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F 0692 Provide enough food/fluids to maintain a resident's health.

Level of Harm - Minimal harm 34201
or potential for actual harm
Based on observation, interview, and record review, the facility failed to ensure residents who required
Residents Affected - Few thickened liquids had access to fluids at night for two of four residents (R1, R2) reviewed for hydration on the
sample list of 9.

Findings Include:
R1's May 2024 Physician Orders documents an order for Honey thick liquids.
R2's May 2024 Physician Orders document an order for nectar thick liquids.

On 5/2/24 at 5:32 am, V5, CNA (Certified Nursing Assistant), stated R1 and R2 both require thickened
liquids. V5 stated the nurses ran out of thickener, therefore, neither R1 or R2 were able to have liquids during
the night. V5 explained the thickener is kept in the kitchen and the kitchen is locked up at night, so if the
nurse doesn't have thickener, then R1 and R2 don't get liquids. V5 stated R1 usually drinks all night long.

On 5/2/24 at 5:45 am, R1 was lying in bed awake without any drinks available. There was 1 empty cup on
R1's overbed table. At this time, V4, Agency RN (Registered Nurse), confirmed V4 does not have access to
thickener in order to give R1 and R2 fluids, and explained V4 ran out of it at the beginning of V4's shift, which
was on 5/1/24 at 6:00 pm.

On 5/2/24 at 5:58 am, V3, RN, stated V3 does not have any thickener on V3's medication cart either. V3
stated V3 is unsure how long the medication cart has been without thickener, because the container was
empty upon V3 coming into work at 6 pm on 5/1/24.

On 5/2/24 at 6:35 am, R2 was lying in bed without any drinks available.

On 5/2/24 at 8:25 am, V10, Cook, confirmed the kitchen provides nursing staff with the thickener required for
R1 and R2's liquids. V10 stated the nurses will tell the kitchen when they are out, and the kitchen replaces it.
V10 also stated the nursing staff does not have access to the kitchen or to obtain required thickener at night
when kitchen staff aren't present.

On 5/2/24 at 11:35 am, V2, DON (Director of Nursing), stated residents should be offered fresh drinks at the
beginning of the shift and throughout the shift as needed. V2 also stated the facility needed to ensure nursing
staff had access to thickener for those residents who require it.
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