ACTIVE LEARNING TEMPLATE: NurSing Skill

stupent namve Logan Clark
skiLL nave Nasogastric Tube

REVIEW MODULE CHAPTER

Description of Skill

Inserted due to various of reasons including the diagnosis, management, and treatment of gi problems. NG tubes
serve mutilpe purposes including decompressing the stomach, removing gas and liquid, remove toxins, treat an
obstruction, compress a bleeding site, administer feedings and medications, aspiration

Indications

Removal of gas and stomach contents to
help relieve and prevent distention, nausea,
and vomiting. Adminstration of medications,
removal of liquids in the stomach.
Sometimes can be inserted after an
abdominal surgery

Outcomes/Evaluation

Provides food and nutrients to the patient
without having nausea and vomiting. It also
provides food with causing aspiration. Allows
patient to eat and recevie proper nutrients
that they need to surrive.

Potential Complications

Abd crammping, swelling, diarrhea, nausea,
vomiting, discomfort, sinus infection,
nosebleeds, sore throat, stomach lining
irritation, electrolyte imbalances, gi bleeding,
aspiration pneumonia,
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CONSIDERATIONS

Nursing Interventions (pre, intra, post)

Explain to patient reason for tube and what to expect. Ease anxiety and promote
cooperation. Patient swallowing will advance tube. Explain that they may gag, and eyes
may water, Correct type and size of tube according to physician order, Start with patient
teaching, Obtain equipment, NG Tube, Lubricant, Tape for nose and securement, 60 mL
syringe, Safety pin, Gloves, pH Testing Strips if ordered, Position in high fowlers, Pillow
behind shoulders, Drape towel over chest, Have patient gently blow nose, Place tissues,
emesis basin, and cup of water nearby. Have patient swallow or take sips of water with a
straw, sip and swallow slowly as tube advances

Removing NG Tube: Explain procedure, Assess bowel sounds, Place patient in
semi-fowlers, Drape towel across chest, Un-tape from nose. Flush with 30 ml of air to
empty gastric juices, Ask patient to hold breath to close epiglottis, Gently and steadily
withdraw tube, Wrap in towel, provide tissues and mouth care, clean tape residue, monitor
patient closely for Gl function, always wear gloves

Client Education

Oral hygeine atleast 2 times a ay, avoid
lemon swabs, suck on hard candy if able,
never use petroleum jelly or mineral oil bc it
can cause aspiration pneumonia, avoid use
in parotitis pts (surgical mumps). Gently
cleanse around nares, use only water
soluble gel around nares, chloraseptic
spray/lozenges, lidocaine gargle

Nursing Interventions

Avoid oily medications and those containing sorbitol, Mix
with 15mLs of H20, Pills should be crushed to a fine
powder, Capsules should be opended and mixed with water
as well. HOB elevated 30-45 degrees, If a G-tube: confirm
placement - aspirate for gastric contents (Important if they
have a large residual volume, may want to contact MD
before med admin), 3med cup, give one medication at a
time. 15 mLs between meds (unless otherwise specified)
Use 30-60 mLs after medications. Unsure patency, correct
suction, acurrate | & O's, never irrgiate without doctors
order and never manipulate the tube

THERAPEUTIC PROCEDURE
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