int. 2015;112(17):298-310. 
40. Oktay AA, Rich JD, Shah SJ. The emerging epidemic of heart failure with preserved ejection 
fraction. Curr Heart Fail Rep. 2013;10(4):401-10. 
41. Jackson G, Gibbs CR, Davies MK, Lip GY. ABC of heart failure. Pathophysiology. BMJ. 
2000;320(7228):167-70. 
42. Cotter G, Felker GM, Adams KF, Milo-Cotter O, O'Connor CM. The pathophysiology of acute heart 
failure--is it all about fluid accumulation? Am Heart J. 2008;155(1):9-18. 
43. Nanayakkara S, Patel HC, Kaye DM. Hospitalisation in Patients With Heart Failure With Preserved 
Ejection Fraction. Clin Med Insights Cardiol. 2018;12:1179546817751609. 
44. Zakeri R, Cowie MR. Heart failure with preserved ejection fraction: controversies, challenges and 
future directions. Heart. 2018;104(5):377-84. 
45. DeVore A, McNulty S, Alenezi F, Ersboll M, Oh J, Lin G, et al. Impaired Left Ventricular Global 
Longitudinal Strain in Patients with Heart Failure with Preserved Ejection Fraction: Insights from the 
Relax Trial. J Am Coll Cardiol. 2015;65(10):A979. 
46. Morris DA, Ma XX, Belyavskiy E, Aravind Kumar R, Kropf M, Kraft R, et al. Left ventricular 
longitudinal systolic function analysed by 2D speckle-tracking echocardiography in heart failure with 
preserved ejection fraction: a meta-analysis. Open Heart. 2017;4(2):e000630. 
47. Park JJ, Park J-B, Park J-H, Cho G-Y. Global Longitudinal Strain to Predict Mortality in Patients 
With Acute Heart Failure. J Am Coll Cardiol. 2018;71(18):1947. 
48. Gonzalez-Lopez E, Gallego-Delgado M, Guzzo-Merello G, de Haro-Del Moral FJ, Cobo-Marcos M, 
Robles C, et al. Wild-type transthyretin amyloidosis as a cause of heart failure with preserved 
ejection fraction. Eur Heart J. 2015;36(38):2585-94. 
49. Jhund PS, McMurray JJ. The neprilysin pathway in heart failure: a review and guide on the use of 
sacubitril/valsartan. Heart. 2016;102(17):1342-7. 
50. Boom NK, Lee DS, Tu JV. Comparison of processes of care and clinical outcomes for patients 
newly hospitalized for heart failure attended by different physician specialists. Am Heart J. 
2012;163(2):252-9. 
51. Kul S, Barbieri A, Milan E, Montag I, Vanhaecht K, Panella M. Effects of care pathways on the in-
hospital treatment of heart failure: a systematic review. BMC Cardiovasc Disord. 2012;12(1):81. 
52. McAlister FA, Stewart S, Ferrua S, McMurray JJJV. Multidisciplinary strategies for the 
management of heart failure patients at high risk for admission: A systematic review of randomized 
trials. J Am Coll Cardiol. 2004;44(4):810-9. 
53. Leppin AL, Gionfriddo MR, Kessler M, Brito JP, Mair FS, Gallacher K, et al. Preventing 30-day 
hospital readmissions: a systematic review and meta-analysis of randomized trials. JAMA Intern 
Med. 2014;174(7):1095-107. 
54. Phillips CO, Singa RM, Rubin HR, Jaarsma T. Complexity of program and clinical outcomes of 
heart failure disease management incorporating specialist nurse-led heart failure clinics. A meta-
regression analysis. Eur J Heart Fail. 2005;7(3):333-41. 
55. Whellan DJ, Hasselblad V, Peterson E, O'Connor CM, Schulman KA. Metaanalysis and review of 
heart failure disease management randomized controlled clinical trials. Am Heart J. 2005;149(4):722-
9. 
56. Zuily S, Jourdain P, Decup D, Agrinier N, Loiret J, Groshens S, et al. Impact of heart failure 
management unit on heart failure-related readmission rate and mortality. Arch Cardiovasc Dis. 
2010;103(2):90-6. 
57. Driscoll A, Meagher S, Kennedy R, Hay M, Banerji J, Campbell D, et al. What is the impact of 
systems of care for heart failure on patients diagnosed with heart failure: a systematic review. BMC 
Cardiovasc Disord. 2016;16(1):195. 



74 
 

58. Balakumaran K, Patil A, Marsh S, Ingrassia J, Kuo CL, Jacoby DL, et al. Evaluation of a guideline 
directed medical therapy titration program in patients with heart failure with reduced ejection 
fraction. Int J Cardiol Heart Vasc. 2019;22:1-5. 
59. Grange J. The role of nurses in the management of heart failure. Heart. 2005;91 Suppl 2(Suppl 
2):ii39-42; discussion ii3-8. 
60. Pandey A, Parashar A, Kumbhani D, Agarwal S, Garg J, Kitzman D, et al. Exercise training in 
patients with heart failure and preserved ejection fraction: meta-analysis of randomized control 
trials. Circ Heart Fail. 2015;8(1):33-40. 
61. Haykowsky MJ, Kitzman DW. Exercise physiology in heart failure and preserved ejection fraction. 
Heart Fail Clin. 2014;10(3):445-52. 
62. Hirai DM, Musch TI, Poole DC. Exercise training in chronic heart failure: improving skeletal 
muscle O2 transport and utilization. Am J Physiol Heart Circ Physiol. 2015;309(9):H1419-39. 
63. Howden EJ, Sarma S, Lawley JS, Opondo M, Cornwell W, Stoller D, et al. Reversing the Cardiac 
Effects of Sedentary Aging in Middle Age-A Randomized Controlled Trial: Implications For Heart 
Failure Prevention. Circulation. 2018;137(15):1549-60. 
64. Fonarow GC. Epidemiology and risk stratification in acute heart failure. Am Heart J. 
2008;155(2):200-7. 
65. Sahle BW, Owen AJ, Mutowo MP, Krum H, Reid CM. Prevalence of heart failure in Australia: a 
systematic review. BMC Cardiovasc Disord. 2016;16:32. 
66. Ip EH, Efendi A, Molenberghs G, Bertoni AG. Comparison of risks of cardiovascular events in the 
elderly using standard survival analysis and multiple-events and recurrent-events methods. BMC 
Med Res Methodol. 2015;15:15. 
67. Gheorghiade M, Pang PS. Acute heart failure syndromes. J Am Coll Cardiol. 2009;53(7):557-73. 
68. Giamouzis G, Kalogeropoulos A, Georgiopoulou V, Laskar S, Smith AL, Dunbar S, et al. 
Hospitalization epidemic in patients with heart failure: risk factors, risk prediction, knowledge gaps, 
and future directions. J Card Fail. 2011;17(1):54-75. 
69. Atherton JA, R.; Connell, C. Heart failure guidelines: A concise summary for the GP. Med Today. 
2019;20(6):11. 
70. Carson P, Wertheimer J, Miller A, O'Connor CM, Pina IL, Selzman C, et al. The STICH trial (Surgical 
Treatment for Ischemic Heart Failure): mode-of-death results. JACC Heart Fail. 2013;1(5):400-8. 
71. Pepper J. Managing Heart Failure Patients with Multivessel Disease - Coronary Artery Bypass 
Graft versus Percutaneous Coronary Intervention. Cardiac failure review. 2015;1(2):118-22. 
72. Velazquez EJ, Lee KL, Deja MA, Jain A, Sopko G, Marchenko A, et al. Coronary-artery bypass 
surgery in patients with left ventricular dysfunction. N Engl J Med. 2011;364(17):1607-16. 
73. Brooks MM, Chaitman BR, Nesto RW, Hardison RM, Feit F, Gersh BJ, et al. Clinical and 
angiographic risk stratification and differential impact on treatment outcomes in the Bypass 
Angioplasty Revascularization Investigation 2 Diabetes (BARI 2D) trial. Circulation. 
2012;126(17):2115-24. 
74. Esper RB, Farkouh ME, Ribeiro EE, Hueb W, Domanski M, Hamza TH, et al. SYNTAX Score in 
Patients With Diabetes Undergoing Coronary Revascularization in the FREEDOM Trial. J Am Coll 
Cardiol. 2018;72(23 Pt A):2826-37. 
75. Everett RJ, Clavel MA, Pibarot P, Dweck MR. Timing of intervention in aortic stenosis: a review of 
current and future strategies. Heart. 2018;104(24):2067-76. 
76. Makkar RR, Fontana GP, Jilaihawi H, Kapadia S, Pichard AD, Douglas PS, et al. Transcatheter 
aortic-valve replacement for inoperable severe aortic stenosis. N Engl J Med. 2012;366(18):1696-
704. 
77. Smith CR, Leon MB, Mack MJ, Miller DC, Moses JW, Svensson LG, et al. Transcatheter versus 
surgical aortic-valve replacement in high-risk patients. N Engl J Med. 2011;364(23):2187-98. 
78. Goel S, Pasam RT, Wats K, Chava S, Gotesman J, Sharma A, et al. Mitraclip Plus Medical Therapy 
Versus Medical Therapy Alone for Functional Mitral Regurgitation: A Meta-Analysis. Cardiol Ther. 
2020;9(1):5-17. 



75 
 

79. Leon MB, Smith CR, Mack M, Miller DC, Moses JW, Svensson LG, et al. Transcatheter Aortic-Valve 
Implantation for Aortic Stenosis in Patients Who Cannot Undergo Surgery. N Engl J Med. 
2010;363(17):1597-607. 
80. Stone GW, Lindenfeld J, Abraham WT, Kar S, Lim DS, Mishell JM, et al. Transcatheter Mitral-Valve 
Repair in Patients with Heart Failure. N Engl J Med. 2018;379(24):2307-18. 
81. Ghobrial J, Aboulhosn J. Transcatheter valve replacement in congenital heart disease: the 
present and the future. Heart. 2018;104(19):1629-36. 
82. Kenny DP, Hijazi ZM. Current Status and Future Potential of Transcatheter Interventions in 
Congenital Heart Disease. Circ Res. 2017;120(6):1015-26. 
83. Sabanayagam A, Cavus O, Williams J, Bradley E. Management of Heart Failure in Adult Congenital 
Heart Disease. Heart Fail Clin. 2018;14(4):569-77. 
84. Feldman T, Komtebedde J, Burkhoff D, Massaro J, Maurer MS, Leon MB, et al. Transcatheter 
Interatrial Shunt Device for the Treatment of Heart Failure: Rationale and Design of the Randomized 
Trial to REDUCE Elevated Left Atrial Pressure in Heart Failure (REDUCE LAP-HF I). Circ Heart Fail. 
2016;9(7). 
85. Yang MC, Wu JR. Recent review of transcatheter closure of atrial septal defect. Kaohsiung J Med 
Sci. 2018;34(7):363-9. 
86. Yi K, You T, Ding ZH, Hou XD, Liu XG, Wang XK, et al. Comparison of transcatheter closure, mini-
invasive closure, and open-heart surgical repair for treatment of perimembranous ventricular septal 
defects in children: A PRISMA-compliant network meta-analysis of randomized and observational 
studies. Medicine (Baltimore). 2018;97(40):e12583. 
87. Suradi HS, Hijazi ZM. Adult Congenital Interventions in Heart Failure. Interv Cardiol Clin. 
2017;6(3):427-43. 
88. Keogh A, Williams T, Pettersson R. Australia and New Zealand Cardiothoracic Organ Transplant 
Registry (ANZCOTR) 2018 Report. Australia and New Zealand Cardiothoracic Transplant Registry; 
2018. 
89. Shah AB, Morrissey RP, Baraghoush A, Bharadwaj P, Phan A, Hamilton M, et al. Failing the failing 
heart: a review of palliative care in heart failure. Rev Cardiovasc Med. 2013;14(1):41-8. 
90. Schichtel M, Wee B, Perera R, Onakpoya I. The Effect of Advance Care Planning on Heart Failure: 
a Systematic Review and Meta-analysis. J Gen Intern Med. 2019. 
91. McIlvennan CK, Allen LA. Palliative care in patients with heart failure. BMJ. 2016;353:i1010. 
92. Pitt B, Pfeffer MA, Assmann SF, Boineau R, Anand IS, Claggett B, et al. Spironolactone for heart 
failure with preserved ejection fraction. N Engl J Med. 2014;370(15):1383-92. 
93. Lloyd-Jones D, Adams RJ, Brown TM, Carnethon M, Dai S, De Simone G, et al. Heart disease and 
stroke statistics--2010 update: a report from the American Heart Association. Circulation. 
2010;121(7):e46-e215. 
94. Pfeffer MA, Braunwald E, Moye LA, Basta L, Brown EJ, Jr., Cuddy TE, et al. Effect of captopril on 
mortality and morbidity in patients with left ventricular dysfunction after myocardial infarction. 
Results of the survival and ventricular enlargement trial. The SAVE Investigators. The New England 
journal of medicine. 1992;327(10):669-77. 
95. Jhund PS, Macintyre K, Simpson CR, Lewsey JD, Stewart S, Redpath A, et al. Long-term trends in 
first hospitalization for heart failure and subsequent survival between 1986 and 2003: a population 
study of 5.1 million people. Circulation. 2009;119(4):515-23. 
96. Najafi F, Dobson AJ, Jamrozik K. Recent changes in heart failure hospitalisations in Australia. Eur J 
Heart Fail. 2007;9(3):228-33. 
97. Teng TH, Hung J, Knuiman M, Stewart S, Arnolda L, Jacobs I, et al. Trends in long-term 
cardiovascular mortality and morbidity in men and women with heart failure of ischemic versus non-
ischemic aetiology in Western Australia between 1990 and 2005. Int J Cardiol. 2012;158(3):405-10. 
98. Maggioni AP. Epidemiology of Heart Failure in Europe. Heart Fail Clin. 2015;11(4):625-35. 
99. Maggioni AP, Anker SD, Dahlstrom U, Filippatos G, Ponikowski P, Zannad F, et al. Are hospitalized 
or ambulatory patients with heart failure treated in accordance with European Society of Cardiology 



76 
 

guidelines? Evidence from 12,440 patients of the ESC Heart Failure Long-Term Registry. Eur J Heart 
Fail. 2013;15(10):1173-84. 
100. Stewart S, Ekman I, Ekman T, Oden A, Rosengren A. Population impact of heart failure and the 
most common forms of cancer: a study of 1 162 309 hospital cases in Sweden (1988 to 2004). Circ 
Cardiovasc Qual Outcomes. 2010;3(6):573-80. 
101. Bauersachs J, Butler J, Sandner P, SpringerLink. Heart failure2017. 1 online resource (ix, 581 
pages) p. 
102. Gerber Y, Weston SA, Redfield MM, Chamberlain AM, Manemann SM, Jiang R, et al. A 
contemporary appraisal of the heart failure epidemic in Olmsted County, Minnesota, 2000 to 2010. 
JAMA Intern Med. 2015;175(6):996-1004. 
103. Lam CS, Donal E, Kraigher-Krainer E, Vasan RS. Epidemiology and clinical course of heart failure 
with preserved ejection fraction. Eur J Heart Fail. 2011;13(1):18-28. 
104. Lloyd-Jones DM, Larson MG, Leip EP, Beiser A, D'Agostino RB, Kannel WB, et al. Lifetime risk for 
developing congestive heart failure: the Framingham Heart Study. Circulation. 2002;106(24):3068-
72. 
105. Askoxylakis V, Thieke C, Pleger ST, Most P, Tanner J, Lindel K, et al. Long-term survival of cancer 
patients compared to heart failure and stroke: a systematic review. BMC Cancer. 2010;10:105. 
106. Loehr LR, Rosamond WD, Chang PP, Folsom AR, Chambless LE. Heart failure incidence and 
survival (from the Atherosclerosis Risk in Communities study). Am J Cardiol. 2008;101(7):1016-22. 
107. Cleland JG, Swedberg K, Follath F, Komajda M, Cohen-Solal A, Aguilar JC, et al. The EuroHeart 
Failure survey programme-- a survey on the quality of care among patients with heart failure in 
Europe. Part 1: patient characteristics and diagnosis. Eur Heart J. 2003;24(5):442-63. 
108. Maggioni AP, Dahlstrom U, Filippatos G, Chioncel O, Leiro MC, Drozdz J, et al. EURObservational 
Research Programme: the Heart Failure Pilot Survey (ESC-HF Pilot). Eur J Heart Fail. 
2010;12(10):1076-84. 
109. Nieminen MS, Brutsaert D, Dickstein K, Drexler H, Follath F, Harjola VP, et al. EuroHeart Failure 
Survey II (EHFS II): a survey on hospitalized acute heart failure patients: description of population. 
Eur Heart J. 2006;27(22):2725-36. 
110. Owan TE, Hodge DO, Herges RM, Jacobsen SJ, Roger VL, Redfield MM. Trends in Prevalence and 
Outcome of Heart Failure with Preserved Ejection Fraction. N Engl J Med. 2006;355(3):251-9. 
111. Bhatia RS, Tu JV, Lee DS, Austin PC, Fang J, Haouzi A, et al. Outcome of Heart Failure with 
Preserved Ejection Fraction in a Population-Based Study. N Engl J Med. 2006;355(3):260-9. 
112. Somaratne JB, Berry C, McMurray JJ, Poppe KK, Doughty RN, Whalley GA. The prognostic 
significance of heart failure with preserved left ventricular ejection fraction: a literature-based meta-
analysis. Eur J Heart Fail. 2009;11(9):855-62. 
113. Meta-analysis Global Group in Chronic Heart F. The survival of patients with heart failure with 
preserved or reduced left ventricular ejection fraction: an individual patient data meta-analysis. Eur 
Heart J. 2011;33(14):1750-7. 
114. Gheorghiade M, De Luca L, Fonarow GC, Filippatos G, Metra M, Francis GS. Pathophysiologic 
Targets in the Early Phase of Acute Heart Failure Syndromes. Am J Cardiol. 2005;96(6):11-7. 
115. Ziaeian B, Fonarow GC. The Prevention of Hospital Readmissions in Heart Failure. Prog 
Cardiovasc Dis. 2016;58(4):379-85. 
116. Arora S, Patel P, Lahewala S, Patel N, Patel NJ, Thakore K, et al. Etiologies, Trends, and 
Predictors of 30-Day Readmission in Patients With Heart Failure. Am J Cardiol. 2017;119(5):760-9. 
117. Su A, Al'Aref SJ, Beecy AN, Min JK, Karas MG. Clinical and Socioeconomic Predictors of Heart 
Failure Readmissions: A Review of Contemporary Literature. Mayo Clin Proc. 2019;94(7):1304-20. 
118. Vader JM, LaRue SJ, Stevens SR, Mentz RJ, DeVore AD, Lala A, et al. Timing and Causes of 
Readmission After Acute Heart Failure Hospitalization-Insights From the Heart Failure Network 
Trials. J Card Fail. 2016;22(11):875-83. 



77 
 

119. O'Connor M, Murtaugh CM, Shah S, Barron-Vaya Y, Bowles KH, Peng TR, et al. Patient 
Characteristics Predicting Readmission Among Individuals Hospitalized for Heart Failure. Med Care 
Res Rev. 2016;73(1):3-40. 
120. Krumholz HM, Parent EM, Tu N, Vaccarino V, Wang Y, Radford MJ, et al. Readmission after 
hospitalization for congestive heart failure among Medicare beneficiaries. Arch Intern Med. 
1997;157(1):99-104. 
121. Jencks SF, Williams MV, Coleman EA. Rehospitalizations among patients in the Medicare fee-
for-service program. N Engl J Med. 2009;360(14):1418-28. 
122. Cheng RK, Cox M, Neely ML, Heidenreich PA, Bhatt DL, Eapen ZJ, et al. Outcomes in patients 
with heart failure with preserved, borderline, and reduced ejection fraction in the Medicare 
population. Am Heart J. 2014;168(5):721-30. 
123. Dharmarajan K, Hsieh AF, Lin Z, Bueno H, Ross JS, Horwitz LI, et al. Diagnoses and timing of 30-
day readmissions after hospitalization for heart failure, acute myocardial infarction, or pneumonia. 
JAMA. 2013;309(4):355-63. 
124. O'Connor CM, Miller AB, Blair JE, Konstam MA, Wedge P, Bahit MC, et al. Causes of death and 
rehospitalization in patients hospitalized with worsening heart failure and reduced left ventricular 
ejection fraction: results from Efficacy of Vasopressin Antagonism in Heart Failure Outcome Study 
with Tolvaptan (EVEREST) program. Am Heart J. 2010;159(5):841-9 e1. 
125. Blackledge HM, Newton J, Squire IB. Prognosis for South Asian and white patients newly 
admitted to hospital with heart failure in the United Kingdom: historical cohort study. BMJ. 
2003;327(7414):526-31. 
126. Kossovsky MP, Sarasin FP, Perneger TV, Chopard P, Sigaud P, Gaspoz J-M. Unplanned 
readmissions of patients with congestive heart failure: do they reflect in-hospital quality of care or 
patient characteristics? The American Journal of Medicine. 2000;109(5):386-90. 
127. Islam T, O'Connell B, Lakhan P. Hospital readmission among older adults with congestive heart 
failure. Aust Health Rev. 2013;37(3):362-8. 
128. Harjai KJ, Thompson HW, Turgut T, Shah M. Simple clinical variables are markers of the 
propensity for readmission in patients hospitalized with heart failure. Am J Cardiol. 2001;87(2):234-
7, A9. 
129. Koitabashi T, Inomata T, Niwano S, Nishii M, Takeuchi I, Nakano H, et al. Paroxysmal atrial 
fibrillation coincident with cardiac decompensation is a predictor of poor prognosis in chronic heart 
failure. Circ J. 2005;69(7):823-30. 
130. Palazzuoli A, Evangelista I, Ruocco G, Lombardi C, Giovannini V, Nuti R, et al. Early readmission 
for heart failure: An avoidable or ineluctable debacle? Int J Cardiol. 2019;277:186-95. 
131. Krumholz HM, Chaudhry SI, Spertus JA, Mattera JA, Hodshon B, Herrin J. Do Non-Clinical Factors 
Improve Prediction of Readmission Risk?: Results From the Tele-HF Study. JACC Heart Fail. 
2016;4(1):12-20. 
132. Howie-Esquivel J, Dracup K. Effect of gender, ethnicity, pulmonary disease, and symptom 
stability on rehospitalization in patients with heart failure. Am J Cardiol. 2007;100(7):1139-44. 
133. Anselmino M, De Ferrari GM, Massa R, Manca L, Tritto M, Molon G, et al. Predictors of 
mortality and hospitalization for cardiac causes in patients with heart failure and nonischemic heart 
disease: a subanalysis of the ALPHA study. Pacing Clin Electrophysiol. 2009;32 Suppl 1:S214-8. 
134. Lee WY, Capra AM, Jensvold NG, Gurwitz JH, Go AS, Epidemiology PO, et al. Gender and risk of 
adverse outcomes in heart failure. Am J Cardiol. 2004;94(9):1147-52. 
135. Sheppard R, Behlouli H, Richard H, Pilote L. Effect of gender on treatment, resource utilization, 
and outcomes in congestive heart failure in Quebec, Canada. Am J Cardiol. 2005;95(8):955-9. 
136. Calvillo-King L, Arnold D, Eubank KJ, Lo M, Yunyongying P, Stieglitz H, et al. Impact of social 
factors on risk of readmission or mortality in pneumonia and heart failure: systematic review. J Gen 
Intern Med. 2013;28(2):269-82. 
137. 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 



78 
 

heart failure hospitalization: Atherosclerosis Risk in Communities cohort (1987 to 2004). Circ Heart 
Fail. 2011;4(3):308-16. 
138. Hawkins NM, Jhund PS, McMurray JJ, Capewell S. Heart failure and socioeconomic status: 
accumulating evidence of inequality. Eur J Heart Fail. 2012;14(2):138-46. 
139. Rathore SS, Masoudi FA, Wang Y, Curtis JP, Foody JM, Havranek EP, et al. Socioeconomic status, 
treatment, and outcomes among elderly patients hospitalized with heart failure: findings from the 
National Heart Failure Project. Am Heart J. 2006;152(2):371-8. 
140. Amarasingham R, Moore BJ, Tabak YP, Drazner MH, Clark CA, Zhang S, et al. An automated 
model to identify heart failure patients at risk for 30-day readmission or death using electronic 
medical record data. Med Care. 2010;48(11):981-8. 
141. Betihavas V, Frost SA, Newton PJ, Macdonald P, Stewart S, Carrington MJ, et al. An Absolute 
Risk Prediction Model to Determine Unplanned Cardiovascular Readmissions for Adults with Chronic 
Heart Failure. Heart Lung Circ. 2015;24(11):1068-73. 
142. Mahajan SM, Heidenreich P, Abbott B, Newton A, Ward D. Predictive models for identifying risk 
of readmission after index hospitalization for heart failure: A systematic review. Eur J Cardiovasc 
Nurs. 2018;17(8):675-89. 
143. Peterson PN, Campagna EJ, Maravi M, Allen LA, Bull S, Steiner JF, et al. Acculturation and 
outcomes among patients with heart failure. Circ Heart Fail. 2012;5(2):160-6. 
144. Philbin EF, DiSalvo TG. Prediction of hospital readmission for heart failure: development of a 
simple risk score based on administrative data. J Am Coll Cardiol. 1999;33(6):1560-6. 
145. Mesquita ET, Jorge AJL, Rabelo LM, Souza Jr CV. Understanding Hospitalization in Patients with 
Heart Failure. International Journal of Cardiovascular Sciences. 2016. 
146. Ruigomez A, Michel A, Martin-Perez M, Garcia Rodriguez LA. Heart failure hospitalization: An 
important prognostic factor for heart failure re-admission and mortality. Int J Cardiol. 2016;220:855-
61. 
147. Khayat R, Abraham W, Patt B, Brinkman V, Wannemacher J, Porter K, et al. Central sleep apnea 
is a predictor of cardiac readmission in hospitalized patients with systolic heart failure. J Card Fail. 
2012;18(7):534-40. 
148. Murakami M, Niwano S, Koitabashi T, Inomata T, Satoh A, Kishihara J, et al. Evaluation of the 
impact of atrial fibrillation on rehospitalization events in heart failure patients in recent years. J 
Cardiol. 2012;60(1):36-41. 
149. Wiley JF, Chan YK, Ahamed Y, Ball J, Carrington MJ, Riegel B, et al. Multimorbidity and the Risk 
of All-Cause 30-Day Readmission in the Setting of Multidisciplinary Management of Chronic Heart 
Failure: A Retrospective Analysis of 830 Hospitalized Patients in Australia. J Cardiovasc Nurs. 
2018;33(5):437-45. 
150. Braunstein JB, Anderson GF, Gerstenblith G, Weller W, Niefeld M, Herbert R, et al. Noncardiac 
comorbidity increases preventable hospitalizations and mortality among Medicare beneficiaries with 
chronic heart failure. J Am Coll Cardiol. 2003;42(7):1226-33. 
151. Robertson J, McElduff P, Pearson SA, Henry DA, Inder KJ, Attia JR. The health services burden of 
heart failure: an analysis using linked population health data-sets. BMC Health Serv Res. 
2012;12:103. 
152. Felker GM, Gattis WA, Leimberger JD, Adams KF, Cuffe MS, Gheorghiade M, et al. Usefulness of 
anemia as a predictor of death and rehospitalization in patients with decompensated heart failure. 
Am J Cardiol. 2003;92(5):625-8. 
153. Rodriguez-Artalejo F, Guallar-Castillon P, Herrera MC, Otero CM, Chiva MO, Ochoa CC, et al. 
Social network as a predictor of hospital readmission and mortality among older patients with heart 
failure. J Card Fail. 2006;12(8):621-7. 
154. Guha K, McDonagh T. Heart failure epidemiology: European perspective. Curr Cardiol Rev. 
2013;9(2):123-7. 



79 
 

155. Al-Omary MS, Davies AJ, Evans TJ, Bastian B, Fletcher PJ, Attia J, et al. Mortality and 
Readmission Following Hospitalisation for Heart Failure in Australia: A Systematic Review and Meta-
Analysis. Heart Lung Circ. 2018;27(8):917-27. 
156. Australian Commission on Safety and Quality in Health Care (ACSQHC). Second Australian Atlas 
of Healthcare Variation - Chronic disease and infection: potentially preventable hospitalisations. 
Sydney, Australia: ACSQHC; 2017. 
157. Australian Institute of Health and Welfare (AIHW). Cardiovascular disease, diabetes and chronic 
kidney disease. Canberra; 2015.  Contract No.: Cat. no. CDK 4. 
158. Oxford English Dictionary. "definition, n.": Oxford University Press; 2018. 
159. Ary D, Jacobs LC, Razavieh A, Ary D. Introduction to research in education. 8th ed. Belmont, CA: 
Wadsworth; 2010. xv, 669 p. p. 
160. Rumball-Smith J, Hider P. The validity of readmission rate as a marker of the quality of hospital 
care, and a recommendation for its definition. N Z Med J. 2009;122:63-70. 
161. Aljishi M, Parekh K. Risk factors for general medicine readmissions and association with 
mortality. N Z Med J. 2014;127(1394):42-50. 
162. Hekkert K, Borghans I, Cihangir S, Westert GP, Kool RB. What is the impact on the readmission 
ratio of taking into account readmissions to other hospitals? A cross-sectional study. BMJ Open. 
2019;9(4):e025740. 
163. Fischer C, Anema HA, Klazinga NS. The validity of indicators for assessing quality of care: a 
review of the European literature on hospital readmission rate. Eur J Public Health. 2012;22(4):484-
91. 
164. Lagoe RJ, Nanno DS, Luziani ME. Quantitative tools for addressing hospital readmissions. BMC 
Res Notes. 2012;5:620. 
165. Hekkert K, Kool RB, Rake E, Cihangir S, Borghans I, Atsma F, et al. To what degree can variations 
in readmission rates be explained on the level of the hospital? a multilevel study using a large Dutch 
database. BMC Health Serv Res. 2018;18(1):999. 
166. Lin G, Chung ES, Casey DE, Jr., Snow R. Redefining hospital readmissions to better reflect clinical 
course of care for heart failure patients. Am J Med Qual. 2007;22(2):98-102. 
167. Chambers M, Clarke A. Measuring readmission rates. BMJ. 1990;301(6761):1134-6. 
168. Hicks KA, Tcheng JE, Bozkurt B, Chaitman BR, Cutlip DE, Farb A, et al. 2014 ACC/AHA Key Data 
Elements and Definitions for Cardiovascular Endpoint Events in Clinical Trials: A Report of the 
American College of Cardiology/American Heart Association Task Force on Clinical Data Standards 
(Writing Committee to Develop Cardiovascular Endpoints Data Standards). Circulation. 
2015;132(4):302-61. 
169. Zannad F, Garcia AA, Anker SD, Armstrong PW, Calvo G, Cleland JG, et al. Clinical outcome 
endpoints in heart failure trials: a European Society of Cardiology Heart Failure Association 
consensus document. Eur J Heart Fail. 2013;15(10):1082-94. 
170. Quan H, Li B, Saunders LD, Parsons GA, Nilsson CI, Alibhai A, et al. Assessing validity of ICD-9-CM 
and ICD-10 administrative data in recording clinical conditions in a unique dually coded database. 
Health Serv Res. 2008;43(4):1424-41. 
171. Huang H, Turner M, Raju S, Reich J, Leatherman S, Armstrong K, et al. Identification of Acute 
Decompensated Heart Failure Hospitalizations Using Administrative Data. Am J Cardiol. 
2017;119(11):1791-6. 
172. Saczynski JS, Andrade SE, Harrold LR, Tjia J, Cutrona SL, Dodd KS, et al. A systematic review of 
validated methods for identifying heart failure using administrative data. Pharmacoepidemiol Drug 
Saf. 2012;21 Suppl 1:129-40. 
173. Saengsiri AO, Hacker ED. Conducting quality of life research in people with coronary artery 
disease in non-English-speaking countries: conceptual and operationalization issues. J Cardiovasc 
Nurs. 2015;30(1):74-84. 



80 
 

174. Youngson E, Welsh RC, Kaul P, McAlister F, Quan H, Bakal J. Defining and validating 
comorbidities and procedures in ICD-10 health data in ST-elevation myocardial infarction patients. 
Medicine (Baltimore). 2016;95(32):e4554. 
175. National Centre for Classification in Health (Australia). ICD-10-AM/ACHI/ACS TENTH EDITION. 
Australian Consortium for Classification Development; Sydney, Australia. 2016. 
176. Bhatia RS, Austin PC, Stukel TA, Schull MJ, Chong A, Tu JV, et al. Outcomes in patients with heart 
failure treated in hospitals with varying admission rates: population-based cohort study. BMJ Qual 
Saf. 2014;23(12):981-8. 
177. Bottle A, Goudie R, Cowie MR, Bell D, Aylin P. Relation between process measures and 
diagnosis-specific readmission rates in patients with heart failure. Heart. 2015;101(21):1704-10. 
178. Dharmarajan K, Hsieh AF, Kulkarni VT, Lin Z, Ross JS, Horwitz LI, et al. Trajectories of risk after 
hospitalization for heart failure, acute myocardial infarction, or pneumonia: retrospective cohort 
study. BMJ. 2015;350:h411. 
179. Frolova N, Bakal JA, McAlister FA, Rowe BH, Quan H, Kaul P, et al. Assessing the use of 
international classification of diseases-10th revision codes from the emergency department for the 
identification of acute heart failure. JACC Heart Fail. 2015;3(5):386-91. 
180. Krumholz HM, Hsieh A, Dreyer RP, Welsh J, Desai NR, Dharmarajan K. Trajectories of Risk for 
Specific Readmission Diagnoses after Hospitalization for Heart Failure, Acute Myocardial Infarction, 
or Pneumonia. PLoS One. 2016;11(10):e0160492. 
181. McLean R, Mendis K, Canalese J. A ten-year retrospective study of unplanned hospital 
readmissions to a regional Australian hospital. Aust Health Rev. 2008;32(3):537-47. 
182. Ozga AK, Kieser M, Rauch G. A systematic comparison of recurrent event models for application 
to composite endpoints. BMC Med Res Methodol. 2018;18(1):2. 
183. Peace K, Chen D-G, Menon S. Biopharmaceutical applied statistics symposium: Volume 1 Design 
of Clinical Trials. Singapore: Springer; 2018. pages cm p. 
184. Claggett B, Pocock S, Wei LJ, Pfeffer MA, McMurray JJV, Solomon SD. Comparison of Time-to-
First Event and Recurrent-Event Methods in Randomized Clinical Trials. Circulation. 2018;138(6):570-
7. 
185. Amorim LD, Cai J. Modelling recurrent events: a tutorial for analysis in epidemiology. Int J 
Epidemiol. 2015;44(1):324-33. 
186. Rogers JK, McMurray JJ, Pocock SJ, Zannad F, Krum H, van Veldhuisen DJ, et al. Eplerenone in 
patients with systolic heart failure and mild symptoms: analysis of repeat hospitalizations. 
Circulation. 2012;126(19):2317-23. 
187. Chamberlain AM, Dunlay SM, Gerber Y, Manemann SM, Jiang R, Weston SA, et al. Burden and 
Timing of Hospitalizations in Heart Failure: A Community Study. Mayo Clin Proc. 2017;92(2):184-92. 
188. Borer JS, Bohm M, Ford I, Komajda M, Tavazzi L, Sendon JL, et al. Effect of ivabradine on 
recurrent hospitalization for worsening heart failure in patients with chronic systolic heart failure: 
the SHIFT Study. Eur Heart J. 2012;33(22):2813-20. 
189. Anand IS, Carson P, Galle E, Song R, Boehmer J, Ghali JK, et al. Cardiac resynchronization 
therapy reduces the risk of hospitalizations in patients with advanced heart failure: results from the 
Comparison of Medical Therapy, Pacing and Defibrillation in Heart Failure (COMPANION) trial. 
Circulation. 2009;119(7):969-77. 
190. Goldenberg I, Hall WJ, Beck CA, Moss AJ, Barsheshet A, McNitt S, et al. Reduction of the risk of 
recurring heart failure events with cardiac resynchronization therapy: MADIT-CRT (Multicenter 
Automatic Defibrillator Implantation Trial With Cardiac Resynchronization Therapy). J Am Coll 
Cardiol. 2011;58(7):729-37. 
191. Investigators S, Yusuf S, Pitt B, Davis CE, Hood WB, Cohn JN. Effect of enalapril on survival in 
patients with reduced left ventricular ejection fractions and congestive heart failure. N Engl J Med. 
1991;325(5):293-302. 
192. Carson P, Tognoni G, Cohn JN. Effect of Valsartan on hospitalization: results from Val-HeFT. J 
Card Fail. 2003;9(3):164-71. 



81 
 

193. Fowler MB, Vera-Llonch M, Oster G, Bristow MR, Cohn JN, Colucci WS, et al. Influence of 
carvedilol on hospitalizations in heart failure: incidence, resource utilization and costs. U.S. 
Carvedilol Heart Failure Study Group. J Am Coll Cardiol. 2001;37(6):1692-9. 
194. Go AS, Yang J, Gurwitz JH, Hsu J, Lane K, Platt R. Comparative effectiveness of beta-adrenergic 
antagonists (atenolol, metoprolol tartrate, carvedilol) on the risk of rehospitalization in adults with 
heart failure. Am J Cardiol. 2007;100(4):690-6. 
195. Ardiles LG, Tadano YS, Costa S, Urbina V, Capucim MN, da Silva I, et al. Negative Binomial 
regression model for analysis of the relationship between hospitalization and air pollution. 
Atmospheric Pollution Research. 2018;9(2):333-41. 
196. Vivo RP, Krim SR, Liang L, Neely M, Hernandez AF, Eapen ZJ, et al. Short- and long-term 
rehospitalization and mortality for heart failure in 4 racial/ethnic populations. J Am Heart Assoc. 
2014;3(5):e001134. 
197. Rico F, Liu Y, Martinez DA, Huang S, Zayas-Castro JL, Fabri PJ. Preventable Readmission Risk 
Factors for Patients With Chronic Conditions. J Healthc Qual. 2016;38(3):127-42. 
198. Chun S, Tu JV, Wijeysundera HC, Austin PC, Wang X, Levy D, et al. Lifetime analysis of 
hospitalizations and survival of patients newly admitted with heart failure. Circ Heart Fail. 
2012;5(4):414-21. 
199. Lim HJ, Zhang X. Additive and multiplicative hazards modeling for recurrent event data analysis. 
BMC Med Res Methodol. 2011;11:101. 
200. Anker SD, McMurray JJ. Time to move on from 'time-to-first': should all events be included in 
the analysis of clinical trials? Eur Heart J. 2012;33(22):2764-5. 
201. IOM. "The World Migration Report 2015: Migrants and Cities, New Partnerships to Manage 
Mobility.". Geneva: International Organization for Migration. 2015:2. 
202. Seman M, Karanatsios B, Simons K, Falls R, Tan N, Wong C, et al. The impact of cultural and 
linguistic diversity on hospital readmission in patients hospitalised with acute heart failure. Eur Heart 
J Qual Care Clin Outcomes. 2019. 
203. Caperchione CM, Kolt GS, Mummery WK. Examining physical activity service provision to 
culturally and linguistically diverse (CALD) communities in Australia: a qualitative evaluation. PLoS 
One. 2013;8(4):e62777. 
204. Aspinall PJ. Operationalising the collection of ethnicity data in studies of the sociology of health 
and illness. Sociol Health Illn. 2001;23(6):829-62. 
205. Department of Education and Early Childhood Development. Cultural and Linguistic Diversity. 
Victoria State Government; 2011 16/06/2011. 
206. Australian Institute of Health and Welfare (AIHW). Cultural and linguistic diversity measures in 
aged care. Canberra; 2014 2014.  Contract No.: Cat. no. AGE 74. 
207. John-Baptiste A, Naglie G, Tomlinson G, Alibhai SM, Etchells E, Cheung A, et al. The effect of 
English language proficiency on length of stay and in-hospital mortality. J Gen Intern Med. 
2004;19(3):221-8. 
208. Wardin K. A comparison of verbal evaluation of clients with limited English proficiency and 
English-speaking clients in physical rehabilitation settings. Am J Occup Ther. 1996;50(10):816-25. 
209. Biswas S, Seman M, Cox N, Neil C, Brennan A, Dinh D, et al. Impact of limited English proficiency 
on presentation and outcomes of patients undergoing primary percutaneous coronary intervention 
for ST-elevation myocardial infarction. Intern Med J. 2018;48(4):457-61. 
210. Boscolo-Hightower A, Rafton SA, Tolman M, Zhou C, Ebel BE. Identifying families with limited 
English proficiency using a capture-recapture approach. Hosp Pediatr. 2014;4(1):16-22. 
211. Derose KP, Baker DW. Limited English proficiency and Latinos' use of physician services. Med 
Care Res Rev. 2000;57(1):76-91. 
212. Grover A, Deakyne S, Bajaj L, Roosevelt GE. Comparison of throughput times for limited English 
proficiency patient visits in the emergency department between different interpreter modalities. J 
Immigr Minor Health. 2012;14(4):602-7. 



82 
 

213. Karliner LS, Jacobs EA, Chen AH, Mutha S. Do professional interpreters improve clinical care for 
patients with limited English proficiency? A systematic review of the literature. Health Serv Res. 
2007;42(2):727-54. 
214. Levas MN, Cowden JD, Dowd MD. Effects of the limited English proficiency of parents on 
hospital length of stay and home health care referral for their home health care-eligible children 
with infections. Arch Pediatr Adolesc Med. 2011;165(9):831-6. 
215. Rogers AJ, Delgado CA, Simon HK. The effect of limited English proficiency on admission rates 
from a pediatric ED: stratification by triage acuity. Am J Emerg Med. 2004;22(7):534-6. 
216. Schenker Y, Karter AJ, Schillinger D, Warton EM, Adler NE, Moffet HH, et al. The impact of 
limited English proficiency and physician language concordance on reports of clinical interactions 
among patients with diabetes: the DISTANCE study. Patient Educ Couns. 2010;81(2):222-8. 
217. Schenker Y, Perez-Stable EJ, Nickleach D, Karliner LS. Patterns of interpreter use for hospitalized 
patients with limited English proficiency. Journal of general internal medicine. 2011;26(7):712-7. 
218. Schenker Y, Wang F, Selig SJ, Ng R, Fernandez A. The impact of language barriers on 
documentation of informed consent at a hospital with on-site interpreter services. Journal of general 
internal medicine. 2007;22 Suppl 2:294-9. 
219. Shi L, Lebrun LA, Tsai J. The influence of English proficiency on access to care. Ethn Health. 
2009;14(6):625-42. 
220. Tang AS, Kruger JF, Quan J, Fernandez A. From admission to discharge: patterns of interpreter 
use among resident physicians caring for hospitalized patients with limited english proficiency. J 
Health Care Poor Underserved. 2014;25(4):1784-98. 
221. Wallbrecht J, Hodes-Villamar L, Weiss SJ, Ernst AA. No difference in emergency department 
length of stay for patients with limited proficiency in English. South Med J. 2014;107(1):1-5. 
222. Wasserman M, Renfrew MR, Green AR, Lopez L, Tan-McGrory A, Brach C, et al. Identifying and 
preventing medical errors in patients with limited English proficiency: key findings and tools for the 
field. J Healthc Qual. 2014;36(3):5-16. 
223. Wilson E, Chen AH, Grumbach K, Wang F, Fernandez A. Effects of limited English proficiency and 
physician language on health care comprehension. J Gen Intern Med. 2005;20(9):800-6. 
224. Wisnivesky JP, Krauskopf K, Wolf MS, Wilson EA, Sofianou A, Martynenko M, et al. The 
association between language proficiency and outcomes of elderly patients with asthma. Ann Allergy 
Asthma Immunol. 2012;109(3):179-84. 
225. Yip MP, Ong BN, Meischke HW, Feng SX, Calhoun R, Painter I, et al. The role of self-efficacy in 
communication and emergency response in Chinese limited english proficiency (LEP) populations. 
Health Promot Pract. 2013;14(3):400-7. 
226. Duffy MM, Alexander A. Overcoming language barriers for non-English speaking patients. ANNA 
J. 1999;26(5):507-10, 28. 
227. Ganguly I. The third dimension: cultural awareness for non-English speaking background health 
professionals. Aust N Z J Public Health. 2001;25(2):109-10. 
228. Parsons M, Collier DL. Health care and the rights of persons with limited English skills--Title VI of 
the Civil Rights Act of 1964. Tenn Med. 2002;95(8):340-1. 
229. Hines AL, Andrews RM, Moy E, Barrett ML, Coffey RM. Disparities in rates of inpatient mortality 
and adverse events: race/ethnicity and language as independent contributors. International journal 
of environmental research and public health. 2014;11(12):13017-34. 
230. Traylor AH, Schmittdiel JA, Uratsu CS, Mangione CM, Subramanian U. Adherence to 
cardiovascular disease medications: does patient-provider race/ethnicity and language concordance 
matter? J Gen Intern Med. 2010;25(11):1172-7. 
231. Stewart MA. Effective physician-patient communication and health outcomes: a review. CMAJ. 
1995;152(9):1423-33. 
232. Divi C, Koss RG, Schmaltz SP, Loeb JM. Language proficiency and adverse events in US hospitals: 
a pilot study. Int J Qual Health Care. 2007;19(2):60-7. 



83 
 

233. Lion KC, Rafton SA, Shafii J, Brownstein D, Michel E, Tolman M, et al. Association between 
language, serious adverse events, and length of stay among hospitalized children. Hosp Pediatr. 
2013;3(3):219-25. 
234. Lindholm M, Hargraves JL, Ferguson WJ, Reed G. Professional language interpretation and 
inpatient length of stay and readmission rates. J Gen Intern Med. 2012;27(10):1294-9. 
235. Ngo-Metzger Q, Sorkin DH, Phillips RS, Greenfield S, Massagli MP, Clarridge B, et al. Providing 
high-quality care for limited English proficient patients: the importance of language concordance and 
interpreter use. J Gen Intern Med. 2007;22 Suppl 2:324-30. 
236. Ngai KM, Grudzen CR, Lee R, Tong VY, Richardson LD, Fernandez A. The Association Between 
Limited English Proficiency and Unplanned Emergency Department Revisit Within 72 Hours. Ann 
Emerg Med. 2016. 
237. Stewart S, Vandenbroek AJ, Pearson S, Horowitz JD. Prolonged beneficial effects of a home-
based intervention on unplanned readmissions and mortality among patients with congestive heart 
failure. Arch Intern Med. 1999;159(3):257-61. 
238. Biggers A, Shi Y, Charlson J, Smith EC, Smallwood AJ, Nattinger AB, et al. Medicare D Subsidies 
and Racial Disparities in Persistence and Adherence With Hormonal Therapy. J Clin Oncol. 
2016;34(36):4398-404. 
239. Betancourt JR, Green AR, Carrillo JE, Ananeh-Firempong O, 2nd. Defining cultural competence: 
a practical framework for addressing racial/ethnic disparities in health and health care. Public Health 
Rep. 2003;118(4):293-302. 
240. Rangrass G, Ghaferi AA, Dimick JB. Explaining racial disparities in outcomes after cardiac 
surgery: the role of hospital quality. JAMA Surg. 2014;149(3):223-7. 
241. Romero T, Greenwood KL, Glaser D. Update on quality of care in Hispanics and other racial-
ethnic groups in the United States discharged with the diagnosis of Acute Myocardial Infarction in 
2013. Int J Cardiol. 2017. 
242. Safford MM, Brown TM, Muntner PM, Durant RW, Glasser S, Halanych JH, et al. Association of 
race and sex with risk of incident acute coronary heart disease events. JAMA. 2012;308(17):1768-74. 
243. Gasevic D, Ross ES, Lear SA. Ethnic Differences in Cardiovascular Disease Risk Factors: A 
Systematic Review of North American Evidence. Can J Cardiol. 2015;31(9):1169-79. 
244. Kurian AK, Cardarelli KM. Racial and ethnic differences in cardiovascular disease risk factors: a 
systematic review. Ethn Dis. 2007;17(1):143-52. 
245. Safford MM, Brown TM, Muntner PM, Durant RW, Glasser S, Halanych JH, et al. Association of 
race and sex with risk of incident acute coronary heart disease events. JAMA. 2012;308(17):1768-74. 
246. Ashton CM, Haidet P, Paterniti DA, Collins TC, Gordon HS, O'Malley K, et al. Racial and ethnic 
disparities in the use of health services: bias, preferences, or poor communication? J Gen Intern 
Med. 2003;18(2):146-52. 
247. Alegria M, Chatterji P, Wells K, Cao Z, Chen CN, Takeuchi D, et al. Disparity in depression 
treatment among racial and ethnic minority populations in the United States. Psychiatr Serv. 
2008;59(11):1264-72. 
248. Zhang Y, Baik SH, Chang CC, Kaplan CM, Lave JR. Disability, race/ethnicity, and medication 
adherence among Medicare myocardial infarction survivors. Am Heart J. 2012;164(3):425-33.e4. 
249. Kyanko KA, Franklin RH, Angell SY. Adherence to chronic disease medications among New York 
City Medicaid participants. J Urban Health. 2013;90(2):323-8. 
250. Trinacty CM, Adams AS, Soumerai SB, Zhang F, Meigs JB, Piette JD, et al. Racial differences in 
long-term adherence to oral antidiabetic drug therapy: a longitudinal cohort study. BMC Health Serv 
Res. 2009;9:24. 
251. Lafata JE, Karter AJ, O'Connor PJ, Morris H, Schmittdiel JA, Ratliff S, et al. Medication Adherence 
Does Not Explain Black-White Differences in Cardiometabolic Risk Factor Control among Insured 
Patients with Diabetes. J Gen Intern Med. 2016;31(2):188-95. 
252. Girotti ME, Shih T, Revels S, Dimick JB. Racial disparities in readmissions and site of care for 
major surgery. J Am Coll Surg. 2014;218(3):423-30. 



84 
 

253. Beohar N, Sansing VV, Davis AM, Srinivas VS, Helmy T, Althouse AD, et al. Race/ethnic 
disparities in risk factor control and survival in the bypass angioplasty revascularization investigation 
2 diabetes (BARI 2D) trial. Am J Cardiol. 2013;112(9):1298-305. 
254. Ski CF, King-Shier KM, Thompson DR. Gender, socioeconomic and ethnic/racial disparities in 
cardiovascular disease: a time for change. Int J Cardiol. 2014;170(3):255-7. 
255. Tsai TC, Orav EJ, Joynt KE. Disparities in surgical 30-day readmission rates for Medicare 
beneficiaries by race and site of care. Ann Surg. 2014;259(6):1086-90. 
256. Philbin EF, DiSalvo TG. Influence of race and gender on care process, resource use, and hospital-
based outcomes in congestive heart failure. Am J Cardiol. 1998;82(1):76-81. 
257. Eapen ZJ, McCoy LA, Fonarow GC, Yancy CW, Miranda ML, Peterson ED, et al. Utility of 
socioeconomic status in predicting 30-day outcomes after heart failure hospitalization. Circ Heart 
Fail. 2015;8(3):473-80. 
258. Alexander M, Grumbach K, Selby J, Brown AF, Washington E. Hospitalization for congestive 
heart failure. Explaining racial differences. JAMA. 1995;274(13):1037-42. 
259. Aranda JM, Jr., Johnson JW, Conti JB. Current trends in heart failure readmission rates: analysis 
of Medicare data. Clin Cardiol. 2009;32(1):47-52. 
260. Ponce SG, Norris J, Dodendorf D, Martinez M, Cox B, Laskey W. Impact of Ethnicity, Sex, and 
Socio-Economic Status on the Risk for Heart Failure Readmission: The Importance of Context. Ethn 
Dis. 2018;28(2):99-104. 
261. Manias E, Williams A. Medication adherence in people of culturally and linguistically diverse 
backgrounds: a meta-analysis. Ann Pharmacother. 2010;44(6):964-82. 
262. Sperry BW, Ruiz G, Najjar SS. Hospital readmission in heart failure, a novel analysis of a 
longstanding problem. Heart Fail Rev. 2015;20(3):251-8. 
263. Benedetti R, Cohen L, Taylor M. "There's really no other option": Italian Australians' experiences 
of caring for a family member with dementia. J Women Aging. 2013;25(2):138-64. 
264. Ward BM, Anderson KS, Sheldon MS. Patterns of home and community care service delivery to 
culturally and linguistically diverse residents of rural Victoria. Aust J Rural Health. 2005;13(6):348-52. 
265. Branch DoPaCD-SAaR. Demographic characteristics of communities within the Melbourne 
Investigation Area. Victorian Environmental Assessment Council Metropolitan; 2009 14/07/2009. 
266. Western Health. Western Health - About us 2016 [Available from: 
http://www.westernhealth.org.au/AboutUs/Pages/default.aspx. 
267. National Heart Foundation of Australia. Victorian Heart Maps: National Heart Foundation of 
Australia; 2013 [Available from: http://www.heartfoundation.org.au/ information-for-
professionals/data-and-statistics/Pages/interactive-map-victoria.aspx. . 
268. Western Health Perfromance Unit. Annual Heart Failure Admissions Western Health 2016. 
269. Eapen ZJ, Reed SD, Li Y, Kociol RD, Armstrong PW, Starling RC, et al. Do countries or hospitals 
with longer hospital stays for acute heart failure have lower readmission rates?: Findings from 
ASCEND-HF. Circ Heart Fail. 2013;6(4):727-32. 
270. McAlister FA, Youngson E, Kaul P. Patients With Heart Failure Readmitted to the Original 
Hospital Have Better Outcomes Than Those Readmitted Elsewhere. J Am Heart Assoc. 2017;6(5). 
271. Teng TH, Finn J, Hobbs M, Hung J. Heart failure: incidence, case fatality, and hospitalization 
rates in Western Australia between 1990 and 2005. Circ Heart Fail. 2010;3(2):236-43. 
272. Chan YK GT, Tuttle C, Ball J, Teng TH, Ahamed Y, Carrington MJ, Stewart S. Rediscovering Heart 
Failure: The contemporary burden and profile of heart failure in Australia. In: Mary Mackillop 
Institute for Health Research M, Australia, editor. 2015. 
273. Charlson ME, Pompei P, Ales KL, MacKenzie CR. A new method of classifying prognostic 
comorbidity in longitudinal studies: development and validation. J Chronic Dis. 1987;40(5):373-83. 
274. Australian Bureau of Statistics. Statistical Area Level 1 (SA1) ASGS Ed 2011 Digital Boundaries. 
In: Statistics ABO, editor. 2011. 
275. Australian Bureau of Statistics. Australian Statistical Geography Standard (ASGS): Volume 1 – 
Main Structure and Greater Capital City Statistical Areas. Australian Bureau of Statistics; 2011. 

http://www.westernhealth.org.au/AboutUs/Pages/default.aspx
http://www.heartfoundation.org.au/


85 
 

276. Pink B. Census of Population and Housing: Socio-Economic Indexes for Areas (SEIFA), Australia. 
Canberra: Australian Bureau of Statistics; 2013. 
277. Corporation M. Microsoft Excel Microsoft Corporation; 2016. 
278. Beauchamp A, Tonkin AM, Kelsall H, Sundararajan V, English DR, Sundaresan L, et al. Validation 
of de-identified record linkage to ascertain hospital admissions in a cohort study. BMC Med Res 
Methodol. 2011;11:42. 
279. Murphy R. On the use of one-sided statistical tests in biomedical research. Clin Exp Pharmacol 
Physiol. 2018;45(1):109-14. 
280. Rosner B. Fundamentals of biostatistics. 7th ed. Boston: Brooks/Cole, Cengage Learning; 2011. 
xvii, 859 p. p. 
281. R Core Team. R: A language and environment for statistical computing. R Foundation for 
Statistical Computing. 2017;Vienna, Austria. 
282. Karliner LS, Kim SE, Meltzer DO, Auerbach AD. Influence of language barriers on outcomes of 
hospital care for general medicine inpatients. J Hosp Med. 2010;5(5):276-82. 
283. Bhopal RS, Bansal N, Fischbacher C, Brown H, Capewell S, Scottish H, et al. Ethnic variations in 
chest pain and angina in men and women: Scottish Ethnicity and Health Linkage Study of 4.65 million 
people. Eur J Prev Cardiol. 2012;19(6):1250-7. 
284. van Oeffelen AA, Agyemang C, Stronks K, Bots ML, Vaartjes I. Prognosis after a first 
hospitalisation for acute myocardial infarction and congestive heart failure by country of birth. 
Heart. 2014;100(18):1436-43. 
285. Goh LG, Dhaliwal SS, Welborn TA, Thompson PL, Maycock BR, Kerr DA, et al. Cardiovascular 
disease risk score prediction models for women and its applicability to Asians. Int J Womens Health. 
2014;6:259-67. 
286. Sheth T, Nair C, Nargundkar M, Anand S, Yusuf S. Cardiovascular and cancer mortality among 
Canadians of European, south Asian and Chinese origin from 1979 to 1993: an analysis of 1.2 million 
deaths. CMAJ. 1999;161(2):132-8. 
287. Sundquist J, Johansson SE. The influence of socioeconomic status, ethnicity and lifestyle on 
body mass index in a longitudinal study. Int J Epidemiol. 1998;27(1):57-63. 
288. Balarajan R. Ethnic differences in mortality from ischaemic heart disease and cerebrovascular 
disease in England and Wales. BMJ. 1991;302(6776):560-4. 
289. Mendu ML, Zager S, Moromizato T, McKane CK, Gibbons FK, Christopher KB. The association 
between primary language spoken and all-cause mortality in critically ill patients. J Crit Care. 
2013;28(6):928-34. 
290. Wakefield BJ, Boren SA, Groves PS, Conn VS. Heart failure care management programs: a review 
of study interventions and meta-analysis of outcomes. J Cardiovasc Nurs. 2013;28(1):8-19. 
291. Price C. Australian population: Ethnic origins1999. 
292. Kaneko H, Suzuki S, Goto M, Arita T, Yuzawa Y, Yagi N, et al. Incidence and predictors of 
rehospitalization of acute heart failure patients. Int Heart J. 2015;56(2):219-25. 
293. Setoguchi M, Hashimoto Y, Sasaoka T, Ashikaga T, Isobe M. Risk factors for rehospitalization in 
heart failure with preserved ejection fraction compared with reduced ejection fraction. Heart 
Vessels. 2015;30(5):595-603. 
294. Loop MS, Van Dyke MK, Chen L, Brown TM, Durant RW, Safford MM, et al. Comparison of 
Length of Stay, 30-Day Mortality, and 30-Day Readmission Rates in Medicare Patients With Heart 
Failure and With Reduced Versus Preserved Ejection Fraction. Am J Cardiol. 2016;118(1):79-85. 
295. Davis JD, Olsen MA, Bommarito K, LaRue SJ, Saeed M, Rich MW, et al. All-Payer Analysis of 
Heart Failure Hospitalization 30-Day Readmission: Comorbidities Matter. Am J Med. 
2017;130(1):93.e9-.e28. 
296. Dauriz M, Mantovani A, Bonapace S, Verlato G, Zoppini G, Bonora E, et al. Prognostic Impact of 
Diabetes on Long-term Survival Outcomes in Patients With Heart Failure: A Meta-analysis. Diabetes 
Care. 2017;40(11):1597-605. 
297. Glynn RJ, Buring JE. Ways of measuring rates of recurrent events. BMJ. 1996;312(7027):364-7. 



86 
 

298. Desai AS, Stevenson LW. Rehospitalization for heart failure: predict or prevent? Circulation. 
2012;126(4):501-6. 
299. Santas E, Valero E, Mollar A, Garcia-Blas S, Palau P, Minana G, et al. Burden of Recurrent 
Hospitalizations Following an Admission for Acute Heart Failure: Preserved Versus Reduced Ejection 
Fraction. Rev Esp Cardiol (Engl Ed). 2017;70(4):239-46. 
300. Pocock SJ, Wang D, Pfeffer MA, Yusuf S, McMurray JJ, Swedberg KB, et al. Predictors of 
mortality and morbidity in patients with chronic heart failure. Eur Heart J. 2006;27(1):65-75. 
301. Harjai KJ, Nunez E, Turgut T, Shah MP, Humphrey JS, Newman J, et al. The independent effects 
of left ventricular ejection fraction on short-term outcomes and resource utilization following 
hospitalization for heart failure. Clin Cardiol. 1999;22(3):184-90. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



87 
 

Appendices 
 

 

 



88 
 

 

 

 



89 
 

 

 

 



90 
 

 

 

 



91 
 

 

 



92 
 

 

 

 



93 
 

 

 

 



94 
 

 

 

 



95 
 

 

 

 

 

 

 

 

 

 



96 
 

Appendix 7.2 

 

Examples of PowerPivot formulas used for key outcome measure abstraction 

 

• Identifying English proficient and Limited English proficient subjects: 
=IF([Language Spoken]="English",1,0) 
 

• Identifying a subjects first heart failure admission in study period: 
=if([Separation Date] >= DATE(2013,1,1) && [Separation Date] <= DATE(2015,12,31) && 
CALCULATE(MIN([SeparationDate]), ALLEXCEPT(Admissions,Admissions[ID Number]),Admissions[HF 
Admission Flag] = 1)=[Separation Date],1,0) 
 

• Days since discharge until admission: 
=CALCULATE(MIN(Admissions[Days since initial HF separation]), ALLEXCEPT(Admissions,patients[ID 
Number]),Admissions[Days since initial HF separation]>0) 
 

• Heart failure related readmissions at 180 days: 
=if([Days since initial HF separation] >0 && [Days since initial HF separation]<=180,1,0) 
 

• Charlson Co-morbidity Index 
=[C-Rheum]+[C-Mets]+[C-CLD_Mod-Severe]+[C-Malig]+[C-HIV-AIDS]+[C-DM_Compl]+[C 
DM_Uncompl]+[C-Renal]+[C-Plegia]+[C-CLD_Mild]+[C-PepticUlcer]+[C-CPD]+[C-CVD]+[C-
Dementia]+[C-PVD]+[C-CCF]+[C-AMI] 
 

• Closest Echocardiogram result to patients Index admission 
=if(NOT(ISBLANK(COUNTROWS(RELATEDTABLE(Admissions)))),1. * ABS(ROUND((Echo[Study Date] 
CALCULATE(MIN(Admissions[admissionDate]),Admissions[IDNumber],Admissions[First HF Admission 
in period]=1)),2)),BLANK()) 
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Appendix 7.3 

 

ICD10-AM Diagnosis Codes used for each condition 

 

Acute Kidney Failure 
Codes: N170, N171, N172, N179 

Alcohol 
Codes: F10* 

Asthma 
Codes: J450, J451, J458, J459, U833 

Atrial Fibrillation 
Codes: I48* 

CKD (Chronic Kidney Disease) 
Codes: N181, N182, N183, N184, N185, U871 

Chronic Liver disease (Mild) (Charlson Score: 1) 
Codes: B18*, K700, K701, K703, K709, K713, K714, 
K715, K717, K73*, K74*, K760, K762, K763, K764, 
K768, K769, Z944 

Chronic Liver disease (Mod-Severe) (Charlson 
Score: 3) 
Codes: I850, I859, I864, I982, K704, K711, K721, 
K729, K765, K766, K767 

Chronic obstructive airway disease  
Codes: J440, J441, J448, J449, U832 

Cerebrovascular disease (Charlson Score: 1) 
Codes: H340, I60*, I61*, I62*, I63*, I64*, I65*, 
I66*, I67*, I68*, I69*, G45*, G46* 

Delirium 
Codes: F050, F051, F058, F059 

Dementia (Charlson Score: 1) 
Codes: F00*, F01*, F02*, F03*, F051, G311 

Diabetes Mellitus (Complicated) (Charlson Score: 
2) 
Codes: E102*, E103*, E104*, E105*, E107*, E112*, 
E115*, E117*, E122*, E123*, E124*, E125*, E127*, 
E132*, E133*, E134*, E135*, E137*, E142*, E143*, 
E144*, E145*, E147* 

Diabetes Mellitus (Uncomplicated) (Charlson 
Score: 1) 
Codes: E100*, E101*, E106*, E108*, E109*, E110*, 
E111*, E116*, E118*, E119*, E120*, E121*, El26*, 
E128*, El29*, E130*, E131*, E136*, E138*, E139*, 
E140*, E141*, E146*, E148*, E149* 

HIV (Charlson Score: 6) 
Codes: B20*, B21*, B22*, B24* 

Hypertension 
Codes: I10, U823 

Ischaemic Heart Disease inc. Acute Subendocardial 
MI 
Codes: I20*, I21*, I22*, I23*, I24*, I25*, U821 

Myocardial infarction (Charlson Score: 1) 
Codes: I21*, I22*, I252 

Malignancy (Charlson Score: 2) 
Codes: C*, Z08*, Z85* 

Metastases (Charlson Score: 6) 
Codes: C77*, C78*, C79*, C80* 

Obesity 
Codes: E660, E661, E662, E668, E669, U781 

Peptic Ulcer (Charlson Score: 1) 
Codes: K25*, K26*, K27*, K28* 

Plegia (Charlson Score: 2) 
Codes: G041, G114, G801, G802, G81*, G82*, 
G830, G831, G832, G833, G834, G839 

Peripheral vascular disease (Charlson Score: 1) 
Codes: I70*, I71*, I731, I738, I739, I771, I790, I792, 
K551, K558, K559, Z958, Z959 

Renal (Charlson Score: 2) 
Codes: I120, I131, N032, N033, N034, N035, N036, 
N037, N052, N053, N054, N056, N057, N18*, 
N19*, N250, Z490, Z491, Z492, Z940, Z992 

Rheumatoid (Charlson Score: 1) 
Codes: M05*, M06*, M315, M32*, M33*, M351, 
M353, M360 

Sleep Apnoea 
Codes: G4730, G4731, G4732, G4733, G4739 

Type 2 Diabetes Mellitus 
Codes: E11* 

Venous thromboembolism 
Codes: I260, I269, I801, I802, I803, I808, I809, I828, 
I829 
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Appendix 7.4 

 

Covariant association with Heart failure related rehospitalisation in the multivariate analysis  
using Logistic Regression, Cox-proportional Hazard and Negative Binomial models. 
 

Covariant  OR (30d) OR (365 days) HR (Cox) Event Rate 

HFrEF 1.64 [1.19; 2.26] 1.17 [0.94; 1.46] 1.18 [1.03; 1.35] 1.31 [1.10; 1.58] 

Gender (Male) 1.19 [0.85; 1.67] 0.91 [0.72; 1.14] 0.95 [0.82; 1.09] 0.96 [0.80; 1.16] 

Age 

   <65 yrs 0.02 [0.00; 3.58] 0.12 [0.00; 6.07] 0.24 [0.01; 4.36] 0.12 [0.00; 4.27] 

   65 – 70 yrs 0.26 [0.01; 4.78] 0.30 [0.03; 2.99] 0.49 [0.08; 2.96] 0.54 [0.06; 4.47] 

   70 – 75 yrs 0.20 [0.01; 5.68] 0.62 [0.04; 8.70] 0.87 [0.12; 6.57] 0.90 [0.08; 10.05] 

   80- 85 yrs 0.41 [0.02; 9.31] 0.71 [0.06; 8.59] 0.78 [0.12; 5.30] 1.31 [0.14; 12.70] 

   85+ yrs 3.23 [0.09; 121.73] 5.04 [0.20; 126.20] 4.61 [0.50; 42.23] 4.86 [0.33; 70.73] 

HF history 1.19 [0.86; 1.64] 1.13 [0.91; 1.41] 1.19 [1.04; 1.36] 1.18 [0.99; 1.42] 

AF 1.00 [0.73; 1.38] 1.33 [1.07; 1.66] 1.27 [1.11; 1.46] 1.30 [1.08; 1.55] 

COPD 0.85 [0.62; 1.18] 1.06 [0.85; 1.32] 1.05 [0.92; 1.21] 1.10 [0.92; 1.32] 

Chr Kidney Disease 1.77 [1.17; 2.69] 1.71 [1.31; 2.22] 1.34 [1.14; 1.59] 1.70 [1.36; 2.12] 

DM 0.57 [0.38; 0.86] 0.57 [0.43; 0.75] 0.60 [0.50; 0.71] 0.56 [0.45; 0.71] 

sleep apnoea 1.19 [0.70; 2.01] 1.17 [0.83; 1.67] 1.22 [0.99; 1.51] 1.11 [0.83; 1.49] 

obesity 1.07 [0.67; 1.69] 1.19 [0.88; 1.62] 1.18 [0.98; 1.42] 0.96 [0.74; 1.23] 

ccmi 3-4 0.71 [0.38; 1.31] 1.25 [0.85; 1.84] 1.41 [1.07; 1.84] 1.29 [0.92; 1.81] 

ccmi 5-6 1.34 [0.71; 2.50] 1.87 [1.23; 2.86] 2.04 [1.53; 2.71] 2.32 [1.62; 3.33] 

ccmi 7-8 1.78 [0.86; 3.70] 2.59 [1.56; 4.28] 3.08 [2.22; 4.27] 2.87 [1.88; 4.37] 

ccmi 9+ 1.95 [0.92; 4.13] 3.03 [1.80; 5.10] 3.36 [2.40; 4.71] 3.96 [2.57; 6.11] 

stroke 0.90 [0.59; 1.38] 0.98 [0.73; 1.31] 0.86 [0.72; 1.03] 0.96 [0.76; 1.22] 

dementia 1.30 [0.82; 2.05] 1.06 [0.75; 1.49] 0.99 [0.81; 1.21] 0.97 [0.74; 1.28] 

hypertension 1.06 [0.64; 1.73] 0.86 [0.61; 1.20] 1.14 [0.91; 1.43] 0.81 [0.61; 1.07] 

IHD 0.96 [0.67; 1.38] 1.38 [1.09; 1.76] 1.12 [0.96; 1.31] 1.10 [0.90; 1.35] 

single 0.88 [0.64; 1.22] 1.04 [0.83; 1.30] 1.00 [0.87; 1.15] 0.99 [0.82; 1.18] 
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Appendix 7.5 
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Appendix 7.6  
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