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Summary of the Event
G.S. is a 66 year old man who had major neck surgery for cancer and has to be fed via a special tracheal-esophogeal tube in his neck.  He entered the Extended Care Therapy Center (ECTC) for prostate surgery on October 20th.  He had his hollow tube replaced by a “keep-open” tube (Robnel catheter) by the Ear-Nose-Throat (ENT physician).  He then was asked to eat a soft mechanical diet by mouth.  Two days later, he was NPO (no food by mouth) and had a TURP (Trans Urethral Resection of the Prostate) surgery under general anesthesia.  One day later, he returned to the ECTC and was placed back on the soft mechanical diet.  

After 8 days on this diet, he was not eating or drinking much at the ECTC.  He was also undergoing several days of radiation therapy for his neck cancer.  On November 1st, the nurse practitioner (NP) at the ECTC replaced the feeding tube through the TE stoma (hole in the neck).  ENT physician was not called, and the NP followed the instructions found in the packaging.  The instructions did not call for confirmation of placement by X-ray.

Before the RN covering this patient was to connect liquid food to the catheter, she called the physician on call for confirmation of change of diet and route.  A chest X-ray was ordered and found the tube to be only part of the way in (stopped at the mid esophagus).  The tube was advanced to the stomach before any feeding through the tube was started.

Other Important Data

1) Patient was cared for on 11/1/01 with full physical exam, increased IV fluid rate, and cautionary antibiotics

2) Many procedures at the ECTC were done by nurse practitioners in order to meet needs of the many patients in a timely basis

3) The feeding tube set was new, due to a change in purchasing contract that month

4) This nurse practitioner had missed the in-service training for the new feeding tube set

5) The patient was Do-Not-Resuscitate (DNR)

6) There were few resources at the ECTC to encourage or assist patients if they had difficulty eating or drinking by mouth

7) Event has occurred before.  Corrective actions included more training of personnel involved, new procedures for feeding those with tubes, and new tubing sets
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