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W 227 INDIVIDUAL PROGRAM PLAN

CFR(s): 483.440(c)(4)

The individual program plan states the specific 

objectives necessary to meet the client's needs, 

as identified by the comprehensive assessment 

required by paragraph (c)(3) of this section.

This STANDARD  is not met as evidenced by:

W 227

 Based on record review and confirmed by 

interviews with staff, the facility failed to develop 

training to address 1 of 3 audit clients (#1) 

defensiveness to toothbrushing and dental care 

which affected his oral hygiene.  The finding is:

Client #1's team failed to develop desensitization 

training for him in the area providing oral care.

Review on 8/20/19 of client #1's record revealed 

he was seen by the Dentist on 1/22/19 for a 

dental cleaning and received a poor hygiene 

rating. He was seen again by the Dentist on 

6/10/19 and received a fair oral oral hygiene 

rating.

Review on 8/20/19 of client #1's physician orders 

revealed the following:

1/22/19 Client #1 was ordered Valium 10 mg. by 

mouth to be given 1 hour prior to his dental 

appointment.

6/10/19: Client #1 was ordered Valium 10 mg. by 

mouth to be given 1 hour prior to his dental 

appointment.

Review on 8/20/19 of a nursing note dated 

1/22/19  following client #1's dental visit on 

1/22/19 indicated, "Very intolerant of 

toothbrushing."
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W 227 Continued From page 1 W 227

Review on 8/20/19 of client #1's individual 

program plan (IPP) revealed he has target 

behaviors of physical aggression, severe 

disruption, non-compliance and stealing videos. 

These behaviors are addressed by a behavior 

support program (BSP) dated 5/11/19. This BSP 

also incorporates the use of psychotropic 

medication, exclusionary time out and the use of 

his physician ordered Valium prior to dental visits .

Further review on 8/20/19 of client #1's IPP 

revealed a service objective #23/18 that client #1 

will be provided supervision and physical 

assistance with toothbrushing to ensure 

thoroughness. This service objective was 

implemented 4/2018.

Interview on 8/20/19 with the facility nurse 

revealed the service objective for client #1 has 

been in place for several months and that client 

#1 continues to be very resistive to opening his 

mouth for oral hygiene care and during dental 

visits.  She further confirmed the team has not 

considered formal training to decrease client #1's 

resistiveness to dental care.

Interview on 8/20/19 with the qualified intellectual 

disabilities professional (QIDP) confirmed client 

#1 has a BSP to address target behaviors of 

physical aggression, severe disruption, 

non-compliance and stealing videos.  She further 

confirmed this BSP also incorporates the use of 

psychotropic medication, exclusionary time out 

and the use of his physician ordered Valium prior 

to dental visits. The QIDP stated despite the 

ongoing service objective for client #1 to brush 

his teeth, client #1 continues to be very defensive 

about staff assisting him with oral hygiene care. 
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W 227 Continued From page 2 W 227

Additional interview confirmed the team had not 

considered revising this service objective or 

developing training to desensitize client #1 to 

dental care despite his most recent dental visits 

which suggested staff work on improving his oral 

hygiene care.
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