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Hemodialysis Fistula Maturation Study (HFM/MANVAS Studies)
Study Fistula: Diagnostic Study Form (Form # 424)
If the diagnostic study is one of the following: fistulogram, arteriogram or venogram, this form should be

completed only if the diagnostic study was not performed as a part of simultaneous intervention procedure
(for example: do not complete this form if a fistulogram is done in the same setting as an angioplasty).

1. lIdentification Number PID 2. Alphacode AC 3. Visit Number VIST 4. Date of diagnostic study: mm/dd/yyyy VISIT_DT

5. Type of diagnoStIC STUAY ........covriiriiiieiieie e DIAG_STUDY_TYPE
1=fistulogram 4=ultrasound
2=arteriogram 5=CT scan
3=venogram 6=MRI

6. Do you know the indication for this diagnostic study (0=no; 1=yes, indication specified below;
2=part of the local routine surveillance practice, no clinical indication; 3=medical staff known to be unblinded, no

CHNICAI INAICALION ).utvvtteiiitit e e ettt e et e et e s et e e e st b e e e s nsbb e e e s abbb e e e e ansbeee s INDICATION
Note: If 9.6 code=0, 2 or 3, skip to g. 8.

7. Indication for the diagnostic study: (Answer yes to all that apply)

a.  High venous pressure (0=n0, 15YeS)....uuieeeeieneenieeee e e VEN_PRESSURE
b. Inadequate blood flow on dialysis (0=no, 1=yes) .......cccceveevirierieiie e DIA BLD FLOW
€. Pseudoaneurysm Or aneurySm (0=N0, 1SYES).....ccuueerreeirearreesneesueesneesseesneesseesnes ANEURYSM
d. Arm dema (0=N0, 1TYES) vovveiveeirieeieeitiesieesteeateesteesbeesseeabeestaessseesseeasbeesteessaeesseesnneas EDEMA
€. INTECTION (020, 12YES) .uviiiiieiie ettt INFECTION
f. Frequent infiltration (0=n0, 1=yYS) ....c.cciiiiiiiiiiii e INFILTRATION
0. Vein too SMall (0=n0, 12Y€S) ....ueeiieeiiii it SMALL_VEIN
h.  Vein too deep to reliably cannulate (0=no, 1=y€s) .......ccevvrerreriieniennieie e DEEP_VEIN
I.  Insufficient length to cannulate (0=no, 1=yes)........ccccueviieiieiieciie e, INS_ LENGTH
J. Access-related hand ischemia (0=no, 1=y€S) ......ccovvveiieiiieeiie e esiee e HAND _ ISCHEMIA
k. Cannot achieve desired blood flow rate (0=no, 1=yes)........c.ccccvevverireernnns BLD FLOW_ RATE
I.  Cannot achieve adequate solute clearance (0=no, 1=yes).......c.cccccesvvrerrrerrnenn SOLUTE_CLEAR

m. Possible thrombosis or weak/absent thrill (0=no, 1=yes) ...........cccceevverrnnnne THROMB_THRILL
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n. Possible/suspected StENOSIS (0=N0, 1=ZYES)...c.vviivreeireeiieeieesieesieesireesreesreesree e STENOSIS_PE

Note: If the primary indication for the diagnostic study is not known, e-mail the DCC at fm-dcc@bio.ri.ccf.org

8.  Was a recommendation for intervention made? ..........cccccoooeiieiiinnininnennnn RECOMMEND _INT
1 = no, access did not need repair
2 =no, access was deemed unfixable (Complete Study Access Abandonment Form 426 if needed)
3 =yes, and it seems likely access will be repaired (Study Access Intervention Form 423 when needed)
4 = yes, but it seems likely repair will not be done because the patient is not well enough
5 =yes, but it appears likely repair will not be done due to patient preference
8 = yes, but it seems likely repair will not be done for some other reason
9 = unknown. We cannot determine whether a recommendation for intervention was made.

200. Date this form completed (MM/AA/YYYY) .....coucvveireiriiiieeeeeeeeeeee s COMP_DT

201. Username of person completing/reviewing completeness of this form.................... COMP_USER

Clinical Center Use Only
Date Form Entered (mm/ddryyyy) /[ /[ ENTER DT
ENTER_USER
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