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This visit was for a fundamental
recertification and state licensure survey.
Dates of Survey: April 2, 3 and 4, 2014.
Facility Number: 000773
Provider Number: 15G253
Aims Number: 100243410
Surveyor: Jo Anna Scott, QIDP.
This deficiency also reflects a state finding in
accordance with 460 IAC 9.
Quality review completed April 11, 2014 by
Dotty Walton, QIDP.
W000240 | 483.440(c)(6)(i)
INDIVIDUAL PROGRAM PLAN
The individual program plan must describe
relevant interventions to support the
individual toward independence.
W000240 The program nurse for the 05/04/2014
service site willreceive retraining
Based on record review and interview for 1 of on the need for and the
4 sampled clients (client #4), the Individual completion of dental
Support Plan failed to address client #4's examinations onan annual basis.
refusing to cooperate for dental appointments The residential director will
making it necessary for client #4's dental receive retraining on thenecessity
treatments to be done under general to develop and implement training
anesthesia. objectives which decrease
thesensitivity to medical
Findings include: appointments when a need is
identified through medicalexam,
The record review for client #4 was evaluation or Individual Support
conducted on 4/3/14 at 12:18 PM. The Team meeting' A goa| has
Individual Support Plan (|SP) was dated beenwritten and imp|emented
1/7/14 and did not include a training objective which will work to desensitize
(interventions/methodologies) to aid client #4 client# 4 to completionof dental
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to get dental treatments without a general appointments. Person
anesthetic. The Dental Consultant Visit form responsible: Facility Nurse,
dated 12/28/12 was the most recent dental Residential Director and
visit and indicated the following: AreaDirector completion date
"Comprehensive dental rehab. (rehabilitation) 5/4/14
in the OR (Operating Room) under GA
(General Anesthesia)." The record indicated
client #4 did not receive an annual dental
examination.
The interview with staff #2, RN (Registered
Nurse), was conducted on 4/3/14 at 1:00 PM.
Staff #2, RN, stated "Because client #4 had
to be sedated before they could work on his
teeth, the dentist said he could return in 1-1/2
to 2 years." Staff #2, RN, indicated the client
didn't have any problem with staff assisting
with the brushing of his teeth. Staff #2, RN,
indicated there was no training goal
(interventions/methodologies) in place for
client #4 to go to the dentist without a general
anesthetic.
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