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Background Results

«  Many predictive HF models exist, but most have used only a small number of important clinical Table 1. Baseline demographics and comorbid conditions Figure 1. Model receiver operating characteristics (ROC) and calibration plots Figure 2. Top ten predictors by model
predictors to compute a risk score.
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the top 10% or top 25% of total healthcare costs, respectively.

Predictors

* The potential predictor pools included 98 (for hospitalization model) and 99 (for cost models)
predictor candidates defined during the 6-month pre-index period.
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