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1.0 
Policy

All residents shall be provided with adequate fluids to prevent dehydration. Residents shall be assessed regularly to determine if they are receiving sufficient fluids, or if they are dehydrated.  Where residents are found to be dehydrated, they shall be referred to their GP dietitian and specific care plans shall be implemented to assist the resident in improving their fluid intake.  Residents shall be assessed and their fluid intake shall be monitored on an ongoing basis.   
2.0 
Responsibility

2.1 
Nursing and Care Staff: To encourage residents regarding sufficient fluid intake, and to assist residents with fluid intake as required. 

2.2
Director of Nursing: Evaluate adherence to the process
3.0
Definitions 
Hydration: The provision of water to reestablish or maintain a correct fluid balance (Martin 2000)
Fluid maintenance: Replacing ongoing and abnormal fluid and electrolyte losses. The goal is to maintain residents in normal balance and prevent deficits (Josephson 2003).

Dehydration: loss or deficiency of water in body tissues. The condition may result from inadequate water intake and/or excessive removal of water from the body; for example by sweating, vomiting or diarrhoea (Martin 2000)
Procedure
4.0
Initial contact with GP

4.1
St. Attracta’s Residence recognises that preventing dehydration is an essential part of the care of the older person 

4.2
All nursing staff and care staff shall be aware of the signs of dehydration, which include: 

· Dry mouth, tongue or nasal membranes

· Concentrated or dark coloured urine

· Lack of interest in food, decreased appetite

· Constipation

· Flushed skin

· Agitation

· Difficulty swallowing
· Confusion
4.3
All residents shall be assessed for signs and symptoms of dehydration on admission and on an ongoing basis 
4.4
Where residents are determined to be dehydrated, they shall be referred to their GP.  A care plan shall be created to increase their fluid intake. The underlying cause of the dehydration (eg constipation, difficulty swallowing, etc) shall be investigated. 

4.5
All residents shall aim for a general fluid intake of 1.5 to 2 Litres / day, or more specifically 30mls fluid per KG body weight.
4.6
Staff shall be aware of the different volume of beakers and jugs.  Staff shall be educated regarding the volume of cups, beakers and jugs. 
4.7
Staff shall ensuring the resident is correctly positioned for taking fluids and by allowing sufficient time for eating and drinking.

4.8
Fluid balance intake sheets shall be used to record intake in at risk individuals. 
4.9
Residents shall be actively encouraged to increase their intake of fluids through provision of fluids with all meals and at regular intervals throughout the day.  

4.10
Residents shall be verbally prompted and reminded/ assisted to drink fluids during the day by nursing and care staff.  

4.11
Nursing and care staff shall ensure that drinks are within reach of the residents.  
4.12
Water shall be served fresh and chilled, Regular fluid rounds to refresh drinking fluid are essential.  
4.13
Residents with shall be toileted regularly to prevent the fear of incontinence becoming a barrier to optimal fluid intake.  

4.14
Residents shall receive mouth care as part of their daily personal care plan 

4.15
Residents shall be provided with drinking aids to support independence drinking where required eg beakers, large handle mugs, straws.  Residents with dexterity problems should be referred to an occupational therapist for assessment and advice on modified utensils and positioning to maximise resident independence and safety. 
4.16
Resident’s hydration status shall be reviewed on an ongoing and regular basis.  

4.17
Staff are educated to understand that in older people the feeling of being thirsty can be diminished or absent therefore older people are at risk of becoming dehydrated as they do not feel the need to drink. Staff to ensure continued prompting and encouragement to drink at all opportunities throughout the day. 
5.0
Residents with Dysphagia

5.1
Residents with dysphagia shall receive  Modified Consistency Diets. 

5.2
Residents shall only be given thickened fluids when it is recommended by their Speech and Language Therapist. 
5.3
The Speech and Language Therapist shall provide guidance on the level of thickness of fluids for individual residents. 

5.4
Residents who require thickened fluids shall be provided with ongoing information, assistance and reassurance from the nursing and care staff. 

5.5
Staff shall be educated to ensure they are aware of the thickening process and have an understanding of the thickening product used and how it is prepared as per required grade of thickness 

6.0
Hydration of the Enterally Fed Resident

6.1
Residents who are receiving enteral nutrition shall be managed as per HS-026 Enteral Feeding policy. 

6.2
The enteral feeding regime shall be clearly documented by the dietitian/GP along with target water flushes per 24 hours.  
6.3
The feeding tube shall be flushed when feeds are commenced, changed and discontinued.  

6.4
The feeding tube shall be flushed pre and post medication administration. 

6.5
Fluid balance sheets shall be kept to ensure that the total feed and recommended fluid is given to the resident.  Flushes of water given in 6.3 and 6.4 above should be recorded as they count towards the overall fluid intake of the resident. 

6.6
Where the resident shows signs of dehydration, they shall be referred to their dietitian / GP for review. 
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