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Decreasing mortality masks a growing morbidity gap in 
patients with heart failure

Despite substantial decreases in mortality due to cardio- 
vascular disease in the UK, inequalities in cardiovascular 
disease1 and its associated mortality burden2 have 
persisted. Within cardiovascular disease, heart failure 
poses an increasing health burden and challenge to 
health-care services with finite resources, due to lower 
case fatality than other cardiovascular diseases with 
earlier onset (eg, myocardial infarction) and an ageing 
population. 5-year survival rates in patients with heart 
failure is as poor as for several common cancers3 but 
estimates of the breadth of outcomes, and how such 
outcomes vary according to sex, age, and socioeconomic 
status is lacking. However, as the impact of this chronic 
condition increases on health services, the nature of 
living with, rather than dying from, heart failure is of 
increasing importance to patients and health services 
alike. Claire Lawson and colleagues’4 Article in The Lancet 
Public Health provides one of the first studies of its scale 
to examine trends in secondary outcomes of heart 
failure and corresponding socioeconomic inequalities.

The authors used the Clinical Practice Research 
Datalink, which has data from primary care practices 
in England, UK, covering approximately 7% of the 
population, and linked it to Hospital Episodes Statistics 
database and national mortality data from the Office for 
National Statistics for the 20-year period, 1998–2017. 
They identified primary heart failure cases and 
followed them up until either admission to hospital (ie, 
hospitalisation) or death to estimate rates and trends 
in morbidity and mortality. They identified more than 
88 000 patients with incident heart failure over the 
20-year study period, with a mean age of 77·8 years 
(SD 11·3) at diagnosis of heart failure. The authors found 
a 6% cumulative decrease in age-adjusted all-cause 
mortality in the first year after diagnosis of heart failure 
over the study period but the improved survival was 
not matched by improved morbidity, with a cumulative 
28% increase in age-adjusted all-cause hospitalisation 
in the first-year after diagnosis of heart failure over 
the study period, with the largest increase (42%) seen 
in hospitalisation due to non-cardiovascular disease 
events. Trends diverged substantially by age, with the 
older age groups (≥80 years) driving the increase in 

hospitalisations, with a 3·0–4·4% annual increase over 
the study period. By contrast, little change was seen in 
hospitalisation in those younger than 70 years over the 
same period. The largest increases in hospitalisations, as 
for mortality, were attributable to non-cardiovascular 
disease causes in an ageing population with multiple 
morbidities.5

The increasing morbidity in patients with heart failure 
is puzzling and worrying, particularly given the general 
success in decreasing secondary outcomes in people 
with other related chronic conditions like diabetes and 
cardiovascular disease.6,7 As such, this study raises several 
unanswered questions. For example, are the shifts 
in the demographic characteristics of the underlying 
population driving these trends? Is multimorbidity 
making patients with heart failure more complex to 
manage given the inherent restraints across a traditional 
single-disease focus of health services? Finally, would 
a more thorough analysis of disaggregation of the 
growing portion of hospitalisations due to non-
cardiovascular disease causes better inform preventive 
efforts to tackle this growing burden equitably?

Previous work5 using the same primary care dataset 
highlighted the scale of the heart failure burden in 
England. While this study5 estimated a decrease in the 
incidence of heart failure from 2002–14, it found a 
23% increase in the number of people living with heart 
failure, largely driven by age and population growth. 
This previous work identified increases in age and 
multimorbidity at diagnosis of heart failure. Lawson 
and colleagues’ study4 builds on this previous work to 
characterise the patient journey and their outcomes 
from heart failure diagnosis onwards. By identifying 
incident cases in primary care and following them up, 
rather than relying on hospital diagnoses alone, this 
study provides a comprehensive overview on morbidity 
and cause-specific health service use through to ultimate 
cause of death.

Lawson and colleagues’ timely study highlight two 
interlinked themes, consistent with a growing body 
of evidence and emerging consensus across the health 
sphere: inequalities in health outcomes are either 
persisting or worsening, with even larger inequalities in 
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morbidity than for mortality,8 and the rapid emergence 
of multimorbidity, with the number of patients 
admitted to hospital with five or more conditions 
increasing from 10% to 33% over the past decade.9 
Current services are not designed to effectively manage 
a growing multimorbid society, and this emerging 
threat attenuates existing socioeconomic inequalities.

Lawson and colleagues found a persistent higher rate 
of hospitalisation in the most deprived socioeconomic 
quintile than in the most affluent quintile, with 
the largest inequality gap evident in the number of 
hospitalisations due to non-cardiovascular disease 
causes being much higher in the most deprived  quintile 
than in the most affluent quintile (101·7 [95% CI 
93·9–109·5] per 100 person-years vs 73·4 [68·3–78·6] 
per 100 person-years). Furthermore, non-cardiovascular 
disease was the primary diagnosis in 73% of all 
hospitalisations in patients with heart failure, and 
those who were diagnosed with heart failure in a 
hospital consistently had worse outcomes both in 
hospitalisations and mortality compared with those 
who had been diagnosed in the community did. These 
findings suggest that improving the morbidity of this 
patient group will require preventive action that is 
patient focused rather than disease focused. Research 
using integrated health-care datasets, as in Lawson 
and colleagues’ study, are important to characterise 
such changes and make the compelling case for a 
fundamental reorganisation of how management of 
chronic diseases is organised, from single-disease focus 
towards a more holistic, morbidity-focused service with 
the patient truly at the centre of each and every care 
pathway. Without a coherent approach to morbidity in 

patients with chronic diseases with multiple long-term 
conditions, efforts to decrease inequalities in outcomes 
of chronic diseases might be futile.
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