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Wondering if anyone can share their policy on enteral feeding? We are transitioning to Enfit and wondering what other organizations are using as best practice for tube placement verification (other than xray on insertion).

Abbreviated Question (as it will appear on search results page)	




[bookmark: Check1][bookmark: Check3][bookmark: Check4][bookmark: Check5][bookmark: Check15]|X| Policy/Procedure  |X| Practice   |_| Program Info  |_| Committee Structure info  |_| Role  |_| Students

[bookmark: Check7][bookmark: Check8][bookmark: Check9][bookmark: Check10]|_| Model/Structure   |_| Care Delivery  |_| Collaboration  |_| Regulation/Legislation  |_| Pt. Safety

[bookmark: Check12][bookmark: Check13][bookmark: Check14]|_| Quality/Outcome/Indicator  |_| PP Culture/Leadership  |_| Other:					
Keyword(s)
Check 1 or 2 
Required 
for website
archiving

Responses: Please cut and paste responses from emails into the table, save and send summary table to PPNO List Serv. Allow 3   weeks for responses to filter in before sending final version.






	Responder Info
	Answer
	Attachment(s)*
 

	susan bow <susan.bow@pemreghos.org>
	Our current policy is cxr after placement of tube, and q shift ph testing of aspirate and measurement checks 

	

	Mike Wilson
Technical Specialist Interventional
Markham-Stouffville Hospital

	Hi there.  There is no specific policy regarding confirmation of placement as it is part of the procedure (insertion or exchange).  The interventionist confirms placement with a contrast injection under fluoro.
 
If there is a pt presenting to the ER or there is a pt in the ICU who they are questioning whether an existing G-tube is in position the ordering doctor can inject 60cc of Gastrograffin followed by a KUB.
  
We are in the process of transitioning to Enfit as well.  Could you tell me what you will be using for initial G-tube insertions?  What will you use for G-J tubes?

	

	
Melissa Pelletier, RN, BScN, CNeph(C)
Clinical Educator
Renal Program
Professional Practice
Royal Victoria Regional Health Centre
201 Georgian Drive
Barrie, Ontario
L4M 6M2
pelletierm@rvh.on.ca
Tel:  705-728-9090 ext 47712
Cell: 705-229-9846
www.rvh.on.ca 



	Please find attached a copy of our policy and procedure.   

	


	
Tasha Vandervliet, RN, BScN
Nurse Educator

Huron Perth Healthcare Alliance
46 General Hospital Drive
Stratford, Ontario
N5A 2Y6

	We’re transitioning to ENFit as well in a few weeks’ time.
A draft copy of our updated policy is attached. Procedure item #17 speaks to tube confirmation.

	


	Corinne Savignac, R.N., BScN, 
Nurse Clinician General Internal Medicine
705-523-7100
Extension 3315
Health Sciences North | Horizon Santé-Nord
41 Ramsey Lake Road 
Sudbury, Ontario P3E 5J1 
 E-mail: csavignac@hsnsudbury.ca
[image: http://intranet/portal/Portals/35/HSN_logo.jpg]

	Here you go. Have a great day. 

	


	Claire Latto-Hall, RN, BScN, CDE, MPH
Corporate Professional Practice Clinician
Halton Healthcare
3001 Hospital Gate, Oakville, ON  L6M 0L8
clattohall@haltonhealthcare.on.ca
Tel.: 905-845-2571   ext. 3837

	Halton Healthcare is also exploring the use of ENFit and identifying when we are going to transition. With this, our current policy is under review, so this PPNO is quite timely! I’m looking forward to a summary. 

	

	 

	
	



*Imbedding Attachments: When in a document, with the cursor in the place where you wish to insert another document as an icon, Go to Insert, choose "Object" (not 'file') choose "Create from File" browse for the file name from your directory, once found, check off "Display as Icon" select "OK” The document Icon now appears in this document where your cursor was positioned.  Save the document you are working in and the imbedded icon with the document they relate to attached will also be saved to this document.
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SCOPE: 
 
This policy and procedure applies to all Nurses, Nurse Practitioners (NP), Pharmacists, 
Registered Dietitians (RD), Registered Respiratory Therapists (RRT), and professional 
staff with privileges (i.e. medical) involved in the care of a patient requiring oral or nasal 
gastric tubes for the purposes of gastric decompression or enteral feeds at the Royal 
Victoria Regional Health Centre (RVH).  
 


POLICY STATEMENT: 
 
It is the policy of RVH that: 


1. An order from an authorized prescriber shall be obtained to initiate insertion of oral 
or nasal gastric tubes; initiate decompression of gastric contents; initiate enteral 
feeds; and removal of gastric tube. 


2. The most responsible provider (MRP) shall confirm radiographic placement of all 
newly inserted gastric tubes prior to initiation of enteral feeds or when tube 
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placement is in question. Any patient who has been transferred to RVH from 
another facility with a nasogastric or orogastric tube for the purpose of enteral 
feeds will have radiographic confirmation of placement prior to initiating enteral 
feeds. 


3. The MRP shall order RD and pharmacist consults for any patient requiring enteral 
feeds.  Enteral formula and rate, pertinent bloodwork and appropriate medications 
shall be ordered by the MRP.  The RD shall make recommendations regarding 
enteral formula and rate and the pharmacist shall make recommendations 
regarding medication administration through the tube. 


4. The insertion of a gastric tube for decompression does not require radiographic 
placement prior for use. In the event that the gastric tube will be used for the 
purpose of enteral feeds, radiographic placement shall be confirmed prior to 
initiation of enteral feeds. 


5. It is recommended practice that patients who have an advanced airway shall have 
an orogastric tube to decrease the risk of ventilator associated pneumonia.   


6. An absent gag is not a contraindication to gastric tube insertion. Assessment of 
gag reflex is indicated for gastric tube insertions to determine risk and monitoring 
parameters during insertion.  


7. Potential contraindications of feeding tube placement include:  
a. post-operative esophageal or gastric anastomosis;  
b. mandible wiring;  
c. acute laryngectomy;  
d. suspected or confirmed basal, frontal, facial or undetermined skull fracture; 
e. repair of frontal sinus;  
f. esophageal varices;  
g. corrosive esophageal burns; 
h. nasal surgery (for nasogastric tube insertion); 
i. suspected or confirmed cervical spine fracture;  


8. A low platelet count may be evidence of potential for bleeding.  MRP shall 
determine if this is a contraindication to feeding tube insertion.   


9. The insertion of a small bore weighted tube with stylet is an advanced practice skill 
for Registered Nurses (RN) exclusively. It is expected that the RN will have the 
appropriate theoretical preparation, and demonstrate the knowledge, skill and 
judgment for this advanced skill.  


10. The insertion of small bore weighted feeding tubes shall be a two-step process, 
due to increased risk of harm in the event of an inadvertent intubation. 


11. Small bore weighted feeding tubes may also be inserted in Interventional 
Radiology at MRP discretion.  


12. Should enteral feeds be ordered, enteral formulas are sent daily to the unit by the 
Patient Food Services staff.  The bags are labelled with the patient name, room 
number, date, product and rate.  Feeding pump and administration sets are 
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delivered by Patient Food Services once the order has been entered.  Enteral 
formulas do not require refrigeration and the bag may hang for a maximum of 48 
hours.  Administration tubing sets must be changed every 48 hours.   


 


DEFINITIONS: 
 
Enteral Feeding:  the infusion of nutrients into a functional gastrointestinal tract via a 
tube when the oral route is not possible or if the patient’s oral intake is inadequate to meet 
the patient’s nutritional requirements. 
 
Gastric Residual Volumes (GRV): a measure of tolerance of enteral nutrition and risk 
of aspiration of enteral feeds. 
 
Gastrostomy Tube (g-tube): a pliable plastic tube which is surgically or radiographically 
inserted into the stomach through the abdominal wall. 
 
Jejunal Tube (j-tube): a pliable plastic tube which is surgically or radiographically 
inserted into the jejunum through the abdominal wall.   
 
Levin: single lumen naso/orogastric tube which may be connected to a drainage bag or 
intermittent suction to decompress the stomach. 
 
Nasogastric tube (NG): a pliable polyurethane tube that is inserted through the patient’s 
nasopharynx into the stomach. 
 
Nasojejunal tube (NJ): a pliable polyurethane tube that is inserted through the patient’s 
nasopharynx into the jejunum.   
 
Orogastric tube (OG): a pliable polyurethane tube that is inserted through the patient’s 
oropharynx into the stomach.  
 
Orojejunal tube (OJ): a pliable polyurethane tube that is inserted through the patient’s 
oropharynx into the jejunum.   
 
Percutaneous Endoscopic Gastrostomy (PEG): a long g-tube which is inserted using 
endoscopy 
 
Salem-SumpTM : double lumen naso/orogastric tube. Large bore, preferred for stomach 
decompression but can be used for short-term enteral feeding 
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Small Bore Weighted Tube: a pliable polyurethane tube (size 10 Fr) inserted through 
the patients nasopharynx or oropharynx into the stomach.  This tube contains a stylet to 
assist with insertion. This tube is only used for enteral feeding. 
 


PROCEDURE: 
 


Insertion of Salem-SumpTM or Levin Tube 
 
Equipment 


1. 14 or 16 French gastric tube 


2. Water soluble lubricating jelly 


3. Tongue depressor 


4. Flashlight/penlight 
5. Stethoscope  
6. Oxygen saturation monitor 


7. 60 mL catheter tipped syringe 


8. Hypoallergenic tape, rubber band and safety pin 


9. Glass of water with straw 


10. Sterile water 


11. Disposable pad 


12. Oral and deep suction  
13. Appropriate Personal Protective Equipment (PPE) 


14. Emesis basin 


15. Clamp, drainage bag or wall suction set up 


16. Facial tissues 


17. Bath towel 
 
Procedure 


1. Review physician order for type and size of tube to be inserted, and purpose for 
insertion (enteral feeding or decompression). Review medical history for 
contraindications listed above. 


2. Perform hand hygiene, don gloves and face protection and any additional PPE as 
per risk assessment. 


3. Verify patient identity using two patient identifiers. 
4. Perform AIDET, explain procedure to patient and obtain consent. 
5. Assess neurologic status, cough, gag reflex, ability to swallow. Gag reflex can be 


assessed by gently touching the pharynx on both sides of the uvula with a tongue 
depressor.  
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6. If inserting nasally, assess patency of nares by having patient close one nostril and 
breathe; repeat on opposite side. Select the nare that was found to be most patent 
for insertion. 


7. Measure distance from tip of nose to earlobe to xyphoid process using the gastric 
tube (refer to Figure 1). Mark this length on the tube with a piece of tape. 
 
Figure 1. Measurement for Gastric Tube Insertion 


 
8. Place patient in high Fowler’s position. Raise the bed for practitioner comfort, stand 


on patient’s right side if right-handed, left side if left-handed. Apply pulse oximeter 
to measure oxygen saturation throughout procedure.  


9. Place bath towel over patient’s chest and have facial tissue available for patient. 
10. Inject 10 mL of water from the 60 mL catheter tipped syringe into the gastric tube 


to ensure patency.  
11. Cover 10 to 15 cm of end of tube with water soluble lubricating jelly. 
12. Nasal insertion: 


a. Instruct patient to extend head and neck back against pillow;  
b. Insert tube slowly through nare with curved end pointing downward and 


towards nasal septum. Aim down and back towards the ear. 
13.  Oral insertion: 


c. Position curved edge of tube downward. 
d. Insert tube into the oral cavity over the tongue. 
e. Aim the tube back and down towards the pharynx. 


14.  Never force the tube past resistance. Once the tube is in the posterior 
nasopharynx (back of throat), this will likely cause the patient to gag. Aim the tube 
down and back towards the ear, and allow patient to rest.  
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15.  Instruct the patient to flex head forward, take a sip of water and swallow or dry 
swallow (if oral fluids contraindicated). Advance tube 2.5 cm to 5 cm with each 
swallow.  


16. If the patient begins to cough, gag or choke, stop tube advancement and withdraw 
slightly. Instruct the patient to breathe easily and take sips of water, if not 
contraindicated. 


17. If oxygen saturations drop, withdraw the tube slightly.  This could indicate that the 
tube is in the lung.   


18. Once the patient relaxes, continue tube advancement to measured length. 
19. Examine the back of the patient’s throat with penlight and tongue depressor to 


ensure that tube has not kinked or coiled.  
20. Cut strip of tape about 10 cm long and split down the middle half way. Apply 


prepared tape to nose, leaving split end free. Wrap two split ends of tape around 
tube in opposite directions. Take care to not push tube up against the nares, as 
this may cause ulceration and necrosis. Tape the end of the tube to the patient’s 
gown. If patient has an orogastric tube, secure tube to patient’s cheek with 
transparent tape. 


21. Fasten end of tube to patient’s gown by looping rubber band around tube in a 
slipknot. Pin rubber band to gown. 


22. If indicated for gastric decompression, observe gastric aspirate and connect to 
drainage bag or suction as ordered.  If no gastric contents are aspirated, further 
assess the patient for tube placement and contact the MRP for abdominal x-ray if 
indicated.   


23. If indicated for enteral feeds, an abdominal x-ray shall be ordered and placement 
confirmed by MRP. 


24. Document procedure, including tube size and length on patient’s medical record 
and note this length on patient’s care plan. 


 


Insertion of Small Bore Weighted Feeding Tube at Bedside with Stylet  
 
Equipment  


1. Nasogastric or nasointestinal tube (10 Fr) with stylet 
2. Water-soluble lubricating jelly 
3. Tongue depressor  
4. Penlight/flashlight  
5. Stethoscope 
6. Oxygen saturation monitor 
7. 60 mL luer-lock or catheter tipped syringe 
8. Hypoallergenic tape and/or commercial tube fixation device 
9. Glass of water and straw 
10. Emesis basin 
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11. Sterile water 
12. Disposable pad 
13. Oral and deep suction  
14. Appropriate PPE as required 
15. Emesis basin 


16. Facial tissues 
17. Bath towel 


 
Procedure 


1. Complete steps 1-6 in above procedure 


2. Measure from nose to ear to xyphoid process and subtract 10 cm from the 
measured length. Note that length on the tube with tape. 


3. Ensure that stylet is positioned securely within the tube. 
4. Place patient in high Fowler’s position. Raise bed for practitioner comfort, stand on 


patient’s right side if right-handed, left side if left-handed. Apply pulse oximetry to 
monitor oxygen saturation throughout procedure.  


5. Place bath towel over patient’s chest, have facial tissue available for patient. 
6. Cover 10-15 cm of end of tube with water soluble lubricating jelly. 
7. Nasal insertion: 


a. Instruct patient to extend head and neck back against pillow;  
b. Insert tube slowly through nare with curved end pointing downward and 


towards nasal septum. Aim down and back towards the ear. 
8. Once past the posterior nasopharynx, stop tube advancement, allow patient to 


relax, and provide tissues. 
9. Instruct patient to flex head forward, take a small sip of water and swallow or dry 


swallow (if oral fluids contraindicated). Advance tube 2.5 cm to 5 cm with each 
swallow.  


10. If patient begins to cough, gag, or choke, withdraw slightly and stop tube 
advancement. Instruct patient to breathe easily and take sips of water, unless 
contraindicated. Check back of oropharynx using flashlight and tongue blade for 
possible coiling of tube. 


11. If oxygen saturations drop, withdraw the tube slightly.  This could indicate that the 
tube is in the lung.   


12. Once patient relaxes, continue to advance tube to measured distance.  
13. Once tube is inserted to pre-determined length, stop advancement, secure with 


split tape, obtain MRP order for portable chest x-ray to confirm placement.  
14. Upon MRP confirmation of radiographic placement in the esophagus, insert the 


tube an additional 10 to 15 cm for gastric placement. If tube is confirmed in the 
trachea or lung, remove tube immediately, complete a respiratory assessment, and 
document in the patient’s medical record.  
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15.  Obtain an MRP order for abdominal x-ray to confirm gastric placement. Once 
gastric placement is confirmed, the RN shall remove and discard the stylet.  


a. If gastric position is confirmed, tape tube securely in place as described in 
above procedure. 


b. If duodenal or jejunal position desired, tape tube loosely to cheek, leaving 
a loop of approximately 20 to 30 cm between nose and cheek.  


i. Position patient on their right side to facilitate advancement of the 
tube into the small bowel. 


ii. Gently advance the tube 20 to 30 cm. 
iii. When the 20 to 30 cm loop disappears, notify MRP to obtain orders 


for abdominal x-ray to confirm placement.  
16. Fasten end of tube to patient’s gown by looping rubber band around tube in slip 


knot. Tape rubber band to gown (provides slack for movement). 
17. Document procedure on patient’s medical record, including tube length. Note this 


length on patient’s care plan. 
18. A 60 mL or larger syringe shall be used for irrigation and medication 


administration. 
 


Gastric Tube Maintenance 
1. Place tape on the tube to indicate where the tube exits from the nose once 


radiographic placement is confirmed. 
2. Measurement of the tube length from nare to distal end of gastric tube shall be 


completed every shift and documented in patient’s medical record. 
3. Verification of tube placement shall be performed: 


a. Before each intermittent feeding;  
b. At the beginning of each shift;  
c. Before medications are administered through the gastric tube; 
d. When the patient has vomited; 
e. When there is a suspicion that the feeding tube may have been displaced. 


4. If tube malposition is suspected, suspend feeds, assess respiratory function, 
notify MRP and document in patient’s medical record. 


5. Oral care shall be provided every four hours as per RVH Oral Care Policy (2018). 
6. Intake and output shall be monitored and documented at a minimum of every 


shift. 
7. A nurse shall not reposition or irrigate a gastric tube of a patient who has 


undergone gastric or esophageal surgery. 
8. Remove any excess nasal secretions and lubricate the nostrils with a water-


soluble lubricant as required. 
9. Irrigate the tube every four hours with a minimum of 30 mL of tap water. Use 


bottled sterile water for immunocompromised patients, and change bottle every 
24 hours. To irrigate the tube: 
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a. Perform hand hygiene and don non-sterile gloves; 
b. Use a 60 mL catheter tip syringe. 
c. Clamp tube. 
d. Insert tip of irrigating syringe into the additional port or three-way stop 


cock.   
e. Unclamp gastric tube and irrigate – do not use force. 


i. Note: if using Salem-SumpTM gastric tube, do not instill fluids 
through the blue port, as this port will leak. 


f. If resistance occurs, check for kinks in the tubing.  Reposition the patient 
on their left side. Repeated resistance should be reported to the MRP. 


g. After instilling the water, aspirate to withdraw fluid. If the amount aspirated 
is greater than the amount instilled, enter this amount as output. If amount 
aspirated is less than amount instilled, return it to the stomach and enter 
this as intake. 


h. Unclamp tube. 
i. Remove gloves and perform hand hygiene.  
j. Document irrigation on patient’s medical record.   
k. Change irrigation syringe every 24 hours.  


 


Gastric Decompression 
1. Apply suction as per physician’s order.   


a. Continuous suction uses a maximum of minus 40 mmHg,  
b. Intermittent suction uses minus 120 mmHg. 


2. Every two hours, assess tube for: 
a. Patency 


b. Drainage type and volume 


c. Proper functioning of suction 


3. If the tube fails to drain the patient may experience vomiting, abdominal 
distention, and reduced bowel sounds. If tube is not draining: 


a. Check connections and proper functioning of suction source. 
b. Irrigate tube as outlined above. 
c. Reposition patient from side to side 


d. If irrigation is unsuccessful and there are no contraindications, pull back 
tube five to twelve cm and then reinsert to previous position.  If external 
length has changed from previous measurement, document in patient’s 
medical record. 


 


Enteral Feeding 
1. Verify the physician’s order and enter order for enteral formula and rate, including 


a feeding pump. 
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2. Ensure appropriate tube placement has been confirmed by radiology prior to 
initiation of feedings. 


3. Perform hand hygiene and don appropriate PPE as per risk assessment. 
4. Verify patient identity using two patient identifiers. 
5. Perform AIDET, explain procedure to patient and obtain consent. 
6. Weigh the patient and record on the patient’s medical record. 
7. Verify the patient’s name, room number, and the date, product and infusion rate 


on each bag.  When initiating the bag, document on the patient’s medical record 
and document time and date on fluorescent sticker on the bag of formula.   


8. Elevate and maintain the patient’s head of bed to a 30 to 45 degree angle. 
9. Complete hand hygiene.   
10. Prime administration set and program enteral feeding pump. 
11. Flush feeding tube with a minimum of 30 mL of water and initiate feeding at ordered 


rate. 
12. Assess patient every shift and PRN for signs and symptoms of feeding intolerance 


e.g. nausea/vomiting, diarrhea, abdominal distention, bloated feeling, or 
complaints of abdominal cramping.  An assessment should include, but not be 
limited to, an abdominal and respiratory assessment. 


13. Check for gastric residuals as ordered, if indicated. 
14. Assess patient for signs and symptoms of aspiration of feeds, fluid overload or 


dehydration. 
15. Do not disconnect the feeding system for the purposes of medication 


administration.   
16. Provide oral care every four hours according to RVH Oral Care Policy (2018). 
17. Check rate of a continuous feed every four hours.   
18. Irrigation of the feeding tube shall occur with a minimum of 30 mL of water or 


amount specified by prescriber or dietitian.   


 Every four hours 


 Before and after feeds are held or stopped 


 Before and after medication administration 


 Any time flow appears sluggish 
19. Weigh the patient twice weekly and document in the patient’s medical record.   
20. Enter any orders for changes to formula, rate, or if feeding has been put on hold 


or discontinued into MEDITECH. 
21. Should the feeding tube become occluded, a physician’s order is required for the 


instillation of a pancreatic enzyme mixture to clear the tube.   
22. While the pump is being used by the patient, it shall be cleaned daily by 


Environmental Services staff according to RVH Policy and Procedure Cleaning 
and Disinfection of Small NonCritical Patient Care Equipment (2014). 


23. When the feeding is discontinued, the pump shall be placed in a clear plastic bag 
in the soiled utility room for cleaning by Environmental Services Staff.   
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24. When the pump is clean, Environmental Services staff shall bring the pump to the 
nursing station. 


25. The nurse shall ensure the pump is returned to Patient Food services where it will 
be stored. 


 


Gastric Residual Volumes (GRV) 
1. High gastric residuals are an indication of increased risk of aspiration of gastric 


contents as well as enteral feed intolerance.   
2. Enteral feed intolerance can also be judged by assessing the patient for 


abdominal distention, nausea/vomiting and liquid stools.   
3. In the ICU, gastric residuals should be checked every four hours when feeding 


via a Salem-SumpTM tube. 
4. Outside of the ICU, assess gastric residuals as indicated by provider order. 
5. Aspiration for gastric residuals is contraindicated:  


 for small bore weighted feeding tube 


 for any j-tubes.   
6. Using a 60 mL oral syringe, gently aspirate gastric contents 


7. Empty contents of syringe into a graduated cylinder and continue aspirating until 
only air is withdrawn.   


8. Make note of total GRV obtained.   
 If GRVs are less than or equal to 500 mL, return aspirate to stomach and 


continue with current feeding rate and progression 


 If GRVs are greater than 500 mL twice consecutively, discard aspirate, 
hold feeds for two hours and notify MRP.  Obtain an order to start a 
prokinetic agent, then re-start feeds at previous rate and progress to goal 
rate as ordered. 


 If GRVs persist greater than 500 mL after initiation of a prokinetic agent, 
notify MRP.   


9. Flush tube with 30 mL of water after volumes are obtained.   
10. Document results in patient’s medical record.   
11. Discontinue checking GRVs if volumes are consistently less than 500 mL for 48 


hours AND patient is clinically stable AND not showing any signs of feeding 
intolerance.   


 


Removal of Gastric Tubes 
1. Verify order to discontinue gastric tube. 
2. Perform hand hygiene, don gloves and face protection and any additional PPE as 


per risk assessment.  
3. Verify patient identity using two patient identifiers. 
4. Perform AIDET, explain procedure to patient and obtain consent. 
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5. Position patient in high Fowler’s position. Stand on patient’s right side if right-
handed, left side if left-handed. 


6. Disconnect gastric tube from suction, drainage bag or enteral feeds. 
7. Remove tape from bridge of nose and unpin the tube from gown. 
8. Hand the patient facial tissue and place a clean towel across chest. Instruct the 


patient to take and hold a deep breath. 
9. Clamp or kink tubing securely, pull tube out steadily and smoothly into the towel 


held in other hand while patient holds their breath. If resistance is met, stop 
removal and contact MRP. 


10. Measure amount of drainage and note character of content.  Dispose of tube and 
drainage equipment. 


11. Clean nares and provide oral care. 
12. Document removal on the patient’s medical record and care plan. 
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		Scope

This policy applies to all nurses who have received appropriate theoretical preparation to care for adult patients requiring enteral feeding tube (FT) insertion at the Huron Perth Healthcare Alliance (HPHA). Initiation of a Gastric FT or Small Bowel FT is a skill that nurses have the authority to perform upon order of a physician, provided the nurse has the appropriate training, knowledge, skill and judgement as per the Regulated Health Professionals Act 1991. Please refer to the College of Nurses of Ontario standard – “Decisions About Procedures and Authority."

 



		Policy

This policy describes the steps required to insert and verify placement of both Gastric and Small Bowel feeding tubes for the purpose of enteral feeding and/or enteral medication administration in the adult patient population.

Small-bore feeding tubes are preferable to larger-bore nasogastric (i.e; Levin) tubes during the course of a critical illness because the risks of tissue necrosis at the nares and sinusitis are lower.

 



		Purpose

The purpose of this policy is to provide guidelines for the nurses and their managers at the HPHA related to the care of patient requiring enteral feeding tube insertion. It is expected that all staff shall adhere to the principles outlined in this policy.

 



		Definitions

· Gastric Feeding Tube (FT) - small bore (10 French) flexible hollow tube inserted nasally or orally and advanced to the stomach for the purpose of administering enteral feeds and/or medications that would have otherwise been given orally. These FT may be weighted to assist with insertion.

· Small Bowel Feeding Tube (SBFT) - quite often the exact type of FT used for gastric feeding, but is advanced past the stomach into the small bowel, to improve the absorption of enteral feeds and decrease the risk of aspiration.  

[image: ]ENFit: products used for enteral administration must have a different connection than those used for parenteral (IV) administration to reduce the risk for accidental parenteral administration of enteral products.  ENFit enteral products and accessories are purple in color and do not allow for connectivity with any other connector for any other clinical use. 











[image: ]Until a complete transition to ENFit occurs you may still connect a new ENFit product to an old access via the white connector (until that connector is phased out).











 



		Indications

Indicated for patients who are unable to consume adequate calories and/or take medications orally.

 



		Contraindications:

· Small-bore feeding tubes are not designed to drain gastric contents. If gastric decompression is desired, the small-bore feeding tube should be replaced with a large-bore tube (i.e; Levin). 

· Contraindications to nasal insertion of a feeding tube include:

· A history of basilar skull fracture; maxillofacial trauma or surgery, including transsphenoidal surgical approaches

· Uncorrected coagulation disorders

· Conditions involving the esophagus, such as varices, stricture, and surgery

 



		Considerations:

· Patients requiring FT insertion should have a completed Adult Enteral Feeding Order Set.

 



		Competency Requirements:

· An RN or RPN having appropriate theoretical preparation and understanding of the underlying condition for which this treatment is proposed and having demonstrated the appropriate knowledge, skills and judgement may perform this treatment on the order of a physician.

· The learner will:

· Complete the Elsevier Module entitled Feeding Tube: Small-Bore Insertion, Care and Maintenance.

· Achieve a passing grade of 100% on the Elsevier Module post-test.

· Be observed successfully inserting a FT by a Health Care Professional who is skilled at performing this procedure, using the Competency Checklist found in the Elsevier Module as a reference.

· Have the Competency Checklist signed by the above professional (staff will retain this document for personal records).





Procedure Chart:

		Procedure

		Rationale



		Supplies:

· Clean gloves – additional PPE as per risk assessment

· Weighted feeding tube

· Size 10Fr, 109cm (will work for both gastric and small bowel placement on most adults)

· Size 10Fr, 140cm is available in ICU if required   

· Water soluble lubricant

· Tongue depressor

· Flashlight – optional if room lighting sufficient

· [bookmark: _GoBack]Statlock Nasogastric Stabilization device

· Kidney basin

· Disposable blue pad

· Cup of water with drinking straw (contraindicated if NPO) or mouth care swab soaked in water

· 60ml Enteral Syringe or 60ml luer-lock syringe

Note: 60 ml Luer-Lok Syringes (non- ENFit) should only be used if absolutely required for non-ENFit enteral tubes, low profile tubes, Levins or if the ENfit connector is no longer available.

· Bottle of sterile water for flushing

· Empty cup

· Stethoscope

· Portable pulse oximetry monitor

Additional supplies for SBFT insertion if Metoclopramide is ordered:

· Metoclopramide

· 3 ml syringe (may be given IV direct by RN)

· 50 ml bag of Sodium Chloride 0.9%” (may be infused as a secondary medication by RN or RPN)

· IV tubing

· 2 x 10 ml Sodium Chloride 0.9%”prefilled syringes



		Pre-Insertion Preparation



		1. Verify type of tube placement ordered (gastric or small bowel) on the Adult Enteral Feeding Order Set (0DRME029M2)

a. If small bowel (SB) placement is ordered, confirm on the order set if Metoclopramide is to be administered.

If the patient has a large-bore gastric tube, verify that it should be removed before placing the small-bore feeding tube. In some cases, the large-bore NG tube is used for decompression and may remain in place while post-pyloric feeding is administered through a SBFT.

2. Gather supplies

3. Perform hand hygiene

4. Identify patient using 2 identifiers

5. Explain procedure to patient, review history to rule out contraindications for insertion, and identify which nares is best suited for insertion. Explain the reason for inserting the tube and the need for enteral nutrition, how the patient can assist with the passage of the tube, the reason for a chest x-ray, and instruct the patient not to pull on the tube after it is placed and secured.

6. Connect the patient to an Oximetry (SPO2) monitor

7. Elevate head of bed to 450 or higher – if not contraindicated

8. Perform oral care to moisten the mucosa. Suction excess secretions from the oropharyngeal area.

		· Metoclopramide may be ordered to assist with gastric motility.

· Monitoring for changes in respiratory rate (RR) and SPO2 is one step in ruling out accidental placement of the FT in the airway.



		Procedure - Insertion of Feeding Tube



		Note: The procedure is similar for both Gastric and Small Bowel FT placement, up until the point where the FT is passed into the stomach.

9. Administer IV Metoclopramide now if ordered for SBFT insertion.

10. Place disposable blue pad across patient’s chest and if able, ask them to hold the kidney basin

11. Estimate the length of tube to be inserted:

a. For Gastric placement, measure the tube from the earlobe to the tip of the nose, then to the xiphoid process and add 10 cm (4 in). Note the cm marking on the tube at this point.

b. For Small Bowel placement, measure as above, so will know at approximately what cm marking the tube will have reached the stomach, however, the tube will be inserted all but 10cm from the end (i.e. up to the 99cm mark).

12. Close the side access port on the tube with the attached cap and ensure the stylet is secured in the main port.

13. Lubricate the distal end of the nasogastric tube 2-3” with water soluble lubricant

14. Initially instruct patient to relax their head back, insert tube gently through nostril directing the curved tip downward until just past the nasopharynx. If resistance is met, gently rotate tube and apply gentle downward pressure to advance the tube forward.

Note: If you are unable to advance the Feeding Tube –STOP. Withdraw tube, allow patient to rest, re-lubricate tube and attempt to insert in the opposite nostril. Notify Physician if resistance is met in both nostrils.

15. Ask the patient to flex head forward as you continue to advance the FT toward the pharynx.

16. If the patient is not intubated, and is allowed oral fluids, instruct the patient to swallow a sip of water as you advance the FT. If the patient is NPO or unable to follow instructions, a moistened mouth care swab may stimulate the swallowing reflex.

Note: If the patient begins to cough at any time during insertion of the Feeding Tube –STOP. Withdraw tube slightly allowing the patient to rest, and ensure RR and SPO2 levels are stable.

17. Continue to advance the tube into the stomach, to predetermined length and perform initial assessments for placement.

a. Ask patient to speak.

b. Inspect posterior pharynx using tongue depressor and flashlight (if needed)

c. Place finger over stylet port and use the 60 ml enteral syringe to inject 20ml of air while using your stethoscope to auscultate over the area of the stomach.

d. Gently aspirate with syringe to assess for the presence of gastric secretions.

e. Proceed to step #19

Step #18 is to continue with small bowel placement of the feeding tube.

18. Once your initial assessments indicate that placement of the FT in the lungs is unlikely, and if 10 minutes has passed since Metoclopramide administration, proceed with Small Bowel placement:

a. Position the patient on their right side

b. Slowly advance the tube in 5-10cm increments twisting the tube between your thumb and forefinger as you go; may feel the peristalsis pulling the tube along

c. Insert all but 10cm of the feeding tube

19. Determine DEFINITIVE tube placement (Gastric or Small Bowel) by obtaining an abdominal x-ray and have the ordering Physician or a Radiologist confirm placement of the FT as a written order.

20. To remove the stylet after FT placement has been confirmed via x-ray, activate the tube’s internal lubricant by flushing 10 ml Sterile Water through the port containing the stylet (ensure the other access port is clamped), then gently remove the stylet and dispose.

21. Secure FT with a StatLock Securement Device

22. Further consider securing the FT by taping it to the patient’s cheek with a transparent dressing, or fasten the tube to patient's gown by securing a piece of tape to the distal portion of the FT tube. Pin tape to the gown using safety pin. Leave enough slack to allow head movement.

23. Provide comfort measures for patient – reposition patient, provide oral and nasal care

24. Refer to Adult Enteral Feeding Order Set as well as MD/Registered Dietitian orders for Enteral Feed, rate and scheduled water flush volume and flush interval.

25. Discard disposable equipment

26. Perform Hand Hygiene

27. Document patient’s tolerance of the procedure, the final cm marking of the FT at the tip of the nose, and enteral feeds (type and rate) started in Meditech.

		Follow CNO guidelines and hospital policies and procedures for safe medication administration.

Refer to the Ottawa Hospital Parenteral Drug Therapy Manual for guidelines regarding Metoclopramide administration.

· To avoid soiling patient gown with possible drainage leak and to contain emesis if gag reflex stimulated

· Adding approximately 10 cm to the measurement for gastric placements ensures that tube is being fed into the stomach, and not the esophagus.

· For SBFT insertion, remember 10-10-10. Administer 10mg of Metoclopramide (if ordered), 10 minutes before inserting into the small bowel, and insert all but 10cm of the feeding tube.

· Gastric contents will often leak out of an open port during insertion

· The stylet is essential for FT insertion due to the soft, flexible nature of the tube

· Water soluble lubricant eases tube insertion. Oil based lubricants can cause respiratory complications.

· Tilting the head back initially helps to navigate tube through the nasal passages.

· The “chin tuck” position minimizes risk of inserting tube into airway as tube advances

 

 

 

 

 

 

 

· Assists to advance tube through esophagus

 

 

 

 

 

· If patient continues to cough, gag and choke, check the back of the throat. Tube may have coiled in the back of the throat or entered the larynx. Withdraw tube slightly as required.

· If vomiting occurs, assist client in clearing airway. Perform oral suctioning as required. Do not proceed until airway is cleared.

 

· Initial assessment of placement is to prevent unnecessary X-ray exposure if the FT has not cleared the back of the throat and to ensure tube has not been inadvertently inserted into airway

· If the FT has passed into the trachea (instead of the esophagus), speech may be impaired due to the FT interfering with the vocal cords.

· Auscultation of air bolus (whoosh-test) may serve to confirm the tube is below the diaphragm (not curled in the throat), but does not confirm gastric placement.

· If tube is to be used for enteral feeding a Chest x-ray must be completed and tube placement confirmed by a physician before enteral feed is started.

· Right-side positioning may help pass the tube through the pylorus with the aid of peristalsis.

· DO NOT force or rush this part of the procedure. If resistance or spring is felt, retract a few cm, rotate tube ½ turn and advance again.

· If you release the tube and it comes back out on its own, it is likely coiled upon itself

· The SBFT may take several hours to migrate on its own from the stomach, past the pylorus, into the small bowel. You may need to secure the tube loosely to the patient’s face and reassess in 30 minutes to see if it has advanced on its own, or can now be advanced by hand.

· Failing to activate the internal lubricant prior to removing the stylet may cause the entire FT to become displaced as the stylet may become caught on the wall of the tube.

· Never reinsert the stylet after it is removed as it could puncture the FT and cause tissue damage

· Avoid inadvertent dislodging tube

· Secure the tube in a manner that does not press against the skin. Excess pressure can cause skin breakdown. Using a skin-preparation agent can help prevent breakdown.

· NG insertion can be uncomfortable for patient

· Prevent damage of surrounding tissue

· Documenting the insertion length of the tube after placement confirmation helps subsequent caregivers to verify tube positioning



		Ongoing Monitoring of Patient with a Feeding Tube:







		FREQUENCY

		ASSESSMENT

		RATIONALE



		Ongoing

		Head of bed should be elevated at least
30 - 45 °, unless contraindicated

		· Minimize risk of aspiration



		Q2- 4H & PRN

		Assess oral and nasal integrity and provide care

		· Prevent tissue breakdown



		Q8H & PRN

		Assess abdomen, chest and vital signs

		· Assess for complications

· Vital sign changes may be an early indicator of complications



		Q8H & PRN

		Record I&O in Meditech

		· Accurate record of fluid and nutrition status



		QSHIFT & PRN

		Assess patient’s comfort related to tube placement – nostrils and throat

		· Maximize patient comfort

· Assess symptom of potential complication



		QSHIFT & PRN

		Observe position of tube

		· Monitor correct placement of tube to prevent aspiration



		Q24H & PRN

		Re-tape and reposition tube – to relieve local pressure on nostril

		· Prevent skin breakdown



		As ordered & PRN

		Irrigate tube with Sterile Water using a 60mL Enteral Syringe or as per orders for automated Flush Volume and Flush Interval.

		· To maintain patency

· Smaller syringe sizes may cause excessive pressure and result in tube rupture



		qshift & PRN

		Document significant findings and promptly communicate concerns to Physician.

		· To maintain accurate records and obtain further orders for interventions as needed.







		Removal



		· Once the patient can consume an oral diet and no longer requires enteral tube feeding, the small-bore FT should be removed.

· Refer to the Elsevier skills module entitled Feeding Tube: Small-Bore Insertion, Care, and Removal for FT removal procedure.

		



		HPHA Related Documents and Resources

· HPHA Policy: Enteral Feeding – Management of- Adult 

Elsevier Skills Module

· Feeding Tube: Small-Bore Insertion, Care, and Removal-Adult

· ENFit
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PURPOSE 
To ensure a standardized approach to the administration of enteral nutrition and unblocking of enteral 
feeding tubes. 
 
PROCEDURE 
See Appendix A for Administration of Enteral Nutrition 
See Appendix B for Unblocking of Enteral Feeding Tubes 
See Appendix C for Gastric Residual Volume (GRV) Measurement Algorithm 
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APPENDIX A 
Administration of Enteral Nutrition 


 
Equipment 


 Non-sterile gloves 
 Enteral feeding pump (if necessary) 
 Prescribed feeding solution 
 Disposable feeding tubing 
 60 mL syringe (catheter tip or luer lock to fit feeding tube being used) 
 Stethoscope 
 IV pole 
 Water (tap or sterile water for irrigation) 
 Catheter tip plug/clamp (if necessary) 


 
Special Instructions 


 A nurse may administer enteral tube feedings for the purpose of providing nutrition: 
o Upon receiving a physician’s order 
o After initial placement of a feeding tube has been confirmed by: 


 established bedside techniques 
 ability to flush the tube and aspirate gastric contents 


 A post insertion x-ray (abdomen for feeding tube position) is required if correct placement cannot be 
confirmed by ability to flush the tube and aspirate gastric contents. 


 Intestinal feeding tubes placed under fluoroscopy do not require additional tube placement 
confirmation. 


 Tip placement of feeding tubes placed under fluoroscopy must be confirmed by a radiologist, if not 
already indicated on the chart. 


 All feeding tubes inserted with a stylet (guide wire) must be performed by a physician and sent for a 
post insertion x-ray (abdomen for feeding tube position) prior to commencing feeding. 


 All adult enteral tube feedings should be initiated using the Enteral Tube Feeding Orders – Adult 
form, unless otherwise ordered by the physician. 


 Do not add any medications directly to any enteral feeding formula. 
o DO dilute medications appropriately prior to administration 
o DO NOT mix medications together 


 For all immune compromised and critically ill patients, use sterile water to dilute medication and 
irrigate/flush tubing.  For all other patients, use tap water. 


 Intestinal feeding tubes (NJ, ND, PEG-J and J) should not be aspirated unless ordered by the 
physician. 


 Flush the enteral feeding tube with 15 mL of water: 
o Before administering medications 
o Between consecutive medications 
o After all medications are given 
o Each time a feeding is held (i.e. OR, tests/procedures, etc.) 
o After intermittent feedings 


 Change the feeding bag/administration set: 
o Q24H for an open system 
o Q48H for a closed system 
o Q24H for all other equipment (syringe, cup, k-basin) 
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o Any modular nutrition products that are being flushed via feeding tube (i.e. protein powder) 
and left in open containers at the bedside should be treated as an open system and 
emptied/rinsed Q8H. 


o A closed system can hang for up to 48 hours before changing if a new feeding/spike set is 
used.  Otherwise, hang the solution no longer than 24 hours. 


 Significant changes to potassium, magnesium and/or phosphorus should be reported to the 
physician and/or dietitian for further assessment. 


 Record the total volume of enteral formula and water administered in the ins/outs section of the 
chart.  Refer to the back of Enteral Tube Feeding Orders - Adult form for free water content of 
enteral formula. 


 
Method 
All Systems 
The nurse will: 
1. Elevate the head of the bed to a 30° to 45° angle, unless contraindicated. 
2. Confirm the initial placement of all feeding tubes.  Verify the visibility of the black marking on the feeding 


tube exit site. 
3. When feeding tubes are re-inserted or repositioned by nursing, confirm tube placement as follows: 


A. Inject 20 mL of air into the feeding tube to ensure patency and that the tube is free of kinks. 
B. Attempt to aspirate stomach contents (typically grass green to clear and colourless). 
C. If unable to flush and no aspirates are obtained, confirm placement with a chest x-ray as per the 


Enteral Tube Feeding Orders - Adult form. 
4. Verify the product and check the expiry date. 
5. Shake the enteral formula to ensure adequate mixing of its contents. 
6. Follow the procedure specific to the feeding system to be used (as outlined below). 
7. If the patient complains of fullness or discomfort, reduce the feedings to the previously tolerated rate 


and notify the physician/dietitian on next rounds. 
8. Unless otherwise ordered, flush the tubing with 30 mL of water Q4H to prevent blockages. 
9. If not using the automatic water flushing feature, administer supplemental water as ordered. 
 
Open System – Pump Administration (Continuous/Intermittent) 
1. Pour an 8-hour supply of enteral formula into the feeding bag and suspend it from the pole.  Pour in 


whole cans or tetra packs and allow the enteral feeding pump to do the measuring. 
2. If using the automatic water flushing feature, add 8 hours of water to the water bag and suspend from 


the pole. 
3. Label the feeding bag with the patient’s name, product name, and date and time of setup. 
4. Place the tubing in the pump and prime the tubing. 
5. Regulate the rate set on the feeding pump as prescribed. 
6. After each 8-hour period: 


A. Discard any enteral formula left in the feeding bag. 
B. Rinse the feeding bag and tubing with water.  If using the automatic water flushing feature, discard 


any water left in the water bag. 
C. Add the next 8 hours of enteral formula to the feeding bag. 
D. If using the automatic water flushing feature, add 8 hours of water to the water bag. 


 
Open System – Gravity Administration 
1. Pour an 8-hour supply of enteral formula into the feeding bag and suspend it from the pole.  Pour in 


whole cans or tetra packs and allow the enteral feeding pump to do the measuring. 
2. Label the feeding bag with the patient’s name, product name, date and time of setup. 
3. Open the clamp and prime the tubing. 
4. Using the roller clamp, regulate the gravity drip rate as prescribed. 
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5. After each 8-hour period: 
A. Discard any enteral formula left in the feeding bag. 
B. Rinse the feeding bag and tubing with water.  If using the automatic water flushing feature, discard 


any water left in the water bag. 
C. Add the next 8 hours of enteral formula to the feeding bag. 
D. If using the automatic water flushing feature, add 8 hours of water to the water bag. 


 
Closed System – Pump Administration 
1. Shake the closed system container/bag well. 
2. Hang the closed system enteral formula container/bag on the pole. 
3. If using the automatic water flushing feature, add 8 hours of water to the water bag and suspend from 


the pole. 
4. Label both the feeding container/bag and the administration set with the date and time of setup. 
 


If spiking a 
feeding 
container: 


A. Lift the tab to remove the sticker. 
B. Visually inspect the foil under the plastic cap.  If a sign of leakage is noted, do 


not use the product. 
C. Spike the container until no further insertion is possible, then turn the spike ¼ 


turn. 
D. Invert the container and suspend it from the pole.  Formula should appear 


under the clear plastic cap. 
E. Place the tubing in the pump and prime the tubing. 


If spiking a 
feeding bag: 


A. Spike the feeding bag. 
B. Place the tubing in the pump and prime the tubing. 
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APPENDIX B 
Unblocking of Enteral Feeding Tubes 


 
Equipment 


 Cotazyme capsule 
 325 mg Sodium Bicarbonate tablet 
 10 mL sterile water 
 60 mL syringe 


 
Special Instructions 


 A nurse may unblock a feeding tube to re-establish patency. 
 A physician order is required for medications provided by Pharmacy.  The medication required is 


already ordered if the Enteral Tube Feeding Orders - Adult form is completed. 
 If a feeding tube is blocked and repeat administration is required in less than 24 hours, notify the 


attending physician on rounds. 
 DO NOT use a small-bore syringe because it exerts too much pressure and can rupture the tube. 
 DO NOT use juice or colas to flush or open a clogged feeding tube. 


 
Method 
The nurse will: 
1. Mix the Cotazyme capsule and Sodium Bicarbonate tablet in 10 mL of sterile water (enzyme mixture). 
2. Draw up 5 mL of the enzyme mixture into a large bore syringe (the total volume does not need to be 


instilled if resistance is encountered) and instill in the feeding tube. 
3. Wait 5 minutes, then attempt to flush with 60 mL of sterile water. 
4. If the tube remains occluded, leave the syringe attached and allow the mixture to sit in the tube for an 


additional 30 minutes.  Flush the tube with 60 mL of sterile water. 
5. If the tube remains occluded, repeat Steps 1 to 4 once. 
6. If unsuccessful, leave the tube in situ and notify the most responsible physician. 
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APPENDIX C 
Gastric Residual Volume Measurement Algorithm 


 
 


GRV checks are not recommended for hemodynamically stable patients or those with J-tubes. 
 
 
 
 
 


Check GRV Q4H for the first 48 hours of gastric tube feeding 


If GRV is less than 500 mL: 
 Re-feed residual 
 Continue feeds at the same 


rate 


If GRV is greater than 500 mL: 
 Re-feed 500 mL residual 


and discard remainder 
 Administer Metoclopramide 


10mg IV/feeding tube Q6H 
x 24 hours 


 Continue feeds at same 
rate 


For second GRV greater than 
500 mL: 
 Discard GRV 
 Hold feeds 
 Document and notify 


physician/dietitian 
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