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ABSTRACT

Objective: Simple and non-invasive methods are required to estimate the plasma volume expansion to assess the congestion status in heart failure 
patients. To determine the effectiveness of Kaplan–Hakim formula in the quantification of the plasma volume expansion in acute decompensated heart 
failure (ADHF) and the correlation of the outcome factors with plasma volume shift (PVS). 

Methods: This prospective study included 384 participants diagnosed with ADHF. Newly diagnosed cases and patients receiving treatment for the 
past 6 months were included. Kaplan–Hakim formula was used to estimate the plasma volume. Duration of hospital stay, subsequent hospitalization 
for heart failure (HHF), cardiovascular disease mortality, and all-cause mortality rate at the end of follow-up time was also noted.  

Results: Among the study participants, 88 patients (22.92%) had PVS <5%, while the remaining 88.5% of the patients had PVS more than or equal 
to 5%. A strong association between guideline-recommended dose of ACEi/ARBs, beta-blockers, and normalcy of plasma volume status (p<0.001) 
was found. The mean duration of stay, number of repeated hospitalization, the incidence of worsening renal function, CV mortality rate, and all-cause 
mortality rate were significantly lower in participants with PVS ≥5% in comparison to those who had PVS < 5%. Kaplan–Hakim formula is a more 
practical and easy way to measure volume status in patients with ADHF. 

Conclusion: The use of RAAS antagonists and beta-blockers in their optimal dosage is associated with favorable plasma volume status in chronic HF 
patients.
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INTRODUCTION

Acute decompensated heart failure (ADHF) is a commonly reported 
health problem worldwide, with significant readmission rates and high 
mortality. The number of reported ADHF cases is on the rise due to 
improvements in health-care facility and increased longevity. The major 
causes for repeated hospitalization in patients with heart failure are due 
to the symptoms and signs of congestion [1]. Repeated hospitalization 
due to ADHF cause an increased burden to both the health-care facility 
and patients. Even though, the prognosis had gradually increased over 
the years in heart failure patients, still lacunae exist in the long-term 
treatment of heart failure patients. Quantifying the congestion and 
appropriate management remains the cornerstone in the management 
of ADHF patients [2].

Even though several different biomarkers and clinical score systems. 
Biological parameters and radio tracer indicator-dilution methods were 
available; the gold standard method in the assessment of congestion 
in heart failure patients is right heart catheterization. However, the 
procedure is invasive and requires a high standard of care in carrying 
out the procedure [3,4]. Therefore, an appropriate and easy tool is 
required for the detection of congestion.

Plasma volume expansion is one of the major pathophysiologic 
changes seen in ADHF. Plasma volume regulation control by the 
reninangiotensin aldosterone system is impaired, and sympathetic 
nervous system activation happens in heart failure patients [5]. Plasma 
volume expansion leads to an increase in body weight, edema, and other 
congestive symptoms. However, the lesser degree of plasma expansion 
often goes unnoticed. This is often seen as a missed opportunity to 
prevent hospitalization in ADHF.

In order to assess the congestion status in ADHF, plasma volume 
should be assessed using easy and non-invasive methods. Previous 
studies have estimated the predictive accuracy of different indices 
in estimating the plasma volume in heart failure patients [6-8]. This 
study was carried out with the objective to determine the effectiveness 
of Kaplan  -  Hakim formula in the quantification of plasma volume 
expansion in ADHF and the correlation of the outcome factors with 
plasma volume shift (PVS).

MATERIALS AND METHODS

Study participants and settings
This prospective follow-up was done in a tertiary health-care hospital 
between January 2020 and December 2020. Altogether, 384 ADHF 
patients were recruited for the study after obtaining consent as per 
guidelines and ethical clearance from the ethics committee. Patients 
with age above 18, who had been diagnosed with heart failure and 
were on standard treatment care for heart failure for at least 6 months, 
were included. All new heart failure cases with signs and symptoms 
and recurrent cases requiring urgent hospitalization and treatment 
were the study participants. Patients with valvular or congenital 
heart disease, chronic liver disease, nephrotic syndrome, advanced 
kidney disease, patients on hemodialysis, hemoglobinopathies, recent 
blood transfusions and any other diseases which are likely to impact 
hemoglobin and plasma volume status independent of cardiac function 
were excluded from the study.

Study variables
Baseline clinical variables and treatment history were noted for all 
patients. Patients were managed with standard treatment for ADHF 
during their hospital stay. Plasma volume status was calculated using 
Kaplan–Hakim formula on admission using following formula:
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APV (in L) = (0.065 × Weight kg) × (1−HCT)

The PVS was calculated depending on the increase or decrease in the 
plasma volume from the ideal plasma volume. Duration of hospital 
stay, subsequent hospitalization for heart failure (HHF), cardiovascular 
disease mortality and all-cause mortality rate at the end of follow-up 
period (1 year) were also noted.

Statistical analysis
IBM SPSS 24.0 statistics for Windows software was used for data 
analysis. Continuous variables were expressed in the median with 
25th–75th percentiles and nominal variables were expressed in percentage. 
Baseline characteristics and outcome parameters were compared 
between PVS <5% and ≥5%. Mann  -  Whitney test (Kruskalwallis test 
for 3 or more variables) was used to analyze parametric variables. 
Pearson’s Chi-square test (or Fisher’s exact test) was used to analyze non-
parametric variables. p<0.05 was fixed for statistical significance.

RESULTS

Table  1 describes the clinical parameters of the study population. 
Study participants’ mean age in years was 62±9 and males (72.6%) 
constituted majority of them. The mean value of left ventricular ejection 
fraction among the patients was 44±6%. Most of the patients had LVEF 
<50% (84%). The mean hemoglobin level of the study participants 
was 11.2±2.1 gm/dl and the mean weight in kg was 58.4±9.1.Diabetes 
mellitus was the most commonly seen comorbid condition (31%), 
followed by atrial fibrillation (22%). Most of the patients had been 
treated with ACEi/ARBs (82.81%) and beta-blockers (85.94%).

Table  2 describes the correlation of heart failure medication dosage 
with PVS. Study participants were divided into two groups (PVS <5% 
and PVS above or equal to 5%) to compare the outcomes. Outcome 
variables are also compared among those having PVS <0.

88  patients (22.9%) had reported PVS <5%, while the remaining 
296 (88.5%) had PVS more than or equal to 5%. Only 6% of the study 
population reported PVS <0, signifying net plasma volume contraction. 
Analysis of the dosage of various HF medications with PVS showed a 
strong association between guideline-recommended dose of ACEi/
ARBs, beta blockers, and normalcy of plasma volume status (p<0.001 
for both ACEi/ARB and beta blockers).

Table  3 summarizes the correlation between PVS and outcome 
parameters. In patients with PVS <5% mean length of stay during index 
hospitalization (2.8±0.8 days) was significantly lower than in patients 
with PVS ≥5% (4.9±1.2  days, p<0.001). Hospitalizations for heart 
failure during one year follow-up also differed significantly in the two 
groups, the mean frequency of HHF per patient in PVS <5% group was 
1.89±0.2 versus 2.62±0.5 in PVS ≥5% group (p<0.001). The incidence 
of worsening renal function (WRF) was significantly more in PVS <5% 
group (mean increase in creatinine [0.2±0.15 vs. −0.3±0.24] in PVS ≥5% 
group).

After the follow-up period of 1 year, a total of 36 deaths occurred, out 
of which only five deaths occurred during the index hospitalization. 
Among 36 deaths, five deaths were due to non-cardio-vascular causes. 
Both all-cause mortality (33 in PVS ≥5% vs. 3 in PVS <5%, p=0.0352) 

Table 2: Correlation of heart failure medications and dosage with plasma volume shift

Drug (%) Dosage (%) n (%) PVS<5% PVS≥5% p
ACEi/ARB 
(82.81)

≥50 of recommended 40 (10.42) 36 4 <0.001
<50 of recommended 278 (72.4) 44 234
Nil 66 (17.19) 8 58

MRA 
(16.67)

≥50 of recommended 12 (3.13) 4 8 0.024
<50 of recommended 52 (13.54) 19 33
Nil 320 (83.33) 65 255

Beta 
blocker 
(85.94)

≥50 of recommended 56 (14.58) 44 12 <0.001
<50 of recommended 274 (71.35) 41 233
Nil 54 (14.06) 3 51

Diuretics 
(39.06)

≥50 of recommended 34 (8.85) 6 28 0.022
<50 of recommended 116 (30.21) 37 79
Nil 234 (60.94) 45 189

ACEi/ARB: Angiotensin‑converting enzyme inhibitor/angiotensin receptor blockers, PVS: Plasma volume shift, MRA: Mineralocorticoid antagonists

Table 1: Baseline parameters of the study population

Parameter n=384 PVS<5%, (n=88) PVS≥5%, (n=296)
Age (years), mean±SD 62±9 57±3.4 63.5±4.8
Sex (%)

Male 279 (72.66) 62 217
Female 105 (27.34) 26 79

Ejection fraction (%)
<50 322 (83.85) 45 277
≥50 62 (16.15) 43 19

Weight (kg), mean±SD 58.4±9.1 51.2±4.1 60.5±6.2
Hemoglobin (gm/dL), mean±SD 11.2±2.1 10.2±0.9 11.5±1.6
Serum creatinine (mg/dL), mean±SD 1.2±0.3 1±0.15 1.26±0.28
Co‑morbidity, n (%)

DM 119 (31) 22 97
AF 84 (22) 38 46
CKD 46 (12) 6 40
COPD 27 (7) 13 14
CVA 15 (3.9) 5 10

PVA (mL) 3110 (1756–6210) 2190 3384
IPV (mL) 2307 (1660–4680) 2022 2392
PVS (%) 14.3 (−4.3–28.4) 1.90 17.99
AF: Atrial fibrillation, CKD: Chronic kidney disease, COPD: Chronic obstructive pulmonary disease, DM: Diabetes mellitus, CVA: Cerebrovascular accident, IPV: Inactivated 
poliovirus vaccine, PVA: Polyvinyl alcohol, SD: Standard deviation, PVS: Plasma volume shift
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and CV mortality (29 in PVS ≥5% vs. 2 in PVS <5%, p=0.0241) were 
more common in higher PVS group.

DISCUSSION

The effectiveness of the Kaplan–Hakim formula in the quantification 
of plasma volume expansion ADHF and correlation of the outcome 
factors with PVS was assessed in this study. Study findings reported 
a significant plasma volume expansion in ADHF patients. Plasma 
volume expansion as the major pathophysiology change in ADHF 
patients is well documented [9]. In a large proportion of ADHF 
cases, PV expansion operates as a final common pathway leading to 
congestive symptoms [10]. Although the development of congestion 
or edema is viewed as a manifestation of PV expansion, it often occurs 
as the interplay between venous capacitance and plasma volume [11]. 
Either an increase in plasma volume or decreased venous capacitance 
increases the filling pressure and congestion develops, leading to 
leakage of fluid across capillaries. Due to neurohormonal activation, 
both of these mechanisms are operative in chronic HF [12,13].

Many previous studies have addressed plasma volume estimation 
in ADHF patients, but most of them had used invasive methods to 
directly measure the PV, which are cumbersome and cannot be used 
routinely [14,15]. Since these studies had found a good correlation of 
PVstatus with in-hospital course, methods to easily measure PV would 
help in assessing the severity of decompensation, can aid in prognosis 
and deciding management strategy. The Kaplan-hakim equation by 
incorporating weight as a measure of net plasma volume and then 
adding specificity to that parameter by incorporating hematocrit as a 
reflection of hemodilution reasonably estimates net plasma volume 
[16]. Our study also reported that the PVS from ideal value significantly 
affects the duration of stay in the hospital.

Fluid overload in ADHF occurs due to chronic activation of the renin 
angiosterone and sympathetic system [9,10]. A  strong association 
between guideline-recommended dose of ACEi/ARBs, beta-blockers and 
normalcy of plasma volume status (p<0.001) was found. Likewise, the 
use of loop diuretics is associated with a lesser degree of PVS. A similar 
association was reported with the use of mineralocorticoid antagonists 
and these findings are similar to the study by Martens et al. [17]. This can 
probably be attributed to treatment bias, as the patients in whom these 
drugs had been prescribed in fact, had higher plasma volume status 
and had a greater degree of impairment in cardiac function. Since the 
number of patients with plasma volume contraction (PVS <0) was less, 
association between plasma volume contraction and HF medications 
could not be evaluated. However, previous studies reportedthat patients 
with LVEF in higher range and those on optimal dosages of ACEi/ARBs 
had plasma volume contraction. Grodin et al. also reported that in the 
TOPCAT trail, most patients had net plasma volume contraction [18].

The study also reported that the mean duration of stay in the hospital was 
significantly more in patients with higher PVS. The greater degree of PV 
expansion requiring longer diuretics use associated renal dysfunction 
and treatment of other precipitating factors may be the reasons for a 
prolonged duration of hospitalization. Patients with higher PVS (≥5%) 
had higher baseline serum creatinine and showed a greater reduction 
in creatinine after treatment. In contrast, WRF was noted in patients 
with lower PVS group (or PV contraction) during treatment. In a study 
by Mullens et al. the WRF was associated with venous congestion 

rather than cardiac index and also reported no relation of WRF with 
use of diuretics [19]. In our study, we found that though baseline renal 
dysfunction was greater in patients with higher PVS, the use of diuretics 
improved renal function rather than worsening it. On the other hand, 
the use of diuretics in the lower PVS group and with PV contraction 
was associated with greater WRF, as evident from a greater increase 
in serum creatinine. This finding has important implications regarding 
the use of diuretics, as not all ADHF patients have PV expansion and 
overzealous use of diuretics will result in WRF.

Patients in higher PVS group in our study had significantly repeated 
number of hospitalizations; all-cause mortality, and cardiovascular 
mortality during 1-year follow-up. In a study by Martens et al, which 
was conducted in stable HF patients number of HHF & all-cause 
mortality was higher in patients with higher PVS [17]. Our study also 
showed the same in ADHF patients with higher PVS.

The correlation of the extent of PVS in current hospitalization persisting 
for later HHF and mortality even after optimizing HF medications 
indicates the tendency of these patients towards positive PV status. 
This is probably due to associated comorbidities, Diabetes and CKD in 
particular, as underlying renal impairment independently affects PV 
status. In our study, patients having these comorbidities had higher 
PVS. Though other complex mechanisms might also be operative 
contributing to PV expansion, it goes without saying that addressing 
such comorbidities would, in turn, reduce HHF and mortality. Recently 
newer anti-diabetic medications, SGLT2 inhibitors in particular 
through their natriuretic, and diuretic action& by altering myocardial 
metabolism, have been shown to reduce HHF and mortality [20]. This 
benefit has been shown even in patients without diabetes; hence, there 
is scope for further research to explore these complex mechanisms 
regulating PV status in HF patients and these would be the targets for 
novel therapeutic strategies in the future.

CONCLUSION

Kaplan–Hakim formula, which incorporates easily available parameters 
can be routinely used and are more practical and convenient to assess 
volume status in patients with ADHF. Use of RAAS antagonists and beta-
blockers in their optimal dosage is associated with favorable plasma 
volume status in chronic HF patients and pre-discharge assessment 
of plasma volume can be used to titrate the dosage of these drugs, 
including diuretics.
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Table 3: Correlation between plasma volume shift and outcome parameters

Parameter PVS<5%, (n=88) PVS≥5%, (n=296) p
Mean length of hospital stay (days) 2.8±0.8 4.9±1.2 <0.001
HHF (mean/patient) 1.89±0.2 2.62±0.5 <0.001
WRF (mean change in serum creatinine) (mg/dL) 0.2±0.15 −0.3±0.24 <0.001
CV mortality, n (%) 2 (2.27%) 29 (9.8%) 0.024
All‑cause mortality, n (%) 3 (3.41%) 33 (11.15%) 0.035
HHF: Hospitalization for heart failure, WRF: Worsening renal function, CV: Cardiovascular, PVS: Plasma volume shift



112

Asian J Pharm Clin Res, Vol 16, Issue 5, 2023, 109-112
	 Das et al.

 REFERENCES

1.	 Rocha BM, Falcão LM. Acute decompensated heart failure (ADHF): 
A  comprehensive contemporary review on preventing early 
readmissions and postdischarge death. Int J Cardiol 2016;223:1035-44. 
doi: 10.1016/j.ijcard.2016.07.259

2.	 Desai AS, Stevenson LW. Rehospitalisation for heart failure: 
Predict or prevent? Circulation 2012;126:501-6. doi: 10.1161/
CIRCULATIONAHA.112.125435, PMID 22825412

3.	 Binanay C, Califf RM, Hasselblad V, O’Connor CM, Shah MR, 
Sopko  G, et al. Evaluation study of congestive heart failure and 
pulmonary artery catheterization effectiveness: The ESCAPE 
trial. JAMA 2005;294:1625-33. doi: 10.1001/jama.294.13.1625, 
PMID 16204662

4.	 Duarte K, Monnez JM, Albuisson E, Pitt B, Zannad F, Rossignol P. 
Prognostic value of estimated plasma volume in heart failure. JACC 
Heart Fail 2015;3:886-93. doi: 10.1016/j.jchf.2015.06.014, 
PMID 26541787

5.	 Heywood JT. The cardio-renal syndrome: Lessons from the ADHERE 
database and treatment options. Heart Fail Rev 2005;9:195-201. 
doi: 10.1007/s10741-005-6129-4

6.	 Ling HZ, Flint J, Damgaard M, Bonfils PK, Cheng AS, Aggarwal S, 
et al. Calculated plasma volume status and prognosis in chronic heart 
failure. Eur J Heart Fail 2015;17:35-43. doi: 10.1002/ejhf.193, 
PMID 25469484

7.	 Fudim M, Miller WL. Calculated estimates of plasma volume in 
patients with chronic heart failure - comparison with measured volumes. 
J  Card Fail 2018;24:553-60. doi: 10.1016/j.cardfail.2018.07.462, 
PMID 30098381

8.	 Mosterd A, Hoes AW, Ten Berg JM, Van’t Hof AW, Tetsuro Y, et al. 
European heart journal: Acute cardiovascular. Eur Heart J Acute 
Cardiovasc Care 2014;1:8.

9.	 Martens P, Nijst P, Mullens W. Current approach to decongestive 
therapy in acute heart failure. Curr Heart Fail Rep 2015;12:367-78. 
doi: 10.1007/s11897-015-0273-5, PMID 26486631

10.	 Nijst P, Verbrugge FH, Grieten L, Dupont M, Steels P, Tang WH, 
et al. The pathophysiological role of interstitial sodium in heart failure. 
J Am Coll Cardiol 2015;65:378-88. doi: 10.1016/j.jacc.2014.11.025, 
PMID 25634838

11.	 Verbrugge FH, Dupont M, Steels P, Grieten L, Malbrain M, Tang WH, 
et al. Abdominal contributions to cardiorenal dysfunction in congestive 

heart failure. J  Am Coll Cardiol 2013;62:485-95. doi: 10.1016/j.
jacc.2013.04.070, PMID 23747781

12.	 Kociol RD, McNulty SE, Hernandez AF, Lee KL, Redfield MM, 
Tracy RP, et al. Markers of decongestion, dyspnea relief, and clinical 
outcomes among patients hospitalized with acute heart failure. Circ Heart 
Fail 2013;6:240-5. doi: 10.1161/CIRCHEARTFAILURE.112.969246, 
PMID 23250981

13.	 Fallick C, Sobotka PA, Dunlap ME. Sympathetically mediated changes 
in capacitance: Redistribution of the venous reservoir as a cause 
of decompensation. Circ Heart Fail 2011;4:669-75. doi: 10.1161/
CIRCHEARTFAILURE.111.961789, PMID 21934091

14.	 Abraham WT, Adamson PB, Bourge RC, Aaron MF, Costanzo MR, 
Stevenson LW, et al. Wireless pulmonary artery haemodynamic 
monitoring in chronic heart failure: A  randomised controlled trial. 
Lancet 2011;377:658-66. doi: 10.1016/S0140-6736(11)60101-3, 
PMID 21315441

15.	 Abraham WT, Compton S, Haas G, Foreman B, Canby RC, Fishel R, 
et al. Intrathoracic impedance vs daily weight monitoring for predicting 
worsening heart failure events: Results of the fluid accumulation status 
trial (FAST). Congest Heart Fail 2011;17:51-5. doi: 10.1111/j.1751-
7133.2011.00220.x, PMID 21449992

16.	 Kobayashi M, Girerd N, Duarte K, Preud’homme G, Pitt B, Rossignol 
P. Prognostic impact of plasma volume estimated from hemoglobin and 
hematocrit in heart failure with preserved ejection fraction. Clin Res 
Cardiol. 2020;109:1392-1401. doi: 10.1007/s00392-020-01639-4

17.	 Martens P, Nijst P, Dupont M, Mullens W. The optimal plasma volume 
status in heart failure in relation to clinical outcome. J  Card Fail 
2019;25:240-8. doi: 10.1016/j.cardfail.2018.11.019, PMID 30528705

18.	 Grodin JL, Philips S, Mullens W, Nijst P, Martens P, Fang JC, et al. 
Prognostic implications of plasma volume status estimates in heart 
failure with preserved ejection fraction: Insights from TOPCAT. Eur J 
Heart Fail 2019;21:634-42. doi: 10.1002/ejhf.1407, PMID 30714658

19.	 Mullens W, Abrahams Z, Francis GS, Sokos G, Taylor DO, Starling RC, 
et al. Importance of venous congestion for worsening of renal function 
in advanced decompensated heart failure. J  Am Coll Cardiol 
2009;53:589-96. doi: 10.1016/j.jacc.2008.05.068, PMID 19215833

20.	 McMurray JJV, Solomon SD, Inzucchi SE, Køber L, Kosiborod MN, 
Martinez FA, et al. Dapagliflozin in patients with heart failure and reduced 
ejection fraction. N  Engl J Med 2019;381:1995-2008. doi: 10.1056/
NEJMoa1911303, PMID 31535829


