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Abstract 

Background: Patients with atrial fibrillation (AF) underwent a high risk of hospitalization, which has not been paid 
much attention to in practice. Therefore, we aimed to assess the incidence, causes and predictors of hospitalization in 
AF patients.

Methods: From August 2011 to December 2017, a total number of 20,172 AF patients from the Chinese Atrial Fibril-
lation Registry (China-AF) Study were prospectively selected for this study. We described the incidence, causes of 
hospitalization by age groups and sex. The Fine-Gray competing risk model was employed to identify predictors of 
first all-cause and first cause-specific hospitalization.

Results: After a mean follow-up of 37.3 ± 20.4 months, 7,512 (37.2%) AF patients experienced one or more hospitali-
zations. The overall incidence of all-cause hospitalization was 24.0 per 100 patient-years. Patients aged < 65 years were 
predominantly hospitalized for AF (42.1% of the total hospitalizations); while patients aged 65–74 and ≥ 75 years 
were mainly hospitalized for non-cardiovascular diseases (43.6% and 49.3%, respectively). We found patients compli-
cated with heart failure (HF)[hazard ratio (HR) 1.10, 95% confidence interval (CI) 1.02–1.18], established coronary artery 
disease (CAD) (HR 1.24, 95%CI 1.17–1.33), ischemic stroke/transient ischemic attack (TIA) (HR 1.22, 95%CI 1.15–1.30), 
diabetes (HR 1.14, 95%CI 1.08–1.20), chronic obstructive pulmonary disease (COPD) (HR 1.28, 95%CI 1.02–1.62), gas-
trointestinal disorder (HR 1.37, 95%CI 1.21–1.55), and renal dysfunction (HR 1.24, 95%CI 1.09–1.42) had higher risks of 
hospitalization.

Conclusions: More than one-third of AF patients included in this study were hospitalized at least once during over 
3-year follow-up. The main cause for hospitalization among the elderly patients (≥ 65 years) is non-cardiovascular 
diseases rather than AF. Multidisciplinary management of comorbidities should be advocated to reduce hospitaliza-
tion in AF patients older than 65 years old.
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Background
Atrial fibrillation (AF), considered as a global cardio-
vascular condition, has significantly increased preva-
lence [1], and affects more than 3% of the population in 
many countries [2–4]. Due to its detrimental effect on 
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the quality of life (QoL) [5] and higher risk of thrombo-
embolic stroke and cardiovascular diseases (CVD) [6, 
7], together with its complex interplay with clinical con-
ditions, the hospitalization rate of CVD or non-CVD 
among AF patients is considerably higher than that of 
patients without AF [8]. The medical resource consump-
tion and medical expenditure related to AF hospitaliza-
tion are enormous and continue to increase. A recent 
Australian study showed that from 1993 to 2013, the 
number of hospitalized AF patients increased by 295%, 
which significantly exceeds the increase of myocardial 
infarction (MI; increased by 73%) and heart failure (HF; 
increased by 39%) over the same period [9]. Furthermore, 
Korean National Health Insurance Service (NHIS) data-
base demonstrated that the overall cost of AF hospitaliza-
tion-related medical care still grows exponentially (from 
€68.4 million in 2006 to €388.4 million in 2015; relative 
increase, 468%) even after the adjustment of inflation, 
which is equivalent to 0.78% of the Korean NHIS total 
expenditure[10].

According to the findings from the China National 
Stroke Screening and Prevention Project, the estimated 
overall prevalence of AF among Chinese adults aged ≥ 
40 years in 2014–2015 was 2.31% [11], which is projected 
to increase further with the economic growth, popula-
tion aging, and detection tool improvement. Considering 
that the increasing AF prevalence imposes a significant 
challenge for the constrained medical resources and 
brings high financial burden to patients, it is important 
to understand the available information on hospitaliza-
tion among AF patients. Nevertheless, little is known 
about AF-related hospitalization in China. Therefore, this 
study was designed to analyze data from the China Atrial 
Fibrillation Registry (China-AF) to examine the inci-
dence, main causes, and risk factors of hospitalization in 
an unselected cohort of AF patients. Such information is 
crucial in enabling the development of effective interven-
tions to reduce the overall medical and economic burden 
in this population.

Methods
Study participants
Study participants were from the China-AF study 
recruited between August 2011 and December 2017. 
The China-AF is a prospective, multicenter, and hos-
pital-based ongoing registry study. Thirty-one ter-
tiary and non-tertiary hospitals in Beijing providing a 
clinical service of AF management participated in this 
registry study [12]. Adult outpatients or inpatients (≥ 
18  years old) with a diagnosis of AF were included in 
the China-AF registry. For the present study, patients 
were excluded if they met any of the following cri-
teria: (1) transient and reversible AF (e.g. caused by 

cardiothoracic surgery, hyperthyroidism, and binge 
drinking), (2) suffering from other serious diseases with 
a life expectancy < 1  year, (3) diagnosis of rheumatic 
mitral stenosis or having mitral valve prostheses, (4) 
HF-related New York Heart Association (NYHA) clas-
sification of IV or AF-related European Heart Rhythm 
Association (EHRA) symptoms classification of IV, (5) 
follow-up periods less than 6 months.

The study was approved by the Ethics Committee on 
Human Research in Beijing Anzhen Hospital, the Capi-
tal Medical University. All participants provided written 
informed consent.

Data collection
Each patient’s demographic data such as age, sex, edu-
cation level, and health insurance status were collected. 
AF-specific variables included AF type, duration, the 
severity of symptoms, and prior treatment. The cardio-
vascular risk factors were smoking, drinking, and obesity. 
Current or preexisting comorbid conditions consisted 
of hypertension (HTN), coronary artery disease (CAD, 
any history of MI, percutaneous coronary intervention 
or coronary artery bypass grafting), HF, cardiomyopathy, 
ischemic stroke/transient ischemic attack (TIA), bleed-
ing, chronic obstructive pulmonary disease (COPD), 
gastrointestinal disorder, renal dysfunction, hyperthy-
roidism/hypothyroidism, diabetes mellitus (DM), and 
hyperlipidemia. The vital signs, laboratory tests, imaging 
examinations of patients were recorded. Medications of 
rhythm control agents, rate control agents, antithrom-
botic drugs, angiotensin-converting enzyme inhibitors 
(ACEIs)/angiotensin II receptor blockers (ARBs), and 
cholesterol-lowering agents were collected.

Outcomes
The primary outcome was all-cause hospitalization dur-
ing follow-up. The secondary outcomes were cause-spe-
cific hospitalization and all-cause death. Patients enrolled 
were followed up every 6  months either by outpatient 
clinic visit or by telephone interview. The main cause 
for hospitalization was determined by the site investi-
gators according to the discharge diagnosis, which was 
broadly classified into AF, other CVD (CVD excluding 
AF), and non-CVD. Incidence rates for all-cause and 
cause-specific hospitalization were calculated as the ratio 
of the number of hospitalizations to the total follow-up 
person-time using a unit of per 100 patient-years. The 
index hospitalization of inpatients recruited in China-AF 
study were not counted. Patients with recurring multiple 
hospitalizations during follow-up were counted multiple 
times.
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Statistical analysis
Patients enrolled in this study were stratified by age (< 
65  years; 65–74  years; ≥ 75  years). Continuous vari-
ables were presented as mean (standard deviation, SD) 
and categorical variables were shown as counts (pro-
portions). The comparison of variables of patients in 
different age groups was analyzed using one-way analy-
sis of variance (ANOVA) (for continuous variables), and 
chi-square tests (for categorical variables). Hospitaliza-
tion rate (per 100 patient-years) was expressed by age 
and sex. Kaplan–Meier curve was used to describe the 
number of patients at risk, those free of hospitalization, 
and time to the first all-cause or first cause-specific 
hospitalization. The Fine-Gray modeling was con-
ducted with (a) the first all-cause hospitalization, (b) 
the first AF hospitalization, and (c) the first other CVD 
hospitalization as the dependent variable, and death 
as competing risks, to evaluate factors that are sig-
nificantly associated with all-cause and cause-specific 
hospitalizations. All baseline variables were included 
in the Fine-Gray modeling. Hazard ratios (HRs) [95% 
confidence interval (CI)] and P-values were presented. 
P-value < 0.05 was considered statistically significant. 
All analyses were performed using SAS statistical soft-
ware version 9.4 (SAS Institute Inc., Cary, NC).

Results
Patient baseline characteristics
A total number of 23,108 patients from 31 sites from 
August 2011 to December 2017 were enrolled in the 
China-AF study. After applying the exclusion criteria, 
20,172 AF patients were enrolled in this study (a mean 
age of 64.1 ± 12.0  years; 38.2% female). Their baseline 
characteristics stratified by age are presented in Table 1. 
The majority of patients (95.3%) were fully or partially 
covered by health insurance. More than 1/3  of patients 
in each age group have at least earned high school diplo-
mas. Patients aged ≥ 75 years had a higher proportion of 
being female, having persistent AF, having EHRA class of 
III (AF-related symptoms), having current or preexisting 
comorbid conditions, including CVD, DM, COPD, and 
renal dysfunction, using ventricular rate control drugs, 
antiplatelet agents, ACEIs/ARBs and statins compared to 
patients in other age groups (all P < 0.01). Patients aged < 
65 years tended to have more paroxysmal AF, more car-
diovascular risk factors (47.7% overweight, 24.6% obese, 
23.2% smoking and 28.3% drinking), a higher probability 
of receiving the radiofrequency catheter ablation (RFCA), 
and a more frequent use of antiarrhythmic drugs and 
direct oral anticoagulants (DOACs) (P < 0.01). There was 
no significant difference in the proportion of patients 
with AF duration ≥ 1 year in each age group.

Rate and causes of hospitalization
Over a mean follow-up of 37.3 ± 20.4  months, a total 
number of 14,828 hospitalizations, 1,277 deaths were 
identified, 7,512 patients (37.2%) had at least one hospi-
talization. The overall incidence of all-cause hospitaliza-
tion and all-cause death were 24.0 per 100 patient-years 
and 2.1 per 100 patient-years, respectively. Cause-specific 
hospitalization rates of AF patients by age groups and sex 
were shown in Fig.  1. Hospitalization rates of patients 
aged < 65, 65–74, and ≥ 75  years were 18.3 per 100 
patient-years, 26.0 per 100 patient-years, and 33.5 per 
100 patient-years, respectively. Hospitalizations occurred 
most in female patients aged ≥ 75 years and were more 
common among females of all age groups compared to 
their male counterparts. Among patients aged < 65 years, 
hospitalizations attributed to AF accounted for the larg-
est proportion, reaching 42.1% of the all-cause hospitali-
zations, while patients aged 65–74 and ≥ 75 years were 
predominantly hospitalized for non-CVD (43.6% and 
49.3% respectively). Kaplan–Meier curves of the first 
hospitalization for all-cause, AF, other CVD, or non-
CVD causes were displayed in Fig. 2.

Factors associated with first all‑cause hospitalization
The multivariate analysis identified several risk factors of 
first all-cause hospitalizations in AF patients (Table  2). 
Elderly patients were more likely to have all-cause hos-
pitalization. As indicated by our results, compared with 
patients in the < 65 age group, patients in the 65–74 age 
group (HR 1.18, 95% CI 1.12–1.25, P < 0.01) and in the ≥ 
75 age group (HR 1.34, 95% CI 1.25–1.43, P < 0.01) were 
more likely to experience hospitalization. EHRA II (HR 
1.13, 95% CI 1.03–1.24, P = 0.01) and EHRA III (HR 1.18, 
95% CI 1.06–1.31, P < 0.01) showed a significantly predic-
tive role for all-cause hospitalization. Paroxysmal AF, AF 
duration ≥ 1 year, and left atrial enlargement were highly 
associated with risks of all-cause hospitalization. In addi-
tion, HTN (HR 1.08, 95% CI 1.02–1.15), HF (HR 1.10, 
95% CI 1.02–1.18), CAD (HR 1.24, 95% CI 1.17–1.33), 
and ischemic stroke/TIA (HR 1.22, 95% CI 1.15–1.30) 
also contributed to the increased risk of all-cause hospi-
talization. For AF patients comorbid with HF, there was 
no difference in all-cause hospitalizations by left ventric-
ular ejection fraction classifications (see Additional file 1: 
Table  1). Furthermore, non-cardiovascular comorbidi-
ties including DM (HR 1.14, 95% CI 1.08–1.20), COPD 
(HR 1.28, 95% CI 1.02–1.62), gastrointestinal disorder 
(HR 1.37, 95% CI 1.21–1.55), hyperthyroidism/hypothy-
roidism (HR 1.25, 95% CI 1.13–1.39), and renal dysfunc-
tion (HR 1.24, 95% CI 1.09–1.42) were associated with a 
higher all-cause hospitalization rate during follow-up. Of 
note, the use of ACEIs/ARB and history of RFCA were 
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Table 1 Baseline characteristics of the patients stratified by age

Characteristics Total (N = 20,172) < 65
(N = 9977)

65–74
(N = 5875)

 ≥ 75
(N = 4320)

P value

Female, n (%) 7707 (38.2) 2866 (28.7) 2740 (46.6) 2101 (48.6)  < 0.01

High school or above, n (%) 6137 (34.1) 3266 (36.4) 1643 (31.2) 1228 (33.0)  < 0.01

Health insurance, n (%)

 No insurance reimbursement 917 (4.7) 550 (5.8) 256 (4.5) 111 (2.6)  < 0.01

 Partial insurance reimbursement 16,670 (85.6) 8505 (89.1) 4875 (85.9) 3290 (77.3)  < 0.01

 Full insurance reimbursement 1886 (9.7) 487 (5.1) 546 (9.6) 853 (20.1)  < 0.01

BMI, n (%)

 Normal (< 24 kg/m2) 6310 (33.2) 2646 (27.7) 1918 (34.5) 1746 (44.7)  < 0.01

 Overweight (24–28 kg/m2) 8668 (45.6) 4559 (47.7) 2509 (45.1) 1600 (41.0)  < 0.01

 Obese (BMI ≥ 28 kg/m2) 4036 (21.2) 2344 (24.6) 1131 (20.4) 561 (14.4)  < 0.01

Smoking, n (%) 3170 (15.7) 2317 (23.2) 601 (10.2) 252 (5.8)  < 0.01

Drinking, n (%) 3881 (19.2) 2819 (28.3) 734 (12.5) 328 (7.6)  < 0.01

AF type, n (%)

 Newly diagnosed 1205 (6.0) 473 (4.8) 332 (5.7) 400 (9.3)  < 0.01

 Paroxysmal AF 11,692 (58.1) 6038 (60.7) 3465 (59.1) 2189 (50.8)  < 0.01

 Persistent AF 7229 (35.9) 3434 (34.5) 2071 (35.3) 1724 (40.0)  < 0.01

AF duration ≥ one year, n (%) 12,236 (60.7) 6015 (60.3) 3626 (61.7) 2595 (60.1) 0.14

EHRA score, n (%)

 I 1655 (9.3) 796 (8.9) 478 (9.2) 381 (10.0)  < 0.01

 II 11,520 (64.4) 5952 (66.9) 3265 (63.2) 2303 (60.4)  < 0.01

 III 4705 (26.3) 2154 (24.2) 1423 (27.6) 1128 (29.6)  < 0.01

Hypertension, n (%) 13,393 (66.4) 5587 (56.0) 4365 (74.3) 3441 (79.7)  < 0.01

Heart failure, n (%)

 NYHA I 3946 (53.8) 1945 (67.4) 1208 (53.9) 793 (36.0)  < 0.01

 NYHA II 2431 (33.2) 735 (25.5) 767 (34.2) 929 (42.1)  < 0.01

 NYHA III 957 (13.1) 206 (7.1) 267 (11.9) 484 (21.9)  < 0.01

Established CAD, n (%) 3020 (15.0) 937 (9.4) 1050 (17.9) 1033 (24.0)  < 0.01

Cardiomyopathy, n (%) 365 (1.8) 233 (2.3) 88 (1.5) 44 (1.0)  < 0.01

Ischemic stroke/TIA, n (%) 2884 (14.3) 914 (9.2) 982 (16.7) 988 (22.9)  < 0.01

Haemorrhagic stroke, n (%) 225 (1.1) 91 (0.9) 60 (1.0) 74 (1.7)  < 0.01

Diabetes mellitus, n (%) 4702 (23.3) 1909 (19.1) 1539 (26.2) 1254 (29.0)  < 0.01

Hyperlipidemia, n (%) 9785 (48.5) 5110 (51.2) 2816 (47.9) 1859 (43.0)  < 0.01

Chronic obstructive pulmonary disease, n (%) 169 (0.8) 35 (0.4) 54 (0.9) 80 (1.9)  < 0.01

Gastrointestinal disorder, n (%) 633 (3.1) 299 (3.0) 189 (3.2) 145 (3.4) 0.48

Hyperthyroidism/Hypothyroidism, n (%) 994 (4.9) 448 (4.5) 323 (5.5) 223 (5.2) 0.01

Renal dysfunction, n (%) 566 (3.5) 85 (1.1) 137 (3.0) 344 (10.2)  < 0.01

CHA2DS2-VASc score ≥ 2, n (%) 13,424 (75.4) 3790 (49.8) 5314 (90.5) 4320 (100.0)  < 0.01

Antiarrhythmic drugs, n (%) 7330 (36.3) 4454 (44.6) 1969 (33.5) 907 (21.0)  < 0.01

Ventricular rate control, n (%) 9575 (47.5) 4096 (41.1) 2951 (50.2) 2528 (58.5)  < 0.01

Warfarin, n (%) 9449 (46.8) 4762 (47.7) 2941 (50.1) 1746 (40.4)  < 0.01

DOACs, n (%) 3268 (16.2) 1975 (19.8) 867 (14.8) 426 (9.9)  < 0.01

Aspirin/ Clopidogrel, n (%) 4894 (24.3) 1879 (18.8) 1478 (25.2) 1537 (35.6)  < 0.01

ACEIs/ARBs, n (%) 6828 (33.9) 2690 (27.0) 2265 (38.6) 1873 (43.4)  < 0.01

Statin, n (%) 7461 (37.0) 2987 (29.9) 2522 (42.9) 1952 (45.2)  < 0.01

History of RFCA, n (%) 8801 (43.6) 5595 (56.1) 2355 (40.1) 851 (19.7)  < 0.01

Echocardiogram parameters

 LAD, mm, (SD) 40.4 ± 6.5 39.8 ± 6.3 40.5 ± 6.4 41.7 ± 7.0  < 0.01

 IVS, mm, (SD) 9.8 ± 1.7 9.7 ± 1.8 9.8 ± 1.7 9.9 ± 1.8  < 0.01

 LVEDD, mm, (SD) 48.3 ± 5.6 48.8 ± 5.5 47.8 ± 5.5 47.8 ± 5.9  < 0.01

 LVEF, %, (SD) 62.9 ± 8.3 62.7 ± 8.2 63.5 ± 8.2 62.6 ± 8.9  < 0.01
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identified as protective factors of all-cause hospitaliza-
tion. The risk factors of all-cause death in AF patients are 
shown in Additional file 2: Table 2.

Factors associated with first cause‑specific hospitalization
We found that the major predictors of AF hospitaliza-
tion were severe symptoms (EHRA II, HR 1.32, 95% CI 
1.11–1.58, P < 0.01; EHRA III, HR 1.32, 95% CI 1.08–
1.61, P < 0.01) and antiarrhythmic drugs (HR 1.38, 95% 
CI 1.26–1.50, P < 0.01) (Table 3). For other CVD hospi-
talization, the predictor was complicating CVD (Table 4). 
Additionally, we observed that RFAC was associated with 
a decrease of AF-related hospitalization (11%) (HR 0.89, 
95% CI 0.81–0.99, P = 0.04) and subsequent CVD hos-
pitalization (14%) (HR 0.86, 95% CI 0.77–0.96, P < 0.01).

Discussion
Hospitalization is common in AF patients. In our study, 
we observed a hospitalization rate of 24.0 per 100 
patient-years, and women aged ≥ 75 years had the high-
est hospitalization rate. With the increase of age, elderly 
AF patients (≥ 65 years) were more frequently hospital-
ized for non-CVD reasons. Age, AF types and symptoms, 
as well as several comorbidities were independent pre-
dictors for first all-cause hospitalization.

In China, there was few data focusing on the hos-
pitalization rate in AF patients. The present study is 
the first study that analyzed the total frequency of 

hospitalizations to evaluate the incidence rate of hos-
pitalization in AF patients based on real-world data in 
China. In 2014, the ORBIT-AF study revealed that the 
rate of all-cause hospitalization in AF patients was as 
high as 38.8 per 100 patient-years [13]. Furthermore, data 
from the EORP-AF Pilot registry in European Society 
of Cardiology nine-member countries, showed that the 
annual hospitalization rate in AF patients was up to 39.3 
per 100 patient-years [14]. According to our study, the 
all-cause hospitalization rate in AF patients was 24.0 per 
100 patient-years. Although the hospitalization rate of 
AF patients in China maybe not as high as that in western 
countries, China is facing similar disease and economic 
burden of hospitalization in AF patients as western 
countries.

To date, the main causes for hospitalization in AF 
patients are still highly controversial. The present study 
demonstrated that non-CVD were most responsible 
for hospitalizations in AF patients, which is similar to 
numerous previous researches [8, 15, 16]. However, 
some studies such as ROCKET AF study [17], ORBIT-
AF I and II registry [13, 18] support opposite views to 
our results, showing that AF patients are hospitalized 
mainly for CVD. In patients aged < 65 years, due to few 
complicating diseases and high requirements for QoL, 
most young people may be hospitalized for relieving AF-
caused symptoms or seeking catheter ablation to main-
tain sinus rhythm. The triggering or exacerbating effects 

Table 1 (continued)
BMI, body mass index; AF, atrial fibrillation; CAD, coronary artery disease; TIA, transient ischemic attack; DOAC, direct oral anticoagulants; ACEIs, angiotensin-
converting enzyme inhibitors; ARBs, angiotensin II receptor blockers; RFCA, radiofrequency catheter ablation; LAD, left atrial diameter; LVEF, left ventricular ejection 
fraction; IVS, interventricular septum; LVEDD, left ventricular end-diastolic dimension. eGFR (ml/min·1.73m2) = 186 × Scr-1.154 × ge-0.203  .742 (if female)  1.233 (if 
Chinese). Renal dysfunction was defined as eGFR < 60 ml/min·1.73m2. According to the proportion of medical insurance company payment, health insurance was 
divided into three levels: full, partial, and no insurance reimbursement

Fig. 1 Hospitalization rate (per 100 patient-years) for different causes across age and gender groups. AF, atrial fibrillation; CVD, cardiovascular 
diseases
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of other diseases caused by pathophysiological altera-
tions [19–21], old age, and the adverse events following 
pharmaceutical treatment of AF [22–24], put older and 
multi-morbid patients at a greater risk of getting adverse 
outcomes across multiple organs other than AF or car-
diac events. Some of the conflicting findings in these 
studies regarding the main cause for hospitalization in 
AF patients may be attributable to different clinical set-
ting and patient population from other studies. There-
fore, different therapeutic strategies are required for 
problems presented in different age groups. Symptoms 
improvements and treatment focusing on AF alone may 
be more effective in young AF patients, while the con-
comitant diseases should be paid more attention to in 
elderly AF patients.

To improve our identification of predictors of hospi-
talization and focus areas for preventive efforts and inter-
vention, we examined the association between patient 
baseline characteristics and hospitalization rate in AF 

patients. The risk of hospitalization increased substan-
tially with the increase of age, suggesting that the bur-
den of hospitalization for AF patients is anticipated to 
increase dramatically with the aging population. Of note, 
in the multivariate model, female was an independent 
risk factor for hospitalization in patients with AF. Among 
all age groups, the all-cause hospitalization rate of female 
AF patients was higher than that of male AF patients. A 
previous study has pointed out that women with AF tend 
to be more symptomatic and experience worse QoL than 
men [25]. However, a meta-analysis of 17 articles pro-
vides an equivocal conclusion on gender differences in 
hospitalizations [26]. Therefore, more researches should 
be done to evaluate these gender differences in AF 
hospitalization.

Consistent with numerous studies [27, 28], patients 
with worse symptoms by ERHA classification had a 
higher risk of hospitalization. When we modeled pre-
dictors of hospitalization for AF, symptom status was a 

Fig. 2 Survival free of first all-cause and first specific-cause hospitalization in different age groups. a the entire cohort; b patients age < 
65 years; c patients age 65–74 years; d patients age ≥ 75 years. AF, atrial fibrillation; other CVD, cardiovascular diseases excluding AF; non-CVD, 
non-cardiovascular diseases
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major driver. Similarly, patients requiring antiarrhythmic 
drugs were also more likely to experience hospitaliza-
tion for AF. These results suggested the need to manage 
patients with symptomatic and/or uncontrolled AF, so as 
to reduce the incidence of hospitalization. Catheter abla-
tion, a new treatment approach for AF, not only showed 
a significant association with all-cause hospitalization in 
our study, but also improved symptoms [29] and reduced 
subsequent cardiovascular events [30].

Moreover, as indicated by our data, the combination 
of CVD (such as stroke, HF and CAD) in AF patients 
could significantly predict subsequent hospitalization, 

especially non-AF CVD hospitalizations. It is generally 
known that stroke, HF, and CAD are frequent comor-
bidities among AF patients. Given the common under-
lying pathophysiology and similar management focuses 
[31–33], AF patients are prone to a number of cardio-
metabolic comorbidities, particularly HF and stroke 

Table 2 Factors associated with all-cause hospitalization

AF, atrial fibrillation; CAD, coronary artery disease; TIA, transient ischemic attack; 
ACEIs, angiotensin-converting enzyme inhibitors; ARBs, angiotensin II receptor 
blockers; RFCA, radiofrequency catheter ablation; LAD, left atrial diameter; HR, 
hazard ratio; 95% CI, 95% confidence interval

Factors Multivariate analysis

HR (95%CI) P value

Age (years)

 < 65 Ref –

65–74 1.18 (1.12, 1.25)  < 0.01

 ≥ 75 1.34 (1.25, 1.43)  < 0.01

Female 1.06 (1.01, 1.12) 0.03

Health insurance

No insurance reimbursement Ref –

Partial insurance reimbursement 1.12 (1.00, 1.25) 0.05

Full insurance reimbursement 1.06 (0.93, 1.21) 0.40

AF type

Newly diagnosed Ref –

Paroxysmal AF 1.17 (1.05, 1.29)  < 0.01

Persistent AF 1.11 (0.99, 1.23) 0.07

AF duration ≥ 1 year 1.12 (1.06, 1.18)  < 0.01

EHRA score

I Ref –

II 1.13 (1.03, 1.24) 0.01

III 1.18 (1.06, 1.31)  < 0.01

Hypertension 1.08 (1.02, 1.15)  < 0.01

Heart failure 1.10 (1.02, 1.18)  < 0.01

Established CAD 1.24 (1.17, 1.33)  < 0.01

Ischemic stroke/TIA 1.22 (1.15, 1.30)  < 0.01

Diabetes mellitus 1.14 (1.08, 1.20)  < 0.01

Chronic obstructive pulmonary disease 1.28 (1.02, 1.62) 0.03

Gastrointestinal disorder 1.37 (1.21, 1.55)  < 0.01

Hyperthyroidism/Hypothyroidism 1.25 (1.13, 1.39)  < 0.01

Renal dysfunction 1.24 (1.09, 1.42)  < 0.01

Ventricular rate control 1.06 (1.01, 1.12) 0.01

ACEIs/ARBs 0.94 (0.90, 1.00) 0.03

History of RFCA 0.92 (0.87, 0.98) 0.02

LAD, (per 1 mm increase) 1.01 (1.00, 1.01)  < 0.01

Table 3 Factors associated with AF hospitalization

AF, atrial fibrillation; CAD, coronary artery disease; RFCA, radiofrequency 
catheter ablation; HR, hazard ratio; 95% CI, 95% confidence interval

Factors Multivariate analysis

HR (95%CI) P value

Age (years)

 < 65 Ref –

65–74 0.83 (0.76, 0.90) < 0.01

≥ 75 0.64 (0.57, 0.72) < 0.01

Female 1.18 (1.09, 1.29) < 0.01

High school or above 1.11 (1.02, 1.20) 0.01

AF duration ≥ 1 year 1.29 (1.18. 1.40) < 0.01

EHRA score

I Ref –

II 1.32 (1.11, 1.58)  < 0.01

III 1.32 (1.08, 1.61) < 0.01

Established CAD 1.19 (1.07, 1.33) < 0.01

Antiarrhythmic drugs 1.38 (1.26, 1.50) < 0.01

History of RFCA 0.89 (0.81, 0.99) 0.04

Table 4 Factors associated with other CVD hospitalization

CAD, coronary artery disease; TIA, transient ischemic attack; RFCA, 
radiofrequency catheter ablation; LAD, left atrial diameter; HR, hazard ratio; 95% 
CI, 95% confidence interval

Factors Multivariate analysis

HR (95%CI) P value

Age (years)

< 65 Ref –

65–74 1.39 (1.26, 1.54) < 0.01

≥ 75 1.63 (1.46, 1.81) < 0.01

High school or above 0.89 (0.81, 0.98) 0.02

Hypertension 1.20 (1.08, 1.32) < 0.01

Heart failure 1.42 (1.27, 1.58) < 0.01

Established CAD 1.42 (1.29, 1.57) < 0.01

Ischemic stroke/TIA 1.33 (1.21, 1.46) < 0.01

Diabetes mellitus 1.20 (1.10, 1.30) < 0.01

Gastrointestinal disorder 1.41 (1.14, 1.74) < 0.01

Hyperthyroidism/Hypothyroidism 1.23 (1.02, 1.47) 0.03

Renal dysfunction 1.23 (1.04, 1.46) 0.02

Statin 1.16 (1.06, 1.26) < 0.01

History of RFCA 0.86 (0.77, 0.96)  < 0.01

LAD, (per 1 mm increase) 1.01 (1.01, 1.02)  < 0.01



Page 8 of 10Dong et al. BMC Cardiovasc Disord          (2021) 21:146 

[34]. AF patients comorbid with CVD also tend to have 
relapse or progressed AF. Chamberlain et al. [15] found 
that AF patients complicated with HF experienced an 
increased risk of hospitalization by up to about 70%, 
and those complicated with CAD and stroke also had an 
over 20% increased risk of hospitalization. Furthermore, 
these CVD themselves alone represent a significant bur-
den of hospitalization. Accordingly, improving the inte-
grated management of CVD and reducing the frequency 
of recurrent hospitalizations in AF patients complicated 
with CVD are in an urgent need.

In our cohort, it is worth noting that gastrointestinal 
disorder patients had the highest risk of all-cause hospi-
talization, showing an increase of about 37%, followed by 
COPD and renal dysfunction. In addition to increasing 
the risk of all-cause hospitalization, gastrointestinal dis-
order and renal dysfunction also elevated the risk of non-
AF CVD hospitalization by 41% and 23% respectively. As 
has been suggested by a previous study, renal diseases not 
only induce and aggravate CVD such as hypertension, 
HF and CAD [35], but also increase the risk of stroke, 
systemic thromboembolism and bleeding [36, 37]. Gas-
trointestinal disorders such as gastroesophageal reflux 
and gastroenteritis may also elevate the risk of bleeding 
or cardiovascular events due to inflammation, metabolic 
disorders or treatment [38, 39]. Moreover, renal dys-
function and gastrointestinal disorder could lead to the 
reduction of the drug compliance of AF patients [40, 41]. 
Therefore, when managing AF patients complicated with 
non-CVD, cardiologists could pay more attention to pre-
existing non-CVD to add more value to the integrated 
management of such comorbid patients.

Collectively, the majority of comorbidities (CVD/non-
CVD) predicted a high prevalence of hospitalization, the 
care oriented to single disease treatment rather than tar-
geting broad and interconnected care may make inter-
ventions and outcomes unsatisfying. Multidisciplinary 
management of AF and comorbidities is an inexorable 
trend of medical care.

Limitations
Firstly, in this study, AF patients were recruited mainly 
from the urban and suburban areas, which principally 
mirrors the circumstance of AF patients in relatively 
developed regions in China, and may be insufficient to 
represent the whole AF population in China, especially 
in rural areas. Additional studies should be undertaken 
to determine whether these observations are gener-
alizable to all AF patients. Secondly, the analysis data 
were derived from the China-AF study. The causes for 
the hospitalization proposed by the researchers were 
relatively broad. The non-AF CVD and non-CVD were 
not explicitly classified. Therefore, the most important 

specific diseases that lead to the hospitalization of AF 
patients are unavailable and need further investiga-
tion. Lastly, this study did not collect detailed informa-
tion about the length of stay and hospitalization cost 
and could not further analyze the economic burden of 
hospitalization.

Conclusions
During follow-up, about one-third of AF patients have 
had more than one hospitalization in this study. Hospi-
talizations mainly due to non-CVD events in patients 
aged ≥ 65  years and AF burden in the patients aged < 
65  years. Age, worse AF symptoms and several comor-
bidities (e.g. HF and COPD) are significant predictors 
for hospitalization. Throughout AF patients’ entire treat-
ment and follow-up, efforts are needed to reduce hospi-
talizations, particularly in focusing on symptoms, as well 
as strengthening the multidisciplinary management of 
comorbidities.

Abbreviations
AF: Atrial Fibrillation; ACEIs: Angiotensin-Converting Enzyme Inhibitors; 
ARBs: Angiotensin II Receptor Blockers; BMI: Body Mass Index; CAD: Coronary 
Artery Disease; CHA2DS2-VASc: Congestive heart failure, Hypertension, Age ≥ 
75 years, Diabetes, Stroke, Vascular diseases, Age 65–74 years, Sex category; 
China-AF: Chinese Atrial Fibrillation Registry; CI: Confidence Interval; COPD: 
Chronic Obstructive Pulmonary Disease; CVD: Cardiovascular Diseases; DM: 
Diabetes Mellitus; DOACs: Direct Oral Anticoagulants; EHRA: European Heart 
Rhythm Association; HF: Heart Failure; HR: Hazard Ratio; HTN: Hypertension; 
LAD: Left Atrial Diameter; LVEF: Left Ventricular Ejection Fraction; MI: Myocar-
dial Infarction; NHIS: National Health Insurance Service; NYHA: New York Heart 
Association; QoL: Quality of Life; RFCA: Radiofrequency Catheter Ablation; TIA: 
Transient Ischemic Attack.

Supplementary Information
The online version contains supplementary material available at https ://doi.
org/10.1186/s1287 2-021-01951 -5.

Additional file 1. Hospitalization rate (per 100 patient-years) of AF 
patients with HF by different classification.

Additional file 2. Factors associated with all-cause death.

Acknowledgements
Not applicable

Authors’ contributions
X-D, CS-M and ZJ-D have designed the study. ZJ-D analyzed and interpreted 
the results of patients’ statistic data and was a major contributor in writing 
the manuscript. L–H performed data statistic analysis. SX-L, C-J, SJ-X, X-S, ZX-J, 
DY-L, CH-S, RB-T, N-L, R-B, RH-Y, JZ-D contributed to refining the ideas and 
edited the manuscript. All authors read and approved the final manuscript.

Funding
This work was supported by the National Key Research and Development 
Program of China (grant number: 2016YFC0900901, 2016YFC1301002, 
2017YFC0908803, 2018YFC1312501, and 2020YFC2004803). The construction 
of the Chinese Atrial Fibrillation Registry was also supported by grants from 
Bristol-Myers Squibb, Pfizer, Johnson & Johnson, Boehringer-Ingelheim, and 

https://doi.org/10.1186/s12872-021-01951-5
https://doi.org/10.1186/s12872-021-01951-5


Page 9 of 10Dong et al. BMC Cardiovasc Disord          (2021) 21:146  

Bayer. The sponsors of the study had no role in study design, data collection, 
data analysis, data interpretation, or writing of the report.

Availability of data and materials
The datasets generated and/or analysed during the current study are not 
publicly available due to the protection of patients’ privacy, but are available 
from the corresponding author on reasonable request.

Declarations

Ethics approval and consent to participate
The study was approved by the Ethics Committee on Human Research of Bei-
jing Anzhen Hospital, the Capital Medical University. All participants provided 
written informed consent. Name of the ethics committee: Ethics Committee 
of Beijing Anzhen Hospital. Reference number: D11110700300000.

Consent for publication
Not applicable.

Competing interests
Chang-sheng Ma has received honoraria from Bristol-Myers Squibb, Pfizer, 
Johnson & Johnson, Boehringer-Ingelheim, and Bayer for giving lectures. 
Jian-zeng Dong has received honoraria from Johnson & Johnson for giving 
lectures. The rest of the authors have declared no conflict of interest.

Author details
1 Department of Cardiology, Beijing Anzhen Hospital, Capital Medical 
University, National Clinical Research Centre for Cardiovascular Diseases, No. 
2 Beijing Anzhen Road, Chaoyang District, Beijing 100029, People’s Republic 
of China. 2 Heart Health Research Center, Beijing, People’s Republic of China. 3  
The George Institute for Global Health, Faculty of Medicine, University of New 
South Wales, Sydney, Australia. 

Received: 10 November 2020   Accepted: 9 March 2021

References
 1. Chugh SS, Havmoeller R, Narayanan K, Singh D, Rienstra M, Benjamin EJ, 

Gillum RF, Kim YH, McAnulty JH Jr, Zheng ZJ, et al. Worldwide epidemiol-
ogy of atrial fibrillation: a Global Burden of Disease 2010 Study. Circula-
tion. 2014;129(8):837–47.

 2. Sliwa K, Carrington MJ, Klug E, Opie L, Lee G, Ball J, Stewart S. Predispos-
ing factors and incidence of newly diagnosed atrial fibrillation in an 
urban African community: insights from the Heart of Soweto Study. 
Heart. 2010;96(23):1878–82.

 3. Ball J, Thompson DR, Ski CF, Carrington MJ, Gerber T, Stewart S. Estimating 
the current and future prevalence of atrial fibrillation in the Australian 
adult population. Med J Aust. 2015;202(1):32–5.

 4. Björck S, Palaszewski B, Friberg L, Bergfeldt L. Atrial fibrillation, stroke 
risk, and warfarin therapy revisited: a population-based study. Stroke. 
2013;44(11):3103–8.

 5. Dudink E, Erküner Ö, Berg J, Nieuwlaat R, de Vos CB, Weijs B, Capucci A, 
Camm AJ, Breithardt G, Le Heuzey JY, et al. The influence of progression 
of atrial fibrillation on quality of life: a report from the Euro Heart Survey. 
Europace. 2018;20(6):929–34.

 6. Adderley NJ, Nirantharakumar K, Marshall T. Risk of stroke and transient 
ischaemic attack in patients with a diagnosis of resolved atrial fibrillation: 
retrospective cohort studies. BMJ. 2018;361:k1717.

 7. Ruddox V, Sandven I, Munkhaugen J, Skattebu J, Edvardsen T, Otterstad 
JE. Atrial fibrillation and the risk for myocardial infarction, all-cause mor-
tality and heart failure: A systematic review and meta-analysis. Eur J Prev 
Cardiol. 2017;24(14):1555–66.

 8. Christiansen CB, Olesen JB, Gislason G, Lock-Hansen M, Torp-Pedersen C: 
Cardiovascular and non-cardiovascular hospital admissions associated 
with atrial fibrillation: a Danish nationwide, retrospective cohort study. 
BMJ Open. 2013, 3:1.

 9. Gallagher C, Hendriks JM, Giles L, Karnon J, Pham C, Elliott AD, Mid-
deldorp ME, Mahajan R, Lau DH, Sanders P, et al. Increasing trends in 

hospitalisations due to atrial fibrillation in Australia from 1993 to 2013. 
Heart. 2019;105(17):1358–63.

 10. Kim D, Yang PS, Jang E, Yu HT, Kim TH, Uhm JS, Kim JY, Pak HN, Lee MH, 
Joung B, et al. Increasing trends in hospital care burden of atrial fibrilla-
tion in Korea, 2006 through 2015. Heart. 2018;104(24):2010–7.

 11. Wang X, Fu Q, Song F, Li W, Yin X, Yue W, Yan F, Zhang H, Zhang H, Teng 
Z, et al. Prevalence of atrial fibrillation in different socioeconomic regions 
of China and its association with stroke: Results from a national stroke 
screening survey. Int J Cardiol. 2018;271:92–7.

 12. Du X, Ma C, Wu J, Li S, Ning M, Tang R, Guo X, Long D, Yu R, Sang C, et al. 
Rationale and design of the Chinese Atrial Fibrillation Registry Study. BMC 
Cardiovasc Disord. 2016;16:130.

 13. Steinberg BA, Kim S, Fonarow GC, Thomas L, Ansell J, Kowey PR, Mahaffey 
KW, Gersh BJ, Hylek E, Naccarelli G, et al. Drivers of hospitalization for 
patients with atrial fibrillation: Results from the Outcomes Registry for 
Better Informed Treatment of Atrial Fibrillation (ORBIT-AF). Am Heart J. 
2014;167(5):735-742.e2.

 14. Lip GY, Laroche C, Ioachim PM, Rasmussen LH, Vitali-Serdoz L, Petrescu 
L, Darabantiu D, Crijns HJ, Kirchhof P, Vardas P, et al. Prognosis and treat-
ment of atrial fibrillation patients by European cardiologists: one year 
follow-up of the EURObservational Research Programme-Atrial Fibril-
lation General Registry Pilot Phase (EORP-AF Pilot registry). Eur Heart J. 
2014;35(47):3365–76.

 15. Chamberlain AM, Alonso A, Gersh BJ, Manemann SM, Killian JM, Weston 
SA, Byrne M, Roger VL. Multimorbidity and the risk of hospitalization 
and death in atrial fibrillation: a population-based study. Am Heart J. 
2017;185:74–84.

 16. van Doorn S, Tavenier A, Rutten FH, Hoes AW, Moons K, Geersing GJ. Risk 
of cardiac and non-cardiac adverse events in community-dwelling older 
patients with atrial fibrillation: a prospective cohort study in the Nether-
lands. BMJ Open. 2018;8(8):e021681.

 17. DeVore AD, Hellkamp AS, Becker RC, Berkowitz SD, Breithardt G, Hacke 
W, Halperin JL, Hankey GJ, Mahaffey KW, Nessel CC, et al. Hospitalizations 
in patients with atrial fibrillation: an analysis from ROCKET AF. Europace. 
2016;18(8):1135–42.

 18. Steinberg BA, Shrader P, Thomas L, Ansell J, Fonarow GC, Gersh BJ, 
Kowey PR, Mahaffey KW, Naccarelli G, Reiffel J, et al. Off-label dosing of 
non-vitamin K antagonist oral anticoagulants and adverse outcomes: the 
ORBIT-AF II registry. J Am Coll Cardiol. 2016;68(24):2597–604.

 19. Ballı M, Taşolar H, Çetin M, Hatem E, Çağlıyan ÇE, Şeker T, Çaylı M. Is atrial 
fibrillation a risk factor for contrast-induced nephropathy in patients with 
ST-elevation myocardial infarction. J Cardiol. 2016;67(4):327–30.

 20. Rewiuk K, Wizner B, Klich-Rączka A, Więcek A, Mossakowska M, Chudek 
J, Szybalska A, Broczek K, Zdrojewski T, Grodzicki T: Atrial fibrillation 
independently linked with depression in community-dwelling older 
population. Results from the nationwide PolSenior project. Exp Gerontol 
2018, 112:88–91.

 21. Hung CS, Chang CH, Lin JW, Ho YL, Chen MF. The association between 
new onset atrial fibrillation and incident cancer-A nationwide cohort 
study. PLoS ONE. 2018;13(6):e0199901.

 22. Al-Shammari B, Khalifa M, Bakheet SA, Yasser M. A mechanistic study on 
the amiodarone-induced pulmonary toxicity. Oxid Med Cell Longev. 
2016;2016:6265853.

 23. Bassand JP, Virdone S, Goldhaber SZ, Camm AJ, Fitzmaurice DA, Fox K, 
Goto S, Haas S, Hacke W, Kayani G, et al. Early risks of death, stroke/sys-
temic embolism, and major bleeding in patients with newly diagnosed 
atrial fibrillation. Circulation. 2019;139(6):787–98.

 24. Bartalena L, Bogazzi F, Chiovato L, Hubalewska-Dydejczyk A, Links TP, 
Vanderpump M. European thyroid association (ETA) guidelines for the 
management of amiodarone-associated thyroid dysfunction. Eur Thyroid 
J. 2018;7(2):55–66.

 25. Li YM, Jiang C, He L, Li XX, Hou XX, Chang SS, Lip G, Du X, Dong JZ, Ma CS. 
Sex differences in presentation, quality of life, and treatment in Chinese 
atrial fibrillation patients: insights from the china atrial fibrillation registry 
study. Med Sci Monit. 2019;25:8011–8.

 26. Chapa DW, Akintade B, Thomas SA, Friedmann E. Gender differences in 
stroke, mortality, and hospitalization among patients with atrial fibrilla-
tion: a systematic review. Heart Lung. 2015;44(3):189–98.

 27. Freeman JV, Simon DN, Go AS, Spertus J, Fonarow GC, Gersh BJ, Hylek 
EM, Kowey PR, Mahaffey KW, Thomas LE, et al. Association between atrial 
fibrillation symptoms, quality of life, and patient outcomes: results from 



Page 10 of 10Dong et al. BMC Cardiovasc Disord          (2021) 21:146 

•
 
fast, convenient online submission

 •
  

thorough peer review by experienced researchers in your field

• 
 
rapid publication on acceptance

• 
 
support for research data, including large and complex data types

•
  

gold Open Access which fosters wider collaboration and increased citations 

 
maximum visibility for your research: over 100M website views per year •

  At BMC, research is always in progress.

Learn more biomedcentral.com/submissions

Ready to submit your researchReady to submit your research  ?  Choose BMC and benefit from: ?  Choose BMC and benefit from: 

the outcomes registry for better informed treatment of atrial fibrillation 
(ORBIT-AF). Circ Cardiovasc Qual Outcomes. 2015;8(4):393–402.

 28. Vermond RA, Crijns HJ, Tijssen JG, Alings AM, Van den Berg MP, Hillege 
HL, Van Veldhuisen DJ, Van Gelder IC, Rienstra M. RACE II investiga-
tors: symptom severity is associated with cardiovascular outcome in 
patients with permanent atrial fibrillation in the RACE II study. Europace. 
2014;16(10):1417–25.

 29. Blomström-Lundqvist C, Gizurarson S, Schwieler J, Jensen SM, Bergfeldt L, 
Kennebäck G, Rubulis A, Malmborg H, Raatikainen P, Lönnerholm S, et al. 
Effect of catheter ablation vs antiarrhythmic medication on quality of life 
in patients with atrial fibrillation: the CAPTAF randomized clinical trial. 
JAMA. 2019;321(11):1059–68.

 30. Guo J, Nayak HM, Besser SA, Beaser A, Aziz Z, Broman M, Ozcan C, 
Tung R, Upadhyay GA. Impact of atrial fibrillation ablation on recurrent 
hospitalization: a nationwide cohort study. JACC Clin Electrophysiol. 
2019;5(3):330–9.

 31. Santhanakrishnan R, Wang N, Larson MG, Magnani JW, McManus DD, 
Lubitz SA, Ellinor PT, Cheng S, Vasan RS, Lee DS, et al. Atrial fibrillation 
begets heart failure and vice versa: temporal associations and dif-
ferences in preserved versus reduced ejection fraction. Circulation. 
2016;133(5):484–92.

 32. Violi F, Soliman EZ, Pignatelli P, Pastori D: Atrial fibrillation and myocardial 
infarction: a systematic review and appraisal of pathophysiologic mecha-
nisms. J Am Heart Assoc 2016, 5(5).

 33. Schnabel RB, Yin X, Gona P, Larson MG, Beiser AS, McManus DD, Newton-
Cheh C, Lubitz SA, Magnani JW, Ellinor PT, et al. 50 year trends in atrial 
fibrillation prevalence, incidence, risk factors, and mortality in the 
Framingham Heart Study: a cohort study. Lancet. 2015;386(9989):154–62.

 34. Özlek B, Özlek E, Tekinalp M, Kahraman S, Zencirkiran Agus H, Başaran Ö, 
Kaya BC, Rencüzoğulları İ, Mert KU, Çakır O, et al. Comparison of clinical 
characteristics of patients with heart failure and preserved ejection frac-
tion with atrial fibrillation versus sinus rhythm: Insights from the APOL-
LON registry. Turk Kardiyol Dern Ars. 2020;48(3):234–45.

 35. Gansevoort RT, Correa-Rotter R, Hemmelgarn BR, Jafar TH, Heerspink HJ, 
Mann JF, Matsushita K, Wen CP. Chronic kidney disease and cardio-
vascular risk: epidemiology, mechanisms, and prevention. Lancet. 
2013;382(9889):339–52.

 36. Olesen JB, Lip GY, Kamper AL, Hommel K, Køber L, Lane DA, Lindhardsen 
J, Gislason GH, Torp-Pedersen C. Stroke and bleeding in atrial fibrillation 
with chronic kidney disease. N Engl J Med. 2012;367(7):625–35.

 37. Becattini C, Giustozzi M, Ranalli MG, Bogliari G, Cianella F, Verso M, Agnelli 
G, Vedovati MC. Variation of renal function over time is associated with 
major bleeding in patients treated with direct oral anticoagulants for 
atrial fibrillation. J Thromb Haemost. 2018;16(5):833–41.

 38. Abraham NS, Noseworthy PA, Inselman J, Herrin J, Yao X, Sangaraling-
ham LR, Cornish G, Ngufor C, Shah ND. Risk of gastrointestinal bleeding 
increases with combinations of antithrombotic agents and patient age. 
Clin Gastroenterol Hepatol. 2020;18(2):337-346.e19.

 39. Kristensen SL, Ahlehoff O, Lindhardsen J, Erichsen R, Jensen GV, Torp-
Pedersen C, Nielsen OH, Gislason GH, Hansen PR. Disease activity in 
inflammatory bowel disease is associated with increased risk of myo-
cardial infarction, stroke and cardiovascular death–a Danish nationwide 
cohort study. PLoS ONE. 2013;8(2):e56944.

 40. Thorne K, Jayathissa S, Dee S, Briggs N, Taylor J, Reid S, De Silva K, Dean J. 
Adherence and outcomes of patients prescribed dabigatran (Pradaxa) in 
routine clinical practice. Intern Med J. 2014;44(3):261–5.

 41. Tangkiatkumjai M, Walker DM, Praditpornsilpa K, Boardman H. Association 
between medication adherence and clinical outcomes in patients with 
chronic kidney disease: a prospective cohort study. Clin Exp Nephrol. 
2017;21(3):504–12.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.


	Incidence and predictors of hospitalization in patients with atrial fibrillation: results from the Chinese atrial fibrillation registry study
	Abstract 
	Background: 
	Methods: 
	Results: 
	Conclusions: 

	Background
	Methods
	Study participants
	Data collection
	Outcomes
	Statistical analysis

	Results
	Patient baseline characteristics
	Rate and causes of hospitalization
	Factors associated with first all-cause hospitalization
	Factors associated with first cause-specific hospitalization

	Discussion
	Limitations
	Conclusions
	Acknowledgements
	References


