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

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
interview and record review, the facility failed to accurately and consistently monitor fluid intake
status for one of three sample residents (Resident 1).This failure had the potential to delay care and
treatment and adversely affect Resident 1's hydration status.Findings:During a review of Resident 1's
admission Record (AR), the AR indicated Resident 1 was admitted on [DATE] with diagnoses which
included displaced intertrochanteric fracture of right femur (fracture on upper part of thigh bone),
dementia (a progressive state of decline in mental abilities) and dysphagia (difficulty
swallowing).During a review of Resident 1's Order Summary Report (OSR), the OSR indicated
Resident 1 had an order of Hydration-Notify MD (doctor) if Weekly (7 days) fluid intake average is less
than 1500 mL/day (milliliters/day)During a review of Resident 1's Nutritional Risk Assessment (NRA),
dated 3/5/26, NRA indicated Resident 1 had a goal of .fluid at least 1500 mL/day to meet nutrition
and hydration needs.During a review of Resident 1's Care Plan (CP), the CP indicated Resident 1 was
at risk for malnutrition and dehydration, with interventions that included .monitor intake and
output.provide nutritional/dietary supplements as ordered.During a review of Resident 1's Medication
Administration Record (MAR - a daily documentation record used by a licensed nurse to document
medications and treatments given to a resident), dated 3/1/26-3/31/26, the MAR indicated there was
missing documentation for the amount consumed for the following:237 mL house nourishment on
3/12, 3/17 and 3/18 at 1800; and240 mL of fluid for hydration with medication pass on 3/11, 3/12,
3/17, 3/18 and 3/19 at 2100.Total Intake and output every shift on 3/11, 3/12, 3/15 evening shift and
3/5, 3/11 and 3/12 night shift.During a review of Resident 1's CNA (certified nursing assistant) Fluid
Intake documentation (CNA-ID), CNA-ID indicated there was one missing documentation on
3/18/26.During a review of Resident 1's Nursing Weekly Summary (WS), dated 3/15/26, the WS
indicated that Resident 1's average 24-hour intake was .approx. 1000.During a review of Resident 1's
Discharge Summary and Post-Care Instructions (DS), dated 3/21/26, the DS indicated Resident 1 was
discharged on 3/21/26 at 1300. Resident 1 was seen at the emergency room on 3/22/26 at 8:17
p.m.During a concurrent interview and record review on 4/3/26 at 10:16 a.m. with Director of Nursing,
Resident 1's chart was reviewed. DON stated there was no total daily fluid intake calculated; intake
was calculated per shift on the MAR based on CNA intake documentation and the fluid nursing has
given. Discrepancies were identified in the total fluid intake documented on the MAR, as the totals did
not match the combined amounts recorded by the CNAs and nursing staff. The DON stated nurses
averaged fluid intake weekly and had an order to notify the physician if the average weekly intake
was less than 1500 mL/day. The DON stated Resident 1's weekly summary on 3/15/26 indicated that
he had an average intake of 1000mL/day, and there was no documented evidence the physician was
notified of this.During an interview on 4/3/26 at 10:24 a.m. with DON, DON stated if residents did not
meet their daily fluid intake, she and the MD should have been notified in order to implement
appropriate interventions.During a concurrent interview and record review on 4/3/26 at 11:40 p.m.
with DON, Resident 1's CNA-ID was reviewed. The DON stated that all residents were placed on I&O
monitoring for 14 days, during which nurses documented on the MAR, after the 14-day period, CNAs
were expected to continue documenting I&O under tasks. The DON confirmed there was missing
(continued on next page)
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documentation for fluid intake and stated documentation should be complete to ensure an accurate
assessment of the resident's status, as incomplete documentation could affect outcomes and care
provided.During a review of Resident 1's History and Physical (H&P) from the Acute Care Hospital,
dated 3/22/26, the H&P indicated Resident 1 was discharged from [skilled nursing home name] to
home and became extremely lethargic the next day. H&P indicated that on 3/22/26, Resident 1's
sodium level was 171. The H&P also indicated .patient was found to have evidence of severe
dehydration with elevated BUN level, acute kidney injury, very dry mucous membrane.During a
telephone interview on 4/8/26 at 1:54 p.m. with Attending Physician (AP), AP stated that a sodium
level of 171 could not have occurred overnight and would have developed gradually that can be due to
inadequate fluid intake.During a telephone interview on 4/8/26 at 2:20 p.m. with Registered Dietician,
RD stated that the 1500 mL/day fluid intake goal for Resident 1 was calculated based on his needs
and weight and represented the amount required for adequate nutrition and hydration. The RD stated
that goals were measured based on weekly intake summaries and intake & output (I&O) monitoring.
The RD stated that accurate documentation was important, as it was used to guide care and
interventions.The facility failed to accurately monitor and document Resident 1's fluid intake, as
intake totals were inconsistent and incomplete, including missing documentation and failed to notify
the physician as ordered when average intake was 1500mL/day. The DON and RD indicated that
complete and accurate documentation was necessary to guide care and interventions for nutrition and
hydration.During a review of the facility's policy and procedure (P&P) titled, Intake and Output, revised
10/20, the P&P indicated, .intake and output shall be recorded by each shift.nursing assistant shall
measure and record oral fluids taken by the resident during meals and during care. the licensed nurse
shall measure oral fluid taken by the resident during medication pass.the license nurse shall record
intake consumed during medication pass.licensed nurse shall document resident's intake and output
at the end of each shift on the intake and output record.intake and output record shall be reviewed by
a designated licensed nurse on a weekly basis to determine adequate hydration and fluid balance.
deficiencies in fluid intake or fluid balance shall be reported to the physician by the licensed nurse.
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