A 2-month-old Infant Is To Have A
Nasogastric Tube Inserted. What Does The
Nurse Expect To Happen?1A

A 2-month-old Infant Is To Have A Nasogastric Tube
Inserted. What Does The Nurse Expect To Happen?1A

Introduction

A nasogastric (NG) tube insertion is a common medical procedure used in infants for various
reasons, including feeding difficulties, medication administration, or decompression of the stomach.
For a 2-month-old infant, this procedure requires a careful, gentle, and precise approach due to the
infant’s delicate anatomy and limited ability to cooperate. The nurse plays a crucial role in preparing
the infant, performing the procedure, and ensuring safety and comfort throughout. This article
provides an in-depth overview of what the nurse expects to happen during the insertion of an NG
tube in a 2-month-old infant, including preparation, the step-by-step process, potential challenges,
and post-procedure care.

Preparation Before the Procedure

Assessing the Infant

Before initiating the procedure, the nurse conducts a thorough assessment:
¢ Review the physician’s order for NG tube insertion, including the type and size of the tube.

e Obtain informed consent from the parent or guardian, explaining the procedure, its purpose,
potential risks, and benefits.

¢ Assess the infant’s overall health status, including respiratory status, airway patency, and any
contraindications such as facial trauma or nasal obstructions.

e Gather necessary equipment: appropriate-sized NG tube (generally 5-8 French for infants),
gloves, lubricant, pH testing supplies, tape, and suction apparatus if needed.

Preparing the Environment and the Infant

The nurse ensures:



e The environment is quiet, warm, and comfortable to reduce infant distress.
¢ All equipment is within reach for efficiency and safety.

e The infant is placed in a comfortable position, typically semi-Fowler’s or elevated head
position, to facilitate insertion and reduce the risk of aspiration.

e The parent or caregiver is present and reassured to help soothe the infant during the
procedure.

Positioning the Infant

Proper positioning is vital:

1. Position the infant supine with the head slightly elevated or in a sniffing position—neck slightly
flexed forward.

2. Support the infant’s head with pillows or rolled towels to stabilize during insertion.

Step-by-Step Process of NG Tube Insertion

1. Hand Hygiene and Equipment Preparation

The nurse performs thorough hand hygiene and dons gloves to prevent infection. The NG tube and
other required supplies are prepared, ensuring correct sizing and functionality.

2. Explaining the Procedure to the Caregivers

If appropriate, the nurse explains each step to the parent or caregiver, providing reassurance and
addressing any concerns to ease anxiety.

3. Lubrication and Measurement

The nurse measures the tube length needed:

e From the tip of the infant’s nose, to the earlobe, then down to the xiphoid process of the
sternum. This measurement ensures the tube reaches the stomach without excess.

e The tube is marked at this point for accurate insertion depth.

The tube tip is lubricated generously with a water-soluble lubricant to facilitate smooth passage.



4. Insertion Technique

The nurse gently inserts the tube:

e Gently inserts the lubricated tube into the infant’s nostril, aiming posteriorly and downward
towards the throat.

e Encourages the infant to swallow or suck on a finger if possible, as swallowing can help guide
the tube into the esophagus.

e Advances the tube slowly, monitoring for any resistance or coughing, which may indicate
misplacement or discomfort.

5. Verifying Tube Placement

To ensure correct placement:
e Gently aspirate gastric contents using a syringe—checking for the presence of stomach fluid.
e Measure the pH of aspirated fluid—pH less than 5 typically indicates gastric placement.

e Optionally, a radiograph (X-ray) can be obtained to definitively confirm placement before use,
especially if there is any doubt.

6. Securing the Tube

Once placement is confirmed:

e The tube is secured to the infant’s nose using medical tape or a foam fixation device to prevent
displacement.

e The tube is labeled with the date and time of insertion for documentation purposes.

Monitoring and Care During and After Insertion

Observation During the Procedure

The nurse closely observes:

e The infant’s respiratory status, noting any coughing, gagging, or respiratory distress.



¢ The infant’s comfort level, providing reassurance and gentle handling.

 Signs of distress such as cyanosis or agitation that require immediate cessation and
assessment.

Post-Insertion Monitoring
After the procedure:

e The nurse monitors the infant for signs of discomfort, nasal irritation, or respiratory issues.
e Regularly checks the tube’s securement and placement.
¢ Assesses the volume and appearance of aspirated gastric contents.

e Maintains proper documentation of the procedure, including method, findings, and
confirmation of placement.

Potential Challenges and How the Nurse Addresses
Them

Infant Movement and Resistance

Infants may squirm or resist the tube:
e Use gentle, steady movements.
e Distract or soothe the infant, possibly with a pacifier or caregiver’s touch.

e Pause if resistance occurs, reassess before proceeding.

Difficulty in Tube Passage

If resistance is met:
e Reposition the infant slightly, such as changing head position.
e Ensure proper lubrication and measurement.

e Consider alternative insertion techniques or seek assistance if needed.



Misplacement of the Tube

Risks include placement in the airway:
e Confirm placement via pH testing and aspiration.

e If unsure, obtain radiographic confirmation before use.

Conclusion

Performing nasogastric tube insertion in a 2-month-old infant is a meticulous process that demands
a combination of technical skill, gentle handling, and vigilant monitoring. The nurse’s expectations
include a careful preparation phase, a gentle insertion technique, confirmation of correct placement,
and attentive post-procedure care. Understanding the anatomical considerations, potential
challenges, and safety protocols ensures the procedure is conducted effectively, minimizing
discomfort and risks for the infant. Ultimately, the goal is to provide safe, effective nutritional or
therapeutic support while maintaining the infant’s comfort and safety throughout the process.

Frequently Asked Questions

What is the primary purpose of inserting a nasogastric tube in
a 2-month-old infant?

The primary purpose is to provide nutritional support, administer medications, or decompress the
stomach if the infant cannot feed orally.

What steps does the nurse take to ensure proper placement of
the nasogastric tube in a 2-month-old infant?

The nurse measures the tube from the nose to the earlobe and then to the xiphoid process, inserts it
gently, and verifies placement via auscultation of air insufflation or radiographic confirmation.

What are common signs that the nasogastric tube is correctly
positioned in an infant?

Signs include easy passage of the tube, absence of respiratory distress, and confirmation through
auscultation of air sounds over the stomach or radiography.

What are potential complications during nasogastric tube



insertion in a 2-month-old infant?

Complications may include nasal trauma, misplacement into the airway or lungs, vomiting, or nasal
bleeding.

How does the nurse minimize discomfort during the
procedure?

The nurse can use gentle insertion techniques, provide comfort measures such as swaddling or
cuddling, and ensure the infant is calm before and during the procedure.

Why is radiographic confirmation often recommended after
nasogastric tube insertion in infants?

Radiography provides definitive confirmation of correct tube placement, reducing the risk of feeding
into the lungs or other complications.

What are the key considerations when securing the
nasogastric tube in a 2-month-old infant?

The tube should be secured without excessive tension, ensuring it stays in place but does not cause
nasal trauma or discomfort.

What ongoing assessments should the nurse perform after
nasogastric tube placement?

The nurse should monitor for signs of misplacement (such as coughing or respiratory distress),
check residuals before feeding, and observe for skin integrity and comfort.

How does the nurse educate caregivers about the care of the
nasogastric tube after insertion?

The nurse explains how to keep the tube secure, recognize signs of displacement or complications,
and when to seek medical attention, ensuring safe at-home management if applicable.

Additional Resources

A 2-month-old Infant Is To Have A Nasogastric Tube Inserted. What Does The Nurse Expect To
Happen?

In pediatric care, the insertion of a nasogastric (NG) tube is a common but delicate procedure,
especially in infants as young as two months old. Understanding what the nurse expects to happen
during this process is essential for ensuring patient safety, comfort, and effective management. This
comprehensive review explores the step-by-step process, considerations, and best practices that
guide nurses in performing NG tube insertion on a 2-month-old infant.



Introduction to Nasogastric Tube Insertion in Infants

Nasogastric (NG) tube placement involves inserting a flexible tube through the infant's nostril, down
the nasopharynx and esophagus, into the stomach. This procedure is often indicated for feeding
difficulties, gastrointestinal decompression, or medication administration. In infants, this process
requires meticulous planning, understanding of anatomy, and gentle technique to minimize
discomfort and risk.

Pre-Procedure Preparation and Assessment

Before initiating NG tube insertion, the nurse performs several critical steps to prepare:

1. Patient Assessment

- Medical History Review: Confirm the reason for NG placement, allergies, and contraindications.

- Physical Examination: Assess nasal patency, oral cavity, and overall stability.

- Consent: Obtain informed consent from parents or guardians, explaining the procedure, potential
risks, and benefits.

2. Equipment Gathering

- Appropriate size NG tube (commonly 8-10 French for infants)
- Lubricant (water-soluble)

- Syringe for air or water instillation

- Tape or securement device

- Suction equipment (if necessary)

- Stethoscope

- Gloves and sterile supplies as per protocol

- Positioning aids (pillows or rolled towels)

3. Positioning the Infant

- Position the infant semi-upright at 45-90 degrees to facilitate tube passage and reduce aspiration
risk.
- Ensure the infant’s head is slightly flexed forward, aligning the airway and esophagus.



The Step-by-Step Process of NG Tube Insertion

The procedure, though routine, demands patience and gentle handling. Below is a detailed sequence
outlining what the nurse expects to happen during the process.

1. Explaining and Comforting

- The nurse explains the procedure to the caregivers, reassuring them about safety measures.
- For the infant, gentle handling and soothing techniques are employed to reduce distress.

2. Nasal Preparation

- The nurse checks each nostril for patency by gently assessing airflow.
- Application of a topical vasoconstrictor or nasal lubricant may be considered if nasal congestion is
present.

3. Measuring the Tube

- The nurse measures the tube from the tip of the infant’s nose, around the earlobe, and to the
xiphoid process, marking the length.

- This ensures the tube is inserted to the correct depth, typically reaching the stomach without
excessive length.

4. Lubrication and Insertion

- The distal tip of the NG tube is lubricated with water-soluble gel.

- The infant’s head is gently tilted back or slightly extended.

- The nurse gently inserts the lubricated tube into the selected nostril, aiming posteriorly and
downward.

- As the tube advances, the nurse monitors for resistance or discomfort.

5. Advancing the Tube

- The tube is gently inserted until the pre-measured mark is reached.
- During advancement, the nurse observes for signs of distress, such as coughing, gagging, or apnea.

6. Confirmation of Placement

- Once inserted, the nurse employs multiple methods to verify correct placement:

- Auscultation: Injecting air into the tube and listening over the stomach for a gurgling sound.

- Aspirate Verification: Attempting to aspirate gastric contents; observing color and consistency.
- pH Testing: Checking the pH of aspirate; a pH <5.5 generally indicates gastric placement.

- X-ray Confirmation: As the gold standard, an abdominal radiograph is usually performed before
initiating feeding.



7. Securing the Tube

- The tube is taped securely to the infant's nose and cheek to prevent displacement.
- The insertion site is checked regularly for signs of pressure or irritation.

Expected Physiological and Behavioral Responses
During Insertion

During NG tube insertion in a 2-month-old infant, the nurse expects various responses, which can be
classified as normal or abnormal:

Normal Responses

- Mild nasal discomfort or gagging during advancement.

- Coughing or crying as a reflex response.

- Brief resistance when passing through the nasal passage, which should be gentle and not forceful.
- Successful aspiration of gastric contents with appropriate pH.

Potential Adverse or Unexpected Responses

- Significant distress or agitation.

- Resistance indicating possible misalignment or obstruction.
- Bleeding or mucosal injury.

- Coughing or apnea suggesting airway compromise.

- Displacement of the tube during or after insertion.

In such cases, the nurse must pause, reassess, and possibly abort the procedure to prevent
complications.

Post-Insertion Care and Monitoring

Once the NG tube is in place, the nurse’s role extends to ongoing care:

1. Confirming Placement

- Final confirmation via radiography.
- Continuous monitoring of the tube position, especially if the infant is moved.



2. Securing and Documentation

- Properly secured to prevent accidental dislodgement.
- Documenting the procedure details, including tube size, length inserted, method of confirmation,
and caregiver education.

3. Monitoring for Complications

- Signs of nasal or oral mucosal injury.
- Respiratory distress or desaturation.
- Gastrointestinal symptoms such as vomiting or abdominal distension.
- Skin integrity around the nasal area.

4. Care During Feeding or Medication Administration

- Gentle handling during feedings.
- Monitoring tolerance, such as residual volume if indicated.
- Maintaining hygiene around the insertion site.

Risks and Complications to Be Aware Of

The nurse must remain vigilant for potential complications associated with NG tube insertion:

- Misplacement into the airway: leading to aspiration pneumonia.
- Nasal trauma or bleeding: from forceful insertion.

- Esophageal or gastric perforation: rare but serious.

- Dislodgement or obstruction of the tube

- Gastrointestinal irritation or ulceration

Prompt recognition and intervention are vital to mitigate these risks.

Best Practices and Evidence-Based Recommendations

To optimize outcomes, nurses should adhere to established guidelines:

- Use age-appropriate, properly sized NG tubes.

- Employ gentle, patient-centered techniques.

- Confirm placement via multiple methods, prioritizing radiography.
- Secure tubes meticulously.

- Document thoroughly.

- Educate caregivers about signs of complications.



Recent studies emphasize the importance of non-invasive confirmation methods, reducing radiation
exposure while maintaining safety.



