Access Assessment Tool
Patient Name ____________________________________  
                         


Month  __________________
	At the start of each patient’s treatment, answer Yes or No
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	LOOK:

· Are there signs of infection?
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	· Are there open wounds visible around access?
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	· Is patient complaining of increased swelling, numbness, or pain in access extremity?
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	· Is venous pressure > 120 mm Hg when measured at start of treatment with BFR at 200 ml/m?
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	· Is pre-pump arterial pressure outside of the normal parameters (0 and-250 mm Hg) at prescribed blood flow rate?
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	LISTEN:  

· Is bruit absent?
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	FEEL:

· Is thrill absent?
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	· Is temperature of hands & arms different?
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	END OF TREATMENT REVIEW:

· Is blood flow rate different than the prescribed blood flow rate throughout treatment?
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	· Did patient have bleeding time > 15 minutes?
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	· Was cannulation difficult?
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	· Was intra-access flow pressure unstable (if performed)?
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Initials of staff completing assessment
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Staff:  Report all ‘yes(s)’ to charge nurse    Charge nurse:  Initial all ‘yes’(s)’


	Monthly Nursing Review – Charge Nurse Should Consider the following:
	Interventions and Comments

	· Has URR or Kt/v lab value decreased this month? 
· Is blood flow rate achieved lower than prescribed for three or more treatments this month? 
· Has venous pressure measured > 120 mm Hg for 3 consecutive treatments? 
· Has access shown any new or worsening aneurysms? 
· Has access clotted during the past month? 
· Have recirculation studies worsened?
	Interventions:

(  None needed        (  Yes             

The following interventions were done this month:

Comments:
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Charge Nurse Signature _______________________________________    Date ​​​​​​​​​​​​​​_________________________

Prepared by the Renal Network of the Upper Midwest, Inc. and the Upper Midwest Fistula First Coalition. Please call 1-800-973-3773 for questions or adaptation requests.











