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1) Do nurses in your facility insert NG/feeding tubes on patients with decreased LOC or no gag reflex? 

2) IF you do, do you have a procedure or policy you would be willing to share?
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	Tasha Vandervliet, RN, BScN

Nurse Educator

Huron Perth Healthcare Alliance

46 General Hospital Drive

Stratford, Ontario

N5A 2Y6

519-272-8210 ext. 2327

tasha.vandervliet@hpha.ca
	1) Do nurses in your facility insert NG/feeding tubes on patients with decreased LOC or no gag reflex? We sure do; frequently in ICU.

2) IF you do, do you have a procedure or policy you would be willing to share? Attached
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	Karen Fleming, RN, MN, BScN, BSc
Clinical Nurse Educator, Child and Teen Program 

Corporate Simulation Project Lead
North York General Hospital, 3N, Room 327A
Adjunct Lecturer, Lawrence S. Bloomberg Faculty of Nursing
University of Toronto
karen.fleming@nygh.on.ca 
416-756-6000 ext 4998

	in our institution nurses don’t even insert wired NG tubes in fully awake and alert patients. So definitely not on a patient with decreased LOC or no gag.


	
	

	Gaelen Armstrong, RN, BScN 
Professional Practice Learning Specialist
Brockville General Hospital
613- 345-5649 ext.1104

www.brockvillegeneralhospital.ca 
GArmstrong@brockvillegeneralhospital.ca

	Nurses do not insert NGs or OGs on patients with decreased LOC or no gag reflex at BGH.


	
	

	Heather Hartley, RN, BScN, MScN

Professional Practice Specialist- Surgical Specialty

BGH, TMH & PECMH

Quinte Health Care

Office: (613) 969-7400 x2044


	In our ICU it is often the Respiratory Therapist (RT) who inserts the Nasogastric (NG) or Orogastric (OG) tubes following intubation, however we do not have a formal policy to cover the RTs for this procedure. Does your organization support insertion of NG tubes and OG tubes by Respiratory Therapists, if so, are you willing to share any related policies/procedures?


	
	

	Jones, Maria E <mjones@gbhs.on.ca>

	GBHS RN’s insert NG only with protected airway,( intubated or gag reflex). 


	
	

	MacDonald, Gen <GMacDonald2@qhc.on.ca>
	Naso-gastric tube insertion is a high risk procedure that I would suggest has many risk factors for the patient if not properly performed.  It is my clinical recommendation that if a patient is obtunded, or presenting with a decreased LOC, that that patient is a physician level NG insertion.  The risk for aspiration is too great.  If the patient is not able to properly maintain/protect their airway, they are at risk for a massive aspiration.  Depending on the their code status or presenting commodities this could be the deciding factor between life and death. 

If the patient is a DNI (do not intubate) and the patient suffers a massive aspiration, a pneumonia could be life limiting. Likewise, if the patient has a compromised airway disease, or cardiac disease, they may not survive an intubation.  Our physicians assess a few things with NG insertion and abdominal/esophageal distention and aspiration risk are on the high end of that list.  It is our practice to be cautious with the decreased LOC population.  In addition, each individual nurse brings their own skills set, meaning this practice would also be individualized. 

Sorry, I know that is not helpful. In short, we do not have a policy that supports nurse NG insertion in obtunded or decreased LOC patients.
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		This is a CONTROLLED document for internal use only.
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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. 
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		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

· 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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