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Sign In 
(To be completed prior to commencement of the procedure) 

Patient identity confirmed                                               Yes 

Staff introduction to patient complete                      Yes  

Explanation for insertion explained to patient         No       Yes 

If no, please justify: ________________________________ 

________________________________________________ 

Is this patient deemed to lack capacity                  No          Yes 

If patient lacks capacity is the                                                                 
capacity assessment documented                                                             
in the patient notes                                                   N/A       Yes 

If unable to give consent is best interest                                    
decision documented in medical notes          N/A     Yes                 

Patient consent:  
Verbal                 

Best interest decision 

 
Clinical indication: 

 Feeding                                                   Aspiration 

 Decompression                                      Free drainage     
  
 
Clinical indication for nasogastric/ 
orogastric tube documented                                     Yes 

       

 

 

 

Patient ID Sticker 

NO SECTION TO BE LEFT BLANK! TICK OR ENTER ‘N/A’ 

 V1/September 2020/QS&C    Local Safety Standard for Insertion of Nasogastric/ Orogastric Tube  (ADULT)                                                                  

Staff Name (printed)  

Signature & date                                        DD / MM / YY 

Any known Allergies or Sensitivities? Y N 

If Yes, please state: _________________________________________ 

___________________________________________________________ 

Contraindications reviewed                                            Yes 

Procedure occurring in core hours                  No        Yes 

If no, please justify:________________________________ 

Sedation required                                                    No             Yes 

Handling of C-Spine confirmed                            N/A             Yes 

Person competant in insertion of                                                       
nasogastric/orogastric tube                                      No        Yes 

Operator supervised by trained operator              No       Yes 

Correct type and size of nasogastric/ 
orogastric tube available                                                Yes 

Correct size of bridle available                      N/A                 Yes 
(must match size of tube inserted) 

For a conscious patient a ‘STOP’  
sign has been agreed                                                 N/A     Yes 

All equipment available and in reach                              Yes 

Appropriate lubrication applied                                          Yes 

Nose examined and nostril selected                                Yes 

Universal indicator strips available                                        Yes 

Staff Name (printed)  

Signature & date                                  DD / MM / YY 

Sign out 
(To be completed once procedure completed) 

Post procedural care 
(to be completed if appropriate aspirate not obtained or x-ray 

completions on clinicians request) 

Type of tube inserted ________________  Size (fr)_______ 

Brand of tube inserted ________________________            

Lot number _______________  Expiry date  DD / MM / YY 

Product reference ____________________________ 

Size of bridle inserted __________________  N/A 

Lot number _______________ Expiry date DD / MM / YY 

Nose - Ear - Xiphisternum measurement  ___________cm   

External length ___________ cm                         

Guidewire removed                                      N/A           Yes    

Nostril used                                       Right                Left 

Aspirate obtained                                        No              Yes 

pH of aspirate on insertion ________________ 

Nasogastric/orogastric  
tube secured with ________________________________ 

X-ray required (refer to decision tree)                       No         Yes 

Signature & Designation of person performing insertion: 

Signature _______________________________________ 

Designation______________________________________ 

Date of X-ray _____/ _____ / _____       Time _____ : ______ 

Name & Designation of person interpreting X-ray: 

Name ___________________________________________                 

Designation ______________________________________ 

Date ______ / ______ / ______ 

Confirmation that X-ray is most current       No       Yes 

Follows the Oesophagus                                No                 Yes 

Bisects the Carina                                             No                     Yes 

Crosses the diaphragm in the middle               No       Yes 

Tube is clearly visible below the diaphragm             No     Yes 

Tube safe to feed                                               No        Yes 

Person interpreting X-ray competent                        Yes 

 

Staff Name (printed)  

Signature & date                                     DD / MM / YY 
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