


Nasogastric (NG) Tube Continuous Feeding/Slow Drip
Skill Competency Documentation

*THIS PROCEDURE IS TYPICALLY PERFORMED BY A REGISTERED NURSE
The use of this procedure guideline assumes that the registered nurse has the nursing education and skills to perform this task. This procedure guideline does not replace nursing clinical judgment. 


Student’s name: _______________________________________ Grade/Teacher:___________________

Person trained: ____________________________________ Position:_________________ Initials:_____

Person training: ____________________________________ Position:________________ Initials:_____

	Procedure Steps
	Initial Demonstration
	Return Demonstration

	
	Date:
	Date:
	Date:
	Date:
	Date:
	Date:

	1. [bookmark: _heading=h.gjdgxs]Review student’s medical order including: 
	
	
	
	
	
	

	a. the type of formula
	
	
	
	
	
	

	b. amount
	
	
	
	
	
	

	c. infusion type and rate
	
	
	
	
	
	

	d. frequency and timing of administration
	
	
	
	
	
	

	e. residual volume checks
	
	
	
	
	
	

	f. amount of water used to flush the tube
	
	
	
	
	
	

	2. Review student’s allergy status
	
	
	
	
	
	

	3. Ensure proper documentation of parent/guardian authorization to administer the feeding
	
	
	
	
	
	

	4. Explain the procedure to the student at their level of understanding
	
	
	
	
	
	

	5. Wash hands
	
	
	
	
	
	

	6. Put on gloves
	
	
	
	
	
	

	7. Gather equipment and place on clean surface
	
	
	
	
	
	

	8. Confirm that you have the correct formula
	
	
	
	
	
	

	9. Check expiration date on the formula
	
	
	
	
	
	

	10. Note the integrity of the formula container
	
	
	
	
	
	

	11. Position student either sitting or supine with the head up at least 30 degrees
	
	
	
	
	
	

	a. The most significant risk with tube feedings is aspiration of feeding  into the lungs, be sure the student is positioned properly 
	
	
	
	
	
	

	12. Inspect nares for discharge or irritation, or skin breakdown
	
	
	
	
	
	

	a. Clean any residue or discharge from nares or tubes using a cotton-tipped applicator moistened with water
	
	
	
	
	
	

	b. Reposition tape/secure to minimize pressure on nares from the tube, being cautious to not dislodge tube
	
	
	
	
	
	

	13. [bookmark: _heading=h.1fob9te]Check for proper NG placement: 
	
	
	
	
	
	

	a. Observe and document proper location of external tube markings and compare to tube length measurements obtained after initial placement of the NG tube
	
	
	
	
	
	

	b. Check pH of gastric contents:
NOTE:  Be sure to wait at least one hour after administering feedings or medications before assessing pH because the pH level of gastric aspirate is often elevated by either medication or enteral feeding formulas
	
	
	
	
	
	

	i. Attach an ENFit/enteral syringe of the appropriate size to the end of the NG tube
	
	
	
	
	
	

	ii. Pull back gently on the plunger of the ENFit/enteral syringe
	
	
	
	
	
	

	iii. Aspirate about 1 mL of fluid or amount ordered by health care provider
	
	
	
	
	
	

	· If you have rinsed water in the tube it can change the pH
	
	
	
	
	
	

	· Withdraw 2-3 mL and discard this fluid prior to checking pH
	
	
	
	
	
	

	iv. Saturate the pH paper with aspirated gastric secretions
	
	
	
	
	
	

	v. Follow pH strip/paper manufacture instructions to interpret results
	
	
	
	
	
	

	vi. Gastric fluids should be at a level of 5.5 or less
	
	
	
	
	
	

	vii. If pH level is ≤5.0, continue with NG feeding
	
	
	
	
	
	

	viii. For pH level >5.0 (or per health care provider’s order) contact parent/guardian and health care provider, DO NOT administer medication or feeding
	
	
	
	
	
	

	13. If unable to obtain aspirate to check pH level, do not use NG tube, contact parent/guardian and health care provider
	
	
	
	
	
	

	14. Shake the feeding container/can
	
	
	
	
	
	

	15. If feeding is in a can, clean the top of the feeding (formula) can with an alcohol wipe or soapy cloth
	
	
	
	
	
	

	16. Measure prescribed amount of enteral formula to be infused into clean graduated measuring cup 
	
	
	
	
	
	

	a. Observe the appearance of the formula for any abnormalities
	
	
	
	
	
	

	a. Prepare the enteral formula per health care provider’s order
	
	
	
	
	
	

	17. Pour feeding into feeding bag
	
	
	
	
	
	

	18. Run feeding through tubing to the tip and clamp tubing
	
	
	
	
	
	

	19. Hang container on pole (or place in student’s backpack, if applicable)
	
	
	
	
	
	

	20. Turn on enteral pump
	
	
	
	
	
	

	21. Place tubing into pump and set prescribed flow rate
	
	
	
	
	
	

	22. Zero the volume delivery amount on the enteral pump
	
	
	
	
	
	

	23. Remove plug from NG tube
	
	
	
	
	
	

	24. Attach adaptor and tubing to NG tube
	
	
	
	
	
	

	25. Open NG clamp 
	
	
	
	
	
	

	26. Review the programmed feeding rate to ensure it has been entered into the pump correctly
	
	
	
	
	
	

	27. Start the enteral pump at the prescribed rate
	
	
	
	
	
	

	28. Monitor student during feeding for any signs of intolerance or complications
	
	
	
	
	
	

	29. Stop feeding immediately for gagging, vomiting, coughing, abdominal distension, change in skin color, or difficulty breathing, etc.
	
	
	
	
	
	

	30. Make feeding like mealtime: allow student to sit with other students during mealtime
	
	
	
	
	
	

	31. When single feeding is completed (bag empty), clamp feeding bag tubing and remove
	
	
	
	
	
	

	a. Sometimes a larger volume water flush may be prescribed and will run via the pump and flush the remainder of the formula through the tubing
	
	
	
	
	
	

	32. Check the volume delivered on the pump to ensure the proper amount of formula was infused
	
	
	
	
	
	

	33. Remove plunger from 60-mL ENFit/enteral syringe
	
	
	
	
	
	

	34. Attach 60-mL ENFit/enteral syringe and flush adaptor tubing with 5ml or prescribed water volume
	
	
	
	
	
	

	35. After flushing, lower the ENFit/enteral syringe below stomach level to facilitate burping, as needed
	
	
	
	
	
	

	36. Vent until gassiness is relieved and allow any gastric contents to install via gravity
	
	
	
	
	
	

	37. Clamp extension tubing
	
	
	
	
	
	

	38. Disconnect extension tubing and the ENFit/enteral syringe 
	
	
	
	
	
	

	39. Clamp and insert NG plug
	
	
	
	
	
	

	40. Make sure NG tube is secured to face and appropriately secured to clothing to prevent dislodgement
	
	
	
	
	
	

	41. Keep the student in feeding (upright) position for at least 30 minutes after completing feeding
	
	
	
	
	
	

	42. Wash the ENFit/enteral syringe with soap and warm water and place in home container
	
	
	
	
	
	

	a. The ENFit/enteral syringe can be used repeated times for up to 24 hours
	
	
	
	
	
	

	43. Remove gloves
	
	
	
	
	
	

	44. Wash hands
	
	
	
	
	
	

	45. Document assessment, steps taken to verify tube placement, feeding, other interventions and outcomes in student’s health care record
	
	
	
	
	
	

	46. Follow up, as needed, with parents/guardian and health care provider
	
	
	
	
	
	




Plan for monitoring enteral nutrition management: 


School Nurse Name: ______________________________ Phone Number: ___________________

Trainee’s signature:  _______________________________________________________________

School Nurse’s signature:  __________________________________________________________
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