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RACHEL JECKER*, age 28, was admitted to the intensive
care unit (ICU) 3 days ago after a moderate traumatic
brain injury. She’s being transferred to the medical unit
under the care of neurosurgery. Her level of conscious-
ness is improving but she has periods of confusion and
lethargy. Ms. Jecker’s mother says that a family member
is almost always at Ms. Jecker’s bedside during daylight
hours.

To protect Ms. Jecker’s airway and provide adequate
nutrition, a small-bore feeding tube was inserted through
her right nares. She’s receiving tube feeding at 60 mL/
hour via a pump. Her vital signs are blood pressure (BP)
120/72 mm Hg, heart rate (HR) 90 beats/minute (bpm),
respiratory rate (RR) 28 breaths/minute, and oxygen sat-
uration 96% on room air. 

History and assessment hints
Two hours after admission, you enter Ms. Jecker’s room
and find her alone, with her feeding tube lying on her
chest. She’s restless, coughing, and struggling to catch
her breath. Concerned that she’s aspirated the tube feed-
ing, you activate the rapid response team (RRT) and ask
the charge nurse to notify the neurosurgery team.

On the scene
While waiting for the RRT, you place Ms. Jecker on a
facemask at 10 liters per minute of oxygen. Her vital
signs are BP 145/92 mmHg, HR 117 bpm, RR 38 breaths/
minute, and oxygen saturation 88%. The RRT arrives, and
you assist them in positioning the patient’s bed at 90
degrees. Kim, the RRT nurse, auscultates Ms. Jecker’s
lung fields and says that she hears wheezes and rhonchi
throughout. The neurosurgery team arrives and orders a
stat chest X-ray and arterial blood gases. Ms. Jecker is
transferred to the ICU.

Outcome  
In the ICU, Ms. Jecker undergoes a bronchoscopy to vi-
sualize and suction her lungs to obtain a specimen for
culture and sensitivity for any organisms. The provider
orders I.V. ceftriaxone; Ms. Jecker remains confused
and lethargic. To avoid the dangers of dislodging an-
other feeding tube, a percutaneous endoscopic gastros-
tomy is placed, and tube feedings are resumed. After 4
days of antibiotics, Ms. Jecker has stable vital signs; she

remains confused but calm, and she’s transferred to the
rehabilitation unit.

Education and follow-up  
As many as 40% of patients receiving enteral tube feed-
ings aspirate the feedings into their lower respiratory tract,
resulting in pneumonia. Dislodged or misplaced enteral
feeding tubes, high gastric residual volume (GRV), dys-
phagia, and poor oral hygiene are all possible causes of
aspiration pneumonia. Enteral nutrition practice recom-
mendations include maintaining head-of-bed elevation at
30 to 45 degrees, using chest X-rays to verify initial oral
and nasal tube placement, and assessing placement and
tolerance of tube feeding every 4 hours by checking GRV
amount and gastric pH. A GRV > 250 mL should trigger
consideration of a prokinetic agent; a GRV > 500 mL
should result in holding tube feeding and assessing gly -
cemic control, sedation use, and prokinetic medications. 

In addition, perform oral care with a chlorhexidine
solution and teach patients and families about the im-
portance of protecting confused patients from the dan-
gers of accidental tube dislodgment and keeping the
head of the bed elevated at least 30 degrees.           

*Names are fictitious.

Editor’s note: For more about preventing NG tube misplace-
ment, visit americannursetoday.com/reducing-nasogastric-
tube-misplacement. 

Laura Mcilvoy is a professor in the school of nursing at Indiana University South-
east in New Albany.
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