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The facility will ensure that all staff
W 340 | NURSING SERVICES W 340kis adequately trained on seizure

CFR(s): 483.460(c)(5)D ' protocol for 1 of 6 clients (#3).

Nursing services must include implementing with

other members of the interdisciplinary team, i To prevent further occurrence:
appropriate protective and preventive heaith ‘
measures that include, but are not limited to ;

, training clients and staff as needed in appropriate ! A. QIPP/ Nurse will educate all staff

i health and hygiene methods. ! on seizure protocol at the Freedom |
This STANDARD is not met as evidenced by: group home relative to client #3 and
Based on observations, record review and a1l clients with a seizure diagnoses.

interviews, the facility failed to ensure that staff
were adequately trained in seizure protocol for 1 )
of 6 clients (#3). The finding is: B. QIDP/Nurse will educate all staff

. , . to report and document all seizure
Buring moming observations in the group home

on 3410126 at 6:54 AM, client #3 was observed o activity on the seizure log/form to
have a seizure, causing him to fall to the floor and includes dates, time seizure starts,

strike his head on a door frame. Further stops and duration.

ohservation revealed client #3 to stand up and 5/ 9/ 2026
wallc around the home without standby assistance
from staff. Continued observation revealed client
#3 to fall to the floor again without sfriking 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 c¢lient #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 speeaking to emergency services.

Person (s) Responsible: QIDP/Nurse

i Review of records on 3/10/26 revealed an
Individual Service Pian (ISP) for client #3 dated i
1/27126. 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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Any deficlency slatement ending with an as}!fisk (") denotes a deficiency which the instilution may be excused from correclting providing it s determined that
other safeguards pravide sufficlent protection o the pallents . (See instructions.} Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. Fer nursing homes, the abeve findings and plans of correction are disclosable 14
days followlng the date these documents are made available to the facility. If daficiencles are cited, an approved plan of correction is requisite to continued

program pasticipation.
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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 refated 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 {o track the details of the seizures. The
facility nurse fusther confirned that the staff
should have noted the time of the first sefzure
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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