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[bookmark: _Toc214454816][bookmark: _Toc215655475]Purpose
[bookmark: _Hlk83378407][bookmark: _Hlk93401283][bookmark: _Hlk206164888]The purpose of this procedure is to outline the best practice for the assessment and management of a patient with a gastrostomy, gastric-jejunal or jejunal tube. It is also to provide direction for educating and supporting patients and their carers.
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[bookmark: _Toc214454817][bookmark: _Toc215655476]Alerts
If a clinical incident is identified (as per CHS Incident Management Clinical Policy and Procedures definition) this is to be recorded in the clinical incident register (RiskMan).
[bookmark: _Toc214454818][bookmark: _Toc215655477]New, Sustained or Severe Abdominal Pain
One of the cardinal signs of a leaking/misplaced tube is abdominal pain. If after insertion of a gastrostomy, gastric-jejunal or jejunal tube the patient experiences new, sustained or severe abdominal pain, a surgical review is mandatory. A community patient must attend the Emergency Department (ED), an inpatient is reviewed in the hospital. If a patient complains of abdominal pain when feeding or flushing is commenced – the feed or flush must stop, and a surgical review is mandatory. A computed tomography (CT) scan may be needed to confirm correct tube position. 
[bookmark: _Toc214454819][bookmark: _Toc215655478]Concerns Post-Procedurally for Canberra Health Services (CHS)
If staff have concerns post-procedurally for CHS Angiography patients, they can contact
Angiography Suite (telephone 02 5124 2804 in business hours). After hours staff can contact the Radiology Registrar via Canberra Hospital switchboard (telephone 02 5124 0000) and the Registrar can escalate to the Radiologist on call if required. If staff are concerned with an urgent issue, it is always appropriate to organise for the community patient to present to ED, an inpatient is reviewed in the hospital.
[bookmark: _Toc214454820][bookmark: _Toc215655479][bookmark: _Hlk48546573]Accidental Dislodgement of a Gastrostomy, Gastric-Jejunal or Jejunal Tube 
Tube dislodgement is a common complication of tube patients.
Misplaced tubes can result in risks such as peritonitis 
See Accidental Dislodgement of a Gastrostomy, Gastric-Jejunal or Jejunal Tube in Section 2.6  for essential information about stoma maturity and tube replacement responsibility.
[bookmark: _Toc214454821][bookmark: _Toc215655480]ENFitTM
Only ENFitTM syringes should be used for water flushing or administering medication or feeds through a gastrostomy, gastric-jejunal or jejunal tube. ENFitTM connections (purple) have been introduced to reduce the risk of misconnections of enteral feeding tubing and syringes to non-enteral tubing. This a safety precaution to prevent medication and enteral feed administration errors which can result in poor outcomes (such as administration to catheters). If the patient’s gastrostomy/gastric-jejunal/jejunal tube requires an adaptor for ENFitTM use, they can be sourced from the Acute Support Nutrition Department for inpatients and for community patients from the healthcare supplier listed in their Nutrition and Tube Feeding Plan prepared by the dietitian and located in the DHR media tab.
[bookmark: _Toc214454822][bookmark: _Toc215655481]Bolus Feeding
[bookmark: _Hlk206165124]Bolus feeding is unsuitable for a patient with a gastric-jejunal or a jejunal tube due to lack of reservoir capacity in the small bowel. 
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[bookmark: _Toc214454823][bookmark: _Toc215655482]Scope
This document applies to any patient with a gastrostomy, gastric jejunal and jejunal tube being cared for at CHS. CHS includes inpatient facilities at Canberra Hospital, Clare Holland House, North Canberra Hospital and University of Canberra Hospital and community services.

This clinical procedure applies to the following CHS staff working within their scope of practice:
· Nurses and midwives
· Assistants in Nursing who have received training
· Dietitians
· Relevant medical practitioners
· Students under direct supervision.
If you have not received specific training in these procedures, do not attempt the procedure, but escalate to staff experienced in care of enteral feeding tubes.
External to CHS staff, patients and carers may be educated to perform some procedures under the guidance of health professionals. 
Agency carers will need to be signed off by their agency and follow agency protocols.
Back to Contents
[bookmark: _Toc214454824][bookmark: _Toc215655483]Section 1 - General Principles
Gastrostomy, gastric-jejunal and jejunal tubes are inserted by a MO.
[bookmark: _Toc214454825][bookmark: _Toc215655484]Methods of insertion:  
Endoscopic: using an endoscope to insert a Percutaneous Endoscopic Gastrostomy (PEG) and Percutaneous Endoscopic Gastrostomy Jejunal (PEG-J) tube.
Surgical: via laparotomy or under laparoscopic guidance
Radiological at Canberra Hospital Only: Radiologically/fluoroscopically/ultrasound/Computed Tomography (CT) guided placement e.g. Radiologically inserted gastrostomy (RIG), radiologically inserted gastric-jejunal (RIG-J) and radiologically inserted jejunal (RIJ) tubes are inserted by an Interventional Radiologist in Medical Imaging in the Angiography Suite. 
[bookmark: _Hlk85108182][bookmark: _Hlk104293895]Post RIG, RIG-J and RIJ insertion care may be influenced and modified by the type of anaesthetic administered to the patient. All patients requiring an initial RIG will require a booking on an anaesthetic list. This is due to the need to dilate the tract to 22 Fr to accommodate the recommended 18 Fr gastrostomy balloon tube, some patients having an increased airway risk, and others with existing neurological conditions. See Section 4.3 for the process on booking RIJ and RIG-J tubes. A limited range of stock is available in the Angiography Suite. Additional sizes or variations are supplied by the treating team or patient, on an ongoing basis.
[bookmark: _Toc214454826][bookmark: _Toc215655485]Multi-disciplinary Care
The team of carers looking after the patient with a gastrostomy, gastro-jejunal tube or jejunal tube includes nurses, dietitians, speech pathologists, pharmacists, medical practitioners, General Practitioners (GPs) and carers. 
[bookmark: _Toc215655486]Enteral Tube identification
Tubes are identified by type of internal retention structure, bumper or balloon, and through method of insertion and location of tip. Please see Attachment 1 and 2 for information about the features of the different tubes, insertion, change and removal information. 
Back to Contents
[bookmark: _Toc214454827][bookmark: _Toc215655487]Section 2 - Post Insertion Management First 48 Hours
[bookmark: _Toc214454828][bookmark: _Toc215655488]2.1 Insertion documentation 
It is the responsibility of the MO who inserts the enteral tube to ensure that documentation on the Digital Health Record (DHR) within the Lines Drains Airways (LDA) Enterostomy Feeding Tube properties section, is completed immediately post-insertion. 
Documentation must include the following:
date and time of insertion
type of tube
location of tip
internal securing device
amount of water in balloon (if present)
number of gastropexy sutures if present and orders for removal.
[bookmark: _Toc214454829][bookmark: _Toc215655489]2.2 Post Procedure Monitoring of Core Vital Signs and Assessment of Pain
Vital signs to be documented:
Respiratory Rate
Oxygen Saturation 
Heart Rate
Blood Pressure (BP) (Paediatric patients under 12 years of age – BP is done once on return to the ward following the procedure and then as indicated as per Vital Signs and Early Warning Scores Procedure located on the Policy and Guidance Documents Register)
Temperature 
Sedation score
Pain score.
Frequency of vital signs as per medical orders.
In addition to vital signs, the clinician is required to:
monitor wound/tube insertion site condition (if able to be seen) 
perform abdominal assessment (see below in section 2.5).
Alert: for community patients who need to attend emergency department NCH emergency department only treats adult patients. All paediatric patients need to be transferred/directed to Canberra Hospital.
[bookmark: _Toc214454830][bookmark: _Toc215655490]2.3 Pain Management
Adequate post-operative pain relief is essential to optimise patient outcomes.
Regular assessment of pain, including changes in intensity or pattern using a pain score chart.
Pain relief medication should be charted by the medical team.
If the patient usually requires analgesia, additional pain relief may be needed in the acute phase post device insertion. 
Gastrostomy and Jejunal insertion sites can be quite painful for up to seven to ten days. After this initial period the site should not be painful. Any episode of pain beyond the acute phase needs investigation and referral for medical review.
[bookmark: _Toc214454831][bookmark: _Toc215655491]2.4 Monitoring and identification of early complications:
It is important the patient is monitored adequately to assess for early signs of potential complications to ensure timely medical attention and good clinical outcomes.
The most common early complications after the insertion of a gastrostomy tube or device include abdominal pain, peristomal infection and leakage (see Table 1). Any concerns should be referred for a medical review, in the outpatient setting to the ED.


Possible Symptoms and Potential Complications
Adapted from Agency for Clinical Innovation (ACI) and the Gastroenterological Nurses College of Australia (GENCA), 2015, A Clinician’s Guide: Caring for people with gastrostomy tubes and devices: From pre-insertion to ongoing care and removal; pg 24.
	Symptom              
	Assessment and Monitoring      
	Potential Complication

	Fever
	Assess for high grade temperatures with or without rigors or altered temperatures, swaying from the baseline.

Assess white blood cell count and other potential markers of infection.

Assess abdomen for purulent wound discharge or signs of abscess/collection.
	sepsis/peritonitis
wound infection.

	Deranged vital signs, haemodynamics and other possible signs of septic shock
	follow Post-Operative Handover and Observations - Adults Only (First 24 hours) Procedure and Vital Signs and Early Warning Scores Procedure for frequency of vital signs, including blood pressure measurement in paediatric patients and escalation processes. 

	peritonism
bleeding
perforation
aspiration.

	Nausea and/or vomiting
	In the event of intractable nausea or vomiting, aspirate the gastrostomy tube or device to assess residual gastric volumes and decrease the risk of aspiration pneumonitis.

Gastrostomy tube can remain on free drainage as required.

Administer anti-emetics as per medication chart. Review medications with MO and Pharmacist.

Refer to Nutrition and Tube Feeding Plan for correct feed preparation, rate and volume, consult with the Dietitian.

Check constant upright positioning (greater than 30 degrees) during feeding/flushing and longer than 30 minutes after ceasing feeds.
	Large residual volumes might be suggestive of:
gastric stasis
outlet obstruction 
impaired gastric motility
ileus
peritonism.

	Abdominal pain
	Adequate routine post procedure pain relief is necessary. Patients may experience some localised pain from the new incision for up to seven to ten days.
Some patients may experience shoulder tip pain from insufflation and retention of air during endoscopic or radiological insertion procedures. Gentle mobilisation may assist in the dispersion and emission of this air.

Any pain beyond the expected, local insertion site or beyond the acute phase needs medical review.
	Potential signs of Peritonism include:
diffuse, rebound tenderness
guarding
distention, bloating rigidity.



	Low urine output
	Ensure an accurate and complete fluid balance chart is maintained and recorded. This includes water flushes, feeds, medication volumes, and any input/output.
	dehydration
sepsis
bleeding.


	Absence of bowel sounds, flatus, or open bowels
	Auscultate abdomen to monitor bowel sounds.

Monitor type and frequency of bowel function and consider the patients baseline norm.

Exclude bowel obstruction, arrange medical review for abdominal x-ray.
	ileus
peritonitis
obstruction.

	Diarrhoea
	In the event of the onset of diarrhoea consider potential procedure complications.

Perform abdominal assessment and arrange medical review
	gastro colic fistula
bowel perforation
contamination.


[bookmark: _Toc214454832][bookmark: _Toc215655492]2.4 Day Procedure Patients
Vital signs as per ‘Post Procedure Monitoring of Core Vital Signs and Assessment of Pain’ (above) for immediate recovery period. Ensure early follow up contact with patient/carer post procedure to assess for potential complications after discharge from hospital. Prior to discharge: 
a community nursing referral is completed to ensure follow up contact for assessment and education, ideally within a few days of discharge.
Ensure there is an open referral to a dietitian.
[bookmark: _Toc214454833][bookmark: _Toc215655493]2.5 Abdominal Assessment
Inadvertent puncture/perforation of the bowel or other organs is a potential complication of the formation of a gastrostomy or jejunostomy. As a result, there may be spillage of bowel contents into the peritoneal cavity which can lead to peritonitis- demanding immediate medical attention. If untreated, peritonitis can lead to severe and potentially life-threatening complications.
Abdominal assessment should be performed hourly, with vital signs for four consecutive hours and then should continue post procedure at least fourth hourly for the next 24 hours whilst an inpatient. If the patient has been transferred home, they and/or their carer should be educated to monitor their condition.
Abdominal assessment should monitor for signs of peritonism, including:
abdominal pain, tenderness or guarding
abdominal distension, rigidity, or bloating
increased pain post administration of fluids via the tube
diarrhoea, nausea, or vomiting
low urine output 
absence of flatus or bowel sounds, or inability to open bowels.
Patients no longer within a hospital setting should be advised to present to the ED if any of the above occur post procedure. Table 2 gives a guide to possible symptoms and potential complications. Any concerns should be referred for a medical review.
[bookmark: _Toc214454834][bookmark: _Toc215655494]2.6 Accidental Dislodgement of a Gastrostomy, Gastric-Jejunal or Jejunal Tube
If the tube has accidentally dislodged, insert replacement as soon as possible, ideally within two hours to reduce the risk of stoma closure. (See Table 1 and 2)
If a feeding tube has dislodged, stop feeds. Continuing feeding through an incorrectly positioned tube can be harmful eg peritonitis. 
A Medical Officer (MO) should replace any tube less than 12 weeks old. (See table 2)
An inpatient is reviewed in the hospital. Community patients with a tube insertion less than 12 weeks old should present to ED for assessment promptly.  
The replacement tube should be the same French (Fr) size as the previous tube. If resistance is felt when inserting the new tube, use a smaller Fr size tube to preserve the tract.
Gastrostomy Tube Time since initial tube insertion, stoma maturity and replacement responsibility. (Adults)
	Time since initial insertion
	Stoma maturity
	Replacement responsibility. 

	Under 6 weeks
	Immature
	Medical officer consider radiology/endoscopy guidance

	6-12 weeks
	Maturing
	Medical Officer guided replacement. Radiological assistance may be needed.

	Over 12 weeks
	Mature
	Replacement may be done by MO, competent RN or trained caregiver. Balloon gastrostomy tube can be changed at home, hospital or clinic. (See section 3.12)


Gastric-Jejunal or Jejunal Tube dislodged
All dislodged gastric-jejunal or jejunal tubes require a prompt medical review in hospital. Community patients should present to the ED promptly. These tubes are usually replaced in Interventional Radiology Angiography. (See section 4.3 for process to book IR change of gastric-jejunal of jejunal tube). 
Paediatric Patients
Initial gastrostomy tubes are normally reviewed at 6 weeks and changed to a low profile balloon gastrostomy tube also called a button. Table 2 covers time since insertion and contact points at different times of day. 


Paediatric patients: Accidental dislodgement time frames and where to contact
	Time since insertion
	Stoma maturity
	Time of Day
	Where to contact 

	Under 6 weeks
Before changed to low profile “button”
	Immature
	Any
	Present to Canberra Hospital ED promptly for assessment. 

	Over 6 weeks after initial change to a low profile “button” balloon gastrostomy tube
	Maturing
	Work hours
	Paediatric Outpatient Department (POPD) for advice and review

	
	
	Out of hours
	Canberra Hospital Paediatric team leader via switch (02 5124 2222) for advice and review.


[bookmark: _Toc214454835][bookmark: _Toc215655495]2.7 Oral Hygiene
When a patient is “nil by mouth” and receiving all their nutrition and hydration via a feeding tube it is important that oral hygiene continues, including; gentle brushing of the teeth, gums, tongue, and palate, preferably with a soft toothbrush and mild toothpaste. Mouthwash may also be used as recommended by a medical specialist however caution should be used to avoid aspiration. Swabs may be used in place of rinsing where appropriate. Suction devices and suction toothbrushes may also be useful for patients with oropharyngeal dysphagia. Regular review by a dentist/hygienist/medical practitioner is recommended to check for conditions including thrush.  Please see Dysphagia Practice Guideline on the CHS Policy and Guidance Documents Register.
[bookmark: _Toc214454836][bookmark: _Toc215655496]2.8 Prevention and Management of Gastrostomy Associated Gastric Ulcer
There are cases where gastric ulcers have occurred after gastrostomy tube/device insertion. Patients require ongoing MO monitoring to determine if further treatment is required.
[bookmark: _Toc214454837][bookmark: _Toc215655497]2.9 Technical Aspects of Gastrostomy Tube or Device Care
Table 2 provides a guide to assessing the insertion site and technical aspects of device care in the first 48 hours. Any concerns should be referred for a medical review or to an ED in outpatient setting. All contact with the patient and the device/equipment should follow Five Moments for hand hygiene protocol.
[bookmark: _Hlk83378469]

Assessment of the Insertion Site /Technical Aspects of Gastrostomy, Gastric-Jejunal or Jejunal Tube in First 48 hours post insertion  
	
	Assessment and Management
	Rationale
	Action

	Gastrostomy or jejunal insertion site
	The new insertion site should be assessed for signs of:
bleeding - moderate to large amount of fresh bleeding (a small amount of bleeding is expected)
haematoma.
	May indicate haemorrhage from puncture site, or from the gastric or intestinal wall. 
	Site assessment should be performed with vital signs monitoring. Refer to Post-Operative Handover and Observations - Adults Only (First 24 hours) and Vital Signs and Early Warning Scores Procedures for frequency of vital signs, including blood pressure measurement in paediatric patients. 

	
	redness
increasing pain
excessive swelling
unusual discharge or smell.
	May indicate site infection.
	

	
	leakage (of gastric or intestinal content).
	May indicate malposition.
	

	Surgical wound 
site 
(if applicable)
	The surgical wound site should be assessed for signs of:
bleeding
haematoma
	May indicate haemorrhage from puncture site, or from the gastric or intestinal wall.
	Site assessment should be performed with vital signs monitoring i.e. hourly for four hours and then should continue post procedure at least four hourly for the next 24 hours (unless day only) then once per shift minimum and as required.

Seek medical review if any deviation from expected.  
Dressings to site should be left in situ unless wet or heavily soiled. 

Refer to post-operative instructions for removal guidance.

	
	redness
increasing pain
excessive swelling
unusual discharge or smell.
	May indicate site infection.
	

	Wound 
sutures/
gastropexy 
suture device 
(if present)

	Observe for:
redness
increasing pain
excessive swelling
unusual discharge or smell.
	May indicate site infection.
	Seek medical review if any symptoms present.
Refer to post-operative orders for removal timeframe.

	Insertion site care/hygiene

	Adhere to five moments of hand hygiene protocol.

For the first 24 hours after initial tube insertion, the dressing should be kept dry and intact.

No dressing is usually required after 24 hours, (except for some jejunal tubes).

	Reduces the risk of site infection.
Dressings can obscure visualisation of site.
Bulky dressings under the external flange can increase the tension and lead to displacement or migration of the device or pressure injuries.
	Promote good hygiene practices.
The patient can shower with the site uncovered 24 hours after initial insertion of the tube (unless other instructions are specified in the post-operative orders).

	Securing the device 
	The external flange should be positioned to ensure that the tube or device is neither fitted too tightly nor able to move freely in the tract.

Five millimetres (mm) is recommended from the base of the external flange to skin level.
	If the external flange is too loose it will result in excessive device movement /migration and may result in gastric content leakage or pyloric obstruction. Potential failure of tract formation.

Too tight can lead to pressure related injury, potential gastric mucosal erosion, tissue necrosis and buried bumper.  
	Correct positioning of the external flange should be determined by observing the patient when in reclining and sitting position to ensure correct fitting.



	Rotation of the gastrostomy tube and the 
external flange

NOT Gastric-Jejunal tubes or Jejunal tubes 
	Unless sutured, anchored or specifically contraindicated, standard gastrostomy devices (balloon, non-balloon or PEGs) should be rotated 360 degrees daily.

Does not apply to jejunal or gastric-jejunal tubes.
	Rotation of the tube or device promotes patency of the fistulous tract and relieves pressure from internal balloon or bumper on gastric mucosa.

Jejunal tubes are not rotated to prevent coiling of the distal tip.
	Rotate the gastrostomy tube daily when the patient is comfortable and pain free post insertion.



Do NOT rotate a gastric-jejunal tube or jejunal tube. 


	Tube or device position 
	The centimetre (cm) mark of the tube at skin level (excluding low profile devices) should be recorded clearly in patient records and observed prior to each use.
	Provides a baseline for future comparison and monitoring of tube device migration.
Deviation from initial observed measurement may indicate device movement either internally or into the tract. 
	Discrepancies in tube or device length between observations should be investigated by appropriately trained clinician.

	Clamp on Percutaneous Endoscopic
(PEG) tube

	Leave in closed position when device not in use.

Change position along device length daily.
	Used to prevent retrograde flow of gastric content in tubing.
Moving the clamp will prevent blockage or damage to the line.
	Ensure clamp is open prior to use.

It is normal for gastric content to be left in the tubing, the tube does not have a one-way valve to prevent retrograde flow of gastric content.

	Clamp on 
balloon tubes
(if present)
	Leave in open position when tube not in use.

Change clamp position along tube length daily.
	Used to prevent flow of gastric content when cap removed from access port.

Moving the clamp will prevent blockage or damage to the balloon line.
	Ensure clamp is open prior to use.

It is normal for gastric content to be left in the tubing, the tube does not have a one-way valve to prevent retrograde flow of gastric content. 

	Balloon tubes
	Has inflation or “balloon” port/valve which is used to instil water into internal balloon once tube is positioned in stomach.
Check documentation for balloon fill volume. DHR LDA, op-notes and manufacturer guidelines. 
	Over inflation/filling can result in:
balloon failure and decrease gastric capacity (especially in paediatric setting).
Potential small bowel obstruction for some Jejunal tubes

Incorrect use can lead to:
· tube failure and loss of medications if delivered via balloon port.
	The inflation/balloon port is only accessed to check inflation volume, reinflate balloon or deflate the balloon to replace the tube.




Never flush or administer formula or medication via the inflation/balloon port.





 Source: Agency for Clinical Innovation (ACI) and the Gastroenterological Nurses College of Australia (GENCA). A Clinician’s Guide: Caring for people with gastrostomy tubes and devices:
From pre-insertion to ongoing care and removal. 2015; pg 26 – 27.   
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[bookmark: _Toc214454838][bookmark: _Toc215655498]Section 3 – Routine Care 
[bookmark: _Toc214454839][bookmark: _Toc215655499]3.1 Flushing a Gastrostomy, Gastric-Jejunal and Jejunal tube. 
Alert
If a patient complains of abdominal pain when flushing or feeding – the flush/feed must stop and a surgical review is mandatory.  A CT may be needed to confirm correct tube position. 
To reduce the risk of aspiration the patient must remain semi-upright (minimum 30°) during flushing and feeding and for 30 – 60 minutes after feeding/flushing.
General Information
The tube can be used after 24 hours of uneventful observation with uncomplicated gastrostomy, gastric-jejunal or jejunal tube placement, as per the medical order or unless stated otherwise. 
Confirm tube placement prior to administration of anything via a gastrostomy, gastric-jejunal or jejunal tube to ensure the tube has not migrated. Withdraw the tube gently until tension is felt as the internal bumper or balloon rests against the stomach wall. Check and record the skin level mark. If there are no marks visible, the external portion of the tube can be measured from the exit site to the top of the cap in the longest access y-port of the adaptor (PEG) or end of the balloon tube.
For low profile or skin level devices, check that the external base t-piece is sitting flush with the abdomen. If there is significant change the position of the device must be confirmed prior to use by consulting with a MO. 
Flushing - The gastrostomy, gastric-jejunal or jejunal tube should be flushed, for Adults 50 mL of water, Adolescents 10 – 30 mL of water and Paediatrics 5 – 10 mL of water (room temperature is recommended) two times up to four times per day (especially for a gastric-jejunal or jejunal tube) even if it is not being accessed for feeds or medications, unless stated otherwise in the medical orders or Nutrition and Tube Feeding Plan. The volume may need to be reduced for paediatric patients or patients on fluid restrictions or patients with a gastric-jejunal or jejunal tube, refer to the medical orders or Nutrition and Tube Feeding Plan. Jejunal tubes are finer tubes and can block easily. It is important to flush the jejunal port regularly across the day (can be 3 hourly in hospital). Water flushes are routinely required, as per Nutrition and Tube Feeding Plan. 
Continuous feeds will need to be interrupted to allow regular water flushes as ordered.  
Sterile water is recommended for water flushes for patients: 
· in hospital
· where the position of the tube or device is compromised (e.g. suspected buried bumper).
Cooled boiled tap water, can be used for flushing tubes for community patients who:
· are under 12 months of age
· are immunocompromised
· have a gastric-jejunal or jejunal tube.
Unless stated otherwise in the Nutrition and Tube Feeding Plan:
Tap water is acceptable for use in all other patient groups, including before and after formula and medication preparation and administration, unless stated otherwise in the Nutrition and Tube Feeding Plan.
Low profile/skin level balloon “button” tubes (Avanos MIC-KEY gastrostomy, gastric-jejunal and jejunostomy and AMT Mini-One Balloon and non-balloon Button) all have compatible extension sets to access the tube. When attaching the extension set, it is important to stabilise the “button”. Hold the “button” firmly between the balloon fill valve and the feed port. Refer to the manufacturer’s instructions for use for detailed information. 
Avanos Gastric-Jejunal ‘long balloon’ Feeding Tube has two ports labelled ‘JEJUNAL and ‘GASTRIC’. The jejunal port is used for feeding into the small intestine and the gastric port is used to vent or drain the stomach if ordered by the MO and to administer medications.
Avanos MIC-KEY Low-Profile Balloon Gastric-Jejunal feeding tube has two ports labelled ‘JEJUNAL’ and ‘GASTRIC’. The jejunal port is used for feeding into the small intestine and the gastric port is used to drain the stomach if ordered by the MO and to administer medications. 
Equipment 
soft pre-moistened cloths (community only) and Alcohol-Based hand rub (ABHR)
Personal Protective Equipment (PPE) includes safety goggles or face shield and non-sterile gloves
container of water (or sterile water if appropriate), as per the Nutrition and Tube Feeding Plan 
ENFitTM syringe – 60mL for adult and 10-20mL for paediatric
extension set (low profile tubes only)
sterile gauze
absorbent sheet.
Procedure
1. Undertake positive patient identification as per the Patient Identification and Health Care Activity Matching Procedure.
1. Explain the procedure to the patient and obtain consent as per the Consent for Healthcare Treatment Guideline.
2. Identify patient’s allergies against clinical notes and stickers.
3. Ensure the patient has their privacy maintained throughout the procedure. Reassure the patient and ensure patient comfort during the procedure. 
4. Attend to hand hygiene using soft pre-moistened cloths and ABHR.
5. Don safety eyewear, and PPE.
6. Set up equipment.
7. Draw up water into the syringe.
8. Place absorbent sheet to protect patient’s clothes.
9. Attend to hand hygiene and don gloves.
10. Inspect the surrounding skin for redness, tenderness, swelling, irritation, purulent drainage or gastric leakage.
11. Assess the position of the tube.
12. PEG tube: 
12.1. Close clamp on the tube.
12.2. Clean around the cap with water-soaked gauze (sterile water in hospital setting, tap water in home setting). If more intensive cleaning is required, refer to Section 3.4.
12.3. Open cap on the adaptor of the tube.
12.4. Connect the syringe with a ¼ turn and flush the tube with 50 mL of water, unless stated otherwise in the clinical record or the Nutrition and Tube Feeding Plan.
12.5. Close clamp on the tube.
12.6. Disconnect the syringe.
12.7. Apply the cap to the adaptor.
13. Traditional Length ‘Long’ Balloon Tube: 
13.1. Clean around the cap with water-soaked gauze (sterile water in hospital setting, tap water in home setting). If more intensive cleaning is required, refer to Section 3.4.
13.2. Open cap on the adaptor of the tube.
13.3. Hold the tube upright and place gloved thumb over opening of adaptor to prevent gastric leakage.
13.4. Connect the syringe with a ¼ turn and flush the tube with water – volume of water specified within the clinical record or the Nutrition and Tube Feeding Plan.
13.5. Disconnect the syringe.
13.6. Place gloved thumb over opening of adaptor to prevent gastric leakage.
13.7. Apply the cap to the adaptor.
14. Low Profile/Skin Level/‘Short’/‘Button’ Lowline tube:
14.1. Prime extension set if required, close the clamp.
14.2. Clean around the cap with water-soaked gauze (sterile water in hospital setting, tap water in home setting). If more intensive cleaning is required, refer to Section 3.4.
14.3. Open cap on the tube.
14.4. Connect extension set as per manufacturer’s instructions for use.
14.5. Connect the syringe with a ¼ turn, open the clamp and flush the tube with 50 mL of water, unless stated otherwise in the clinical record or the Nutrition and Tube Feeding Plan.
14.6. Close the clamp.
14.7. Disconnect the syringe.
14.8. Disconnect the extension set as per manufacturer’s instructions for use.
14.9. Close the cap on the tube.
15. Discard equipment.
16. Remove PPE.
17. Attend to hand hygiene.
18. Document in the patient’s clinical record.
[bookmark: _Toc214454840][bookmark: _Toc215655500]3.2 Feeding via a Gastrostomy, Gastric-jejunal or Jejunal Tube 
Alerts
· If a patient complains of abdominal pain when feeding is commenced – the feed must stop and a surgical review is mandatory.  A CT may be needed to confirm correct tube position. 
· To reduce the risk of aspiration the patient must remain semi-upright (minimum 30°) during feeding and for 30 – 60 minutes after feeding.
· Bolus feeding is unsuitable for a patient with a gastric-jejunal or a jejunal tube due to lack of reservoir capacity in the small bowel. 
General Information
All contact with the patient, feeding tube and equipment should follow 5 Moments for Hand Hygiene protocol.
The tube can be used after 24 hours of uneventful observation with uncomplicated gastrostomy, gastric-jejunal or jejunal tube placement, as per the medical order or unless stated otherwise. 
Do not add medications to the feed container.
For inpatients, enteral feeds will be ordered by dietitians except for ICU where they can be ordered by the medical team. Enteral feeding regimes will appear on the MAR and be documented in the dietitian plan in a DHR progress note. 
[bookmark: _Int_95pa9JAl]For community-based patients, dietitians complete company-based Home Enteral Nutrition (HEN) registrations so patients can order equipment and feeding formula. HEN patients eligible for the ACT Equipment Scheme (ACTES) can instead receive funded equipment direct from CHS.  The Nutrition and Tube Feeding Plan is provided to patients and contains information about the feeding plan (name of feed, volumes, feed frequencies and/or rates) and where to obtain equipment and feeding formula. This is uploaded to the DHR.  
This section is to be read in conjunction with Section 3.1 - Flushing a Gastrostomy, Gastric-Jejunal and Jejunal Tube of this document.
Storage and Management of Feeds and Feeding Sets 
Store opened (seal broken) bags/containers of feed in the refrigerator when not being used. Label with patients details and opening date and time in inpatient and group home setting. Label with opening date and time in patient’s own home.  
Discard after 24 hours once opened or according to manufacturer’s instructions. Take formula out of the refrigerator approximately 30 minutes, before commencing feeding. Store formula away from contamination as formula returns to room temperature.
Recommended Hang Times
Ready to hang closed system packs or bottles can hang for 24 hours at room temperature. 
Ready to hang systems used for bolus feeding can be stored in the refrigerator between uses with line remaining connected. 
Decanted (ready-made) feeds can hang for eight hours.
Reconstituted powdered formula can hang for four hrs at room temperature.
Replace plastic containers and enteral feeding giving sets every 24 hours. Feeding containers, giving sets and syringes are for single patient use only. 
Equipment 
PPE includes safety goggles or face shield and non-sterile gloves
syringes 60 mL ENFitTM
extension set (low profile tubes only), see Section 3.1 - Flushing a Gastrostomy, Gastric-Jejunal and Jejunal Tube of this document
measuring jug 
enteral feed giving set and pump 
prescribe feed formula
water for flushes 
absorbent sheet.
Procedure
1. Undertake positive patient identification as per the Patient Identification and Health Care Activity Matching Procedure. 
20. Explain the procedure to the patient including purpose and method of the feeding regime, obtain consent as per Consent for Healthcare Treatment Guideline.
21. Identify patient’s allergies against clinical notes and stickers.
22. Ensure the patient has their privacy maintained throughout the procedure. Reassure the patient and ensure patient comfort during the procedure.
23. Attend to hand hygiene.
24. Immediately prior to administration check formula matches the order in the Nutrition and Tube Feeding Plan and check the formula expiry date.
25. Attend to hand hygiene.
26. Prior to bolus feed or on transfer from another clinical area, check the position of the feeding tube relative to the position recorded at insertion. 
Patient Preparation
1. Attend to hand hygiene.
28. Place patient in 30 – 45° position during the administration of entire feed and for 30 – 60 minutes once feed completed.
29. Follow the administration of the feed and water flushes ordered in the Nutrition and Tube Feeding Plan.
30. Document the feed given in DHR.
[bookmark: _Toc214454841][bookmark: _Toc215655501]3.2.1 Continuous Feeding via Enteral Feed Connection Set and Pump
If ordered by a dietitian in the Nutrition and Tube Feeding Plan
[bookmark: _Hlk205911687]Refer to Pump manufacturer's instructions for feed pump operation
Attend to hand hygiene, don safety eyewear and gloves.
Using a non-touch technique, flush tube with ordered volume of water in the Nutrition and Tube Feeding Plan. Connect the enteral feed connection set to the formula and prime the giving set line according to the instructions for feed pump operation. Attach the primed line to the tube.
Ensure connections are secure but DO NOT OVERTIGHTEN.
Refer to the Nutrition and Tube Feeding Plan and administer amount according to orders.
On completion of feed flush tube with ordered volume of water in the Nutrition and Tube Feeding Plan.
Re-check position of the feeding tube.
Following administration, replace cover to the end of giving set and hang end over intravenous pole. 
Ready to hang systems used for bolus feeding can be stored in the refrigerator between uses with line remaining connected.
Enteral feeding giving sets should be changed every 24 hours.
Remove PPE and attend to hand hygiene.
[bookmark: _Toc214454842][bookmark: _Toc215655502]3.2.2 Bolus Feed via Enteral Feed Connection Set and Pump 
If ordered by a dietitian in the Nutrition and Tube Feeding Plan
Refer to Pump manufacturer's instructions for feed pump operation
Attend to hand hygiene, don safety eyewear and gloves.
Using a non-touch technique, flush tube with ordered volume of water in the Nutrition and Tube Feeding Plan. Connect the enteral feed connection set to the formula and prime the giving set line according to the instructions for feed pump operation. Attach the primed line to the tube.
Ensure connections are secure but DO NOT OVERTIGHTEN.
Refer to the Nutrition and Tube Feeding Plan and administer amount according to orders.
On completion of feed flush tube with ordered volume of water in the Nutrition and Tube Feeding Plan.
Re-check position of the feeding tube.
Following administration, replace cover to the end of giving set and hang end over intravenous pole. 
Ready to hang systems used for bolus feeding can be stored in the refrigerator between uses with line remaining connected. 
Enteral feeding giving sets should be changed every 24 hours.
Remove PPE and attend to hand hygiene.
[bookmark: _Toc214454843][bookmark: _Toc215655503]3.2.3 Bolus Feed via Gravity Method and ENFitTM Syringe 
If ordered by dietitian in the Nutrition and Tube Feeding Plan
This method is not suitable for jejunal and gastric-jejunal feeding. 
Attend to hand hygiene, don safety eyewear and gloves.
Using a non-touch technique, remove plunger from the barrel of the 60 mL ENFitTM syringe and connect the barrel of the syringe to the feeding tube.
Ensure connections are secure but DO NOT OVERTIGHTEN.
Before administering feed, flush tube with ordered volume of water in the Nutrition and Tube Feeding Plan.
Refer to Nutrition and Tube Feeding Plan and administer feed amount according to orders.
Ensure fluid is administered by gravity – DO NOT PUSH FLUID into feeding tube.
On completion of feed flush feeding tube with ordered volume of water (minimum 30 mL).
Re-check position of the feeding tube.
Remove PPE and attend to hand hygiene.
[bookmark: _Toc214454844][bookmark: _Toc215655504]3.2.4 Bolus Feed via Push Method and ENFitTM Syringe 
If ordered by a dietitian in the Nutrition and Tube Feeding Plan
This method is not suitable for jejunal and gastric-jejunal feeding.
Attend to hand hygiene, don safety eyewear and gloves.
Using a non-touch technique, connect the 60 mL ENFitTM syringe to the feeding tube.
Ensure connections are secure but DO NOT OVERTIGHTEN.
Before administering feed, flush tube with ordered volume of water in the Nutrition and Tube Feeding Plan.
Refer to Nutrition and Tube Feeding Plan and administer feed according to orders.
Ensure fluid is administered by a slow push into feeding tube.
On completion of feed flush feeding tube with ordered volume of water (minimum 30 mL).
Re-check position of the feeding tube.
Ensure equipment is cleaned and stored.
Remove PPE and attend to hand hygiene.
[bookmark: _Toc214454845][bookmark: _Toc215655505]3.2.5 Bolus Feed via Enteral Feed Gravity Bag 
If ordered by a dietitian in the Nutrition and Tube Feeding Plan 
Attend to hand hygiene, don safety eyewear and gloves.
Using a non-touch technique, before administering feed, flush tube with ordered volume of water in the Nutrition and Tube Feeding Plan. Connect the enteral feed giving set to the formula and prime the line. Attach the primed line to the feeding tube.
Ensure connections are secure but DO NOT OVERTIGHTEN.
Refer to the Nutrition and Tube Feeding Plan and administer feed according to orders.
On completion of feed flush the feeding tube with ordered volume of water (minimum 30 mL).
Re-check position of the feeding tube.
Discard equipment after 24 hours.
Remove PPE and attend to hand hygiene.
[bookmark: _Toc214454846][bookmark: _Toc215655506]3.2.6 Monitoring for Signs of Aspiration 
Ensure head of bed remains elevated above 30 degrees both during and for 30 – 60 minutes post administration of feed.
Observe patient for signs of respiratory distress, including dyspnoea; tachypnoea; wheezing; agitation & cyanosis. 
If above signs are present, stop feed and inform MO. 
[bookmark: _Toc214454847][bookmark: _Toc215655507]3.2.7 Feed Intolerance 
Review/assess/observe patient for: 
Nausea and vomiting 
Diarrhoea and constipation 
Complaints of bloating/fullness/pain 
Abdominal distension 
Absent bowel sounds (not always reliable) 
Document all instances of the 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. 
[bookmark: _Toc214454848][bookmark: _Toc215655508]3.2.8 Documentation 
Record observations - type of feeding tube e.g. Gastrostomy Balloon Tube Traditional Length ‘Long’, Percutaneous Endoscopic Gastrostomy (PEG) Tube, Low Profile/Skin Level Gastrostomy Balloon Tube ‘Short’ ‘Button’ including stoma length, Jejunal Tube, Gastric-Jejunal Balloon Traditional Length ‘Long’ Tube including jejunal length, Low profile Gastric-Jejunal Balloon Tube ‘Short’ ‘Button’ including stoma and jejunal length; external tube measurement, aspirate amount and degree patient positioned, in the patient’s DHR LDA Enterostomy Feeding Tube assessment section.
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. 
Alert: 
For NCH After-hours Enteral Feeding processes, see Nasogastric Tube (NGT) Management Adults-only Procedure located on the Policy and Guidance Documents Register. 
[bookmark: _Toc214454849][bookmark: _Toc215655509][bookmark: _Hlk205912833]3.3 Medication Administration
Alert
[bookmark: _Int_M1qyEEAG]Some medications cannot be crushed, including slow release and enteric coated medications. If inappropriately crushed and given down the tube these may cause significant clinical risk to the patient, and a high risk of tube blockage. 

Consideration also needs to be given regarding appropriate dosing, as medication absorption may be altered. Check the Australian Don’t Rush to Crush Handbook (in eMIMS) or check with the Pharmacist if unsure.
All contact with the patient, feeding tube and equipment should follow 5 Moments for Hand Hygiene protocol.
DO NOT add medications to the feed formula container.
A Pharmacist review is recommended on admission to hospital, when a feeding tube is initially inserted or a new medication is prescribed, to make sure there are no medication interactions with the feed. 
Use a liquid form or dispersible form of medications where available.
Crush appropriate medications finely and dissolve in warm water. Do NOT crush medications together, but one by one.
Empty contents of appropriate capsules into water and dissolve.
Flush the tube with water prior to medication administration.
Flush the tube between each medication and after the last medication then recommence feed. This is to prevent chemical reactions between the medications and tube blockage. 
If the patient has a gastric-jejunal tube insitu confirm with the MO and Pharmacist which port (gastric or jejunal) each medication needs to be administered through. Different ports can affect medication metabolism and absorption, so it is important to consistently use the same port.
Refer to Medication Handling Procedure Section 5.10.3 Options for people unable to swallow solid oral medicines. 
Equipment
· ABHR
· PPE includes safety goggles or face shield and non-sterile gloves
· Syringes ENFitTM  
· 60 mL for flush – Adults
· 20 or 30 mL for medication usually – Adults 
· 5 or 10 mL for flush and medication - Paediatrics
· Tap water or sterile water if appropriate (see Nutrition and Tube Feeding Plan) - room temperature for flush
· Cup
· Prescribed medication.

Procedure
1. Check medication order and patient allergy status.
1. Refer to Don’t Rush to Crush Handbook to ensure medication is safe to be administered enterally.
1. Attend to hand hygiene by either hand washing or using ABHR.
1. Ensure privacy and undertake positive patient identification as per the Patient Identification and Health Care Activity Matching Procedure. For inpatients, both the patient and medication should be barcode scanned as per Medication Handling Policy.
1. Obtain verbal consent as per Consent and Treatment Policy.
1. Explain the administration process and purpose of the medication.
1. Attend hand hygiene by hand washing or using ABHR.
1. Gather equipment and medication.
1. Attend hand hygiene by hand washing or using ABHR.
1. Don safety eyewear.
1. Draw up water into syringe (x two flushes).
1. Ensure the 5 rights of medication administration are followed as per the Medication Handling Policy.
1. Check the expiry date of the medication.
1. Dissolve the medication in water (or as per product advice/pharmacy advice).
1. Draw up the medication in medication syringe.
1. Confirm patient identity by asking their name and checking the identification band.
1. Confirm allergies.
1. Attend hand hygiene by either washing hands or using ABHR.
1. Don gloves. 
1. If attached to a continuous feeding, pause pump for medication administration.
1. Disconnect enteral feeding line or drainage bag.
1. Perform flush procedure.
1. Connect the syringe with medication to tube.
1. Slowly inject the medication down the tube.
1. Perform flush procedure.
Alert: 
A patient with a drainage bag attached must have the drainage bag removed and the tube capped for 30 minutes post medication administration.
1. Discard equipment into clinical waste receptacle.
1. Remove PPE.
1. Attend to hand hygiene.
1. Document the medication administration within the Medical Administration Record (MAR) on DHR.
1. Report any abnormal findings to the MO.
[bookmark: _Toc214454850][bookmark: _Toc215655510]3.4 ENFitTM Equipment use and cleaning procedures.
Align the ENFitTM feeding tube with the ENFitTM syringe properly, avoid misalignment and cross threading Twist until you feel a little resistance a gentle quarter turn is sufficient. Make sure the connection is secure to avoid leakage
Do not overtighten the ENFitTM syringe or the ENFitTM formula administration set to the access port of the ENFitTM feeding tube. This is key to prevent cracking of the access port and potential damage of the enterostomy tube.
Tips for keeping ENFitTM feeding tube ports clean. Inspect before you connect!
Avoid formula and medication build up in the ENFitTM connector moat, thread and tethered caps.
Ensure the second access port cap (if applicable) is closed with the tethered cap when not being used.
Priming feeding sets - stop priming before formula reaches the end of the tube.
ENFitTM syringe draw up - wipe medication and formula from tip/outer threads, keep fluids out of the dead space before connecting to the feeding tube.
Keep ENFitTM feeding tube ports clean. Clean tubes at least once a day or whenever material is visible.
ENFitTM EnClean brushes are a suitable option for keeping the ENFitTM feeding tube ports clean, they are single patient use and can be used for 30 days. 
A toothbrush dedicated to this purpose would be a suitable inexpensive alternative for the ENFitTM Enclean brushes and can be used for 30 days. 
Interdental brushes or PikstersTM are an option for cleaning the ENFitTM feeding tube ports as they are inexpensive and can be used for seven days depending on how hard they are worked. Interdental brushes are rinsed in clean tap water stored with cap on away from contamination.
Equipment
soft pre-moistened cloths (community only) and ABHR
PPE including safety goggles or face shield, non-sterile gloves
cleaning brush for ENFitTM connector ‘EnClean’ (PICS: 155825) or dedicated toothbrush or interdental brush
60mL ENFitTM syringe x two (e.g.PICS: 142122)
gauze or clean cloth
clean container of tap water 
absorbent sheet.
Procedure
1. Undertake positive patient identification as per the Patient Identification and Health Care Activity Matching Procedure.
62. Explain the procedure to the patient and obtain consent as per Consent for Healthcare Treatment Guideline.
63. Ensure the patient has their privacy maintained throughout the procedure. Reassure the patient and ensure patient comfort during the procedure. 
64. Attend to hand hygiene using soft pre-moistened cloths and ABHR.
65. Don safety eyewear.
66. Set up equipment.
67. Place absorbent sheet to protect patient’s clothes.
68. Attend to hand hygiene and don non-sterile gloves.
69. Wet bristles with clean water.
70. Fill syringe with clean tap water.
71. Plug centre hole of feeding tube port with bristles. 
72. Flush moat with syringe and water.
73. Rotate brush in bottom of moat.
74. Rinse the bristles in clean water to remove any debris.
75. Repeat steps 3 to 6 until the feeding tube port is clean.
76. Flush cap with syringe and water.
77. Insert bristles into feeding tube cap and rotate brush in cap to clean.
78. Wipe feeding tube port and cap with gauze or clean cloth.
79. Close cap on feeding tube port.
80. Rinse bristles in clean tap water, allow to dry and store in clean container away from contamination 
81. Discard equipment.
82. Remove PPE.
83. Attend to hand hygiene. 
84. Document in the patient’s DHR.
85. Replace bristles as recommended above.
See Global Enteral Device Supplier Association GEDSA 2018 ENFitTM Cleaning Procedures for further information. ENFit Cleaning Procedures All Tubes – Stay Connected® by GEDSA™
[bookmark: _Toc214454851][bookmark: _Toc215655511]3.5 Stoma Care and Monitoring for Enteral tubes
General Information
All contact with the patient, feeding tube and equipment should follow Five Moments for Hand Hygiene protocol.
[bookmark: midpage8]Pain management as per Section 2.6 of this document.
Before and after accessing the feeding tube for flushes, formula and medication administration: 
Check the position of the tube according to the measurement documented in the DHR LDA Enterostomy Feeding Tube properties section.
· Inspect the skin surrounding the feeding tube insertion site for redness, tenderness, swelling, irritation, purulent drainage or gastric leakage. Organise a medical review if required.
· Check that the tube is round and clean, not perished or broken. Organise a tube change if required. See Attachment 1: Types of Gastrostomy Tubes, Initial Insertion, Planned and Unplanned Replacement Attachment 2: Types of Gastric-Jejunal, Jejunal Tubes, Initial Insertion, Planned and Unplanned Replacement of this document.
Some patients may experience mild erythema (usually less than or equal to two cm at the insertion site), crusts and moisture around the feeding tube insertion site. The skin around the insertion site and under the external flange should be cleaned at least two to three times per day.
Gastrostomy tubes are rotated 360 degrees daily when pain free after initial insertion (unless secured by a StatLock or similar device, sutures or specifically contraindicated). Gastric-Jejunal and Jejunal tubes are not to be rotated.
The external flange is maintained approximately three to five mm (paediatric patients likely to be three mm but dependent upon size) off the abdomen to prevent excessive tension between the internal retention device and the external flange. Ensure no pressure points develop on the abdomen under the external flange.
If the patient’s weight changes, ensure the external flange is maintained approximately three to five mm from the abdomen and readjust if needed. If there is a weight change with a low-profile tube the stoma length will need to be re-measured.
Carefully handle the caps on the ports of the tube by holding the tube and easing the cap off with a gentle side to side movement.
Move the clamp, if present, along a gastrostomy tube daily to prevent compression of tubing through repeated use.
Don’t bend or kink an enterostomy tube to prevent leakage of gastric contents when the cap is removed for access, this may lead to tube breakage. Pinching tube is acceptable, cover with clean gloved thumb, hold upright or wrap around a finger to prevent leakage. Consider the use of a side loading clamp or extension set for patients with poor dexterity.  
[bookmark: _Int_8eG1r4FE]Oral hygiene see Section 2.7 of this document.
Establish a system for monitoring bowel actions, urine output, hydration and weight in consultation with the dietitian.
A patient can swim once the feeding tube site/skin wound has healed. Ports and/or clamps (if present) should be closed; the tube/device should fit snugly and be secured well (e.g. within the bathing suit or rash vest). Waterproof tape can be used as an additional precaution. The site should be cleaned and dried afterwards.
Tube and Stoma Care Procedure 
Daily or more frequently if needed - indicated by leakage, crusting around tube, 
If a dressing is required e.g. post insertion or leaking tube, Foam e.g. Kendall AMD with a keyhole cut and paper tape will be a cheaper alternative to foam adhesive dressings and encourage daily checks and changes.
Equipment
soft pre-moistened cloths (community only) and Alcohol Based Hand Rub (ABHR)
personal protective equipment (PPE) including safety goggles or face shield, non-sterile gloves and non-sterile gown
dressing pack
normal saline 30 millilitres (mL) (at body temperature warmth)
absorbent sheet
non transparent rubbish bag.
Procedure
[bookmark: _Hlk93859030][bookmark: _Hlk205467982]Undertake positive patient identification as per the Patient Identification and Health Care Activity Matching Procedure located on the Policy and Guidance Documents Register.
Explain the procedure to the patient and obtain consent as per Consent for Healthcare Treatment Guideline.
Identify patient’s allergies against clinical notes and stickers.
Ensure the patient has their privacy maintained throughout the procedure. Reassure the patient and ensure patient comfort during the procedure. 
Attend to hand hygiene using soft pre-moistened cloths and ABHR.
Don safety eyewear and non-sterile gown. 
Set up equipment.
Place absorbent sheet to protect patient’s clothes.
Attend to hand hygiene and don non-sterile gloves.
[bookmark: _Hlk93836687]Inspect the skin surrounding the feeding tube insertion site for redness, tenderness, swelling, irritation, purulent drainage or gastric leakage, hypergranulation tissue. excoriation
Report signs of infection to MO and organise a wound swab if indicated. 
Check that the tube is round and clean, not perished or broken.
Use gauze soaked in normal saline in a spiral pattern beginning at the stoma site and moving outward. Clean any debris on the tube, external flange, adaptor or caps. Gently pat dry with gauze or leave open to air dry.  Alternatively, the peristomal area can be cleaned with warm mild soapy water and a clean cloth, rinsed with clean warm water and dried with a clean cloth, this can be done in the shower. If any concerns about peri-stoma skin, use barrier wipe to protect skin. 
It is important to keep the balloon valve (if present) clean. The recess in the valve, which can trap foreign material, should be clean to function properly. 
Please see Section 3.4 for cleaning of ENFIT connectors 
Gently rotate the tube (PEG and balloon gastrostomy tubes only NOT gastric-jejunal or Jejunal tubes) 360 degrees in the gastrostomy tract daily when pain free after initial insertion.
Ensure the external flange is resting off the abdomen leaving approximately three to five mm between the base of the external flange and the abdomen. (Moving the flange see 3.7 in this document) Document the cm marking on the tube at the base of the flange. Maintain the flange at this position. 
Discard equipment.
Remove PPE.
Attend to hand hygiene. 
Document in DHR under LDA Enterostomy Feeding Tube New assessment section.
Note: See Troubleshooting for information on dressings for hypergranulation (section 6.3) or leakage (section 6.4). Consult with Stoma Nurse and or Tissue Viability Nurse in hospitals and Post Acute Care (PAC) CNC for Community Patients who will access Stoma CNC and Community Tissue Viability Service if needed. 
[bookmark: _Toc214454852][bookmark: _Toc215655512]3.6 Patient and Carer Education
The patient and/or carer are assessed by the treating team prior to the insertion of the gastrostomy, gastric-jejunal or jejunal tube for the capacity and suitability to manage the tube including enteral formula and medication administration, water flushes as well as patency and security of the tube and troubleshooting in the home environment.
Education and support are provided to ensure independence in tube management. For an inpatient, the patient and/or carer are educated by hospital-based clinicians on the key management points prior to discharge from the hospital. At times (e.g. day case), patient and/or carer education may need to be done at an outpatient appointment, the patient’s home or within a Community Care Program ambulatory care clinic.
Formula and water administration regime is recommended by the Dietitian in the Nutrition and Tube Feeding Plan. The dietitian will provide a script for formula and equipment (excluding feeding tubes) with a nutrition supplier. It is the patient’s and carer’s responsibility to order these products. Encourage patients order ahead of time allowing for delivery and shortages. 
Details of patient and/or carer education and education resources that have been provided is recorded in the patient’s clinical record. Patient and/or carer education is guided by the following consumer handouts, available on the CHS Policy and Guidance Documents Register: 
Feeding Tubes
How to bolus feed using a syringe (gravity method)
How to bolus feed using a syringe (push method)
How to feed using a gravity bag
How to feed using a pump
Trouble shooting tube feeding issues
Tube feeding formula and equipment - Preparation cleaning and storage
ENFitTM cleaning procedures (GEDSA) - as per end of Section 6
Manufacturer information provided with tubes, equipment and feeds. 
See further resources in Section 8.4 Patient/carer resources.
[bookmark: _Toc214454853][bookmark: _Toc215655513]3.7 Position Check (not for low profile tubes) 
General Information
It is essential that the tube is in the intended location for feeding/medication delivery to occur. Migration of a tube is possible. Migration into the tract can cause Buried Bumper syndrome. 
Migration through the pylorus could cause a bowel obstruction. In order to minimise the risk of complications, it is essential to know the tube measurement at insertion and to ensure the tube is at this measurement before commencing feeds/flushes/medication administration.
Equipment 
soft pre-moistened cloths (community only) and ABHR
non-sterile gloves.
Procedure
1. Undertake positive patient identification as per the Patient Identification and Health Care Activity Matching Procedure.
87. Explain the procedure to the patient and obtain consent as per the Consent for Healthcare Treatment Guideline.
88. Identify patient’s allergies against clinical notes and stickers.
89. Ensure the patient has their privacy maintained throughout the procedure. Reassure the patient and ensure patient comfort during the procedure. 
90. Attend to hand hygiene using soft pre-moistened cloths and ABHR.
91. Don non-sterile gloves
92. Move the external flange off the abdomen toward the y-port adaptor.
93. Withdraw the tube gently until tension is felt as the internal bumper or balloon rests against the stomach wall.
94. Note ‘cm’ measurement closest to the skin and compare with the documentation in the patient’s clinical record.
95. Record the ‘cm’ measurement in the patient’s clinical record on admission and on subsequent patient contacts.
96. If ‘cm’ markings are not visible, mark the tube with a permanent pen, (the mark may need to be reinforced regularly) and record the marking in the patient’s clinical record.
97. Alternatively, the external portion of the tube can be measured.  Withdraw the tube gently until tension is felt as the internal bumper or balloon rests against the stomach wall.  Measure the length of the tube from exit site to the top of the cap in the longest access y-port of the adaptor (PEG) or end of the balloon tube.
98. Ensure the external flange is resting off the abdomen leaving approximately three to five mm (height off the skin variable in paediatric patients, depending on their size) between the base of the external flange and the abdomen.
99.  Document the cm marking on the tube at skin level. Maintain the flange at this position. 
100. Inpatients and newly inserted tubes- notify the treating team of any significant change. See Section 3.8 if flange adjustment is required. For established tubes, see if you can work out what has happened e.g. pulling by client, accidental movement when repositioning, increased gastric motility, discuss with medical officer if concerned, adjust flange as in section 3.8 
101. Remove PPE.
102. Attend to hand hygiene. 
103. Document the length in DHR LDA Enterostomy Feeding Tube New assessment section.
[bookmark: _Toc214454854][bookmark: _Toc215655514]3.8 Move the External Flange (not for low profile tube)
This may be required if:
the flange is pressing into the skin
patient expresses discomfort from the flange
the flange has migrated so that it is greater than 1cm from the skin
If the flange is being moved inwards towards the patient, ensure the tube is clean and dry between the skin and flange to minimise future slippage. Gastrostomy tube only: If the tube has migrated inwards a significant amount refer to MO for inpatients or CNC Post Acute Care for community patients. 
Note: An assistant may be required for this procedure
Equipment
soft pre-moistened cloths (community only) and ABHR
non-sterile gloves.
Procedure
1. Undertake positive patient identification as per the Patient Identification and Health Care Activity Matching Procedure.
Explain the procedure to the patient and obtain consent as per the Consent for Healthcare Treatment Guideline.
Ensure the patient has their privacy maintained throughout the procedure. Reassure the patient and ensure patient comfort during the procedure. 
Operator and assistant to attend to hand hygiene using soft pre-moistened cloths and ABHR.
Operator and assist to don non-sterile gloves.
Inspect the surrounding skin for redness, tenderness, swelling, irritation, purulent drainage or gastric leakage.
Check that the tube is round and clean, not perished or broken.
Note the ‘cm’ marking on the tube at skin level.
Operator carefully grasps the tube above and below the external flange and gently stretches the tubing while ensuring the internal bumper or balloon remains in the stomach.
Assistant carefully moves the external flange along the tube to the required position.
Withdraw the gastrostomy tube gently until tension is felt as the internal retention dome or balloon rests against the stomach wall.  
Note the ‘cm’ marking on the tube at skin level.
Ensure the external flange is resting off the abdomen leaving three to five mm (height off the skin variable in paediatric patients, depending on their size) between the base of the external flange and the abdomen. Document the ‘cm’ marking on the tube at the base of the flange. Maintain the flange at this position. 
Remove PPE.
Attend to hand hygiene. 
Document cm marking on the tube at skin level in DHR LDA Enterostomy Feeding Tube New assessment section.
Alternate option if the above is not possible
1. Apply clean tap water to tube where the external flange meets the tube.
1. Withdraw the tube gently until tension is felt as the internal retention dome or balloon rests against the stomach wall.
1. Note the cm marking on the tube at skin level.
1. Hold the flange in the non-dominant hand and the tube in the dominant hand.
1. Squeeze the sides of the tube together and push the tube through the centre of the flange allowing the tube to move into the stomach two to three cm via the stoma tract.
1. Withdraw the tube gently until tension is felt as the internal retention dome or balloon rests against the stomach wall.
1. If the external flange needs to be moved back further, there should be room between the abdomen and the skin flange to grasp the tube with the non-dominant hand and move the flange further away from the skin with the dominant hand.
[bookmark: _Toc214454855][bookmark: _Toc215655515]3.9 Care of Gastropexy Sutures
Gastropexy is a step in percutaneous radiologic insertion gastrostomy (RIG) in which the stomach is secured to the abdominal wall with a gastropexy suture device. The dissolvable suture has an internal anchor and is externally held in place by small plastic button/s near the gastrostomy site. The gastropexy suture is designed to have the internal anchor fall into the stomach and pass with normal bowel motions. The suture and button/s may dislodge before the planned date of removal, this is not a concern, continue with management of the site. The report of insertion of gastrostomy tube (imaging tab in DHR) will include how many gastropexy sutures are inserted and may include instructions about removal. 
If redness, tenderness, swelling, irritation or purulent drainage is observed at the site, and/or the patient reports pain or abdominal cramps, check the medical order to see if the device/s can be removed before the planned removal date. Alternatively, contact the Interventional Radiologist or MO to discuss if the devices can be removed before the planned removal date and obtain an updated documented medical order.
Cleaning under the button/s may be difficult due to the sutures. Use cotton tip applicators (e.g. PICS: 15499) or gauze soaked in normal saline, or warm water and mild soap and rinse well in the shower, to clean under the button/s and allow to air-dry. The buttons are not rotated. Teach patient/carer to monitor for signs of infection. 
[bookmark: _Toc214454856][bookmark: _Toc215655516]3.10 Removal of a Gastropexy Suture Device
Equipment 
Medical order documented in the DHR 
Soft pre-moistened cloths (community only) and ABHR
PPE including safety eyewear or shield, non-sterile gloves and non-sterile gown
Dressing pack 
Normal saline 30 mL (at body temperature warmth)
Suture removal kit 
Stitch cutter
Absorbent sheet
Non transparent rubbish bag.
Procedure
1. Check medical order to remove the gastropexy suture device.
1. Undertake positive patient identification as per the Patient Identification and Health Care Activity Matching Procedure.
2. Explain the procedure to the patient and obtain consent as per the Consent for Healthcare Treatment Guideline.
3. Identify patient’s allergies against clinical notes and stickers.
4. Ensure the patient has their privacy maintained throughout the procedure. Reassure the patient and ensure patient comfort during the procedure. 
5. Attend to hand hygiene using soft pre-moistened cloths and ABHR.
6. Don safety eyewear and gown.
7. Set up equipment.
8. Place absorbent sheet to protect patient’s clothes.
9. Attend to hand hygiene and don gloves.
10. Inspect surrounding skin for redness, tenderness, swelling, irritation, purulent drainage or gastric leakage.
11. Check that the tube is round and clean.
12. Carefully lift the gastropexy suture device and cut the suture under the device ‘button’ flush with the skin. Repeat this step if the more than one gastropexy suture device is in place. It may assist to ask the patient or an assistant to gently press down on the abdomen to access the suture. The inside anchor/T-piece will fall into the stomach and pass out through a natural bowel movement.
13. Use gauze soaked in normal saline in a spiral pattern beginning at the stoma site and moving outward.  Dry thoroughly with gauze.
14. Discard equipment.
15. Remove gloves and attend to hand hygiene. 
16. Remove gown and attend to hand hygiene.
17. Remove safety goggles or face shield and attend to hand hygiene. 
18. Document in patient’s clinical record.
[bookmark: _Toc214454857][bookmark: _Toc215655517]3.11 Balloon Volume Checking 
General Information
Balloon checks can be attended by RNs, ENs and Dietitians who have been deemed competent. In addition, patients and family members, and north complex house Assistants in Nursing can also perform balloon checks if they have received education and been deemed competent by a trained clinician. 
In addition to anchoring the tube inside the stomach, the balloon helps keep the stoma from leaking.
An assistant may be necessary to reassure and stabilise the patient during the procedure.
It is important the tube is secured in the stomach whilst the balloon is empty.
Frequency
For paediatric patients, check the balloon weekly for 4 weeks. If there are no concerns after this time the balloon volume can be checked monthly (more frequently if the device feels loose). 
For adults- Following initial insertion of balloon feeding tube and ongoing tube exchanges check the balloon fortnightly, if there are no concerns with the balloon volume after four weeks, check the balloon volume monthly.
The balloon volume is more likely to reduce at the end of the tube life, so if reduction of balloon volume is noted, increase the frequency of checks and plan tube change. 
Volume
[bookmark: _Hlk83125876]Check the tube manufacturer’s instructions for use for recommended balloon volume and capacity. There may be a variation on recommended balloon volume - check notes for documentation (document in DHR LDA Enterostomy Feeding Tube properties section - recommended balloon volume and reason for variation to recommended balloon volume)
The balloon port may have volume printed on it. 
· Low profile tubes over 12Fr are normally 5mL with max fill volume 10mL 
· Long Balloon gastrostomy tubes are normally 3-5mL or 7-10mL 
· Jejunal tubes may be 1-3mL or more. 
· Check tube recommendation before balloon check. Check surgeon’s instructions in op notes or other documentation for surgically inserted jejunal tubes. (Bowel obstruction is a risk of overfilling balloons in some jejunal tubes)
[bookmark: _Hlk83125830][bookmark: _Hlk72490722]It’s expected that small amounts (up to 20%) of fluid are lost over time. Approximately one mL loss of sterile water is acceptable for a three to five mL balloon fill volume and approximately two mL loss of sterile water is acceptable for seven to ten mL balloon fill volume at regular balloon check periods 
It is important to keep the balloon valve (if present) clean. The recess in the valve, which can trap foreign material, should be clean to function properly. 
Balloon check procedure. 
Equipment
Soft pre-moistened cloths (community only) and ABHR
PPE including safety eyewear or shield and non-sterile gloves
Syringe luer slip 10 mL x two (e.g. PICS: 10341)
Sterile water ampoule for injection
Non transparent rubbish bag
Procedure
1. Check medical record for the documented volume of water in the balloon.
Undertake positive patient identification as per the Patient Identification and Health Care Activity Matching Procedure.
Explain the procedure to the patient and obtain consent as per the Consent for Healthcare Treatment Guideline.
Identify patient’s allergies against clinical notes and stickers.
Ensure the patient has their privacy maintained throughout the procedure. Reassure the patient and ensure patient comfort during the procedure. 
Attend to hand hygiene using soft pre-moistened cloths and ABHR.
Don safety eyewear.
Set up equipment. Draw up sterile water into the 10 mL syringe.
Attend to hand hygiene and don non-sterile gloves.
Verify correct tube placement.
Inspect the surrounding skin for redness, tenderness, swelling, irritation, purulent drainage or gastric leakage.
Check that the tube is round and clean, not perished or broken.
Stabilise the tube with the non-dominant hand by gently pushing down on the external flange or the ‘t-piece’ on a low profile/skin level tube, onto the insertion site, during the entire procedure. This is to avoid accidental tube removal.
Insert the first syringe gently with a ¼ twist to the balloon port, allow the syringe to fill, and then gently draw back on the syringe to ensure all the water has been removed from the balloon. It’s expected that the water will be discoloured. 
[bookmark: _Hlk93656048]Disconnect the syringe and compare the amount of water in the syringe with the documented volume of water in the balloon. Repeat step 14 if balloon fill volume is less than the documented volume of water. 
Connect the second syringe gently with a ¼ twist to the balloon port and slowly refill the balloon to stated amount. Apply pressure to the end of the plunger before disconnection. 
[bookmark: _Hlk82775202]Gently apply traction to the tube so that the balloon is snug but not tight against the stomach wall.
Ensure the external flange (if applicable) is resting off the skin leaving three to five mm (height off the skin variable in paediatric patients, depending on their size) between the base of the external flange and the abdomen.
[bookmark: _Hlk72241632]Discard equipment.
Remove PPE.
Attend to hand hygiene.
Document in DHR LDA Enterostomy Feeding Tube New assessment section, the date and time the balloon was checked, amount of water removed, and amount instilled in the balloon, condition of peristomal skin and the tube, cm marking at skin level (if applicable), or position of the tube, position of base of the skin flange (if applicable) and date of next balloon check.
Alert:
If there is significant balloon volume loss (one mL for five mL balloon, two mL for a ten mL balloon and half a mL for a one to three mL balloon) since tube was last checked, action is required. 
Fill balloon as recommended and check balloon volume again in approximately 60 minutes. 
If the balloon is not maintaining volume, the tube should be changed. Secure the tube to abdomen whilst arranging tube change as soon as possible. 
See Attachment 1 and section 3.12 for details on replacement of a balloon gastrostomy tube. 
See Attachment 2 for details on gastric jejunal and jejunal tubes and section 4.3 for process to book a change of jejunostomy tube. Contact treating team to alert to need to organise a tube change. The tube may be able to be used if not dislodged and well secured- discuss with treating team.
NB if patient is NBM, the tube change is a matter of urgency to maintain hydration and access for medication and nutrition.
[bookmark: _Toc214454858][bookmark: _Toc215655518]3.12 Replacement of a Balloon Gastrostomy Tube 
General Information
· See Accidental Dislodgement of a Gastrostomy, Gastric-Jejunal or Jejunal Tube in Section 2.6 for essential information about stoma maturity and tube replacement responsibility and location. (NB over 12 weeks post initial insertion for Community based changes) 
· The method of removing and replacing a gastrostomy tube depends on its type:
· PEG tubes are removed in the Endoscopy Unit and are usually replaced with a balloon gastrostomy tube. See Attachment 1: Types of Gastrostomy Tubes, Initial Insertion, Planned and Unplanned Replacement of this document.
· A balloon gastrostomy tube is usually changed every three to six months, some tubes may last up to 12 months.
· A medical order is not required to replace a balloon gastrostomy tube in the community. All current tube information should be documented on the DHR LDA enterostomy feeding tube avatar in properties.
· Balloon gastrostomy tubes can be changed at the bedside, in a clinic or in the home setting.
· The patient should fast for approximately two hours prior to the procedure. A small volume of gastric content is required to check tube placement.
· Community-based patients are responsible for supplying their own replacement balloon gastrostomy tubes on an ongoing basis. Refer to Nutrition and Tube Feeding Plan for tube purchase information. For a long-term tube feeding patient, it is recommended the patient always has two spare balloon gastrostomy tubes on hand. Some patients are expected to have short-term tube feeding e.g.  some cancer patients, palliative care and may not require a spare tube, or only 1. Please organise a catheter in the home as per Section 5.1. Please liaise with dietitians or Post Acute Care if there are issues with identifying tube plans or ordering tubes. See Section 8.3 for information about funding. 
Equipment 
soft pre-moistened cloths (community only) and ABHR
PPE including safety eyewear or shield, non-sterile gloves and gown
gastrostomy balloon tube the same Fr size as the tube in place (supplied by the patient)
dressing pack
normal saline 30 mL (at body temperature warmth)
sterile water for injection ampoule
absorbent sheet, bathroom towel for tube change at home
pH graded paper (e.g. PICS: 58034)  
syringe 10 mL luer slip x two (e.g. PICS: 10341)
syringe 60 mL ENFitTM x two (clean not sterile, check if community patient has two syringes already open and ready for use) (e.g.PICS: 142122)
water-soluble lubricant or
lignocaine gel 2% (if required)
water flush, sterile water or cooled boiled water (room temperature) as per the Nutrition and Tube Feeding Plan 
extension set (low profile tubes only)
non transparent rubbish bag.
Procedure
1. Undertake positive patient identification as per the Patient Identification and Health Care Activity Matching Procedure.
2. Explain the procedure to the patient and obtain consent as per Consent for Healthcare Treatment Guideline.
3. Identify patient’s allergies against clinical notes and stickers.
4. Ensure the patient has their privacy maintained throughout the procedure. Reassure the patient and ensure patient comfort during the procedure. 
5. Attend to hand hygiene using soft pre-moistened cloths and ABHR.
6. Place patient semi-upright (minimum 30ᴼ) during the procedure.
7. Place absorbent sheet to protect patient’s clothes. If the tube is changed in the home environment, place a bathroom towel under the patient to protect bed linen.
8. Attend to hand hygiene.
9. Don safety eyewear and gown.
10. Set up equipment. 
11. Draw up sterile water into the 10 mL syringe for balloon inflation.
12. Draw up water flush into the 60 mL syringe.
13. Prepare gastrostomy balloon tube:
13.1. Confirm the correct size of the replacement tube.
13.2. Close the caps on the tube.
13.3. Check the amount of water required for balloon inflation on the balloon access port. Using the 10 mL syringe inflate the balloon with the prescribed amount of sterile water.  If the balloon is asymmetrical, roll it gently between your fingers until the balloon frees itself, check for leakage.  Deflate the balloon.
13.4. Establish the depth to which the new traditional length ‘long’ balloon gastrostomy tube requires insertion:
· Gently apply traction to the tube in place so that the balloon is snug but not tight against the stomach wall, note the cm mark at skin level on the tube.
· Add three cm to the cm mark at skin level, this is the depth the new long tube is inserted before inflating the balloon.  Move the external flange on the new tube to this mark. Hold the tube above and below the external flange, gently stretch the tubing and move the flange along the tube to the required position.
13.5. Lubricate the tube tip only with water-soluble lubricant or Lignocaine gel 2% (if required).
14. Attend to hand hygiene and don gloves. 
15. Inspect surrounding skin for redness, tenderness, swelling, irritation, purulent drainage or gastric leakage.
16. Slide the external flange (long balloon gastrostomy tubes only) away from the stoma.
17. Clean the stoma with gauze soaked in normal saline.
18. Apply water-soluble lubricant to the base of the gastrostomy tube insitu. The lubricant can then be worked into the stoma by moving the tube in-and-out of the gastrostomy tract and rotating the tube 360°. Alternatively, Lignocaine 2% gel can be used. Wait four to five minutes to allow anaesthetising of the stoma tract. 
19. Deflate the balloon of the tube insitu with the syringe.
20. Apply counter pressure by placing the non-dominant hand on the patient’s abdomen at the base of the gastrostomy tube to support the abdomen. Have gauze on hand in case of gastric contents leakage.
21. Grasp the gastrostomy tube close to the stoma with the dominant hand.  Apply slow, deliberate traction at a 90° angle in a twisting motion when removing the gastrostomy tube until the tip with the deflated balloon emerges through the stoma.  Avoid sudden pulls.
22. Check the gastrostomy tube is intact.
23. Clean the area if required with gauze soaked in normal saline in a spiral pattern beginning next to the stoma site and moving outward. 
24. Lubricate the stoma with water-soluble lubricant or Lignocaine gel 2% (if required).
25. Gently insert the new gastrostomy tube with a slight twisting motion into the stoma usually at a 90° angle (Note: not all stomas are straight and some tubes may need to be put in at an angle) through the tract into the stomach to the external flange (the established depth for balloon inflation) or to the external base T-piece of a low profile tube.  If any resistance is felt ask the patient to relax by taking a deep breath (this may assist in relaxing the stoma) and continue the insertion using a slight twisting motion, next try to dilate the stoma by gently probing it with the tip of the lubricated new gastrostomy tube. If further resistance is felt attempt to gently insert a smaller Fr male length urinary catheter to maintain the tract and advise the patient to proceed to ED immediately for assessment and gastrostomy tube insertion (community patients only). For in-patients, seek MO advice.
26. Inflate the balloon with sterile water to the stated amount.
27. Check placement by a pH strip test: 
27.1. Using the 60 mL syringe, aspirate the tube.  Low profile gastrostomy tube will require the application of a compatible extension set. Positioning the patient on their left side usually aids obtaining an aspirate. Repeat using the 60 mL syringe, aspirate the tube. If unable to obtain an aspirate, long gastrostomy balloon tubes only, gently advance the tube approximately three cm further into the stomach may aid obtaining an aspirate. Repeat using the 60 mL syringe, aspirate the tube. If unable to obtain an aspirate it may assist to wait for 15 to 30 minutes for gastric fluid to build up in the stomach. Repeat using the 60 mL syringe, aspirate the tube.
27.2. Place aspirate in a clean container.
27.3. Observe the aspirate colour.
27.4. Place the pH-graded paper in the aspirate.
27.5. Observe the pH-graded paper for a pH of five or less to indicate correct position in the stomach. Note the pH could be above five if the patient is on acid suppression or antacid medication.
27.6. If there are any concerns regarding correct position of tube organise for a medical review before the tube is accessed for feeds, flushes or medications.
28. Clean the area with gauze soaked in normal saline in a spiral pattern beginning next to the stoma site and moving outward. Dry thoroughly with gauze.
Gently apply traction to the tube so that the balloon is snug but not tight against the stomach wall.
Rotate the tube 360° and move in/out ½ cm of the gastrostomy stoma tract.
Slide the external flange toward the abdomen allowing five mm space between the abdomen and the base of the external flange.
Check cm marking at skin level on the tube (long balloon gastrostomy tubes only).
Flush the gastrostomy tube with 50 mL of water. Low profile gastrostomy tubes will require the insert of the extension set into the tube to do this.
Discard equipment.
Patient must remain semi-upright (minimum 30o) for 30 - 60 minutes after the procedure.
Remove PPE.
Attend to hand hygiene.
Document the change procedure in the DHR LDAs Enterostomy Feeding Tube properties section. Note the manufacturer, type and Fr size, length of stoma low profile gastrostomy tubes only, Lot number of the replacement tube, pH of gastric aspirate, skin condition, cm marking at skin level (long gastrostomy balloon tubes only), amount of water removed and instilled in the balloon, recommended date for next tube change (usually in 3 to 12 months), number of spare tube(s) the patient has and patient tolerance of the procedure in the patient’s clinical record. It can be useful to upload a photo of Lot number and tube information into Media tab of the patient’s DHR. Patient/carer to order spare tubes as per Nutrition and Tube Feeding Plan.
Feeding and medications can be commenced immediately after the tube is replaced and correct position confirmed.  
[bookmark: _Toc214454859][bookmark: _Toc215655519]3.13 Addition of a Side Loading Clamp to a Balloon Gastrostomy Tube 
A side loading clamp is used to prevent backflow of stomach contents when the adaptor lid is opened. It may be beneficial if someone has limited dexterity. It is optimal to leave the clamp open unless the tube is being accessed. It must be moved to a different location along the tube daily to prevent the development of a kink resulting in blockage of the tube or damage to balloon line.
Equipment
soft pre-moistened cloths (community only) and ABHR
PPE including safety eyewear or shield and non-sterile gloves
Avanos ‘Cubby’ Clamp side loading (e.g. PICS: 151613)
[bookmark: _Hlk72749954]Procedure
1. Undertake positive patient identification as per the Patient Identification and Health Care Activity Matching Procedure
2. Explain the procedure to the patient and obtain consent as per the Consent for Healthcare Treatment Guideline
3. Identify patient’s allergies against clinical notes and stickers.
4. Ensure the patient has their privacy maintained throughout the procedure. Reassure the patient and ensure patient comfort during the procedure. 
5. Attend to hand hygiene using soft pre-moistened cloths and ABHR.
6. Don safety eyewear and non-sterile gloves. 
7. Verify correct tube placement.
8. Inspect the surrounding skin for redness, tenderness, swelling, irritation, purulent drainage or gastric leakage.
9. Check that the tube is round and clean, not perished or broken.
10. The side loading clamp can be installed on any part of the tubing.
11. The clamp should be closed before opening the cap on the feeding tube to connect a syringe for formula, medication and water administration or before connecting a pump giving set.
12. Keep the clamp open at all other times. Move the clamp along the tube one to two cm each day, to help prevent compression of the tube.
13. Remove PPE.
14. Attend to hand hygiene
15. Document date and time the clamp was added to the tube in the patient’s clinical record.

[bookmark: _Toc214454860][bookmark: _Toc215655520]3.14 Addition of an Extension set to a Standard Length Enterostomy Tube 
Alert:
Two different types of extension sets are discussed in 3.14 and 3.15
Section 3.14 refers to a short extension set (see Figure 1) as an add on to a tube that is NOT low profile. 
[bookmark: _Int_4gLSDowh][bookmark: _Int_C6wCTUpe][bookmark: _Int_8J5MDYHq][bookmark: _Int_UBT1Z729]Section 3.15 refers to a specific low profile extension set that is required to access the special one way valve on a low profile tube. Refer to manufacturers instructions on how to insert and maintain.
An example of a short extension set 
[image: A short tube with Y ENFit connectors at one end, a small clamp and ENFit connector at the other end. ]
A standard or long feeding tube may have an extension set added to prevent backflow of stomach contents when adaptor lid is opened or to provide extra length to the tube at the patient’s request. These extension sets are usually replaced fortnightly. They can be added to the feeding and nutrition equipment list by dietitians. The extension set may also be used as a temporary measure if the adaptor is broken. For Community Nursing, there should be 1-2 in the Emergency Equipment box in each Community Health Centre. See Attachment 3. 
Equipment
soft pre-moistened cloths (community only) and ABHR
PPE including safety eyewear or shield and non-sterile gloves
Medicina ENFitTM Y-Site Short Extension Set 15cm Wide Bore or similar extension set (e.g. PICS: 140374)
· [bookmark: _Hlk93656714]ENFitTM syringe 60 mL x two (e.g. PICS: 142122)
water, sterile water or cooled boiled water as per the Nutrition and Tube Feeding Plan.
[bookmark: _Hlk82174978]Procedure
1. Undertake positive patient identification as per the Patient Identification and Health Care Activity Matching Procedure
2. Explain the procedure to the patient and obtain consent as per the Consent for Healthcare Treatment Guideline.
3. Identify patient’s allergies against clinical notes and stickers.
4. Ensure the patient has their privacy maintained throughout the procedure. Reassure the patient and ensure patient comfort during the procedure. 
5. Attend to hand hygiene using soft pre-moistened cloths and ABHR.
6. Don safety eyewear and non-sterile gloves.
7. Draw up water into the ENFitTM syringe.
8. Close access port and slide clamp if required on the shortest Y extension set.
9. Remove the cap and open the slide clamp on the longest Y extension set. Attach an ENFitTM syringe to the extension set and prime the line with water.
10. Verify correct tube placement.
11. Inspect the surrounding skin for redness, tenderness, swelling, irritation, purulent drainage or gastric leakage.
12. Check that the tube is round and clean, not perished or broken.
13. Attach extension set distal ENFitTM connector to ENFitTM gastrostomy tube.
14. The clamp should be closed before opening the cap on the extension set to connect an ENFitTM syringe for formula, medication and water administration.
15. Move the clamp along the extension set daily to prevent compression of tubing through repeated use.
16. Remove PPE.
17. Attend to hand hygiene.
18. [bookmark: _Toc104383442]Document date the extension set was added to the tube and date of next planned extension set change as per the manufacturer’s directions in the patient’s clinical record.
[bookmark: _Toc214454861][bookmark: _Toc215655521]3.15 Low Profile Feeding Tube Extension Set Care
See alert at 3.14 to ensure correct section. 
Care must be taken when attaching and detaching the low-profile extension sets to the low-profile tube (see Figure 2), as incorrect technique may damage the feeding tube causing a need for premature replacement. 
For AVANOS tubes lineup the black lines and twist ¼ turn until secured. To remove- reverse this action. See instructions for use or AVANOS tube fed or Avanos education space for videos. Other manufacturers will also have instructions for use on their specific equipment.
Extension sets are usually replaced fortnightly or sooner if showing signs of wear and tear.
[bookmark: _Hlk93836126]All contact with the patient, feeding tube and equipment should follow 5 Moments for Hand Hygiene protocol.
[bookmark: _Hlk93669545]Disconnect the extension set from the Low profile/skin level balloon “button” tube.
After each use draw up water into an ENFitTM syringe and flush the extension set until clear.
Draw up mild soapy water into an ENFitTM syringe and flush the extension set.
Draw up clean water into an ENFitTM syringe and flush the extension set.
Store extension set in a clean container away from contamination.
Extension sets can be ordered separately to tubes and should be listed on the Nutrition and Tube Feeding Plan. 
There are right angled connectors designed to sit flat against the body for prolonged pump feeding, or straight connectors for bolus feeds and medications. There are varying lengths of extension sets.
MIC KEY low profile gastrostomy tube and example of bolus (straight) and right angle feeding sets for continuous feeding 
[image: ][image: Picture of a low profile gastrostomy tube. showing access port covered, balloon valve and balloon inflated.  ]
[bookmark: _Toc214454862][bookmark: _Toc215655522]3.16 Replacement of a PEG Tube Y-Port Adaptor
General Information
Because there is no balloon line in a PEG tube, the PEG tube Y-port adaptor can be replaced when broken.  
Patients should always have two spare adaptors on hand in case the adaptor needs to be replaced. It will be sized to fit the PEG tube eg 20 Fr or 24 Fr 
For adaptor information: 
· inpatients refer to the dietitian.
· community patients, refer to the Nutrition and Tube Feeding Plan. (See attachment 3.1 for the emergency box contents)
Equipment
soft pre-moistened cloths (community only) and ABHR
PPE including safety eyewear or shield and non-sterile gloves
Y-port adaptor Avanos Universal Feeding Adaptor ENFitTM for use with PEG 20 Fr (e.g. PICS: 146087) or PEG 24 Fr (e.g. PICS: 146090)
scissors
absorbent sheet
non transparent rubbish bag.
Procedure
1. Undertake positive patient identification as per the Patient Identification and Health Care Activity Matching Procedure.
2. Explain the procedure to the patient and obtain consent as per the Consent for Healthcare Treatment Guideline.
3. Identify patient’s allergies against clinical notes and stickers.
4. Ensure the patient has their privacy maintained throughout the procedure. Reassure the patient and ensure patient comfort during the procedure. 
5. Attend to hand hygiene using soft pre-moistened cloths and ABHR.
6. Set up equipment. Ensure caps are closed on the new adaptor.
7. Don safety eyewear.
8. Place absorbent sheet to protect patient’s clothes.
9. Attend to and hygiene and don gloves.
10. Verify correct tube placement.
11. Inspect the surrounding skin for redness, tenderness, swelling, irritation, purulent drainage or gastric leakage.
12. Check that the tube is round and clean, not perished or broken.
13. Ensure clamp on PEG tube and caps on adaptor are closed.
14. Stabilise the PEG tube with the nondominant hand, pull out the broken adaptor from the PEG tube with the dominant hand.
15. Trim at least 1 cm off the distal end of the PEG tube with scissors.
16. Connect new adaptor.
17. Discard equipment.
18. Remove gloves and attend to hand hygiene. 
19. Remove safety goggles or face shield and attend to hand hygiene. 
20. The PEG tube is ready for use immediately after adaptor replacement.
21. Document in DHR in the progress note. 
[bookmark: _Toc214454863][bookmark: _Toc215655523]3.17 Decompression or Venting
General Information
Abdominal discomfort and bloating may be caused by excessive air/gas in the stomach.  Decompression or venting will allow the air to escape. The decompression or venting process can be carried out as per the MO order before formula administration or as required.
Equipment
Soft pre-moistened cloths (community only) and ABHR
PPE including safety eyewear or shield, non-sterile gloves and non-sterile gown
Absorbent sheet
Low Profile Devices:
Applied Medical Technology AMT Mini-One – bolus feed set
Avanos MIC-KEY Low Profile Balloon Gastrostomy Tube – bolus extension set 
Syringe 60 mL ENFitTM x two (e.g.PICS: 142122)
Clean container of tap water (or sterile water or cooled boiled water if appropriate)
Procedure
1. Check medical order for decompression or venting.
1. Undertake positive patient identification as per the Patient Identification and Health Care Activity Matching Procedure.
1. Explain the procedure to the patient and obtain consent as per the Consent for Healthcare Treatment Guideline.
1. Identify patient’s allergies against clinical notes and stickers.
1. Ensure the patient has their privacy maintained throughout the procedure. Reassure the patient and ensure patient comfort during the procedure. 
1. Ensure head of bed remains elevated both during and for 30 – 60 minutes post accessing the tube.
1. Perform hand hygiene using soft pre-moistened cloths and ABHR.
1. Don safety eyewear and gown.
1. Set up equipment.
1. Draw up water flush into the 60 mL syringe. Remove the piston from the barrel of the 2nd 60 mL syringe.
1. Attend to hand hygiene.
1. Place absorbent sheets to protect patient’s clothes.
1. Attend to hand hygiene and don gloves.
1. Verify correct tube placement.
1. Inspect the surrounding skin for redness, tenderness, swelling, irritation, purulent drainage or gastric leakage.
1. Check that the tube is round and clean, not perished or broken.
16.1 Insert extension set into the low-profile device (if applicable).
1. Remove the cap from the feeding port and attach the 2nd 60 mL syringe (barrel only) to the feeding port.  
1. Lower the syringe below the stomach.  Allow the stomach contents (froth may be present) to fill the syringe. Drain stomach contents back into the stomach by raising the syringe above the stomach. Disconnect the syringe barrel. 
1. Flush the tube with 20 to 30 mL of water.
1. Remove the extension set (if applicable).
1. Clean equipment.  Wash and dry syringe(s) and store in clean container with a lid.
1. Discard equipment.
1. Remove PPE and attend to hand hygiene.
1. Document procedure in the patient’s clinical record. Aspirate can be recorded in the DHR LDA Enterostomy Feeding Tube assessment section.
The AVANOS Farrell bag may be indicated for use in specific situations, such as excessive abdominal bloating and pain. It is a specialised closed venting system. Instructions for use are available via AVANOS website education space: FARRELL* Valve | Avanos Medical Devices   https://avanos.com.au/farrell-valve 
This product is on PICS, however it is expected that for Community use this would go on the dietitian-prepared nutrition and feeding plan, meaning that the patient would be responsible for purchasing the product.
Back to Contents
[bookmark: _Toc214454864][bookmark: _Toc215655524]Section 4 - Gastric-Jejunal and Jejunal tube care
[bookmark: _Toc214454865][bookmark: _Toc215655525]4.1 Special features of a Gastric-Jejunal or Jejunal tube. 
Jejunal feeding is into the jejunostomy - the second part of the small intestine. 
This area of the bowel is not designed as a receptacle for significant volumes of food/fluid, so jejunal feeds will normally be smaller volumes over a long period of time with a pump. 
There are several jejunal tubes used within the CHS environment. Tubes may be placed surgically, endoscopically (PEG with Jejunal extension) or radiologically. Tubes may be inserted directly into a loop of jejunum brought to the surface or placed in the jejunum through the stomach (trans-gastric jejunal tube).
A gastric jejunal tube will have a jejunal port for feeding and a gastric port which can be used for gastric decompression or medication administration (confirm which port for medications with MO and Pharmacist). 
Risk of infection is increased as intake bypasses the stomach acid, hence attention to hygiene is more important. Water for flushes will be sterile in hospital and likely cooled boiled water at home. 
Risk of blockage is higher because the tubes are normally smaller diameter and longer, they need to be flushed regularly across the day to minimise the risk of blockage (also avoid constipation).  
Gastric-Jejunal and Jejunal tubes can be moved in and out a little daily but are NOT rotated to reduce the risk of migration of the long end. 
Removal- these tubes are long, so on removal there is a significant length. If possible, ensure the patient is not constipated prior to removal or there may be some delay in tract closure and potential for faecal leakage. A drain bag may be a good option in this case.
[bookmark: _Toc214454866][bookmark: _Toc215655526][bookmark: _Hlk205916236]4.2 Surgical Jejunal tube Management
The Surgeon may rupture the balloon on purpose before inserting the tube. If this is the case the external flange is usually sutured to the abdomen and balloon inflation valve may be closed off with tape. It is good practice to note the cm mark on the tube at the insertion site and record the measurement the DHR LDA Enterostomy Feeding Tube assessment section, to ensure migration and dislodgement can be easily identified. If no balloon- maintain dressing (see Section 4.4) and StatLock as ongoing securing devices.
It’s anticipated that sutures will dislodge, the tube doesn’t require re-suturing, it can be secured by a weekly dressing or sooner if it’s lifting or gets wet and a StatLock/Flexi-trak.
A surgical jejunal tube is changed in Medical Imaging, Radiology, Angiography Suite, the change is organised by the treating medical team. See Section 4.3 for the process. 
General pathway for surgical jejunal management- Requires medical orders for suture removal.
Week 1-2 post insertion
Tube secured with small balloon volume (normally 1-3mL volume) check op-note. 
Tube flange sutured to skin, (normally internal sutures as well)  
Secure with dressing (section 4.4)
Weeks 3-4 post insertion
Remove sutures (with medical order) 
Maintain small balloon volume
Dressing (Section 4.5)
StatLock
Ongoing after first 4 weeks. 
Maintain balloon volume as per op note or order. 
Use StatLock to secure 
[bookmark: _Toc214454867][bookmark: _Toc215655527]4.3 Process to Book an Outpatient for Change of a Jejunal or Gastric-Jejunal Tube
Canberra Hospital Medical Imaging (Radiology) Angiography Suite
The patient needs to be under a Canberra Hospital Medical Specialist and treating team on an ongoing basis. The treating team:
1. Submits an online order via DHR for a jejunal or gastric-jejunal tube change
1. Discusses the case for urgency with the Interventional Radiologist (IR)/Fellow of the day.
1. IR will internally approve the change and organise booking and ensure the correct standard tube is available. For non-standard tubes of different sizes, supply is organised by the patient or treating team on an ongoing basis. supplied by the treating team or patient, on an ongoing basis.
Standard sizes of Jejunal tubes stocked by Medical Imaging include: 
12 Fr MIC jejunal tube Avanos code: 8200-12LV,
14 Fr MIC jejunal tube Avanos code: 8200-14,
18Fr MIC jejunal tube Avanos code: 8200-18.  
Alternative sizes or variations are supplied by the treating team or patient on an ongoing basis.
Private Angiography (Radiology) Service
GP/Medical Specialist referral/request form is required to access these private services.
Canberra Imaging Group (CIG)
Phone: 1300 788 508
Website: https://www.canberraimaging.com.au/
Angiography Service Deakin
Phone: (02) 6203-2092
Email: angio@cig.com.au
Fax: (02) 6203-2093 
Address: John James Healthcare Campus. Peter Yorke Building, 173 Strickland Crescent, 
Deakin ACT 2600 
[bookmark: _Toc214454868][bookmark: _Toc215655528]4.4 Jejunal Tube Dressing Management for Sutured External Flange
The dressing is changed once per week and more often if the integrity of the dressing or seal is breached. 
Equipment
soft pre-moistened cloths (community only) and ABHR
PPE includes, safety goggles or face shield, non-sterile gloves and gown
dressing pack
normal saline packaged 30 mL (at body temperature warmth)
gauze (extra if required)
Sterile cotton tip applicators 2 x 15 cm (e.g. PICS: 15499)
dressing Drain “Topper” 5 x 5 cm (optional) (e.g. PICS: 15733)
occlusive dressings 10 cm x 12 cm (e.g. Tegaderm) 
Tegaderm IV, 10 cm x 15.5 cm cm IV advanced securement dressing (optional, may assist to form a waterproof dressing) (e.g.PICS:25757)
StatLock Universal Plus, Medium 10–12 Fr (e.g PICS:37561) or Large 12–14 Fr orange (PICS: 37562) or alternate anchoring device. Flexi-trak (PICS:19556) grip lock 
scissors (to trim StatLock if required)
alcohol 70% wipes
remover wipes (if required)
absorbent sheet
non transparent rubbish bag.
Procedure
1. Undertake positive patient identification as per the Patient Identification and Health Care Activity Matching Procedure.
2. Explain the procedure to the patient and obtain consent as per the Consent for Healthcare Treatment Guideline.
3. Identify patient’s allergies against clinical notes and stickers.
4. Ensure the patient has their privacy maintained throughout the procedure. Reassure the patient and ensure patient comfort during the procedure. 
5. Attend to hand hygiene using soft pre-moistened cloths and ABHR.
6. Don safety eyewear and gown.
7. Set up equipment.
8. Attend to hand hygiene.
9. Place absorbent sheet to protect patient’s clothes.
10. Attend to hand hygiene and don gloves.
11. [bookmark: _Int_Vlf12yGR]Carefully remove tube securing device – StatLock as per Section 5.4 of this document/Flexi-trak while ensuring the tube is secure.
12. Carefully remove the old dressing while ensuring the tube is secure. Check the tube position, note cm marking at skin level and compare to baseline measurement. If the tube has partially dislodged:
12.1. less than or equal to five cm, the tube can be used normally for enteral formula, medication and water administration.
12.2. greater than five cm the patient requires a radiology review, don’t use the tube until instructed to do so by a MO. The MO will document in the patient’s clinical record when the tube can be used.
13. Inspect the surrounding skin for redness, tenderness, swelling, irritation, purulent drainage or gastric leakage. 
14. Check that the tube is round and clean, not perished or broken.
15. Check the sutures.
16. Remove gloves.
17. Attend to hand hygiene and don gloves.
18. Cleaning under the external flange may be difficult due to the sutures.  Use cotton tip applicators or gauze soaked in normal saline to clean the stoma site, allow to air-dry.  Clean any debris on the tube, external flange, adaptor or caps. 
19. If the base of the external flange is causing pressure marks to the peri tube skin apply a thin layer of gauze between the sutures if possible.
20. Apply folded gauze or drain dressing over the external flange to prevent the occlusive dressing adhering to the tube. Ensure the tube is secured by the occlusive dressing and the dressing is waterproof.
21. Apply tube securing device – e.g. StatLock as per Section 5.4 of this document or Flexi-trak.
22. Discard equipment.
23. Remove PPE.
24. Attend to hand hygiene. 
25. Document in the patient’s DHR LDA Enterostomy Feeding Tube assessment section, including cm marking on the tube at skin level.
[bookmark: _Toc214454869][bookmark: _Toc215655529]4.5 Jejunal Tube Weekly Occlusive Dressing for External Flange Without Sutures and Tube Secured with a StatLock
The dressing is changed once per week and more often if the integrity of the dressing or seal is breached. The StatLock is replaced at least every seven days. If patient reacts to adhesive, the variation below (Section 4.6) can be used. 
Equipment
soft pre-moistened cloths (community only) and ABHR
PPE includes, safety goggles or face shield, non-sterile gloves and gown
dressing pack
normal saline packaged 30 mL (at body temperature warmth)
gauze (extra if required)
dressing Drain “Topper” 5 x 5 cm (optional) (e.g. PICS: 15733)
occlusive dressings 10 cm by 12 cm (e.g. Tegaderm) 
Tegaderm IV, 10 cm x 15.5 cm cm IV advanced securement dressing (optional, may assist to form a waterproof dressing) (e.g.PICS:25757)
StatLock Universal Plus, Medium 10 – 12 Fr absorbent or 
large 12 – 14 Fr orange for weekly StatLock change
scissors (to trim StatLock if required)
alcohol 70% wipes
remover wipes 
securing tape (if required)
absorbent sheet
non transparent rubbish bag.
Procedure
1. Undertake positive patient identification as per the Patient Identification and Health Care Activity Matching Procedure.
2. Explain the procedure to the patient and obtain consent as per the Consent for Healthcare Treatment Guideline.
3. Identify patient’s allergies against clinical notes and stickers.
4. Ensure the patient has their privacy maintained throughout the procedure. Reassure the patient and ensure patient comfort during the procedure. 
5. Attend to hand hygiene using soft pre-moistened cloths and ABHR.
6. Don safety eyewear and gown.
7. Set up equipment.
8. Attend to hand hygiene.
9. Place absorbent sheet to protect patient’s clothes.
10. Attend to hand hygiene and don gloves.
11. Carefully remove the old dressing while ensuring the tube is secure.
12. Check the tube position, note cm marking at skin level and compare to baseline measurement. If tube has partially dislodged:
12.1. less than or equal to five cm, the tube can be used normally for enteral formula, medication and water administration.
12.2. greater than five cm the patient requires a radiology review, don’t use the tube until instructed to do so by a MO. The MO will document in the patient’s clinical record when the tube can be used.
13. Inspect the surrounding skin for redness, tenderness, swelling, irritation, purulent drainage or gastric leakage. Organise a medical review if required.
14. Check that the tube is round and clean, not perished or broken.
15. Remove gloves.
16. Attend to hand hygiene and don gloves.
17. Use gauze soaked in normal saline in a spiral pattern beginning at the stoma site and moving outward to clean the area.  Clean any debris on the tube, external flange, adaptor or caps. Gently pat dry with gauze or allow to air-dry. 
18. Place drain dressing or folded gauze on the skin, around the tube, under the external flange to prevent pressure from the external flange. Apply drain dressing or folded gauze over the external flange to prevent the occlusive dressing adhering to the tube. Ensure the tube is secured by occlusive dressings e.g. Tegaderm and the dressing is waterproof.
19. StatLock change as per Section 5.4 of this document.
20. Apply securing tape if required.
21. Discard equipment.
22. Remove PPE.
23. Attend to hand hygiene. 
24. Document in the patient’s DHR LDA Enterostomy Feeding Tube assessment section, including cm marking at skin level.
[bookmark: _Toc214454870][bookmark: _Toc215655530]4.6 Jejunal Tube Daily Gauze Dressing for External Flange Without Sutures and Tube Secured with a StatLock
Used if patient unable to tolerate occlusive dressing. 
The dressing is changed daily or more often if required. The StatLock is replaced at least every seven days. 
Equipment
soft pre-moistened cloths (community only) and ABHR
PPE includes, safety goggles or face shield, non-sterile gloves and gown
dressing pack
normal saline packaged 30 mL (at body temperature warmth)
gauze (extra if required)
dressing Drain “Topper” 5 x 5 cm (optional) (e.g. PICS: 15733)
StatLock Universal Plus, Medium 10 – 12 Fr absorbent or 
large 12 – 14 Fr orange
scissors (to trim StatLock if required)
alcohol 70% wipes
remover wipes 
securing tape 
absorbent sheet
non transparent rubbish bag.
Procedure
1. Undertake positive patient identification as per the Patient Identification and Health Care Activity Matching Procedure.
2. Explain the procedure to the patient and obtain consent as per the Consent for Healthcare Treatment Guideline.
3. Identify patient’s allergies against clinical notes and stickers.
4. Ensure the patient has their privacy maintained throughout the procedure. Reassure the patient and ensure patient comfort during the procedure. 
5. Attend to hand hygiene using soft pre-moistened cloths and ABHR.
6. Don safety eyewear and gown.
7. Set up equipment.
8. Attend to hand hygiene.
9. Place absorbent sheet to protect patient’s clothes.
10. Attend to hand hygiene and don gloves.
11. Carefully remove the old dressing while ensuring the tube is secure.
12. StatLock removal as per Section 5.4 of this document.
13. Check the tube position, note cm marking at skin level and compare to baseline measurement. If tube has partially dislodged:
13.1. less than or equal to five cm, the tube can be used normally for enteral formula, medication and water administration.
13.2. greater than five cm the patient requires a radiology review, don’t use the tube until instructed to do so by a MO. The MO will document in the patient’s clinical record when the tube can be used.
14. Inspect the surrounding skin for redness, tenderness, swelling, irritation, purulent drainage or gastric leakage. Organise a medical review if required.
15. Check that the tube is round and clean, not perished or broken.
16. Remove gloves.
17. Attend to hand hygiene and don gloves.
18. Use gauze soaked in normal saline in a spiral pattern beginning at the stoma site and moving outward to clean the area.  Clean any debris on the tube, external flange, adaptor or caps. Gently pat dry with gauze or allow to air-dry. Alternatively, the peristomal area can be cleaned with warm mild soapy water and a clean cloth, rinsed with clean warm water and dried with a clean cloth.
19. Place drain dressing or folded gauze on the skin, around the tube, under the external flange to prevent pressure from the external flange. Apply drain dressing or gauze over the external flange. Ensure the dressing is well secured with tape.
20. StatLock application as per Section 5.4 of this document.
21. Discard equipment.
22. Remove PPE.
23. Attend to hand hygiene. 
24. Document in the patient’s DHR LDA Enterostomy Feeding Tube assessment section, including cm marking at skin level.

[bookmark: _Toc214454871][bookmark: _Toc215655531]4.7 Jejunal Tube Management for Tube Secured by the Balloon
If the tube is changed in Interventional Radiology the balloon may be inflated to secure the tube. Usually, an Avanos MIC Balloon Jejunal Feeding Tube (MIC J) ENFitTM 12 Fr Balloon Fill Volume 2 - 3 mL, Avanos product code: 8200-12LV, is used, do not instil more than 3 mL of sterile water into the balloon. See Section 3.11 - Balloon Volume Checking of this document for balloon maintenance. If the tube is trans-gastric, it may have a larger volume. Confirm with treating team or imaging for confirmation. 
A StatLock can be applied for additional security, the StatLock is replaced at least every seven days. 
Equipment
soft pre-moistened cloths (community only) and ABHR
PPE includes, safety goggles or face shield, non-sterile gloves and gown
dressing pack
normal saline packaged 30 mL (at body temperature warmth)
StatLock Universal Plus, Medium 10 – 12 Fr absorbent or 
large 12 – 14 Fr orange if required 
scissors (to trim StatLock if required)
alcohol 70% wipes
remover wipes (if required)
securing tape (if required)
absorbent sheet
non transparent rubbish bag.
Procedure
1. Undertake positive patient identification as per the Patient Identification and Health Care Activity Matching Procedure
1. Explain the procedure to the patient and obtain consent as per the Consent for Healthcare Treatment Guideline
1. Ensure the patient has their privacy maintained throughout the procedure. Reassure the patient and ensure patient comfort during the procedure. 
1. Attend to hand hygiene using soft pre-moistened cloths and ABHR.
1. Don safety eyewear and gown.
1. Set up equipment.
1. Attend to hand hygiene.
1. Place absorbent sheet to protect patient’s clothes.
1. Attend to hand hygiene and don gloves.
1. Check the tube position, note cm marking at skin level and compare to baseline measurement.
1. Inspect the surrounding skin for redness, tenderness, swelling, irritation, purulent drainage or gastric leakage. 
1. Check that the tube is round and clean, not perished or broken.
1. Carefully remove the StatLock as per Section 5.4 of this document, while ensuring the tube is secure.
1. Check the tube position, notes cm marking at skin level and compare to baseline measurement. If tube has partially dislodged:
14.1	less than five cm, the tube can be used normally for enteral formula, medication and water administration.
14.2	greater than five cm the patient requires a radiology review, don’t use the tube until instructed to do so by a MO. The MO will document in the patient’s clinical record when the tube can be used.
1. Use gauze soaked in normal saline in a spiral pattern beginning at the stoma site and moving outward to clean the area.  Clean any debris on the tube, external flange, adaptor or caps. Gently pat dry with gauze or leave open to air dry. Alternatively, the peristomal area can be cleaned with warm mild soapy water and a clean cloth, rinsed with clean warm water and dried with a clean cloth.
1. StatLock to be applied adjacent to the insertion site, as per Section 5.4 of this document.
1. Check the tube position, note cm marking at skin level and compare to baseline measurement.
1. Apply securing tape if required.
1. Discard equipment.
1. Remove PPE.
1. Attend to hand hygiene. 
1. Document procedure in the patient’s DHR LDA Enterostomy Feeding Tube assessment section, including cm marking on the tube at skin level.
[bookmark: _Toc214454872][bookmark: _Toc215655532]4.8 Jejunal Tube Position Check if the cm Markings on the Tube are not Visible
Due to wear and tear the cm markings may not be visible on the tube.
Equipment
Soft pre-moistened cloths (community only) and ABHR
PPE includes, safety goggles or face shield, non-sterile gloves
Permanent marking pen or 
Tape measure 
Procedure
1. Undertake positive patient identification as per the Patient Identification and Health Care Activity Matching Procedure.
2. Explain the procedure to the patient and obtain consent as per the Consent for Healthcare Treatment Guideline.
3. Identify patient’s allergies against clinical notes and stickers.
4. Ensure the patient has their privacy maintained throughout the procedure. Reassure the patient and ensure patient comfort during the procedure. 
5. Attend to hand hygiene using soft pre-moistened cloths and ABHR.
6. Don safety eyewear.
7. Attend to hand hygiene and don gloves.
8. Mark the tube with a permanent pen near the insertion site. Check this mark and reinforce if required at each dressing/StatLock change. Record the marking in the clinical record. This measurement is to be used as a baseline for checking against for ongoing tube position checks when the dressing is changed. 
OR
9. Measure from the insertion site to the base of the hub and document in the patient’s clinical record. This measurement is to be used as a baseline for checking against for ongoing external length measurements when the dressing is changed. 
10. Check the tube position, notes cm marking at skin level and compare to baseline measurement. If tube has partially dislodged:
10.1. less than five cm, the tube can be used normally for enteral formula, medication and water administration.
10.2. greater than five cm the patient requires a radiology review, don’t use the tube until instructed to do so by a MO. The MO will document in the patient’s clinical record when the tube can be used.
11. Discard equipment.
12. Remove PPE.
13. Attend to hand hygiene. 
14. Document in the patient’s clinical record, including step 8 permanent pen marking near the insertion site or step 9 measurement from the insertion site to the base of the hub.
[bookmark: _Toc214454873][bookmark: _Toc215655533]4.9 Fresenius Kabi Freka (shortened to Freka) Jejunal Tube Care and Dressing
The Freka jejunal tube is a 9 Fr jejunal feeding tube which is usually secured with a fixation plate and sutures. Most stitches become loose over time and may need to be replaced, or the Surgeon may request the tube be secured by a dressing and tube securing device e.g.as per Section 5.4 - StatLock Management of this document or Flexi-trak and tape.
There are several options for ongoing dressings based on Surgeon preference. If unsure of ongoing tube management plan, contact the treating medical team for clarification.
The tube has a smaller Fr size smaller than other feeding tubes and needs to be carefully looked after so it does not block.
Do not rotate the tube or advance the tube to avoid displacement.
When a Freka jejunal tube is changed in Medical Imaging (TCH only) potentially the tube could be secured with a StatLock as per Section 5.4 of this document, rather than a fixation plate and sutures. If this is the case, a dressing may not be required, and the site may be left open. 
Equipment
soft pre-moistened cloths (community only) and ABHR
PPE includes, safety goggles or face shield, non-sterile gloves and non-sterile gown
dressing pack
normal saline packaged 30 mL (at body temperature warmth)
sterile gauze (additional if required) 
Sterile cotton tip applicators 2 x 15 cm (e.g. PICS: 15499)
occlusive dressings 10 cm by 12 cm (e.g. Tegaderm) or similar dressing
Tegaderm IV, 10 cm x 15.5 cm cm IV advanced securement dressing (optional, may assist to form a waterproof dressing) (e.g.PICS:25757)
tape measure
securing tape 
absorbent sheet
non transparent rubbish bag.
Procedure
1. Undertake positive patient identification as per the Patient Identification and Health Care Activity Matching Procedure.
2. Explain the procedure to the patient and obtain consent as per the Consent for Healthcare Treatment Guideline.
3. Identify patient’s allergies against clinical notes and stickers.
4. Ensure the patient has their privacy maintained throughout the procedure. Reassure the patient and ensure patient comfort during the procedure. 
5. Attend to hand hygiene using soft pre-moistened cloths and ABHR.
6. Don safety eyewear and gown.
7. Set up equipment.
8. Attend to hand hygiene.
9. Place absorbent sheet to protect patient’s clothes.
10. Attend to hand hygiene and don gloves.
11. Carefully remove the old dressing while ensuring the tube is secure.
12. Inspect the surrounding skin for redness, tenderness, swelling, irritation, purulent drainage or gastric leakage. 
13. Check that the tube is round and clean, not perished or broken.
14. Check that the tube position and it is secured by sutures (if applicable). Measure external length of the tube from the top if the fixation plate to the base of the hub on the tube and document in the patient’s clinical record. This measurement will be the initial measurement to be used as a baseline for checking against for ongoing external length of tube measurements.
15. Remove gloves.
16. Attend to hand hygiene and don gloves.
17. Cleaning under the fixation plate may be difficult due to the sutures.  Use cotton tip applicators or gauze soaked in normal saline to clean the stoma site, allow to air-dry.  Clean any debris on the tube, fixation plate, adaptor or caps. 
18. Apply gauze over the tube insertion site and fixation plate and sutures to prevent the occlusive dressing adhering to the tube. Place the occlusive dressings over the gauze and insertion site. Ensure the tube is secured by the occlusive dressings and the dressing is waterproof. 
19. Coil the tube and secure to the patient’s skin with tape. Gauze may need to be placed under the coiled tube, apply gauze on top of the tube to prevent the occlusive dressing adhering to the tube, apply occlusive dressing over the gauze.
20. Discard equipment.
21. Remove PPE.
22. Attend to hand hygiene.
23. Document condition of peristomal skin and tube, external length insertion site to the base of the hub on the tube in the patient’s clinical record.
Ongoing Care of Freka Tube
[bookmark: _Int_Mni03S0L]The dressing is changed and the external length is measured and checked against the baseline measurement once per week and more often if the integrity of the dressing or seal is breached. If signs of infection are present organise a medical review and more frequent dressing changes may be indicated. 
[bookmark: _Toc214454874][bookmark: _Toc215655534]4.10 Freka Tube with Fixation Plate secured by Sutures (No Dressing)
The Surgeon may request that the Freka Tube with fixation plate secured by sutures is left open (no dressing) and the fixation plate is to be re-sutured if required.  Community patients are to present to the Emergency Department if the GP is unable to replace the sutures. A StatLock as per Section 5.4 of this document or Flexi-trak anchoring device: can be applied to the tube to provide additional security if required. 
Equipment
soft pre-moistened cloths (community only) and ABHR
PPE includes, safety goggles or face shield, non-sterile gloves and non-sterile gown
dressing pack
cotton tip applicators 2 x 15 cm (e.g. PICS: 15499)
normal saline packaged 30 mL (at body temperature warmth)
tape measure
securing tape 
absorbent sheet
non transparent rubbish bag.
Procedure
1. Undertake positive patient identification as per the Patient Identification and Health Care Activity Matching Procedure.
2. Explain the procedure to the patient and obtain consent as per the Consent for Healthcare Treatment Guideline.
3. Identify patient’s allergies against clinical notes and stickers.
4. Ensure the patient has their privacy maintained throughout the procedure. Reassure the patient and ensure patient comfort during the procedure. 
5. Attend to hand hygiene using soft pre-moistened cloths and ABHR.
6. Don safety eyewear and gown.
7. Set up equipment.
8. Attend to hand hygiene.
9. Place absorbent sheet to protect patient’s clothes.
10. Attend to hand hygiene and don gloves.
11. Inspect the surrounding skin for redness, tenderness, swelling, irritation, purulent drainage or gastric leakage. 
12. Check that the tube is round and clean, not perished or broken.
13. Check that the tube position and it is secured by sutures. Measure external length of the tube from the top if the fixation plate to the base of the hub on the tube and document in the patient’s clinical record. This measurement will be the initial measurement to be used as a baseline for checking against for ongoing external length measurements.
14. Remove gloves.
15. Attend to hand hygiene and don gloves.
16. Cleaning under the fixation plate may be difficult due to the sutures.  Use cotton tip applicators or gauze soaked in normal saline to clean the stoma site, allow to air-dry. Use gauze soaked in normal saline to clean the skin. Clean any debris on the tube, fixation plate, adaptor or caps.  Or
17. Alternatively, the area can be cleaned in the shower using mild soap and water, rinsing with clean water and patting the area dry with a clean towel. Clean any debris on the tube, fixation plate, adaptor or caps. 
18. Coil the tube and secure to the patient’s skin with tape.
19. Discard equipment.
20. Remove PPE.
21. Attend to hand hygiene. 
22. Document condition of peristomal skin and tube, external length insertion site to the base of the hub on the tube in the patient’s clinical record.
[bookmark: _Toc214454875][bookmark: _Toc215655535]4.11 Abbvie Tube PEG and PEG-J 
An Abbvie tube (see Figures 3 and 4) is a Freka base tube with specialised medication delivery connectors. It will most likely be a PEG-J.  This is designed to be used by patients with Parkinson’s Disease as a medication delivery device. Normally medication is to be delivered into the jejunal port via a pump.  The medication connectors are not ENfit compatible. Abbvie supplies the pump, the tube and a nursing service. Abbvie customer support line: 1800 043 460 can be contacted to provide troubleshooting advice. There is a limited supply of spare parts and connectors at Calvary Private Hospital Bruce and at CH- contact Post Acute Care CNC or Parkinson’s Nurse for details on locations of spare parts.
 An inserted Abbvie tube
[image: Shows tube with triangular securing plate and non-ENFit connectors. 
]
Abbvie Jejunal tube extension and collection of connectors. 
[image: A photo of the Abbvie jejunal tube extension with a selection of specialised connector pieces.]
Back to Contents
[bookmark: _Toc214454876][bookmark: _Toc215655536]Section 5- Infrequent Care. 
[bookmark: _Toc214454877][bookmark: _Toc215655537]5.1 Emergency Gastrostomy Tube Replacement with a Male length Urinary Catheter- PEG or Balloon Gastrostomy Tubes Only 
General Information
See Accidental Dislodgement of a Gastrostomy, Gastric-Jejunal or Jejunal Tube in Section 2.6 for essential information about stoma maturity and tube replacement responsibility.  
If a PEG or balloon gastrostomy tube has accidently dislodged, and the patient does not have a spare balloon gastrostomy tube on hand, a male length urinary catheter ‘gastrostomy tube’ can be used as a temporary gastrostomy tube 
Several community patients use a male length urinary catheter as a permanent gastrostomy tube, as prescribed by the hospital treating team. The tube is usually changed every 3 to 6 months   The patient provides their replacement catheters on an ongoing basis. It is recommended the patient always has 2 spare catheters on hand, as per the Nutrition and Tube Feeding Plan. 
Educate the patient and/or carer to apply gentle traction to the ‘gastrostomy tube’ male length urinary catheter so that the balloon is snug but not tight against the stomach wall before accessing the tube each time for water flushes, formula and medication administration.
Check the catheter packaging for volume of water required to fill the balloon.
Equipment
soft pre-moistened cloths and ABHR
PPE including safety eyewear or shield, non-sterile gloves and gown
male length urinary catheter the same Fr size as the prescribed gastrostomy tube 
dressing pack
normal saline 30 mL (at body temperature warmth)
sterile water ampoule (check balloon volume)
Transition Adaptor ENFitTM Figure 7 (e.g. PICS: 143622)
tape measure
marking pen
heavy duty tape (e.g. ‘Leukoplast’ 1.25cm e.g. PICS: 10272 - community only check ‘Enteral Feeding Emergency Equipment Kit’ in the health centre) 
scissors
syringe luer slip x two (e.g. PICS: 10341)
syringe 60 mL ENFitTM x two (e.g.PICS: 142122)
water flush, sterile water or cooled boiled water (room temperature) as per the Nutrition and Tube Feeding Plan 
water soluble lubricant 
pH graded paper (e.g. PICS: 58034)  
absorbent sheet/bathroom towel for tube change at home
non transparent rubbish bag.
Procedure 
1. Undertake positive patient identification as per the Patient Identification and Health Care Activity Matching Procedure.
2. Explain the procedure to the patient and obtain consent as per Consent for Healthcare Treatment Guideline. 
3. Identify patient’s allergies against clinical notes and stickers.
4. Ensure the patient has their privacy maintained throughout the procedure. Reassure the patient and ensure patient comfort during the procedure. 
5. Attend to hand hygiene using soft pre-moistened cloths and ABHR.
6. Place patient semi-upright (minimum 30ᴼ) during the procedure.
7. Place absorbent sheet to protect patient’s clothes. If the tube is changed in the home environment, place a bathroom towel under the patient to protect bed linen.
8. Attend to hand hygiene.
9. Don safety eyewear and gown.
10. Set up equipment.
11. Draw up sterile water into the 10 mL syringe for balloon inflation.
12. Draw up water flush into the 60 mL syringe.
13. Prepare the male length urinary catheter – confirm the correct size of the replacement male length urinary catheter. Check the amount of water required for balloon inflation on the male length urinary catheter packaging. Insert the transition adaptor ENFitTM into the catheter.
14. To develop a ‘stopper’ to prevent the catheter moving into the stomach, mark the catheter with a pen at eight cm (patient less than eight years) and 10 cm (patient eight years and older) from the tip.  Wrap a piece of heavy-duty tape 40 cm long around the catheter just above the mark forming a ‘stopper’.
15. Apply water-soluble lubricant to the tip of the catheter. 
16. Attend to hand hygiene and don non-sterile gloves.
17. Inspect the surrounding skin for redness, tenderness, swelling, irritation, purulent drainage or gastric leakage.
18. Clean the stoma with gauze soaked in normal saline if required.
19. Lubricate the stoma with water-soluble lubricant. The lubricant can then be worked into the stoma by moving the tube in-and-out of the gastrostomy tract and rotating the tube 360°. 
20. Deflate the balloon of the catheter insitu with the syringe.
21. Apply counter pressure by placing the non-dominant hand on the patient’s abdomen at the base of the gastrostomy tube to support the abdomen. Have gauze on hand in case of gastric contents leakage.
22. Grasp the gastrostomy tube close to the stoma with the dominant hand.  Apply slow, deliberate traction at a 90° angle in a twisting motion when removing the gastrostomy tube until the tip with the deflated balloon emerges through the stoma.  Avoid sudden pulls.
23. Check the tube is intact.
24. Clean the area if required with gauze soaked in normal saline in a spiral pattern beginning next to the stoma site and moving outward. 
24.1. Gently insert the male length urinary catheter into the stoma with a slight twisting motion at a 90° angle (Note: not all stomas are straight, and some tubes may need to be put in at an angle) through the gastrostomy tract into the stomach.  Advance the catheter further into the gastrostomy tract stopping 2cm below the ‘stopper’. 
24.2. Inflate the balloon with sterile water to the stated amount.  
25. Check placement by a pH strip test: 
25.1. Using the 60 mL syringe, aspirate the tube. Positioning the patient on their left side usually aids obtaining an aspirate. If unable to obtain an aspirate, gently advance the tube approximately three cm further into the stomach, may aid obtaining an aspirate. Repeat using the 60 mL syringe, aspirate the tube. If unable to obtain an aspirate it may assist to wait for 15 to 30 minutes for gastric fluid to build up in the stomach. Repeat using the 60 mL syringe, aspirate the tube.
25.2. Place aspirate in a clean container.
25.3. Observe the aspirate colour. 
25.4. Place the pH-graded paper in the aspirate.
25.5. Observe the pH-graded paper for a pH of five or less to indicate correct position in the stomach. Note the pH could be above five if the patient is on acid suppression or antacid medication. 
25.6. If there are any concerns regarding correct position of tube organise for a medical review before the tube is accessed for feeds, flushes or medications.
26. Apply gentle traction to the catheter so that the balloon is snug but not tight against the stomach wall.
27. Clean stoma with gauze soaked in normal saline.
28. Withdraw the catheter gently until tension is felt as balloon rests against the stomach wall. Measure:
28.1. The distance the base of the ‘stopper’ is positioned above skin level.
28.2. The external portion of the male length urinary catheter from exit site to the top of the spigot.
28.3. Record both lengths in the patient’s clinical record.
29. Rotate the tube 360° and move in/out ½ cm of the gastrostomy tract.
30. Open the transition adaptor ENFitTM and flush the male length urinary catheter with 50 mL of water.  Close the transition adaptor ENFitTM.
31. Discard equipment.
32. Patient must remain semi-upright (minimum 30°) for 30 – 60 minutes after the procedure.
32.1. Remove PPE. 
32.2. Attend to hand hygiene.
32.3. Document change procedure noting manufacturer, type and Fr size of male length urinary catheter, pH of gastric aspirate, skin condition, the number of cm the ‘stopper’ is positioned above skin level and the external length of the male length urinary catheter, amount of water in the balloon, patient tolerance of the procedure and recommended date for next tube change (usually in three to six months) in the DHR LDAs Enterostomy Feeding Tube properties section. Patient/carer to order spare ‘gastrostomy tube’ catheters as per Nutrition and Tube Feeding Plan.
33. Feeding and medications can be commenced immediately after tube replacement and correct position confirmed.  
[bookmark: _Toc214454878][bookmark: _Toc215655538]5.2 Measuring the Length of a Stoma Tract (Low Profile Tubes)
General Information
Length of the gastrostomy stoma tract is important for the correct fit of a low-profile gastrostomy tube. This length is the distance between the inside lining of stomach and the skin. This length can be measured using a stoma measuring device with centimetre markings that is inserted into the stomach via the stoma. Due to the implications of an incorrect measurement this procedure should only be performed by a health professional trained in this procedure. 
See Section 3.12 - Planned Replacement of a Gastrostomy Tube of this document for the process for removing and replacing a gastrostomy tube.
Equipment
soft pre-moistened cloths (community only) and ABHR
PPE includes, safety goggles or face shield, non-sterile gloves and non-sterile gown
dressing pack
normal saline 30 mL (at body temperature warmth)
stoma measuring device (e.g. Avanos MIC-KEY Stoma Measuring Device PICS: 71353)
syringe luer slip 10 mL x two (e.g. PICS: 10341)
water soluble lubricant
sterile water ampoule(s)
absorbent sheet
non transparent rubbish bag.
Procedure
1. Undertake positive patient identification as per the Patient Identification and Health Care Activity Matching Procedure
2. Explain the procedure to the patient and obtain consent as per the Consent for Healthcare Treatment Guideline.
3. Identify patient’s allergies against clinical notes and stickers.
4. Ensure the patient has their privacy maintained throughout the procedure. Reassure the patient and ensure patient comfort during the procedure. 
5. Attend to hand hygiene using soft pre-moistened cloths and ABHR.
6. Set up equipment. Moisten the stoma measuring device with lubricant or water.
7. Attend to hand hygiene.
7.1 Don safety eyewear and gown.
7.2  Position patient supine 
8. Place absorbent sheet to protect patient’s clothes.
9. Attend to hand hygiene and don gloves.
10. Insert the measuring device through the stoma into the stomach.
11. Inflate the balloon with five mL of sterile water.
12. Gently pull the device away from the patient until you feel resistance against the abdominal wall.
13. Slide the plastic disc down to the stoma.
14. Read the measurement at the top of the disk. Adding one to two mm to the stoma length allows some movement for proper fit of the gastrostomy or gastric-jejunal tube.
15. Slide the disk up away from the stoma and raise the patient to an upright position. Slide the disk down to the stoma.
16. Read the measurement at the top of the disk.
17. Record the average of the two readings, this is the stoma length.
18. Deflate the balloon and remove the device.
19. Discard equipment.
20. Remove PPE.
21. Attend to hand hygiene.
22. Document the measurement in the DHR LDA Enterostomy Feeding Tube in properties. 
[bookmark: _Toc214454879][bookmark: _Toc215655539]5.3 Permanent Removal of a Gastrostomy, Gastric-Jejunal or Jejunal Tube. 
General Information 
A medical order (treatment order for community patients) is required prior to the permanent removal of a gastrostomy, gastric-jejunal or jejunal tube. The medical order can take the form of a progress note in DHR from the MO or on letterhead from MO uploaded to Media in DHR. 
Only balloon secured tubes can be removed in Community settings by a trained RN Bumper retained and obturator requiring devices must be removed in outpatient settings or doctor’s rooms by a trained RN or MO. The method for removal depends on the type of tube. See Attachments 1 and 2. 
There is no need for the patient to fast before the removal of a gastrostomy, gastric-jejunal or jejunal tube. Patients can eat and drink straight away after removal of a gastrostomy, gastric-jejunal or jejunal tube.
Once the tube is removed the tract should close within 2-4 days. If the tract does not heal within 1 week, or there is an output from the tract, refer the patient for a medical review. It is recommended ensuring the patient is not constipated prior to removal of a jejunal tube. 
If the tube is a surgically inserted jejunal tube, there will likely be internal sutures (check operation report or directly with surgeon). If early removal is planned (under eight weeks) the suture may not be dissolved, and the tube may not be able to be removed at initial attempt- wait one to two weeks. 
Equipment 
medical order documented in DHR
soft pre-moistened cloths (community only) and ABHR
PPE including safety eyewear or shield, non-sterile gloves and gown
dressing pack 
normal saline 30 mL (at body temperature warmth)
syringe 10 mL luer slip (balloon gastrostomy tube only) (e.g. PICS: 10341)
island dressings
absorbent sheet
non transparent rubbish bag.
stitch cutter if needed. 
Drain bag may be needed for gastric-jejunal or jejunostomy if excessive discharge. 
Procedure
1. Check medical order to remove the tube. 
2. Undertake positive patient identification as per the Patient Identification and Health Care Activity Matching Procedure. 
3. Explain the procedure to the patient and obtain consent as per Consent for Healthcare Treatment Guideline. 
4. Identify patient’s allergies against clinical notes and stickers.
5. Ensure the patient has their privacy maintained throughout the procedure. Reassure the patient and ensure patient comfort during the procedure.
6. Attend to hand hygiene using soft pre-moistened cloths and ABHR.
7. Don safety eyewear and gown.
8. Set up equipment.
9. Place absorbent sheet to protect patient’s clothes.
10. Attend to hand hygiene and don gloves.
11. Inspect surrounding skin for redness, tenderness, swelling, irritation, purulent drainage or gastric leakage.
12. Balloon enterostomy tube only, deflate the balloon of the tube insitu with the syringe.
13. Apply counter pressure with the non-dominant hand. Remove the tube by withdrawing the tube until the tip of the tube emerges through the stoma. If suture is visible as the tube starts to emerge, the stitch can be carefully cut to allow removal. 
14. Inspect the tube to ensure it is intact.
15. Use gauze soaked in normal saline in a spiral pattern beginning next to the stoma site and moving outward. Dry thoroughly with gauze.
16. Apply island dressing. If the dressing is wet and soggy within 12 hours may need drain bag. 
17. Discard equipment.
18. Remove PPE.
19. Attend to hand hygiene. 
20. Document in patient’s DHR LDA Enterostomy Feeding Tube properties section including observation of the condition of the tip of the tube.
21. Community patients - educate patient and/or carer to wash hands then remove the dressing before showering, wash area with mild soap and water, rinse and dry well with a clean towel. Leave area open if stoma site is clean and dry.  If stoma site is moist, continue daily dressings until the stoma is clean and dry. Inpatients – daily dressings until the area has healed. 
22. A drain bag may need to be applied for a few days if excessive drainage. Monitor drainage and bowels daily. When drainage volume is reducing can change to a dressing. Notify surgical team if drainage persists after 7 days.
[bookmark: _Toc214454880][bookmark: _Toc215655540][bookmark: _Hlk85109918]5.4 StatLock Management
General Information
The StatLock should be monitored daily and replaced every seven days or sooner if it is lifting. The butterfly wings of the StatLock can be trimmed to enhance patient comfort if required. Use alcohol to remove as skin tears can occur. 
Equipment
Soft pre-moistened cloths (community only) and ABHR
PPE includes safety goggles or face shield, non-sterile gloves and gown
[bookmark: _Hlk85088196]StatLock Universal Plus, see Attachment 2 Table - Resources for Gastrostomy, Gastric-Jejunal and Jejunal Tube Management of this document
Scissors (to trim StatLock if required)
Alcohol 70% wipes (three to four)
[bookmark: _Hlk85902228][bookmark: _Hlk85094427]Remover wipes (if required)
Tape measure
Securing tape 
Absorbent sheet
Non transparent rubbish bag.
Procedure
1. Undertake positive patient identification as per the Patient Identification and Health Care Activity Matching Procedure.
2. Explain the procedure to the patient and obtain consent as per the Consent for Healthcare Treatment Guideline.
3. Identify patient’s allergies against clinical notes and stickers.
4. [bookmark: _Hlk93913879]Ensure the patient has their privacy maintained throughout the procedure. Reassure the patient and ensure patient comfort during the procedure. 
5. Attend to hand hygiene using soft pre-moistened cloths and ABHR.
6. Don safety eyewear and gown.
7. Set up equipment.
8. Attend to hand hygiene and don gloves.
9. Place absorbent sheet to protect patient’s clothes.
10. Attend to hand hygiene and don gloves.
11. Check that the tube position. Note cm marking at skin level and compare with the baseline measurement. 
12. Inspect the surrounding skin for redness, tenderness, swelling, irritation, purulent drainage or gastric leakage. 
13. Check that the tube is round and clean, not perished or broken.
14. StatLock Removal: 
14.1. Open the retainer by pressing the tab and lifting the lid.
14.2. Carefully lift the tube from the retainer. Secure the tube to the patient’s skin with tape.
14.3. [bookmark: _Hlk84824483]Use alcohol swabs (three or four) to loosen edge of the pad to prevent risk of skin tears.  To dissolve the adhesive pad – open all alcohol swabs and squeeze a generous amount of alcohol near the edge of the pad, allow a few seconds for the alcohol to dissolve the adhesive, then lift the edge of the pad while gently stroking the under surface of the pad with swabs.  Slowly lift the pad away from the skin.  Do not force the pad for removal.
15. Measure the length of exposed tube, insertion site to base of hub and compare with the baseline measurement recorded in the patient’s clinical record. 
16. StatLock Application:
16.1. Trim the ‘butterfly wings’ of the StatLock if required.
16.2. Prepare the targeted securement site with alcohol swabs to degrease the skin.  Allow to dry for 10-15 seconds. Then, apply skin prep swab for enhanced adherence and skin protection.  Allow to dry for 10-15 seconds.
16.3. Wipe the tube with normal saline, water or an alcohol swab (to wet it for easier insertion into the StatLock retainer).
16.4. Always secure tube to StatLock before placing pad on the skin.  Bring the StatLock anchor pad into position.  Stabilise the tube between fingers and stretch the tube to fit into the retainer.
16.5. Close the lid.
16.6. Peel away the StatLock paper backing and place on skin.
17. Check that the tube position. Note cm marking at skin level (if applicable) and compare with the baseline measurement. 
18. Apply securing tape if required.
19. Discard equipment.
20. [bookmark: _Hlk85103320][bookmark: _Hlk85103586]Remove PPE. 
21. Attend to hand hygiene.
22. Document in the patient’s clinical record, including cm marking at skin level and ensure next change planned as well, or patient can change if ongoing and education provided. If used long term may need to provide own supplies. 
[bookmark: _Toc214454881][bookmark: _Toc215655541]5.5 Managing Patient Preference for Blended Tube Feeding in the Community
Some consumers are requesting to replace commercial formulas with blended homemade food. CHS dietitians manage these requests on a case-by-case basis and work with the patient, their treating team and follow best practice guidelines in this area. CHS dietitians practice in this area is informed by the Australasian Society of Parenteral and Enteral Nutrition (AuSPEN) Blended Tube Feeding (BTF) in Enteral Feeding Consensus Statement 2021. If blended tube feeding is to be commenced education needs to be provided to encourage patients to administer homemade food into their feeding tube safely and ensure patients’ nutritional goals are met. 
[bookmark: _Toc214454882][bookmark: _Toc215655542]5.6 Managing Patient Preferences for Enteral Feeding at End of Life in the Community Setting
As a patient’s condition deteriorates and they approach the end of their life, the continued provision of artificial nutrition and hydration care should be assessed.  The wishes of the patient and their family/ carers are central to the shared decision-making process. Personal, cultural, religious, legal and ethical factors need to be considered carefully in the decision-making process.  This includes an assessment of the client’s decision-making capacity.
Where there is discordance within/between the team and/or family, all viewpoints should be respected. Family members and carers may need careful explanation to understand that continuation of artificial nutrition at end of life may cause discomfort and does not prolong life. See Chart 1.
Chart 1: Managing Client Preferences for Enteral Feeding and End of Life in the Community Setting 
[image: Flow chart on managing client preferences for enteral 
feeding at end of life in the community setting.]

[bookmark: _Toc214454883][bookmark: _Toc215655543]5.7 Gastrostomy Tube Multipurpose Drain Management 
General Information 
A Gastrostomy Tube Multipurpose Drain (see Figures 5 and 6) is a Cook Medical Multipurpose Drainage Catheter (Pigtail Drain), 12 or 14 Fr with a clear tube secured by a cable tie with a purple Medicina Transition ENFitTM Adaptor attached (see Figure 7). The gastrostomy tube is secured by a StatLock.
The gastrostomy tube doesn’t have a balloon to secure it in the stomach. 
The tube is inserted in Interventional Radiology.
  Multipurpose Drainage Catheter (Cook Medical 2021)
[image: This is a photo of a Multipurpose Drainage Catheter | Cook Medical]
[bookmark: _Toc16499797][bookmark: _Toc31294715][image: A person with a  tube attached to his stomach secured with a statlock and adapter to turn it into a feeding tube ]Cook Medical Multipurpose Drainage Catheter 14 Fr, with clear tube secured by a red cable tie and a Medicina ENFitTM Transition Adaptor attached. The catheter is secured by a StatLock.

[bookmark: _Hlk85426020]Transition ENFitTM Adaptor (Medicina 2021) 
[bookmark: _Hlk85445039][image: Photo of Transition ENFitTM Adaptor ]
For the first 24 hours after initial tube insertion, the dressing should be kept dry and intact. The patient can shower with the site uncovered 24 hours after initial insertion of the tube. No dressing is usually required after 24 hours.
The tube can be used after 24 hours of uneventful observation with uncomplicated gastrostomy tube placement, as per the medical order or unless stated otherwise. 
The gastrostomy tube should be flushed with 50 mL of water (room temperature is recommended) at least twice per day even if it is not being accessed for feeds or medications.
On admission to community nursing, supply the patient with two spare Medicina Transition ENFitTM Adaptor purple. The adaptor is available in ‘Enteral Feeding Emergency Equipment Kit’ located in the health centres and Link. 
Some patients may experience mild erythema (usually less than two cm at the insertion site), crusts and moisture around the feeding tube insertion site. The skin around the insertion site should be cleaned at least two to three times per day. After checking allergy status, consider the application of Betadine twice daily, monitor and review in 72 hours. Keep the stoma and tube clean and dry.  
Gastrostomy tube multipurpose drain is not rotated 360°, due to its pigtail like end and the risk of dislodging tube.  
There can be a natural build-up of sediment on the inside of the clear tube despite the most diligent flushing.  Discolouration/brown/black residue is usually part of normal tube ‘wear and tear’. See Figure 8.
Regular flushing of the tube may help with preventing biofilm build-up. Some literature suggests bicarbonate solution (one teaspoon of sodium bicarbonate in a cup of warm water) once a week is beneficial to maintain patency however, this should be cleared by treating clinicians.
Suitable patients/family carers can be trained to self-manage the weekly StatLock change. The StatLock can be supplied by community nursing on an ongoing basis. 

Natural build-up of sediment on the inside of the clear tube despite the most diligent flushing.  
[image: Photo showing the natural build-up of sediment on the inside of the clear tube despite the most diligent flushing.  ]
5.5.1 Gastrostomy Tube Multipurpose Drain and StatLock Management 
The StatLock should be monitored daily and replaced every seven days or sooner if it is lifting. The ‘butterfly wings’ of the StatLock can be trimmed to enhance patient comfort if required. 
Note: At the first StatLock change, and subsequent changes, measure the length of exposed tube from the insertion site to the base of the hub and compare with the baseline measurement recorded in the patient’s clinical record.
Equipment
soft pre-moistened cloths (community only) and ABHR
PPE - safety goggles or face shield, non-sterile gloves, and gown
dressing pack
normal saline 30 mL (at body temperature warmth)
StatLock Universal Plus, in the appropriate size
scissors (to trim StatLock if required)
alcohol 70% wipes
remover wipes (if required)
securing tape 
tape measure 
absorbent sheet
non-transparent rubbish bag.
Procedure
1. Undertake positive patient identification as per the Patient Identification and Health Care Activity Matching Procedure
2. Explain the procedure to the patient and obtain consent as per the Consent for Healthcare Treatment Guideline.
3. Identify patient’s allergies against clinical notes and stickers.
4. Ensure the patient has their privacy maintained throughout the procedure. Reassure the patient and ensure patient comfort during the procedure. 
5. Identify the baseline measurement of the length of exposed tube from the insertion site to the base of the hub recorded in the patient’s clinical record.
6. Attend to hand hygiene using soft pre-moistened cloths and ABHR.
7. Don safety eyewear and gown.
8. Set up equipment.
9. Attend to hand hygiene.
10. Place absorbent sheet to protect patient’s clothes.
11. Attend to hand hygiene and don gloves.
12. Check the tube position.
13. Inspect the surrounding skin for redness, tenderness, swelling, irritation, purulent drainage, or gastric leakage. 
14. Check that the tube is round and clean, not perished or broken.
15. StatLock Removal as per Section 5.4 of this document.
16. Ensure the tube is secure by supporting the tube in place with the non-dominant hand to prevent tube dislodgement.
17. Measure the length of exposed catheter (see Figure 5) and compare with the baseline measurement recorded in the patient’s clinical record. If the tube measures less than two cm longer compared to the to the baseline measurement, clean the tube at the insertion point with saline and gauze and re-insert the tube to the recorded baseline measurement. If the tube measures greater than two cm contact the MO for advice.
18. Use gauze soaked in normal saline in a spiral pattern beginning at the stoma site and moving outward.  Clean any debris on the tube or adaptor with normal saline and allow to air dry.  Alternatively, the peristomal area can be cleaned with warm soapy water and a clean cloth, rinsed with clean water, and dried with a clean cloth.
19. StatLock Application as per Section 5.4 of this document.
20. Check the tube position.
21. Discard equipment.
22. Remove PPE.
23. Document in the patient’s clinical record, including measurement of the external length of the tube, insertion site to base of hub. See Figure 9.

Measurement of the external length of the drain – insertion site to base of hub
[image: Photo showing the measurement of the external length of the drain from the insertion site to the base of hub]
[bookmark: _Toc93931739]5.5.2 Removal of a Gastrostomy Tube Cook Medical Multipurpose Drainage Catheter
A medical order (treatment order for community patients) is required prior to the removal of a gastrostomy tube Cook Medical multipurpose drain. Removal is attended by a trained health professional. Once the tube is removed the tract should close within two to four days. If the tract does not heal within one week, or there is an output from the tract, refer the patient for a medical review. There is no need for the patient to fast before the removal of a gastrostomy tube. Patients can eat and drink straight away after removal of a gastrostomy tube.
Equipment 
[bookmark: _Hlk93915056]Medical order documented in the progress notes or treatment order (community nursing only)
Soft pre-moistened cloths (community only) and ABHR
PPE - safety eyewear or shield, non-sterile gloves and gown
Dressing pack 
Normal saline 30 mL (at body temperature warmth)
Island dressings
Artery forceps - small
Absorbent sheet
Non transparent rubbish bag.
Procedure
1. Check medical order documented in the progress notes or treatment order (community nursing only).
2. Undertake positive patient identification as per the Patient Identification and Health Care Activity Matching Procedure.
3. Explain the procedure to the patient and obtain consent as per the Consent for Healthcare Treatment Guideline.
4. Ensure the patient has their privacy maintained throughout the procedure. Reassure the patient and ensure patient comfort during the procedure. 
5. Identify patient’s allergies against clinical notes and stickers.
6. Attend to hand hygiene.
7. Don safety eyewear and gown.
8. Set up equipment.
9. Attend to hand hygiene.
10. Place absorbent sheet under the drain.
11. Attend to hand hygiene and don gloves.
12. Locate the retaining thread, the end of the thread is secured in the external section of the drain within a Mac-Loc drain hub. While stabilising the Mac-Loc drain hub with one hand, position a small artery forceps into the Mac-Loc release notch. Pry upward until the locking lever is free. 
13. Remove the StatLock. 
14. Inspect surrounding skin for redness, tenderness, swelling or irritation.
15. Discard gloves.
16. Attend hand hygiene, don gloves.
17. Clean the insertion site if required.  Use gauze soaked in sodium chloride 0.9% in a spiral pattern beginning at the insertion site and moving outward.  Dry thoroughly with gauze.
18. Apply counter pressure with the non-dominant hand. Have gauze on hand in case of gastric contents leakage. Slowly remove the catheter by withdrawing the drain until the tip of the drain emerges through the insertion site. If any resistance is felt, stop the procedure and contact the MO for advice.
19. Inspect the drain to ensure it is intact.
20. Clean the old drain site. Use gauze soaked in sodium chloride 0.9% in a spiral pattern beginning at the insertion site and moving outward.  Dry thoroughly with gauze.
21. Apply a dry dressing.
22. Remove gloves, safety eyewear and gown, attend to hand hygiene.
23. Discard equipment
24. Document the procedure in the patient’s DHR LDA Enterostomy Feeding Tube properties section, including condition of tip of gastrostomy tube drain. 
25. Community patients - educate patient and/or carer to wash hands then remove the dressing before showering, wash area with mild soap and water, rinse and dry well with a clean towel. Leave area open if stoma site is clean and dry.  If stoma site is moist, continue daily dressings until the stoma is clean and dry. Inpatients – daily dressings until the area has healed.
Back to Contents


[bookmark: _Toc214454884][bookmark: _Toc215655544][bookmark: _Hlk93839324]Section 6– Troubleshooting Enterostomy Tube Complications
[bookmark: _Hlk93839501]Outlined below are possible complications that may be experienced by patients with a gastrostomy, gastric-jejunal or jejunal tube and recommended options for management.
[bookmark: _Toc214454885][bookmark: _Toc215655545]6.1 Pain
Some discomfort is to be expected. The site should be checked for tightness (especially after the initial insertion and if weight gain has occurred), redness, swelling or signs of infection (e.g. malodour, skin that is red and warm, or pus). Simple analgesics can be used to relieve the pain.
Unrelieved pain or pain associated with the gastrostomy, gastric-jejunal or jejunal tube and extending greater than one week post initial insertion should have a medical review to exclude potential complications.
Regular assessment of pain using pain score charts may be beneficial in some settings.
[bookmark: _Toc214454886][bookmark: _Toc215655546]6.2 Discolouration/Black Residue in Feeding Tubes
Feeding tube discolouration/blackening issue is not a new phenomenon and occurs worldwide.
There can be a natural build-up of sediment on the inside of the tube despite the most diligent flushing. Discolouration/black residue is usually part of normal tube ‘wear and tear’.
From the literature:
· Some anti-reflux medications can cause discolouration of feeding tubes.
· Bacterial and fungal colonisation of the tubes is common and an expected outcome of any indwelling tube.
· Candida species have been implicated in the decolourisation/blackening of tubes as the organisms have an affinity for the plastic polymers in the tubes. 
· Testing of the discoloured tubes - there is no value in this as the tubes will contain biofilm which will be colonised with various microorganisms. Generally, these organisms are not causing infection in patients. The microbiology laboratories are reluctant to culture tubes even in unwell people as the cultures are often polymicrobial and the results are often not a good indicator of actual infection.
Infection Prevention and Control (IP&C) recommendations: 
· Good hand hygiene prior to accessing the tube.
· Regular flushing of the tube to prevent biofilm build-up and/or frequently blocking tubes. Some literature suggests bicarbonate solution (1 teaspoon of sodium bicarbonate in a cup of warm water) once a week is beneficial to maintain patency however, this should be cleared by treating medical practitioners.
· Cleaning the tube end as per the manufacturer’s recommendation. 
See Section 3.4 - Use of ENFitTM Enteral Feeding Tubes, Equipment and ENFitTM Cleaning Procedures of this document.
[bookmark: _Toc214454887][bookmark: _Toc215655547]6.3 Hypergranulation
Identify patient’s allergies against clinical notes and stickers. All contact with the patient and the device/equipment should follow 5 Moments for Hand Hygiene protocol. Management for a low profile/skin level, ‘short’, ‘button’ gastrostomy tube may need to be modified as the external base of the t-piece is fixed, limiting the amount of room available to place a dressing without causing tension. 
Hypergranulation Tissue Management process
Standard Treatment
Observe the stoma site. Move the external flange (if present) away from the skin along the tube. Identify possible cause of hypergranulation (moisture, infection, excessive device movement, ill-fitting devices).
Clean area with mild soap and warm water. Rinse and dry well. Swab the area if infection is clinically indicated (erythema, tenderness, purulent discharge, pain, swelling, malodour, elevated temperature). Treat with systemic antibiotics/antifungals. Ensure that the external flange (if present) is placed two mm away from the skin and is not loose. 
Review in two weeks. If not severe no treatment but monitor.
First – Line Treatment
Clean area with mild soap and warm water. Rinse and dry well.
Use one Kendall™ AMD dressing with a keyhole cut in it or use fenestrated foam and place over the hypergranulation tissue.
Use one Biatain™ non adhesive foam dressing with keyhole cut in it and place over the top of the AMD dressing. Tighten external flange (if present) snug up to the foam dressings. Double foam is to assist with absorbency and pressure. Change dressings daily.  
Review in two weeks and then every two weeks for six weeks.
Second-Line Treatment
Cleanse with Granudacyn™ solution daily at dressing changes.
Use one Kendall™ AMD foam dressing with a keyhole cut in it or use fenestrated foam and place over the hypergranulation tissue.
Use one Biatain™ non adhesive foam dressing with keyhole cut in it and place over the top of the Kendall™ AMD foam dressing. Tighten external flange (if present) snug up to the foam dressings. Change dressings daily.
Review in 2 weeks and every two weeks up to six weeks.
Third – Line Treatment
Cleanse with Granudacyn™ solution at dressing changes
Apply Acticoat Flex 3™ - five cm x five cm with a keyhole cut in it and place on top of the hypergranulation tissue.
Apply a double layer of Biatain™ non adhesive foam dressing with keyhole cut in them.
Tighten the external flange (if present) snug up to the foam dressing.
Change dressings daily. Review in two weeks.
Fourth – Line Treatment
Cleanse with Granudacyn™ solution at dressing changes
Hypertonic saline: Mix three teaspoons table salt with 100 mL tap water and make a fresh solution daily (store in refrigerator)
Soak gauze in solution and apply gauze around the stoma four times day, for ten minutes each time.
Review in two weeks.
Fifth-Line Treatment
Cleanse with Granudacyn™ solution at dressing changes
Apply 1% hydrocortisone cream daily for one week. (As per medical treatment orders)
Apply a double layer of Biatain™ non adhesive foam dressing with keyhole cut in them and tighten the external flange (if present). Snug up the foam dressings. Change dressings daily. Review after one week.
Refer to the inpatient or community Tissue Viability teams for further advice.
If unresponsive to the above refer for a medical review.
[bookmark: _Toc214454888][bookmark: _Toc215655548]6.4 Gastric Fluid Leak
Some gastrostomy, gastric-jejunal or jejunal tube stoma sites can leak intermittently. This isn’t always gastric/intestinal fluid and may not cause problems. However, this should be evaluated by a health professional. Check upright positioning (>30o) during feeding and >30 minutes after ceasing feeds. Check the Nutrition and Tube Feeding Plan is being followed. Consider skin protection products (e.g. stoma powder/paste, no sting barrier wipes, liquid skin protectant) or wound dressings to protect peristomal area and a wound swab of the peristomal area if required. Consider keeping a ‘leakage diary’ to record date, time, description of leakage (colour, odour, volume) last feed time (tube and oral, if applicable) patient’s activity before leakage noted (e.g. sitting, standing, in bed which side/back), bowel chart/Bristol Stool Chart. Refer to the inpatient or community Tissue Viability teams and Stoma Management for further advice about skin management.
Common problems related to gastric/intestinal fluid leak with possible causes and recommended options for management
Reference: Clinician's guide: Caring for people with gastrostomy tubes and devices p45
	Problem
	Possible causes
	Options for Management

	Balloon is not inflated enough
	valve failure
pinhole in the balloon
volume loss by osmosis
balloon inflation volume not as per manufacturer’s guidelines
	Regular checking of the balloon fill and valve competency
Refer to manufacturers’ guidelines
[bookmark: _Int_9OdYdVxs]Consider a high volume balloon or change of brand for different balloon shape.

	Balloon rupture
	accidental balloon over fill
inappropriate access to balloon port
age of device
yeast colonisation
product fault
	Replace the device.

	Gastrostomy position
	site too close to the pylorus
conditions where the relative position of the stomach and the stoma tract change (e.g. worsening scoliosis).
	Review Nutrition and Tube Feeding Plan - consider reducing volume and increasing bolus frequency or transition from bolus to pump feeding.
Review device type and consider change of brand or to a tube with different features of the internal bumper/balloon for less interference with the gastric outlet.
If not resolved, medical review, consider re-siting.

	Inadequate stoma seal
	weight loss or patient growth
poor device fit and/or correct device fit not maintained
[bookmark: _Int_BKW7HZtn]movement of device by external forces (e.g. wheelchair straps, belts, clothing etc.).
	Dietitian review and consider change in Nutrition and Tube Feeding Plan.
Assess stoma seal - review the fit and condition of the existing device. Consider over filling the balloon within manufacturer’s device specifications. Adjust or replace the device as appropriate. 
Consider placing a smaller Fr size tube to try to contract the stoma, apply skin barrier products to the peristomal area for skin protection, monitor and review in two weeks. Consider returning to regular Fr size tube after two weeks, continue to monitor and review.
DeLegge (2021), ‘Placement of a larger size gastrostomy tube through the same gastrostomy tube tract will not solve the problem. Once the gastrostomy tube tract has started to leak, placing larger gastrostomy tubes through the same tract will serve only to further distend and distort the tract and will not promote tissue growth or healing’. Some MO may consider upsizing the feeding tube for a mature tract (>12 weeks). Note the largest Fr size available is 24 Fr.
Medical review, consider suturing.

	
	increased intra-abdominal pressure (coughing, straining to open bowels, retching)
infection. 
	Manage constipation if present, maintain and review bowel chart, administer aperients and enemas as per Medication Chart.
Medical review - Radiology review. 
Consider venting of the gastrostomy tube. 

	Poor gastric emptying
	gastroparesis associated with conditions including but not limited to Parkinson’s Disease, Multiple Sclerosis, Diabetes, idiopathic.
	Consider regular prokinetics.
If not resolved, medical review, consider post-pyloric feeding.


[bookmark: _Toc214454889][bookmark: _Toc215655549]6.5 Skin/Site complications
Common skin/stoma site complications with identified causes and recommended options for management
Reference: Clinician's guide: Caring for people with gastrostomy tubes and devices p46
	Problem
	Possible causes
	Options for Management

	Excoriation/skin breakdown
	leakage of gastric secretions
moist dressings left in contact with skin.
	Correct cause of leakage -see previous table.
Application of barrier skin protection products.
Keep the site clean and dry
Ensure that dressings are frequently changed and not left moist.
Consider pharmacological options such as proton pump inhibitors and/or prokinetics.

	Pressure related injury
	improper fit of device (too tight)
inadequate rotation or adjustment of device
excessive traction
dressings causing pressure between external flange and skin.
	Relieve pressure and ensure the correct size and fit of the device.
Perform daily rotation and position adjustment.
No routine application of dressings without clinical indication.
Seek wound management advice for skin breakdown.

	Embedded sutures
	sutures dwell time.
	Discuss the option of removing sutures with the surgeon/admitting team.
Seek wound management advice for skin breakdown.

	Infection
signs – redness, swelling, bleeding, and discharge, warmth at site or foul smell
assess for abscess or cellulitis
folliculitis.
	encouraged by excessive moisture around stoma site
invading micro-organism - may be fungal or bacterial
infection may be introduced at time of device insertion
inflamed hair follicle.
	Avoid excessive moisture around the stoma site.
Perform swabbing/culture and sensitivities.
Consider treating anti-fungal preparations or antibiotics where appropriate.
Seek wound management advice for skin breakdown.


[bookmark: _Toc214454890][bookmark: _Toc215655550]6.6 Buried Bumper Syndrome
Migration of the gastrostomy tube internal bumper out of the stomach and into the gastrostomy tract or peritoneum with partial or complete loss of tract patency between the devices distal tip and stomach is termed Buried Bumper Syndrome. This is usually due to excessive external traction on the tube from a tight external flange that causes the bumper (‘tulip’/’mushroom’ tip) to migrate up into the tract or erode through the gastric wall.
Presentation may include
induration surrounding the stoma
localised pain
partial or complete loss of gastrostomy patency (difficulty, or inability, to instil any fluids through the tube)
delivery of fluid via the tube may result in leakage around the stoma (where the distal end of the tube is in the tract instead of the stomach)
the internal bumper may be visible in the tract.
inability to advance or rotate the tube.
Identification
1. Marks at skin level have changed.
1. Tube or device is difficult to advance or rotate.
1. Leakage of feed, fluid, pus, or other bodily fluids.
1. Pain with tube or device use.
1. Continual pain at site.
Prevention
Maintain snug fitting gastrostomy tube and readjust as needed, the external flange should be able to be lifted 5mm from the skin when gentle traction is applied to the tube or device.
 Avoid unnecessary pulling or traction.
 Gently push the gastrostomy tube in slightly and pull back out once per week.
 Ensure the tube is adequately secured under the clothes.
 Ensure that the tube selected is an appropriate one for the patient.
[bookmark: _Toc214454891][bookmark: _Toc215655551]6.7 Tube Dysfunction
Some common device related complications with identified causes and recommended options for prevention and management are included below.
6.7.1 Faulty Medical Device
Do not throw the faulty/suspect item away.
Take photos of the faulty device. 
Complete Medical Device Riskman Report: CHS HealthHub / Riskman / Medical Devices / New Medical Device
Include in the report: manufacturer’s product code, batch number/lot, date of manufacture & expiry date, date tube was inserted and history of the issue.
Contact the CHS Product Consultant at Canberra Hospital who can coordinate feedback to the manufacturer regarding the device and free replacement of the device if applicable. They can be contacted by telephone on 5124 3312 or 0407 495 765. 
Tube or device dysfunction

	Problem
	Possible Causes
	Options for prevention and management

	Tube blockage
(See 6.6.2)
	use of poorly crushed medications or medications unsuitable for crushing and placing down tube
	Seek pharmaceutical advice prior to crushing medications.
Consider the use of liquid/compounded medications or medications which dissolve where possible.
Give medications individually followed by a flush between and after each medication.

	
	inadequate water flushing post feeding and/or administration of medications
	Routine flushing should be included in the Nutrition and Tube Feeding Plan. Advice should be sought when prescribing a flushing regimen to paediatric patients or patients on fluid restrictions.
Including a stand-alone flush prior to longer periods between access (e.g. before going to bed) may also assist in the prevention of tube blockage.

	
	siphoned gastric fluid has flowed back into the device by fluid displacement and solidified
	Use a clamp on tube when possible.


	
	material fatigue associated with tube ageing or mishandling
	Replace tube.

	Tube displacement
(See section 3:12 Replacement of a balloon gastrostomy
Section 5:1 replacement with a catheter)
See Attachments A and B if not balloon gastrostomy tube. 
	Migration out:
Material failure e.g.  balloon or internal bumper
Balloon deflation
Traction-inadvertent or intentional 
	Replace tube.
Routinely check balloon volume.
Consider changing to a low-profile tube if the patient is consistently pulling at the tube. Appropriate garments may help keep patients from pulling at the device.

	
	Tight fitting tube
	Reposition external flange to allow a minimum 5 mm clearance from skin when gentle traction is applied to the tube.

	
	Migration in:
Inward device migration (into duodenum) from peristalsis-usually associated with incorrect placement of the external flange or slippage of the external flange (note-patient typically presents with vomiting).
	Deflate the balloon and retract tube into stomach, then reinflate balloon before pulling internal bolster up to the gastric wall-refit external flange (as above). Confirm tube placement, see Section 3.12 - Replacement of a Gastrostomy Tube of this document.
Replace device if external flange continues to slip.(Consider low profile tube)


[bookmark: _Toc214454892][bookmark: _Toc215655552]6.8 Management of an Occluded Tube
General points
Prevention is key- flush regularly- see section 3.1
As per section 6.3 Regular flushing of the tube to prevent biofilm build-up and/or frequently blocking tubes. Some literature suggests bicarbonate solution (1 teaspoon of sodium bicarbonate in a cup of warm water) once a week is beneficial to maintain patency however, this should be cleared by treating medical practitioners.
Ensure medications are not mixed to prevent precipitation and flush between medications. See medication administration section 3.3
If a patient is NBM, the enteral tube is their source of fluid and nutrition. It is essential to get it unblocked as soon as possible. IV fluids may be required in the interim. 
[bookmark: _Toc214454893][bookmark: _Toc215655553]6.8.1 Non-pharmacological management of an occluded tube
Attempt these methods first. They are simple and can be taught to patients and carers. They can be commenced while pharmacological methods are being organised. 
1. Attend to hand hygiene and visually inspect for mechanical occlusions e.g. clamps, ports, connectors.
2. Ensure head elevated at 30 degrees or higher during and at least 30 minutes post accessing tube to reduce aspiration risk. 
3. Verify correct tube placement.
4. Traditional length ‘long’ tubes only, ‘massage’ the tube, squeeze and rub the tube, starting at the insertion site and working all the way back towards the open end of the tube. It may be necessary to repeat this several times to express all the occluding material. The tube can be wrapped in a warm, dampened handtowel for some time eg 15 minutes (ensure patient’s skin is protected from heat) and can be massaged through this. 
5. Connect extension set (low profile tubes only).
6. Aspirate the tube with a syringe to remove as much liquid as possible from within the tube. 
7. Attempt tube irrigation with warm water in a syringe by injecting and aspirating sequentially (using a back and forth/push and pull motion) to remove particles of coagulated formula or medication from the tube. Repeat the irrigation attempts with water at room temperature in a syringe and then reattempt flushing of the tube with warm water in a syringe. Avoid excessive force. This can take some time. 
8. If the tube remains blocked, leave the warm water in the tube for 5-15 minutes.  Then try to flush the tube again.
9. If this method fails, put the patient in a different position and try again.
10. Remove and dispose of gloves.

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.
[bookmark: _Toc214454894][bookmark: _Toc215655554]6.8.2 Enteral Feeding Tube Activated Pancreatic enzyme  
This method is for adult patient dosing. For Paediatric patients liaise with Paediatric team.
Note: This method is able to be attended as an inpatient and as a community patient.
For community-based patients, a script and supply of medications would be required, which could take some time to obtain. If a patient has regular blockages this could be worthwhile organising early and teaching the patient. See 6.8.3 for clog zapper alternative. 
Equipment 
soft pre-moistened cloths (community only) and ABHR
PPE including safety eyewear or shield, non-sterile gloves and gown
syringe ENFitTM 
· 30 - 60 mL - Adults (Smaller syringe with 10-20mL warm water may be helpful)
· 5 - 10 mL - Paediatrics
warm water (or sterile water if appropriate) (the temperature people would drink a warm beverage at). 
[bookmark: _Hlk93844926]extension set (low profile/skin level ’button ‘short’ gastrostomy and gastric-jejunal tubes only)
activated Pancreatic enzyme capsules- see procedure for doses 
Sodium Bicarbonate capsule if required
absorbent sheet
clean container to expel flush solution
non transparent rubbish bag.
Procedure 
1. Explain the procedure to the patient and obtain consent as per Consent and Treatment Policy on the Policy and Guidance Documents Register
2. Attend to hand hygiene using soft pre-moistened cloths and ABHR.
3. Don safety eyewear and gown.
4. To reduce the risk of aspiration the patient should sit up at a 30ᴼ angle or more during and for 30 to 60 minutes after the procedure.
5. Place disposable sheet to protect patient’s clothes.
6. Attend to hand hygiene and don gloves.
7. Verify correct tube placement.
8. Attend to hand hygiene and don gloves.
9. If there is little or no movement within the tube on flushing attempts following the previous tube manipulation and irrigation procedure, the likelihood of restoring patency is limited. Activated Pancreatic Enzyme Solution may be instilled with a medical order. At least 5 mL solution instillation in the tube (without leakage) is required. If not using Activated Pancreatic Enzyme Solution go to step 23.
10. Activated Pancreatic Enzyme Solution preparation: Check for contraindications to Pancreatic Extract e.g. allergies to drug constituents, allergies to pork products. Check for lifestyle choices that may influence patient consent to use of substance e.g. vegetarian/ vegan or Muslim/Jewish.
11. Obtain script for Pancrease (“Creon”) capsules (Lipase 5600 BPU, protease 350 BPU amylase 3200 BPU) x two, and Sodium Bicarbonate capsule 840mg. Attend to hand hygiene.
12. Open and empty out the contents of two Pancrease capsules and finely crush the granular contents in a pestle and mortar. 
13. Open and empty the powder contents of one 840 mg Sodium Bicarbonate capsule into the mortar. 
14. Combine the powdered drug constituents in a mortar and add 5 mL of sterile water. Vigorously mix and stir with the hub of a 60 mL syringe to break up any clumps. 
15. When the solution is mixed, and no clumps or sediment remain, draw up in the 60 mL syringe.
16. Solution Instillation 
17. Attend to hand hygiene 
18. Don PPE – safety eyewear, gown and gloves.
19. Attach the 60 mL syringe containing the solution to the tube and holding the connection point firmly together to prevent leakage, instil 5 mL solution (or as much as possible) into the tube. 
20. Close the cap on the enteral tube to hold the solution within the tube. 
21. Leave the tube capped for 45 – 60 minutes. Disconnect extension set (low profile tubes only).
22. After 45-60 minutes Flush the tube with water and go to step 15.
23. [bookmark: _Hlk93846491]If the tube remains blocked a tube change will be required
24. Gastrostomy balloon tube with a mature gastrostomy tract (12 weeks or longer since initial gastrostomy tube insertion) can be changed by a MO, competent RN or trained family carer. See Section 3.12 - Replacement of a Balloon Gastrostomy Tube of this document.
25. If the gastrostomy tract is immature (less than 12 weeks since initial gastrostomy tube insertion), other types of gastrostomy, gastric-jejunal and jejunal tubes will all require a medical review.
26. In-patients - organise for the patient to have a medical review in hospital.
27. Community patients who do not meet 13.1 – advise the patient to proceed to ED promptly for assessment.
28. Jejunostomy tube patients will need to present to ED or be reviewed as an inpatient to have tube change organised. 
29. Discard equipment.
30. Remove PPE.
31. Attend to hand hygiene. 
32. Document in the patient’s clinical record.
[bookmark: _Toc214454895][bookmark: _Toc215655555]6.8.3 Enteral Feeding Tube Declogging System – Avanos Clog Zapper 
Equipment 
soft pre-moistened cloths (community only) and ABHR
PPE including safety eyewear or shield, non-sterile gloves and gown
Clog Zapper (e.g. PICS: 151614) kit contains: 
· Syringe 10 mL with declogging powder x one
Syringe 10 mL x one (ignore if ENFitTM tube) 
· Applicator x one
· Gauze pads x four
syringes ENFitTM to flush the tube
tap water (or sterile water or cooled boiled water if appropriate) – warm
extension set (low profile gastrostomy and gastric-jejunal tubes only)
absorbent sheet
clean container to expel flush solution
non transparent rubbish bag.
Procedure
1. Check allergies- contents within the packaging of Clog Zapper product. Explain the procedure to the patient and obtain consent
2. Attend hand hygiene
3. Don safety eyewear and gown
4. To reduce the risk of aspiration the patient should sit up at a 30ᴼ angle or more during and for 30 to 60 minutes after the procedure.
5. Place disposable sheet to protect patient’s clothes
6. Attend to hand hygiene and don gloves
7. Verify correct tube placement
8. Long balloon traditional length gastrostomy tubes only – cut Clog Zapper applicator tubing at dot. Discard excess tubing.
9. Low profile tubes only – attach extension set into tube and insert applicator into extension set.
10. Open the cap on the tube and insert the Clog Zapper applicator into the tube. If it is not possible to insert the applicator all the way into the tube, the distal end of the applicator may be pressing against the blockage. If this is the case, take out the applicator and trim the applicator's tubing to the appropriate length.
11. Fill the Clog Zapper syringe to the 10 mL mark with water.  Shake vigorously for three to five minutes to dissolve the powder.
12. Open the cap on the tube and attach the Clog Zapper syringe to the applicator, hold the gauze at the connection between the tube, applicator, and syringe.
13. Slowly plunge the syringe to fill the tube with recommended dosage of 2-5 mL of Clog Zapper solution until the solution spills out of the tube onto the gauze.
14. Remove the applicator from the feeding tube and cap on the tube. (Retain the syringe and applicator in case initial installation is not effective.) 
15. Low profile tubes only – remove extension set from tube and cap tube. 
16. Keep solution in the enteral feeding tube for 60 minutes.
17. Fill the ENFitTM syringe with water and flush the tube.
18. It the tube cannot be flushed, shake the Clog Zapper syringe with the remaining solution, and repeat steps 9 to 15. 
19. Storage Requirements:
20. Clog Zapper mixture can be refrigerated while not in use. (For inpatients label patient name, date and time of reconstitution)
21. Clog Zapper, once reconstituted should be used within 24 hours
22. If the tube remains blocked it will require changing: 
23. Gastrostomy balloon tube with a mature gastrostomy tract (12 weeks or longer since initial gastrostomy tube insertion) can be changed by a MO, competent RN or trained family carer. See Section 3.12 - Replacement of a Balloon Gastrostomy Tube of this document.
24. If the gastrostomy tract is immature (less than 12 weeks since initial gastrostomy tube insertion), other types of gastrostomy, gastric-jejunal and jejunal tubes will all require a medical review.
25. In-patients - organise for the patient to have a medical review in hospital.
26. Community patients who do not meet 13.1 – advise the patient to proceed to ED promptly for assessment.
27. Jejunostomy tube patients will need to present to ED or be reviewed as an inpatient to have tube change organised.
28. Discard equipment.
29. Remove PPE.
30. Attend to hand hygiene. 
31. Document in the patient’s clinical record.
[bookmark: _Toc214454896][bookmark: _Toc215655556]6.9 Tube deterioration
The following is specific to silicone tubes and devices (the most common type of gastrostomy device):
Feeding tube deterioration is characterised by structural changes in the device that render it fragile and no longer fully patent. This increases the risk of breakage. A fragile perished tube becomes useless and problematic due to the risk of unrepairable hole formation, increased risk of balloon failure (if present) and increased risk of breaking on removal.
The following are characteristics that a tube may display as it reaches its end stage of function:
The device becomes very soft, pliable, and easily kinks
The device contour becomes distorted
Balloon checks are difficult
The wall thickens, thus narrowing the internal lumen.
White and/or black dots appear on the internal wall of the device, and these dots may be microorganism colonies. There appears to be a correlation between fungal colonisation, changes in the device structure, and the device's functional lifespan.
Discoloration of the device can occur early in the device life and can be caused by several factors i.e. medication
The decision of when to replace a feeding tube is based on the following criteria:
· Manufacturer’s recommendation
· Patient requirements
· Changes in tube contour
· Difficulty with balloon checks 
Reference: Clinician's guide: Caring for people with gastrostomy tubes and devices p48(Table14)
Back to Contents
[bookmark: _Toc214454897][bookmark: _Toc215655557]Section 7 Paediatric Care
[bookmark: _Toc214454898][bookmark: _Toc215655558]7.1 Paediatric Care at Canberra Hospital
For paediatric patients most tube changes are planned 12 monthly and occur within Paediatric Outpatient Department (POPD) as a booked appointment. 
In the event of a tube being accidentally dislodged, call POPD if the incident occurs within business hours, or contact the Paediatric Team Leader (via switch) if it happens after-hours. 
If accidental dislodgment occurs prior to planned change to low profile button (approx. six weeks), parents should present child to ED for prompt assessment. 
Paediatric patient tubes are kept at POPD. 
Trouble shooting of paediatric patient stoma and tube issues are through the POPD. 
[bookmark: _Toc214454899][bookmark: _Toc215655559]7.2 Healthcare Access at School Program
The Healthcare Access at School (HAAS) Program is a joint initiative between Canberra Health Services (CHS) and the ACT Education Directorate (EDU) aimed at delivering equitable access to schooling for students who require complex or invasive health care interventions or management during school hours. This is achieved through the provision of health care tasks by appropriately trained school staff – the ‘HAAS Worker’.
HAAS Registered Nurses (RNs) work collaboratively with the student’s family, school, and health professional(s) to develop an agreed Individual HAAS Care Plan, consistent with current, evidenced-based best practice, to be implemented in the school environment. HAAS RNs provide training, assessment, and support to nominated school staff, enabling them to safely care for a child with a gastrostomy tube at school.
The HAAS Program provides ongoing monitoring and support for the family and the school throughout the student's admission to the HAAS Program. The HAAS worker is obliged to follow the student’s HAAS Individual Care Plan is located within Care Planning in DHR and in the HAAS folder and goes with the student wherever they go throughout the school day. There is a communication pathway to escalate any questions or concerns. The HAAS Individual Care Plan is updated annually with a family review. 
 School Health Care Documentation for the HAAS Program
ACT Education Directorate documents include Known Medical Condition Response Plan, Medication Authorisation and Administration Record
HAAS Individualised Care Plan, which is informed by a dietitian feeding plan.
HAAS Communication Pathway
HAAS Record of Tasks form.
All HAAS and EDU documents must be reviewed and updated annually and with any change to the student's health care management at school. 
Healthcare at school (beyond basic first aid) cannot be provided without current School Health Care Documentation.
HAAS Training for nominated school staff:
Pre-requisite:
Australian Commission on Safety and Quality in Health Care Hand Hygiene Non-Clinical Online Learning Module
Gastrostomy pump feeding: Enteral feeding using Nutricia Flocare Infinity II pump: videos and training simulator.
Competency process:
Theory and simulation
Individual coaching and assessment by the HAAS RN
Annual competency re-assessment
Additional training in medication safety and administration if applicable.
HAAS student accidental dislodgement of a Gastrostomy, Gastric-jejunal or Jejunal tube
The student’s HAAS Individualised Care Plan will clearly state the course of action in the event of accidental tube dislodgement at school. Where a student has an immature stoma, families should be contacted as soon as possible. HAAS Workers are educated on the time sensitive requirements of tube replacement to avoid stoma shrinkage.
Due to the infrequency of tube dislodgement at school, most caregivers request to be contacted rather than school staff performing reinsertion. The HAAS Worker is directed to cover the stoma, place the device in a plastic bag, and call the parent.
In individual cases, the HAAS Workers will be trained before they are able to replace the gastrostomy device or insert a Foley’s catheter as per the steps outlined in this policy. Foley’s catheters are unable to be used for feeding by school staff and the caregiver must be contacted to notify them of the dislodgement. HAAS Workers will undertake regular simulation training with the HAAS RN to maintain this competency task.
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[bookmark: _Toc214454901][bookmark: _Toc215655561]8.1 Patient and Team responsibilities
Patient and/or Carer Responsibilities
The patient and/or carer are responsible for management of the gastrostomy, gastric-jejunal or jejunal tube in the community on a 24-hour basis. Self-management includes enteral formula and medication administration, water flushes, stoma and tube care, troubleshooting, management of equipment and ordering of equipment and feeds. The patient is expected to engage with dietitian services to monitor nutritional status and with General Practitioner and treating medical team.  
Health Care Team responsibilities
Ongoing care in the community should include as a minimum monitoring of: Stoma site, gastrointestinal health, nutritional status, tube condition and need for replacement, need for ongoing support. (Optimum care pathway). At a minimum patients require a health care team of an MO, dietitian and registered nurse. Other team members may include: speech pathologist, pharmacist, social worker and occupational therapist. 
[bookmark: _Toc214454902][bookmark: _Toc215655562]8.2 Discharge Planning 
Referrals:
All referrals to Community Care Program are via Community Health Intake (CHI) and are evaluated against the Community Care Program Eligibility and Referral Management Guideline. Referral For Community Nursing and Dietitian needs to be submitted via the DHR enteral feeding tube management form - NUR 966.  All tube fed clients must have referrals to a dietitian and nursing service for management of the tube and skin. Referrals must address the following: Indications for tube insertion date, method, treating team, type of tube (brand, Fr size, retention device and location of tip, stoma length if low profile tube, marking at skin level, balloon volume, date of last change (if relevant)  plan for replacement including next tube change date and responsible team and exit plan including who decides on tube removal (Optimum care pathway) (Much of this will be on DHR LDA properties.) Exit plan for tube removal needs to include anthropometric goals, plan/criteria for tube weaning, plan for longer tube feeding options. 
Consider a formal referral to the Post-Acute Care Clinical Nurse Consultant for complex Community Nursing patients and patients transitioning from paediatrics to adult services. 
Inpatients aged 18 (or transitioning paediatric patients 16-18) years or older are referred by the discharge liaison nurse/care coordinator to community nursing for gastrostomy, gastric-jejunal or jejunal tube support and monitoring through CHI (ACT residents only) or the local area health service (interstate residents).
For patients who have a gastrostomy tube inserted as a day patient in Medical Imaging Angiography Suite, the Angiography nursing staff need to put in a referral through DHR (ACT residents only) to community nursing for gastrostomy tube education, support and monitoring. For interstate residents, the referral can go directly to their local area health service. A second referral can be placed in DHR for the Post Acute Care Clinical Nurse Consultant (ACT residents only).
Patients under 16 years of age in the community are supported by the POPD at Centenary Hospital (see 7.1 section). When the patient is approaching 16 years of age POPD transitions the patient to The Canberra Hospital Gastroenterology & Hepatology Unit and puts in a referral through DHR to community nursing if required (e.g. for planned balloon gastrostomy tube changes if the patient/family carer are unable or unwilling to change the tube). The patient is to provide replacement gastrostomy tubes on an ongoing basis. It is recommended for the patient to always have 2 spare gastrostomy tubes on hand.
Patients require a referral to an appropriate dietetic service for nutrition assessment, advice and ongoing management. Patients aged 18 years or older are referred through DHR to Community Care Nutrition (ACT residents only) or the local area health service (interstate residents). In addition to a referral, an in basket or notification message from referring dietitian to Community dietitians is required to flag incoming enteral tube patients as these are triaged as a higher priority. Patients under 18 years of age are managed by The Canberra Hospital Acute Support Nutrition Paediatric Dietitians. Patients may access a private dietitian as part of National Disability Insurance Scheme or Support at Home package. Veterans Affairs patients may also have a private dietitian.  
Oncology patients undergoing Radiation therapy
Whilst undergoing radiation therapy, the radiation oncology nurses can provide tube care. They can flush the enteral feeding tube, check the balloon, remove gastropexy buttons, monitor and trouble shoot issues. Community Nurse visits can be paused while the patient is having daily radiation and picked up again once radiation is completed. Radiation oncology nurses can remove balloon gastrostomy tubes. Please liaise with radiation oncology nurses (see section 8.5 for contact details)
[bookmark: _Toc214454903][bookmark: _Toc215655563][bookmark: _Hlk205816432]8.3 Financial Assistance 
Financial Assistance for Patients
The patient’s Dietitian can be contacted for advice on possible sources of funding for home enteral nutrition for eligible patients. Possible sources include:
[bookmark: _Hlk87945013]ACT Equipment Scheme (ACTES) for home enteral nutrition (HEN) clients
[bookmark: _Int_lZ8ls6De]For further information, see ACT Equipment Scheme (ACTES) for home enteral nutrition (HEN) clients consumer handout, available on Policy and Guidance Documents Register.
Contacts: 
ACT Equipment Scheme Office Phone: 5124 1076 Email: ACTES@act.gov.au 
Community Care Nutrition Dietitians Phone: 5124 1498 or 5124 1324 
Email: ccnutrition@act.gov.au

National Disability Insurance Scheme (NDIS) 
If a patient is a NDIS participant there may be NDIS funding to access services including nursing and nutrition. These services may be outside of CHS. Further information on this can be found on the CHS intranet page Using your NDIS plan to access our registered NDIS services - Canberra Health Services
Ensure the home care provider has staff trained in tube management including balloon tube changes. The home care provider or the patient also has the option of subcontracting the service to a different agency.
If Community Nursing or Nutrition are to provide services a request for change of circumstance may be required. Planning advice can be provided, and a service agreement will be prepared. 
Phone: 1800 800 110 Website: https://www.ndis.gov.au/
 
My Aged Care  
Phone: 1800 200 422  Website: https://www.myagedcare.gov.au/
Patients with a high-level package may be able to have equipment and services funded through their Support at Home package. Ensure the home care provider has staff trained in tube management including balloon tube changes. If the provider does not have adequately trained staff, they can negotiate with another agency to subcontract the service. At the time of this revision there are limited Aged Care Provider agencies that have trained staff. Please contact Post Acute Care CNC (Community Nursing) for information. 
Rise Above – Capital Region Cancer Relief 
Phone: (02) 6297 1261 Fax: (02) 6297 1878
Office Address: 21 Cooma Street, Queanbeyan Post: PO Box 1351, QUEANBEYAN NSW  2620
Website: https://riseabovecbr.org.au/
[bookmark: _Toc214454904][bookmark: _Toc215655564]8.4 Patient/Carer Resources 
Suppliers of Health Care Feeding Tubes and Equipment
Applied Medical Technology (AMT) Device Technologies (Distributor for AMT products) Customer Service. Phone: 1300 338 423.
Australasian Medical & Scientific (AMSL)/Medicina Customer Service Phone: 02 9882 3666 
Avanos Medical Customer Service. Phone: 1800 101 021,
Cardinal Health (Kangaroo enteral feeding equipment) DHL Supply Chain Direct to Market. Phone: 1800 077 421 (option 1 for Customer Service, then option 6 for Cardinal Health).
Cook Medical Customer Service. Phone: 1800 777 222.
Fresenius Kabi (Freka jejunal tube) Customer Service. Phone: 1300 732 001.
Abbvie – PEG-J tube specialist for medication administration. Phone: 1800 252 224.
BrightSky
Phone:: 1300 88 66 01
Website: Home - BrightSky Australia – brightsky.com.au
Capital Rehabilitation Supplies
Phone: 02 6174 4813
Address: Unit 3/66 Heffernan Street Mitchell ACT 2914
Website: https://capitalrehabilitationsupplies.com.au/
Independence Australia
Phone: 1300 788 855
Website: https://www.independenceaustralia.com.au/
Avanos Medical Also provide Patient/Carer Support
Website: Enteral Feeding Tube Supplies & Resources | TubeFed tubefed.com.au
Phone: 1800 101 021   Avanos Customer Service
Nutricia 
Nutricia Nurse Connect Service Phone: 1300 557 397 For patients using Nutricia products. 
Nutricia Clinical Care Line Phone: 1800 060 051
Website: https://nutricia.com.au/
Information and Support
AusEE
ausEE Inc: Promotes Feeding Tube Awareness Week; resources, my tubie stories, support networks and helpful links. ausEE Inc. ausee.org
Oley Foundation W: http://www.oley.org/ 
Is a USA based organisation for patients and clinicians that strives to enrich the lives of those living with home intravenous nutrition (parenteral) and tube feeding (enteral) through education, advocacy, and networking. The Foundation also serves as a resource for consumer’s families, clinicians and industry representatives, and other interested parties. 
Note: This list is not exhaustive and contact details may change over the period this document is in operation. These suppliers take no responsibility for the availability of products.
[bookmark: _Toc214454905][bookmark: _Toc215655565]8.5 Contacts for Further Information
Canberra Health Services
ACT Equipment Loan Service (ELS)
For patient loan of IV pole to hang formula container if available. 
Phone 6207 0658, Fax: 6205 2604, Email: EquipmentLoanService@act.gov.au
Address: 37 Kingsmill Street Kambah ACT 2902
Office hours for collection and return of equipment are Monday to Friday 08:30am – 5.00pm, Saturday and Sunday 11:00am – 12:00pm. Collection is subject to prior confirmation by ELS Staff that the requested equipment is available.
Canberra Hospital
Phone 02 5124 0000 (Switch)
NCH Switch
Phone 02 6201 6111 (Switch)
Canberra Hospital Nutrition Department 
Phone 02 5124 2211 
Email Diet@act.gov.au
Location: Building 15, level 2
Central Health Intake (CHI) 
Phone: 5124 9977
Fax: 6205 2611
Email: ChiIntake@act.gov.au
Community Care Nutrition 
Via Central Health Intake (CHI) phone: 5124 9977
Direct Dietitian phone: 5124 1498
Email: ccnutrition@act.gov.au
NCH Nutrition Department
Phone: 02 5103 6070
Email: nch.nutrition@act.gov.au
Canberra Hospital Gastroenterology & Hepatology Unit
Phone: 02 5124 2195
NCH Endoscopy Unit
Phone: 02 6201 6674
Canberra Hospital Medical Imaging 
Phone: 02 5124-2159 (main reception)
Canberra Region Cancer Centre 
Building 19 Canberra Hospital
General enquiries 02 5124 8444
Radiation Oncology Nurses (numbers not normally given to patients)
02 5124 2217
02 5124 4450 
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[bookmark: _Toc214454906][bookmark: _Toc215655566]Section 9 – Clinician Education
[bookmark: _Hlk205915763]There are several resources for clinician education: Staff are to discuss with their CDN/Manager.
[bookmark: _Toc214454907][bookmark: _Toc215655567]Community Care Program Competency Pathway. 
1. Face to face learning session (with Post Acute Care CNC and Dietitian). 
2. CDN demonstration on a Mannequin and supported practice. 
3. Competency assessment with assessor.  
[bookmark: _Toc214454908][bookmark: _Toc215655568]Gastrostomy eLearning Modules - NSW Health, Sydney Local Health District (SLHD), Royal Prince Alfred Hospital (RPAH)
The free gastrostomy eLearning modules can be done anytime and anywhere with access to the internet.
The course is based on:
· Agency for Clinical Innovation (ACI) and the Gastroenterological Nurses College of Australia (GENCA) Clinician’s Guide: Caring for people with gastrostomy tubes and devices:
· From pre-insertion to ongoing care and removal. 2015.
· Key Principles and Practice Points. 2014.
· Frequently Asked Questions. 2015.
· website https://www.aci.health.nsw.gov.au/resources/nutrition/hen/gastrostomy-tubes
There are 6 modules in the program, and each module will take one to two hours to complete. 
There is pre-reading and post module assessments. 
A certificate of completion is issued when all 6 modules are finished.
Register via e: SLHD-GastrostomyTrainingProgram@health.nsw.gov.au to express an interest and request a password to log in.
Key Learning Objective
To have a theoretical understanding of the role, function, anatomy and management of gastrostomy tube/devices
[bookmark: _Toc214454909][bookmark: _Toc215655569]The Gastrostomy Training Program
Nutrition and Dietetics, Royal Prince Alfred Hospital, SLHD
Missenden Rd, Camperdown NSW 2050
Phone: 02 9515 8053
Email: SLHD-GastrostomyTrainingProgram@health.nsw.gov.au
Website: www.health.nsw.gov.au
[bookmark: _Toc214454910][bookmark: _Toc215655570]Avanos Medical
The free gastrostomy eLearning modules can be done anytime and anywhere with access to the internet. They are short and normally related to a particular skill/equipment use
Register via Clinical Support website: www.avanoseducationspace.com
Avanos Customer Service phone: 1800 101 021 
[bookmark: _Toc214454911][bookmark: _Toc215655571]Other
Company specific product information. 
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[bookmark: _Toc207793934][bookmark: _Toc214454913][bookmark: _Toc215655573]Outcome
Patients with a gastrostomy, gastric jejunal or jejunal tube insitu receive high quality and safe care consistent with this procedure.
[bookmark: _Toc207793935][bookmark: _Toc214454914][bookmark: _Toc215655574]Measures
Quarterly review of clinical incidents classified as ‘Enteral Related’ by Post Acute Care CNC. 
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[bookmark: _Toc214454915][bookmark: _Toc215655575]Related policies, procedures, guidelines and legislation
[bookmark: _Toc207793937][bookmark: _Toc214454916][bookmark: _Toc215655576]Policies
Nursing and Midwifery Board of Australia (NMBA) Requirements for Practice
Medication Handling 
Waste Management
Nutrition for Admitted Adults and Children 
Incident Management – Clinical, Policy
[bookmark: _Toc207793938][bookmark: _Toc214454917][bookmark: _Toc215655577]Procedures
· ACT Equipment Loan Service
· Community Care Program Referral Management
· Infection Prevention and Control
· NCH Medication Handling Procedure
· Nasogastric Tube (NGT) Management – Adults only
· Patient Identification and Health Care Activity Matching
· Post Operative Handover and Observations – Adult Patients (First 24 hours) 
· Vital Signs & Early Warning Scores - Canberra Hospital Inpatients
· Vital Signs & Early Warning Scores – North Canberra Hospital
· Vital Signs and Early Warning Scores – University of Canberra Hospital
· Incident Management 
· Incident Management North Canberra Hospital
[bookmark: _Toc207793939][bookmark: _Toc214454918][bookmark: _Toc215655578]Guidelines 
Consent for Healthcare Treatment
Dysphagia Practice 
[bookmark: _Toc207793940][bookmark: _Toc214454919][bookmark: _Toc215655579]Legislation
· Health Practitioner Regulation Law (ACT) Act 2010
· Health Records (Privacy and Access) Act 1997
· Health Regulation 2004
· Human Rights Act 2004
· Medicines, Poisons and Therapeutic Goods Act 2008 
· Medicines, Poisons and Therapeutic Goods Regulation 2008
· Work Health and Safety Act 2011
[bookmark: _Toc207793941][bookmark: _Toc214454920][bookmark: _Toc215655580]Other
Dietitian’s Association of Australia (DAA) Nutrition Support Interest Group “Enteral nutrition manual for adults in health care facilities”. June 2018
Australasian Society of Parental and Enteral Nutrition Home Enteral Nutrition (HEN) Optimal Care Pathway (OCP), September 2023. Contact: admin@auspen.org.au
Australian Charter of Healthcare Rights.
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Buried Bumper Syndrome: migration of the gastrostomy device’s internal bumper out of the stomach and into the gastrostomy tract or peritoneum with partial or complete loss of tract patency between the device’s distal tip and stomach. This is usually due to excessive external traction on the device from a tight external flange that causes the bumper to migrate up into the tract or erode the gastric wall.
Bolus enteral feeding: bolus volume of feed solution at set amounts which are administered over 15 – 60 minutes, at intervals through the day. The feed solution, amounts and frequency are determined by the Dietitian. 
Continuous enteral feeding: a determined amount of feeding solution as determined by the dietitian, 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. 
ENFitTM: To improve patient safety, manufacturers of enteral devices have been required to change the connection used for enteral devices. Enteral tubing misconnection occurs when enteral devices (feeding bags, tubes or syringes) are connected to non-enteral devices, such as IV lines, urinary catheters and ventilator tubing. ENFitTM is the new connection standard.
Enteral Nutrition: the feeding method of choice for those patients with an intact gastrointestinal system who are unable to meet their nutritional needs orally.
Enterostomy refers to an intestinal opening that is surgically designed to communicate with the skin and function on a temporary or permanent basis.
Fluoroscopy: a type of medical imaging that shows a continuous X-ray image on a monitor, much like an X-ray movie. During a fluoroscopy procedure, an X-ray beam is passed through the body. The image is transmitted to a monitor so the movement of a body part or of an instrument or contrast dye through the body can be seen in detail.
Gastropexy: a step in percutaneous radiologic gastrostomy in which the stomach is fastened to the abdominal wall with a gastropexy “t-fastener” / “button” / similar device.
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. 
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Gastrostomy, gastric-jejunostomy, Percutaneous Endoscopic Gastrostomy, PEG, percutaneous radiologic gastrostomy/jejunostomy, radiologically inserted gastrostomy/jejunostomy, PEJ, JJ, feeding tube, enteral feeding, unblocking, after hours/out of hours, enteral
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Attachment 1 Types of Gastrostomy Tubes, Initial Insertion, Planned and Unplanned Replacement
Attachment 2 Types of Gastric-Jejunal, Jejunal Tubes, Initial Insertion, Planned and Unplanned Replacement
Attachment 3 Equipment Lists
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[bookmark: _Toc214454925][bookmark: _Toc215655585]Attachment 1 Types of Gastrostomy Tubes, Initial Insertion, Planned and Unplanned Replacement
Gastrostomy Tubes- Internal retention device
	
	Internal bumper ‘tulip’ ‘mushroom’ tip
	Internal bumper ‘tulip’ ‘mushroom’ tip
	
	Internal balloon
	Internal balloon

	Tube type
	Traditional length ‘long’ ~ (approximately) 30 cm
	Skin level/low profile/ ‘short’/‘button’
	Self-retaining loop ‘pigtail catheter’
‘long’ ~ 10 cm
	Traditional length ‘long’ ~ 20 cm
	Skin level/low profile/‘short’/‘button’

	Commonly used tubes
	· Percutaneous Endoscopic Gastrostomy (PEG) tube – Avanos or Cook
· Has a removable adaptor, if the adaptor breaks it can be replaced. 
	· AMT MiniOne 
Non-Balloon and 
Capsule Non-Balloon Button 

	· Cook Multipurpose Drainage Catheter ‘pigtail’ + clear tube secured with a cable tie and Medicina Transition Adaptor ENFitTM, Radiology Inserted Gastrostomy (RIG) tube
	· Avanos Gastrostomy MIC Y-Port Feeding Tube ENFitTM Balloon
· Other brands eg AMT, Nutricia, Cardinal
· Is an ‘all in one tube’ if there is an issue with the access port (e.g. broken cap, split in the tube) the tube needs to be replaced.
	· AMT MiniOne Button Low Profile Balloon ENFitTM
· Avanos MIC-KEY Low Profile Balloon Gastrostomy Feeding Tube ENFitTM


	Characteristics
	PEG Tube Types
· Collapsible internal bumper, external flange
Note: this tube can be removed with traction removal  
· Rigid internal bumper and external flange
Note: this tube must be removed endoscopically 
	· Internal bumper/bolster and external base T-piece. Requires an extension set to access the tube. Length of the device varies and depends on the stoma tract length.
	· Internal pigtail loop and externally held in place with a StatLock
	· Internal balloon and external flange
	· Internal balloon and external base T-piece. Requires an extension set to access the tube. Length of the device varies and depends on the stoma tract length.

	Initial insertion
	Endoscopy Unit or Operating Theatre
	· Operating Theatre
	· Radiology Department
	· Operating Theatre or Radiology Department
	· Operating Theatre or Radiology Department

	Planned replacement
	· Endoscopy unit, usually replaced with a gastrostomy balloon tube.
Life expectancy of 12 to 24 + months. Should be replaced when it starts to become worn, flattened, perished or difficult to flush.
	· Radiology Department by a MO
· Operating Theatre or Outpatient Department by a MO
· Obturator/tool for removal.
· 
	· Radiology Department
· RIG life expectancy is 6 to 12 months.
· 
	· Immature stoma tract (i.e. less than 12 weeks since insertion) replaced by a MO.
· Mature stoma tract (i.e. 12 weeks or longer since insertion) replaced at the bedside, in a clinic or home setting can be done by RN, MO or trained family carer.
· Life expectancy of 3 to 6 months.

	· Immature stoma tract (i.e. less than 12 weeks since insertion) replaced by a MO.
· Mature stoma tract (i.e. 12 weeks or longer since insertion) replaced at the bedside, in a clinic or home setting can be done by RN, MO or trained family carer.
· Life expectancy of 3 to 6 months.


	Accidental dislodgement and replacement  





Accidental dislodgement and replacement  

	· Immature stoma tract, less than 6 weeks since initial insertion, a radiological contrast study or endoscopy should be performed. A MO should replace the tube.
· Immature stoma tract, less than 12 weeks since initial insertion, replaced by a MO, consider Radiological intervention
· Mature stoma tract, 12 weeks or longer since initial insertion, tube replaced with the same Fr size balloon gastrostomy tube at the bedside, clinic or home setting by MO, competent RN or trained family carer.
· Can be replaced temporarily with a male length urinary catheter usually the same Fr size as the prescribed gastrostomy tube, to maintain the tract until the required balloon tube is available 
	· Immature stoma tract, less than 6 weeks since initial insertion, a radiological contrast study or endoscopy should be performed. A MO should replace the tube.
· Immature stoma tract, less than 12 weeks since initial insertion, replaced by a MO, consider Radiological intervention
· Mature stoma tract, 12 weeks or longer since initial insertion:
· Radiology Department by a MO
· Operating Theatre or Outpatient Department by a MO
· Can be replaced temporarily with a male length urinary catheter usually the same Fr size as the prescribed gastrostomy tube, to maintain the tract until the required tube is available.
	· Radiology Department

	· Immature stoma tract, less than 6 weeks since initial insertion, a radiological contrast study or endoscopy should be performed. A MO should replace the tube.
· Immature stoma tract, less than 12 weeks since initial insertion, replaced by a MO, consider Radiological intervention
· Mature stoma tract, 12 weeks or longer since insertion) replaced at the bedside, in a clinic or home setting can be done by RN, MO or trained family carer with the same recommended Fr size and stoma length (low profile tubes only) gastrostomy tube. 
· Can be replaced temporarily with a male length urinary catheter usually the same Fr size as the prescribed gastrostomy tube to maintain the tract until the required Fr size balloon tube is available.

	· Immature stoma tract, less than 6 weeks since initial insertion, a radiological contrast study or endoscopy should be performed. A MO should replace the tube.
· Immature stoma tract, less than 12 weeks since initial insertion, replaced by a MO, consider Radiological intervention
· Mature stoma tract, 12 weeks or longer since insertion) replaced at the bedside, in a clinic or home setting can be done by RN, MO or trained family carer with the same recommended Fr size and stoma length (low profile tubes only) gastrostomy tube. 
· Can be replaced temporarily with a male length urinary catheter usually the same Fr size as the prescribed gastrostomy tube to maintain the tract until the required Fr size balloon tube is available.

	Planned removal
	· Endoscopy Unit
	· Radiology Department
· Outpatient Department
	· At the bedside, clinic or community setting, can be done by RN, requires a medical order.
	· At the bedside, clinic or community setting, can be done by RN, requires a medical order.
	· At the bedside, clinic or community setting, can be done by RN, requires a medical order.
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[bookmark: _Toc214454926][bookmark: _Toc215655586]Attachment 2 Types of Gastric-Jejunal, Jejunal Tubes, Initial Insertion, Planned and Unplanned Replacement
Types of Gastric-Jejunal, Jejunal Tubes, Initial Insertion, Planned and Unplanned Replacement
	Tube Type
	Non Balloon
	Balloon Traditional length long
	Balloon Skin level/low profile/’short’/’button’

	Commonly used tubes
	Fresenius Kabi Freka Jejunal Tube 
Cook PEG-J
	Avanos:
MIC Balloon Jejunal Feeding Tube
2. MIC Balloon Gastric-Jejunal Feeding Tube
	Avanos:
MIC-KEY Low Profile Balloon Jejunal Feeding Tube
MIC-KEY Low Profile Balloon Gastric-Jejunal Feeding Tube


	Characteristics
	Externally secured with a fixing plate and sutures and / or StatLock. 
Secured internally with a collapsible bumper and externally with an external flange, with a jejunal tube within the PEG tube
	1. & 2. Internal retention balloon and external flange
2. Gastric decompression and jejunal feeding ports
	1. & 2. Internal retention balloon and external base T-piece.
Used with compatible extension sets.
Length of the jejunal part of the device varies based upon clinical need.
0. Gastric decompression and jejunal feeding ports. Length of the gastric part of the device varies and depends on the stoma tract length. 









Types of Gastric-Jejunal, Jejunal Tubes, Initial Insertion, Planned and Unplanned Replacement p2
	Tube Type
	Non Balloon
	Balloon Traditional length long
	Balloon Skin level/low profile/’short’/’button’

	Planned replacement

	1. Radiology Department 
2. Endoscopy Unit
	Radiology Department

	Radiology Department


	Initial insertion
	Operating Theatre

2.  Endoscopy Unit

	Radiology Department

	Radiology Department


	Accidental dislodgement and replacement  

	Radiology Department
2. Endoscopy Unit
	Radiology Department

	Radiology Department


	Planned removal
	1. Bedside or clinic
2. Endoscopy Unit
	In a clinic or the home setting, can be done by RN, requires a medical order.
	In a clinic or the home setting, can be done by RN, requires a medical order.




Back to Contents

[bookmark: _Toc214454927][bookmark: _Toc215655587]Attachment 3 – Equipment Lists 
[bookmark: _Toc207793949][bookmark: _Toc214454928][bookmark: _Toc215655588]Community Care Program Enteral Feeding Tube Emergency Kit
Kits located at Community Health Centres (Belconnen, Central, Gungahlin, Phillip and Tuggeranong) and Link Team. *Community Nursing- check with CNC Post Acute Care/or CDN before ordering, to share supplies across community nursing teams.
Emergency Kit Contents
	Item
	PICS code
	Supplier Code/Information

	Avanos Universal Feeding Adaptor ENFitTM for use with PEG 20 Fr
	146087
	Avanos code: 8135-20, each, 
non-stock

	Avanos Universal Feeding Adaptor ENFitTM for use with PEG 24 Fr
	146090
	Avanos code: 8135-24, each, 
non-stock

	Avanos Gastrostomy MIC Y-Port Feeding Tube ENFitTM Balloon 18 Fr
	61490
	Avanos code: 8100-18, each, non-stock

	*Australasian Medical & Scientific (AMSL) /Medicina Syringe ENFitTM 60 mL Reusable
	142122
	AMSL /Medicina code: LHE60, CTN 60, non-stock

	*AMSL/Medicina Transition Adaptor ENFitTM
	143622
	AMSL/Medicina code: LK01, Box 50, non-stock

	*Avanos Clamp ‘Cubby’ side loading Large
	151613
	Avanos code: 090120038, CTN 50, non-stock

	*AMSL/Medicina ENFitTM Y-Site Short Extension Set 15cm Wide Bore 
	140374
	AMLS/Medicina code: EP015LYW, Box 50, non-stock

	Becton Dickinson Syringe luer slip 10 mL
	10341
	Becton Dickinson code: 302143, stock, Box 100

	*BSN Medical Leukoplast 1.25cm 
	10272
	BSN Medical code: 1691 Box 24, stock 

	Merck pH graded paper PH stick 
0-14 
	58034
	Merck code: 1095350001, PKT 100, stock

	*Clog Zapper 
	151614

	Avanos code: 20-0002 Box 10 (shelf life 18 months)
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[bookmark: _Toc214454929][bookmark: _Toc215655589]General Enterostomy Tube supplies and PICS codes. 
Enterostomy Supplies
	Description
	Supplier Code
	PICS
	Unit of Issue

	Clog Zapper (shelf life 18 months) 
	Avanos code: 20-0002
	151614 
	Box 10

	Universal Feeding Adaptor ENFitTM for use with PEG 20 Fr
	Avanos code: 8135-20 
	146087
	each

	Universal Feeding Adaptor ENFitTM for use with PEG 24 Fr
	Avanos code: 8135-24 
	146090
	each

	Clamp ‘Cubby’ side loading, Large for PEG and Long Balloon Gastrostomy Tubes
	Avanos code: 090120038
	151613
	Box 50

	Farrell Valve System – Continuous Gastric Pressure Relief ENFitTM 
	Avanos code: 43-4100 
	n/a 
	Box/30

	Transition Adaptor ENFitTM
	Australasian Medical & Scientific (AMSL) /Medicina code: LK01
	143622
	Box 50

	Y-Site Short Extension Set ENFitTM 15cm Wide Bore
	AMLS/Medicina code: EP015LYW
	140374
	Box 50

	Reusable Cleaning Brush For ENFitTM Connector ‘EnClean’ www.encleantube.com
	Midmed code: ENC1252122
	155825
	Box 10

	Marathon Liquid Skin Protectant 
Marathon No-Sting Liquid Skin Protectant | Medline
	Medline: MSC093001
	148482
	Box 5 

	Flexi-trak anchoring device - large
	Convatec: 37449
	19556
	Box 50

	Eakin Surround small skin barrier dressing 58 mm for use around tubes
	Omnigon: 839012
	156929
	Box 20 

	Eakin Surround small skin barrier dressing 98 mm for use around tubes
	Omnigon: 839011
	156927
	Box 10





[bookmark: _Toc207793951][bookmark: _Toc214454930][bookmark: _Toc215655590] G-Tube Holder/Feeding Tube Holder/PEG Tube Holder/G-Tube Storage Belt
 Tube holders and where to source
	Item
	Supplier
	Reference 
Number

	Bandage Tubular (e.g. Tubigrip, Tubifast, Tubular Form, Tubular Band) 
size: torso/trunk - small/medium/large/extra-large, cut to size to secure feeding tube 
	For inpatients, see CHS Supply Services - Purchasing and Inventory Control System (PICS)
T: 5124 3527 or E: pics@act.gov.au
Product assistance/advice from CHS Product Consultant
T: 5124 3312 / 0407 495 765 
For outpatients, see patient/carer resources.
	Various

	Medicina Gastrostomy Tidy The device allows the tube to be kept tidy and secure in a specially made pouch. The pouch comes in child and adult sizes and can be adjusted to fit. Benefits: soft and comfortable to wear, discreet when worn underneath clothing, adjustable waist belt and machine washable and reusable.

	Medicina
Medium (75cm - 114cm) 
Large (117cm - 152.5cm) 
T: (02) 9882 3666 
W: https://www.amsl.com.au/

	
GT01 GT02

	
	BrightSky
Medicina Gastro Tidy Med 75-114cm
Medicina Gastro Tidy Lge 117-152.5cm
T: 1300 88 66 01
W: https://www.brightsky.com.au/

	
900430
900435

	G-Tube Storage Belt ‘Tuubezz’ (located in USA). The device eliminates the need for safety pins, tape, rubber bands or wrapping around undergarments to keep out of the way. It is made of 95% cotton and 5% spandex and is machine washable.
	W: https://www.tuubezz.com/

	Various

	‘Topper’ Drain Swab 5 cm x 5 cm, split absorbent dressing can be placed under external flange to absorb exudate to prevent soiling of feeding tube holder, if required. Check dressing each time tube is accessed and change dressing if wet. Manufacturer code: JJMCKK100
	BrightSky
T: 1300 88 66 01
W: https://www.brightsky.com.au/
	994500

	Abdominal Binder 
An abdominal binder is a wide compression belt that encircles the abdomen. Abdominal binders come in many sizes and widths. Most are made from elastic and have Velcro closures. Some abdominal binders have straps that hold surgical drainage tubes in place. A patient my chose to wear an abdominal binder to prevent accidental dislodgment of the feeding tube. 
	
Various medical supply stores, identified with suggested internet search term ‘abdominal binder’ 
	
Various 


Note: This list is not exhaustive and contact details my change over the period this document is in operation. These suppliers take no responsibility for the availability of products.
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