
HYDRATION CHALLENGES IN
LTC: CONSEQUENCES AND
STRATEGIES

Introduction
Chronic low-intake fluid deficits are
endemic in long-term care settings due to:

Physiological changes of aging
Comorbidities
Cognitive and functional impairments
Polypharmacy
Environmental factors such as staffing
levels

This can result in often preventable
primary consequences (acute
dehydration) but also secondary
consequences and morbidities such as:

Mood changes
Impaired psychomotor skills
Decreased vigor and alertness
Increased fatigue, headache,
musculoskeletal complaints, and
reduced care participation (which
decreases food and water intake)
Falls and infection risk
Delayed wound healing, frailty, and skin
health
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Low-intake deficits can accumulate over time
in a process we call the “dehydration cascade”
— where chronic mild low-intake fluid deficits
cause clinical consequences on the path to
acute dehydration. Recent evidence-based
reviews have identified clinical findings
associated with the physiology of the cascade,
a chain reaction that occurs as the body
accumulates a water deficit over time,
leading to progressively more severe
symptoms and complications ending in
acute dehydration. 

Crucially, a Cochrane review of evidence
strongly emphasizes that best practices for
assessing hydration status should not rely
solely on laboratory values but rather on
clinical findings.

Understanding the basic science of these
phenomena can rapidly transform into clinical
practices that improve quality of health and
outcomes for residents in long-term care.

By Steven Merahn, MD Chief Medical Officer, Vitaline Clinical Hydration Solutions



Hypohydration As a Clinical
Entity
Even mild daily deficits over time can
initiate the cascade; an average deficit of
just 1 ounce/day over 30 days can result in
a 2% deficit in a 70kg individual.

Hypohydration is a sub-acute state
commonly associated with chronic low-
intake deficit (1-2%); the hypohydration
deficit is insufficient to cause changes in
laboratory values but sufficient to produce
symptoms. These symptoms result from
physiologic phenomena where mild
increases in vascular osmotic load drive
fluid shifts from intracellular to vascular
compartments to maintain homeostasis,
causing cellular dysfunction. This
normalizing shift in vascular osmolarity
prevents thirst triggers and ADH release,
creating additional challenges for efforts to
improve oral intake.

Clinical consequences of chronic
hypohydration include:

Cognitive and mood impairments
Musculoskeletal performance
Headaches
Increased falls risk
Delayed wound healing
Urinary tract infections
Constipation

Hypohydration also increases the risk of
moving down the cascade to acute
dehydration; it’s a lot easier/faster to go
from 2% to 4% deficit than to go from 0%
to 4% deficit. This can be triggered by
infection (e.g. URI; UTI), reduced
participation in care, fatigue, headache or
mood changes.
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Typically, such efforts can stall the cascade but
create a hypohydration plateau. Acute
dehydration is delayed — but the risk remains,
and secondary consequences of hypohydration
(outlined in the Introduction) persist.

The CMS RAI Manual supports the use of IV
fluids "if needed to prevent dehydration if the
additional fluid intake is specifically needed for
nutrition and/or hydration" when clinically
indicated and properly documented.

Intravenous hydration to prevent dehydration
is not about returning to hydration baseline (as
is the model for treatment of acute
dehydration), but over-hydrating via fluid
bolus, shifting water back into the cells that
have taken the brunt of the compensatory
adjustment. The balance of the fluid is
naturally excreted once the patient is
rehydrated. 

Attempts to “push oral fluids” often fail to
stop the cascade, as some form of hyper-
hydration is required to overcome the
total body deficit.

Stopping the Cascade 

Managing Hypohydration in
Long Term Care

As per the RAI, identifying patients for whom
preventive intravenous intervention is clinically
indicated requires attentive evaluation and
monitoring, progressive intervention including
sustained less-invasive interventions, and
detailed documentation of medical
necessity/rationale. 

An algorithm derived from CMS guidance is
grounded in in four key findings 

1.The patient has a chronic low-fluid intake
despite efforts undertaken to support
adequate fluid intake, and

2.The patient has documented conditions
and/or medications that interfere with or
predispose to limitations in maintaining
normal fluid balance, and/or

3.The patient has documented conditions
known to be caused by, contributed to or
complicated by dehydration, and

4.The patient has no special considerations
or risks associated with intravenous
hydration



Managing Hypohydration in
Long Term Care (Cont.)
The process of incorporating the
provision of preventive intravenous
fluids in long-term care has some
distinctive operating principles.

First, since the patients are non-acute,
they can be identified and scheduled
for intervention by cadence (e.g. bi-
weekly; monthly).

Second, while any single infusion is likely
to reduce risk of acute dehydration,
many patients continue to have
sustained low-intake post-infusion. This
may not support complete resolution of
some hypohydration-associated clinical
consequences (e.g. mood, ADLs, wound
healing) and continued patient
monitoring is required to determine
whether repeated infusions by cadence
may be medically necessary.

Finally, hydration status and nutritional
status share many of the same risk
factors and chronic low-fluid intake is
also associated with micronutrient
losses; as the RAI supports preventive
intravenous hydration as specifically
needed for nutrition and/or hydration,
patients may benefit from optional
micronutrient supplementation as part
of their preventive intervention.
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Summary

Dehydration is one of the most
preventable causes of avoidable
hospitalizations among nursing
home residents. Yet, too often, facilities
are left reacting to acute collapses
rather than proactively preventing
them. 

The Centers for Medicare & Medicaid
Services (CMS), through the RAI
Manual acknowledges the clinical
place for IV hydration when deployed
in a preventative manner. This is not
experimental care — it is part of an
established regulatory framework for
care.  Preventive intervention of
residents who meet the hypohydration
profile can prevent avoidable
hydration-related hospitalizations and
improve their overall quality of health. 

IV hydration for hypo-hydrated SNF
residents is more than a clinical
intervention — it’s a regulatory
safeguard, a quality improvement tool,
and a QAPI best practice. It directly
reduces audit risk, improves publicly
reported outcomes, and provides a
defensible framework for survey and
payer oversight.

Preventative IV hydration is:

Patient-centered: 
Rooted in CMS guidance, the RAI Manual, and
Care Area Assessments to reduce the risk of
dehydration and hypohydration-associated
clinical complications, improve patients’ quality
of health and avoid preventable hospital
transfers

Cost-effective: 
Reduces hospitalizations and ED visits, aligning
with both quality and financial stewardship.

Transparent and auditable: 
Supported by facility policies and protocols that
ensure appropriate use and reinforce medically
necessary interventions.

Compliance-based: 
Integrating hydration management into QAPI
brings nursing, dietary, therapy, and medical
staff together, showing surveyors a culture of
continuous improvement. 
The addition of hypo-hydration monitoring can
add insight and needed perspective to many
hard-to-address outcomes concerns

Preventive IV hydration is an ideal focus for
Performance Improvement Projects (PIP); a
focused PIP on hydration can incorporate
proactive IV therapy as an evidence-based
intervention, documenting patient-centered
outcomes and demonstrating clinical compliance
to surveyors.

For more information on how Vitaline can support your
facilities’ efforts to reduce dehydration risk and manage

clinical consequences of low-intake hypohydration, contact
Aryeh Polstein at apolstein@vitalinehc.com or go to

vitalinehc.com for more information.

http://vitalinehc.com/
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