Monthly Vascular Access Surveillance (VAS) Record

Patient Name:_________________________

Date of Birth: _____________

Medical ID # ________________

	Current access information
	Questions to evaluate early signs of Vascular Access complications

	       Date
	Site
	Type
	Insert

Date
	Surgeon
	Rx’d time NOT delivered (access related)
	Extremity swelling
	Difficult cannulation
	Prolonged bleeding
	Decrease in Kt/V or URR
	Inability to achieve QB
	VP>120@ 200QB
	Recirculation >15%
	Decreased Doppler 
<600-AVG 
<450-AVF
	Total #
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Current Vascular Access History

To be filled out with each new access and used as a face sheet in the Vascular Access Section of the chart.  

A separate page should be used for each new access whether permanent or temporary.

   Patient: _____________________________ DOB:       /     /                Dialysis Start Date:     /      /
           
Primary Nephrologist:



    
Phone: 

              Fax: 

        
       

   Primary Access Surgeon: 



    
Phone: 

              Fax: 

       
         

Current Access:  (when filled out for new access, add abandoned access to “Prior Accesses” list)

Check all that apply:

	Type:  ( Graft
    ( PTFE    ( Bovine
    ( Other (specify):     
	(  Fistula
	( Catheter

	Location of graft or fistula:
	(  Arm    (  Leg
	(  Left    (  Right
	        (  Upper                 (  Lower

	If Catheter:  
	  ( Temp    (  Permanent  
	(  Left    (  Right
	(  IJ    ( SC  

(  Femoral   (  Other 
	( Cuffed

( Non-Cuffed


     Graft/Fistula Insertion Date:       /     /
    

First Use Date:     /     /____

     Access Surgeon:_____________________________

     Facility Inserted:____________________________

      Access intervention History (also to be included as face sheet with Procedure Reports/ Diagrams)

Interventions (Current Access):

	Date
	Procedure
	Reason
	Facility IP/OP
	Surgeon/Interventionist

	
	
	
	
	

	
	Results of Procedure
	Findings of Radiologist

	
	
	

	Date
	Procedure
	Reason
	Facility IP/OP
	Surgeon/Interventionist

	
	
	
	
	

	
	Results of Procedure
	Findings of Radiologist

	
	
	

	Date
	Procedure
	Reason
	Facility IP/OP
	Surgeon/Interventionist

	
	
	
	
	

	
	Results of Procedure
	Findings of Radiologist

	
	
	

	Date
	Procedure
	Reason
	Facility IP/OP
	Surgeon/Interventionist

	
	
	
	
	

	
	Results of Procedure
	Findings of Radiologist

	
	
	


Patient Name:_______________________ Date of Birth:_____________ Medical ID Number:________________

History of Prior Accesses 

	Insertion Date
	Access type/ Location
	Begin Use Date
	End Use Date/ Reason
	Surgeon

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Month/Year: 



      Monthly Vascular Access Referral Summary

         Facility: 




	Date
	Patient
	Procedure 

(provide or use code below)
	Reason/complication

(provide or use code below)
	Location

(IP or OP)
	Surgery (S) or Radiology (R)
	Comments / Results

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	


      _____# Referrals to Radiology

_____ # Referrals to Surgery

CODE:1 = infiltration

7 = mech. thrombectomy














 2 = multiple needle sticks
8 = surg. thrombectomy

      _____% of Inpatient (IP) Referrals
_____ % of Outpatient (OP) Referrals

 3 = infection


9 = chem. thrombectomy














 4 = thrombosis

10 = revision














 5 = fistulagram

11 = stent episode(s)














 6 = angioplasty



