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Title of Activity:  Bristol Bath and Weston Vascular Network Meeting 
Date of Activity: 10th April 2019
Objectives:  
· Welcome and introduce new team members including permanent staff and STP trainees. 
· Discuss consistency in describing arterial waveforms and how we report these across the network. 
· Discuss interesting case studies and share key learning/knowledge points. 
Reflection: 
As a new member of the BBW network, having recently started my new position at the RUH in Bath in August this was the first of the network meetings I have attended due to previous absence or sick leave.
We began by introducing ourselves, our position within the team and the hospital at which we work. This for me was a great opportunity to meet the other Vascular scientists, trainees and support workers that work across the other Trusts and to introduce myself to members of the network I did not already know. 
We then moved on to a Waveform analysis presentation, the purpose of which was to identify areas of waveform description which might vary between departments and the similarities. This is particularly important for our service development as we now report for several similar consultants across the network and want to ensure there is clear standardisation of the service that we provide. One of the key things we found was that our descriptions varied until we were informed of the location at which the waveform was taken. This plays a key part of how we describe waveforms for example in a carotid artery we would not be concerned if we saw a monophasic waveform due to the peripheral end organ resistance however we would be concerned if we saw this in a lower or upper limb artery as it may be indicative of disease. From our discussions we concluded that we were all using the standardised method of Tri/bi/monophasic to describe waveforms as well as terms such as turbulent or high resistance and only in those highly unusual waveforms, such as venous malformation, did our descriptions vary, and we felt this not to be important as we would discuss these cases directly with the clinician to prevent confusion. 
The lead scientist at the BRI then presented a QA of their DVT service  with the objective of identifying any differences in reporting including a positive or negative scan across three members of staff. They identified one missed small soleal clot in one patient but predominantly found discrepancies in their reporting styles however there was the query over whether this was due to the limitations of their reporting package. 
Finally a number of us had the opportunity to present cases we felt would be of interest to our colleagues. I presented a recent case of an EVAR which had chronic limb occlusion in which the patient went on to have a fem-fem crossover graft. The left of the limb then dislocated and fed itself up instead the aneurysm sac causing a type 1B endoleak with retrograde flow up the CIA from the crossover graft. Others presented cases of inflammatory aneurysms, false aneurysms which resulted in active life threatening bleeding, carotid dissection causing a wake up stroke and hypothenar hammer syndrome. This part of the meeting was particularly useful as colleagues presented cases which were highly unusual and supported the teaching and knowledge of others in particular the trainees in cases that they may only see a handful of times in their careers. 
Overall this was a very useful meeting which promoted active networking between departments and the sharing of knowledge to improve our services. 

