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Bainbridge Island Health & Rehab Center 835 Madison Avenue North
Bainbridge Island, WA 98110

F 0684

Level of Harm - Minimal harm
or potential for actual harm

Residents Affected - Few

Provide appropriate treatment and care according to orders, resident?s preferences and goals.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
interview and record review, the facility failed to assess, implement interventions and notify the
medical provider of inadequate fluid intake for 1 of 3 residents (Resident 1) reviewed for dehydration.
This failure placed residents at risk for dehydration, thirst and decreased quality of life.Findings
included.Review of the National Library of Medicine article, Hydration Status in Older Adults, dated
06/2023, showed that older adult men would require 2.0 L/d [liter per day and/or 1000
milliliters].Resident 1 was admitted on [DATE] with diagnoses including dementia and multiple
sclerosis (a chronic disorder affecting your nervous system) and discharged on 06/15/2026. The
discharge Minimum Data Set Assessment, an assessment tool, dated 06/15/2026, showed Resident 1
had severe cognitive impairment and was dependent on staff for eating and drinking.On 06/18/2026 at
4:17 PM, Collateral Contact 1 (CC1), hospital staff member, said that Resident 1 had been at the
facility for two weeks for respite and when Resident 1 left the facility they were dehydrated and had
to be hospitalized . Resident 1's care plan, dated 06/01/2026, showed Resident 1 was a total assist
with eating and staff were to encourage fluid intake and assist to keep skin hydrated.Resident 1's
fluid intake document, dated 06/02/2026 through 06/15/2026, showed Resident 1's daily intake as
follows: 06/09/2026 240 cc [Cubic Centimeter, a unit of volume equivalent to one milliliter],
06/10/2026 600 cc, 06/11/2026 170cc, 06/12/2026 402 cc, 06/13/2026 111 cc, and 06/14/2026 60
cc.Review of Resident 1's electronic medical record on 07/01/2026, showed no documentation of
notification to the medical provider and/or resident representative regarding Resident 1's low fluid
intake.On 07/01/2026 at 2:15 PM, Staff A, Director of Nursing, said Resident 1 had been admitted to
the facility for respite while their family member was away. Staff A said Resident 1 was very
debilitated and was dependent on staff for all care. Staff A reviewed Resident 1's medical record and
acknowledged Resident 1 had poor fluid intake. Staff A said Resident 1's medical record showed
progressive decline during their stay, and no change of condition was sent to the medical provider per
their usual procedure. Staff A said the nursing staff should have notified the resident's representative
and the medical provider of Resident 1's failure to consume adequate fluids. Reference WAC
388-97-1060(1)-(3)
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