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Hemodialysis Fistula Maturation Study (HFM Study) 

Arterial Pulse Wave Velocity Form (Form # 212) 
 
Getting Ready for Vascular Function Study Form 210 must be completed prior to performing this study. 
Form 210 needs to be key-entered in the database before Form 212. Please contact Mai-Ann Carey at 
267-566-3142 if there are any problems conducting the test. 
 

  
 
 

        B             

 
 1.  Identification Number  PID 2. Alphacode AC 3a. Visit Number VIST 3b. Date of Visit (mm/dd/yyyy) VISIT_DT 
 
4. HFM Study ID of the Vascular Function Lab used .................................................................. VFL_ID 
5. a. Was Arterial Pulse Wave Velocity study done today?  ............................................WAVE_DONE 

 1=Yes, completed 4=No, logistic problem related to site 
 2=No, patient refused 5=No, medical problem 
 3=No, logistic problem related to the patient 6=No, technical problem related to site 

  If this test will be made up on another day, there is no need to key enter this form. 

 b. If this test will never be done, briefly explain why, and then skip to item 200.         WAVE_RSN 
 ______________________________________________________________________________ 
 ______________________________________________________________________________ 
6. What model machine was used for this study ........................................................... WAVE_MODEL 
 1 = SphygmoCor (AtCor Med) 
 Note: Email fm-dcc@bio.ri.ccf.org if your machine is not on this list  and a new code will be assigned. 

7. Username of person who did the study (use study username) ........................................ WAVE_USERID 
8. a. Specify radial/arm location (1=left, 2=right, 3= not done) .............................................................  ARM 
 b. Specify femoral/leg location (1=left, 2=right, 3=not done) ..............................................................  LEG 
 c. Specify carotid location (1=left, 2=right, 3=not done) ...........................................................  CAROTID 
  
9. a. Date study done (mm/dd/yyyy) .......................................................................................... WAVE_DT 
 b. Time study started (24 hour clock HH:MM) ........................................................................ WAVE_TM 

10. a. Carotid-Radial Pulse Wave Velocity CR-PWV (m/sec) range=1-25 ............................... C_R_PWV  
 b. Carotid-Femoral Pulse Wave Velocity CF-PWV(m/sec) range=1-25 ............................... C_F_PWV 
    c. Radial Systolic BP P_SP (mmHg) range=50-300 ....................................................................... P_SP 
 d. Radial Diastolic BP P_DP (mmHg) range=20-150 .................................................................... P_DP 
 e. Central Systolic BP C_SP (mmHg) range=50-300 ..................................................................... C_SP 
 f. Central Diastolic BP C_DP (mmHg) range=20-150 .................................................................. C_DP 
 g. dP/dT P_Max_DPDT (mmHg/sec) range=200-3200 .................................................. P_MAX_DPDT 
 h. Augmentation Index AIx (%) range=-30-100 ................................................................................ AIX 
 i. Augmented Pressure AG (mmHg) range=-10-9999 ......................................................................  AG 
 j. Operator Index range=0-100 ....................................................................................... OPER_INDEX 
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 k. Standard Deviation Carotid-Radial (%) range=0-10 ............................................... STD_CAR_RAD 
 l. Standard Deviation Carotid-Femoral (%) range=0-10 ............................................. STD_CAR_FEM 
If the standard deviation for Q.10k or Q.10l is greater than 10%, the results are unacceptable and the test must be repeated. 
 

200. Date this form completed (mm/dd/yyyy) ........................................................................................ COMP_DT 
 
201. Username of person completing/reviewing completeness of this form ....................COMP_USER 
 
 

Clinical Center Use Only 

Date Form Entered (mm/dd/yyyy)  ENTER_DT 

Username of person entering this form  ENTER_USER 
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