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Summary
This guidance is issued by SCoR in response to National Patient Safety Agency (NPSA) report on patients harmed following misplaced naso or orogastric tube, not detected prior to use. Radiographic imaging must always be used and justified responsibly. It provides an accurate snapshot of the position of a naso-gastric (NG) tube at the time of imaging, and is recognised as the 'gold standard' test.
Introduction
The National Patient Safety Agency (NPSA) defined ‘never events’ as ‘specific serious untoward incidents that can cause serious harm but should be avoidable if national guidance is followed’ and included: ‘misplaced naso or orogastric tube, not detected prior to use’ in its list of never events. Between 2005 and 2010, 21 deaths and 79 cases of harm were reported from feeding through misplaced fine bore tubes but little information is available regarding overall numbers of misplaced tubes.
The single greatest cause of harm was due to misinterpretation of x-rays, accounting for 12 deaths and 45 serious incidents.
Radiographic imaging must always be used and justified responsibly. It provides an accurate snapshot of the position of a naso-gastric (NG) tube at the time of imaging, and is recognised as the ‘gold standard’ test. Its use is appropriate when other tests raise doubt as to whether or not an NG tube is correctly sited.
Radiographers’ roles in NG Intubation
In general, radiographers support the evaluation of NG intubation by undertaking chest radiography either on the ward or in the imaging department, and may also undertake fluoroscopy for this purpose.
With appropriate education and training, they are also able to provide an initial interpretation of the check image to further assist in the immediate clinical care and management of the patient. Image interpretation of check images by suitably trained and competent radiographers is a sustainable service that has been shown to work well.
In addition, fully trained clinical reporting radiographers or advanced or consultant practice radiographers specialising in gastro-intestinal(GI) imaging are able to produce definitive reports and support those doing the immediate image interpretations.
The above roles are well understood but, despite this, there are times when the continuity of care of a patient with an NG tube has failed with adverse consequences. This guidance is provided to assist radiographers to implement working practices to safeguard against and minimise this risk.
Primary Recommendations for Practice
1 ‘normal day-time hours’ is used here to mean the hours during which a clinical imaging department is providing the majority or all of its services; these are for determination locally.
Additional Recommendations for Practice
Requests for radiographers to re-site or to remove incorrectly positioned NG tubes
Education and Training
Image interpretation
Radiographers undertaking initial interpretations of NG tube placements must have undertaken appropriate training prior to being authorised to do so. The following are two sources of good quality on-line learning to support this:
This is a freely available e-learning package and test developed by Robert Law, consultant GI radiographer, in collaboration with Merck Serono and endorsed by the NPSA.
www.e-lfh.org.uk/projects/imageinterpretation [2]
The adult chest module of the e-Learning for Healthcare Image Interpretation project also covers mis-placed NG tubes. It is available free of charge to all staff employed in the NHS.
These on-line resources are useful learning tools for all radiographers who may examine patients with an NG tube in situ, regardless of whether the examination is related to the appropriate placement of the NG tube, or the imaging of the NG tube is incidental.
Radiographers are reminded that it is good practice to audit their practice regularly, so they need to audit their image interpretation of NG tube placements if undertaking such work.
Links:
[1] http:// www.trainingngt.co.uk
[2] http://www.e-lfh.org.uk/projects/imageinterpretation
NG tube placement
Where service providers have agreed that radiographers are appropriate healthcare practitioners to site and/or re-site NG tubes, particularly where fluoroscopic guidance is required, it is essential that training is undertaken beforehand, the individual radiographer judged competent to do so, and authorised by their employer. NG intubation training is commonly available through nurse education departments in NHS trusts and boards, so accessible locally.
Conclusion
Patients have been harmed, and some have died from mis-sited NG tubes, with the mis-interpretation of check imaging by inadequately prepared junior medical staff a significant factor. Effective use of clinical imaging services can reduce such risks.
Radiographers undertake check imaging to assess NG tube placement and, subject to the necessary training and authorisation, are well placed to provide immediate image interpretations, and instigate action when NG tubes have been mis-sited. Importantly, they are able to advise that it is unsafe to feed or administer medicine due to a mis-sited NG tube.
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