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The 2022 American Heart Association (AHA)/American College of 
Cardiology (ACC)/Heart Failure Society of America (HFSA) Guideline 
For the Management of Heart Failure1 highlights several advancements 
in the treatment of this complex disease. Despite these significant 
advances, heart failure (HF) patients continue to experience recurrent 
hospital admission and disease progression. Further, when episodes 
of acute decompensation occur, the accurate assessment of volume 
status remains a significant challenge. Differentiating between 
interstitial volume and intravascular volume is critical to accurate and 
timely patient care. Key metrics provided by blood volume analysis 
(BVA) have demonstrated benefit and value for guiding care 
across HF phenotypes – HF with reduced ejection fraction 
(HFrEF), HF with preserved ejection fraction (HFpEF) and 

mid-range ejection fraction (EF). BVA is an innovative diagnostic 
test that provides key data on congestion management and anemia 
in a single test. This allows care teams to understand with precision, 
the intravascular volume status of HF patients and solve the significant 
challenge of accurately managing fluid levels and red cell derangements. 
Best practices for implementation of BVA enable the care team to 
incorporate testing into both the inpatient and outpatient HF care settings, 
providing the guidance needed by clinicians to drive improvement in key 
patient outcomes.  

EXECUTIVE SUMMARY   

This CV Business White Paper was developed by MedAxiom with support from Daxor and is intended for informational purposes only. The statements and/or 
opinions expressed do not represent official American College of Cardiology (ACC) opinions, positions, policies or clinical guidance unless otherwise stated. 
This CV Business White Paper does not constitute a guarantee or endorsement of a specific product or therapy by MedAxiom or the ACC.

BACKGROUND
Heart Failure is not only a leading cause of morbidity and mortality 
in the U.S., but also one of the most expensive health conditions to 
manage. Annual costs are estimated at $30.7 billion and expected 
to grow to nearly $70 billion by 2030 if we fail to improve on current 
treatment outcomes. Notably, in-hospital care comprises the majority 
of costs across all HF categories, averaging $14,000 per admission.2

Diuretic therapy remains a cornerstone of treatment for hospitalized 
patients with HF. However, the accurate assessment of congestion 
and clinical management to achieve euvolemia is challenged by 
limitations of the physical exam and surrogate markers for blood 
volume that are often unreliable or misleading. Measurements of filling 
pressure, obtained by pulmonary artery catheterization to guide the 
use of vasodilators and diuretics, has long been used to direct patient 
management but has not demonstrated improvement in key clinical 
endpoints, including length of stay, hospital readmission, and quality of 
life indicators.3 Naturetic peptides are widely used to diagnose HF and 
evaluate its severity, but have shown a poor correlation with actual 
circulating blood volume, and lack value in titrating medication therapy.4  
In addition, the impact of various conditions on B-type natriuretic 
peptide (BNP) or N-terminal pro B-type natriuretic peptide (NT-proBNP) 
concentrations (i.e., high biological variation, age dependence, obesity 
and renal disease) have left clinicians needing for a more precise way 
to supplement patient assessment. 

The consequences of misdirection managing HF are notable. 
Imprecision in hospital care leads to delays in prescribing therapies 
most likely to expedite improvement, may trigger complications, 
and extends length of stay. Most HF therapies begin by assuming 
cardiopulmonary congestion is driven primarily by volume overload 
and consequent cardiovascular decompensation. Notably, in 
as many as 62% of HF patients, anemia plays a prominent role 
in decompensation, not volume overload.5 Without a complete 
understanding of volume management, therapeutic efforts toward 
diuresis may lead to acute kidney injury from diuresing patients 
deemed dilutionally anemic when in fact they are truly anemic. 
Additionally, hospital stays may be prolonged as clinicians seek to 
optimize a patient’s total volume status.

Once discharged, patients who were not truly optimized may find 
themselves back in an emergency department (ED) or provider’s 
office seeking relief from symptoms, and the cycle begins again. For 
patients with advanced HF and implanted ventricular assist devices, 
volume status may be particularly challenging. Miller et.al, found 
that despite weight loss, the vast majority of patients are discharged 
volume overloaded and primed for a quick return to the hospital due 
to inadequate decongestion.6 It is of no surprise that readmission 
rates for HF patients often exceed 20%7.

“The world as we have created it is a 
process of our thinking. It cannot be changed  

without changing our thinking.”  

– Albert Einstein
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OPTIMAL VOLUME MANAGEMENT 
Consensus Document: Blood Volume Analysis For Heart Failure 
Patients – Expert User Panel Recommendations For Improving 
Outcomes and Providing Value

Chronic HF reflects a syndrome of intravascular and interstitial 
fluid volume expansion and redistribution triggered by the renal 
retention of sodium and water.8 Whereas only 30% to 40% of 
total blood volume normally resides in the arterial circulation, a 
decline in cardiac performance requires compensatory expansion 
of overall blood volume to maintain effective tissue perfusion. 
Increases in intravascular volume, by design, are offloaded to the 
more capacitance and lower resistant interstitial compartment. 
Over time this interstitial fluid expansion becomes pathologic 
and is evident by symptomatic clinical congestion. Once this 
congestion develops, marked fluid retention is typically present. 
Depending on the volume capacity of the interstitial compartment, 
it can reflect a multi-liter fluid excess.9 Understanding the 
complex interplay of volume distribution and clarifying a patient’s 
intravascular volume status are important first steps to creating a 
treatment plan.

Pulmonary arterial (PA) pressure and pulmonary artery diastolic 
(PAD) pressure are commonly used as surrogate markers of 
blood volume status and become references for directing volume 
adjustment. However, there is inconsistency in the correlation 
between intracardiac pressures and the direct measurement of 
circulating blood volume.10 Elevated pressures may be caused 
by factors other than fluid volume overload. Understanding that 
pressure reflects the interaction of vasomotor tone with venous 
volume, it is critical to appreciate all factors contributing to 
total volume - including accurate red cell volume (i.e., anemia, 
polycythemia). In sum, pressure overload does not always equal 
volume overload. Studies from the Mayo Clinic by Miller as well 
as a recent report by Yaranov et.al. found that pressure-based 
assessment of congestion in ambulatory HF patients did not 
accurately represent intravascular volume.10,11

Intravascular volume is defined by plasma volume (PV) and red 
blood cell volume (RBCV), which together comprise total blood 
volume (TBV). The ability to measure a patient’s blood/plasma 
volume in real time provides information that is fundamental when 
evaluating a HF patient add treating to a goal of evolemia.  

The BVA-100® blood test is a unique solution that provides a 
direct measurement of TBV, PV and RBCV that is 98% accurate in 
guiding fluid management. It can be applied as an early diagnostic 
tool in both the inpatient and outpatient setting and augments 
understanding to provide an individualized plan of care that avoids 
over or under treating a patient. Length of stay (LOS) for HF patients 
was 55% lower (P<0.001) than a propensity-matched control group 
when treatment was guided by BVA from day 1 of admission. Total 
LOS was 2.5 days shorter. In addition, readmission rates were 56% 
lower and mortality was 82% lower on a 30-day basis.12

Video: Body Fluid Basics

Hematocrit alone may fail to accurately represent 

red blood volume or total intravascular volume, 

confounding effective treatment strategies.
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Advantages of the BVA-100 Blood Test

• Allows for individualized and precise decongestion targets 
for faster optimal treatment and discharge, reducing length of 
stay while improving outcomes 

• Calculates precise, individualized volume analysis;  
98% accurate quantification

• Measures circulating blood volume, RBCV and PV 

• Provides individualized, unique blood volume ideals for 
treatment targets based on height, weight and gender

• Distinguishes between patients with same hematocrit that 
may be highly discordant in true RBCV status and TBV status

• Differentiates true anemia from dilutional anemia

• Reports accurate blood volumes that can prevent 
serious complications from under transfusion caused by- 
unrecognized severe hypovolemia 

• Helps differentiate the post-surgical normovolemic anemic 
patient from the anemic hypovolemic patient with a normal 
hematocrit but significant volume deficits

• Provides objective data upon which providers can base decisions 
to transfuse, reducing unnecessary use of blood products from 
dilutional anemia triggering a transfusion trigger threshold

When and Where to Perform the BVA-100 Test: Right Patient, Right Test, Right Time

All HF patients are likely to benefit from BVA measurement 
insights. An understanding of resource limitations will help 
prioritize patient selection. 

• Hospital recommendations - Performed early ideally within the 
first 24hrs of admission.  

 – Readmission HF pts - Optimize readmitted patients during 
admission to prevent rehospitalization. 

 – Use in ED or Observation unit to avoid admission or initiate 
volume guided therapies sooner. 

 – HF patients in whom there is discordance between 
clinical findings and subjects’ signs and symptoms or 
surrogate measures. 

• Ambulatory recommendations 

 – Facilitate early up-titration of guideline directed medical 
therapy (GDMT). 

 – Optimize patient in clinic/office to avoid readmission  
or ED visits. 

 – Chronic heart failure monitoring and follow-up. 

 – Specialty patient populations (e.g., LVAD, pre-transplant). 

3



C V  B U S I N E S S  W H I T E  P A P E R

Operational Champions 

Successful implementation of any new program is best achieved 
by first identifying operational and clinical leaders as champions. 
When integrating BVA into a cardiovascular program, one of 
the operational champions should be affiliated with the nuclear 
medicine department as they will be key to understanding and 
ensuring success of the workflow. 

Once champions are identified, a multidisciplinary team should be 
organized to support the program rollout. 

Other Key Representatives to Include 

 9 HF providers including physicians and advanced practice 
providers (APPs)

 9 Nuclear medicine 

 9 Clinical laboratory

 9 Nursing

 9 Pharmacy 

 9 Finance

 9 Analytics

Nuclear Medicine - Re-Introduction of BVA 

Blood volume measurement utilizing the indicator tracer dilution 
technique has been part of the nuclear medicine field for over 50 
years and is considered the gold standard methodology for blood 
volume measurements. The study was used less often when the 
classic dual-isotope protocol proved to be time consuming and 
prone to technical errors.   

Fast forward to today’s setting; Daxor has introduced to the 
market a new semi-automated BVA system that can provide 
clinical information within 90 minutes of the blood collection with 
the use of a single isotope (I131 HSA). The ability to have accurate 
blood volume measurements has created a surge of interest for 
clinical management of HF patients.   

OPERATIONAL FRAMEWORK FOR INTEGRATION  
OF BVA INTO HF PROGRAM

Using the new protocol, the test is administered at the bedside, 
blood samples are drawn and sent to the laboratory for processing. 
A single dose of a radioactive isotope with 0.2 mSv albumin tagged 
with I131 is injected into the patient to calculate the patient’s blood 
volume. With this result and the patient’s hematocrit, the BVA report 
provides TBV, PV and RBCV compared to patient ideals based on 
their height, weight and gender.  

The re-introduction of BVA into nuclear medicine is suited for 
inpatient and outpatient settings using standardized protocols.  

Radioactive Material Licenses and 
Regulations

With the use of a radioactive isotope, the area performing the 
study will need to meet several federal and state requirements 
that fall under the nuclear medicine areas. This includes the use 
of radioactive material, transport, receipt, handling and storage, 
administration and disposal requirements, and must be determined 
during the planning phase of starting a BVA program. 
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 BEST PRACTICES

• Ensure your radioactive materials (RAM) license includes I131. If not, the license will need to be amended. 

• Locate a secure area in the nuclear medicine department and create a BVA room. This room should include all 
elements needed to prepare the blood samples, perform lab functions and complete the analysis. Reference state 
RAM license requirements for the facility to determine if an amendment is needed for the location of the new room. 

• Place radioactive material signs on the door of the secured area and on the refrigerator housing the radioactive 
doses and material.  

CLIA Requirement

Blood volume measurement is a non-waived, moderate complexity test that falls under the Clinical Laboratory Improvement 
Amendments of 1988 (CLIA), a federal program overseen by the Centers for Medicare & Medicaid Services (CMS) requiring 
healthcare facilities to obtain certification unless covered by State regulations. The purpose of this requirement is to establish 
quality standards for clinical laboratory testing to ensure that patient test results are both reliable and accurate.  

Any facility that performs laboratory testing for the purpose of diagnosis and/or treatment is required by federal law to have a 
CLIA certificate. CLIA state agencies monitor all clinical laboratories located in hospitals, physician offices, clinics and other 
healthcare facilities. This includes on-site inspections for compliance, ensuring accuracy/reliability of laboratory testing through 
proficiency reviews and investigations of any complaints. 

BEST PRACTICES

• Plan ahead. Apply for CLIA using the CLIA application form (Form CMS-116). This form collects information about 
the laboratory operations which are necessary to determine the fees to be assessed, establish baseline data, and 
fulfill the statutory CLIA requirements. Process time takes approximately two months once the form is received but 
varies depending on the state. 

• Budget for CLIA fees. Facilities can obtain additional information about the certificate fee amounts using the CMS 
CLIA website (CLIA Certificate Fee Schedule).

• Partner with your main laboratory. If your facility currently performs labs, the space for performing BVA must be 
added to the CLIA certification unless exempt by State regulations and will be included during on-site inspections. 

• Use Daxor as a resource. They provide a Laboratory Operations Manual with the BVA-100 analyzer that includes 
recommended protocols and procedures for blood volume testing and documents often requested by  
regulatory inspectors.  

• Receive a CLIA certificate confirming CLIA requirements have been met. 
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Nuclear Medicine Workflow with BVA-100

Daxor supplies many of the required items to start a BVA program. 
Recommended space requirements are a minimum of 5 feet 
wide by 3 feet deep with the option to separate components to 
accommodate space restrictions. 

The following items are provided:

• The BVA-100 analyzer

• Touch monitor

• PC

• Printer

•  Associated lab equipment (microhematocrit centrifuge and 
reader, centrifuge, fixed volume pipette, patient blood sample 
rocker, test tube rack, calibrated timer and patient sample 
collection kit) 

BEST PRACTICES

• Complete an onsite assessment with nuclear medicine department leads and the radiation safety officer to ensure 
compliance requirements applicable to federal and state regulations are met. 

• Ensure no radioactive sources (including patients) are in close proximity to the BVA-100 analyzer.

• Identify a nuclear medicine technologist BVA champion and use a “train-the-trainer” approach to ensure competency of the 
nuclear medicine technologists.

Facilities will need to provide:

•  Scale for obtaining patient height and weight at the 
time of BVA testing

• Reclining chair or stretcher 

• Controlled operating temperature between 65-85 F

•  Labeled and secure room within the restrictions of the 
facility’s radioactive material license 

•  Labeled and secure refrigerator to house 
radiopharmaceutical and blood samples
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BVA-100 Workflow 

When creating standardized workflows for adding BVA in a 
nuclear medicine department, the following guidelines can be 
used for appropriate staffing and consideration for how many 
studies can be performed during operating hours.   

Patient time from prep to injection and blood collection will be 
approximately 60 minutes. Sample preparation and BVA-100 
analysis may take from 30-60 minutes dependent on isotope activity.

Quality control is performed daily on the BVA-100 analyzer and lab 
equipment (~ 45 minutes). 
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BEST PRACTICES:

• Ensure IV access is sufficient for blood collection. A functional IV that allows for easy blood collection is an essential 
element of conducting the exam.” 

• Identify who will obtain IV access (i.e., nuclear medicine technologist, RN or IV team). 

• Provide dedicated time for the nuclear medicine technologist to inject and collect blood samples. 

• Create communication pathways between the nuclear medicine team and ordering providers to determine priority for 
completing the exam.  

• Determine who will perform the hematocrit value that aligns with the BVA (i.e., nuclear medicine department or lab).

• Review periodic automatic replenishment (PAR) levels for radioisotope availability, as this is shipped to the facility and not 
immediately available for use. 

• Create a standardized protocol followed by all technologists on all patients to ensure that testing is reproducible and accurate. 

Integrate Report Findings Into EHR and PACS

With any new study, there are many questions that arise from 
ordering providers with the two most common being:

• How does a provider order it?

• Where can I find the results? 

It starts with the order. As a new procedure in the nuclear medicine 
department, a new diagnostic imaging order will need to be built 
into the electronic health record (EHR) system. The wording used 
to name the order should include verbiage easily recognizable by 
an ordering provider (i.e., “blood volume analysis” and “plasma 
volume”). If the lab is to complete the hematocrit value, a standing 
order bundle will help to ensure both pieces are completed in the 
correct order. 

Once the test has been completed, a PDF report is generated and is 
submitted/uploaded to the facility’s reading platform (picture archiving 
and communication systems or PACS). Ensuring rapid availability of 
results to guide care planning by the provider is essential.
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Key BVA Values Driving Patient Management: 

BEST PRACTICES

• Identify a site physician champion to read the BVA study. With cardiology basing care plans from the BVA results, placing the 
responsibility of reading on the site champion can create greater efficiency for providing results and streamlining workflows 
by avoiding duplicate steps.    

• Develop a structured report template that includes the BVA values to trend data for patient outcomes (i.e., mortality, length of 
stay and readmissions). 

• Provide access to report PDF in EHR or PACS to ensure the document is readily available. Using a PACS hyperlink or scanning 
the document into the EHR streamlines access to BVA values. 
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Introducing a new diagnostic test that represents a mind shift in how HF patients are managed requires strategic implementation. An 
important first step is to identify clinical and operational champions to communicate to the care team the “what” and the “why” of 
using BVA, and highlight the benefits of more precision-guided HF treatment. Ensuring that all team members understand their role is 
critical. For the nuclear medicine staff, it requires learning the steps for performing quality control, conducting the testing procedure 
and troubleshooting techniques. For cardiologists and APPs, there is a learning curve for application of information provided by the 
BVA report. Interpretation of findings and test utilization can be supported through case study discussion, Daxor Academy - an on-
demand e-learning platform - and live clinician-led discussions. The Daxor website includes learning materials that support acquiring 
the knowledge needed to manage HF patients with the information provided by the BVA report.

To better understand the impact of BVA on the care of HF patients, reports tracking patient outcomes trends are essential. 

For hospital-based care, key metrics that help drive performance include order set use, length of stay, timing of BVA in relation to 
admission, incidence of hospital acquired complications, in-hospital mortality and 30-day readmission rates. 

For ambulatory care, tracking test utilization, ED visits, hospital admissions, days between admissions and mortality help inform 
program leaders in their efforts to improve performance.

INTEGRATING BVA INTO CLINICAL PRACTICE

Best Practices

• Utilize change management strategies to support adoption.

• Access and complete education (e.g., Daxor Academy, case conferences) to understand and effectively use findings provided 
by the BVA test in the management of HF patients. 

• Review HF order sets and clinical pathways to incorporate BVA testing. 

• Create progress note templates (i.e., “smart phrase” and “dot phrase”) that incorporate BVA results into patient management.

• Develop and share quality reports that provide insight into  
outcomes connected to BVA use.

 “The value of an idea is in the using of it” 

- Thomas Edison
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Optimizing Financials

During the initial stages of reviewing the addition of BVA testing, Daxor will assist in developing a pro forma specific to your facility. 
This document will provide specific information regarding expected reimbursement for the inpatient and outpatient settings using 
established billing codes and known costs associated with BVA.  BVA-100 Test Reimbursement Guide

Inpatient Reimbursement

Medicare hospital reimbursement for BVA is bundled into a single prospective payment amount that is determined by the Medicare 
Severity Diagnosis Related Group (MS-DRG) system. This classifies patients into clinically cohesive groups with similar hospital 
resource use and length of stay. 

Outpatient Reimbursement

Medicare payment for hospital outpatient care is generally based on the assigned Ambulatory Payment Classification (APC) group 
for the items and services provided and the predetermined rates assigned to those APCs. CMS classifies services into APCs based 
on clinical and cost similarity and assigns them the same payment rate.  

Performing BVA testing during an inpatient stay may:

•  Prevent hospital readmissions
•  Individualize treatment to  

optimize outcomes

•  Inform fluid management early
•  Save hospital resources
•   Improve quality metrics

•   Reduce length of stay
•   Improve mortality rates

2022 National Medicare Rate: This is for informational purposes and does not constitute legal advice or official guidance from payers. 

CPT Code Descriptors

A9524
Iodine I-131 Iodinated Serum Albumin, Diagnostic, per 5µCi Volumex is a single-unit dose of 25µCi. Bill A9524 & enter “5” in “units” column for full 
reimbursement of the single-dose

78111 Plasma volume, radiopharmaceutical volume-dilution technique (separate procedure); multiple samplings for both technical & professional components

78111-26 Plasma volume, radiopharmaceutical volume-dilution technique (separate procedure); multiple samplings professional interpretation only

78111-TC Plasma volume, radiopharmaceutical volume-dilution technique (separate procedure); multiple samplings for technical component only

78121 Red cell volume determination (separate procedure); multiple samplings

78121-26 Red cell volume determination (separate procedure); multiple samplings professional interpretation only

78121-TC Red cell volume determination (separate procedure); multiple samplings technical component only

96374 Therapeutic, prophylactic or diagnostic injection, intravenous push, single or initial substance/drug

A9524-JW Unused and discarded portion of the single-use Volumex after administration

OPPS Description OPPS 
National - Facility Medicare Rate

A9524 Iodine I-131 Iodinated Serum Albumin, Diagnostic, per 5µCi Volumex is a single-unit dose of 25µCi. (Bill A9524 & enter “5” in “units” column 
for full reimbursement of the single-dose) $90.25 

78111 Plasma volume, radiopharmaceutical volume-dilution technique (separate procedure); multiple samplings $1,334.62

78121 Red cell volume determination (separate procedure); multiple samplings $499.78

96374 Therapeutic, prophylactic or diagnostic injection, intravenous push, single or initial substance/drug $208.93
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      Best Practices

• Create a facility-specific pro forma to review financial assumptions and projections.

• Perform ongoing chart reviews to ensure the DRG is appropriate based off BVA results and patient care plan changes.

• Perform internal 30-60-90-day reviews to ensure accuracy and revenue capture for both technical and professional charges.

CASE STUDY: FOCUSED APPROACH TO THE 
MANAGEMENT OF HF PATIENTS USING BVA
“Blood volume analysis is a game-changer. It allows me to know when euvolemia 
is achieved in my most complex and challenging heart failure patients.”  

- APP Leader

Individualized management of HF patients requires multidisciplinary approaches and treatment options. The ACC/AHA/HFSA 
guidelines provide direction for managing care of this complex syndrome. There are several items in the clinical toolkit that provide 
information to individualize patients’ care. This toolkit has expanded with the use of BVA - providing clarity to the previously unknown 
picture of interstitial fluid volume. 

Situation

Prisma Health Richland Hospital is part of a large regional healthcare system in the southeastern U.S. with subspecialized 
cardiovascular providers, including a robust advanced HF and ventricular assist device program. The program participates and 
performs well in the suite of NCDR registries, as well as the HF-GWTG registry. 

There is a robust inpatient and ambulatory HF program including a specialized HF unit with a nurse manager that also covers the 
outpatient HF clinic. The dedicated HF unit is a designated Accountable Care Unit™ using daily structured interdisciplinary bedside 
rounding. The HF clinic provides ongoing monitoring and support to prevent readmissions. The advanced HF program is supported 
by staff in both the ambulatory and the hospital environments. A team-based care model is used in ambulatory and inpatient settings 
with a commitment to on-going education and development.

The program is managed in a dyad fashion with strong operational and clinical leadership. A multidisciplinary HF quality committee 
meets regularly and reviews quality and operational metrics. Committee members are engaged in identifying new diagnostic tools 
and updating order sets and care pathways.

Developing a BVA Program

In 2021, the site relocated an underutilized BVA to their main heart hospital campus and evaluated the current process of ordering a 
BVA. With updated order sets in their EHR and education given to the HF providers, the number of BVA studies expanded significantly 
and plans are underway to add additional analyzers. 
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The nuclear medicine department created a standardized workflow to perform BVA with inpatient and outpatient orders. Along with 
providing training to the entire team, they have found having a dedicated technologist works best in the department. The technologist 
has been able to create a highly efficient workflow to complete multiple BVA studies during normal operating hours. The success 
of this program lies in the ability of the nuclear medicine team working closely with the HF providers with an open communication 
pathway. This assists with prioritizing patients and providing results in a timely manner. 

The APP rounding team has created a strong engagement for advocating BVA use. Patient treatment plans are individualized using 
BVA results with a focus on testing early in the hospital stay to direct inpatient and follow-up management. An emphasis on early 
BVA testing along with increased adherence to HF order set use has led to a substantial decrease in HF readmissions from a median 
of 21.5% to 9.4% (see Figure 1). 

An analysis of 727 admissions with a primary diagnosis of heart failure admitted over a 6-month period during BVA implementation 
was conducted. In patients with BVA performed (57 admissions), 40.3% were found to be anemic, and 28.1% polycythemic, 
suggesting that red cell variations may play a significant role in the etiology of HF in this population. Further, only half the patients 
were volume overloaded, which suggests that the baseline assumption of overload in HF was not reliable. 

Length of stay trended strongly down as early use of BVA testing and order set use increased. (Figure 2)

FIGURE 1: Prisma Health Richland Hospital readmission rate and order set use.  

 Tools Deployed in the Pathway for BVA

• HF order sets

• HF clinical pathways

• HF consults

• Case management

• HF education

• Pharmacy consults
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Figure 2: Length of stay trend, emphasizing early BVA testing and order set use beginning October 2021
 BVA test orders increased by 112% during this time

FIGURE 2:  Length of stay trend, emphasizing early BVA testing and order set use beginning October 2021. 
BVA test orders increased by 112% during this time. 
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Summary 

Implementation of BVA in a HF program has been successful 
as a result of a strong foundational dyad leadership. HF 
patients are cared for in a unit with specialized staff with 
knowledge and skills devoted to HF care. A team-based 
care rounding model is used to direct care delivery. Nuclear 
medicine technologists partner with providers to prioritize 
use of BVA and expedite delivery of results. With the 
addition of BVA, a more precise management of acute and 
chronic HF has demonstrated notable improvements in 
patient outcomes. 

Special thanks to Prisma Health, Richland Hospital in 
Columbia, SC; Methodist Hospital in Memphis, TN, and 
Baptist Hospital in Memphis, TN, for participation in program 
review and data collection. 

ABOUT DAXOR Daxor Corporation (Nasdaq: DXR), is the global leader in blood volume measurement technology 
focused on blood volume testing innovation. Daxor manufactures the BVA-100® (Blood Volume Analyzer), the first diagnostic 
blood test cleared by the FDA to provide safe, accurate, objective quantification of blood volume status to help guide optimal 
fluid management. Over 60,000+ tests have been performed at leading hospital centers across the U.S., enhancing hospital 
performance metrics in a broad range of surgical and medical conditions, including 
significantly reducing mortality and readmissions in heart failure and critical care. Daxor’s 
vision is optimal blood volume for all.

Learn more at  
daxor.com

Learn more at  
medaxiom.com

ABOUT MEDAXIOM MedAxiom, an ACC Company, is the cardiovascular community’s premier source for organizational 
performance solutions. MedAxiom is transforming cardiovascular care by combining the knowledge and power of hundreds 
of cardiovascular organization members, thousands of administrators, clinicians and coders and dozens of industry partners. 
Through the delivery of proprietary tools, smart data and proven strategies, MedAxiom helps 
cardiovascular organizations achieve the Quadruple Aim of better outcomes, lower costs, 
improved patient experience and improved clinician experience.
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