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The purpose of this document is to outline the care of the patient undergoing a Transoesophageal Echocardiogram (TOE) within the Canberra Health Services (CHS) Network. This includes the preprocedural, intraprocedural and postprocedural care provided by all staff. 
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· Patient assessment including the suitability for sedation procedure must be completed by the admitting Cardiologist or Advanced Trainee in Cardiology.  
· For intubated and/or ventilated patients in the Intensive Care Unit (ICU) or in Operating Theatres (OT), the assessment of suitability for the procedure should be done by the Intensive Care Specialist or Anaesthetist.
· Contraindications to TOE are infrequent but should be checked for by the proceduralist performing the procedure (See Section 2).
· It is the responsibility of the proceduralist performing the TOE procedure and the persons assisting with the procedure to verify that the scope has been processed and the TOE probe is clean prior to commencing the procedure. The clean probe will have 2 stickers indicating its certification of processing from the gastroenterology rinse room as per the CHS Infection Prevention and Control and NCH Infection Prevention and Control procedure. 
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[bookmark: _Hlk62630110]This document applies to all CHS Network clinical staff who perform and care for patients undergoing a TOE, including:
· Medical staff certified to perform this procedure, such as a Cardiologist or an Advanced Trainee Cardiologist, Cardiac Anaesthetists, or trainees competent in performing and managing or supervised to perform the TOE procedure
· Intensive Care Unit and Operating Theatre staff 
· ECHO technicians 
· Registered nurses credentialed in Advanced Cardiac Life Support (ACLS) assisting with the procedure.
· All medical and nursing staff responsible for the pre- and post-procedural care of the patient.

For the purposes of this procedure CHS Network includes the inpatient acute facilities at Canberra Hospital, and North Canberra Hospital (NCH),.
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Transoesophageal echocardiography (TOE) is a diagnostic procedure performed to assess the heart’s structure and function where greater detail is required than a standard transthoracic echocardiogram. TOE uses high frequency sound waves to make detailed pictures of the heart and the arteries supplying it. The TOE procedure is performed by inserting an ultrasound probe through the patient’s mouth, down their throat and into their oesophagus. The oesophagus is located directly behind the heart close to the upper chambers, see figure 1. This position can result in very clear images of the heart structures and valves being obtained.
[bookmark: _Hlk62630814]
The indications for a TOE include:
· Examination of the left atrial appendage and cardiac chambers to exclude intra-cardiac thrombus prior to cardioversion
· Provision of information during or prior to cardiac surgery, such as heart valve function 
· Examination of prosthetic heart valve function
· Evaluation of possible infective endocarditis and its potential complications 
· Examination of intra-cardiac masses or shunts
· Assessment of aortic pathology 
· To guide intracardiac procedures such as Balloon pumps, or various closure devices. 
· Aortic dissection and aortic atheroma and aortic aneurysm
· Work up for cardio embolic stroke

Figure 1: Diagram of a TOE performed on adult patient
[image: C:\Users\Paul\Downloads\IMG_0109.PNG]National Heart, Lung, and Blood Institute: Transoesophageal Echocardiography March 2012 12

Training for staff:
· All new nursing staff and new graduates will receive the orientation and learning package for their designated work area and be assigned a preceptor
· Any new changes to clinical procedures or documents will be provided and discussed at Ward meetings
· Medical staff are to undergo training in the reprocessing of the TOE probe (competency certificate to be kept in Clinical Nurse Consultant office). Or online
· All critical care staff will be up to date with mandatory skill requirements including Advanced Life Support .

Setting:
At Canberra Hospital TOE’s are conducted in various settings. These include:
· Intensive Care Unit (ICU) for ventilated/sedated patients
· Operating Theatres
· Cardiac Catheter Laboratory Day Unit (CLD) on level 3 for outpatients and inpatients 
· Coronary Care Unit prior to cardioversion procedure
· Patients that require to be isolated for infectious reasons can have the procedure performed in their ward room.

At NCH an outpatient having an elective TOE and/or cardioversion (see Elective Direct Current (DC) Cardioversion Adults) may be performed in the Theatre Complex 
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Absolute Contraindications to Transoesophageal Echocardiography
· Severe dysphagia, oesophageal stricture, oesophageal spasm, oesophageal diverticula, oesophageal perforation, bleeding oesophageal varices, oesophageal cancer, severe atlanto-axial joint disorders, orthopaedic conditions that prevent neck flexion. 
· Perforated organ within the chest or abdomen
· Acute upper GI bleeding
· Recent oesophagectomy/oesophagogastretomy

Relative (to be considered) Contraindications to Transoesophageal Echocardiography
· Large diaphragmatic hernia (poor images), atlantoaxial disease and severe generalized cervical arthritis, previous extensive radiation to the mediastinum, upper gastrointestinal bleeding, significant dysphagia and odynophagia, INR > 4. 
· Severe cervical arthritis
· Previous chest irradiation
· Symptomatic hiatus hernia
· Previous GI surgery
· Oesophagitis
· Dissecting thoracoabdominal aneurysm
· Coagulopathy


Patient Factors to be considered for the need for Anaesthetic support during the procedure: 
Poor left ventricular systolic function (ejection fraction <30%)
Significant pulmonary hypertension (RVSP > 55 mmHg). Depending on patient’s stability on treatment 
Obesity (BMI > 35)
History of or likely obstructive sleep apnoea requiring BiPAP, severe OSA on support 
Severe valve disease 
Severe respiratory disease. Recent Arterial Blood gas required 
Significant analgesic/alcohol/illicit drug use suggesting tolerance to sedatives.

Risks for the patient from the TOE Procedure
· Oesophageal perforation < 0.01 %
· Requiring Tracheal intubation 
· Laryngospasm or Bronchospasm 
· Potential damage to their lips, mouth and teeth 
· Hoarseness 
· Oesophageal burns – electrical injury from overheating of the probe
· Risks related to sedation such as aspiration, hypoxia, respiratory arrest. 
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[bookmark: _Hlk43366294]Patients at CHS requiring a TOE are booked as followed by the medical staff.

Inpatients
Requests for inpatients must be directed to the Cardiologist or Cardiology Advanced Trainee (AT) on call. They may be contacted through the switchboard or the CHS Cardiology Department.
At NCH procedures need to be attended in a critical care area, Emergency department, ICU or CCU.

The patient will need to be assessed by the Cardiology Advanced Trainee and / or Cardiologist, before booking the procedure. The Trans Oesophageal Echocardiogram (TOE) Order can  found in DHR and must be completed to book the procedure.

For patients undergoing a TOE in the operating theatre or where anaesthetic support is required, assessment by the anaesthetic team will need to occur pre-procedure. 

Outpatients
Canberra Hospital: 
Outpatients are referred to and booked through a Cardiologist within the Cardiology Department of CHS. Patients are then admitted through the Cardiac Catheter Laboratory Day Ward on the day of the procedure.

NCH: 
Elective outpatient cardioversions and/or TOE should be arranged through the Cardiac Investigations Department
Phone – (02) 6201 6685 
Fax – (02) 6201 6465 
Email – nch.cardiacinvestigations@act.gov.au 
Back to Table of Contents
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Outpatient and Ward Patient 

Note: Canberra Hopsital this process is only performed in CLD on Level 3. For NCH this procedure is generally performed in Operating Theatres, and is sometimes performed on ICU or CCU

The consultant undertaking the TOE procedure takes full responsibility for the TOE procedure, patient care prior to commencement of procedure, during the procedure and during recovery phase of the procedure.

Medical staff will assess the patient for suitability to undergo a TOE procedure in relation to contraindications and precautions as listed in section 2, including the administration of conscious sedation and document findings on DHRPlease refer to Procedural Sedation ANZCA PS09. 

Transoesophageal Echocardiogram Procedure form 37545 is to be completed by the Consultant / Advanced Trainee prior to the procedure with a clear indication if the patient is suitable for procedural sedation, or is at increased risk , and will require an Anaesthetist consultation.

Alert: The procedure will not proceed until the pre procedure checklist is completed and signed by the consultant and the CCL nurse.

[bookmark: _Hlk66776555]Procedural room:
· Should be an uncluttered room providing adequate room for emergency resuscitation if required, and appropriate lighting for the procedure and patient observation. A direct alarm system to call the Medical Emergency Team (MET) must be present
· Facilities for observation should be available and used until the patient has recovered from sedation to a point where it is safe to be discharged from that area
· This procedure should be performed in an area separated from other patients if possible.

Equipment:
Prepare equipment before patient enters the room
· Cardiology AT and / or consultant will need to verify the validity of the TOE probe reprocessing/clean status, TOE probe function and Echocardiogram machine function prior to the procedure 
Ensure emergency equipment is present and functioning; the minimum required is as follows:
· wall suction device
· appropriate size for the patient resuscitaiton bag and mask
· oropharyngeal and nasopharyngeal airways
· equipment for intubation and ventilation
· high flow O2 available and means to deliver it
· pulse oximetry monitoring
· blood pressure monitoring
· advanced life support medications, including reversal agents
· IV fluids

With ready access to:
· ECG monitoring
· Defibrillation - if required this may be accessed through the Code Blue/MET response

Emergency drugs should include at least the following:
· Adrenaline
· Atropine
· Dextrose 50%
· Flumazenil
· Naloxone
· Amiodarone is carried by the Medical Emergency Team and in the context of these guidelines should only be considered in the Advanced Life Support Algorithms 13

Preparing the Patient
· The patient is required to fast for 6 hours solids and 2 hours fluids, prior to the procedure as per Fasting Guidelines for Patients requiring Sedation or Anaesthesia.
· Medications are to be withheld unless directed by medical staff prior to procedure
· Anticoagulation can continue but if the patient is on Warfarin they require International Normalised Ratio (INR ) level pre procedure 
· Intravenous cannula (IVC) should be inserted by a credentialed registered nurse or medical officer (preferably in the right antecubital fossa 20 gauge) and checked for patency. There needs to be a dedicated IVC for the administration of sedation therefore an additional cannula may need to be inserted in patients such as HITH patients requiring ongoing antibiotic therapy. If unsure refer to medical staff.
· Medical officer is to explain the procedure and risks to the patient and obtain written consent as per Informed Consent (Clinical) Policy.
· If the patient has partial and/or full dentures they are to be removed prior to the procedure.

Patients on a ward
· Patient to be dressed in a hospital gown and transferred for the procedure in their bed 
· Ward pre procedure instructions in DHR are to be completed 
· Ward nurse is required to escort the patient when they are transferred to CCL to provide clinical handover to CCL staff. After handover has occured transoesophageal echocardiogram procedure Form 37545 is to be signed by the ward nurse and the CCL nurse. 


Note: 
For NCH Ward Patients: 
TOE probe and tracking form is located in the ICU/CCU clean up room. 

Intensive Care Patient – Ventilated 
The Medical officer is to explain the procedure and risks to the patient/next of kin and obtain consent as per Informed Consent (Clinical).
· Cease naso-gastric(NG) feeds and aspirate the gastric tube immediately before the procedure and remove NG tube for the procedure.
· Increase the current sedation or administer additional sedation and adjust ventilator settings for the procedure in consultation with the medical staff performing the procedure. Sedation and airway management will be undertaken by ICU medical staff. 

Patient requiring infection control precautions on a general ward 
If the patient has contact precautions for infection control reasons it is usual to do the procedure on the ward. In addition to the above requirements the following should occur before the procedure:
The patient, room and ward support should be assessed well in advance by both medical and nursing staff personnel prior to consideration foe TOE procedure to be performed on the ward 
· Emergency equipment such as oxygen, bag and mask attached to outlet with tubing and airway adjuncts readily available and in working order 
· Functioning suction equipment with Yankauer suction handle attached Personal protective equipment (PPE) including gloves, protective eye wear and gowns plus face masks if droplet precautions indicated
· A clinical handover of the patient to medical/ nursing staff performing the procedure occurs prior to the procedure as per Clinical Handover procedure.
· The staff performing the procedure will bring the equipment required to perform the TOE and the monitoring equipment to monitor the vital signs of the patient during the procedure.
· Medications utilised during the procedure will also be brought by the staff performing the procedure.
The ward staff member looking after the patient should be readily available to assist the staff doing the procedure if required, for example to get extra equipment /supplies or to assist the patient as necessary.
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[bookmark: _Toc389131245]
Team Time out is to be performed pre procedure. Team Time out is performed prior to the commencement of the procedure. Time Out must be performed by the lead Medical Officer responsible for the procedure, other medical officers and nurses, all of whom will play a role in ensuring the safety of the procedure . During the time out, all team members must pause, listen and participate by providing a verbal response to other team members, ensuring includes name of patient, medical record number , consent is signed and complete, correct procedure and correct site. It is the medical officer performing the procedure who is designated as responsible for confirming that the team has completed each task of team time out before the procedure commences.

Once time out is performed  and observations for the patient are recorded., if the team agree to proceed with the procedure and the checklist is completed, Transoesphageal procedure form 37545 is to be signed by the consultant and the Cardiac Catheter Laboratory nurse. 

During the Procedure:
1. The patient is monitored throughout with Electrocardiograph (ECG) , pulse rate, oxygen saturations (Sa02), end tidal CO2 (ETC02), respirations and blood pressures.
2. Don Personal Protective Equipment (PPE) .
3. Topical anaesthetic is to be applied to the back of the patient’s throat and the time noted. Usually intubated/ventilated patients in the Intensive Care Unit or Operating Theatre are already receiving medications including pain relief and/or sedation which suppress the gag reflex. Therefore, topical anaesthesia is not required for intubated patients. 
4. If there is saliva present the patient will require suctioning during the procedure as they will be unable to swallow.
5. The patient is placed in the left lateral position with a 30-degree head rise.
6. Non-ventilated patient are to have nasal prongs with ETCO2 monitoring and the oxygen flow rate is documented.
7. Baseline vital signs and Modified Early Warning Score (MEWS) recorded as per Vital Signs & Early Warning Scores Clinical Procedure and the NCH Vital Signs & Early Warning Scores Clinical Procedure.
8. The bite block/mouthguard is placed in the patient’s mouth and secured ready for probe insertion.
9. Sedation and pain relief are given to the patient as prescribed on the medication chart and signed for as administered by the nursing and medical staff.
10. Observations of the patient are recorded 5 minutely during the procedure or more frequently if the patient’s condition changes or with each administration of further medication.
11. At the completion of the procedure, the proceduralist who performed the TOE is responsible for ensuring the probe is taken to gastroenterology rinse room for reprocessing. The appropriate processing sticker information will need to be attached to the Transoesophageal Echocardiogram Procedure Form (37545) and also returned to the reprocessing unit with the probe to ensure compliance. 

Note: Reversal medications Flumazenil and Naloxone must be available for administration in the event of inadvertent over sedation 

[bookmark: _Hlk167183543]At NCH If a Bubble Study (for PFO/ASD identification) is required 
The RN will: 
Draw up 8.5mls of normal saline into a syringe and 0.5ml of air
Attach 3-way tap to  intravenous cannula (IVC)
Place an empty syringe on the remaining side of the 3-way tap
Open the tap between the patient (IVC) and syringe containing 8.5ml normal saline
Withdraw 1 ml blood into the syringe containing 8.5ml normal saline
Turn 3-way tap off to patient
Agitate the fluid by pushing it back and forth between the two syringes (quickly, about 10 times)
Open the 3-way tap between the full syringe (containing agitated fluid) and the patient (IVC)
Administer to patient when cardiologist or technician advises you to.
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Prior to the procedure a baseline set of observations is recorded. These baseline observations will be used as a guide during the procedure to alert the team of any deterioration in the patient’s condition. The change in clinical observations may indicate procedural (conscious) sedation has initiated a deeper sedation in the patient or a decline in the patients airway patency cardiovascular condition.

Alert: Any signs of deterioration or change in the patient’s baseline observations must be escalated to the proceduralist immediately. Follow the policy for “CHS Vital Signs & Early Warning Scores Clinical Procedure and the NCH Vital Signs & Early Warning Scores Clinical Procedure” Section 4: CHS Adult modified early Warning Scores and MET criteria.10

Observations of the patient during the procedure includes continuous monitoring of:
· ETCO2 readings (if available)
· ECG
· Blood pressure  
· Heart rate 
· Respiratory rate depth and effort 
· Oxygen requirement
· Oxygen saturations 
· Depth of sedation (Level of consciousness) based on response to tactile and painful stimulation of the procedure
· Airway patency 
· Patient colour 
· Sedation drug doses (are within the common total dose limits and given within suggested policy time increments and intervals) 
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Monthly index of Monthly Specialties ( MIMS) . Prescribing information ( PI)  . 11
	
	Effect
	Common dosage (IV)
	Onset & duration
	Elimination
	Precautions

	MIDAZOLAM

	Class:  Benzodiazepine
Anxiolytic & hypnotic agent

	Causes sedation, anterograde amnesia, some muscle relaxation & anticonvulsant properties
	Healthy adult: 
Initial dose: 1-2.5mg 
Titrated dose: 0.5-1mg
Total dose: 3.5-7.5mg
Elderly or compromised:
Initial dose: 0.5-1mg 
Titrated dose: 0.5-1mg
Total dose: > 3.5mg


	After IV injection: 
Onset: 2-3 mins 
Peak: 3-5 mins
Duration: 1-3 hours 
½ life: 1.8-6 hours 
	Metabolised in liver by cytochrome CYP3A4 and excreted via kidneys
	Respiratory disease, sleep apnoea, muscle weakness, Muscular dystrophies, Myasthenia gravis

	FENTANYL

	Class:   
Opioid

	Short duration analgesia and mild sedation  
	Initial dose: 50-100mcg 
(0.5-1.5mcg/kg)
Titrated dose: 25-50mcg  (0.5-1mcg/kg)

	After IV injection:
Onset: 1-2 mins 
Peak: 3-5 mins
Duration: 30-60mins 
½ life: 1.5-3 hours
	Metabolised in the liver by cytochrome CYP3A4 and excreted in via the kidneys
	Known intolerance Bronchial asthma
MAOI use
Myasthenia gravis

	NALOXONE

	Class:   
Opioid antagonist

	Complete, partial reversal of opioid 

to reverse sedation/respiratory depression postoperatively
	Initial dose:  IV 100–200 micrograms to reduce sedation in 2 – 3minutes intervals, repeated as necessary.

Reassess and can increase to dose of up to 10 mg
	After IV injection:
Onset: 1-2 mins 
Peak: 3—5 mins
Duration: 15 – 30 mins 
½ life 30 – 80 mins
	Metabolised in the liver, principally by conjugation with glucuronic acid.  Naloxone is 50% protein-bound and is excreted in the urine
	Opioid dependence—rapid reversal of opioid effects may lead to an acute withdrawal syndrome.
Known intolerance




	FLUMAZENIL  

	Class:   
Benzodiazepine antagonist
	Complete, partial reversal of benzodiazepines 

to reverse sedation/respiratory depression postoperatively
	Initial dose:  IV 200 mcg to reduce sedation with further 100 mcg in 1-minute intervals, repeated as necessary.

Reassess and can increase to dose of up to 2 mg

Usual dose is 0.3-0.6 mg.


	After IV injection:
Onset: 1-2 mins 
Peak: 4 mins
Duration: 15 – 30 mins 
½ life 40 -0 80mins
	Competitive antagonist at benzodiazepine receptors in the CNS.
Metabolised.  Almost completely (99%) nonrenally eliminated.
	Known intolerance
CI to reverse benzodiazepine for control of a potentially life threatening condition such as Raised ICP 

Benzodiazepine dependent



If an anaesthetist is performing the sedation, propofol may also be used in conjunction with other medications. Usual dose is a 30-40mg bolus, but this should be titrated to effect based on size, weight and health of the patient. If the patient’s ejection fraction (EF) is less than 40%, dose in mg should be equivalent to the ejection fraction % (e.g EF of 25% = 25mg). 

Alert: Half life: Flumazenil and midazolam, particularly in the elderly.  While flumazenil may be effective at reducing the effects of midazolam, its half-life is considerably shorter and there is a real risk that patients who are poor metabolisers of midazolam (especially the elderly) may experience effects of midazolam after the flumazenil has worn off.  The monitoring of patients after the procedure should take this into consideration. 
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· When the probe is removed the patient should be encouraged to cough to remove any secretions left in the oropharynx or if necessary, the patient may be suctioned to remove secretions.
The TOE probe needs to be wiped over with wipes. Check for the presence of blood on the probe for early identification of possible pharyngeal or oesophageal trauma. If present, the cardiologist or proceduralist should be immediately notified
· The patient is to remain in the left lateral position with oxygen continuing until fully awake.
· Post procedure vital signs and MEWS score for the patient are to be recorded 15 minutely for ½ hour or until the patient is awake, obeys commands and is orientated to time and place.
· Trans Oesophageal Procedure form (37545) to be completed including preliminary report and time for sip test to be undertaken. 
· Schedule 4 (S4) and Schedule 8 (S8) drugs are to be discarded and documented in the respective S4 and S8 registers as per the CHS Medication Handling Policy (Section 4.11) and the NCH Medication Handling Procedure.
· 

· Inpatients from wards are to remain on close observation within the CLD for ½ hour post procedure or as directed by the proceduralist. Before transfer to the ward the patient is to be awake, vital signs have returned to baseline levels and medical staff have assessed the patient post procedure. Refer to Vital Signs and Early Warning Scores (EWS) Clinical Procedure.
· Patients are escorted to the ward areas with a CCL nursing staff member and clinical handover is given to the ward staff as outlined below. Refer to Clinical Handover procedure.

Note: 
At NCH following ward procedures the TOE probe should be returned to endoscopy for cleaning
If after hours notify the afterhours hospital coordinator so the endoscopy on call nurse can come in and clean the probe
Ensure Section 4 of the TOE probe tracking form is completed and form is filed in the patient’s clinical record

Post Procedure Observations and procedures of ward patients returned to the ward area.
· Hand over from nursing staff involved with the procedure including observation chart, MEWS and post-operative instructions. 
· ½ hourly observations of the patient are to be completed for 2 hours post procedure including sedation level.
· Patient to be Nil by Mouth (NBM) for two hours after the patient’s throat was anaesthetised. This should be documented in DHR. At 2 hours post a sip test can be undertaken to assess patients swallowing and gag reflex. If the patient tolerates the sip of water they may eat and drink normally. 
· If the patient has difficulty swallowing or has excessive coughing /gagging continue Nil by mouth and seek medical officer advice. 
· It is normal for the patient to have a mild sore throat after the procedure.

Post procedure observations and procedures for outpatients and HITH patients
· Outpatients are transferred back to the CCL Day Ward for post procedure monitoring including vital signs and MEWS as documented above for ward patients. Once they are awake and vital signs have returned to baseline levels, they are then reviewed by the proceduralist who performed the TOE regarding their results. Post procedural instructions are discussed, and a discharge information sheet is provided to the patient by nursing staff.
· The patient will undergo a sip test 2 hours after their throat was sprayed. If the patient complains of choking on foods, fluids and saliva or severe pain or bleeding from the mouth or throat the patient should remain on nil by mouth and medical advice sought. 
· Inform the patient it is normal to have a mild sore throat for up to 24 hours post procedure.
· Hospital in the Home (HITH) patients are escorted to the HITH unit within the hospital on discharge from the CLD if they require a follow-up appointment or other medical procedure (e.g. to replace antibiotic infusion pump).

Post Procedure: Intensive Care patient Ventilated 
· Patient to lie supine with head elevated to 30 degrees
· Continue hemodynamic and neurological monitoring
· Reinsert NGT and feeds as directed if required 
· Return to pre-procedure ventilation settings when patient wakes as directed.
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Outcome
Patients requiring a transoesophageal echocardiogram are managed as per this procedure.

Measures
Review of incident reports relating to TOE procedures and/or sedation 
The Trans Oesophageal Procedure form (37545) will be regularly audited to assess if staff are completing all the sections. 
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Policies
· Informed Consent (Clinical)
· Waste Management
· Medication Handling

Procedures
· Infection Prevention and Control - Healthcare Associated Infections 
· NCH Infection Prevention and Control
· Patient Identification and Procedure Matching 
· Clinical Handover
· CHS Vital Signs and Early Warning Scores
· NCH Vital Signs and Early Warning Scores
· Procedural Sedation ANZCA PS09
· Elective Direct Current (DC) Cardioversion Adults

Guideline
Fasting Guidelines for patients requiring sedation or anaesthesia

Legislation
· Health Records (Privacy and Access) Act 1997
· Human Rights Act 2004
· Work Health and Safety Act 2011
· Medicines, Poisons and Therapeutic Goods Act 2008 
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BMI – Body Mass index 
CO2 – Carbon Dioxide
[bookmark: _Hlk167184923]Cardioversion: This procedure utilises the delivery of therapeutic electrical current to revert an abnormally fast heart rate (atrial or ventricular in origin) back to sinus rhythm. The electrical shock momentarily depolarises the myocardium allowing the sinus node to resume its function as the dominant pacemaker. 
MEWS – Modified Early Warning Score 
Moderately sedated – or Conscious sedation is defined as a drug – induced depression of consciousness during which patients are able to respond purposefully to verbal commands or light tactile stimulation.  Only exceptionally will interventions be required to maintain patent airway, spontaneous ventilation or cardiovascular function. 
(Guidelines on Sedation and /or Analgesia for Diagnostic and Interventional Medical, dental 
or Surgical Procedures – Australian and New Zealand College of Anaesthetists PS09 – 2014) 
NBM – Nil By Mouth
NGT – nasogastic tube
S8 – Schedule 8 medications
S4 – Schedule 4 medications
SaO2 – Oxygen Saturation
Sip test – Patients are not to eat or drink for 2 hours post local anaesthetic to the throat due to the numbing effect of the local anaesthetic. A patient is asked to take a small sip of water (20mls) to evaluate if they can eat or drink. If the water causes the patient to cough or choke the patient is to remain on nil by mouth for 1 hour and try again
Back to Table of Contents
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Transoesophageal Echocardiography Adult, TOE, sedation, fasting, cardiac, heart, oesophagus, ventilated, OT, ICU, cardiology, CCL, cardiac catheter lab, echocardiogram
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