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This document is intended for qualified healthcare professionals
only. Users should always consult their facility’s guidance on the
use of products at their facility. Do Not Use the CORTRAK* 2
Enteral Access System unless you have received training and have
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Patient Positioning'>?
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been deemed competent by your facility.

METHODOLOGY
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S \ Consider Reverse Trendelenburg
. for patients at risk for aspiration
Supine Position Reverse Trendelenburg Position

Ideal position is 30° or supine
Position head forward (chin on chest) to direct the tube into the esophagus
After tube is in the stomach, flatten abdomen (put patient flat) to decrease
resistance against the pylorus

Air Insufflation’

Note: Do so only if no patient
contraindications (e.g. septic bowel)
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Insufflate air to aid tube advancement:
When tube is coiling: stuck on rugae of the stomach
At pyloric sphincter (quick burst of air and advance
tube simultaneously)
Especially helpful in navigating the tight C-curve of the
1st/2nd portions of the duodenum-small bowel

Catheter, Oral, or ENFit® Tip Recommended

Transmitting Stylet &
Tube Advancement'??3

e

Floppy Tip:
Pull back Transmitting Stylet (5-10 cm) to soften the tube tip
Advance tube slowly a few cm, then re-advance stylet to see tube progression

Note: Remove Transmitting Stylet from proximal Y port with 2 hands

Prokinetics"?
(Reglan, Erythromycin)
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Stimulates peristalsis:
Add to order set for CORTRAK* 2
tube placement or obtain MD order

Patience at Pylorus'®®

==

Slow advancement/progression works
with delayed gastric peristaltic wave
Wait for peristalsis return

Coiling®
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Once in the stomach or small bowel, if Green Dot (represents stylet tip)
is not advancing forward, the tube is coiling
Pull back the tube until Green Dot moves backwards to eliminate slack/ coil
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Receiver Unit Positioning’®
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Transmitting Stylet Reinsertion,
Storage and Handling'??

e

Safe Placement*57

Effective Use Depth Cross Section

and Lateral View Screens*’:®

This document is intended for qualified healthcare professionals
only. Users should always consult their facility’s guidance on the
use of products at their facility. Do Not Use the CORTRAK* 2
Enteral Access System unless you have received training and have
been deemed competent by your facility.

METHODOLOGY

Place Front Foot of Receiver on Xiphoid Process

Palpate lower sternum,
follow to Xiphoid.

Place front foot of Receiver on Xiphoid, align vertically and parallel with
spine. To level for patient, place a towel under the Receiver.

inverted

angled
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Secure Receiver with tape

(directly on skin) or with weight.

Store the Transmitting Stylet loosely coiled and place in bag provided

Do not kink
When reinserting Transmitting Stylet, if Failure Message occurs:

disconnect then reconnect Transmitting Stylet from Monitor

If failure message continues replace tube and Stylet

Quick deviation
above midline

Deviation and
continued placement

If tube deviates from

vertical midline or patient

coughs, potential lung
placement. Immediately

withdraw tube.

Focus on Anterior View until the tracing shows entry into the stomach
Estimated tube length for adult lung deviation at
bifurcation: ~20-35cm markings “*

Monitor for deviation above the horizontal midline

Monitor the Depth Views for the Anterior (high position) to Posterior drop

(low position) as the tube passes midline and into the duodenum
A bowel that loops behind the stomach (Posterior bowel position)

can appear as a coil on the Anterior screen (and on X-ray)
The bowel is a negative pressure environment, a snap test can indicate post pyloric
placement. When the plunger is retracted no air will come back and when the

plunger is released it will retract back.
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