	FACILITY NAME                                                      HIGH RISK CARE PLAN # 1


	CONSUMER:    

	HOME:  

	Health related concern(s):           SEIZURE DISORDER 

Long term goal:   Consumer will have less than 12 seizures through 9-2007.
                                                                                                                               

	Effective Date
	Interventions
	 Identify Training & who to receive
	Staff responsible for implementation

	9-01-06

	Support staff will administer anti-seizure medication as prescribed by physician. 

Support staff will monitor and document all observed seizures.

· Seizure Observation Report to be completed by staff person present during seizure,  each time a seizure occurs.

· Seizure Monthly/Yearly Tracking to be completed by nurse or nurse-designee.

Staff will support consumer prior, during, and following a seizure to maintain safety and health, following seizure protocol as defined in training.

Blood levels of anti-seizure medications will be checked every 6 months (minimum). Blood levels will be drawn more often if increased seizure activity, signs of toxicity, or dosage changes are made in meds.

Education by nurse with consumer on seizures, medications, and telling staff when aura is present.

Neurologist follow up minimum of yearly for stable seizure status. To be notified of increased seizure activity, signs of toxicity, or side effects of anti-seizure medications.

ISC will insure Seizure Management Plan Addendum is completed and accurate.
	All support staff will be trained on Seizure Management in initial Orientation, and at least yearly in House Meetings. 

Training will include:

· Seizure causes

· Specific seizure types

· Signs and symptoms of each

· Identifying if aura present

· Anti-seizure medications, side effects, & symptoms of toxicity

· Staff responsibilities to support consumer

· Reporting seizures to the nurse or reporting side effects/symptoms of toxicity

· Importance of compliance with anti-seizure meds

· Importance of obtaining blood levels as ordered

· First Aid

· Medication Administration

· Seizure History 

Consumer/family/guardian to be trained/informed of all above.


	ISC, Team Lead, all direct support staff
Reviewed by NURSE or ISC:

Date: ____________

Initials: __________

Date: ____________

Initials: __________

Date: ____________

Initials: __________

Date: ____________

Initials: __________




PAL/gs
Seizure Management Plan Addendum

Name:
__________________________________  Person Completing: ___________________________ Date: __________

	SEIZURE HISTORY

	FREQUENCY 
	PRECIPITATING FACTORS

	· Weekly, specify # _________

· Monthly, specify # _________

· Yearly, specify #    _________

· If no seizures for 1 year, date of last known ___________

· No known seizures since childhood


	Historically, a seizure has occurred or seizure activity has increased during or after the following conditions were present:

· Illness, Infection Type: ___________________________

· High Fever

· Emotional Stress

· Increased Activity or Exercise, c/o Being Tired

· Seizure Medication was Changed or Reduced

· Encountered Bright Lights or Flashing Lights

· Other, specify: __________________________________

_______________________________________________

_______________________________________________



	LENGTH 
	

	· _________ seconds to __________ minute(s)

· _________ minute(s) to _________ minute(s)

· Other, specify: __________________________________


	

	TYPE
	

	If more than 1 type of seizure historically, mark all that apply

· Simple Partial - abnormal sensations or movements, may hallucinate (smells, visions, sounds, tastes), may have a déjà vu feeling

Usual symptoms: ________________________________

_______________________________________________

· Complex Partial – begin w/ 1-2 minutes of loss of touch w/ reality, may stagger, make meaningless sounds, resist help, confusion for several minutes

Usual symptoms: ________________________________

_______________________________________________

· Tonic Clonic or Grand Mal – temporary loss of  

       consciousness, severe muscle spasms, jerking throughout  

       body, teeth clenching, loss of bladder control 

      Usual symptoms: ________________________________

      _______________________________________________

· Petit Mal or Absense – staring, fluttering eyelids, 

       twitching facial muscles, unresponsive, does not fall down    

       or have jerky muscle movements usually

      Usual symptoms: ________________________________

      _______________________________________________

· Jacksonian – jerking or uncontrollable movements  

       starting in one part of body (hand, foot, etc.), appear to  

       ‘march’ up the limb

       Usual symptoms: ________________________________

       ______________________________________________

PAL/gs
	

	
	PRODROMAL STATE

	
	· History of aura present prior to seizure starting

· States _________________________________________

· Exhibits the following behavior: _____________________

_______________________________________________

· No aura evident from individual’s behavior



	
	POSTICTAL STATE

	
	· Confused

· Limited responses

· Appears scared, requires comforting/familiar faces

· Tired, wants to rest/sleep

· Unsteady on feet, lack of coordination, requires assist 

· Prefers being away from noise and people

· Prefers being around people

· Other, specify: __________________________________



	
	STATUS EPILEPTICUS

	
	· NO known history of Status Epilepticus

· HAS a history of Status Epilepticus




