	 Does Your Facility . . .
	Score

	Have an assigned staff member responsible for monitoring facility vascular access (VA) outcomes?
	

	In collaboration with physician, evaluate all non-AVF accesses as part of the CQI process?
	

	 In collaboration with physician, develop and document AVF plans for all potentially eligible patients?
	

	 Trend vascular placement by surgeon monthly in QA?
	

	Evaluate the status of permanent vascular access placement plans within the first three treatments for new patients admitted with a “catheter only” and document findings?
	

	In collaboration with your physician, routinely evaluate all AVGs (prior to clotting episodes) for possible secondary AVF conversion and document findings?
	

	Refer to surgeons that are supportive and skilled in placing secondary AVFs?
	

	In collaboration with physician, refer patients for vessel mapping (if not already performed) to assist surgeon with access type placement evaluation?
	

	In collaboration with physician, select surgeons based on willingness, skill and outcomes with AVF’s? 
	

	In collaboration with physician, indicate in writing on all vascular access surgical referrals that the preferred permanent access type is an “AVF Only”?
	

	Provide written vascular access history information to surgeons/radiologists when patients are referred for evaluation?
	

	Discuss specific criteria with interventional radiologists/interventional nephrologists and surgeons for determining allowable degree of intervention before a new access should be considered?
	

	Request written post-surgical information from surgeon/radiologist – type/results of VA interventions, a description/drawing of access location, direction of blood flow & care instructions?   
	

	Refer to surgeons who are willing to receive and track data on their vascular access rates and outcomes?
	

	In collaboration with physician, refer all AVFs with “failure to mature” at 4 weeks post-op to a surgeon or radiologist?
	

	Routinely monitor AVF and AVG flow rates/pressures for stenosis using K/DOQI recommended procedures?
	

	Have a vascular access management plan for each patient that facilitates timely referral for complications?
	

	Provide routine in-services for staff on AVF cannulation techniques?
	

	Require that personnel use specific protocols during initial treatments for patients who have a new AVF?       (e.g. needle size, BFR, tourniquet use)? 
	

	Assign the most skilled staff to patients who have a new AVF?
	

	Offer the option of self-cannulation to patients willing to pursue this option?
	

	Have a procedure for treating VA infiltrations that includes written patient instructions? 
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Use this self-assessment guide to rate your facility’s use of strategies designed to increase fistula rates


Read the statements below & assign the score that best matches your facility’s current situation





    	1 = Not under consideration                		3 = In start-up process             	5 = Working well


   	2 = Under consideration; not started  	4 = Working, at least in part
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