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Gastric Tube Management

_______________________________________________________________________________________________________________________________________

Orogastric or nasogastric (NG) tube insertion is performed to decompress the stomach; to remove blood, secretions, ingested drugs or toxins; or to instill medications, feeding, lavage fluids or warmed lavage fluids.

__________________

· EQUIPMENT

Nasogastric tube: Levin tube or Salem sump (no. 10 to 18 French for an adult, no.8 to 14 French for a child)-Water soluble lubricant-50ml Toomey syringe-Normal Saline for irrigation – stethoscope- tape-emesis basin- cup of water- straw-suction source- non-sterile gloves- protective pad.

_____________________________________

· PREPRATION OF EQUIPMENT

Tube selection:

	Gastric tube types
	Characteristics
	Indications
	Precautions
	MISC

	Levin
	Rubber or plastic small caliber single lumen tube.
	Suited for nasogastric passage.  Can be used with intermittent suction. Provides a vehicle for collecting specimens, irrigating, and draining via stomach
	
	

	Salem Sump
	Plastic small caliber double lumen tube.
	Suited for nasogastric passage.  Same as above. Can be used with continuous suction.
	-The airway lumen (blue port) must never be used for irrigating.

-Never clamp the blue port or dangle it below the level of the stomach.
	Injecting 5 to 10cc of air into blue port may unclog the airway lumen.

	Ewald
	Large bore double or single lumen tube.
	Suited for orogastric insertion.  It is the standard for emergency rooms, regional clinics, and sickbays.  It provided a route for extracting toxic stomach contents or for performing aggressive stomach irrigations.
	Ewald tube insertion will only be performed by a trained Emergency Department Nurse or by a trained Physician
	

	Blakemore
	Large bore 3-lumen tube, consisting of a gastric and esophageal balloon and lumen for gastric drainage.
	To tamponade or control esophageal varicies in emergent situations.
	A trained physician must insert Blakemore tubes.

Pressure to the esophagus for longer than 24 to 48 hours can cause edema, ulceration or perforation
	Must be readily available in the Emergency Dept. and the ICU. 

Patient requires frequent suctioning due to inability to swallow.


________________________

· IMPLEMENTATION

· Provide privacy and wash your hands.
· Educate the patient regarding the procedure.  

· Cover the patients’ chest with towels or linen-saver to protect the patient and the bed linens from spills.

Placement/ Insertion of Gastric Tubes:

· Verify the doctor’s orders.
· Elevate the head of the bed to 30 degrees or more as patient tolerates.  This may ease the passage of the tube.
· Determine the appropriate nostril for tube insertion.  Evaluate the area for deviated septum and patency.  If the patient has a history of facial fractures, notify the physician before proceeding.

· Determine the approximate length for insertion by measuring from the tip of the nose, to the ear lobe and down to the xiphoid process of the sternum.
· Lubricate 6 to 10 cm of distal end of tube with water-soluble lubricant to minimize mucosal injury.
· Begin insertion by gently passing the tube through one nare, aiming posterior towards the ear and downward.  When the tube reaches the nasopharynx instruct the patient to swallow.  Provided there are no contraindications having the patient swallow water or sip from a straw will aid passage of the tube.
· Never forcibly advance the tube against resistance.  If resistance is met, pull back the tube and attempt to pass again.  If unsuccessful, remove the tube and try the other nare if no contraindications.
· Accidental placement of the gastric tube in the trachea will cause coughing or choking in a conscious patient.  The unconscious patient may become cyanotic.  If this occurs remove the tube immediately.
· Continue to pass the tube until the desired measured length has been reached. Confirm placement by attempting to gently aspirate contents via syringe.  Next inset approximately 10 to 25cc’s of air into the gastric tube while listening to the patient’s stomach with a stethoscope.
· If the gastric tube is in the stomach you should hear a rumbling sound.  Presence of gastric fluid implies the tube is in the stomach.
Suction Settings for Gastric Tubes:

· Adjust the suction setting to either Intermittent or Continuous suction. An order for suction must be obtained by the MD.  The RN must verify the suction setting prior to use.  

· Intermittent suction is only used with gastric tubes that do not have a reflux valve (i.e. Levin tube.)

· Continuous suction is applied to gastric tubes that have airways. (i.e. Salem Sump).  The air/vent on this type of tube produces an intermittent suction effect automatically, therefore suction should be set on continuous suctioning mode.

 Maintenance of Gastric Tubes:

· If not contraindicated by the Physician’s orders, refer to procedure for gastric lavage (Springhouse).

· The air/vent must remain patent to ensure proper sump function.  If occluded by drainage continuous suction may cause damage to the patient’s gastric lining.  To prevent clogging of the air/vent air may be injected PRN to clean the air/vent of secretions.  Do not tie the airway vent in a knot to prevent back flow of gastric contents.  Do not insert the opening of the vent into a collection container to prevent soiling of linen.  Use a gastric reflux valve for the above complications

· Note GI tubes marked with the words “Critical NG” will not be manipulated by the nursing staff.  Notify the MO for all problems and questions.

Comfort Measures:

· Assist the patient in performing meticulous oral care at least once per shift.  This will prevent secondary infections and keep mucous membranes moist.

· If the tube has been inserted via the nares gently remove crusted secretions and protect the area with a water soluble lubricant.  This will serve to prevent skin breakdown.

· In the event of a sore throat consult the physician for a “PRN” order for one of the following:

1. Ice chips

2. Throat lozenges 

3. Hurricane spray 

4. Viscous Lidocaine

Removal of Gastric Tubes


· Wash hands and don gloves.  

· If applicable, turn off suction

· Gently remove tape from the nose

· Place patient in semi-fowlers position or higher, if tolerated by the patient.  This will decrease the risk of aspiration in the event of emesis.

· Have suction available.

· Instruct the patient to hold their breath.  Pull tube out in a steady motion.

· Instruct the patient to breath normally

· Measure drainage from the suction canister if applicable and record on I&O record.

· Dispose of equipment in appropriate receptacle.

· Wash hands

· Document procedure and patient’s response in nursing notes.

________________
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