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Purpose

1. To provide guidelines for access surveillance
Policy

1. All patients with fistula and grafts will have access function surveillance done with every treatment.
Procedure

Daily Surveillance

1. Arterial and Venous pressures will be monitored every treatment at BFR of 200 with 15 G needles

If smaller gauge needles are used the evaluator should consider that AP and VP would be higher and other surveillance technique can be incorporated

2. If VP > 100 or AP > - 100 X 2 ABF if available should be done on next treatment.

3. IF ABF not available patient should be refereed for doppler Ultrasound or interventional radiology per ordered by physician.

Referral for Doppler Ultrasound:

(See attached Referral for Doppler Ultrasound)
Defining / Evaluating for access referral 

Clotted:

No thrill / No bruit - Listen with stethoscope

Feels flat or concaved

Potential outflow or subclavian vessel stenosis or occlusion

a. Pulsatile thrill, increased at venous end

b. Edema of the extremity – often increases quickly as stenosis narrows 

c. Engorgement of access and collaterals

d. Significant recirculation noted (seen in saline challenge)

Potential to Clot:   Venous Stenosis, Arterial Stenosis, Infection, Damage

1. Venous Stenosis 

    Most common cause of failure in PTFE or Bovine Grafts vs fistula

    Often venous stenosis will recur – stay alert to repeated incidents
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      The indicators listed below are late signs of venous stenosis    

a. Decreased or pulsatile thrill 

b. Decreased or high pitched bruit 

c. Edematous extremity / engorged collaterals

d. Bleeding at needle site

e. High recirculation – indicated by recirc studies or frequent clotting of lines / AK

f. Difficult cannualtion

g. Extended site bleeding times post dialysis

     Earlier signs!

a. Decreased KT/V 

b. Increased venous pressures

c. Decreased access blood flow (<600cc/min - DOQI)

Evaluating for Access Function

2. Arterial Stenosis 

    More common in fistula vs graft due to difference in anastamosis 

a. Decreased thrill / bruit

b. Difficult cannualtion 

c. Decreased access blood flow rate 
d. Increased arterial negative pressures
3. Infection
      Infection in the vascular access can result in:

a. Local infection – often recurrent resulting in removal of access 

b. Sepsis / Bacterimia

c. Pericarditis

d. Endocarditis

e. Heart Valve Vegetation 

      Suggested protocols include:

a. Patient to wash access area prior to cannualtion with antibacterial soap and water

b. Antiseptic scrub – Betadine wait till dry, Alcohol best when wet

c. Caution after cleansing area not to touch

d. Caution when uncapping fistula needles or opening lines – easily contaminated

Signs of Access Infection include:

a. Localized heat or fever / chills

b. Reddened access

c. Soreness at graft area

d. Drainage 

Infection of any type increases the risk of vascular access clotting.If a patient experiences any infectious process, be alert to changes in access flows in the 2-3 weeks following. 
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High Risk Access

Defined by intervention required more frequently than once every six months. 

Important to document in patient chart, indicating intervention dates and dates of events Increase attention in access management. 

For evaluation purposes, a high risk access is identified by one or more of the following:

1. History of difficult cannulation / Frequent infiltrations (possible mid access stenosis)

2. Extended post bleed time (possible stenosis)

3. Decreasing KT/V, URR (recirculation / stenosis)

4. Mid run clotting of lines, dialyzer  ( recirculation / stenosis)

5. Aspiration of clots from fistula needle (clotting)

6. Pulsitile thrill at venous portion of access (low blood flow, stenosis)

7. High pitched bruit (stenosis)

8. Access blood flows < 600ml/min or a decrease of 25% flow from previous

      (stenosis)

9. Recirculation studies indicating > 10% (AVF) to 15% (AVG) recirculation (stenosis)

10. Increasing venous resistance /Arterial pressures (stenosis)

11. Edema of the access extremity, not related to recent post op procedure. (Outflow vessel stenosis)

12. History of access interventions or failure.
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