Inserting a Nasogastric Tube

Goal: The tube is passed into the patient's stomach without any complications.
1. Check the primary care provider’s (PCP) order for insertion of NG tube and consider the risks associated with nasogastric tube insertion. Indications for the nasogastric tube include aspiration, bowel rest (either for bowel obstruction or recent bowel surgery), and intractable vomiting.
2. Check the chart for contraindications for an NG tube are a history of gastric bypass or lap banding surgeries, liver problems/disorders, bleeding disorders, and esophageal varices.
3. Perform hand hygiene. 
4. Identify the patient. Ask the patient whether they have a deviated septum, nasal polyps, have ever had nasal surgery or a broken nose. Using penlight, visualize inner aspect of each nare to assess patency. Ask client which nare feels more open.
5. Explain the procedure to the patient and provide rationale as to why the tube is needed. Discuss

the associated discomforts that may be experienced and possible interventions that may help decrease this discomfort. Answer any questions as needed.
6. Gather equipment (clean gloves, PPE, NG tube, 60 ml piston syringe, cup of room temperature water or sterile water, lubricant, tape measure, stethoscope, tape, safety pin, litmus paper or gastric pH strip, nonsterile drape, emesis basin, tissues, cup of water with straw or ice chips, and penlight).
7. Provide for privacy by pulling the patient's bedside curtain or shutting door. 
8. Raise the bed to a comfortable working height.

9. Assist the patient to high Fowler's position and elevate the head of the bed 90 degrees. Have emesis basin and tissues handy.
10. Tear a 3" piece of tape and split bottom 2" or use packaged nose tape for NG tubes. Tear two additional pieces of tape 1” each. Be sure to clean the top and side edge of the table where the tape will go with an alcohol prep and allow to dry.

11. Measure the distance to insert tube by placing tip of tube at patient's nostril and extending to tip 
of ear lobe and then to tip of xiphoid process. Mark measurement by placing tape on tubing. 
12. Place nonsterile drape on patient’s chest and give patient a basin. Put on clean gloves. Don PPE due to chance of exposure to vomitus. Lubricate tip of tube (2" to 4") with water-soluble lubricant.
13. Explain in detail the process of insertion and what is expected of the patient. Hand the patient the water.

14. Gently place your nondominant hand on forehead to stabilize head. Gently insert the tube into the nostril. The patient may gag when the tube reaches the pharynx. Offer comfort and reassurance to the patient.
15. When pharynx is reached, instruct the patient to put chin to chest. Ask the patient to sip 
water through a straw or to simply swallow (if no fluids are permitted). This will assist advancement of the tube into the stomach and help to prevent entry into the airway. Advance the tube in a downward direction. Stop when the patient breathes or coughs. If gagging and coughing persist, stop advancing the tube and check placement of tube with tongue blade and flashlight. If the tube is curled in mouth or back of the throat, straighten the tube and attempt to advance again. Allow patient to recover, then resume advancing the tube until tape marking is reached. NEVER use force. Rotate the tube if it meets resistance. NEVER let go of the tube.
16. If there are signs of distress, such as gasping, coughing, cyanosis, inability to speak or hum, or bleeding, immediately discontinue procedure and remove tube.
17. While keeping one hand on the tube, secure with tape. 
a.
Place unsplit end over bridge of patient's nose.
b.
Wrap split ends around tubing only. Be careful not to pull tube tightly against nostril.
19.  Place third piece of tape near the end of the tube. Attach the pin to the tape.

Check placement of tube to determine whether the tube is in patient's stomach (use the method specified by the agency’s policy):
Checking Placement by Air Bolus:

Bend tubing and remove cap. Attach syringe to end of tube and place stethoscope 4” below and a little to the left of the xiphoid process. Quickly instill 30 mL of air while listening for swooshing sound. 

Bend tubing, remove syringe from tube, and replace cap.
Secure above stomach level by attaching at shoulder level.
Checking Placement by Gastric pH:
Pull back syringe plunger and aspirate a small amount (5-10 ml) of gastric fluid.
Bend tubing to prevent leakage and remove syringe from tube.

While holding the bent tubing, measure the pH of aspirated fluid using pH paper or a meter. Place a drop of gastric secretions onto pH paper. Compare the color on the paper with the chart supplied by the manufacturer. The pH must be <5.5. (If greater than 5.5, refer to the agency’s policy regarding disposal of the fluid.)
If <5.5, reconnect syringe to tubing, release tubing bend, and return to stomach any gastric contents remaining in syringe because it contains important electrolytes. 

Bend the tubing, remove the syringe from the tubing, pull out plunger, reconnect syringe to tubing, and pour 30 mL room temp water (tap or sterile water-depends on agency policy) into syringe. Elevate the syringe & release tubing to allow gravity to pull fluid down the tubing. 
Bend the tubing, remove syringe, place reflux valve in end of tubing. 
Secure above stomach level by attaching at shoulder level.
Checking Placement by X-ray Confirmation:
Measure the length of the tubing in cm from the nare to the distal end of the tube (not the vent). Document this measurement in the patient record.
Secure tube to patient gown. Send patient to X-ray.

When patient returns to room, remeasure the tube to verify it did not move during transport.

 Secure above stomach level by attaching at shoulder level.
Read the X-ray report for confirmation that the tube is located in the stomach.
After placement has been verified, secure the pin to patient gown near the shoulder and with the cap end in the twelve o’clock position.
If suction is ordered, attach tube to suction according to the PCP’s orders.
You must check placement every time before using the tube. For subsequent verification of placement, depending on the institution they may use air bolus, or gastric pH, or tube-length measurement. Be sure to follow the policy at your institution.
Assist with or provide oral hygiene at 2- to 4-hour intervals. Lubricate the lips and clean nares as needed. Offer analgesic throat lozenges or anesthetic spray for throat irritation, if ordered.
Remove all equipment, remove gloves, remove PPE, lower the bed to the lowest level, and make the patient comfortable. 
Perform hand hygiene.
Document procedure to include how the patient tolerated the procedure, the length of the tube from the nose to the end of the clear plastic tube, the nare used, the size and type of tube, method used to determine placement and whether you flushed (include the amount). If the patient was connected to suction after verification of placement, also document the amount and color of contents in the suction container.
Administering medications via the NGT
Goal: The patient will receive the medication without complaints of nausea, or episodes of vomiting.
1. Identify the patient.

2. Check PCP's order for medications via NGT. Using a drug book, verify medication can be crushed: enteric coated, time or sustained release, and some capsules cannot be crushed.
3. Assemble equipment (60 ml piston syringe, pill crusher, med cup, medication, water, nonsterile drape).
4. Identify patient. While looking at their arm band, ask the patient to state their full name and date 
of birth. Ask them if they have any allergies.
5. Explain the procedure to the patient. Pull the patient's bedside curtain. 
6. Perform hand hygiene. Put on clean gloves.
7. Raise the bed. 
8. Place an absorbent pad on bed to protect bedding from possible spills.

9. Position the patient with the head of the bed elevated at least 30 degrees. Unpin tube from the patient's gown.
10. Check placement (per agency policy)! Flush tube with 30 mL of water using gravity to instill.
11. ONLY AFTER verifying placement and patency with flushing can you crush the medication.  Crush 1 pill at a time. Put powder in 30-ml plastic medication cup. Add approximately 15 ml water. Stir until medication is dissolved. Bend tubing and remove cap. Place syringe without plunger into the tube. Instill medication and allow drainage by gravity. If giving more than one medication, flush with 15 ml of water between medications. After medication has infused, flush again with 30 mL of water. Bend tubing, remove syringe, replace cap in end of tubing and reattach to gown.
12. Remove equipment and gloves, return bed to lowest position, perform hand hygiene. 
13. It is best for the patient to keep HOB > 30 degrees for 30 minutes to prevent aspiration if this is a problem.

14. Document medication administration.
Removing a Nasogastric Tube

Goal: The tube is removed with minimal discomfort to the patient,

and the patient maintains an adequate nutritional intake.
1. Check PCP's order for removal of NG tube.
2. Gather equipment (clean gloves, PPE, 60 ml piston syringe, cup of water or sterile water, tape measure, stethoscope, litmus paper or gastric pH strip, nonsterile drape, emesis basin, tissues, cup of water with straw or ice chips, and penlight).

3. Identify the patient.
4. Perform a full GI assessment before considering removing a nasogastric tube! Assess abdomen for distention and bowel sounds, ask pt when they last had a bowel movement and if there was any constipation or diarrhea, ask if they are passing gas (flatus), ask if the pt is experiencing any nausea or vomiting. Explain the procedure to the patient and why this intervention is warranted. Describe that it may be uncomfortable, but that it is a very quick procedure. 
5. Perform hand hygiene. Put on clean gloves and PPE.
6. Pull the patient's bedside curtain. Raise the bed to the appropriate height and place the patient in 
High Fowler’s. Place a nonsterile drape across the patient's chest. Give tissues and emesis basin to the patient.
7. If applicable, discontinue suction and separate tube from suction. Unpin tube from the patient's gown.

8. Check placement according to the agency policy. (If placement cannot be verified, do not flush prior to removal.)
9.  Attach syringe and flush with 30 mL of water. Replace cap. Carefully remove adhesive tape from the patient's nose while holding tube.

10. Instruct the patient to take a deep breath and hold it.
11. Quickly and carefully remove tube while the patient holds breath. Let the patient know they can breathe. Wrap the tube in the nonsterile drape and discard.
12. Dispose of tube per agency policy. Remove gloves. 
13. Offer mouth care to patient and tissues to blow nose. Use pen light to assess the nares and throat for any irritation. Lower the bed and assist the patient to a position of comfort as needed. If tube had been connected to suction, put on gloves and measure the amount of nasogastric drainage in the collection device and record on output record, subtracting irrigant fluids if necessary. 
14. Remove gloves and PPE and perform hand hygiene.
15. Document the procedure, including your GI assessment findings, how the patient tolerated the procedure, how you verified placement and whether you flushed before removal, and assessment of the nares and throat.
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