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W 340 NURSING SERVICES

CFR(s): 483.460(c)(5)(i)

Nursing services must include implementing with 

other members of the interdisciplinary team, 

appropriate protective and preventive health 

measures that include, but are not limited to 

training clients and staff as needed in appropriate 

health and hygiene methods.

This STANDARD  is not met as evidenced by:

W 340

 Based on observations, record review and 

interviews, the facility failed to ensure that staff 

were adequately trained in seizure protocol for 1 

of 6 clients (#3). The finding is:

During morning observations in the group home 

on 3/10/26 at 6:54 AM, client #3 was observed to 

have a seizure, causing him to fall to the floor and 

strike his head on a door frame. Further 

observation revealed client #3 to stand up and 

walk around the home without standby assistance 

from staff. Continued observation revealed client 

#3 to fall to the floor again without striking his 

head at 6:57 AM, 6:58 AM and 6:59 AM. 

Subsequent observation at 7:00 AM revealed 

staff to call triage for instructions. Subsequent 

observation at 7:02 AM, revealed client #3 to fall 

from a sitting position on a couch to lying down, at 

which point staff guided client #3 to the floor and 

placed a pillow under their head. Additional 

observation revealed that staff did not note the 

time that the seizure activity began and did not 

remove other clients from the area until 7:05 AM 

when staff were speaking to emergency services.

Review of records on 3/10/26 revealed an 

Individual Service Plan (ISP) for client #3 dated 

1/27/26. Continued review of records revealed a 

seizure record for client #3 which indicates that 

client #3 has experienced 12 recorded seizures 
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W 340 Continued From page 1 W 340

between January, 2025 and February, 2026. 

Continued review of client #3's clinical and 

medical records revealed no indication of a 

seizure protocol or staff training related to client 

#3's seizures could be located.

Interview with the facility nurse confirmed that 

client #3's seizures are recorded on the seizure 

record and that no other documentation is 

created to track the details of the seizures. The 

facility nurse further confirmed that the staff 

should have noted the time of the first seizure 

activity and notified nursing or triage immediately.

Interview with the qualified intellectual disabilities 

professional (QIDP) confirmed that there is no 

seizure protocol in place to ensure the health and 

safety of client #5 during seizure episodes and 

that staff should be adequately trained to respond 

to seizure events.
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