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	Purpose


The purpose of this procedure is to promote a clear, consistent and evidenced based approach to the insertion, care and management of nasogastric tubes for adults cared for under the direction of Canberra Health Services. Topics covered include:

· insertion of a fine bore NGT

· insertion of a large bore NGT

· administration of Gastrografin via NGT

· care and daily management 

· flushing

· aspirating

· medication administration

· removal

· discharge planning and care in the community.

Back to Table of Contents
	Alerts


Insertion of a NGT for patients with the following conditions must be completed by a medical officer (MO):
· maxillofacial/Facial fractures, disorders, surgery, or trauma

· oesophageal varices, tumours, fistulas, or recent related surgery

· laryngectomy

· any head and neck surgery

· tracheostomy

· coagulopathy.

Insertion of a NGT for patients following trans-sphenoidal or nasal surgery must be done by an ENT or Neurosurgery MO at the Registrar or above level and under direct vision (endoscope or laryngoscope).
For all surgical patients requiring the insertion of a NGT, please review the post-operative orders for specific instructions. 
Back to Table of Contents
	Scope


This document pertains to all adults who require NGT management at Canberra Health Services (CHS) Network. CHS Network includes the inpatient facilities at Canberra Hospital, Clare Holland House, North Canberra Hospital, and University of Canberra and community-based services. This document applies to the following staff working within their scope of practice:

· Medical Officers (MO)

· Nurses and Midwives  

· Allied Health Professionals 

· Students under direct supervision.
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	Section 1 – Insertion of a fine bore NGT


Alert:
· At CHS (not including NCH) insertion of a fine bore NGT requires the use of a guide wire. If the guide wire placement is incorrect, there is a risk of damage to the oesophagus and increased risk of passing the NGT into the trachea. Complications of insertion can also include punctured lung and pneumothorax. 
· No more than 3 attempts should be performed. Advise the MO if insertion has failed.
Insertion of a fine bore NGT is commonly indicated for patients who require short term enteral feeding. If the adult patient requires enteral feeding for more than four to six weeks, it is recommended a gastrostomy or jejunostomy tube be considered. Removal or replacement should be considered based on the tube manufacturer’s recommendation and clinical indication (functionality of tube and patient condition).

Note: The selection of an appropriate size tube is determined by clinical need, intended use for the tube and anticipated duration of time it will be insitu.
The tube must be inserted by a MO, or Registered nurse/midwife. Depending on the patient’s ability to comprehend and participate, an assistant may be required for this procedure. The NGT should not be used until after MO has confirmed its placement by chest x-ray.
Alert:
· At CHS (not including NCH) insertion of a fine bore NGT requires the use of a guide wire. If the guide wire placement is incorrect, there is a risk of damage to the oesophagus and increased risk of passing the NGT into the trachea. Complications of insertion can also include punctured lung and pneumothorax. 
· No more than 3 attempts should be performed. Advise the MO if insertion has failed.
	Note: 
Topical anaesthetic spray to the nose/throat is an effective method of reducing discomfort associated with NGT insertion. It must be prescribed by a MO and administered five minutes prior to insertion procedure to ensure efficacy. 


1.1 
Equipment:
· alcohol based hand rub 

· fine bore NGT with guide wire insitu (Size 10-12 French)

· water soluble lubricant

· 20 mL ENFit syringe

· cup of water with straw
· emesis bag
· Nasofix adhesive tape or alternative adhesive tape

· personal protective equipment (PPE), consider gloves/gown/safety goggles/shield/mask

· tongue depressor

· torch

· disposable sheet or bluey
· topical anaesthetic spray with nozzle
· Emesis bag.
1.2 
Procedure

1. Check patient’s clinical record for medical orders to insert a fine bore NGT and check for contraindications.
2. Ensure a request is submitted for an x-ray to be completed post insertion to check the NGT position. 
3. Attend hand hygiene.
4. Undertake positive patient identification as per the Patient Identification and Procedure Matching Procedure.
5. Explain the procedure and obtain consent as per Informed Consent - Clinical Policy.
6. Consider administering topical anaesthetic spray as prescribed. Confirm wait time for effectiveness for the medication administered. 
7. Confirm that there are no allergies to dressings or tapes.
8. Position the patient in a high fowlers position. 
9. Drape patient’s chest with bluey and ask patient to hold emesis bag in front of them. 
10. Choose the side for insertion by assessing the nostrils:
· Ask the patient if they have any previous nasal injuries or a deviated septum.
· Check the patency of each nostril by asking the patient to occlude one side at a time then sniff.
· Use the torch to look inside the nose for any obvious obstruction.
11. Attend hand hygiene and don PPE.

12. Prepare equipment.
13. Assess the length for insertion by measuring from the tip of the patient’s nose to the ear lobe and then to the xiphoid process. Mark the length with tape or note in centimetres.
14. Flush the fine bore NGT with water. This will activate the internal lubrication assisting the easy removal of the guide wire following verification of correct placement.
15. Lubricate the tip of the tube to 5cm with water-based lubricant.
16. Insert the tube into the selected nostril.
17. Pass the NGT along the floor of the nasal passage.
18. When the tube reaches the oropharynx, encourage the patient to swallow. Offer sips of water through straw if not contraindicated.
19. When resistance is met, withdraw the tube 1-2cm and rotate it slowly with downward advancement towards the closest ear. Do not force the NGT. Withdraw the tube immediately if patient displays signs of distress and decreased oxygen saturation.
20. If attempt to insert NGT is unsuccessful, document reason or complications and contact MO. Otherwise, continue to advance the tube to the determined length. 
21. Secure the tube using the nasofix adhesive or alternative adhesive tape.
22. Use the tongue depressor and torch to confirm NGT is not in the mouth.
23. Secure the tube to the patient’s clothing with adhesive tape around the tube and safety pin to prevent tension and dislodgement.
24. Ensure patient is comfortable.
25. Discard PPE in clinical waste and attend hand hygiene.

26. Add to Avatar and document in the patient clinical record:

· size and type of NGT
· level of insertion at nares 
· any unexpected findings.
Alert: 
A chest x-ray should be used to verify the correct placement of all NGT tubes. Do not remove the guide wire until placement of NGT tube is confirmed and documented by a MO in the patient’s clinical record.
27. Ensure a post insertion x-ray is attended.
28. The MO must review the x-ray for confirmation of placement and document in the patient’s clinical record readiness for use or additional instructions for advancing or retracting the NGT.
29. Advance or retract the tube according to medical orders if required. If a tube requires adjustment, another chest x-ray should be done to confirm the tube placement. 

30. Remove the guidewire and discard only when placement of NGT is confirmed by MO and documented in the patient’s clinical record.
31. Maintain a fluid balance chart for all input and output from NGT.
32. Secure the tube to patient’s clothes with adhesive tape around the tube and safety pin to prevent tension and dislodgement.
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	Section 2 – Insertion of a Large Bore Nasogastric Tube (Salem Sump)


A Large bore NGT, also called a Salem Sump, has a double lumen with an air vent (blue pigtail). Use of an anti-reflux valve on the blue lumen allows air to move in and out, releasing pressure in the stomach and preventing the tube adhering to and damaging the gastric mucosa during aspiration. The large port (clear lumen) is the main suction and aspiration tube.  Insertion of a Salem sump is commonly indicated for gastric drainage and aspiration, rarely feeding. Removal or replacement should be considered based on the tube manufacturer’s recommendation and clinical indication (functionality of tube and patient condition). A salem sump may cause oesophageal and nasal ulceration if used long term.
This procedure should only be undertaken by a MO or a Registered nurse/midwife who is competent in the procedure. Depending on the patient’s ability to comprehend and participate, an assistant may be required for this procedure.  A MO should confirm placement by chest x-ray as soon as possible, however the tube may be used for aspiration only prior to confirmation (see note). Nothing should be administered into the tube until after confirmation of placement.

Note: 
Topical anaesthetic spray to the nose/throat is an effective method of reducing discomfort associated with NGT insertion. It must be prescribed by a MO and administered five minutes prior to insertion procedure to ensure efficacy.
Note: 
The selection of an appropriate size tube is determined by clinical need, intended use for the tube and anticipated duration it will be insitu.
Chilling the tube prior to insertion increases the rigidity of the tube, decreasing chances of the tube passing into the trachea or mouth.
2.2 
Equipment:
· alcohol based hand rub 

· Salem sump Nasogastric tube Size 12-18fg (may be chilled prior to insertion)

· water soluble lubricant

· Emesis bag
· Spigot (for intermittent aspiration)

· drainage bag (for continuous aspiration)

· 50mL catheter tip syringe

· anti reflux valve

· cup of water and straw if appropriate
· kidney dish or jug
· Nasofix adhesive tape or alternative adhesive tape
· PPE, consider gloves/gown/safety goggles/shield/mask

· disposable sheet or bluey

· topical anaesthetic spray with nozzle.
2.3 
Procedure

1. Check patient’s clinical record for medical orders to insert a large bore NGT.
2. Ensure a request is submitted for an x-ray to be completed post insertion to check the NGT position.
3. Attend hand hygiene.
4. Undertake positive patient identification as per the Patient Identification and Procedure Matching Procedure.
5. Explain the procedure and obtain consent as per Informed Consent - Clinical Policy.
6. Consider administering topical anaesthetic spray if prescribed.
7. Confirm that there are no allergies to dressings or tapes.
8. Attend hand hygiene.
9. Position the patient in a high fowlers position. 

10. Drape patient’s chest with disposable sheet and ask patient to hold emesis bag in front of them. 

11. Choose the side for insertion by assessing the nostrils:
· Ask the patient if they have any previous nasal injuries or a deviated septum.
· Check the patency of each nostril by asking the patient to occlude one side at a time then sniff.
· Use the torch to look inside the nose for any obvious obstruction.
12. Prepare equipment.

13. Don PPE and attend hand hygiene.
14. Assess the length for insertion by measuring from the tip of the patient’s nose to the ear lobe and then to the xiphoid process. Mark the length on the tube with tape or note in centimetres.
15. Insert anti reflux valve into side lumen (blue to blue).  
16. Lubricate the tip of the tube to 5cm with water-based lubricant.
17. Insert the tube into the selected nostril.
18. Pass the NGT along the floor of the nasal passage.
19. When the tube reaches the oropharynx, encourage the patient to swallow. Offer sips of water through straw if not contraindicated.
20. Withdraw the tube immediately if patient displays signs of distress and decreased oxygen saturation.

21. If attempt to insert NGT is unsuccessful, document reason or complications and contact MO. Otherwise, continue to advance the tube to the determined length.
22. Secure the tube using the nasofix adhesive or alternative adhesive tape.
23. Use tongue depressor and torch to confirm NGT is not in the mouth.
24. Secure the tube to the patient’s clothes with adhesive tape around the tube and safety pin to prevent tension and dislodgement.

25. Attach main lumen to drainage bag or spigot as required (do not use anti-reflux valve as spigot as it may stick). If wall suction is requested, do not connect until after correct placement is confirmed.

26. Consider aspirating stomach contents – see note below.

27. Ensure patient is comfortable. 
28. Discard PPE in clinical waste an attend hand hygiene.

29. Add to Avatar and document in the patient clinical record:

· Size and type of NGT.

· Level of insertion at nares (to allow for later confirmation of tube remaining in correct position). 

30. Ensure a post insertion x-ray is attended.

31. The MO must review the x-ray for confirmation of placement and document in the patient’s clinical record readiness for use or additional instructions for advancing or retracting the NGT.

32. Advance or retract the tube according to medical orders if required.
33. Maintain a fluid balance chart for all input and output from NGT.

Note: 
A large bore NGT may be used to aspirate stomach contents with a syringe (as per section 5) for decompression prior to confirmation of placement via. Do not connect to wall suction. Aspirated/drained contents must be tested with a piece of litmus paper. Aspiration should only proceed if the paper turns pink, indicating acidity and likely placement in the stomach. If minimal aspirate, no aspirate, or litmus paper does not turn pink, cease aspirating, notify MO, and await Xray.

An Xray to confirm placement should be attended regardless of other indicators as soon as possible.
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	Section 3 – Aspirating Large Bore (Salem Sump) NGT


3.1 
Equipment:
· alcohol based hand rub 

· PPE, consider gloves/gown/safety goggles/shield/mask

· jug 
· disposable sheet or bluey
· 50mL catheter tip syringe.
3.2 
Procedure
1. Check patients clinical record for MO orders for required frequency for aspirating NGT.
2. Attend hand hygiene.
3. Undertake positive patient identification as per the Patient Identification and Procedure Matching Procedure.
4. Explain the procedure and obtain consent as per Informed Consent - Clinical Policy.
5. Gather equipment.

6. Attend hand hygiene and don PPE.
7. Place bluey on patient’s lap underneath tubing.
8. Disconnect spigot or drainage bag from colourless lumen.
9. Connect 50mL syringe.
Alert: 
Do not aspirate via the blue lumen. If fluid can be seen in this tube, clear it by injecting air.
10. Draw back on syringe gently.
11. Once syringe is full, disconnect from NGT and empty syringe into jug.
12. Repeat process until unable to draw out any more fluid.

13. Measure aspirate and note colour, consistency, odour, and any changes.

14. Discard PPE in clinical waste and attend hand hygiene.

18. Document volume in fluid balance chart and record and report any abnormal findings to the MO.

19. At NCH – if NGT used for feeding, consult with the dietitian and/or MO and consider returning the aspirate. In NCH ICU follow the NCH ICU Protocol. 
Note:

Any abnormalities with the colour of gastric drainage (e.g., coffee grounds colour) may indicate bleeding and must be reported to the MO immediately.
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	Section 4 – Administration of Gastrografin via Large Bore/Salem Sump NGT


Gastrografin (Diatrizoate meglumine-diatrizoate sodium) is a contrast medium providing both diagnostic and therapeutic benefit for patients with an adhesive small bowel obstruction. Administration may assist in resolving small bowel obstructions, reducing the rate of surgical intervention and the length of stay. An Xray is performed at four hours post administration to determine if the contrast has moved beyond the transition point of the obstruction, assisting in timely prediction of patients who will require surgical intervention.

However, Gastrografin is a hyperosmolar solution, and pulmonary aspiration may cause acute pulmonary oedema, chemical pneumonia, respiratory collapse and death. For this reason, care must be taken in its administration to ensure correct positioning of the NGT, and ongoing monitoring should occur after administration to minimise the risk of aspiration via vomiting.
Alert:

· Gastrografin is harmful if pulmonary aspiration occurs. 
· Advise a MO immediately if patient is nauseated. Antiemetics should be administered, and aspiration of the NGT with return to free drainage considered.
Advise MO immediately if there are any concerns the patient may have experienced pulmonary aspiration of Gastrografin.
Note:

Gastrografin may also be given orally without the presence of a nasogastric tube. Care should still be taken to avoid pulmonary aspiration whilst swallowing or vomiting.
4.1 
Equipment:
· alcohol based hand rub 

· 50 mL catheter tip syringe
· Gastrografin solution
· cup or kidney dish

· tap water
· PPE, consider gloves/gown/safety goggles/shield/mask.

4.2 
Procedure
1. Check patients clinical record for prescription to administer Gastrografin.
2. Ensure appropriate antiemetics are prescribed PRN.

3. Confirm X-ray is booked for four hours post administration of Gastrografin.

4. Confirm placement of NGT:

· Ensure the MO reviewed the most recent Xray and documented that the NGT is safe for administration of Gastrografin. 

· Measure tube insertion length and compare to original insertion length.
· Check mouth for presence of tube.
· Proceed only if there is no evidence of tube displacement.
5. Don PPE and attend hand hygiene.
6. Undertake positive patient identification as per the Patient Identification and Procedure Matching Procedure and consider principles for safe medication administration as per Medication Handling Clinical Policy.
7. Explain the procedure and obtain consent as per Informed Consent - Clinical Policy.
8. Confirm patient does not have iodine allergy or other contraindications.
9. Educate the patient to stay in an upright position and notify nursing staff immediately if they are nauseated or vomiting.
10. Position patient in Fowler’s position.
11. Aspirate the NGT as per Section 3. Aspiration prior to administration will reduce the risk that the patient becomes nauseated.

12. Pour undiluted Gastrografin into cup or kidney dish and draw up in 50mL bladder syringe. Administer via the clear lumen of the NGT using slow push. Repeat until full prescribed volume has been administered.
13. Flush the NGT with 20mL of tap water in syringe.

14. Spigot the NGT. The NGT should remain spigotted until after X-ray has been attended unless the patient becomes nauseated or vomits (see alert/notes).

15. Ensure patient is comfortable in Fowler’s or semi-Fowler’s position. They should remain in this position until the NGT is aspirated or returned to free drainage.

16. Discard PPE in clinical waste and attend hand hygiene. 

17. Continue to monitor patient for nausea and aspiration risk. If the patient is nauseated, administering antiemetics as prescribed and contact the MO immediately. If the patient is vomiting, the NGT should be aspirated and returned to free drainage immediately.
18. Continue to monitor patient for any signs of aspiration and if noted, consider activation of MET call.
19. Ensure X-ray is attended four hours post administration.

20. Following X-ray, confirm with MO if aspirations are to continue. Aspirate if ordered as per Section 3.
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	Section 5 – NGT Care and Daily management in the hospital


Effective daily cares of the NGT will assist in minimising harm maintaining patency and ensuring the line is safe to use. Every 24hrs, the NGT should be repositioned in nares to allow for proper inspection and prevent pressure injuries. This section will also cover monitoring for signs of aspiration, feed intolerance, appropriate documentation, and storage and management of feeds and feeding sets. 
5.1 
Equipment:

· PPE, consider gloves/gown/safety goggles/shield/mask

· adhesive remover

· Nasofix tape.
5.2 
Procedure
1. Undertake positive patient identification as per the Patient Identification and Procedure Matching Procedure.
2. Explain the procedure and obtain consent as per Informed Consent - Clinical Policy.
3. Apply PPE if required and attend hand hygiene.
4. Assess positioning of NGT (once per shift, prior to bolus feeds/medication administration) or on return to ward area post procedure): 

· Ensure the MO reviewed the most recent Xray and documented that the NGT is positioned correctly. 

· Measure tube insertion length and compare to original insertion length.
· Check mouth for presence of tube.
· If there is evidence the tube has moved since insertion, consult MO to confirm positioning.
5. Ensure tube is properly secured with Nasofix to the nose, to the patient’s clothing with a safety pin, and is not dragging or pulling. At CHS (not including NCH) change Nasofix PRN and weekly. At NCH change Nasofix daily.
6. Evaluate area under tube for abrasions, blisters, discolouration etc. New pressure injuries will need to be entered into Riskman. 

7. If repositioning tube in nares, remove the Nasofix using adhesive remover and clean the skin. Reposition the tube and apply Nasofix.
8. Ensure mouth care is attended 4th hourly and PRN as per CHS Oral Hygiene Procedure.
9. Flush feeding tubes 4-6th hourly (refer to flush procedure in section 7) or as ordered.

10. Monitor for signs of complications as described below.
Note:
Do not flush NGT on free drainage or suction, unless ordered by a MO.
11. Discard PPE in clinical waste and attend hand hygiene.
12. Document findings in the patient’s clinical record.
5.3 
Monitoring 

Signs of Aspiration 
· Observe patient for signs of respiratory distress, including dyspnoea; tachypnoea; wheezing; agitation & cyanosis. 

· If above present, stop feed, and inform MO. 

· Ensure head of bed remains elevated both during and for 30 minutes post administration of feed. 

Feed Intolerance 
Observe patient for signs of: 

· Nausea and vomiting 

· stool frequency and consistency – diarrhoea & constipation 

· complaints of bloating/fullness 

· abdominal distension.
Documentation and Reporting
· Document any findings of complications described above in the patient’s clinical record. Refer all instances of above to MO and Dietitian as feeds may need to be reduced or altered. 

· Record observations (tube measurement, aspirate amount outcome of mouth check and degree patient positioned) in the patient’s clinical record.
· Record input and aspirate amounts (if discarded) on appropriate documentation. 

· Document an evaluation of the patient’s tolerance to the feeding regime and other management issues in the patient’s clinical record. 

Storage and Management of feeds and feeding sets 
Store opened (seal broken) bags/containers of feed in the refrigerator when not being used. 

Discard after 24hours once opened or according to manufacturer’s instructions. Replace plastic containers and enteral feeding giving sets every 24 hours. 
Recommended feed hang times: 

· Ready to hang closed system packs or bottles can hang for 24hours at room temperature. 

· Ready to hang systems used for bolus feeding can be stored in the refrigerator between uses with line remaining connected. 

· Decanted systems or feeds prepared from powder- 4hrs. 
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	Section 6 – Feeding via NGT


6.1 
Equipment:
· Alcohol based hand rub 
· PPE, consider gloves/gown/safety goggles/shield/mask

· 50 mL ENFit syringe

· measuring jug 

· enteral feed giving set and pump 

· tape measure 

· prescribe feed formula

· disposable sheet or bluey

· non-sterile gloves.
6.2 
Procedure

1. Undertake positive patient identification as per the Patient Identification and Procedure Matching Procedure and consider principles for safe medication administration as per Medication Handling Clinical Policy.
2. Explain the procedure and obtain consent as per Informed Consent – Clinical Policy.

3. Apply PPE and attend hand hygiene.
4. Check formula matches the dietitian feed order and check, expiry date - immediately prior to administration.

5. Confirm placement of NGT:
· Ensure the MO reviewed the most recent Xray and documented that the NGT is safe for administration of feeds. 

· Measure tube insertion length and compare to original insertion length.
· Check mouth for presence of tube.
· Proceed only if there is no evidence of tube displacement.
6. Place patient in 30- 45-degree position during the administration of entire feed.

7. Follow the steps below for the type of feed (bolus via pump, ENFit syringe or continuous feeding via pump).

8. Patient must remain semi-upright (minimum 30°) for 30 minutes after feeding.

9. Discard PPE in clinical waste and attend hand hygiene.

10. Document outcome of feed in the patient’s clinical record.

6.2.2 
Commencement of Enteral Feeds After Hours (NCH Staff Only)
When enteral feeds are required outside of the Nutrition and Dietetics Services  hours (which are 0830-1630hrs Mon-Fri except Public Holidays and the week between Christmas and New Year) the following process is to occur:

· Ring security and request access to the nutrition storeroom, located in the corridor behind supply (near the back dock)
· Obtain the following items: 

· 2x Nutrison Multifibre 1L bottles

· 1 x Infinity pump giving set

· 1x Infinity pump 

· The only exception to this standard equipment is when a patient has been admitted on a particular product or there is a special request from ICU. Requests for other feeds should be referred to the Director of Nutrition via switchboard
· Complete the stock removal log, located on back of storeroom door
· Leave a phone message with the Allied Health Unit Office Manager on 6201 6320 including date, time, patient details (name, ward, bed) and the equipment removed from the storeroom
· Complete a referral to the dietitian in DHR via the orders tab. 
· ICU to use the ICU Enteral Feeding Flowchart (laminated copies are in each ICU room)

· All other wards to use the “Ward Initiated Enteral Feeding Flowchart” (See attachment 1).  

Administration of a Bolus Feed via Enteral feed connection set

· Refer to manufacturer’s instructions for feed pump operation.

· Using a non-touch technique, connect the enteral feed giving set to the formula and NGT.

· Ensure connections are secure and Nasofix tape is intact. 

· On completion of feed, flush NGT with ordered volume of water.

· Following administration, cover end of Giving Set with cover and hang end over Intravenous Pole. 

· Enteral feeding giving sets should be changed every 24 hours.

Administration via ENFit Syringe (if ordered by Dietitian)

· Using a non-touch technique, connect ENFit syringe to the NGT.

· Ensure connections are secure and nasofix tape is intact.

· Ensure fluid is administered by gravity – Do not push fluid into the NGT.

· On completion of feed, flush NGT with ordered volume of water.

Administration of Continuous Feeding

· Refer to manufacturer’s instructions for feed pump operation.

· Using a non-touch technique, connect the enteral feed giving set to the formula, enteral pump and NGT.

· Ensure connections are secure and nasofix tape is intact.

· Refer to Dietitian order and administer amount according to orders.

· On completion of feed, flush NGT with ordered volume of water (minimum 30mLs).
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	Section 7 – Flushing a NGT


Feeding tubes require regular flushing to prevent the tube from blocking. The minimum flush volume is 30mLs water unless otherwise ordered by the MO or dietitian. 

Flushing is required:

· After each feed (if bolus feeding)

· prior to restarting feed

· before and after medications

· every 4-6 hours if continuous feeding, or as directed by the dietitian.
7.1 
Equipment:
· Alcohol based hand rub 

· PPE, consider gloves/gown/safety goggles/shield/mask

· 50mL catheter tip syringe (for Salem sump)

· 20mL ENFit syringe (for fine bore)

· 30mLs tap water.
7.2 
Procedure

1. Attend hand hygiene.
2. Undertake positive patient identification as per the Patient Identification and Procedure Matching Procedure.
3. Explain the procedure and obtain consent as per Informed Consent – Clinical Policy.
4. Gather equipment.
5. Don PPE and attend hand hygiene.
6. Draw up water into appropriate syringe. 

7. If attached to a continuous feed, pause pump for flush.
8. Disconnect feed, spigot, or drainage bag.

Alert: 
Never use a syringe smaller than 20mLs for fine bore tubes. Increased pressure from smaller tubes may result in tube rupture.
9. Connect syringe and gently inject water into NGT.
10. Disconnect syringe and replace feed, spigot. Or drainage bag.

11. Discard PPE in clinical waste and attend hand hygiene.

12. Document flush on fluid balance chart and outcome in the patient’s clinical record.
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	Section 8 – Management of an Occluded Fine Bore Tube


Clogging of feeding tubes is a frequent complication, with incident rates reported as high as 35%. Adequate flushing, use of liquid medications and adequate crushing of medications when required may all assist in avoiding blockages. Unclogging should initially be attempted with warm water flushes, and if unsuccessful, use of an Activated Pancreatic Enzyme Solution may be considered.

Use of enteral tube declogging systems may also be considered – such as Avanos Clog Zapper. Refer to CHS Clinical Procedure Gastrostomy, Gastric-Jejunal and Jejunostomy Tube – Nursing Management – Adults, Adolescents and Children (not Neonates) for instructions.
8.1 
Warm water flushing Equipment: 

· Alcohol based hand rub 

· 50 mL ENFIT syringe

· non-sterile gloves 

· warm water

· Pancrease (“Creon”) capsule

· Sodium Bicarbonate capsule/tablet

· medication crushing device
· Spencer wells forceps 
· PPE, consider gloves/gown/safety goggles/shield/mask

· disposable sheet or bluey.
8.2 
Procedure

1. Undertake positive patient identification as per the Patient Identification and Procedure Matching Procedure.
2. Explain the procedure and obtain consent as per Informed Consent – Clinical Policy.
3. Gather equipment.

4. Attend hand hygiene and don PPE.

5. Confirm placement of NGT:
· Ensure the medical team reviewed the most recent Xray and documented that the NGT is safe for use. 

· Measure tube insertion length and compare to original insertion length.
· Check mouth for presence of tube.
· Proceed only if there is no evidence of tube displacement.
6. Inspect the insertion site and entire external length of NGT for potential causes of occlusion. 
7. Place bluey underneath tubing.
8. Aspirate NGT tube with a 50mL ENFit syringe connected directly to the tube to remove as much liquid as possible from within the tube lumen proximal to the occlusion. 

9. Draw up warm water in the ENFit syringe and attempt to aspirate. Gently move the plunger back and forth to help loosen the blockage, this can be undertaken for several minutes.

10. If this fails to clear the blockage, irrigate again with fresh warm water, and clamp the tube for 5-15 minutes.

11. Reattempt the technique described in step 9. 

12. If the blockage is resolved, administer full flush and resume feeds as required.  
13. Discard PPE in clinical waste and attend hand hygiene.

14. Document outcome of feed in the patient’s clinical record.

8.3 
Activated Pancreatic Enzyme Solution Equipment
	Note:

This is a second line technique for unclogging feeding tubes. Do not attempt this unless flushing with warm water has been unsuccessful. 


· Alcohol based hand rub 

· 50 mL ENFIT syringe

· Non-sterile gloves 

· Water 
· Pancrease (“Creon”) capsule

· Sodium Bicarbonate capsule/tablet

· medication crushing device
· Spencer wells forceps 
· PPE, consider gloves/gown/safety goggles/shield/mask

· disposable sheet or bluey.

8.4 
Procedure

1. Undertake positive patient identification as per the Patient Identification and Procedure Matching Procedure and consider principles for safe medication administration as per Medication Handling Clinical Policy.
2. Explain the procedure and obtain consent as per Informed Consent – Clinical Policy.
3. Gather equipment.

4. Attend hand hygiene and don PPE.

5.  Confirm placement of NGT:
· Ensure the medical team reviewed the most recent Xray and documented that the NGT is safe for use. 

· Measure tube insertion length and compare to original insertion length.
· Check mouth for presence of tube.
· Proceed only if there is no evidence of tube displacement.
6. Inspect the insertion site and entire external length of NGT for potential causes of occlusion. 
7. Place bluey underneath tubing.

8. Ensure prescription for Activated Pancreatic Enzyme Solution Instillation – Pancrease (“Creon”) capsules (Lipase 5600 BPU, protease 350 BPU amylase 3200 BPU) x 2, and Sodium Bicarbonate 840mg. 
9. Prepare solution:
· Open and empty out the contents of two Pancrease capsules and finely crush the granular contents.
· Open capsule and add the powder contents of one 840 mg Sodium Bicarbonate capsule to the crushed Pancrease capsule contents.
· Combine the powdered drug constituents with 5mL of water.

· Thoroughly combine to break up any clumps then draw up in ENFit syringe.

10. Attach the 50mL ENFit syringe containing the solution directly to the nasogastric tube instil 5 mL solution into the nasogastric tube. Leave the ENFit syringe attached but clamp the NGT with forceps. Leave the tube clamped and the 50mL instillation ENFit syringe connected to the NGT tube for 45 – 60 minutes.
11. Unclamp the tube and attempt to flush. 
12. If the blockage is resolved, administer full flush and resume feeds as required.  
13. Discard PPE in clinical waste and attend hand hygiene.

14. Document outcome in the patient’s clinical record.
Alert:  
· It is not recommended to attempt to clear blocked tubes using carbonated beverages such as coke, as they are acidic and can cause precipitation/coagulation of the feed.
Feeding-tube guidewires or introducers should never be reinserted into a feeding tube while the tube is in the patient. They can perforate the tube and cause serious injury.
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	Section 9 – Medication Administration


· Do not add medications to feeds.
· Liquid or dispersible medications should be used where available.
· Crush appropriate medications finely and dissolve in warm water.

· Use of a crushing device (such as “Silent Knight”) is suggested to ensure medication is adequately crushed.
· Empty contents of appropriate capsules into water and dissolve.
· Tube should be flushed before and after each individual medication to prevent clogging.

9.1 
Equipment

· Alcohol based hand rub 

· PPE, consider gloves/gown/safety goggles/shield/mask

· 50mL catheter tip syringe (for salem sump) x3
· 20mL ENFit syringe (for fine bore) x3
· warm water

· crushing device(Silent Knight)
· cup

· prescribed medication.
Alert:  

Some medications cannot be crushed, including slow release and enteric coated medications.  Check the Australian Don’t Rush to Crush Handbook or with the pharmacist if unsure.  If crushed and given down the NGT there is a high risk of tube blockage as well as interference with medication dispersion, uptake, and correct dosage.
9.2 
Procedure

1. Undertake positive patient identification as per the Patient Identification and Procedure Matching Procedure and consider principles for safe medication administration as per Medication Handling Clinical Policy.
2. Explain the procedure and obtain consent as per Informed Consent – Clinical Policy.
3. Attend hand hygiene.
4. Gather equipment and medication.
5. Attend hand hygiene and don PPE.

6. Draw up water into two syringes for flushing.  

7. Dissolve the medication in water (or as per product advice/pharmacy advice)

8. Draw up the medication in syringe. 

9. If attached to a continuous feeding, pause pump for medication administration.
10. Disconnect enteral feeding line, spigot, or drainage bag.

11. Perform flush procedure.
12. Connect syringe and slowly inject the medication down the NGT.
13. Perform flush procedure.

14. Repeat as required for subsequent medications.
Alert: 
Patient with drainage bags attached must have the NGT spigotted for 30mins post medication administration.
15. Discard equipment into clinical waste receptacle.
16. Discard PPE in clinical waste and attend hand hygiene.
17. Document the administration in the patient’s medical record and report any abnormal findings to the MO.
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	Section 10 – Removal of a Nasogastric tube (large bore or fine bore)


10.1 
Equipment

· Alcohol based hand rub 

· PPE, consider gloves/gown/safety goggles/shield/mask

· tissues
· Emesis Bag
· disposable bluey
· remover wipes.
10.2 
Procedure

1. Ensure there is an order to remove the NGT documented in the patient’s clinical record.
2. Undertake positive patient identification as per the Patient Identification and Procedure Matching Procedure.
3. Explain the procedure and obtain consent as per Informed Consent – Clinical Policy.
4. Attend hand hygiene.
5. Gather equipment.
6. Attend hand hygiene and don PPE.

7. Disconnect NGT from any suction apparatus or feeding pump.

8. Place bluey on patient’s chest.
9. Unfasten NGT from gown or patient clothing.
10. Use remove wipes to remove adhesive tape from nose.
11. Grasp the NGT close to the patient’s nose.
12. Instruct the patient to take a deep breath and exhale slowly as you remove the NGT tube in a continuous hand over hand movement. If resistance is met, stop the procedure and seek medical advice.
13.  Provide tissues to the patient for nasal hygiene. 

14.  Ensure the NGT tip is intact.
15. Dispose of NGT tubing in clinical waste bin.
Alert: 

If the tip of the NGT is not intact, contact the MO immediately.
16. Discard PPE in clinical waste and attend hand hygiene.
17. Remove from Avatar and document removal in the patient’s clinical record including:

· Time and date of removal

· Nostril integrity

· Patient’s response to removal.
18. Report any concerns to the MO.
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	Section 11 – Discharge Planning and Care in the community


The patient and/or carer are responsible for providing NGT management in the community on a 24-hour basis. The ward RN should provide the patient and/or carer education and training whilst in the inpatient setting. An assessment should be made as to the capacity and suitability of the patient and carers to independently manage the NGT, considering all aspects of management required. A referral to community nursing may be placed for limited trouble shooting and monitoring of position. 
11.1 
General Information regarding Community Care

· It is uncommon for a patient to be discharged home with NGT.  If the patient requires enteral feeding for more than four to six weeks, it is recommended a gastrostomy or jejunostomy tube be placed for long term enteral feeding.
· Fine bore NGTs are only used for feeding, hydrating and medication administration.
· Large bore NGTs (Salem Sump) generally are used for short-term aspiration and drainage of gastric contents in the home environment. This is usually a palliative procedure.
Information for Transfer of Care from Hospital to the Community

It should be reiterated to the patient/carer that community nursing is for troubleshooting, not general management. Nursing staff should complete a referral to the relevant community nursing jurisdiction and provide contact details to the patient. A treatment order should be placed by the MO on DHR under code NUR959 (drain tube management). The free text section of the order should contain the following information:

· insertion date

· size

· type

· level of insertion at nares to the end of the NGT

· confirmation of readiness for use, including Xray date

· plan for NGT change or removal

· instructions for community nursing to monitor external length and pressure injury management.
Replacement of an NGT
· An NGT must be replaced in hospital and an x-ray is required to confirm the correct placement of the tube.
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	Evaluation


Outcome

· Patients with an NGT are cared for according to best practice outlined in this clinical procedure document.
Measures

· Annual review of incidents reported relating to NGT insertion and care.
· Annual review of consumer feedback about the management of NGTs.
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	Related Policies, Procedures, Guidelines and Legislation


Policies

· CHS Medication Handling Clinical Policy

· CHS Waste Management Policy

· CHS Informed Consent – Clinical Policy
Procedures

· CHS Infection Prevention and Control Procedure

· CHS Patient Identification and Procedure Matching Procedure

· CHS Oral Hygiene Procedure

· CHS Clinical Incident Management Procedure

· CHS Gastrostomy, Gastric-Jejunal and Jejunostomy Tube – Nursing Management – Adults, Adolescents and Children (not Neonates)
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	Definition of Terms


· BD: Bi-Daily (twice daily)
· Bolus enteral feeding: bolus volume of feed solution at set amounts which are administered over 15 – 60 minutes, at intervals through the day. The amounts and frequency are determined by the dietitian. 
· Continuous enteral feeding: a determined amount of feeding solution as assessed by the dietitian, which is administered at a continuous rate. 

· In continuous enteral feeding, formula should be administered by an enteral pump. However, if no enteral pump is available, formula can be administered via gravity with a gravity giving set. 
· ENFit: To ensure patient safety, enteral devices are required use a particular connection type. Enteral tubing must only be connected to equipment specifically designed for enteral feeding or misconnection will occur. Purple ENFit syringes have this connection.

· Enteral feed – Nutritionally complete liquid formulas that are administered to patient’s stomach or small intestine via specifically designed tubes 

· Enteral feeding pump – electrical device used to precisely administer formula at a given rate to the patient to maximise enteral feed tolerance and reduce the likelihood of the enteral feeding tube blocking
· Enteral Nutrition – the feeding method of choice for those patients with an intact gastrointestinal system who are unable to meet their nutritional needs orally. 
· Feeding tolerance – patients are considered to be “tolerating” their enteral feeds when there is no abdominal pain /distension or vomiting or signs/symptoms of refeeding.
· Giving set – Plastic tubing (with a side port for the administration of drugs or water flushes) required to connect the enteral feed bag to patient via an enteral feeding pump
· Intermittent feeding: a regime where the delivery of feeding solution is stopped for periods of the day or night and is often used during transition to oral intake. 
· Nasogastric Tube: A feeding tube passed through the nose to stomach.  
· OD: Once a day
· Salem Sump NGT – is a double lumen tube with an air vent (blue pigtail), which allows atmospheric air to enter the patient’s stomach so the tube can flow freely, thus preventing the tube from adhering to and damaging the gastric mucosa. The large port is the main suction aspiration tube.  It is indicated for short term gastric drainage and aspiration in the home environment.
· q4h – every 4 hrs

· q24h – every 24 hrs

· TDS – Three times a day
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Complete referral to dietitian in DHR via orders tab


Leave a message on 6201 6320 to notify feeds started out of hours








Pt requires Enteral feeding





Confirm NG placement correct via CXR








Is the pt at risk of refeeding syndrome?


Yes if pt has ONE or more of the following:


BMI < 16kg/m2


Unintentional wt loss >15% in < 6 months


Little or no intake >10 days


Low K, PO4, Mg prior to feeding


Yes if pt has TWO or more of the following:


BMI < 18.5 kg/m2


Unintentional wt loss >10% in < 6 months


Little or no intake >5 days


Recent H/o of EtOH abuse or drugs eg insulin, chemotherapy, antacids or diuretics 




















Note: If EtOH abuse/dependence disorder 


provide 300mg IV Thiamine daily for 3 days then,


100mg IV Thiamine  or 100mg orally daily for 1-2 weeks, then


100mg orally  daily thereafter








1. To reduce refeeding risk (liaise with RMO):


Correct Potassium, Phosphate and Magnesium as per electrolyte replacement guideline 


Supplement daily for 7- 10 days with:


IV Thiamine 100mg TDS & Multivitamin OD over 4hrs


           or 


oral Thiamine 100mg TDS, Multi B 1-2 tablets BD & Multivitamin OD


Note: IV is preferred supplementation method due to increased uptake into the cells as malnutrition can cause atrophy of the villi in the GIT resulting in malabsorption





2. If tolerated:


Increase by 10mL every 4 hours until goal rate is reached


Goal rate = pts weight in mLs to max 80mL/hr


ie. 50kg pt = 50mL/hr goal rate








1. Commence Nutrison MF feed:


40mL/hr 


Keep head of bed elevated to minimum 30 – 45 degrees 


Flush NGT before starting feeds, q4 hours, and on ceasing feeds (50mL H2O for wards, 30mL H2O for ICU)








3. If tolerated: 


Increase by 10mL/hr q24 hours until goal rate is reached


Goal rate = pts weight in mLs to max 80mL/hr





Patient will be reviewed by dietitian the next working day








Note: When giving medication, flush the enteral feeding tube with a minimum of greater than or equal to 30mL water pre and post medication to prevent tube blockages. For multiple medications, flush with 10mL between each medication.








2. Commence Nutrison MF feed: 


Starting rate = pts weight ÷ 2.5 (iie. 50kg pt = 20mL/hr)


Flush NGT before starting feeds, q4 hours, and on ceasing feeds (50mL H2O for wards, 30mL H2O for ICU)
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