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1. Introduction 

1.1. This document sets out Northern Devon Healthcare NHS Trust’s best practice 
guidelines to manage the insertion of a nasogastric tube via the nostril or 
mouth of an infant, through the oesophagus and then into the stomach. 

1.2. This document includes neonatal guidelines for: 

 Insertion and care of a naso/orogastric tube    

 Bolus and intermittent naso/orogastric tube infant feeding    

 Administration of oral medications via NGT/OGT   

 Gastric decompression        

 Removal of a NGT/OGT  

1.3. Misplacement and use of a naso- or oro-gastric tube in the pleura or 
respiratory tract, where the misplacement of the tube is not detected prior to 
commencing a feed, flush or medication administration, is classed as a never 
event (NHS England, 2018; NHS Improvement, 2016a). 

2. Purpose 

2.1. The following general principles of using a naso/orogastric tube can be 
applied to enable the following:  

 Enteral feeding, especially for;  

- the preterm infant whose reflexes of sucking, breathing and swallowing 
are not well established (Rennie and Roberton, 2012). 

- the term infant who may be unable to feed normally due to illness or 
neurological compromise. 

 The administration of medicine 

 Drainage of air or stomach contents from the abdomen  

 Gastric washouts (not commonly practiced) 

 Obtaining and observing gastric aspirates 

 Aiding in the radiological diagnosis of tracheo-oesophageal fistula and 
oesphageal atresia 

 Facilitation of rest to enable the fragile infant time to heal, grow and 
develop 
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2.2. When undertaken in accordance with best practice guidance, insertion of a 
gastric tube is usually a safe procedure. However, there is a risk that the tube 
may be misplaced into the lungs, or that it may become displaced from the 
stomach to the oesophagus, with the risk of feed or medication being instilled 
into the lungs with adverse consequences; such as pulmonary aspiration 
(NPSA 09, 2005).  

2.3. This guideline applies to all clinical staff and must be adhered to.  Non-
compliance with this guideline may be for valid clinical reasons only.  The 
reason for non-compliance must be documented clearly in the patient’s notes. 

3. Definitions 

3.1. C/S  – culture and sensitivity 

3.2. CPAP  - continuous positive airway pressure 

3.3. NEC  – necrotising enterocolitis 

3.4. NG  – nasogastric 

3.5. NGT  – nasogastric tube 

3.6. NPSA - National Patient Safety Agency 

3.7. OG  – orogastric 

3.8. OGT  – orogastric tube 

3.9. PSI - pounds per square inch 

4. Responsibilities 

4.1. It is the responsibility of all medical and nursing staff involved in the care of 
the neonate requiring a NGT/OGT to be familiar with the contents of this 
guideline and to maintain competence in the procedures described.   

4.2. If this intervention is undertaken by a HCA/student/parent/carer, the 
procedure must be directly supervised by a registered health care 
professional who has been deemed competent unless the 
HCA/student/parent/carer has undertaken training and been assessed as 
competent.   

4.3. It is the responsibility of all staff to demonstrate underpinning knowledge and 
understanding of infection control issues related to the management of infants 
with a NGT/OGT. 
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5. Insertion and care of naso/orogastric tube: 

Identify appropriate route 

5.1. Orogastric may be used if there are;  

 any signs of respiratory distress  

 Infant has commenced nasal CPAP 

 Structural abnormality/ craniofacial anomoly is indicated such as 
choanal atresia  

 Nasal trauma 

5.2. Nasogastric should be used if there is no respiratory compromise. 

5.3. If appropriate, use alternate nostril when replacing NG tube to reduce the risk 
of soreness, irritation or even necrosis (East of England Benchmarking Group, 
2018).  

5.4. Wash and dry hands as per trust policy at each step of the guideline. 

Procedure for passing a NGT/OGT 

Steps Procedure for passing a NGT/OGT 

1 Ensure appropriate timing to pass tube; i.e. be aware of the risk of vomiting if 
tube is passed midway or immediately following a feed. 

2 Assemble equipment before disturbing the infant.  
 

 Select the minimum sized enteral feeding tube which is most effective for 
the purpose (4Fg – 8Fg).  

Less than 1500g Size 5-6 Fg tube 

Greater than 1500g Size 6-8 Fg tube 

Surgical Babies Size 8-10 Fg or replogle tube 

(SUH 2007 and NICCU Clinical Guidelines 2006) 

Note - For infants older than 28 days larger bore tubes may be required. 

 The gastric tube should be sterile, phthalate free, have graduated 
markings, be radio-opaque, have male luer ports and only be oral syringe 
compatible, (NPSA 09, [2005], 19, [2007]).  They must not be able to be 
connected to intravenous syringes or administration sets (NPSA 19, 
2007).  

 Skin protection as per unit policy, e.g. Duoderm (see guidelines for skin 
integrity) 
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 Tape to secure in place.  

 Oral syringe to aspirate, minimum 10ml (generates 20 PSI). [N.B. 1ml 
generates 150 PSI, 3ml generates 120 PSI, 5ml generates 90 PSI], 
(Conn, 1993). 

 pH paper – Follow manufacturers instructions.  Only use pH strips or 
paper that has been CE marked and manufactured specifically for the 
purpose of checking the pH of human gastric aspirate(NHS Improvement, 
2016b).  Do Not use blue litmus paper (NHS Improvement, 2016b). 

 Protective clothing as per unit policy e.g. gloves / apron. 

 Stethoscope, for cardiac monitoring if the infant becomes compromised 
during the procedure. 

 Suction equipment and oxygen should be available. Cardiac and 
respiratory function can be severely compromised when passing a 
nasogastric tube, accompanied with the complication of regurgitation. 

 Disposal bag. 

3 Explain procedure to family as appropriate and gain informed consent. 

4  Confirm correct patient identity.  

5 Measure required length of gastric tube; 

 For passing an NGT, measure from the chosen nostril to the earlobe to 
midway between the xiphoid process and the umbilicus (Cirgin-Ellett et al, 
2011; Dias et al, 2017). 
 

 For passing an OGT, measure from the corner of mouth to earlobe to 
xiphisternum, (at the base of the sternum). 

6  Apply skin protection to cheek or chin and prepare securing tape. 

7 Prepare environment 

 Ensure adequate light. 

 Ensure clean surface for equipment. 

8 Ensure infant is secure, warm and comfortably positioned e.g. The infant may be 
swaddled, either placed on their right side or placed supine, positioned with the 
head in the midline slightly extended to push the nose upwards (Boxwell 2010).  
The use of a small volume of oral sucrose pre-procedure can be considered 
(Chen et al, 2017).  

 

9 Wash hands according to Trust policy and apply gloves.  

10 Insert un-spiggotted tube gently via mouth or chosen nostril aiming down and 
back, to the measured length and hold in position, (University of North Carolina 
Hospitals, 2006).  Do not force the tube.  By passing the tube slowly over a 
period of 10-15 seconds the vagal response can be reduced (Haxhija et al 1995). 

11 Observe the infant for any signs of respiratory distress, colour change, vomiting, 
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resistance or malposition of tube and initiate corrective measures.  

12 Test position of tube using pH indicator and no less than a 10ml oral syringe 
following NPSA 09, (2005), algorithm / unit algorithm, (see appendix 1 and 2). A 
pH in the safe range of 1 to 5.5 can be used as the first line text to exclude 
placement in the respiratory tract (NHS Improvement, 2016b). 

13 If resistance is met when aspirating, stop immediately, disconnect and instill 
0.5ml of air to release pressure against stomach wall. 

14 Secure gastric tube in position. 

15 Close end if tube is for feeding purposes or leave open on free drainage if for 
decompression purpose.  

16 Comfort and settle infant as required. 

17 Dispose of waste as per Trust policy. 

18 Wash and dry hands as per Trust policy.  

19 Document procedure:-  

 On the fluid chart recording:-  
o Date, time and route including right or left nostril. 
o Size of tube and length of OGT/NGT at nostril/mouth. 
o pH, volume and description of aspirate including whether 

discarded or replaced. 
o Date tube is due to be changed (Follow the manufacturers' 

recommendations for frequency of change of gastric tube).  
o On the nursing care plan record procedure, consent gained and baby’s 

tolerance including any corrective measures required and justification of 
same. 

 
 
 

Note: Always ensure that infants having requiring an NGT/OGT have one in position when 
having a chest/abdominal X-ray. This can assist with confirmation of normal anatomical 

structure and the correct positioning of the tube. Any unused tubes identified in the lung 

should be removed immediately to avoid the tube being used in error (NHS Improvement, 
2016b). 
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6. Procedure for intermittent infant feeding using 
OGT/NGT 

Steps Procedure for intermittent infant feeding using OGT/NGT 

1 Explain procedure to parents and gain informed consent.   

Encourage the parents to be as involved as possible. They may hold their baby, 
provide skin to skin care or mum may wish to position the infant close to her 
nipple. This may encourage progression to breast feeding and bonding.  

The parents may wish to learn how to tube feed their baby.  If so, the nurse can 
begin competency based training using the South West Neonatal Network 
learning pack.  

2 Assemble equipment, including type of milk, syringe and pH paper.  

3 Feeds are calculated and planned individually according to the needs of the baby 
and the family. 

Collect calculated amount of prescribed milk and take to correct infant.  If 
expressed breast milk is used, double check with another member of staff or 
parent and document on feeding chart.  (Refer to the Expressed breast milk 
handling, labeling and storage SOP. Available: 
https://www.northdevonhealth.nhs.uk/wp-content/uploads/2016/08/Expressed-
Breast-Milk-Handling-SOP-Mar19.pdf.  

4 Warm milk for feed in the milk warmer.  Milk may also be warmed in warm water 
using a suitable receptacle; e.g. jug/disposable pot.  However, if this method is 
used, take care not to contaminate milk with water. 

5 Check tube position before every use and at least every 24 hours using pH 
testing strips.  

Check the tube is still secure (tape is not loosened) and that the length of the 
tube at the nostril/mouth is the same as when it was introduced. 

6 Test position of tube as per NPSA 09 [2005] algorithm / unit algorithm, (see 
Appendix 1 and 2).    

7 Observe and document description and volume of aspirate.  If  abnormal, alert 
medical team (e.g. if bile stained and more than 3 mls do not feed, refer to 
guidelines for bile stained aspirate).  

8 Proceed to feed. 

9 Remove the plunger from a 10-20ml oral syringe, which will be used to 
administer the feed.  Store plunger in packet until required. 

10 Attach the empty syringe barrel to the NGT/OGT. 

https://www.northdevonhealth.nhs.uk/wp-content/uploads/2016/08/Expressed-Breast-Milk-Handling-SOP-Mar19.pdf
https://www.northdevonhealth.nhs.uk/wp-content/uploads/2016/08/Expressed-Breast-Milk-Handling-SOP-Mar19.pdf
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11 Pour a measured amount of milk into the syringe. 

12 Hold the syringe above the level of the baby.  The milk will drain slowly into the 
stomach by gravity once it has been commenced by slight pressure from the 
plunger.  

13 Refill syringe until all of the required amount has been given.  

14 On completion of feed, clear the NGT/OGT by slight pressure applied by the 
syringe plunger.   

15 Remove the syringe and close end of feeding tube. 

16 Document tolerance of procedure, description/pH of aspirate, amount of feed, 
any vomiting etc. 

17 If the infant has had all her/her feed by NGT/OGT,  perform mouth care as per 
guideline using sterile wate or EBM.  

 

7. Procedure for administration of continuous feeds 
using a pump 

 

Steps Procedure for administration of Continuous Feeds 

1 Continuous pump feeds are given via dedicated milk pumps, please read the 
relevant manufactures booklet. 

2 Feeding system should be labeled to indicate route of administration (NPSA 19, 
2007). 

3 No more than 4 hours amount of milk should be used at a time. 

4 Babies requiring continuous milk feeds will have their gastric tube position re-
checked and documented with each 4 hourly change of milk. (As per NPSA 09, 
2005) algorithm / unit algorithm).  Air may be vented from the gastric tube during 
the checking process. 

5 The extension set used for continuous pump feeds needs to be changed every 
24 hours.   

 

Note: there are concerns about the fat absorption of some plastics, this is remedied by using 
max 4 hourly amount and infusing milk vertically so that fat is administered first.  
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8. Procedure for administration of Oral Medications via 
NGT/OGT;- 

Note - If there are signs the baby is developing oral aversion then it is appropriate to 
give the medication via the NGT/OGT even if it is possible to administer them orally. 
 

Steps Prior to administration of medication 

1 If possible give the medication mixed with the infant’s feed to promote tolerance.  

2 Staff administering medication must have knowledge of the medication being 
given appropriate to their role and responsibility. 

3 If there is a concern regarding drug efficacy/compatability a Trust pharmacist 
should be consulted. 

4 An appropriate single use oral/enteral syringe should be selected to measure the 
liquid medicine (NPSA 19, 2007). 

5 All medicines should be checked independently by a second authorised nurse 
and must be administered by two staff; one of whom must be registered and be 
familiar with paediatric medicines (see Trust medicine policy).  

6 The syringe should be labeled with the name and strength of the medicine, the 
patient’s name, and the date and time it was prepared by the person who has 
prepared it (NPSA 19, 2007). 

7 If preparation and administration is in one uninterrupted process then the syringe 
need not be labelled, but then only one syringe and medication should be 
handled and administered at one time (NPSA 19, 2007). 

8 Test position of tube as per NPSA 09, (2005), algorithm / unit algorithm, (see 
Appendix 1 and 2).   

Steps Procedure for administration of medication 

1 Proceed to give medication as above (follow point 6) for administration.  

2 If there is concern that the medication will clog the enteral feeding tube, following 
administration of medicine flush line with a little air, water for injections or the 
infant’s feed (using a new syringe) (NHS Improvement, 2016b).  

3 Do not mix the medication with large volumes of milk or other feeds as 
interactions can occur with the feed (Rennie and Roberton, 2012). 

4 Note – be aware that the amount of medication left in the hub of the oral syringe 
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may be greater than 0.06ml.  If this is administered to baby this could significantly 
alter the dose given if the amount prescribed is a small volume.  Do not 
administer this to infant if NG/OG tube is flushed. 

 

9. The following methods MUST NOT be used for 
ascertaining the position of the NGT/OGT:  

 Auscultation of air insufflated through the feeding tube (‘whoosh’ test). 
The auscultation method requires staff to distinguish between air passed 
through the tube via the oesophagus into the stomach and air passed via 
the main bronchus into the lungs; which are anatomically within a close 
proximity (NHS Improvement, 2016b). There is no evidence to suggest 
that it is easier or more reliable to differentiate between oesophageal and 
bronchial insertion in neonates.  

 Testing acidity/alkalinity of aspirate using blue litmus paper. This is 
because blue litmuis paper is not sensitive enough to distinguish between 
bronchial and gastric secretions (NHS Improvement, 2016b).  Universal 
pH testing paper or strips are recommended for testing the 
acidity/alkalinity of aspirate and should always be used when checking 
nasogastric or orogastric tube placement (NHS Improvement, 2016b).  

 Interpreting absence of respiratory distress as an indicator of correct 
positioning. Observing for signs of respiratory distress is ineffective in 
detecting a misplaced tube because a nasogastric tube can enter the 
respiratory tract with out causing any symptoms (NHS Improvement, 
2016b).  

 Monitoring bubbling at the end of the tube or looking for bubbling at the 
proximal end of the tube (‘Bubble Test’) is unreliable and could falsely 
indicate gastric placement. The absence of bubbles could occur even if 
the internal end was in the lungs, and bubbles could occur from air in the 
stomach compressed during breathing cycles (NHS Improvements, 
2016b).  

Observing the appearance of feeding tube aspirate as a primary testing 
method. This is because there is no absolute distinction that can be made 
in the appearance of gastric, respiratory or pleural secretions that can 
easily be described and applied to normal variation in healthy people and 
to patients with a wide range of gastric and respiratory conditions (NHS 
Improvement, 2016b).  
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10. Gastric decompression (emptying stomach of air and 
gastric contents): 

10.1. Follow procedure for passing a naso/orogastric tube (Point 5) but use the 
largest bore tube possible for the size of the baby. 

Indications 

10.2. Gastric decompression may be required for the baby who is:- 

 Newly admitted to ward and gastric contents are required for C/S and 
direct film for neutrophils 

 For observation of gastric contents, e.g. suspected NEC 

 Nil by mouth and receiving CPAP / mechanical ventilation 

 Receiving resuscitation 

 Nil by mouth pending investigation of gastrointestinal problems 

 Nil by mouth prior to, during and after surgery 

 To determine absorption of feed (as per unit policy)  

Procedure 

10.3. Gastric decompression is achieved by: 

 Gastric tube placed on free drainage using a closed bag with drainage 
facility with intermittent aspiration using a minimum of a 10ml oral syringe.  

 Frequency of aspiration is dependent upon the condition of the baby and 
the volume of gastric aspirate.  

 Continuous suction (3 – 5 cm H2O) with intermittent aspiration. 

 Use larger bore NGT/OGT for babies with suspected surgical problems.  
A replogle tube may be used for babies with suspected tracheal 
oesophageal fistula, (TOF), or oesophageal atresia, (see guidelines for 
TOF).  

10.4. Note - Document description and amount of fluid aspirated accurately, 
(medical team will request regular blood electrolyte levels and may replace 
lost fluids intravenously) 
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11. Gastric washout 

11.1. There is no current evidence to support the use of gastric washouts and it is 
an outdated practice. However,  gastric washouts may still be useful in certain 
situations when performed by an experienced practitioner. 

Indications  

11.2. A gastric washout may be required for the baby who has: 

 Persistent mucous vomits. 

 Swallowed maternal blood and is vomiting.  

11.3. Follow guideline for passing a naso/orogastric tube (See point 5). The 
washout should be performed using warmed, sterile room temperature water 
in aliquots of 10 – 20mls. Each aliquot must be drained out or aspirated prior 
to further instillations.  Cease the washout when aspirate clear.  

12. Procedure for removal of a NGT/OGT 

12.1. Do not do this procedure directly following a feed as it may induce vomiting. 
NGT/OGTs should be changed every 90 days or according to manufacturer’s 
instructions. 

Steps Procedure for removal of NGT/OGT 

1 Take disposable tray, waste bag and protective gloves. 

2 Explain procedure and gain informed consent from parents as appropriate. 

3 Hand hygiene according to Trust policy. 

4 Note which nostril is utilized if undertaking to replace tube. Opposite nostril 
should be used if passing a new nasogastric tube. 

5 Carefully remove tape (see guidelines for skin integrity). Apeel solution 
may be used to help with this. 

6 Apply protective gloves.  

7 Gently and quickly pull the tube out. 

8 Dispose of used items as per Trust’s waste management policy. 
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9 Hand hygiene as per Trust’s policy. 

10 Document procedure and the infant’s tolerance of same. 

 

13. Complications 

Possible complications of naso/orogastric tubes include: 

 Gastric tube misplaced into trachea or oesophagus leading to 
bronchopulmonary aspiration and pneumonia. 

 Gastro-oesophageal reflux. 

 Vasovagal response on passage of tube resulting in apnoea, bradycardia 
and cyanosis. 

 Nasal, pharyngeal and oesophageal trauma. 

 Trauma to skin underlying tube fixation device. 

 Gastric tube malpositioned following coughing or retching during feed. 

 Gastric tube embedded in the gastric wall  (Rogahn 1998, Hedburg 
Nyqvist et al 2005) 

14. Exclusion of congenital anomalies: 

14.1. The inability to pass a nasogastric tube beyond the nares is indicative of 
choanal atresia and is a medical emergency. 

14.2. Resistance to passage of a naso/orogastric tube beyond the oropharynx is 
indicative of oesophageal atresia. 

14.3. A gastric tube should be inserted prior to chest or abdominal x-ray to facilitate 
differential diagnosis. 

15. Education and Training 

15.1. All staff should be familiar with the contents of this guideline.  New staff will 
receive a full induction.  Assessed competencies on the care of the infant 
requiring a naso/orogastric tube will be required.  Education will occur during 
ward inset study days, staff meetings, one to one mentoring and by ensuring 
self-competency.  It is the responsibility of all staff involved in the 
management of the neonate requiring a NGT/OGT to be competent in the 
provision of care and to achieve the relevant competencies.  
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15.2. ‘All staff and carers, caring for neonates with a nasogastric tube in place 
should be trained to assess the position of feeding tubes using pH 
paper or indicator strips and that training must be competency based.’ 
(NPSA 09, 2005). 

15.3. Competency for passing and management of naso gastric tubes or orogastric 
tubes in neonates and children.  

http://ndht.ndevon.swest.nhs.uk/wp-content/uploads/2018/04/Passing-and-
management-of-nasogastric-NGT-and-orogastric-tubes-OGT-in-neonates-
and-children-v2-0-Aug-2018.pdf 

15.4. Competency for administration of feeds of medications to neonates and 
children via a nasogastric tube or orogastric tube.  

http://ndht.ndevon.swest.nhs.uk/wp-content/uploads/2018/04/Administration-
of-feeds-or-medications-to-neonates-and-children-via-a-NGT-or-OGT-v2-0-
Aug-2018-1.pdf 

15.5. It may occasionally be appropriate for an infant to be discharged into the 
community receiving nasogastric tube feeding. The parent/carer should 
receive specific training on the management of gastric tubes and their 
competence confirmed prior to discharge. For guidance, refer to the South 
West Neonatal Network’s (2017) Parent Education: Tube Feeding 
Guideline/Policy. Available: 
http://www.swneonatalnetwork.co.uk/media/106743/swnn-guideline-tube-
feeding.pdf (Accessed September 2019). 

16. Standards/ Key Performance Indicators  

16.1. Key Performance indicators on which to base care in the Special Care Unit 
are: 

 NICE Neonatal Quality Standards 

 NHS Toolkit for High Quality Neonatal Services 

 National Neonatal Audit Programme 

 NHS Standard Contract for Neonatal Critical Care 

17. Monitoring Compliance with and the Effectiveness of 
the Guideline 

 Staff are informed of revised documentation. There is an expectation that 
staff are responsible to keep updated on any improvements to practice 
and deliver care accordingly.   

http://www.swneonatalnetwork.co.uk/media/106743/swnn-guideline-tube-feeding.pdf
http://www.swneonatalnetwork.co.uk/media/106743/swnn-guideline-tube-feeding.pdf
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 Data is collected by use of the Badger data base and can be used to 
generate output for clinical and operational benchmarking.  Data is 
entered for all babies with a NGT/OGT.  

 Any error or incident or non-compliance will be reported in accordance 
with NDHT Incident Management and Investigation Policy. Misplacement 
and use of a naso or orogastric tube in the pleuro or respiratory tract is 
classed as a preventable error and classed as ‘never event’.  This should 
be reported onto  the Strategic Executive Information System (STEIS) and 
investigated accordingly.  

 Non-adherence is investigated and action plans made if required.  
Discussion and reviews occur at Directorate meetings, Governance 
meetings and Ward meetings.  Learning and action plans are cascaded at 
these meetings and improvements implemented.  Key findings and 
learning points will be disseminated to relevant staff. 
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Appendix 1: Flow Chart for the Positioning of Naso/Oro-Gastric Tubes 

Woman and Children’s Directorate SCBU Ladywell Unit 
 

FLOW CHART FOR THE POSITIONING OF NASO/ORO-GASTRIC TUBES 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

(A record of Training to be kept within the Ward) 
 

(Adapted from United Bristol Healthcare NHS Trust pH Flow Chart for passing 
NGT and NPSA 09, 2005) 

 

Auscultation should NOT be used to determine placement of gastric tubes. 

EVERY element of the flow chart MUST be followed. 

1. Confirm – position of gastric tube following insertion of tube, re-positioning of tube and prior to administration of 
medication or fluids 

Aspirate obtained No aspirate obtained 

Place - sample on pH paper 

pH 5.5 or 
below 

Document: 
●pH of aspirate If 
initial insertion; 
●Length/size  
● Position 
●Change due 

 

Aspirate 
obtained 

If possible, turn baby onto side 
Re-aspirate & check pH 

pH 6 or above 

●Check tube length at 
nose/mouth is it the same 
position? 
●Check type of aspirate 
●Consider re-passing tube and 
reaspirating 
●Consider waiting 15 mins then 
reaspirate 
●Check medication 
●Consider X-ray 
●Discuss with medics 
Document rationale for 
decisions  

No aspirate 

Advance/retract gastric tube 
Re-aspirate & check pH 

No aspirate 

Is re-passing the tube contra-indicated? 

Yes – discuss with medics 

Document rationale for 
decisions  

No – re-pass tube and 
reaspirate 

Document rationale for 
decisions  

Proceed to feed 

Inject 1 – 2ml air into tube 
Re-aspirate & check pH 

No aspirate 

2. Aspirate – tube using a 10 or 20ml syringe 

Gastric tube 
placement 
confirmed 

Gastric tube may 
be mal - 
positioned 
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Appendix 2: The recommended procedure for checking the position of the 
naso and orogastric feeding tube in babies under the care of neonatal units 
(Use this flowchart as a basis for decision making) 

Action Rationale 

Check for signs of tube 
displacement 
(if not initial insertion) 
 

The tube may have coiled up in the mouth or if there is more tube visible 
than previously documented, the tube may have kinked. Loose tape may 
indicate movement. If tube has been displaced, it will need repositioning 
or re-passing before feeding. 

Aspirate 0.2–1ml gastric fluid and 
allow ten to 15 seconds for any 
colour change 

0.2 to 1ml of aspirate will cover an adequate area on single, double or 
triple reagent panels of pH testing strips or paper. 

Aspirate using a syringe It is safe practice to use gastric tubes and enteral syringes that have non 
luer lock connectors (Building a Safer NHS for Patients: Improving 
Medication Safety published 22/01/2004 available at www.dh.gov.uk). 

Aspirate is pH 5.5 or below 
 
PROCEED TO FEED 

Aspirates testing pH 5.5 and below should indicate correct placement in 
most babies (including the majority of those receiving acid suppressants) 
and rule out the possibility of respiratory tract placement. Always match 
the pH indicator strip or paper colour change with the colour code chart on 
the booklet or box. If there is ANY doubt about the position and/or clarity 
of the colour change on the pH indicator strip or paper, particularly 
between pH5 and 6, DO NOT commence feeding. 

Aspirate is pH6 or above 
 
CAUTION – STOP FEED: 
if clinically safe, consider waiting 
15–30 minutes before aspirating 
again. Consider replacing and/or re-
passing the tube and re-aspirating 
 
If still pH 6 or above, seek advice 
 
IT IS IMPORTANT THAT STAFF 
FOLLOW THE FLOWCHART, 
RECORD THE OUTCOMES AND 
MAKE DECISIONS BASED ON 
THIS INFORMATION 
 

The most likely reason for failure to obtain gastric aspirate pH 5.5 or 
below is the dilution of gastric acid by enteral feed. Waiting gives time for 
the stomach to empty and the pH value to fall. If pH is still 6 and above 
after waiting and replacing or re-passing the tube, 
seek advice and consider the following questions: 
• is the baby on medication? 
• is the baby only 24 to 48 hours old? 
• is the tube in the same position as previously documented on an x-ray? 
• Is the visible length of the tube the same as previously documented? 
• what is the trend in pH values? 
• what is the volume of aspirate? 
It is important that actions and their rationale are documented. Clinical 
staff should balance the risks of not feeding a baby, in the short term, with 
feeding when there is the possibility of the tube being in the lungs. Only 
consider x-ray if timely, e.g. if the baby is due for an x-ray for other 
reasons, and/or it is clinically safe to do so. If an x-ray is done, the 
radiographer should know this advice has been followed and the reason 
for the request should be documented. 

Document all information Documenting helps the clinical decision-making process. The tube size 
and length should be recorded each time the tube is passed. A record 
should also be made each time measurements of the pH level of the 
aspirate and the length of the tube’s advancement or retraction, are done. 

Problems obtaining aspirate: 
suggest using larger size tubes with 
multiple ports. Turn baby onto 
his/her side 

This may facilitate the tip of the nasogastric tube entering the gastric fluid 
pool. 
 

Inject 1–2ml of air using a syringe 
This is NOT a testing procedure 
 

Injecting air through the tube may dislodge the exit-port of the feeding 
tube from the gastric mucosa. Care must be taken when using large 
syringes on neonates to ensure that the correct amount of air is inserted, 
i.e., no more than 2ml. 

Advance or retract the tube by 1–
2cm 
Stop if there is any resistance or 
obstruction 
 

If the tube is in the oesophagus, advancing it may allow it to pass into the 
stomach. If the tube has been inserted too far, it may be in the duodenum. 
Consider withdrawing a few centimetres and re-aspirating. The position of 
the tube at the nose should already have been recorded and marked, if 
the tube is in situ. If the mark has not moved then advancing or retracting 
may not make a difference. Document the length of tube if moved. 

If you still cannot obtain aspirate If this is an initial insertion then consider replacing or re-passing the tube. 
If the tube has been in situ already, seek advice. Consider whether the 
length of the tube has changed and discuss options as outlined under the 
action point on aspirate of pH 6 and above. Record all decisions and their 
rationale. 

 


