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	STUDENT NAME: Courtney David 
	SKILL NAME: Enternal Tube Feeding 
	REVIEW MODULE CHAPTER: 
	Indications: Patients who cannot maintain aqequate oral intake of food or nutrition to meet the metabloic demands. 

Cancer treatment may make it painful to swallow from head or neck cancer. Brain or spinal problems such as stroke or als. 
	Outcomes/Evaluation: Patients on enteral tube feeding are sometimes unable to tolerate the feed and may suffer from bloating, diarrhea, constipation, nausea and vomiting

Outcomes: client will have nutrional needs meet by administeration of this formula, with minimal side effect. 

Evaluation: Client, no significant drop in weight or symptoms of complications from the feedings. 
	Client Education: Ensure the NG tube is above the level of your stomach, keep the tube taped to the nose for secure placement, keep hanging part of the tube pinned on your gown for secure placment. 

Educate client of type of formula that is being administrated via G-tube. 
	Potential Complications: 1. Tube get kinked in the back of the throat

2. Tube could go down the epiglyotos if patient is not swollowing 

3. Displacement/ pulled out 

4. Tube clogging 
	Description of Skill: Enteral feeding tubes allow liquid food to enter your stomach or intestine through a tube. The soft, flexible tube enters a surgically created opening in the abdominal wall called an ostomy. An enterostomy tube in the stomach is called a gastrostomy. A tube in the small intestine is called a jejunostomy.
	Nursing Interventions: 1. Pull back on the tube removing it until the kink is removed and reinsert 

2. only inset tube further when you feel and see the patient swollow. 

3. Attached the extra tubing to the patients gown using securing device or safety pin. 

4. Crush meds up really well before inseting them into tube. 
	Nursing Interventions (pre, intra, post): Pre: ensure privacy, confirm client (name and date of birth, allergies, place supplies near clients bedside, explian procedure, perform hand hygiene, apply personal protective equipment, asses for bowel sounds and abdomonial distension.  review client history, nasal problems such as nose bleeds, nasal polyups, sinus infections or oral, facial, sinus surgery. any history of aspirations or anticoagulant therapy. 

Insure suction and cather are in reach, asses nasal membranes, numb the area using cream or spray, place towel over chest, give patient basin and cup of water, test gag reflex, measure tube before inserting from tip of nose to earlobe to the xiphoid process of sternum. make with tape or marker on tube, drip the tip of the tube in wate or water based lubricant, have patient breathe slowly through their mout as you insert the tube, when placing the tube in ther nasal pharynx have patient flex their head to their chest, Have you patient swallow to close of the epoglytous, insert tube further each time they swallow.  secure device slightly before checking for placement. 

Post: check placement by listening to breathe sounds to ensure no respiratory distress, check gastric aspirate, using syringe, check apperance and PH of aspirate, Xray will need to be done to check for placement. 


