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SAFETY ALERT CIRCULAR (SQS - LC 02/09): REDUCING HARM CAUSED BY THE
MISPLACEMENT OF NASOGASTRIC FEEDING TUBES

Following a recent incident involving aspiration of nasogastric feed into patients’ lungs, | wish
to draw your attention to the current best practice on this issue.

The content of the attached SAFETY ALERT CIRCULAR at Annex A, has been reviewed by
relevant professional colleagues in the Department and approved for regional dissemination.

| would ask you to bring this to the attention of relevant practitioners and key health and
social care staff within your organisation. They should consider the best practice for their
setting and take appropriate steps to minimise the risk to their patients, clients or pupils of a
similar incident.

Yours sincerely
% w b

Dr J F Livingstone
Director, Safety, Quality & Standards



ANNEX A

SAFETY ALERT CIRCULAR (SQS - LC 02/09): REDUCING HARM CAUSED BY THE
MISPLACEMENT OF NASOGASTRIC FEEDING TUBES

Your attention is drawn to the following best practice:

(1) NPSA guidance on reducing harm caused by the misplacement of nasogastric feeding
tubes (issued February 2005 and updated February 2007). This was brought to the
attention of HSC organisations on 5 July 2005 (GM 105-05), The supporting material
from the NPSA outlines when and how often the tube position should be checked; and

(www.npsa.nhs.uk/alerts-and-directives/alerts/nasogastric-feeding-tubes/)

(2)  CREST guidelines on the management of enteral tube feeding in adults.

(www.qgain-ni.org/Guidelines/tube-feeding-quidelines.pdf)




