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W 249 PROGRAM IMPLEMENTATION

CFR(s): 483.440(d)(1)

As soon as the interdisciplinary team has 

formulated a client's individual program plan, 

each client must receive a continuous active 

treatment program consisting of needed 

interventions and services in sufficient number 

and frequency to support the achievement of the 

objectives identified in the individual program 

plan.

This STANDARD  is not met as evidenced by:

W 249

 Based on observations, record reviews and staff 

interviews, the facility failed to ensure a pattern of 

interactions supported the active treatment plans 

for 2 of 5 audit clients (#3, #5), specific to 

positioning during enteral feedings.  The findings 

are:

Clients #3 and #5 were not repositioned per the 

facility policy to minimize the possibility of 

aspiration during enteral feedings.

During observations on 4/22/19 at the school 

section of the facility from, clients #3 and #5 were 

lying on mats in classroom #3 while connected to 

their enteral feedings. There were 3 staff and 6 

clients in this classroom. 

a) Client #3 was lying on a mat with her head, 

back and feet on the mat. A small wedge was 

noted at the the head of the mat however, client 

#3 had slid down and was lying flat while her 

enteral feeding bag was running. Observation of 

the enteral feeding bag revealed "Repleat with 

Fiber 120ml. every 4 hours." The bag was dated 

4/22/19.
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W 249 Continued From page 1 W 249

b) Client #5 was lying on a mat with his head, 

back and feet flat. A small wedge was noted, 

however he had slid down from the top of the 

mat. His enteral feeding pump was activated and 

observation of the enteral feeding bag revealed 

Repleat with Fiber 190cc/hr. The bag was dated 

4/22/19.

Immediate interview with classroom staff A 

revealed the Nurses or CNAII's start the enteral 

feedings for clients in this classroom. When 

asked about specific positioning during enteral 

feedings staff A pointed to the wedge at the top of 

the mat.  When asked about repositioning, staff A 

stated the classroom staff reposition clients as 

needed. Staff A stated the Nurses at the facility 

provide training to staff regarding enteral feedings 

and positioning.

Review on 4/22/19 of client #3's individual 

program plan (IPP) dated 4/4/19 revealed the 

following diet order dated 3/7/19 : Repleat with 

Fiber 120 ml. every 4 hours via gastrostomy. " Is 

NPO (nothing by mouth) for feeding or fluids" " 

Little or no head control in any position."

Review on 4/22/19 of client #5's IPP dated 

7/12/18 revealed he receives gastrostomy 

feedings of Repleat with Fiber 190ml. five times 

daily. Is NPO for feeding or fluids.

Review on 4/22/19 of the facility policy 5001.3 

Administration of Enteral feeding revealed #13: " 

If the person is in bed, elevate the head of the 

bed 30 degrees to 45 degrees during the feeding 

and for a minimum of one hour after the feeding 

is completed as directed by the physician. "
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Interview on 4/22/19 with nursing staff working at 

the school revealed clients should also be 

elevated at 30-45 degrees when they are 

receiving enteral feedings and that if they are 

lying on a mat, direct care staff should reposition  

them as needed.

Interview on 4/23/19 with the director of nursing 

(DON) revealed the policy regarding enteral 

feedings is current and that all clients heads 

should be elevated at 30-45 degrees during their 

enteral feedings and for an hour afterwards to 

prevent any possibility of aspiration.

Interview on 4/23/19 with the qualified intellectual 

disabilities professional (QIDP) confirmed the 

facility policy is current and staff should ensure 

client's positioning should allow for their heads to 

be elevated at 30-45 degrees during their enteral 

feedings and for an hour afterwards to prevent 

any possibility of aspiration.
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