Inserting and Maintaining a Nasogastric Tube

PRE-PROCEDURE SETUP

1. Inspect condition of client’s nasal and 
oral cavity.

2. Ask if client has had history of nasal surgery 
and note if deviated nasal septum is present.

3. Palpate client’s abdomen for distention, pain, 
and rigidity. Auscultate for bowel sounds.

4. Assess client’s level of consciousness and 
ability to follow instructions.

** If patient is confused, disoriented, or unable to follow commands, obtain assistance from another staff member to insert the tube.

5. Check medical record for surgeon’s order, 
type of NG tube to be placed, and whether

tube is to be attached to suction or

drainage bag.

6. Prepare equipment at the bedside. Have a 
2- to 3-inch piece of tape ready with one

end split in half.

7. Identify client and explain procedure. 

8. Wash hands and put on disposable gloves. 

9. Position client in high Fowler’s position 
with pillows behind head and shoulders.

Raise bed to a horizontal level comfortable

for the nurse.

10. Pull curtain around the bed or close 
room door.

PREP PATIENT & NG TUBE

11. Stand on client’s right side if right-handed, 
left side if left-handed.

12. Place bath towel over client’s chest; give 
facial tissues to client.

13. Instruct client to relax and breathe normally 
while occluding one naris. Then repeat this

action for other naris. Select nostril with

greater air flow. (Tube passes more easily through naris that is more patent).

14. Measure distance to insert tube:

a. Traditional method: measure distance from tip of nose to earlobe to xiphoid process.

b. Hanson method: first mark 50-cm point on 
· tube, then do traditional measurement. 

· Tube insertion should be to midway point between 50 cm (20 inches) and traditional mark.

15. Mark length of tube to be inserted with small 
piece of tape placed so it can easily be removed. (Marks amount of tube to be inserted from nares to stomach)

16. Cut a 10-cm (4-inch) piece of tape. Split one 
end down the middle lengthwise 5 cm

(2 inches). Place on bed rail or bedside table. (Tape will be used after insertion to anchor tube securely)

17. Curve 10 to 15 cm (4 to 6 inches) of end of 
tube tightly around index finger, then release. (Curving tube tip aids insertion and decreases stiffness of tube)

18. Lubricate 7.5 to 10 cm (3 to 4 inches) of end 
of tube with water-soluble lubricating jelly.

ACTUAL INSERTION OF NG TUBE
19. Alert client that procedure is to begin. 
20. Initially instruct client to extend neck back 
against pillow; insert tube slowly through

naris with curved end pointing downward. (Facilitates initial passage of tube through naris and maintains clear airway)

21. Continue to pass tube along floor of nasal 
passage, aiming down toward ear. When

resistance is felt, apply gentle downward

pressure to advance tube (do not force

past resistance). (Downward pressure helps tube curl around corner of nasopharynx)

22. If resistance is met, try to rotate the tube 
and see if it advances. If still resistant,

withdraw tube, allow client to rest, relubricate

tube, and insert into other naris.

** If unable to insert tube into either naris, stop procedure and call M.D.
23. Continue insertion of tube until just past

nasopharynx by gently rotating tube toward

opposite naris.

a. Stop tube advancement, allow client to relax, and provide tissues.

b. Explain to client that next step requires that client swallow. Give client glass of water unless contraindicated. (Sipping of water aids passage of NG Tube into esophagus)

24. With tube just above oropharynx, instruct 
client to flex head forward, take a small sip

of water, and swallow. 

· Advance tube 2.5 to 5 cm (1 to 2 inches) with each swallow of water. 

· If client is not allowed fluids, instruct to dry swallow or suck air through straw.

· Advance tube with each swallow.

· Flexed position closes off upper airway to trachea and opens esophagus.  

· Swallowing closes epiglottis over trachea and helps move the tube into esophagus.  

· Swallowing water reduces gagging or choking.  

· Water can removed later from stomach by suction.

WHAT TO DO IF PATIENT BEGINS TO COUGH, GAG, OR CHOKE DURING INSERTION
25. If client begins to cough, gag, or choke, 
withdraw slightly and stop tube

advancement. Instruct client to breathe

easily and take sips of water.

** If vomiting occurs, assist patient in clearing airway; oral suctioning may be needed.  DO NOT proceed until airway is clear.
26. If client continues to cough during insertion, 
pull tube back slightly. (Tube may enter larynx and obstruct airway)

27. If client continues to gag, check back of 
pharynx using flashlight and tongue blade. (Tube may coil around itself in back of throat and stimulate gag reflex)

28. After client relaxes, continue to advance tube 
desired distance. (Tip of tube should be within stomach to decompress properly)

ONCE TUBE IS CORRECTLY ADVANCED

29. Once tube is correctly advanced, remove tape 
used to mark length of tube and place the

prepared split tape with nonsplit side on nose.

Anchor with one of split ends while checking

tube placement.

CHECKING TUBE PLACEMENT
30. Checking tube placement:

a. Ask client to talk (to ensure that you did not place tube through vocal cords).
b. Inspect posterior pharynx for presence of coiled tube. (Tube is pliable and can coil up in back of pharynx instead of advancing into esophagus)

c. Draw up 10 to 20 ml of air into catheter-tipped syringe and attach to end of tube.

· Auscultate over left upper quadrant of abdomen while quickly injecting air into tube.

· A whooshing or gurgling sound may indicate tube is correctly placed in stomach.

d. Aspirate gently back on syringe to obtain gastric contents, observing color.

· Gastric contents are usually cloudy green, but may be off-white, tan, bloody, or brown in color)

e. Measure pH of aspirate with color-coded pH paper with range of whole numbers 1 to 11.

· (Good) Gastric aspirate pH is preferably 4 or less

· (Bad) Intestinal aspirate pH usually greater than 4

· (Bad) Respiratory aspirate pH usually greater than 5.5

f. If tube is not in stomach, 
· Advance another 2.5 to 5 cm (1 to 2 inches) 

· repeat steps 30c, d, and e to check tube position.

· Rationale:  Tube must be in stomach to provide decompression.

ANCHORING TUBE
31. Anchoring tube:

a. After tube is properly inserted and positioned, either clamp end or connect it to drainage bag or suction machine.

· Drainage bag is used for gravity drainage.

· Intermittent Suction is most effective for decompression.

· Patient going to OR usually has tube clamped.

b. Tape tube to nose; avoid putting pressure on nares.

(1) Before taping tube to nose, apply small amount of tincture of benzoin to lower end of nose and allow to dry (optional). Be sure top end of tape over nose is secure.

(2) Carefully wrap two split ends of tape around tube.

(3) Alternative: Apply tube fixation device using shaped adhesive patch.

c. Fasten end of NG tube to client’s gown by looping rubber band around tube in slip knot.

· Pin rubber band to gown (provides slack for movement). This reduces pressure on the nares if tube moves.

d. Unless physician orders otherwise, head of bed should be elevated 30 degrees.

· Helps prevent esophageal reflux and minimizes irritation of tube against posterior pharynx.

e. Explain to client that sensation of tube should decrease somewhat with time.

f. Remove gloves and wash hands. 
TUBE IRRIGATION
32. Tube irrigation:

a. Wash hands and put on gloves. 

b. Check for tube placement in stomach (see 
Step 30). Reconnect NG tube to

connecting tube.

· Prevents accidental entrance of irrigating solution into lungs.

c. Draw up 30 ml of normal saline into Asepto 
or catheter-tipped syringe.

· Use of saline minimizes loss of electrolytes from stomach fluids.

d. Clamp NG tube. Disconnect from connection 
tubing and lay end of connection tubing

on towel.

e. Insert tip of irrigating syringe into end of NG 
tube. Remove clamp. Hold syringe with tip

pointed at floor and inject saline slowly and

evenly. Do not force solution.

· Position of syringe prevents introduction of air into vent tubing, which could cause gastric distention.

· Solution introduced under pressure can cause gastric trauma.

f. If resistance occurs, check for kinks in tubing. 
Turn client onto left side. Repeated resistance

should be reported to surgeon.

· Tip of tube may lie against stomach lining causing buildup of secretions which in turn, will cause distention.

g. After instilling saline, immediately aspirate or 
pull back slowly on syringe to withdraw fluid.

· If amount aspirated is greater than amount instilled, record the difference as output.

· If amount aspirated is less than amount instilled, record the difference as intake.

· Irrigation clears tubing so stomach should remain empty.

· Fluid remaining in stomach is measured as intake.

h. Reconnect NG tube to drainage or suction. 
(If solution does not return, repeat irrigation.)

i. Remove gloves and wash hands. 
REMOVING AN NG TUBE
33. Discontinuation of NG tube:

a. Verify order to discontinue NG tube. 

b. Explain procedure to client and reassure 
that removal is less distressing than insertion.

c. Wash hands and apply disposable gloves. 

d. Turn off suction and disconnect NG tube 
from drainage bag or suction. Remove tape

from bridge of nose and unpin tube

from gown.

e. Stand on client’s right side if right-handed, 
left side if left-handed.

f. Hand the client facial tissue; place clean 
towel across chest. Instruct client to take

and hold a deep breath.

g. Clamp or kink tubing securely and then 
pull tube out steadily and smoothly into

towel held in other hand while client

holds breath.

h. Measure amount of drainage and note 
character of content. Dispose of tube and

drainage equipment.

i. Clean nares and provide mouth care. 

j. Position client comfortably and explain 
procedure for drinking fluids, if

not contraindicated.

34. Clean equipment and return to proper place. 
Place soled linen in utility room or

proper receptacle.

35. Remove gloves and wash hands. 
AFTER NG TUBE IS REMOVED
36. Observe amount and character of contents 
draining from NG tube. Ask if client

feels nauseated.

· Determines if tube is decompressing stomach of its contents.

37. Palpate client’s abdomen periodically, noting 
any distention, pain, and rigidity and auscultate for the presence of bowel sounds.

· Determines success of abdominal decompression and the return of peristalsis.

Turn off suction while auscultating!!!

· The sound of the suction apparatus may be transmitted to abdomen and be misinterpreted as bowel sounds.

38. Inspect condition of nares and nose. 
39. Observe position of tubing. 

· Determines if tension is being applied to nasal structures.

40. Ask if client feels sore throat or irritation 
in pharynx.

DOCUMENTATION FOR NG PROCEDURE
41. Record in nurses’ notes:
· Time and type of NG tube inserted

· Client’s tolerance of procedure

· Confirmation of placement

· Character of gastric contents pH value

· And whether tube is clamped or connected to drainage device.

42. Record in nurses’ notes and/or flow sheet:

· Amount and character of contents draining from NG tube every shift, unless ordered more frequently by physician.

GENERAL INFO

· If you have a continuous feeding, you can only hang 4 hours worth of feeding at a time.

· WHY?  Some nurses hang a whole shift’s (12hours worth) of feeding to save time but this is the same thing as leaving food out for 12 hours! 

· This obviously can be a source for infection/ bacteria, which in turn can lead to GI Upset or diarrhea.

· Unlike needle gauges, the larger the French the larger the diameter of the tube.

· The first/initial tube feeding should be done at ¼ (quarter strength diluted against water) to decrease the chance of GI Upset / diarrhea.

Always put back anything you aspirate (unless you are aspirating for the purpose of decompression / or abdominal distention) since it contains a high concentration of electrolytes.
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