






 

Keep your fluids up page: Keep your fluids up! | Food for thought article 

This article can be taken down if required. 

Current Feedback/suggestions 

Residents living in aged care homes can be more at risk of dehydration 
if they: 

 have advanced cognitive impairment 

 are receiving medication that increases fluid loss 

 have impaired mobility or dexterity. 

 

It is worthwhile stating that the factors that put an older person 
more at risk of dehydration can include but is not limited to: 

 having advanced cognitive impairment 

 receiving medication that increases fluid loss 

 having impaired mobility or dexterity. 

Additional risk factors can include: 

 Inadequate intake of fluids due to reduced thirst sensation, 
dysphagia, food and fluid preferences not being met, reluctance 
to drink to manage frequency of urination and/or incontinence 

 acute illness and fluid loss through diarrhoea, vomiting, fever, 
sweating, heat and humidity  

 health status that affects cognitive functioning, such as 
sedation, delirium, depression  

 

Ways to help people stay hydrated:  

 Use fluid balance charts for residents at risk of dehydration. 
Know the typical volume of fluid held in standard glassware, 

In this section, the following could be added: 

 Monitor fluid status by regularly reviewing fluid balance charts 
to monitor the fluid intake and output. 



crockery and high fluid content foods to help make your records 
accurate.  

The coroner recommended that educational resources be provided to 
aged care providers regarding the prevalence of dehydration in older 
people. 

 Link through the clinical alert.
 Consider linking ‘Why meals matter’ page to the ‘Keep your

fluids up’ page
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To:  Coroner Inquiries;  
Cc:     Nick Holdernesse; 
Subject: Re: For Action: Letter from the SA Minister for Health and Wellbeing re Coroner"s Inquest Findings into the

death of  [SEC=OFFICIAL]
Date: Tuesday, 9 June 2026 6:35:37 PM
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OFFICIAL

Hello 

 

For example wrt hydration the standards simply say In Action 5.5.5. "The provider
implements processes to maintain an individual’s nutrition and hydration" - and
similarly in Action 6.2. 1 -  "As part of assessment and planning, the provider
assesses and regularly reassesses each individual’s nutrition, hydration and dining
needs and preferences" - but no further guidance is given as to how to assess,
monitor or maintain hydration - with all of the detail within each Action directed
instead at managing nutritional risk

I see use of the words 'should' and 'must' more indicative of my expectations around
the nature of the clinical care - rather than referring to regulatory obligations

It would also be fair to say that 'should' is used to indicate how seriously providers
need to consider dehydration risk - given how tragic the outcome can be when
providers do not  

I hope this helps

BMBS FRACP Mst Gerontology Grad Cert Leadership GAICD

Chief Clinical Advisor
Chief Clinical Advisor Group
Available Monday, Wednesday, Thursday and Friday

 
Aged Care Quality and Safety Commission
E agedcarequality.gov.au | W www.agedcarequality.gov.au
T  | M 
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GPO Box 9819, Adelaide SA 5000
Kaurna Country
#Everyone you meet is fighting a battle you know nothing about - be kind always

In the spirit of reconciliation, the Aged Care Quality and Safety Commission acknowledges
the Traditional Custodians of Country throughout Australia and their connections to land,
water and community. We pay our respect to their Elders, past, present and emerging and
extend that respect to all Aboriginal and Torres Strait Islander peoples.

​​​​

Important: This transmission is intended only for the use of the addressee and
may contain confidential or legally privileged information. If you are not the
intended recipient, you are notified that any perusal, use, dissemination,
disclosure or copying of this communication is strictly prohibited. If you have
received this transmission in error, please notify the author immediately by
return e-mail and delete the transmission without making a copy.

From:   < agedcarequality.gov.au>
Sent: Monday, June 8, 2026 7:30:00 AM
To:   < agedcarequality.gov.au>; Coroner Inquiries
<CoronerInquiries@agedcarequality.gov.au>; 
< agedcarequality.gov.au>;  < agedcarequality.gov.au>
Cc:   < agedcarequality.gov.au>; 
< agedcarequality.gov.au>;  <

agedcarequality.gov.au>;  < agedcarequality.gov.au>; 
@agedcarequality.gov.au>; 

< agedcarequality.gov.au>
Subject: RE: For Action: Letter from the SA Minister for Health and Wellbeing re Coroner's
Inquest Findings into the death of  [SEC=OFFICIAL]
 

OFFICIAL
 
Thanks Dr 
 
@  noting the ‘provider should’  comments throughout, I am thinking that
the addition of direct reference to specific provider obligations might be belpful? What
do you think ?
 
Thanks
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Inquest Findings into the death of  [SEC=OFFICIAL]

 

OFFICIAL

Hello everyone
Please find attached our draft version of the Clinical Alert related to this case
Thank you to  for their input  
It will need plain language consideration
 
You will note that I have been a little prescriptive about the amount of fluid one would
ordinarily expect an older person to drink. Please advise however if this is unhelpful
 

 
 

Chief Clinical Advisor

BMBS FRACP Mst Gerontology Grad Cert Leadership GAICD

Chief Clinical Advisor Division

Available Monday, Wednesday, Thursday and Friday

 

Aged Care Quality and Safety Commission

E agedcarequality.gov.au| W www.agedcarequality.gov.au

GPO Box 9819, Adelaide SA 5000

Kaurna Country

#Everyone you meet is fighting a battle you know nothing about - be kind always
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 (she/her)

Senior Policy Officer

Sector Risk and Partnerships

Sector Capability and Regulatory Strategy

 

Aged Care Quality and Safety Commission

E agedcarequality.gov.au | W www.agedcarequality.gov.au

Larrakia Country

 

 

Coroner Inquiries  ​​​​

Aged Care Quality and Safety Commission
E CoronerInquiries@agedcarequality.gov.au | W www.agedcarequality.gov.au
GPO Box 9819 in your capital city

In the spirit of reconciliation, the Aged Care Quality and Safety Commission
acknowledges the Traditional Custodians of Country throughout Australia and their
connections to land, water and community. We pay our respect to their Elders, past,
present and emerging and extend that respect to all Aboriginal and Torres Strait
Islander peoples.

Important: This transmission is intended only for the use of the addressee and
may contain confidential or legally privileged information. If you are not the
intended recipient, you are notified that any perusal, use, dissemination,
disclosure or copying of this communication is strictly prohibited. If you have
received this transmission in error, please notify the author immediately by
return e-mail and delete the transmission without making a copy.
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From:   < agedcarequality.gov.au>
Sent: 24 April 2026 3:30 PM
To:   < agedcarequality.gov.au>; 
< agedcarequality.gov.au>; 
< agedcarequality.gov.au>; 
< agedcarequality.gov.au>; 
< agedcarequality.gov.au>
Cc: Coroner Inquiries <CoronerInquiries@agedcarequality.gov.au>; 
< agedcarequality.gov.au>;  < agedcarequality.gov.au>;

 < agedcarequality.gov.au>; 
< agedcarequality.gov.au>; 
< agedcarequality.gov.au>;  <

agedcarequality.gov.au>;  < agedcarequality.gov.au>
Subject: RE: For Action: Letter from the SA Minister for Health and Wellbeing re Coroner's
Inquest Findings into the death of  [SEC=OFFICIAL]

 

OFFICIAL

Thanks 

 

I have included the request from the KMOP team reviewing the provider guidance for
outcome 5.5, including their request to review the documents/resources:

Preventing Urinary Tract Infections: Recognising dehydration
A resource that is part of the clinical pharmacy unit’s program ‘To dip or
not to dip’

Keep your fluids up!
A QB ‘food for thought’ article written January 2024
A follow up article with a focus on supporting choice, nutrition, hydration
and safety was also published: Thickened fluids: Supporting choice,
nutrition, hydration and safety | Aged Care Quality and Safety Commission

 

To support, we have also enlisted the support of the clinical unit and clinical education
unit to review for any other resources, however they are lacking for aged care further
highlighting support of a dedicated resource/communication (e.g. clinical alert). I
believe KMOP are reviewing the guidance for outcome 5.5 and Action 5.5.5 only.

 

I am meeting with our advisors from CCAD’s other units reviewing early next week to
summarise and provide back to KMOP.
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I will also support  in drafting the clinical alert for publication.

 

For all teams requested to support and to consolidate recommendations, 
can I confirm you/your team are the central point of coordination for response, and
where it is preferred our review and recommendations is forwarded to? I want to
ensure what we provide is visible and an effective support for what has been
requested.

 

Kind regards,

 

  BSc MDietSt GradDipPH  APD

Director

Food, Nutrition and Dining Unit

Chief Clinical Advisor Division

 

Aged Care Quality and Safety Commission

E agedcarequality.gov.au | W www.agedcarequality.gov.au

GPO Box 9819 Perth WA 6001

Whadjuk Country
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I live and work on Gadigal Country, land of the Eora Nation

 

 

 

In the spirit of reconciliation, the Aged Care Quality and Safety Commission
acknowledges the Traditional Custodians of Country throughout Australia and their
connections to land, water and community. We pay our respect to their Elders, past,
present and emerging and extend that respect to all Aboriginal and Torres Strait
Islander peoples.

Important: This transmission is intended only for the use of the addressee and
may contain confidential or legally privileged information. If you are not the
intended recipient, you are notified that any perusal, use, dissemination,
disclosure or copying of this communication is strictly prohibited. If you have
received this transmission in error, please notify the author immediately by
return e-mail and delete the transmission without making a copy.

    

From:   < agedcarequality.gov.au>
Sent: Thursday, 23 April 2026 11:59 AM
To:   < agedcarequality.gov.au>; 
< agedcarequality.gov.au>;  < agedcarequality.gov.au>;

 < agedcarequality.gov.au>
Cc: Coroner Inquiries <CoronerInquiries@agedcarequality.gov.au>; 
< agedcarequality.gov.au>; 
< agedcarequality.gov.au>;  < agedcarequality.gov.au>;

 < agedcarequality.gov.au>; 
< agedcarequality.gov.au>; Office of the Commissioner
< agedcarequality.gov.au>;  <

agedcarequality.gov.au>
Subject: RE: For Action: Letter from the SA Minister for Health and Wellbeing re Coroner's
Inquest Findings into the death of  [SEC=OFFICIAL]
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The coroners case also certainly sets the scene for a clinical alert - which I am happy to
write - once we are more certain of our recommendations 

 

It is also worthwhile noting that the roll out of point of care (blood) testing is being
considered for the aged care sector - although it is still very early days of consultation -
but that would be very helpful too and we could prompt providers to consider

 

Let me know what next steps might be

 

 

 

 

Geriatrician

BMBS FRACP Mst Gerontology Grad Cert Leadership GAICD

 

Chief Clinical Advisor

Chief Clinical Advisor Division

Available Monday, Wednesday, Thursday and Friday

 

Aged Care Quality and Safety Commission

E agedcarequality.gov.au| W www.agedcarequality.gov.au
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GPO Box 9819, Adelaide SA 5000

Kaurna Country

#Everyone you meet is fighting a battle you know nothing about - be kind always

 

In the spirit of reconciliation, the Aged Care Quality and Safety Commission
acknowledges the Traditional Custodians of Country throughout Australia and their
connections to land, water and community. We pay our respect to their Elders, past,
present and emerging and extend that respect to all Aboriginal and Torres Strait
Islander peoples.

Important: This transmission is intended only for the use of the addressee and
may contain confidential or legally privileged information. If you are not the
intended recipient, you are notified that any perusal, use, dissemination,
disclosure or copying of this communication is strictly prohibited. If you have
received this transmission in error, please notify the author immediately by
return e-mail and delete the transmission without making a copy.

    

From:   < agedcarequality.gov.au>
Sent: Monday, April 20, 2026 2:20 PM
To:   < agedcarequality.gov.au>; 
< agedcarequality.gov.au>; 
< agedcarequality.gov.au>
Cc: Coroner Inquiries <CoronerInquiries@agedcarequality.gov.au>; 
< agedcarequality.gov.au>; 
< agedcarequality.gov.au>; 
< agedcarequality.gov.au>;  < agedcarequality.gov.au>; 

 < agedcarequality.gov.au>; 
< agedcarequality.gov.au>; 
< agedcarequality.gov.au>
Subject: RE: For Action: Letter from the SA Minister for Health and Wellbeing re Coroner's
Inquest Findings into the death of  [SEC=OFFICIAL]

 

OFFICIAL
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Hi 

 

Just bringing in  as well

 

Rec 4

I make the following recommendation to the Aged Care Quality and Safety
Commissioner, the Inspector-General of Aged Care and the Minister for Health,
Disability and Ageing:

That consideration be given to amending the final Strengthened Aged Care
Quality Standards to include the following requirements (potentially within
standard 5.5.5):

The provider implements processes to maintain an older person’s
hydration by:
a. Measuring the daily fluid intake of residents who are clinically
dehydrated
b. Measuring the daily fluid intake of residents assessed as being at
risk of dehydration, including all residents living with dementia and
residents being administered diuretic medication/s
c. Recognising inadequate fluid intake d. Responding to inadequate
fluid intake

 
For Rec 4 regarding changes to the standards, the dept is the policy holder so we
would take any requests to them. There is also a question of where in the
standards to adjust, ie the outcomes (compliance obligations) or actions
(guidance published as a notifiable instrument). The third option which is more in
our direct control is to adjust our guidance and promote any more specified
practice.

 

 

Rec 5 & 6

I make the following recommendations to the Aged Care Quality and Safety
Commissioner:

That the poster “Preventing Urinary Tract Infections - Recognise
Dehydration”, published in the resource library section of the Aged Care
Quality and Safety Commission website, be amended to reflect that caution
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In the spirit of reconciliation, the Aged Care Quality and Safety Commission
acknowledges the Traditional Custodians of Country throughout Australia and their
connections to land, water and community. We pay our respect to their Elders, past,
present and emerging and extend that respect to all Aboriginal and Torres Strait
Islander peoples.

Important: This transmission is intended only for the use of the addressee and
may contain confidential or legally privileged information. If you are not the
intended recipient, you are notified that any perusal, use, dissemination,
disclosure or copying of this communication is strictly prohibited. If you have
received this transmission in error, please notify the author immediately by
return e-mail and delete the transmission without making a copy.

    

From:   < agedcarequality.gov.au>
Sent: Monday, 13 April 2026 7:16 PM
To:   < agedcarequality.gov.au>; 
< agedcarequality.gov.au>
Cc: Coroner Inquiries <CoronerInquiries@agedcarequality.gov.au>
Subject: Re: For Action: Letter from the SA Minister for Health and Wellbeing re Coroner's
Inquest Findings into the death of  [SEC=OFFICIAL]

 

OFFICIAL

Hello 

 

Recommendations 5 and 6 seems reasonable

Recommendation 4 could be addressed through our FNDU RBM and/or outreach work
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Chief Clinical Advisor

Chief Clinical Advisor Division

Available Monday, Wednesday, Thursday and Friday

 

Aged Care Quality and Safety Commission

E agedcarequality.gov.au| W www.agedcarequality.gov.au
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GPO Box 9819, Adelaide SA 5000

Kaurna Country

#Everyone you meet is fighting a battle you know nothing about - be kind always

 

In the spirit of reconciliation, the Aged Care Quality and Safety Commission
acknowledges the Traditional Custodians of Country throughout Australia and their
connections to land, water and community. We pay our respect to their Elders, past,
present and emerging and extend that respect to all Aboriginal and Torres Strait
Islander peoples.

​​​​

Important: This transmission is intended only for the use of the addressee and
may contain confidential or legally privileged information. If you are not the
intended recipient, you are notified that any perusal, use, dissemination,
disclosure or copying of this communication is strictly prohibited. If you have
received this transmission in error, please notify the author immediately by
return e-mail and delete the transmission without making a copy.

From:   < agedcarequality.gov.au>
Sent: Friday, March 27, 2026 3:23 PM
To:   < agedcarequality.gov.au>; 
< agedcarequality.gov.au>
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Cc:   < agedcarequality.gov.au>; Coroner Inquiries
<CoronerInquiries@agedcarequality.gov.au>
Subject: FW: For Action: Letter from the SA Minister for Health and Wellbeing re Coroner's
Inquest Findings into the death of  [SEC=OFFICIAL]

 

OFFICIAL

 

Hi 

Below is the email thread that originally arrived with Government Relations that made
its way to the Coroner team. The original attachments are the PDF that came through
from the SA Minister (not directly from the SA Coroner). The attached email is advice
from DCSCRS that they replied to the minister acknowledging receipt. As discussed
with you this week, the Coronial team will develop a procedure and log for when these
types of recommendations come through to us. This includes supporting senior
executive decision-making on whether to implement the recommendation, and a
process for overseeing its implementation via the SRPC.

 

The recommendations to the Commission are at the end of the coroner’s report, the
PDF labelled Attachment 1. I’ve pasted them below.

Recommendations to the Commission:

Rec 4

I make the following recommendation to the Aged Care Quality and Safety
Commissioner, the Inspector-General of Aged Care and the Minister for Health,
Disability and Ageing:

That consideration be given to amending the final Strengthened Aged Care
Quality Standards to include the following requirements (potentially within
standard 5.5.5):

The provider implements processes to maintain an older person’s
hydration by:
a. Measuring the daily fluid intake of residents who are clinically
dehydrated
b. Measuring the daily fluid intake of residents assessed as being at
risk of dehydration, including all residents living with dementia and
residents being administered diuretic medication/s
c. Recognising inadequate fluid intake d. Responding to inadequate
fluid intake
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Rec 5 & 6

I make the following recommendations to the Aged Care Quality and Safety
Commissioner:

That the poster “Preventing Urinary Tract Infections - Recognise
Dehydration”, published in the resource library section of the Aged Care
Quality and Safety Commission website, be amended to reflect that caution
must be exercised in the identification of dehydration in older persons
based on observable signs as it may only be reliably identified by a blood
test.
That the Commissioner provide educational resources to aged care
providers regarding the prevalence of dehydration in older persons, and
the unreliability of traditional assessment methods in detecting
dehydration.

 

 

In the spirit of reconciliation, the Aged Care Quality and Safety Commission
acknowledges the Traditional Custodians of Country throughout Australia and their
connections to land, water and community. We pay our respect to their Elders, past,
present and emerging and extend that respect to all Aboriginal and Torres Strait
Islander peoples.

​​​​

Important: This transmission is intended only for the use of the addressee and
may contain confidential or legally privileged information. If you are not the
intended recipient, you are notified that any perusal, use, dissemination,
disclosure or copying of this communication is strictly prohibited. If you have
received this transmission in error, please notify the author immediately by
return e-mail and delete the transmission without making a copy.

From:  @agedcarequality.gov.au>
Sent: Tuesday, 24 March 2026 10:09 AM
To: Coroner Inquiries <CoronerInquiries@agedcarequality.gov.au>
Cc:  @agedcarequality.gov.au>;
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In the spirit of reconciliation, the Aged Care Quality and Safety Commission
acknowledges the Traditional Custodians of Country throughout Australia and their
connections to land, water and community. We pay our respect to their Elders, past,
present and emerging and extend that respect to all Aboriginal and Torres Strait
Islander peoples.
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Important: This transmission is intended only for the use of the addressee and
may contain confidential or legally privileged information. If you are not the
intended recipient, you are notified that any perusal, use, dissemination,
disclosure or copying of this communication is strictly prohibited. If you have
received this transmission in error, please notify the author immediately by
return e-mail and delete the transmission without making a copy.

From:   < agedcarequality.gov.au>
Sent: Friday, 6 March 2026 4:57 PM
To: Office of the Commissioner < agedcarequality.gov.au>; 

 < agedcarequality.gov.au>; 
< agedcarequality.gov.au>
Cc:   < agedcarequality.gov.au>; 
< agedcarequality.gov.au>; 
< agedcarequality.gov.au>; 
< agedcarequality.gov.au>
Subject: FOR ACTION: Letter from the SA Minister for Health and Wellbeing re Coroner's Inquest
Findings into the death of  [SEC=OFFICIAL]

 

OFFICIAL

 

Hi (and  absence next week)
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See attached a letter from the South Australian Minister for Health and Wellbeing, the
Hon Chris Picton MP to addressed to you providing a copy of the Deputy State
Coroner’s Inquest Findings into the death of  There are several
recommendations that have been directed to the Commission within.

 

Please let us know if you require assistance preparing a response to the Minister.
Otherwise, we will leave with your office to action as appropriate.

 

Kind regards

 

Assistant Director, Parliamentary Services

Engagement, Education and Communication

 

Aged Care Quality and Safety Commission

E @agedcarequality.gov.au  |W www.agedcarequality.gov.au

GPO Box 9819, Sydney 2001

I work part time and do not work on Tuesdays.

 

In the spirit of reconciliation, the Aged Care Quality and Safety Commission
acknowledges the Traditional Custodians of Country throughout Australia and their
connections to land, water and community. We pay our respect to their Elders, past,
present and emerging and extend that respect to all Aboriginal and Torres Strait
Islander peoples.
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Important: This transmission is intended only for the use of the addressee and
may contain confidential or legally privileged information. If you are not the
intended recipient, you are notified that any perusal, use, dissemination,
disclosure or copying of this communication is strictly prohibited. If you have
received this transmission in error, please notify the author immediately by
return e-mail and delete the transmission without making a copy.

 



















Important: This transmission is intended only for the use of the addressee and may contain confidential or legally privileged information. If you
are not the intended recipient, you are notified that any perusal, use, dissemination, disclosure or copying of this communication is strictly
prohibited. If you have received this transmission in error, please notify the author immediately by return e-mail and delete the transmission
without making a copy.

 



From:
To:  Coroner Inquiries
Subject: coordination of Commission response to D"Angelo inquest recommendations [SEC=OFFICIAL]
Date: Tuesday, 14 April 2026 12:57:07 PM

OFFICIAL

Hi 

In the meeting with  and  last month the relevant business areas in relation
to this particular matter were considered to be CCAD and 'product people' (who Im
taking to mean External Comms eg Dir ).  has already
expressed interest and views in relation to the recommendations.

Stage one of coordination was agreed at the meeting, to be framed around
establishing that the recommendation was 'doable and desirable' in consultation with
SMEs - as a measure of whether or not the Commission accepts
recommendations.  

Note I am capturing the above steps in a SOP and will additionally draft up some
processes for the oversight and accountability mechanisms for implementation of
coroner recommendations we accept.

 (she/her)
Senior Policy Officer
Sector Risk and Partnerships
Sector Capability and Regulatory Strategy

Aged Care Quality and Safety Commission
T 
E agedcarequality.gov.au | W www.agedcarequality.gov.au
Larrakia Country
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From:
To:  
Cc: Coroner Inquiries;  
Subject: Urgent - RE: For Action: Letter from the SA Minister for Health and Wellbeing re Coroner"s Inquest Findings

into the death of  [SEC=OFFICIAL]
Date: Tuesday, 14 April 2026 2:26:46 PM
Attachments: image001.png

image906885.png
Importance: High

OFFICIAL

Hi 
 
I just had a chat to  from the Department who confirmed the
Department has received Recommendation 4, via the Minister and their policy team
have responded.  is going to check whether they can share their response with us.

 
As a result, we will coordinate input from CCAD for Rec 5 and 6.
 
@  can you please start coordinating input from CCAD, as per the agreed
approach as per the meeting with  on 25/3.
 

 would also like to be kept in the loop regarding the upcoming meeting between
the Commissioner,  and IG if possible.
 

 
Kind Regards
 

Assistant Director
Sector Risk and Partnerships Section
Regulatory Strategy and Partnerships Branch
Sector Capability and Regulatory Strategy Division

 
Aged Care Quality and Safety Commission
E agedcarequality.gov.au| W www.agedcarequality.gov.au

GPO Box 9819, Melbourne VIC 3001
Woiworung Country
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In the spirit of reconciliation, the Aged Care Quality and Safety Commission acknowledges
the Traditional Custodians of Country throughout Australia and their connections to land,
water and community. We pay our respect to their Elders, past, present and emerging and
extend that respect to all Aboriginal and Torres Strait Islander peoples.

​​​​

Important: This transmission is intended only for the use of the addressee and
may contain confidential or legally privileged information. If you are not the
intended recipient, you are notified that any perusal, use, dissemination,
disclosure or copying of this communication is strictly prohibited. If you have
received this transmission in error, please notify the author immediately by
return e-mail and delete the transmission without making a copy.
From:  
Sent: Tuesday, 7 April 2026 4:38 PM
To:  < agedcarequality.gov.au>
Cc: Coroner Inquiries <CoronerInquiries@agedcarequality.gov.au>
Subject: Urgent - RE: For Action: Letter from the SA Minister for Health and Wellbeing re
Coroner's Inquest Findings into the death of  [SEC=OFFICIAL]
Importance: High

 

OFFICIAL

Hi 
 
Further to your email below, and coroner recommendations.
 
Rec 4 has been addressed to the Aged Care Quality and Safety Commissioner, the
Inspector-General of Aged Care and the Minister for Health, Disability and Ageing. Can
you please confirm whether the Department has formally received this
recommendation or been consulted, given their responsibility for aged care policy
including the design and content of the Quality Standards?
 
Could you please confirm whether it has been agreed that the Commission will take
carriage of Rec 4 for the purposes of clinical guidance and education. I have been on
leave and just want to ensure I am aligned with the current approach.
 
I understand that a meeting is being arranged between the Commissioner, 
and IG to discuss these recommendations, SCRSD will be reaching out to us for input

s 22 (1)(a)(ii) s 22 (1)(a)(ii)
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in preparation for this meeting. At this stage, I am not aware of whether the
Department will be attending and please let me know if you think it is appropriate to
note this or follow up on their involvement.
 
Rec 5 and 6 fall within our remit and we will coordinate input from CCAD.
 
Please let me know if there is anything further you would like us to do, noting that the
timing of the meeting has not yet been confirmed.
 
Kind Regards
 

Assistant Director
Sector Risk and Partnerships Section
Regulatory Strategy and Partnerships Branch
Sector Capability and Regulatory Strategy Division

 
Aged Care Quality and Safety Commission
E agedcarequality.gov.au| W www.agedcarequality.gov.au

GPO Box 9819, Melbourne VIC 3001
Woiworung Country
 
From:  < agedcarequality.gov.au> 
Sent: Friday, 27 March 2026 3:53 PM
To:  < agedcarequality.gov.au>; 
< agedcarequality.gov.au>
Cc:  < agedcarequality.gov.au>; Coroner Inquiries
<CoronerInquiries@agedcarequality.gov.au>
Subject: FW: For Action: Letter from the SA Minister for Health and Wellbeing re Coroner's
Inquest Findings into the death of  [SEC=OFFICIAL]

 
OFFICIAL

 
Hi 
Below is the email thread that originally arrived with Government Relations that made
its way to the Coroner team. The original attachments are the PDF that came through
from the SA Minister (not directly from the SA Coroner). The attached email is advice
from DCSCRS that they replied to the minister acknowledging receipt. As discussed
with you this week, the Coronial team will develop a procedure and log for when these
types of recommendations come through to us. This includes supporting senior
executive decision-making on whether to implement the recommendation, and a
process for overseeing its implementation via the SRPC.

s 22 (1)(a)(ii) s 22 (1)(a)(ii)

s 22 (1)(a)(ii) s 22 (1)(a)(ii)

s 22 (1)(a)(ii)
s 22 (1)(a)(ii)

s 22 (1)(a)(ii) s 22 (1)(a)(ii)

s 22 (1)(a)(ii)

s 22 (1)(a)(ii)

s 22 (1)(a)(ii)
s 22 (1)(a)(ii)

s 22 (1)(a)(ii)





In the spirit of reconciliation, the Aged Care Quality and Safety Commission
acknowledges the Traditional Custodians of Country throughout Australia and their
connections to land, water and community. We pay our respect to their Elders, past,
present and emerging and extend that respect to all Aboriginal and Torres Strait
Islander peoples.

​​​​

Important: This transmission is intended only for the use of the addressee and
may contain confidential or legally privileged information. If you are not the
intended recipient, you are notified that any perusal, use, dissemination,
disclosure or copying of this communication is strictly prohibited. If you have
received this transmission in error, please notify the author immediately by
return e-mail and delete the transmission without making a copy.
From: @agedcarequality.gov.au> 
Sent: Tuesday, 24 March 2026 10:09 AM
To: Coroner Inquiries <CoronerInquiries@agedcarequality.gov.au>
Cc:  SCRS <DeputyCommissionerSCRS@agedcarequality.gov.au>; 

 < agedcarequality.gov.au>; 
< agedcarequality.gov.au>; 
< agedcarequality.gov.au>; 
< agedcarequality.gov.au>
Subject: For Action: Letter from the SA Minister for Health and Wellbeing re Coroner's Inquest
Findings into the death of  [SEC=OFFICIAL]

 

OFFICIAL

Hi Team,
 
Please see attached Commissioner correspondence from the South Australian
Minister for Health and Wellbeing, providing a copy of the Deputy State Coroner’s
Inquest Findings into the death of  Page 35 of the report lists
recommendations for the Commission. Kindly for your review and action as
appropriate.
 
@  I believe the OOC were drafting a response from the
Commissioner – I will follow up where this is at and confirm.
 
@  Copying you in for visibility as some of the recommendations
relate to Commission posters and educational resources.
 
Kind regards,
 

 (She/Her)
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Executive Officer to  Deputy Commissioner
Sector Capability and Regulatory Strategy Division
E | agedcarequality.gov.au  T | 
 

Deputy Commissioner SCRS  ​​​​

Deputy Commissioner, Sector Capability & Regulatory Strategy

Aged Care Quality and Safety Commission
E  @agedcarequality.gov.au | W www.agedcarequality.gov.au
GPO Box 9819 in your capital city

In the spirit of reconciliation, the Aged Care Quality and Safety Commission
acknowledges the Traditional Custodians of Country throughout Australia and their
connections to land, water and community. We pay our respect to their Elders, past,
present and emerging and extend that respect to all Aboriginal and Torres Strait
Islander peoples.

Important: This transmission is intended only for the use of the addressee and
may contain confidential or legally privileged information. If you are not the
intended recipient, you are notified that any perusal, use, dissemination,
disclosure or copying of this communication is strictly prohibited. If you have
received this transmission in error, please notify the author immediately by
return e-mail and delete the transmission without making a copy.
From:  < agedcarequality.gov.au> 
Sent: Monday, 23 March 2026 3:53 PM
To: @agedcarequality.gov.au>
Subject: FW: FOR ACTION: Letter from the SA Minister for Health and Wellbeing re Coroner's
Inquest Findings into the death of  [SEC=OFFICIAL]

 

OFFICIAL

Yes, this can go to the coronial team etc. Can they draft a response for  to send to
the SA Minister?
 
Kind regards
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In the spirit of reconciliation, the Aged Care Quality and Safety Commission
acknowledges the Traditional Custodians of Country throughout Australia and their
connections to land, water and community. We pay our respect to their Elders, past,
present and emerging and extend that respect to all Aboriginal and Torres Strait
Islander peoples.

​​​​

Important: This transmission is intended only for the use of the addressee and
may contain confidential or legally privileged information. If you are not the
intended recipient, you are notified that any perusal, use, dissemination,
disclosure or copying of this communication is strictly prohibited. If you have
received this transmission in error, please notify the author immediately by
return e-mail and delete the transmission without making a copy.
From:  < agedcarequality.gov.au> 
Sent: Friday, 6 March 2026 4:57 PM
To: Office of the Commissioner < agedcarequality.gov.au>; 

 < agedcarequality.gov.au>; 
< agedcarequality.gov.au>
Cc:  < agedcarequality.gov.au>; 
< agedcarequality.gov.au>; 
< agedcarequality.gov.au>; 
< agedcarequality.gov.au>
Subject: FOR ACTION: Letter from the SA Minister for Health and Wellbeing re Coroner's Inquest
Findings into the death of  [SEC=OFFICIAL]

 
OFFICIAL

 
Hi  (and  
 
See attached a letter from the South Australian Minister for Health and Wellbeing, the
Hon Chris Picton MP to addressed to you providing a copy of the Deputy State
Coroner’s Inquest Findings into the death of  There are several
recommendations that have been directed to the Commission within.
 
Please let us know if you require assistance preparing a response to the Minister.
Otherwise, we will leave with your office to action as appropriate.
 
Kind regards
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Assistant Director, Parliamentary Services
Engagement, Education and Communication
 
Aged Care Quality and Safety Commission
E  @agedcarequality.gov.au  |W www.agedcarequality.gov.au

GPO Box 9819, Sydney 2001
I work part time and do not work on Tuesdays.
 

In the spirit of reconciliation, the Aged Care Quality and Safety Commission
acknowledges the Traditional Custodians of Country throughout Australia and their
connections to land, water and community. We pay our respect to their Elders, past,
present and emerging and extend that respect to all Aboriginal and Torres Strait
Islander peoples.

​​​​

Important: This transmission is intended only for the use of the addressee and
may contain confidential or legally privileged information. If you are not the
intended recipient, you are notified that any perusal, use, dissemination,
disclosure or copying of this communication is strictly prohibited. If you have
received this transmission in error, please notify the author immediately by
return e-mail and delete the transmission without making a copy.
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The inquest also made recommendations to amend the Preventing Urinary Tract Infections: Recognising
dehydration poster – I am not sure if this had already been forwarded to your team for consideration.
 
We also found Commission web content that would benefit from your review: Keep your fluids up!
 

 
Please reach out if you have any questions – happy to offer a discussion to talk through this in more detail
if you would like.
 
Kind Regards,
 

 (she/her/hers)

A/Assistant Director
Operational Policy and Support
Knowledge Management and Operational Policy
 
Aged Care Quality and Safety Commission
E agedcarequality.gov.au | W www.agedcarequality.gov.au
T 
GPO Box 9819, Sydney NSW 2001
Dharug Country
 

In the spirit of reconciliation, the Aged Care Quality and Safety Commission acknowledges the Traditional
Custodians of Country throughout Australia and their connections to land, water and community. We pay
our respect to their Elders, past, present and emerging and extend that respect to all Aboriginal and
Torres Strait Islander peoples.

​​​​

Important: This transmission is intended only for the use of the addressee and may contain
confidential or legally privileged information. If you are not the intended recipient, you are notified
that any perusal, use, dissemination, disclosure or copying of this communication is strictly
prohibited. If you have received this transmission in error, please notify the author immediately by
return e-mail and delete the transmission without making a copy.
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Aged Care Quality and Safety Commission
E agedcarequality.gov.au | W www.agedcarequality.gov.au

GPO Box 9819 Perth WA 6001
Whadjuk Country
 
 
 

 
 

In the spirit of reconciliation, the Aged Care Quality and Safety Commission acknowledges
the Traditional Custodians of Country throughout Australia and their connections to land,
water and community. We pay our respect to their Elders, past, present and emerging and
extend that respect to all Aboriginal and Torres Strait Islander peoples.

​​​​

Important: This transmission is intended only for the use of the addressee and
may contain confidential or legally privileged information. If you are not the
intended recipient, you are notified that any perusal, use, dissemination,
disclosure or copying of this communication is strictly prohibited. If you have
received this transmission in error, please notify the author immediately by
return e-mail and delete the transmission without making a copy.
From: Coroner Inquiries <CoronerInquiries@agedcarequality.gov.au> 
Sent: Thursday, 14 May 2026 12:51 PM
To:  < agedcarequality.gov.au>; Coroner Inquiries
<CoronerInquiries@agedcarequality.gov.au>
Subject: Re: For Action: Letter from the SA Minister for Health and Wellbeing re Coroner's
Inquest Findings into the death of  [SEC=OFFICIAL]

 

OFFICIAL

Thank you for that 
 
As per our other conversation I am seeking explicit advice from Exec to confirm the
response products below are what they understand has been agreed to. 
 

1. Review/strengthening guidance for outcome 5.5 and action 5.5.5 with reference
to coroner's recommendations 

2. Quality Bulletin to adjust guidance and promote specified practice 
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3. Clinical Alert on hydration 
 
Iv reached out in the first instance to whoever I understood to be the lead business
area for each of the products to get timeline expectations. 
 
Can you advise (roughly) a delivery timeline for the Clinical Alert?
 
Kind regards
 

 (she/her)
Senior Policy Officer
Sector Risk and Partnerships
Sector Capability and Regulatory Strategy
 
Aged Care Quality and Safety Commission
T 
E agedcarequality.gov.au | W www.agedcarequality.gov.au
Larrakia Country
 
 

Coroner Inquiries  ​​​​

Aged Care Quality and Safety Commission
E CoronerInquiries@agedcarequality.gov.au | W www.agedcarequality.gov.au
GPO Box 9819 in your capital city

In the spirit of reconciliation, the Aged Care Quality and Safety Commission
acknowledges the Traditional Custodians of Country throughout Australia and their
connections to land, water and community. We pay our respect to their Elders, past,
present and emerging and extend that respect to all Aboriginal and Torres Strait
Islander peoples.

Important: This transmission is intended only for the use of the addressee and
may contain confidential or legally privileged information. If you are not the
intended recipient, you are notified that any perusal, use, dissemination,
disclosure or copying of this communication is strictly prohibited. If you have
received this transmission in error, please notify the author immediately by
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return e-mail and delete the transmission without making a copy.

From:   < agedcarequality.gov.au>
Sent: 14 May 2026 8:40 AM
To:   < agedcarequality.gov.au>; Coroner Inquiries
<CoronerInquiries@agedcarequality.gov.au>
Subject: RE: For Action: Letter from the SA Minister for Health and Wellbeing re Coroner's
Inquest Findings into the death of  [SEC=OFFICIAL]

 

OFFICIAL

Thanks 

 

 

We will make a head start on the clinical alert pending approval as we can always use
the information in other ways - I have engaged the clinical and clinical education units
to support.

 

Kind regards,

 

  BSc MDietSt GradDipPH  APD

Director

Food, Nutrition and Dining Unit

Chief Clinical Advisor Division

 

Aged Care Quality and Safety Commission

E agedcarequality.gov.au | W www.agedcarequality.gov.au
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GPO Box 9819 Perth WA 6001

Whadjuk Country

 
 
 

 

 

In the spirit of reconciliation, the Aged Care Quality and Safety Commission
acknowledges the Traditional Custodians of Country throughout Australia and their
connections to land, water and community. We pay our respect to their Elders, past,
present and emerging and extend that respect to all Aboriginal and Torres Strait
Islander peoples.

​​​​

Important: This transmission is intended only for the use of the addressee and
may contain confidential or legally privileged information. If you are not the
intended recipient, you are notified that any perusal, use, dissemination,
disclosure or copying of this communication is strictly prohibited. If you have
received this transmission in error, please notify the author immediately by
return e-mail and delete the transmission without making a copy.

From:   < agedcarequality.gov.au>
Sent: Thursday, 14 May 2026 5:30 AM
To: Coroner Inquiries <CoronerInquiries@agedcarequality.gov.au>; 
< agedcarequality.gov.au>
Subject: RE: For Action: Letter from the SA Minister for Health and Wellbeing re Coroner's
Inquest Findings into the death of  [SEC=OFFICIAL]

 

OFFICIAL

Hi there 

 

The FNDU are drafting the clinical alert with  –  have cc’d you here, hoping
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present and emerging and extend that respect to all Aboriginal and Torres Strait
Islander peoples.

Important: This transmission is intended only for the use of the addressee and may contain
confidential or legally privileged information. If you are not the intended recipient, you are notified
that any perusal, use, dissemination, disclosure or copying of this communication is strictly
prohibited. If you have received this transmission in error, please notify the author immediately by
return e-mail and delete the transmission without making a copy.

From: Coroner Inquiries <CoronerInquiries@agedcarequality.gov.au>
Sent: Wednesday, 13 May 2026 4:43 PM
To:   < agedcarequality.gov.au>
Subject: Fw: For Action: Letter from the SA Minister for Health and Wellbeing re Coroner's
Inquest Findings into the death of  [SEC=OFFICIAL]

 

OFFICIAL

Hi 

 

 has requested advice on the status and anticipated timing of the products
being prepared in response to the SA Coroner's recommendations. Is this something
you can help me with in respect of the Clinical Alert in response to recommendation 6?
(highlighted in the previous email below)

 

Kind regards

 

 (she/her)

Senior Policy Officer

Sector Risk and Partnerships

Sector Capability and Regulatory Strategy

 

Aged Care Quality and Safety Commission

T 

E agedcarequality.gov.au | W www.agedcarequality.gov.au
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Larrakia Country

 

    

From:   < agedcarequality.gov.au>
Sent: Thursday, 23 April 2026 3:36 PM
To:   < agedcarequality.gov.au>; 
< agedcarequality.gov.au>; 
< agedcarequality.gov.au>; 
< agedcarequality.gov.au>; 
< agedcarequality.gov.au>
Cc: Coroner Inquiries <CoronerInquiries@agedcarequality.gov.au>; 
< agedcarequality.gov.au>;  < agedcarequality.gov.au>;

 < agedcarequality.gov.au>; 
< agedcarequality.gov.au>; 
< agedcarequality.gov.au>;  <

agedcarequality.gov.au>;  < agedcarequality.gov.au>
Subject: RE: For Action: Letter from the SA Minister for Health and Wellbeing re Coroner's
Inquest Findings into the death of  [SEC=OFFICIAL]

 

OFFICIAL

Thanks  - I will flag with  for discussion and follow up the actions in your email

 

See below for relevant actions everyone, this is going to take some coordination if you
can lead that  with the coronial response team.

 

Re Rec 4

 -  I am just looking through your notes which I’ve attached as they seem to not be
in this email chain

 

You note – you working with KMOP to review and provide SME on the Coroner’s
recommendations for the Commission’s guidance outcome 5.5 and examples of key tasks
providers can take (Action 5.5.5) regarding the implementation of processes to maintain
an individual’s nutrition and hydration. The team also advised that the Department has
stated that they will commit to include these recommendations in the first 5-year periodic
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In the spirit of reconciliation, the Aged Care Quality and Safety Commission
acknowledges the Traditional Custodians of Country throughout Australia and their
connections to land, water and community. We pay our respect to their Elders, past,
present and emerging and extend that respect to all Aboriginal and Torres Strait
Islander peoples.

Important: This transmission is intended only for the use of the addressee and may contain
confidential or legally privileged information. If you are not the intended recipient, you are notified
that any perusal, use, dissemination, disclosure or copying of this communication is strictly
prohibited. If you have received this transmission in error, please notify the author immediately by
return e-mail and delete the transmission without making a copy.

    

From:   < agedcarequality.gov.au>
Sent: Thursday, 23 April 2026 11:59 AM
To:   < agedcarequality.gov.au>; 
< agedcarequality.gov.au>;  < agedcarequality.gov.au>;

 < agedcarequality.gov.au>
Cc: Coroner Inquiries <CoronerInquiries@agedcarequality.gov.au>; 
< agedcarequality.gov.au>; 
< agedcarequality.gov.au>;  < agedcarequality.gov.au>;

 < agedcarequality.gov.au>; 
< agedcarequality.gov.au>; Office of the Commissioner
< agedcarequality.gov.au>;  <

agedcarequality.gov.au>
Subject: RE: For Action: Letter from the SA Minister for Health and Wellbeing re Coroner's
Inquest Findings into the death of  [SEC=OFFICIAL]

 

OFFICIAL

Hi everyone,

 

 and I just met with the IG who has been in contact with  
 received the same letter from the SA Minister.
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considered for the aged care sector - although it is still very early days of consultation -
but that would be very helpful too and we could prompt providers to consider

 

Let me know what next steps might be

 

 

 

 

Geriatrician

BMBS FRACP Mst Gerontology Grad Cert Leadership GAICD

 

Chief Clinical Advisor
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Hi 

 

Just bringing in   and  as well

 

Rec 4
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I make the following recommendation to the Aged Care Quality and Safety
Commissioner, the Inspector-General of Aged Care and the Minister for Health,
Disability and Ageing:

That consideration be given to amending the final Strengthened Aged Care
Quality Standards to include the following requirements (potentially within
standard 5.5.5):

The provider implements processes to maintain an older person’s
hydration by:
a. Measuring the daily fluid intake of residents who are clinically
dehydrated
b. Measuring the daily fluid intake of residents assessed as being at
risk of dehydration, including all residents living with dementia and
residents being administered diuretic medication/s
c. Recognising inadequate fluid intake d. Responding to inadequate
fluid intake

 
For Rec 4 regarding changes to the standards, the dept is the policy holder so we
would take any requests to them. There is also a question of where in the
standards to adjust, ie the outcomes (compliance obligations) or actions
(guidance published as a notifiable instrument). The third option which is more in
our direct control is to adjust our guidance and promote any more specified
practice.

 

 

Rec 5 & 6

I make the following recommendations to the Aged Care Quality and Safety
Commissioner:

That the poster “Preventing Urinary Tract Infections - Recognise
Dehydration”, published in the resource library section of the Aged Care
Quality and Safety Commission website, be amended to reflect that caution
must be exercised in the identification of dehydration in older persons
based on observable signs as it may only be reliably identified by a blood
test.
That the Commissioner provide educational resources to aged care
providers regarding the prevalence of dehydration in older persons, and
the unreliability of traditional assessment methods in detecting
dehydration.
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OFFICIAL

Hello 

 

Recommendations 5 and 6 seems reasonable

Recommendation 4 could be addressed through our FNDU RBM and/or outreach work

 

People with Lewy body dementia often experience periods (up to a week or less) of
drowsiness which is usually self limiting. This is one of the Lewy Body diagnostic criteria
along with cognitive impairment, parkinsonism and visual hallucinations 
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Hi 

Below is the email thread that originally arrived with Government Relations that made
its way to the Coroner team. The original attachments are the PDF that came through
from the SA Minister (not directly from the SA Coroner). The attached email is advice
from DCSCRS that they replied to the minister acknowledging receipt. As discussed
with you this week, the Coronial team will develop a procedure and log for when these
types of recommendations come through to us. This includes supporting senior
executive decision-making on whether to implement the recommendation, and a
process for overseeing its implementation via the SRPC.

 

The recommendations to the Commission are at the end of the coroner’s report, the
PDF labelled Attachment 1. I’ve pasted them below.

Recommendations to the Commission:

Rec 4

I make the following recommendation to the Aged Care Quality and Safety
Commissioner, the Inspector-General of Aged Care and the Minister for Health,
Disability and Ageing:

That consideration be given to amending the final Strengthened Aged Care
Quality Standards to include the following requirements (potentially within
standard 5.5.5):

The provider implements processes to maintain an older person’s
hydration by:
a. Measuring the daily fluid intake of residents who are clinically
dehydrated
b. Measuring the daily fluid intake of residents assessed as being at
risk of dehydration, including all residents living with dementia and
residents being administered diuretic medication/s
c. Recognising inadequate fluid intake d. Responding to inadequate
fluid intake

Rec 5 & 6

I make the following recommendations to the Aged Care Quality and Safety
Commissioner:

That the poster “Preventing Urinary Tract Infections - Recognise
Dehydration”, published in the resource library section of the Aged Care
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OFFICIAL

Hi Team,

 

Please see attached Commissioner correspondence from the South Australian
Minister for Health and Wellbeing, providing a copy of the Deputy State Coroner’s
Inquest Findings into the death of  Page 35 of the report lists
recommendations for the Commission. Kindly for your review and action as
appropriate.

 

@  I believe the OOC were drafting a response from the
Commissioner – I will follow up where this is at and confirm.

 

@  Copying you in for visibility as some of the recommendations
relate to Commission posters and educational resources.

 

Kind regards,

 

 (She/Her)

Executive Officer to  Deputy Commissioner

Sector Capability and Regulatory Strategy Division

E | agedcarequality.gov.au  T | 

 

Deputy Commissioner SCRS  ​​​​

Deputy Commissioner, Sector Capability & Regulatory Strategy

Aged Care Quality and Safety Commission

E @agedcarequality.gov.au | W www.agedcarequality.gov.au

GPO Box 9819 in your capital city
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Inquest Findings into the death of  [SEC=OFFICIAL]

 

OFFICIAL

Yes, this can go to the coronial team etc. Can they draft a response for  to send to
the SA Minister?

 

Kind regards
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OFFICIAL

 

Hi  (and  absence next week)

 

See attached a letter from the South Australian Minister for Health and Wellbeing, the
Hon Chris Picton MP to addressed to you providing a copy of the Deputy State
Coroner’s Inquest Findings into the death of  There are several
recommendations that have been directed to the Commission within.

 

Please let us know if you require assistance preparing a response to the Minister.
Otherwise, we will leave with your office to action as appropriate.

 

Kind regards

s 22 (1)(a)(ii)

s 22 (1)(a)(ii)

s 47E(d)
s 22 (1)(a)(ii)

s 22 (1)(a)(ii)

s 22 (1)(a)(ii)

s 22 (1)(a)(ii)

s 22 (1)(a)(ii)
s 22 (1)(a)(ii) s 22 (1)(a)(ii)
s 22 (1)(a)(ii)

s 47E(d) s 47E(d)

s 47E(d) s 47E(d)

s 22 (1)( s 22 (1)(a)(ii)

s 22 (1)(a)(ii)

s 22 (1)(a)(ii)



 

Assistant Director, Parliamentary Services

Engagement, Education and Communication

 

Aged Care Quality and Safety Commission

E @agedcarequality.gov.au  |W www.agedcarequality.gov.au

GPO Box 9819, Sydney 2001

I work part time and do not work on Tuesdays.

 

In the spirit of reconciliation, the Aged Care Quality and Safety Commission
acknowledges the Traditional Custodians of Country throughout Australia and their
connections to land, water and community. We pay our respect to their Elders, past,
present and emerging and extend that respect to all Aboriginal and Torres Strait
Islander peoples.

​​​​

Important: This transmission is intended only for the use of the addressee and may contain
confidential or legally privileged information. If you are not the intended recipient, you are notified
that any perusal, use, dissemination, disclosure or copying of this communication is strictly
prohibited. If you have received this transmission in error, please notify the author immediately by
return e-mail and delete the transmission without making a copy.

 

s 22 (1)(a)(ii)

s 22 (1)(a)(ii)

s 22 (1)(a)(ii)













1

From: @agedcarequality.gov.au>
Sent: Monday, 20 July 2026 11:26 AM
To:
Cc:
Subject: Updates to Quality Standards guidance following recommendation 4 of the South 

Australia coroner's inquest [SEC=OFFICIAL]

OFFICIAL 

Hello  
  
I wanted to provide an update on Recommendation 4 arising from the South Australia Coroner's 
Inquest. 
  
As you know, following the inquest, the Coroner recommended amendments to the strengthened 
Quality Standards relating to monitoring and maintaining hydration for older people receiving aged 
care services. 
  

 
 

  
Summary of actions to address Recommendation four: 

 Content was developed in consultation with FNDU, Clinical Unit, and Clinical Education Unit, 
and underwent a plain language review by Comms. 

 The following changes have been published on the website: 
o Major changes to guidance for Outcome 5.5 – Action 5.5.5 
o Minor amendments to Action 5.6.1 / Action 5.6.3 / Outcome 6.1 / Outcome 6.2 

 DoHDA have been notified of the changes. 
 The CCA issued a clinical alert that addressed the changes and highlighted best practice. We 

believe it eƯectively informs providers, workers and others around management of hydration 
needs - Preventing and responding to dehydration in older people receiving aged care services 

 Comms also issued an electronic message to providers to raise awareness of the updates. 
  
Please let me know if you require any further information. 
  
Kind regards, 
 

 (She/Her) 
Senior Policy Officer 
Operational Policy and Support 
Knowledge Management and Operational Policy 
 

@agedcarequality.gov.au 
Melbourne, Woiworung Country 
 
Aged Care Quality and Safety Commission 
agedcarequality.gov.au  
GPO Box 9819 
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Review Article

Hydration Status Assessment  
in Older Patients
Linda Deißler, Rainer Wirth, Birgit Frilling, Matthias Janneck, Alexander Rösler

T he terms dehydration (hypohydration), euhydration 
and hyperhydration describe a negative, normal or 
positive water balance, respectively (e1). For all 

three states, no standard definitions are in place (e1–e3). 
Dehydration, which is a common clinical condition, can 
be further subdivided based on sodium concentration and/
or serum osmolality. Hypertonic dehydration is caused by 
water loss, occasionally related to fever or sweating but in 
most cases due to insufficient intake of pure water. Hypo-
tonic dehydration (possibly with hyponatremia) is fre-
quently caused by the use of diuretics, heavy sweating 
with replacement of the fluid loss with low-sodium drinks 
(for example, drinking water), or losses from the gastroin-
testinal tract when electrolyte loss exceeds water loss. 
Isotonic dehydration is frequently secondary to the loss of 
isotonic fluids such as blood, but may also be associated 
with vomiting or diarrhea (e2).

The rather vague term volume status is commonly 
used instead of the broad term hydration, which de-
scribes the water content in the entire body. 
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 Especially in the clinical context, volume status 
 describes the intravascular volume. The shift of water 
and electrolytes is usually in the same direction 
 (hypovolemia/euvolemia/hypervolemia). 

Thus, in the following, we use the term hydration 
status (HS) that includes the intravascular volume 
status. 

Assessment of the hydration status in older 
 patients 
Little has changed in recent decades in terms of the 
challenges associated with assessing the HS of older 
patients (1, 2). Isotope dilution analysis is considered 
the gold standard for assessing HS. However, it is not a 
feasible method in clinical practice, given the signifi-
cant amount of time and resources required.

Older persons are at an increased risk of devel -
oping hydration disorders (e4). This is primarily due 
to reduced renal function, resulting from decreased 
renin and aldosterone activity and age-related decline 

Summary
Background: Hydration disturbances are common in old age: the reported prevalence of dehydration in elderly patients ranges 
from 19% to 89%, depending on the definition and the population in question. However, the clinical assessment of patients’ 
 hydration status is difficult. In this review, we discuss the diagnostic value of currently used methods that may or may not be 
suitable for assessing older patients’ hydration status. 

Methods: We conducted a selective literature search for relevant studies concerning patients aged 65 and above. Of the 355 
 articles retrieved by the initial search, a multistep selection process yielded 30 that were suitable for inclusion in this review. 

Results: 107 different methods for the diagnostic assessment of dehydration in older persons were evaluated on the basis of the 
reviewed publications. High diagnostic value, especially for the determination of hyperosmolar dehydration, was found for serum 
osmolality, serum sodium concentration, inferior vena cava ultrasonography, a history (from the patient or another informant) of 
not drinking between meals, and axillary dryness. On the other hand, a variety of clinical signs such as a positive skin turgor 
test, sunken eyes, dry mouth, tachycardia, orthostatic dysregulation, and dark urine were found to be of inadequate diagnostic 
value. 

Conclusion: Only five of the 107 methods considered appear to be suitable for determining that a patient is dehydrated. Thus, the 
available scientific evidence indicates that all clinicians should critically reconsider their own techniques for assessing hydration 
status in elderly patients. To optimize the clinical assessment of patients’ hydration status, there seems to be a need for the 
 rejection of unsuitable methods in favor of either newly developed criteria or of a combination of the best criteria already in use.

Cite this as: 
Deißler L, Wirth R, Frilling B, Janneck M, Rösler A:  
Hydration status assessment in older patients. Dtsch Arztebl Int 2023; 120: 663–9.  
DOI: 10.3238/arztebl.m2023.0182

Deutsches Ärzteblatt International | Dtsch Arztebl Int 2023; 120: 663–9 663
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in thirst in people of older age (e2). In addition, fluid 
intake may be hampered by functional and cognitive 
impairments. This may be compounded by the effects 
of medications, for example diuretics or laxatives (e2). 

The prevalence of dehydration in older patients 
varies widely, depending on the definition used and 
the population studied. In the context of admission 
examinations of older patients, 19% of patients were 
diagnosed with dehydration, based on the blood urea 
nitrogen to creatinine (BUN/Cr) ratio (3). In nursing 
home residents, hypertonic dehydration was deter-
mined based on elevated serum osmolality in 89% of 
the residents (4). During the 8-year follow-up, 
 patients with increased plasma osmolality were found 
to be at an increased relative mortality risk of 1.4 
(95% confidence interval: [1.0; 1.9]) compared to 
 patients with normal plasma osmolality, as well as an 
increased relative risk of 2.3 [1.2; 4.3] for impair-
ments of instrumental activities of daily living 
(IADL) (e4). 

Because of this, and also because of known com-
plications, such as decreased vigilance, falls, urinary 
tract infections, respiratory tract infections, and renal 
impairment, a quick and easy assessment of the 
 hydration status of older patients appears to be of 
critical importance. 

The aim of this study is to provide an overview of 
the diagnostic accuracy of current methods and to 
propose a procedure that is suitable for use in clinical 
practice.  

Methods
This review is based on pertinent publications retrieved 
from a selective literature search. The search terms 
were selected based on the PICO framework and fall 
into the following three main categories (eFigure 1): 
● Hydration status
● Patient group 
● Diagnostic methods.
All results published in PubMed up to and includ-

ing September 2021 with full-text articles from medi-
cal journals and with a study population aged 65 years 
or older were included in this analysis.

The resulting 355 articles were subjected to a 
multi-step selection process with predefined inclusion 
criteria (eTable). This left 24 articles, from whose ref-
erences a further six articles were selected, using the 
same procedure (so-called reverse search). This 
 resulted in a total of 30 full-text articles from medical 
journals being included in the assessment. These 
comprised 29 individual studies and one meta-
 analysis.

A detailed description of the methodological 
 approach can be found in the eMethods section, supple-
mented by eBox, eFigure 1, eFigure 2, and eTable. 

Results
Seventeen individual studies and one meta-analysis 
 addressed the topic of dehydration (2–19); in 12 cases, 
the directly measured serum osmolality, the calculated 

serum osmolarity and/or the blood urea nitrogen to cre-
atinine (BUN/Cr) ratio were used as the standard 
method for diagnosing dehydration (2, 3, 5–14). In the 
remaining six studies, the diagnosis dehydration was 
based on the clinical synopsis, various isotope dilution 
methods or other methods.  

Eleven of the reviewed publications investigated 
the patients’ global hydration status (1, 20–29). In five 
of these studies, an isotope dilution technique was 
used as the standard method for assessing the 
 hydration status (1, 20–23). Three working groups 
 assessed the hydration status using the clinical synop-
sis, based on preexisting conditions, systolic blood 
pressure, general condition, and fluid intake, among 
other factors (24–26). The remaining studies used 
 laboratory chemistry methods or compared various 
analyses with each other. 

Only one study addressed the diagnosis of hyper-
hydration in geriatric patients (30). This was a 
 prospective cohort study, reviewing the utility of 
bioelectrical impedance analysis (BIA) for monitor-
ing diuretic therapy. 

Differences in methods, definitions and levels of 
evidence make it challenging to compare results. The 
studies included cover 107 different clinical signs as 
well as various examination methods, including lab-
oratory parameters, urine tests as well as diagnostic 
devices.  

 A large number of clinical signs did not show suffi-
cient diagnostic accuracy, especially with regard to 
the detection of hypertonic dehydration (3, 5, 6, 9, 11, 
15–18). These included, among others: 
● Reduced skin turgor
● Dryness of the mouth and mucous membranes
● Sunken eyes
● Hemodynamic parameters (for example, Schellong 

test)
● Urine tests (for example, color of urine).
None of these tests, which are commonly used in 

clinical practice, achieved a sensitivity of >0.60 and a 
specificity of >0.75 (5, 6). 

We outline below methods that, based on the 
studies included in this review, may be useful for 
 assessing the hydration status in geriatric patients. In 
the Tables 1–4, the included publications, key statisti-
cal figures as well as the reference methods applied in 
the individual studies are presented. 

Laboratory parameters
Serum osmolality and serum sodium
While several studies used directly measured serum 
 osmolality as the standard method to diagnose hyperos-
molal dehydration or dehydration due to lack of water, 
it was shown that the diagnostic quality of calculated 
serum osmolarity was also sufficient to detect hyper-
tonic dehydration (7, 8). Preferably, an age-validated 
equation by Khajuria and Krahn (2005) should be used 
for the calculation (31).  

Furthermore, Wojzel proposed a serum sodium 
 cut-off level of 140 mmol/L to diagnose hypertonic 
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 dehydration (defined by a calculated serum osmolar-
ity ≥ 295 mOsmol/L) (12). Table 1 provides an over-
view of key statistical figures. 

Medial history clues and clinical examination
Missed drinks between meals and expressing fatigue
A meta-analysis published in 2015 evaluated the use of 
clinical and low-tech methods for their utility to diag-
nose hypertonic dehydration (defined by increased cal-
culated serum osmolarity or directly measured serum 
osmolality). It was found that both a history of missing 
some drinks between meals (stated by the patient or a 
third party) and expressing fatigue have high sensitivity 
and specificity (Table 2) (5).

Axillary moisture 
Several studies analyzed the palpation of axillary 
moisture (3, 5, 6, 10, 11, 13), the measurement of axil-
lary skin moisture using a skin moisture meter (10) or 
the measurement of axillary sweat by placing tissue 
paper in the axilla (13). Here, axillary dryness scored 
high in specificity (Table 3). 

Technology-based diagnostic assessment
 Ultrasonography of the inferior vena cava
Orso et al. assessed the feasibility of using ultrasound 
of the inferior vena cava to diagnose dehydration 
 (defined by a BUN/Cr>20). A high diagnostic accuracy 
was found for both the parameters of expiratory diam-
eter of the inferior vena cava with a cut-off of 1.55 cm 

and of the caval index with a cut-off of 0.48 (Table 4) 
(14).
 
Bioelectrical impedance analysis
The utility of bioelectrical impedance analysis (BIA) 
for determining the hydration status was evaluated in 
several studies (1, 5, 21–26, 29, 30). The use of calcu-
lated parameters, such as “total body water” (TBW), 
“extracellular water” (ECW) and others, was not con-
vincing in any of these studies. However, there is evi-
dence that directly measured resistance (R) (5) and the 
use of calculated parameters are of utility for intraindi-
vidual follow-up measurements (1, 30) (Table 4). 

Discussion
Our review shows that many clinical signs used to 
 assess the hydration status in older patients are not 
 reliable. This includes clinical signs, such as positive 
skin turgor test, dry mucous membranes, sunken eyes, 
peripheral venous filling status, as well as pulse and 
blood pressure. Consequently, a clinical synopsis based 
on these criteria is of questionable utility, despite its 
frequent use in studies. Rosi et al. evaluated in 2022 a 
diagnostic approach based on the Geriatric Dehy-
dration Screening Tool (GDST-M) which includes a 
questionnaire on drinking behavior, pain and mobility 
and also enables the assessment of various clinical 
signs, such as axillary dryness, body mass index (BMI) 
and dry mouth. In comparison with calculated serum 
osmolarity, this tool showed a sensitivity of 0.62 and a 

TABLE 1 

Recommended laboratory methods

*1 positive or negative likelihood ratio describes the change in the probability of disease when positive or negative test results occur;   
Example: PLR>1 → Probability of disease increases
*2While the age-validated formula does not include patient age in the calculation, it shows the highest diagnostic quality for a geriatric population:   
S-Osmolarity [mOsm/L] = 1.86 x (Na+ + K+) + 1.15 x glucose + urea + 14 (all measurements in [mmol/L]) 
Dehydr., dehydration; NLR, negative likelihood ratio; OR, odds ratio; PLR, positive likelihood ratio; S-Osmol, serum osmolality; Sens., sensitivity;  
Spec., specificity; 95% CI, 95% confidence interval 

Publication

Method assessed: calculated serum osmolality

Siervo et al. (2014) (7)

Hooper et al. (2015) (8)

Method assessed: Serum sodium

Wojszel (2020) (12)

Sanson et al. (2021) (2)

Reference standard

Classification by directly 
measured S-Osmolality
1. No dehydr.
2.Impending dehydr. 
(≥ 295 mOsm/kg)
3. Manifest dehydr. 
(≥ 300 mOsm/kg)

Calculated S-Osmolarity
≥ 295 mOsml/L

Statistical key figures

Cut-off value: 295–300 mOsml/L
Sens. = 0.79; Spec.= 0.89 
PLR: 7.53, NLR = 0.23; OR = 32.4
Cut-off value: ≥ 300 mOsml/L
Sens. = 0.64; Spec. = 0.93
PLR*1: 8.85, NLR*1= 0.39; OR = 22.6 

Cut-off value: ≥296 mOsml/L
Sens. = 0,80; Spec. = 0,66 
PLR*1 = 2,36; NLR*1= 0,30

Serum sodium:  
Cut-off value: 140 mmol/L 
Sens.= 0.80 (95% CI [0.74; 0.86])
Spec.= 0.83 (95% CI [0.75; 0.88]) 
PLR*1= 4.58; NLR*1= 0.24

Serum sodium: 
Correlation with calculated serum 
 osmolality: r = 0.634; p<0.001

Evaluation 

If direct measurement of S-Osmolal-
ity is not available → use age-vali-
dated formula for calculation, cut-off 
value:  295 mOsm/L

Serum sodium may be used to detect 
hypertonic dehydr.
. 
Cut-off value: 140 mmol/L

Comments/ 
notes

Age-validated 
formula*2 
 according to 
 Khajuria & 
Krahn (2005) 
(31)
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specificity of 0.47 (32). While this tool offers a higher 
diagnostic quality than any single method, this devel-
opment does not seem to provide a breakthrough in the 
difficult assessment of the hydration status.  

Furthermore, it becomes apparent that the absence 
of a gold standard, inconsistent definitions, and differ-
ent reference methods not only affect the comparabil-
ity of research results, but also make it difficult to 
translate them into practical recommendations for 
everyday clinical practice.

In many studies, directly measured serum osmolal-
ity is used as the reference method to diagnose 
 hypertonic dehydration and this method is also rec-
ommended in the current ESPEN guideline on moni-
toring of the hydration status in geriatric patients (33). 
If this test is not available, calculated serum osmolar-
ity or serum sodium levels can be used (7, 8), in 
which case care should be taken that an age-validated 
formula (by Khajuria & Krahn, 2005 [31]) and poten-
tially reduced cut-off values (12) are applied. 

In everyday clinical practice, easy-to-use, 
 non- invasive methods are needed. The described 
(third-party) history of missing some drinks between 
meals can be easily obtained in patients without cog-
nitive deficits. For this parameter, a negative predic-
tive value of 1.00 was reported (5). However, data on 
this parameter are only available from one working 
group. Another study provides an argument for pay-
ing attention to drinking behavior. It showed that geri-
atric patients with a lower fluid intake also reported a 
less intense feeling of thirst; consequently, they were 
more likely to have elevated serum sodium levels 
(19).

Axillary moisture is a parameter that was investi-
gated in numerous studies. Axillary dryness seems to 

indicate (hypertonic) dehydration with high specific -
ity. In case of mere palpation-based findings, mois -
ture quantification appears to be problematic. 

To our surprise, one meta-analysis mentioned inci-
dent fatigue as a useful diagnostic criterion (5). It is 
noticeable in the cited studies that there is a large 
spread in the statistical values. Furthermore, weak-
ness and exhaustion are classical criteria of frailty and 
difficult to quantify; thus, our team of authors does 
not believe it is appropriate to apply this criterion to 
geriatric patients.  

The use of inferior vena cava (IVC) ultraso-
nography to assess the hydration status is an estab-
lished method; however, only few studies on the 
 geriatric population are available.

In our literature selection, Orso et al. proposed to 
diagnose dehydration (defined as an increased BUN/
Cr ratio) by determining both the expiratory IVC 
 diameter with a cut-off value of 1.55 cm and the caval 
index with a cut-off value of 48%, because of the high 
diagnostic accuracy achieved with this approach (14). 
Diederich and Burkhardt recommend to diagnose 
dehydration based on an inspiratory diameter of 
≤ 0.4 cm, with a specificity of 0.80 (34). Boccardi et 
al. categorized the hydration status of geriatric 
 patients based on the BUN/Cr ratio. They were unable 
to detect any differences between dehydrated, 
 normally hydrated and hyperhydrated patients based 
on IVC ultrasound findings. However, this needs to 
be qualified by noting that rather unusual cut-off val -
ues were applied for the classification based on the 
BUN/Cr ratio (35). 

One must not forget that the ability of IVC ultra-
sound to provide information about volume status is 
limited in patients with pulmonary hypertension and/

TABLE 2 

Potential diagnostic utility of (third-party) medical history clues

 
* The studies mentioned are included in the meta-analysis by Hooper et al. (2015) (5). The raw data of the mentioned working groups were obtained and re-analyzed according to the research 

question of Hooper et al. The data analyzed are based on both previously published studies and unpublished data from various working groups. 
Dehydr., dehydration; NPV, negative predictive value; PPV, positive predictive value; s-Osmol, serum osmolality; Sens., sensitivity; Spec., specificity; 95% CI, 95% confidence interval

Publication 

Method assessed: Missed drinks between meals

Hooper et al. 
(2015) (5)

Method assessed: Self-reported fatigue

Hooper et al. 
(2015) (5)

Kajii et al. 
(2006)*

Kajii et al. 
(2006)*
Sjöstrand, 
 (2013)* 
Sjöstrand  
Healthy (2013)*

Reference standard

Impending hypertonic 
dehydr.: S-Osmol ≥ 295 
mOsmol/kg

Overt hypertonic 
 dehydr.: S-Osmol. ≥ 300 
mOsmol/kg

S-Osmol  
≥ 295 mOsmol/kg

Statistical key figures

Sens. = 1.00 (95% CI [0.59;1.00]) 
Spec. = 0.77 (95% CI [0.64; 0.86]) 
PPV = 0.32; NPV = 1.00

Sens. = 1,00 (95% CI [0.16;1.00]] 
Spec. = 0.71 (95% CI [0.59; 0.81])
PPV = 0.09; NPV = 1.00

Sens. = 0.30–0.71  
Spec. = 0.75–1.00 
PPV = 0.24–1.00 
NPV = 0.21–0.96

Evaluation 

In our opinion, potential benefit; 
further evaluation needed; 
difficult to obtain information

Wide dispersion of key statistical 
 figures; “some potential” in meta-
 analysis; in our opinion not suitable 
for frail old patients (Fried frailty 
 criteria, including weakness and 
self- reported exhaustion) 

Comments/ 
notes 

So far, data 
 obtained only 
by one working 
group
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or severe tricuspid regurgitation. The prevalence of 
pulmonary hypertension in persons aged 65 years and 
older is reported to be 5% to 10% (36). 

According to our literature search, studies on other 
modalities, such as chest X-ray, measurement of cen-
tral venous pressure, measurement of pulmonary 
 artery occlusion pressure, and thermodilution or pulse 
contour measurements, are not available for older 
 patients. 

The role of bioelectrical impedance analysis in the 
assessment of HS in old age remains undetermined; 
the ESPEN guideline recommends against using this 
method (33).  

It is possible that electrolyte concentrations are 
decisive for the result of total body water measure-
ments using bioelectrical impedance analysis: In a 
study by Berneis et al., the natural water loss in young 
healthy subjects was replaced by infusion of 
 hypertonic saline solution. Consequently, the actual 
TBW remained unchanged and plasma sodium levels 
increased from 142 to 148 mmol/L. As the result, 

bioelectrical impedance analysis showed an increase 
in TBW by 6.8% (37). However, studies comparing 
bioelectrical impedance analysis with isotope dilution 
methods come to  more positive conclusions. This also 
applies to studies involving intra-individual controls 
(1, 21, 22); thus, it is currently not possible to predict 
the future significance of BIA.

Based on the analyzed literature, we currently con-
sider the following parameters to be best supported by 
evidence with regard to the diagnosis of dehydration 
in older patients: directly measured serum osmolality, 
calculated serum osmolarity and serum sodium 
 levels, as well as inferior vena cava ultrasound. To a 
lesser extent, a (third-party) history of missing some 
drinks between meals as well as axillary dryness can 
contribute to the diagnosis.

Before this paper went to press, we re-applied the 
developed search string. Other working groups 
 confirmed that the existing diagnostic tools are inad-
equate for diagnosing dehydration in older age (38). 
Combining conventional methods also failed to 

TABLE 3 

Potential diagnostic utility of clinical examination

 
*1 The studies mentioned are included in the meta-analysis by Hooper et al. (2015) (5). The raw data of the mentioned working groups were obtained and re-analyzed according to the research 

question of Hooper, L. et al. The data analyzed are based on both previously published studies and unpublished data from various working groups. Due to this re-analysis, some of the results 
of the individual studies differ from those of the meta-analysis. 

*2 Results of the individual study by  Eaton, D. et al. (1994) (13)
*3 Results of the individual study by Shimizu, M. et al. (2012) (11)
 BUN/Cr, blood urea nitrogen to creatinine ratio; dehydr., dehydrated; hydr., hydrated; OR, odds ratio; S-Osmol, serum osmolality; S-Na, serum sodium;  
WDD, water-deficiency dehydration; WEMD, water- and electrolyte-deficiency dehydration.; Sens., sensitivity; Spec., specificity; 95% CI, 95% confidence interval

Publication 

Method assessed: Incident axillary dryness

Bunn & Hooper (2019) (6)

Hooper et al. 
(2015) (5)

Eaton et. al (1994)*2 (13)

Fortes et al. (2014) (3)

Gross et al. (1992) (15)

Shimizu et al. (2012)*3 (11)

Kinoshita et al. (2013) (10)

Eaton et al. 
(1994)*1 

Shimizu et al. 
(2012)*1

Reference standard

S-Osmol  
≥ 295 mOsmol/kg

BUN/Cr ≥ 1:10
plasma osmolality
≥ 295 mOsmol/kg

normal hydr., WDD 
(S-Osmol ≥ 295 
mOsmol/ kg) and WEDD 
(BUN/Cr ≥ 20 & nor mal 
S-Osmol) 

Assessed normal hydr. 
(= 0) to severely dehydr. 
(= +3) (RR, S-Na & 
S-Osmol, BUN/Cr)

Calculated S-Osmolarity 
≥ 295 mOsmol/L

Key statistical figures

Sens. = 0.32 (95% CI [0.17; 0.48])
Spec. = 0.73 (95% CI [ 0.66; 0.81])
OR: 1.33 (95% CI [0.61; 2.90) 

Sens. = 0.50 (95% CI [0.27; 0.73]) 
Spec. = 0.82 (95% CI [0.70; 0.90])

Sens. = 0.36 (95% CI [0.11; 0.69]) 
Spec. = 0.83 (95% CI [0.59; 0.96])

Sens. = 0.50 (10/20 subjects) 
Spec. = 0.82 (54/66 subjects) 
PPV = 0.45; NPV =0.84

Both types of dehydration
OR = 1.4 (95% CI [0.7; 3.0])
WDD:
OR = 1.3 (95% CI [0.5; 3.1]) 
WEDD:
OR = 1.7 (95% CI [0.7; 4.2])

Kendall’s Tau correlation = 0.19 
p ≥ 0.05 
(n = 53) 

Sens. = 0.44 Spec. = 0.89 
OR = 4.0

Cut-off <30% skin moisture: 
Sens. = 0.12; Spec. = 0.91 
Cut-off 40% skin moisture 
Sens. = 0.59; Spec. = 0.09

Evaluation 

“some potential” to diagnose 
 hyperosmolal dehydration (4)

High NPV & good reproducibility 
 support the use of this method. 

Dry axilla increases the chance of 
diagnosing dehydration.

Small study population (n = 53) 

Axillary dryness as potential sign of 
dehydration

Axillary dryness useful to confirm 
suspected diagnosis of dehydration

Comments/ 
notes

Axillary mois -
ture, palpated 
manually 

Device-based 
measurement 
of skin moisture 
with skin moist-
ure meter  
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achieve a significant improvement in diagnostic accu-
racy (32). This could be remedied by introducing 
 innovative technology. Rodin et al. used a dehy-
dration body monitor device—a polymer film-based 
photoplethysmographic device affixed to the case 
back-glass of a smartwatch—to measure the fluid loss 
in younger participants during a period of physical 
exercise. An advancement of this technology so that 
in can be used in geriatric patients is conceivable (39). 
Further technological innovations, such as smart con-
tainers or camera-based observations of the surround-
ing, could improve compliance with recommended 
fluid intake (40).  

The available data indicate that all clinicians 
should critically reconsider their own approach for as-
sessing the hydration status in older patients. To opti-
mize the clinical assessment of patients’ hydration 
status, there seems to be a need for the rejection of 
 unsuitable methods in favor of either newly devel-
oped criteria or of a combination of the best criteria 
already in use. In everyday clinical practice, the com-
bination of the above four criteria could be a start. It 
has to be prospectively evaluated in future studies.

References
1. Olde Rikkert MG, Deurenberg P, Jansen RW, van‘t Hof MA, 

 Hoefnagels WH: Validation of multi-frequency bioelectrical impedance 
analysis in detecting changes in fluid balance of geriatric patients. 
 J Am Geriatr Soc 1997; 45: 1345–51.

2. Sanson G, Marzinotto I, Matteis D de, Boscutti G, Barazzoni R, 
 Zanetti M: Impaired hydration status in acutely admitted older 
 patients:  prevalence and impact on mortality. Age Ageing 2021; 50: 
1151–8.

3. Fortes MB, Owen JA, Raymond-Barker P, et al.: Is this elderly patient 
dehydrated? Diagnostic accuracy of hydration assessment using 
 physical signs, urine, and saliva markers. J Am Med Dir Assoc 2015: 
221–8.

4.  Johnson P, Hahn RG: Signs of dehydration in nursing home 
 residents. J Am Med Dir Assoc 2018; 19: 1124–8.

5.  Hooper L, Abdelhamid A, Attreed NJ, et al.: Clinical symptoms, 
signs and tests for identification of impending and current water-loss 
 dehydration in older people. Cochrane Database Syst Rev 2015; 
2015: CD009647.

6. Bunn DK, Hooper L: Signs and symptoms of low-intake dehydration 
do not work in older care home residents-DRIE Diagnostic Accuracy 
Study. J Am Med Dir Assoc 2019; 20: 963–70.

7. Siervo M, Bunn D, Prado CM, Hooper L: Accuracy of prediction 
 equations for serum osmolarity in frail older people with and without 
diabetes. Am J Clin Nutr 2014; 100: 867–76.

8. Hooper L, Abdelhamid A, Ali A, et al.: Diagnostic accuracy of  calculated 
serum osmolarity to predict dehydration in older people:  adding value 
to pathology laboratory reports. BMJ Open 2015; 5: e008846.

9. Hooper L, Bunn DK, Abdelhamid A, et al.: Water-loss (intracellular) 
 dehydration assessed using urinary tests: how well do they work? 
 Diagnostic accuracy in older people. Am J Clin Nutr 2016; 104: 121–31.

10.  Kinoshita K, Hattori K, Ota Y, et al.: The measurement of axillary 
 moisture for the assessment of dehydration among older patients: 
a pilot study. Exp Gerontol 2013; 48: 255–8.

11. Shimizu M, Kinoshita K, Hattori K, et al.: Physical signs of 
 dehydration in the elderly. Internal medicine 2012; 51: 1207–10.

12. Wojszel ZB: What serum sodium concentration is suggestive for 
 underhydration in geriatric patients? Nutrients 2020; 12: 496. 

TABLE 4 

Potential diagnostic utility of technology-based methods

 
* The studies mentioned are included in the meta-analysis by Hooper et al. (2015) (5). The raw data of the mentioned working groups were obtained and re-analyzed according to the research 
question of Hooper et al. The data analyzed are based on both previously published studies and unpublished data from various working groups. Due to this re-analysis, some of the results of 
the individual studies differ from those of the meta-analysis.
BIA, bioelectrical impedance analysis; BUN/Cr, blood urea nitrogen to creatinine ratio; exsp., exspiratory; IVC, inferior vena cava; NPV, negative predictive value; PPV, positive predictive value; 
S-Osmol, serum osmolality; Sens., sensitivity; Spec., specificity

Publication 

Method assessed: Ultrasonography of the inferior vena cava
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Method assessed: BIA resistance at 50 kHz (cut-off: 550 kOhm) 

Hooper et al. 
(2015) (5)

Allison et al. 
(2005)* 
 Kafri et al. 
(2013)* 
 Powers et al. 
(2012)* 
 Stookey et al. 
(2005)* 

Reference standard

BUN/Cr ratio ≥ 20 

S-Osmol 
 ≥ 295 mOsmol/kg

S-Osmol.  
≥ 300 mOsmol/kg

Key statistical figures

Exsp. IVC diameter: Cut-off value: 
1.55 cm 
Sens. = 0.86 (95% CI [0.79; 0.90])
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Evaluation 

Exceptional diagnostic quality of 
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populations with different definitions 
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specificity data for resistance upon 
re-analysis of the data in this meta-
analysis

Comments/ 
notes 

Caval index = 
[(maximum 
 diameter – 
minimum diam-
eter)/maximum 
diameter]

Data from small 
individual 
studies → BIA 
better for intra-
individual moni-
toring than for 
interindividual 
comparison

Conflict of interest statement 
RW is Member of the Board of the German Geriatric Society (DGG).
The remaining authors declare that no conflict of interest exists.

Manuscript received on 8 February 2023, revised version accepted on 
25 July 2023.

Translated from the original German by Ralf Thoene, MD.

668 Deutsches Ärzteblatt International | Dtsch Arztebl Int 2023; 120: 663–9



M E D I C I N E

13.  Eaton D, Bannister P, Mulley GP, Connolly MJ: Axillary sweating in 
 clinical assessment of dehydration in ill elderly patients. BMJ 1994; 
308: 1271.

14. Orso D, Guglielmo N, Federici N, et al.: Accuracy of the caval 
 index and the expiratory diameter of the inferior vena cava for the 
diagnosis of dehydration in elderly. J Ultrasound 2016; 19: 203–9.

15. Gross CR, Lindquist RD, Woolley AC, Granieri R, Allard K, Webster 
B: Clinical indicators of dehydration severity in elderly patients. 
J Emerg Med 1992; 10: 267–74.

16. Vivanti A, Yu L, Palmer M, Dakin L, Sun J, Campbell K: Short-term 
 body weight fluctuations in older well-hydrated hospitalised patients. 
J Hum Nutr Diet 2013; 26: 429–35.

17. Vivanti A, Harvey K, Ash S, Battistutta D: Clinical assessment of 
 dehydration in older people admitted to hospital: what are the 
 strongest indicators? Arch Gerontol Geriatr 2008; 47: 340–55.

18. Yoshihara A, Hirotomi T, Takano N, Kondo T, Hanada N, Miyazaki H: 
Serum markers of chronic dehydration are associated with saliva 
 spinability. J Oral Rehabil 2007; 34: 733–8.

19. Ekman L, Johnson P, Hahn RG: Signs of dehydration after hip fracture 
surgery: an observational descriptive study. Medicina 2020; 56: 361. 

20.  Olde Rikkert MG, Van‘t Hof MA, Baadenhuysen H, Hoefnagels WH: 
Individuality and responsiveness of biochemical indices of dehydration 
in hospitalized elderly patients. Age Ageing 1998; 27: 311–9.

21. Powers JS, Choi L, Bitting R, Gupta N, Buchowski M: Rapid 
 measurement of total body water to facilitate clinical decision making 
in hospitalized elderly patients. J Gerontol A Biol Sci Med Sci 2009; 
64: 664–9.

22.  Ritz P: Bioelectrical impedance analysis estimation of water 
 compartments in elderly diseased patients: the source study. 
J  Gerontol A Biol Sci Med Sci 2001; 56: M344–8.

23. Hoyle GE, Chua M, Soiza RL: Volaemic assessment of the elderly 
 hyponatraemic patient: reliability of clinical assessment and validation 
of bioelectrical impedance analysis. QJM 2011; 104: 35–9.

24. Rosher RB, Robinson SB: Use of foot veins to monitor hydration in 
the elderly. J Am Geriatr Soc 2004; 52: 322–4.

25.  Rösler A, Lehmann F, Krause T, Wirth R, Renteln-Kruse W von: 
 Nutritional and hydration status in elderly subjects: clinical rating 
 versus bioimpedance analysis. Arch Gerontol Geriatr 2009; 50: e81–5.

26. Cumming K, Hoyle GE, Hutchison JD, Soiza RL: Bioelectrical 
 impedance analysis is more accurate than clinical examination in 
 determining the volaemic status of elderly patients with fragility 
 fracture and hyponatraemia. J Nutr Health Aging 2014; 18: 744–50.

27. Wakefield B, Mentes J, Diggelmann L, Culp K: Monitoring hydration 
status in elderly veterans. West J Nurs Res 2002; 24: 132–42.

28. Mentes JC, Wakefield B, Culp K: Use of a urine color chart to monitor 
hydration status in nursing home residents. Biol Res Nurs 2006; 7: 
197–203.

29. Powers JS, Buchowski M, Wang L, Otoo-Boameh A: Total body 
 water in elderly adults--assessing hydration status by bioelectrical 
 impedance analysis vs urine osmolality. J Am Geriatr Soc 2012; 60: 
388–90.

30. Coodley EL, Segal JL, Smith DH, Neutel JM: Bioelectrical impedance 
analysis as an assessment of diuresis in congestive heart failure. 
Ann Pharmacother 1995; 29: 1091–5.

31.  Khajuria A, Krahn J: Osmolality revisited—eriving and validating the 
best formula for calculated osmolality. Clin Biochem 2005; 38: 
514–9.

32. Rosi IM, Milos R, Cortinovis I, Laquintana D, Bonetti L: Sensitivity 
and specificity of the new geriatric dehydration screening tool: an 
 observational diagnostic study. Nutrition 2022; 101: 111695.

33. Volkert D, Beck AM, Cederholm T, et al.: ESPEN practical guideline: 
clinical nutrition and hydration in geriatrics. Clin Nutr 2022; 41: 
958–89.

34. Diederich H, Burkhardt H: Diagnostische Wirksamkeit des 
 bettseitigen Ultraschalls zur Detektion einer Dehydratation bei 
 älteren  Patienten in der Notaufnahme. Z Gerontol Geriatr 2021; 54: 
130–5.

35. Boccardi V, Caponi C, Bianco AR, et al.: Dealing with dehydration 
in hospitalized oldest persons: accuracy of the calculated serum 
 osmolarity. Aging Clin Exp Res 2022; 34: 2547–52.

36.  Hoeper MM, Humbert M, Souza R, et al.: A global view of pulmonary 
hypertension. Lancet Respir Med 2016; 4: 306–22.

37. Berneis K, Keller U: Bioelectrical impedance analysis during acute 
changes of extracellular osmolality in man. Clinical Nutrition 2000; 
19: 361–6.

38. Li S, Xiao X, Zhang X: Hydration status in older adults: current 
knowledge and future challenges. Nutrients 2023; 15: 2609. 

39. Rodin D, Shapiro Y, Pinhasov A, Kreinin A, Kirby M: An accurate 
 wearable hydration sensor: real-world evaluation of practical use. 
PLoS One 2022; 17: e0272646.

40.  Cohen R, Fernie G, Roshan Fekr A: Fluid intake monitoring systems 
for the elderly: a review of the literature. Nutrients 2021; 13: 2092. 

Corresponding author 
PD Dr. med. Alexander Rösler  
Agaplesion Bethesda Krankenhaus HH-Bergedorf  
Abteilung Geriatrie  
Glindersweg 80, 21029 Hamburg, Germany 
roesler@bkb.info

Cite this as: 
Deißler L, Wirth R, Frilling B, Janneck M, Rösler A:  
Hydration status assessment in older patients.  
Dtsch Arztebl Int 2023; 120: 663–9. DOI: 10.3238/arztebl.m2023.0182

►Supplementary material 
eReferences, eMethods, eTable, eBox, eFigures: 
www.aerzteblatt.de/m2023.0182

Deutsches Ärzteblatt International | Dtsch Arztebl Int 2023; 120: 663–9 669



M E D I C I N E

-- Deutsches Ärzteblatt International | Dtsch Arztebl Int 2023; 120: 663–9 | Supplementary material

Supplementary material to:

Hydration Status Assessment in Older Patients
by Linda Deißler, Rainer Wirth, Birgit Frilling, Matthias Janneck, and Alexander Rösler

Dtsch Arztebl Int 2023; 120: 663–9. DOI: 10.3238/arztebl.m2023.0182

 eReferences
e1. Shirreffs SM: Markers of hydration status. Eur J Clin Nutr 2003; 57 

Suppl 2: S6–9.
e2. Weinberg AD, Minaker KL: Dehydration. Evaluation and 

 management in older adults. Council on scientific affairs, American 
Medical Association. JAMA 1995; 274: 1552–6.

e3. Armstrong LE: Assessing hydration status: the elusive gold 
 standard. J Am Coll Nutr 2007; 26(5 Suppl): 575S-584S.

e4. Stookey JD, Purser JL, Pieper CF, Cohen HJ: Plasma hypertonicity: 
another marker of frailty? J Am Geriatr Soc 2004; 52: 1313–20.

e5. Meckel N: Was ist Geriatrie? Deutsche Gesellschaft für Geriatrie 
e.V. https://www.dggeriatrie.de/ueber-uns/was-ist-geriatrie (last 
 accessed on 29 Mai 2023).



M E D I C I N E

Deutsches Ärzteblatt International | Dtsch Arztebl Int 2023; 120: 663–9 | Supplementary material --

The methodological approach for the selective search of the 
 literature
A selective search of the literature was performed, for which the search 
 vocabulary was defined according to the PICO framework and divided into 
three main categories: hydration status, patient group and diagnostic 
methods. Keywords were selected using available MeSH terms and the 
PubMed keyword database. All keywords were linked to form a search 
string, using a Venn diagram (eFigure 1). All results published in PubMed 
up to and including September 2021 with full-text articles from medical 
journals were included in the analysis. 

Using the search string, the database search yielded 355 articles that 
were subjected to a multistep selection process (eFigure 2), employing 
inclusion criteria previously defined by the author group (eBox). Accord-
ing to the criteria of the German Society for Geriatrics (DGG) (e5), we 
searched for data of patients aged 65 years and older, or, in the absence of 
age information, for existing need for nursing care, treatment in a geri-
atric facility, frailty or multimorbidity. 

This left 24 articles, from whose references a further six articles were 
selected by reverse search, using the same procedure. This involved 
 reviewing the references of the studies already included for suitability, 
using the selection process described above. In this step, six additional 
studies were included. A total of 30 full-text articles from medical jour -
nals were included in the analysis—29 individual studies and one meta-
analysis.

First, we arranged the studies retrieved in a summary table (eTable) 
and then discussed the utility and clinical applicability of the described 
diagnostic procedures with all co-authors in two consecutive confer-
ences. This positive selection was presented in smaller tables (Tables 
1–4).

eMETHODS  
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eTABLE 

Overview of all studies included in our analysis

Reference method for 
 determining HS

Hydration status: Hyperosmolal dehydration

Directly measured serum 
osmolality, calculated 
serum osmolarity, or rapid 
weight loss over a period of 
7 days 

Directly measured serum 
osmolality

Calculated
 serum osmolarity

Publications/
study design

Hooper et al.  
(2015) (5) 
meta-analysis

Bunn & Hooper  
(2019) (6)
Cross-sectional study 

Siervo et al.  
(2014) (7)
Cross-sectional study 

Hooper et al.  
(2015) (8)
Cross-sectional study 

Hooper et al.  
(2016) (9)
Cross-sectional study 

Kinoshita et al.  
(2013) (10)
Cross-sectional study 

Shimizu et al.  
(2012) (11)
Cross-sectional study 

Wojzel  
(2020) (12) 
Cross-sectional study 

Sanson et al.  
(2021) (2)
Retrospective cohort 
study

Study setting and study population

Hospital patients, residents of nursing facilities, 
persons living independently
→ Age: ≥ 65 years

Long-term residents of nursing facilities: nursing 
homes, assisted living, special facilities for 
 dementia patients
→ Age: ≥ 65 years
→  DRIE cohort 

Hospitalized and non-hospitalized persons 
5 different cohort studies
→ Age: ≥ 65 years
→  DRIE, NU-AGE and potentially Fortes, 
 Sjöstrand, and Pfortmüller cohorts

Patients of an acute care hospital
→ age ≥ 65 years

N 

3412

  188

  186

  595

   29

   27

  358

4613

Methods assessed

67 different clinical signs/symptoms, hemody-
namic parameters, lab tests, BIA; among others: 
skin turgor; dryness of mouth, mucous mem-
branes, axilla; systolic blood pressure, Schellong 
test, urine color, U-stix, BIA resistance, and more.

49 different clinical methods, incl. skin turgor, dry 
mouth, axillary moisture, capillary refill time, 
 peripheral vein filling, among others.

36 equations for calculating serum osmolality

13 different urine parameters, including urine 
color, urine specific gravity, volume, urinalysis, 
urine osmolality

Four clinical signs of dehydration: reduced skin 
turgor, sunken eyes, axillary dryness, device-
based measurement of skin moisture in axilla 
(stated in %)

Six clinical signs of dehydration: impaired con-
sciousness, dryness of axilla, mucous mem-
branes and mouth, sunken eyes, skin turgor, 
 capillary refill time, laboratory parameters

Serum parameters: sodium, potassium, urea, 
 glucose

Serum and urine parameters: Serum sodium, 
 potassium, urea, creatinine; BUN/Cr, hematocrit, 
urine specific gravity

Key messages

3 of the 67 methods studied were assessed as 
suitable: “Missed drinks between meals“, 
 expressing fatigue, BIA resistance at 50 Hz; 
 potentially suitable: axillary dryness, among 
others.  

There is a complete lack of diagnostic quality for 
determining dehydration.

One formula (Khajuria & Krahn [2005] [31] Clin 
Biochem) was found to have utility in a geriatric 
population.

Recommendation to use directly measured serum 
osmolality or a formula adjusted to the popu-
lation.

Urine color, urine specific gravity and osmolality 
show only low diagnostic quality for identifying 
hypertonic dehydration.

Axillary moisture levels > 50% can virtually rule 
out dehydration.. 
Axillary moisture of <30% is suggestive of hyper-
tonic dehydr. (Spec. = 0.91; Sens. = 0.12).

Incident dry axilla (Sens. = 0.44; Spec. = 0.89) 
shows high specificity in detecting hyperosmolal 
dehydration.

Best results (ROC analysis) for sodium with a cut-
off value of 140 mmol/L sensitivity 0.80; specifi-
city 0.83.

Only serum sodium and urea showed a signifi-
cant progressive increase with an increase in 
serum osmolarity.



M
EDICINE

Deutsches Ärzteblatt International | Dtsch Arztebl Int 2023; 120: 663–9 | Supplementary material 
--

Hydration status: hyperosmolal and iso-osmolal dehydration

Directly measured serum 
osmolality and BUN/Cr

Hydration status: dehydration

BUN/Cr

Clinical synopsis based on 
systolic blood pressure, 
serum sodium, BUN/Cr, 
serum osmolality

Clinical synopsis: Medical 
history, physical examin-
ation, fluid intake, weight 
changes

Serum uric acid 

None

Fortes et al.  
(2015) (3)
Cross-sectional study

Eaton et al.  
(1994) (13)
Cross-sectional study

Orso et al.  
(2016) (14)
Cross-sectional study

Gross et al.  
(1992) (15)
Cross-sectional study

Vivanti et al.  
(2008) (17)
Cross-sectional study

Vivanti et al.  
(2013) (16)
Cross-sectional study

Yoshihara et al.  
(2007) (18)
Cross-sectional study

Johnson & Hahn 
 (2018) (4) 
Cross-sectional study

Ekman, L. et al.  
(2020) (219)
Cross-sectional study

Patients of an acute care hospital  
→  Age: ≥ 60 years 

Geriatric acute patients
→  Age: ≥ 70 years

Patients in emergency department 
→  Age: ≥70 years

Acute patients in an emergency department 
→  Age: ≥ 60 years 

Inpatients in a geriatric rehabilitation facility 
→  Age: ≥ 60 years

Outpatients of a national screening program
→  Age: 76 years 

Nursing home residents
→   Age: 64–103

Patients of a geriatric rehabilitation facility with 
status post hip fracture
→  Age: ≥ 65 years 

  178

  100

  270

   55

   43

   10

  403

   60

   38

7 clinical and hemodynamic signs of dehydration: 
tachycardia, systolic blood pressure<100 mm Hg, 
dryness of mucous membranes and axilla, skin 
turgor, capillary refill time, sunken eyes

Axillary moisture: manually palpated sweat excre-
tion and sweat excretion measured by placing tis-
sue paper in the axilla 

Ultrasonography of inferior vena cava: absolute 
expiratory diameter, caval index, shock index, 
among others

38 clinical signs: vigilance, sunken eyes, skin 
 turgor, mucosal dryness, axillary moisture, and 
more.

Hematological and urine parameter, hemody-
namic measurements, clinical signs: oral mucosal 
dryness, skin turgor.

Hourly weight fluctuations within 9 h for three 
consecutive days. 

Salivary samples: salivary flow rate, salivary 
spinnability

Correlation between hematological parameters, 
urine parameters (for example: FRI = urine spe-
cific gravity, urine osmolality, urine creatinine and 
urine color), clinical signs, hemodynamic par-
ameters, sense of thirst, medical history 

All clinical signs were found to have low sensitiv-
ity (0.0–0.44). Salivary osmolality had a sensitiv-
ity of 0.7 and a specificity of 0.68 to diagnose 
both types of dehydration.

Palpation of a moist axilla was found to have a 
high negative predictive value (84%). Potential 
utility as an exclusion criterion.

Significantly lower values of expiratory diameters 
in dehydrated patients (1.3±0.5 cm vs. 1.7±0.4 
cm; p<0.001); higher caval index in dehydrated 
patients (75 vs. 40%; p = 0.01); caval index with 
cut-off values of 48%:: Sens.= 0.993, Spec.= 1.0 
for diagnosing dehydration; cut-off value of 1.55 
cm for the expiratory diameter: Sens.= 0.855, 
Spec.= 1.00. 

Some methods showed a significant correlation 
with patient age (e.g., skin turgor) but not with hy-
dration status. 

No statistically significant differences in urine par-
ameters, hematological and serological par-
ameters between patients classified as dehy-
drated or euhydrated.

Weight fluctuations between 0.3% and 2.8% ob-
served in euhydrated patients. Weight fluctu-
ations < 3% should not be used as an indicator of 
dehydration.

A statistically significant difference in salivary 
spinnability between subjects with uric acid con-
centrations ≥/< 7 mg/dL was found.

No statistically significant correlation between FRI 
and measured serum osmolality or serum so-
dium; patients with increased FRI reported a less 
pronounced sense of thirst; clinical examinations 
did not correlate with other markers of dehy-
dration.

Low fluid intake correlated strongly with in-
creased urine specific gravity. Patients with low 
fluid intake reported a less pronounced sense of 
thirst. Patients with a fluid intake of < 800 mL/d 
were found to have more concentrated urine and 
had lost weight in the previous month. Urine spe-
cific gravity proposed as a potential marker of 
low-intake dehydration.
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Hydration status: global HS

TBW, ECW using isotope 
dilution methods

Olde Rikkert et al. 
 (1997) (1)
Prospective   
observational study

Olde Rikkert et al. 
 (1998) (20)
Prospective   
observational study

Powers et al.  
(2009) (21)
Cohort study

Ritz  
(2001) (22) 
Cohort study

Hoyle et al.  
(2011) (23)
Cohort study 

Geriatric hospital inpatients
→  Age: ≥ 70 years

Patients of an acute care hospital
→  Age ≥ 65 years

Geriatric hospital inpatients with hyponatremia
→  Age: ≥ 65 years

   53

   32

  169

   22

MF-BIA, weight changes

Hematological parameters: serum sodium, 
 potassium, urea, creatinine, hematocrit; BUN/Cr; 
observation for 16 months

TBW estimation using BIA, anthropometric 
measurements

BIA measurements: TBW, ECW 
Clinical examination: mucosal dryness, axillary 
dryness, skin turgor, peripheral edema, among 
others 

Utility of individual BIA measurements for diag-
nostic purposes questionable; serial measure-
ments useful for evaluation of treatment 
 response.

In euvolemic patients, the median of all serially 
measured laboratory parameters was within the 
population-based normal ranges. One-time test-
ing of the parameters showed high interindividual 
variability; intraindividual variability much less 
pronounced.

BIA measurements did not differ significantly 
when compared to the isotope dilution analysis.

TBW using BIA (50 kHz): Difference of 0.48 ± 2.3 
L compared to isotope dilution analysis;
BIA measurement are useful for monitoring 
 patients with shifts in fluid and volume status.

Clinical assessment showed only moderate inter-
individual agreement (κ = 0.59; p<0,001).
BIA-TBW showed a clear linear relationship with 
TBW measurements by isotope dilution (r = 0.69; 
p<0.001). 
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BIA, bioelectrical impedance analysis; BUN/Cr: blood urea nitrogen to creatinine ratio; ECW, extracellular water; FRI, Fluid Retention Index; HS, hydration status; IV, intravenous; MF-BIA, multi-frequency bioelectrical impedance analysis; pts, patients; CRT, capillary 
refill time; ROC analysis, receiver operating characteristic analysis; Sens., sensitivity; Spec., specificity; TBW, total body water 

Clinical assessment of HS 
based on weight, HR, 
sunken eyes, mucosal dry-
ness, skin turgor, peripheral 
venous filling , among 
others

None

Hydration status: Hyperhydration

Clinical synopsis based on 
peripheral edema, pulmon-
ary congestion, jugular ve-
nous congestion etc.

Rosher & Robinson 
 (2004) (24)
Uncontrolled, non-ran-
domized interventional 
study

Rösler et al.  
(2009) (25)
Cohort study

Cumming et al.  
(2014) (26)
Cohort study

Wakefield et al.  
(2002) (27)
Cohort study

Mentes et al.  
(2006) (28)
Cohort study

Powers et al.  
(2012) (29)
Cohort study

Coodley et al.  
(1995) (30)
prospective  
cohort study

Nursing home residents
→  Age: ≥ 70 years 

Geriatric hospital inpatients
→  Age: ≥ 65 years

Hyponatremic inpatients with fragility fractures
→  Age: ≥ 70 years

Nursing home residents
→  Age: ≥ 65 years

Geriatric hospital inpatients
→  Age: ≥ 65 years

Hospital outpatients and inpatients 
→  Age: ≥ 65 years

Patients with congestive heart failure and IV 
 diuretic therapy
→  Age: ≥65 years

   51

  103

  125

   89

   92

   63

   12

Intervention: 9-week hydration program with mini-
mum intake of 470 mL in addition to previous oral 
fluid intake. 
Measurements: BIA, physical examination

BIA: resistance, reactance, vector analysis, 
 anthropometric measurements.

BIA measurements & obtaining clinical signs, e.g. 
skin turgor, dry mouth, among others 

Correlations between various parameters, includ-
ing urine color, osmolality, specific gravity, and 
hematological parameters 

Correlation between urine specific gravity and 
urine color.

Correlation between various BIA (TBW, ECW) 
and urine parameters

BIA resistance, reactance, TBW

Stat. significant increase in TBW, measured using 
BIA at the end of the program; improvement in fill-
ing of veins on the dorsum of the foot; no effect 
on other clinical signs

Agreement of expert assessment with BIA 
measurements in 40/60 cases in euvolemic 
 patients, but no agreement with regard to diag-
nosis of dehydration or hyperhydration (0/43)

BIA measurements have the potential to improve 
the assessment of volume status. In 23 of 33 
cases with hyponatremia, the expert assessment 
of HS was consistent with the classification based 
on BIA measurements.

Significant correlations between urine color and 
urine specific gravity (r = 0.57; p<0.001) and 
urine osmolality (r = 0.57; p<0.001);
sign. correlations between urine osmolality and 
serum osmolality (r = 0.37; p<0.01) and BUN/Cr 
ratio (r = 0.39; p<0.01);
no correlation between urine color and hemato-
logical & serological parameters

Correlations between urine color and urine spe-
cific gravity range from r = 0.3 to r = 0.7, depend-
ing on patient subgroup.

No statistically significant correlations

Single measurements using BIA seem to have 
 limited usefulness for monitoring diuretic therapy; 
consecutive measurements for intraindividual 
 assessment may be considered.
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eBOX

Inclusion criteria of the screening process
● Language

– English
– German

● Methods
– Primary literature and meta-analyses
– Studies on diagnostic quality
– Studies comparing methods for hydration status assessment with each 

other or with a reference method

● Study population
– Patients aged 65 years or older
– Groups of persons who, because of their frailty, represent a geriatric 

population (e.g. nursing facility residents, multimorbidity, frailty, nursing 
care needs)
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eFIGURE 1

Literature search according to the PICO framework
PICO, patient, intervention, comparison, outcome

Hydration status
● “organism hydration status“
● “hydration“
● “dehydration“
● “euhydration“
●  “hyperhydration“
● “overhydration“

Diagnostic methods 
● “assessment“
● “geriatric assessment“
● “clinical assessment“
● “evaluation“
● “test“
● “signs“
●  “bioelectrical impedance“
●  “plasma analysis“

● “ultrasonography“
● “inferior vena cava“
●  “urine color“
● “urine specific gravity“
●  “urine osmolality“
●  “plasma osmolality“
●  “ultrasound“
●  “collapsibility index“

Population
● “old age“
● “old patients“
●  “old people“
●  “older patients“
●  “older people“
●  “elderly“
●  “elderly patients“ 
●  “geriatric“ 

Search results

and and

eFIGURE 2 Literature selection 
process

PubMed search:  
355 articles 

References :  
796 references from 24 articles screened

Multi-stage  
screening process   

Multi-stage 
screening process 

30 included articles 
(29 individual studies and 1 meta-analysis) 

Included from references: 
6 articles

Included from PubMed search: 
24 articles
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From:  < agedcarequality.gov.au>
Sent: Tuesday, 21 April 2026 10:35 AM
To:    
Cc: Coroner Inquiries;      

 
Subject: RE: For Action: Letter from the SA Minister for Health and Wellbeing re Coroner's 

Inquest Findings into the death of  [SEC=OFFICIAL]
Attachments: Strengthened Quality Standards recommendations - Coroner Court of SA Inq... (3.12 

MB)

OFFICIAL 

Thanks  
 

 from OP&S has engaged with the FNDU to review and provide SME on the Coroner’s 
recommendations for the Commission’s guidance re: outcome 5.5 and examples of key tasks 
providers can take (Action 5.5.5) regarding the implementation of processes to maintain an 
individual’s nutrition and hydration. The team also advised that the Department has stated that they 
will commit to include these recommendations in the first 5-year periodic review of the Quality 
Standards (due 2030).  
 
Recommended changes to the Commission’s provider guidance is advised to be scheduled for July 
2026. I have also requested the correction to the current reference to actions as outcomes under 
Standard 5. 
 
The FNDU and campaign team have previously published QB articles on the importance of hydration 
and person-centred strategies to encourage adequate intake (including thickened fluid 
considerations), but I agree with the approach of a dedicated resource, or clinical alert addressing this 
issue and would be happy to support. 
 
I have also engaged the support of our clinical and clinical education units to review resources 
highlighted within the Commission’s repository of guidance and determine if there are any others we 
can review and consider promoting in line with usual processes and requirements. 
 
Please let me know if I can be of any further assistance in responding to the matter in addition to 
current support being provided. 
 
Kind regards,   
 

  BSc MDietSt GradDipPH  APD 
Director 
Food, Nutrition and Dining Unit 
Chief Clinical Advisor Division 
 
Aged Care Quality and Safety Commission 
E agedcarequality.gov.au | W www.agedcarequality.gov.au 
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GPO Box 9819 Perth WA 6001 
Whadjuk Country 
 
 
  

 
 

 

In the spirit of reconciliation, the Aged Care Quality and Safety Commission acknowledges the 
Traditional Custodians of Country throughout Australia and their connections to land, water and 
community. We pay our respect to their Elders, past, present and emerging and extend that respect 
to all Aboriginal and Torres Strait Islander peoples. 
 

Important: This transmission is intended only for the use of the addressee and may contain 
confidential or legally privileged information. If you are not the intended recipient, you are 
notified that any perusal, use, dissemination, disclosure or copying of this communication is 
strictly prohibited. If you have received this transmission in error, please notify the author 
immediately by return e-mail and delete the transmission without making a copy. 
  

     

From:  < agedcarequality.gov.au>  
Sent: Monday, 20 April 2026 2:51 PM 
To:  < agedcarequality.gov.au>;  
< agedcarequality.gov.au>;  < agedcarequality.gov.au> 
Cc: Coroner Inquiries <CoronerInquiries@agedcarequality.gov.au>;  
< agedcarequality.gov.au>;  < agedcarequality.gov.au>;  
< agedcarequality.gov.au>;  < agedcarequality.gov.au>;  
< agedcarequality.gov.au>;  < agedcarequality.gov.au>;  
< agedcarequality.gov.au> 
Subject: RE: For Action: Letter from the SA Minister for Health and Wellbeing re Coroner's Inquest Findings into the 
death of  [SEC=OFFICIAL] 
 

OFFICIAL 

Hi   
 
Just bringing in   and  as well  
 
Rec 4  

 I make the following recommendation to the Aged Care Quality and Safety Commissioner, the 
Inspector-General of Aged Care and the Minister for Health, Disability and Ageing:  

o That consideration be given to amending the final Strengthened Aged Care Quality 
Standards to include the following requirements (potentially within standard 5.5.5):  

 The provider implements processes to maintain an older person’s hydration by:  
 a. Measuring the daily fluid intake of residents who are clinically dehydrated  
 b. Measuring the daily fluid intake of residents assessed as being at risk of 

dehydration, including all residents living with dementia and residents being 
administered diuretic medication/s  

 c. Recognising inadequate fluid intake d. Responding to inadequate fluid intake  
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Geriatrician 

BMBS FRACP Mst Gerontology Grad Cert Leadership GAICD 

  

Chief Clinical Advisor 

Chief Clinical Advisor Division 

Available Monday, Wednesday, Thursday and Friday 

  

Aged Care Quality and Safety Commission 

E agedcarequality.gov.au| W www.agedcarequality.gov.au 

T  | M  

GPO Box 9819, Adelaide SA 5000 

Kaurna Country 

#Everyone you meet is fighting a battle you know nothing about - be kind always 

 

 

In the spirit of reconciliation, the Aged Care Quality and Safety Commission acknowledges the 
Traditional Custodians of Country throughout Australia and their connections to land, water and 
community. We pay our respect to their Elders, past, present and emerging and extend that respect 
to all Aboriginal and Torres Strait Islander peoples. 
 

 

Important: This transmission is intended only for the use of the addressee and may contain 
confidential or legally privileged information. If you are not the intended recipient, you are 
notified that any perusal, use, dissemination, disclosure or copying of this communication is 
strictly prohibited. If you have received this transmission in error, please notify the author 
immediately by return e-mail and delete the transmission without making a copy. 

 

  

From:  < agedcarequality.gov.au> 
Sent: Friday, March 27, 2026 3:23 PM 
To:  < agedcarequality.gov.au>;  
< agedcarequality.gov.au> 
Cc:  < agedcarequality.gov.au>; Coroner Inquiries 
<CoronerInquiries@agedcarequality.gov.au> 
Subject: FW: For Action: Letter from the SA Minister for Health and Wellbeing re Coroner's Inquest Findings into the 
death of  [SEC=OFFICIAL]  
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In the spirit of reconciliation, the Aged Care Quality and Safety Commission acknowledges the 
Traditional Custodians of Country throughout Australia and their connections to land, water and 
community. We pay our respect to their Elders, past, present and emerging and extend that respect 
to all Aboriginal and Torres Strait Islander peoples. 
 

Important: This transmission is intended only for the use of the addressee and may contain 
confidential or legally privileged information. If you are not the intended recipient, you are 
notified that any perusal, use, dissemination, disclosure or copying of this communication is 
strictly prohibited. If you have received this transmission in error, please notify the author 
immediately by return e-mail and delete the transmission without making a copy. 
From:  < agedcarequality.gov.au>  
Sent: Monday, 23 March 2026 3:53 PM 
To: @agedcarequality.gov.au> 
Subject: FW: FOR ACTION: Letter from the SA Minister for Health and Wellbeing re Coroner's Inquest Findings into 
the death of  [SEC=OFFICIAL] 
  

OFFICIAL 

Yes, this can go to the coronial team etc. Can they draft a response for  to send to the SA Minister?  
  
Kind regards 
  

 
  

 

In the spirit of reconciliation, the Aged Care Quality and Safety Commission acknowledges the 
Traditional Custodians of Country throughout Australia and their connections to land, water and 
community. We pay our respect to their Elders, past, present and emerging and extend that respect 
to all Aboriginal and Torres Strait Islander peoples. 
 

 

Important: This transmission is intended only for the use of the addressee and may contain 
confidential or legally privileged information. If you are not the intended recipient, you are 
notified that any perusal, use, dissemination, disclosure or copying of this communication is 
strictly prohibited. If you have received this transmission in error, please notify the author 
immediately by return e-mail and delete the transmission without making a copy. 

 

  

From:  < agedcarequality.gov.au>  
Sent: Friday, 6 March 2026 4:57 PM 
To: Office of the Commissioner < agedcarequality.gov.au>;  <

agedcarequality.gov.au>;  < agedcarequality.gov.au> 
Cc:  < agedcarequality.gov.au>;  
< agedcarequality.gov.au>;  < agedcarequality.gov.au>;  

 < agedcarequality.gov.au> 
Subject: FOR ACTION: Letter from the SA Minister for Health and Wellbeing re Coroner's Inquest Findings into the 
death of  [SEC=OFFICIAL] 
  

OFFICIAL 
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Hi (and  absence next week) 
  
See attached a letter from the South Australian Minister for Health and Wellbeing, the Hon Chris 
Picton MP to addressed to you providing a copy of the Deputy State Coroner’s Inquest Findings into 
the death of  There are several recommendations that have been directed to the 
Commission within. 
  
Please let us know if you require assistance preparing a response to the Minister. Otherwise, we will 
leave with your office to action as appropriate. 
  
Kind regards 

 
  

 
Assistant Director, Parliamentary Services 
Engagement, Education and Communication 
  
Aged Care Quality and Safety Commission 
E @agedcarequality.gov.au  |W www.agedcarequality.gov.au 

 
GPO Box 9819, Sydney 2001 
I work part time and do not work on Tuesdays. 
  

 

In the spirit of reconciliation, the Aged Care Quality and Safety Commission acknowledges the 
Traditional Custodians of Country throughout Australia and their connections to land, water and 
community. We pay our respect to their Elders, past, present and emerging and extend that respect 
to all Aboriginal and Torres Strait Islander peoples. 
 

 

Important: This transmission is intended only for the use of the addressee and may contain 
confidential or legally privileged information. If you are not the intended recipient, you are 
notified that any perusal, use, dissemination, disclosure or copying of this communication is 
strictly prohibited. If you have received this transmission in error, please notify the author 
immediately by return e-mail and delete the transmission without making a copy. 
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INQUEST INTO THE DEATH OF  

ADELINA D'ANGELO 

[2026] SACC 1 

Inquest Findings of her Honour Deputy State Coroner Kereru 

12 February 2026 

CORONIAL INQUEST 

Examination of the cause and circumstances of the death of a woman living with dementia who experienced 

severe dehydration, leading to acute kidney injury, while under the care of staff at a residential aged care facility.  

The Inquest explored the circumstances leading to severe dehydration, whether there was a failure to recognise 

the developing condition and whether steps could have been taken to avoid reaching that state. 

Held: 

1. Adelina D'Angelo, aged 88 years of Campbelltown, died at the Royal Adelaide Hospital on 9 October 

2020 as a result of acute on chronic renal failure due to dehydration on a background of Lewy body 

dementia, Parkinson’s disease and congestive cardiac failure. 

2. Circumstances of death as set out in these findings.   

Recommendations made.  



Pub
licl

y A
va

ila
ble

 

 



Pub
licl

y A
va

ila
ble

 

 

Contents 

Introduction .................................................................................................................... 1 

Reason for report of death and cause of death ............................................................ 2 

Evidence at Inquest ........................................................................................................ 3 

Hindsight bias ................................................................................................................. 3 

Adelina D'Angelo ............................................................................................................ 3 

Dr Mario Giordano ........................................................................................................ 4 

Dr Raunak Rahat Konok ............................................................................................... 5 

Professor Craig Whitehead ........................................................................................... 5 

Dehydration vs renal impairment – The cause and effect .......................................... 6 

Dehydration – A broader issue ...................................................................................... 8 

The diagnosis of dehydration in the elderly – A misconception ............................... 11 

Circumstances leading up to Mrs D’Angelo’s death ................................................. 13 

Incidents of concern raised by the D’Angelo family .............................................................. 13 

North Eastern Community Hospital Aged Care Facility ....................................................... 14 

When did Mrs D’Angelo become dehydrated? ...................................................................... 15 

Episode of hypernatraemia .................................................................................................... 17 

The three-day food and fluid chart ......................................................................................... 19 

Removal of lesion ................................................................................................................... 22 

Mrs D’Angelo’s birthday ....................................................................................................... 22 

Dr Konok’s consultation ........................................................................................................ 24 

Transfer to hospital ................................................................................................................ 30 

Preventability ................................................................................................................ 31 

Systemically guarding against dehydration ........................................................................... 31 

Action by Dr Giordano .......................................................................................................... 32 

Calculating the result of the three-day food and fluid chart .................................................. 32 

Action by Dr Konok ................................................................................................................ 33 

Treatment at the Royal Adelaide Hospital ............................................................................. 33 

Conclusions ................................................................................................................... 33 

Recommendations ......................................................................................................... 34 

Acknowledgments ......................................................................................................... 36 



 
lab

le

INQUEST INTO THE DEATH OF 

ADELINA D'ANGELO 

[2026] SACC 1 

Introduction 

1 Mrs Adelina D’Angelo was born in Italy on 16 September 1932.  She died on 9 October 

2020, having recently turned 88-years-old. 

2 Mrs D’Angelo suffered from a number of medical conditions including Lewy body 

dementia, congestive cardiac failure, myocardial infarction, Parkinson’s disease, chronic 

kidney disease, fractured neck of femur (surgically repaired), hypothyroidism, urinary 

tract infection, hypertension and excision of squamous cell carcinoma.   

3 In 2017, when Mrs D’Angelo was 84-years-old, she underwent an Aged Care Assessment 

and was placed into respite at the North Eastern Community Hospital Aged Care Facility 

(NECH) in Campbelltown, South Australia.   

4 Mrs D’Angelo began respite for a four-week period from 22 June 2017 at NECH, after 

which she became a resident on a permanent basis.

5 Mrs D’Angelo’s long term general practitioner (GP) was Dr Mario Giordano. Once she

became a resident of NECH, Dr Giordano continued to visit her there for regular check-

ups.  

6 On 19 September 2020, Mrs D’Angelo was picked up and taken to the house of her

daughter, Toni, for her planned birthday celebration with extended family and friends.  

She was observed to enjoy the day, including eating and drinking as usual.  

7 On 26 September 2020, Mrs D’Angelo’s daughter, Anna, visited her at NECH.  

Mrs D’Angelo was observed to be bright and her normal self, much as she was on her 

birthday the week before.

8 On 3 October 2020, Anna received a call from NECH advising that her mother’s food

and fluid intake had reduced in the last few days. She was further advised that a locum

doctor had examined her, that her vitals were ‘ok’ and a urine sample was to be collected.  

9 The locum doctor, Dr Raunak Konok, queried whether Mrs D’Angelo had suffered a 

stroke but did not order any specific medical intervention, with the nurse recording in the 

clinical notes that there was ‘nothing to be done’. 

10 On 4 October 2020, Mrs D’Angelo was observed to be less responsive.  Following a 

phone call with a family member, Toni, who insisted that an ambulance be called, 

Mrs D’Angelo was conveyed and then admitted to the Royal Adelaide Hospital (RAH).   

11 On admission to the RAH, Mrs D’Angelo was noted to be sleeping but responding to 

voice.  Her vital signs were abnormal, and she was found to be dehydrated with a high 

sodium level of 163 mmol/L, high creatinine level of 210 µmol/L and high urea level of 

39.7 mg/dL.  She was diagnosed with dehydration and presumed pre-renal acute on 

chronic kidney injury due to her poor oral intake.  Despite intravenous fluid resuscitation 

she deteriorated and became hypotensive, bradycardic and less responsive. 
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12 Following a family discussion, Mrs D’Angelo was commenced on palliative care and 

pronounced life extinct on 9 October 2020. 

Reason for report of death and cause of death 

13 A Medical Report of Death was received by the Coroners Court of South Australia 

following Mrs D’Angelo’s death.  The report was made due to concerns raised by the 

D’Angelo family to RAH clinicians about her care at NECH.  The opinion of the reporting 

medical officer as to her cause of death was ‘severe dehydration’. 

14 Following receipt of the Medical Report of Death, a coronial investigation was 

commenced and an autopsy on Mrs D’Angelo’s remains was directed.  Associate 

Professor (A/P) Neil Langlois, forensic pathologist at Forensic Science SA, undertook 

the post-mortem examination.  On 29 April 2021, A/P Langlois furnished his post-

mortem report.   

15 A/P Langlois’ opinion was that Mrs D’Angelo’s death was a result of pneumonia 

complicating inanition with dehydration and urinary tract infection on a background of

Parkinson’s disease and Lewy body dementia.1

16 During the course of the coronial investigation, an expert report was obtained from 

Professor Craig Whitehead, consultant geriatrician. In his report, he opined that

Mrs D’Angelo appeared to have died of dehydration precipitating acute kidney injury

and renal failure.2 Professor Whitehead explained that he did not believe that significant 

urosepsis was involved in her death.

17 A/P Langlois was asked to comment on this opinion in a supplementary post-mortem

report. He observed that while he and Professor Whitehead did differ in their placing of

significance on factors contributing to death, they were in agreement on what they

considered to be the main elements of death; dementia and dehydration. A/P Langlois

opined:

I consider the dementia to be the underlying process that has led to her death with 

dehydration being the precipitant of her death at the time.  The contribution of other factors 

could be debated, but their inclusion or not in the cause of death would remain matters of 

individual opinion that I feel are peripheral to the key issues being considered in this case.3 

18 For reasons that I have set out in detail below, I find Mrs D’Angelo’s cause of death to 

be: 

Acute on chronic renal failure due to dehydration on a background of Lewy body dementia, 

Parkinson’s disease and congestive cardiac failure. 

1 Exhibit C2a 
2 Exhibit C15, page 4 
3 Exhibit C2b 
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Evidence at Inquest  

19 The documentary evidence at Inquest comprised 43 exhibits. 

20 In addition to the documentary evidence, oral evidence was heard from: 

• Associate Professor Neil Langlois, Forensic Pathologist, Forensic Science SA

• Dr Mario Giordano, General Practitioner

• Dr Raunak Konok, General Practitioner/Locum Medical Practitioner

• Ms Vivian Ebhodaghe, Registered Nurse, North Eastern Community Hospital

• Ms Cara Miller, Chief Executive Officer (CEO), North Eastern Community

Hospital

• Professor Craig Whitehead, Expert Geriatrician

21 In these findings I will not summarise all the evidence tendered or heard at the Inquest 

but will refer to it only in such detail as is warranted by its forensic significance and the 

interests of narrative clarity. It should not be inferred from the absence of reference to

any aspect of the evidence that it has not been considered.

Hindsight bias 

22 I warn myself concerning a vital consideration in the assessment of the evidence and any 

potential criticisms of witnesses in this Inquest, namely hindsight bias. 

23 A description of ‘hindsight bias’ is given in the Australasian Coroners Manual, namely:

The tendency after the event to assume that events are more predictable or foreseeable than

they really were. What is clear in hindsight is rarely as clear before the fact. If it were,

there would be far fewer mistakes made. It is an obvious point, but one that nonetheless

bears repeating, particularly when Coroners are considering assigning blame or making

adverse comments that might damage a person’s reputation …

Hindsight, of course, is a very useful tool for learning lessons from an unfortunate event.

It is not useful for understanding how the involved people comprehended the situation as it

developed. The distinction needs to be understood and rigorously applied.

24 As I have said, I am very mindful of this warning when considering the evidence in this 

Inquest. 

Adelina D'Angelo 

25 In the affidavits provided by her family, Mrs D’Angelo was described as a caring and 

generous daughter, wife, mother and grandmother.  She had an active social life, 

dominated by family events such as weddings, birthdays, Catholic feasts and dances.  She 

would often ‘cook up a storm’ and ring her children to come and collect food.  This 

generosity also extended to her neighbours.  She was described as instilling important 

values in her children such as respect, humility and consideration for others. 

26 By way of background, Mrs D’Angelo was born in 1932 in Italy.  She met her husband, 

Giorgio while living in Italy.  Mr D’Angelo migrated to South Australia in late 1956 with 
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Mrs D’Angelo following in early 1957.  They married on 5 February 1958.  

Mrs D’Angelo worked at Penfolds Wines before they started a family.  They had four 

children; Anna, Antonia (known as Toni), Donata and Mario.   

27 The D’Angelo family lived on a 2,000 square metre property in Magill.  The family lived 

in a small house there.  Mrs D’Angelo’s daughter Anna remembered a large vegetable 

garden and a number of chickens in their backyard. 

28 When her youngest child started school, Mrs D’Angelo re-entered the work force, taking 

up employment in bakeries.  She often worked the late and early morning shifts, allowing 

her to continue to look after her family and their home during the day.   

29 In 1968, the D’Angelo family built a new home on their land in front of the existing house.  

Once moving into the newly built home, they rented their former home to a single parent 

with two children.   

30 Around 1976, Mrs D’Angelo’s mother moved into the granny flat at the family home.  

She remained there until her death in 1994.  Mrs D’Angelo took a very active grandparent 

role, so her children were able to work full time.  Anna described being a grandmother as 

bringing Mrs D’Angelo much joy.   

31 When her husband’s health declined, Mrs D’Angelo cared for him until his death in 2012.  

With the prospect of being alone in the house and the four children now grown up with 

their own families, a decision was made to ensure that Mrs D’Angelo was cared for.  That 

included a family member moving in with Mrs D’Angelo, and her children regularly 

visiting and spending time at the house.   

32 When Mrs D’Angelo was 84-years-old she underwent an Aged Care Assessment after a 

hospital admission where she was diagnosed with delirium on a background of functional 

decline.  With much consideration and some agonising from her children, it was agreed 

that Mrs D’Angelo would spend time at an aged care facility for respite in June 2017.  

This aged care facility was NECH.  As often occurs with respite arrangements for the 

elderly, Mrs D’Angelo’s respite stay was transitioned into a permanent residency at the 

same facility.   

Dr Mario Giordano 

33 Dr Mario Giordano gave evidence at the Inquest.  He had been Mrs D’Angelo’s treating 

GP for more than 20 years.  The clinical records of consultations with Mrs D’Angelo 

produced to the Court commenced on 14 September 2000.   

34 Dr Giordano received his Bachelor of Medicine and Surgery from the University of 

Adelaide in 1978.  He undertook his internship at the RAH and then at the Modbury 

Hospital in 1978.  He then worked as a Resident Medical Officer at the Women's and 

Children's Hospital (named the Children's Hospital at the time) and the Queen Victoria 

Hospital where he furthered his studies in obstetrics, obtaining a diploma in obstetrics at 

the Royal Australian College of Obstetricians and Gynaecologists.  In 1980, he began 

practice as a general practitioner. 

35 Following Mrs D’Angelo entering NECH, Dr Giordano visited her at the facility and 

continued to consult with her there.  These consultations were every 4-6 weeks in addition 
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to any specific request by nursing staff for a particular ailment.  The frequency of these 

visits decreased during the COVID-19 pandemic as entry restrictions were placed on 

nursing homes.  Dr Giordano gave evidence that he was immunocompromised due to 

cancer treatment, and in July 2020 he had stopped attending aged care facilities. 

36 Dr Giordano had very little independent memory of the events relating to Mrs D’Angelo.  

He relied on a combination of his clinical records and his usual practice to assist while 

giving evidence.   

37 The relevance of Dr Giordano’s involvement in the events leading up to Mrs D’Angelo’s 

death related to his treatment of Mrs D’Angelo’s pre-existing medical conditions, and the 

medications that he prescribed for them.  Most importantly however were the results of 

routine biochemistry testing on 26 June 2020 which revealed a level of hypernatremia, or 

high sodium levels.  This was the subject of considerable evidence and will be detailed 

below. 

Dr Raunak Rahat Konok 

38 Dr Raunak Konok completed her Bachelor of Medicine and Surgery in 1996 at the 

Bangladesh Medical College and moved to Australia to practice in 2004.  Upon arrival, 

she passed exams and undertook a year as an intern and then a year as a registered medical 

officer in psychiatry and a year in paediatrics at the Women’s and Children’s Hospital.  

In 2013, Dr Konok commenced working as a locum, including work at the Salisbury 

Super Clinic in 2016.  In 2020, Dr Konok was employed as a GP at Surrey Downs 

Medical Centre as well as continuing as a locum doctor.   

39 Dr Konok’s only involvement with Mrs D’Angelo was on 3 October 2020, when she was 

called, in her capacity as a locum, to attend NECH to assess Mrs D’Angelo due to 

concerns that she was lethargic and was excessively sleeping.4  Her observations and 

assessment were the subject of oral evidence because Dr Konok did not initiate any active 

treatment for Mrs D’Angelo despite her suspecting that she had suffered a life threatening 

condition (stroke).  This approach was against the expressed end of life wishes in 

Mrs D’Angelo’s Palliative Care Plan.5   

Professor Craig Whitehead  

40 Professor Craig Whitehead is a senior consultant geriatrician who has been in consultant 

practice for 30 years.  He is currently appointed as the Regional Clinical Director of 

Rehabilitation, Aged and Palliative Care in the Southern Adelaide Local Health Network.  

He is also a professor with Flinders University and is on the board of directors of the aged 

care provider Helping Hand.  In his routine clinical practice, he sees residents in 

residential aged care and has experience with managing general medical problems in this 

frail, elderly population.  Professor Whitehead carries out his clinical work at the 

Repatriation General Hospital, Flinders Medical Centre, Noarlunga Health Service and 

also at Victor Harbor.   

 

4 Exhibit C7a 
5 Exhibit C6a, page 32. 
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41 Professor Whitehead prepared an expert overview of Mrs D’Angelo’s care at NECH and 

gave extensive oral evidence at the Inquest.   

42 It is important to note that Professor Whitehead gave expert evidence in this Inquest about 

the care provided to Mrs D’Angelo by general practitioners, registered and enrolled 

nurses and personal care assistants.  In his evidence he frequently acknowledged that his 

training and experience placed his opinions at a level that he would not apply to other 

clinical staff.  I have taken this into account when reaching certain findings in this matter.  

Dehydration vs renal impairment – The cause and effect 

43 A/P Langlois was called to give oral evidence at the Inquest. His opinion about the cause

of death and that suggested by Professor Whitehead was the subject of cross-examination.  

A/P Langlois explained that in forming his conclusion that Mrs D’Angelo was 

dehydrated, he relied on the blood tests results, the hospital diagnosis and the changes he

observed to the kidneys, which would support the possibility of dehydration as a cause of

acute kidney injury. When considering the blood test results from the sample taken at

12:35 on 4 October 2020, he stated that the pattern he could see, of a very high urea and 

moderately but not dramatically high creatinine, was the pattern he associated with 

dehydration causing renal failure. While he noted that dehydration would not necessarily 

be the only cause of acute renal injury, it was his evidence that he could not see any other

definite cause for the kidney injury he observed.6 His observations were based on the 

macroscopic and microscopic findings of the kidneys during the post-mortem

examination which were set out in some detail in his report.7

44 When asked if he would review the cause of death he had given in his original report, 

A/P Langlois suggested that the cause could be rephrased as ‘dehydration complicating 

dementia’ or ‘dementia complicated by dehydration’.8 He did not advocate for the

inclusion of the reference to a urinary tract infection in the cause of death, noting that he

initially included it as a possible reason why Mrs D’Angelo may have stopped eating and 

drinking, as such an infection is known to cause changes in behaviour in older persons.

As to whether any infection was clinically significant, he stated that he would defer to 

Professor Whitehead, who opined that Mrs D’Angelo did not have a clinically significant

urinary tract infection and that this issue was irrelevant to the cause of death.9

45 As to other possible causes or contributing factors to Mrs D’Angelo’s death, A/P Langlois 

was cross-examined extensively.  The primary alternative hypothesis put to him was that 

kidney failure may have caused Mrs D’Angelo to experience difficulty swallowing, 

eating and drinking, and that this caused her to become dehydrated, rather than a lack of 

fluids being provided.  Once again, A/P Langlois deferred to Professor Whitehead’s 

opinion as a clinician.  However, he stated that he could see no reason why acute renal 

impairment may have started and then led to the problems described.10  He did however 

acknowledge the nexus between renal impairment creating a change in behaviour, such 

as a decrease in fluid intake. 

6 Transcript, page 35 and 42 
7 Exhibit C2a, page 8 
8 Transcript, page 75 
9 Transcript, page 520 
10 Transcript, page 59 
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46 Importantly, A/P Langlois cautioned that drawing inferences from post-mortem 

examination of the kidneys is problematic, as they are very active organs during life and 

it is difficult to tell even under the microscope whether the damage seen occurred during 

life or as a consequence of death.  He explained 'You cannot always extrapolate 

backwards.'11 

47 A/P Langlois agreed that when taken at face value, prior blood test results from 11 July 

2018 and 25 June 2020 indicated a degree of renal impairment.  The caveat given by 

A/P Langlois in relation to his assessment of renal function based on these test results 

was that it was his understanding that the eGFR was a controversial method of assessing 

renal function.  This was a matter on which Professor Whitehead later agreed in his oral 

evidence and had also given evidence about in a previous Inquest.12  Given that 

controversy was addressed in detail in that Inquest, I will not discuss it in detail here.   

48 The most persuasive evidence from the pathological perspective was A/P Langlois’ 

finding of pitting of the renal cortical surface and cortical atrophy at autopsy.  These 

changes, as he explained further in his oral evidence, were indicative of chronic renal 

impairment.13  

49 It was suggested to A/P Langlois that Mrs D’Angelo's failure to improve when 

administered intravenous fluids in hospital supported the hypothesis that renal 

impairment caused the dehydration, rather than the other way around.  On this topic, 

A/P Langlois again stated that he would defer to Professor Whitehead, however he did 

suggest that by the time Mrs D’Angelo presented to hospital, there had been further renal 

impairment due to the dehydration, and she was now in a situation that was in his words 

'irreversible'. 

50 Professor Whitehead was not asked to address the suggestion that Mrs D’Angelo's failure 

to improve when administered fluids indicated that dehydration was the consequence of 

renal failure, rather than the reverse.  He did however explain that he would not have 

expected the administration of fluids to have reversed the dehydration, as in his 

experience, such a process takes several days.14  While he queried the initial choice of 

normal saline administered at the hospital, it was his view that this decision did not make 

a huge difference to the outcome.15  I understood that A/P Langlois and Professor 

Whitehead were very much in agreement on this issue.   

51 The hypothesis of renal failure causing dehydration was put to Professor Whitehead.  He 

explained that high output renal failure or a renal obstruction can cause dehydration, 

however he opined that it was extremely unlikely as there was no evidence of renal 

obstruction.16  Accordingly, it was his evidence that it was extremely unlikely that renal 

failure caused dehydration.   

 

11 Transcript, page 52 
12 Inquest into the death of Millicent Glenn [2025] SACC 24 
13 Transcript, page 56-57 
14 Transcript, page 545 
15 Transcript, page 546 
16 Transcript, page 617 
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52 Further, Professor Whitehead expressed the view that Mrs D’Angelo almost certainly had 

a degree of chronic kidney disease and that this made her more prone to developing acute 

kidney injury.17  As explained by A/P Langlois, 'when a kidney has been damaged and 

then you put another insult on top of it, you make a person dehydrated, then of course 

that can lead to kidney failure.'18  

53 I am satisfied that with the combined evidence of A/P Langlois, Professor Whitehead and 

also Dr Giordano, it is open on the evidence to find that Mrs D’Angelo had a degree of 

chronic renal impairment before her deterioration in September 2020 and I am satisfied 

that I should make that finding.  However, the acute kidney injury detected at autopsy 

was caused by dehydration.   

54 There is no evidence to support a finding that Mrs D’Angelo's chronic renal impairment 

was the cause of her severe dehydration, which was diagnosed upon her admission to 

hospital on 4 October 2020.  It may well have exacerbated the detrimental effect of 

dehydration on her kidneys, but there is no evidence that renal failure suddenly caused 

Mrs D’Angelo to refuse food and fluid in September 2020. 

55 The possibility of a cardiac cause of death was also explored during the inquest.  

A/P Langlois expressed the view that he did not consider the condition of the heart to be 

a significant factor in Mrs D’Angelo's death.19  

56 That opinion was supported by the report of cardiologist Dr Garry Helprin.20  Dr Helprin 

opined that Mrs D’Angelo did not experience a myocardial infarction, and that the 

troponin rise seen in the blood test results of 4 October 2020 was simply due to 

dehydration and renal impairment.21  This evidence has informed me in coming to the 

conclusion I set out at the beginning of these findings; that the provoking cause of 

Mrs D’Angelo’s death was acute on chronic renal failure caused by dehydration.  

Underlying this was Lewy body dementia, Parkinson’s disease and congestive cardiac 

failure (the latter for which she was prescribed frusemide and spironolactone).   

Dehydration – A broader issue 

57 While this inquest explored several possible missed opportunities to prevent the death of 

Mrs D’Angelo, an issue of significant and national concern emerged during the evidence 

of Professor Whitehead.   

58 As explained by Professor Whitehead, the natural history of dementia (part of ageing 

itself) is to lose the sensation of thirst.  As people develop cognitive impairment not only 

do they fail to be thirsty, but they lack the faculties to seek and find food and fluids to 

maintain hydration.22   

59 It was his evidence that the hospitalisation of severely dehydrated aged care residents is 

very common in his experience.  He explained that he sees a procession of elderly patients 

 

17 Transcript, page 547 
18 Transcript, page 34 
19 Transcript, page 26 
20 Exhibit C21 
21 Exhibit C21, page 5 
22 Exhibit C15, page 2 
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coming into the hospital with dehydration.  In fact, he told the court that the weekend 

before he attended to give evidence, three people were admitted in exactly the same 

advanced dehydration condition as Mrs D’Angelo. 

60 What is clear from the evidence is that dehydration is an underappreciated problem for 

older Australians living in residential care.  As lamented by Professor Whitehead, the 

failure to address hydration in a meaningful way can lead to potentially preventable 

deaths.  While the aged care industry is highly regulated, those regulations appear to be 

naive to the issue of hydration.  Meaning that there is no specific aged care quality 

standard exclusively directed to dehydration.  While there are mentions of hydration 

within the nutrition standard, those are not sufficiently individualised.   There is no 

mandated minimum fluid prescription for residents, even those deemed to be at high risk 

of dehydration.  The Aged Care Quality Standards were under review during the Inquest, 

with the draft standards received into evidence.23  The draft standards proposed the 

following actions: 

Nutrition and hydration 

5.5.5 The provider implements processes to maintain an older person’s nutrition and 

hydration by: 

a) conducting regular malnutrition screening 

b) minimising the impact of chronic conditions 

c) responding to the risk of malnutrition and when an older person is 

malnourished or has unplanned weight loss or gain. 

… 

6.1.2 The provider implements a system to monitor and continuously improve the food 

service in response to: 

a) the satisfaction of older people with the food, drink and the dining experience 

b) older people’s intake of food and drink to ensure it meets their nutritional needs 

(including review of identified unplanned weight loss and malnutrition 

identified in Standard 5) 

c) the impact of food and drink on the health outcomes of older people 

d) contemporary, evidence-based practice regarding food and drink. 

… 

6.2.1 As part of assessment and planning, the provider assesses and regularly reassesses 

each older person’s nutrition, hydration and dining needs and preferences.  The 

assessment considers: 

a) the specific nutritional needs of older people, including a focus on protein and 

calcium rich foods 

b) the older person’s dining needs 

c) what the older person likes to eat and drink 

d) when the older person likes to eat and drink 

e) what makes a positive dining experience for the older person 

f) clinical and other physical issues identified that impact the older person’s 

ability to eat and drink. 

 

23 Exhibit C12a 
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Note: ‘Clinical and other physical issues’ may include consideration of a person’s oral health, 

ability to chew and swallow, the impact of medications on appetite, seating and positioning 

requirements for eating and drinking, dexterity, physical assistance needed to eat and drink, etc. 

61 Following the conclusion of the inquest, I received into evidence the final Strengthened 

Aged Care Quality Standards that took effect on 1 November 2025.24  They include the 

same deficiency.  The final text reads:  

Nutrition and hydration  

5.5.5 The provider implements processes to maintain an individual’s nutrition and 

hydration by: 

a) conducting regular malnutrition screening

b) minimising the impact of chronic conditions

c) responding to the risk of malnutrition and when an individual is malnourished

or has unplanned weight loss or gain.

… 

6.1.2 The provider implements a system to monitor and continuously improve the food

and drinks service in response to: 

a) the satisfaction of individuals with the food, drink and the dining experience

b) individuals’ intake of food and drink to ensure it meets their nutritional needs

(including review of identified unplanned weight loss and malnutrition

identified in Standard 5)

c) the impact of food and drink on the health outcomes of individuals 

d) contemporary, evidence-based practice regarding food and drink.

… 

6.2.1 As part of assessment and planning, the provider assesses and regularly reassesses

each individual’s nutrition, hydration and dining needs and preferences. The

assessment considers:

a) the specific nutritional needs of individuals, including a focus on protein and

calcium rich foods 

b) the individual’s dining needs 

c) what the individual likes to eat and drink

d) when the individual likes to eat and drink

e) what makes a positive dining experience for the individual

f) clinical and other physical issues identified that impact the individual’s ability to

eat and drink.

62 This Inquest has therefore illuminated a critical gap in the oversight and management of 

aged care facilities.  It was plain from the evidence of current Chief Executive Officer of 

the North Eastern Community Hospital Incorporated, Cara Miller, that there would be 

little utility in suggesting that aged care facilities voluntarily commence the monitoring 

of minimum fluid prescription for residents.   She indicated that in some facilities, there 

is no funding available for these extra care requirements. Ms Miller explained: 

Yeah, I think - so at the moment the funding that exists for the delivery of services under 

the eight standards that are currently legislated and monitored by the commission a 

requirement for documenting regular fluid intake is not as prescriptive as what I'm 

suggesting you're saying. In that regard if there was to be a change that then has a flow 

24 Exhibit C22b 
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on effect to the staffing to be able to deliver and document that. At this stage I think it's 

very widely reported that there's a lot of pressure on the aged care systems. A significant 

number of providers are not profitable and to have extra care and nursing requirements 

that would need to be delivered for that greater oversight, not just in review of monitoring 

but recording, that would I would suggest need to be something that would need to be 

stipulated by the Commonwealth and the commission as a set of standards in the proposed 

new standards. That would need to have a requirement around what we're currently 

hearing and monitoring about care and nursing minutes per resident per day. So if there's 

a greater expectation around that that would then have to flow into a funding model that 

would meet the requirements for those staff members to be available to execute that 

greater monitoring and compliance if that was to be set as a standard.25 

63 While some facilities may recognise the urgent need to prioritise this issue, others may 

not or simply do not have the resources, resulting in a lack of consistency in the care 

provided to older Australians. 

The diagnosis of dehydration in the elderly – A misconception 

64 Underpinning the broader issue above, and a contributing factor to the failure to detect 

Mrs D’Angelo’s dehydration at an earlier time, was the widespread misunderstanding in 

relation to how dehydration in older persons can be detected.  It is a common 

misconception that dehydration will manifest in clinical features in the aged.  

Dr Giordano, Dr Konok, RN Ebhodaghe and Ms Miller all gave evidence that their 

understanding of the generic signs of dehydration was that it could be detected with 

certain clinical features.  Professor Whitehead explained that this is not the case in the 

elderly.   

65 It was the uncontested evidence of Professor Whitehead that there are no reliable physical 

signs of dehydration in older adults, and the only way it can be reliably detected is by 

measuring the concentration of the blood.   

66 He told the Court that there had been significant studies over the years indicating that the 

physical signs of dehydration are unreliable in older adults.  This information is contained 

within most of the text books in the area of geriatric medicine.  Professor Whitehead 

explained that dehydration is technically and accurately defined as being hyper-

concentrated.  However, in his experience, doctors typically confuse dehydration with 

hypovolaemia, or low blood volume.  While the concepts are related, he explained that a 

person must be very concentrated in order to become hypovolaemic.26 

67 Further, the external signs of being dehydrated, or hyper-concentrated, are actually very 

unreliable.  Professor Whitehead explained that a common misconception exists that you 

can tell a person is dehydrated from the end of the bed.27  This is the precise misconception 

that was borne out in the evidence of Dr Giordano, Dr Konok, Ms Miller and 

RN Ebhodaghe.   

 

25 Transcript, page 692-693 
26 Transcript, page 524 
27 Transcript, page 532 
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68 Dr Giordano told the Court that he believed a patient who was dehydrated would have 

dry lips, a low thready pulse, low urine output and a suggestion of low blood pressure.28  

69 Dr Konok said that if she were looking for signs of dehydration, she would look at the 

lips and the mouth, check for capillary refill, look at skin turgor, which she described as 

being ‘quite reliable’ and said she expected blood pressure would be low.29 

70 Ms Ebhodaghe deposed in her affidavit that in her training to become a nurse she was 

taught to look for generic signs of dehydration, such as cracked lips, dry skin, low urine 

output, signs of thirst and a dry tongue.30 

71 Ms Miller also expressed the firm belief that her staff could tell what the signs of 

dehydration were, and that dehydration could be detected by conducting routine 

observations.   

72 A Fact Sheet published by the Aged Care Quality and Safety Commission was received 

into evidence and set out the physical signs of dehydration:31 

28 Transcript, page 160 
29 Transcript, page 247 
30 Exhibit C19, paragraph 7 
31 Exhibit C22 
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73 It was Professor Whitehead’s evidence, which I have accepted in its entirety, that this 

advice is misleading for those caring for elderly people.  He explained: 

This idea of a minimum fluid prescription being part of standards of care [I] absolutely 

support that.  I mean this seems to have been put in the context of preventing urinary tract 

infections.  Again, the evidence that keeping someone hydrated precents urinary tract 

infections, I've never actually seen a study that supports that fact.  In theory it might.  But 

the signs of dehydration - I mean if you had all of those, to be honest, you might be 

moribund.  It's not really very helpful.32 

74 As seen in the clinical records, a locum doctor saw Mrs D’Angelo on 25 August 2020 due 

to a level of agitation and recorded the observation that her hydration at that time was 

‘fair’.33  The events that followed casts doubt on this assessment.   No bloods were 

requested to confirm this assessment and so this misunderstanding appears to have had 

an impact on Mrs D’Angelo’s course of treatment.   

75 I will return to this issue at the end of these findings when considering recommendations. 

Circumstances leading up to Mrs D’Angelo’s death 

Incidents of concern raised by the D’Angelo family 

76 In a detailed letter written by the D’Angelo family to the Coroners Court on 28 August 

2021 a number of concerns were outlined in respect of the care provided to Mrs D’Angelo 

by the staff at NECH.  This was subsequently converted into an affidavit sworn by Anna 

D’Angelo.34 

77 In particular, there was an occasion in June 2020 where Mrs D’Angelo’s daughter 

identified a skin lesion on her mother’s face when visiting.  This had not previously been 

detected by staff.  It required removal and was ultimately found to be a squamous cell 

carcinoma.35  There were also frequent falls documented between 22 December 2017 and 

20 August 2020 (16 in total)36 one of which led to Mrs D’Angelo fracturing her left neck 

of femur.37 

78 Oral evidence was not heard about these particular incidents; however, documentary 

evidence was received (including the clinical records) which supported the family’s 

concerns that these incidents did occur. While not directly relevant to her cause of death, 

it did give rise to a concern of sub-optimal care in the aged care facility. 

79 In June 2018, the D’Angelo family received a letter from the Department of Health 

notifying them of a review conducted by the Australian Aged Care Quality Agency (the 

Quality Agency) on 22 June 2018 and found that NECH was not providing an appropriate 

 

32 Transcript, page 638 
33 Exhibit C11, page 75 
34 Exhibit C3, C3a 
35 Exhibit C8, pages 4-7 
36 Exhibit C12, pages 28, 86, 87, 97, 121, 125, 137, 138, 140, 145, 151, 153, 159, 163, 174, 237 and 239 
37 Exhibit C12, page 28 
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standard of care to residents.  In response, sanctions were imposed on the aged care 

facility with a meeting organised for residents, relatives and representatives to attend.38 

80 The meeting was held the next day and Toni D’Angelo attended along with a number of 

other residents’ families.  Concerns were raised at the meeting about behavioural issues, 

physical assaults, multiple falls and inadequate staff to assist with meals for residents who 

could not feed themselves.39 

81 Details of the Audit Report were received into evidence, revealing that there were five 

(of 44) requirements that did not meet expected outcomes, including ‘behaviour 

management, skin care and living environment’.40 

82 In October 2018, a further site visit and audit was conducted with NECH meeting all 44 

accreditation standards.41   

83 While these incidents were of concern individually, when viewed collectively it gave rise

to a concerning pattern of events which understandably created distress and anxiety for

the D’Angelo family. Without their involvement and advocacy on behalf of their mother,

the events that were the subject of this Inquest may not have come to light.  

North Eastern Community Hospital Aged Care Facility

84 From 24 May 2020, Registered Nurse (RN) Vivian Ebhodaghe worked at NECH and

cared for Mrs D’Angelo and other residents. As touched on above, she gave oral evidence

during the Inquest and provided an affidavit.  

85 Ms Ebhodaghe explained that there were approximately 84 residents at the time she was 

employed at the facility.42 Ms Ebhodaghe typically worked an afternoon shift (3 pm to

11 pm) and described that during her shift the composition of staff would be one RN and

three Enrolled Nurses (EN). The EN’s were the primary carers for the residents and

would be responsible for between 28 to 30 residents each. The EN was responsible for

administering medications, attending to minor wounds and would seek assistance from 

the RN on duty when necessary. There were also typically two Personal Care Workers 

(PCA) for each EN on a shift. A PCA was responsible for attending to the resident’s 

daily needs such as attending to meals and hydration, toileting and assistance with

mobility.  

86 There were no doctors at the NECH aged care facility.  The usual aged care arrangement, 

as explained in more detail by Dr Giordano, was that the resident would be under the care 

of their general practitioner (GP) from the community.  If their GP was not available, the 

resident would be seen by a locum doctor or transferred to a hospital by ambulance, 

depending on the severity of the incident.43 

38 Exhibit C3a,  
39 Exhibit C3a, pages 1-2 – Contemporaneous notes (taken by Toni ) annexed to Ms Anna D’Angelo’s affidavit 
40 Exhibit C12, Annexure CEM-C, pages 275-276 
41 Exhibit C12, Annexure CEM-D, pages 300-326 
42 Chief Executive Officer Cara Miller confirmed there to be 84 beds at NECH (Exhibit C12, paragraph 3) 
43 Exhibit C19, para 14 
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87 Ms Ebhodaghe was involved in Mrs D’Angelo’s day to day care, but more specifically 

her care plan review following the June 2020 blood results.  She was also on shift when 

Dr Konok assessed Mrs D’Angelo on 3 October 2020, just before being transferred to 

hospital in acute kidney failure.   

When did Mrs D’Angelo become dehydrated? 

88 Mrs D’Angelo suffered from a number of co-morbidities as may be expected in someone 

in their advanced years.  The diagnosis of Lewy body dementia was particularly relevant 

to her risk of dehydration.  This was for two reasons; firstly, her cognitive issues impacted 

on her ability to feel thirsty, and secondly, her motor function was affected (parkinsonism 

symptoms).   

89 There were numerous entries in the clinical records from the aged care facility 

acknowledging that Mrs D’Angelo required prompting and assistance with meals and 

fluids due to her diagnosis of dementia.  This was therefore a known and recognised risk 

factor.  The care plan set out: ‘She requires a special set up due to cognitive impairment, 

positioning to eat, toileting prior to meal times … She requires her drinks to be poured, 

a cup to be placed in her hand and verbal prompts to drink … For supervision she 

requires staff to standby to provide verbal prompts and physical assistance to eat … 1:1 

assist with feeding’.44 

90 Mrs D’Angelo’s daughter Anna also observed that following her admission to NECH, her 

ability to walk unaided declined quickly, as did her cognitive function.  In response to the 

COVID-19 pandemic, restrictions at the facility saw residents served meals in their rooms 

rather than in the dining area.  Anna explained: 

In the months before my mother’s death she was not able to feed herself.  On multiple 

occasions I went to visit my mother and her food tray had not been touched and was still 

positioned at the foot of her bed which she was unable to reach.  Our mother required 

assistance with feeding and drinking.’ 

She was able to place her own food into her mouth but she would have to be given the 

utensil with the food on it.  She would not be able to or would not initiate taking the food 

off the plate for herself. 

Similarly, she had to be prompted and directed with her drinking.  She was able to hold and 

use a cup or straw but had to be presented the drink.  She would not reach for or move to 

her drink across the table and certainly if it were not close or out of reach, she would not 

drink.  It would be entirely up to staff at the home to ensure that she had enough fluid 

intake.  Something I feel they did not do.45 

91 As touched on above, on 6 June 2020 what appeared to be a skin lesion or boil near 

Mrs D’Angelo’s ear was brought to the attention of aged care staff by her family.  A 

locum was called to attend NECH on the same day and upon doing so, queried whether 

the boil was a skin cancer.46  Dr Giordano was notified, and he referred Mrs D’Angelo 

for a dermatology review on 10 June 2020.  It was recorded in the clinical notes that Anna 

 

44 Exhibit C6a, pages 316-317 
45 Exhibit C3, paragraphs 10-12 
46 Exhibit C12, page 221 and Exhibit C11, page 86 
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D’Angelo was concerned that the lesion had not been detected and acted upon earlier by 

the aged care staff at NECH.47   

92 On 22 June 2020, Dr Giordano saw Mrs D’Angelo at NECH and ordered that a set of 

routine general chemistry bloods be taken.  He then contacted Anna to discuss the 

upcoming dermatology review.  It was recorded in his entry that he considered the ‘boil’ 

may be a basal cell carcinoma.48   

93 The results from the blood test were sent to Dr Giordano by facsimile on 26 June 2020.  

These results were the subject of much oral evidence as Professor Whitehead, in his expert 

report, commented that the results revealed a level of dehydration as her results revealed 

a sodium level of 149 mmol/L, where the normal range is between 135 to 145 mmol/L.  

In addition to this was a slightly elevated chloride level of 111 mmol/L, with a normal 

range being 95 to 110 mmol/L.49  This was concerning to Professor Whitehead as 

Mrs D’Angelo was also taking diuretic medications50 for the condition of congestive 

cardiac failure, which heightened her risk of dehydration and meant that subtle signs were 

serious.   

94 While Professor Whitehead emphasised that the results were only mildly abnormal, he 

described this as a red flag to have considered Mrs D’Angelo’s hydration status and the 

potential cessation of her diuretic medication.  Professor Whitehead opined ‘[p]atients 

will be significantly dehydrated by the time their sodium creeps outside the normal 

range’.51 

95 There were three questions that arose from Professor Whitehead’s opinion about the 

blood results.  Firstly, did Dr Giordano consider Mrs D’Angelo’s results to be reflective 

of a level of dehydration?  Secondly, if he did, should he have acted upon it by reviewing 

(and potentially ceasing) her diuretic medication and/or repeating the test?  Lastly, was 

this result causally linked to the severely deranged blood results upon Mrs D’Angelo’s 

admission to hospital just prior to her death? 

96 It is important to highlight that that Mrs D’Angelo suffered congestive cardiac failure 

which required diuretic treatment.  There was extensive evidence before the Court, both 

documentary and by way of oral evidence, that this condition was actively managed in 

accordance with her symptoms by Dr Giordano and the specialists to whom 

Mrs D’Angelo was referred.52  I am satisfied, particularly based on the expert evidence of 

Professor Whitehead on this topic,53 that the prescription of diuretic medication for 

Mrs D’Angelo’s condition of congestive cardiac failure was indicated and appropriate.   

97 Another observation was that Mrs D’Angelo had been taking diuretics for a number of 

years and there were two prior occasions when Mrs D’Angelo’s diuretics were paused 

during inpatient admission in hospital.  Dr Giordano was notified of this by way of 

 

47 Exhibit C12, page 223 
48 Exhibit C12, page 227 
49 Exhibit C15, page 4 
50 Spironolactone and furosemide 
51 Exhibit C15, page 4 
52 Transcript, page 623, 624 
53 Transcript, pages 620-624 
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discharge summary.54  Following improvement on each occasion, Mrs D’Angelo was then 

recommenced on diuretics.  Blood results for 30 September 201955 did not reveal any 

concerns for Mrs D’Angelo’s hydration status.  The September 2019 blood results were 

therefore an important baseline for the change in Mrs D’Angelo’s condition in the year 

that followed.  The cessation of diuretic therapy in hospital in response to adverse 

symptoms was also relevant, in that Dr Giordano was made aware that from time to time, 

Mrs D’Angelo’s diuretic medication was reviewed and paused.   

98 Following the abnormal blood results in June 2020, Professor Whitehead gave oral 

evidence that he was comfortable that Mrs D’Angelo’s diuretic medications were not 

changed.  The issue, as will be addressed below, was not that the medication should have 

been changed, rather that there should have been consideration of Mrs D’Angelo’s 

elevated risk of dehydration in the context of her blood results and the medication she 

was prescribed and that it be recorded in the clinical records.56  

Episode of hypernatraemia 

99 Dr Giordano had no independent memory of reviewing the June 2020 blood results. He

did however accept in his oral evidence that he must have done so as they had reached 

Mrs D’Angelo’s clinical file, and that they revealed a mild level of hypernatraemia.57

Dr Giordano could not recall if he took any action in relation to the results.58

100 No direct action was recorded in response to the mild hypernatraemia in either 

Dr Giordano’s or NECH’s clinical records. The NECH clinical records simply reflected

that the results had been received and faxed to Dr Giordano, from whom they were

awaiting a response.59 Following this entry, there was no further mention of the blood

results or any action required. It was essentially left to Dr Giordano to consider and 

address.  

101 Dr Giordano did however conduct a face-to-face consultation with Mrs D’Angelo at

NECH on 10 July 2020. This was 14 days after the blood results were sent to him. The

entry in the NECH clinical records was as follows:

MEDICAL REVIEW 

OBS STABLE  

CHEST CLEAR  

CVS STABLE  

RIGHT FACIAL LESION NOTES ?SCC ?BCC 

AWAIT DERMATOLOGY REVIEW 

DR MARIO GIORDANO FRACGP60  

102 Dr Giordano gave evidence that consistent with his general practice he would have 

arrived at the facility, obtained information from staff members about whether there were 

54 Exhibit C5, pages 26-27 – Discharge summary sent to Dr Giordano (frusemide was ceased); 29 September at Calvary 

(furosemide was ceased) 
55 Exhibit C11, page 30 
56 Transcript, page 641 
57 Exhibit C2a, page 83 
58 Transcript, page 149 
59 Exhibit C12, page 228 
60 Exhibit C12, page 231 
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any concerns and then visited Mrs D’Angelo.61  His clinical notes informed him that he 

would have checked Mrs D’Angelo’s blood pressure, heart, listened to her lungs and 

checked for ankle oedema. 

103 In the absence of an independent recollection, Dr Giordiano asserted that he would have 

observed Mrs D’Angelo’s general appearance to see if there were any signs of 

dehydration; such as a sunken face and/or dry lips.62  He explained that dehydration would 

also manifest in a low volume thready pulse, low urine output and potentially low blood 

pressure.63 

104 Hypothesising as to why a repeat general chemistry blood test was not ordered, 

Dr Giordano gave the following evidence: 

A. In retrospect, one could argue that one may have repeated the blood test, but there was 

nothing there on clinical examination which made me concerned that her hydration had 

not been corrected. 

Q. So when you refer to clinical examination are you referring to clinical examination that 

happened after this date. 

A. Yes. 

Q. So I just want to focus on the results and looking at those results, considering just the 

results that you can see there, do you think that those results call for any follow-up 

testing. 

A. Clinical follow-up yes, biochemical follow-up no, unless she did not respond to clinical 

management.64 

105 In light of Professor Whitehead’s evidence, it is difficult to see how an improvement 

could be detected without blood testing.   

106 Three days after this consultation, Mrs D’Angelo’s care plan was reviewed, and a three-

day food and fluid chart was commenced.  A submission was made that this care plan 

review was consistent with Dr Giordano’s general practice of discussing a patient’s fluid 

intake with nursing staff after an abnormal blood result,65 and that a finding could be made 

accordingly. 

107 The difficulty with that submission was that Dr Giordano had no memory of reviewing 

the blood results on 26 June 2020, the consultation on 10 July 202066 or speaking to the 

nursing staff about any concerns.  As detailed above, he retrospectively relied upon 

Mrs D’Angelo’s observations being normal (as recorded in his consultation on 10 July 

2020) for not repeating the bloods.  Therefore, the obvious question arose: why would a 

three-day food and fluid chart be necessary?   

 

61 Transcript, page 158  
62 Transcript, page 160 
63 Transcript, page 160  
64 Transcript, pages 152-153 
65 Written submissions on behalf of Dr Giordano, paragraph 45 (f) 
66 Transcript, page 369-370 
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108 Professor Whitehead opined that following the mildly hypernatraemic status, the gold 

standard of practice would be to order a repeat test.  He gave the following evidence: 

I suppose - there are degrees of practice failure, for want of a better term. You know, there's

gold standard and there's - at [one] end, to truly egregious at the other. I think it's generally

good practice if you've got an abnormal blood test to repeat it, to make sure that it

normalises, and I think that probably should have been done in this case. The reality is, of

course, that it was a minor abnormality, and may well have resolved by itself, and therefore

for - in terms of - because this is putting into context that we know subsequently she

becomes much more dehydrated - it's really in saying did Dr Giordano miss an opportunity

to prevent the eventual outcome, and I don't believe he did, because I don't think it would

be reasonable to expect him to have gone 'Aha, I need to really intervene now because I

know in a few months' time Mrs …D'Angelo will end up severely dehydrated and in

hospital'. I think that's an unreasonable thing to expect Dr Giordano to predict that based

on what, you know - turning up and seeing this blood test, because of the minor level of the

abnormalities. Having said that, in the spectrum of practice, I think if you've got an

abnormal blood test, you should probably repeat it, and it's quite possible if it was repeated

it would have been normal.67

109 The issue therefore was whether Dr Giordano had turned his mind to Mrs D’Angelo’s

hydration status. In the absence of his memory68, the clinical records (other than the

commencement of food and fluid chart) did not support that contention.  

110 While of some concern in isolation, I understood Professor Whitehead’s evidence to be

that no causal relationship existed between Mrs D’Angelo’s mildly hypernatraemic state

in June 2020 and her severely dehydrated state a few months later. Events that occurred

in the intervening months were supportive of Mrs D’Angelo remaining well.  

111 Accordingly, I am not critical of Dr Giordano for not ordering a follow up test. However, 

there was simply no evidence to support the contention that Dr Giordano specifically

turned his mind to Mrs D’Angelo’s elevated risk of dehydration following the blood

results on 26 June 2020. If he had turned his mind to that risk, reference to her mildly

hypernatraemic state should have been recorded in the NECH clinical records for the

benefit of nursing staff (and locum doctors), particularly given Mrs D’Angelo’s elevated

risk due to her dementia as well as the diuretic medications she was taking.

112 What it did demonstrate was the missed opportunity to have provided clear instructions 

to nursing staff for the monitoring of Mrs D’Angelo’s fluid intake, quite separately from 

the three-day food and fluid chart which might have assisted her to stay out of concerning 

territory later.  This was therefore a missed opportunity to place those responsible for the 

day-to-day care of Mrs D’Angelo on notice that they needed to carefully monitor her fluid 

intake and ensure it was adequate. 

The three-day food and fluid chart69 

113 While serendipitous in its timing, occurring three days after Dr Giordano saw 

Mrs D’Angelo, there was evidence to suggest that the commencement of the three-day 

food and fluid chart was simply part of the six-monthly care plan review process.  An 

67 Transcript, page 627 
68 Transcript, page 370 
69 Exhibit C6A, pages 115-117 
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entry made in the NECH clinical records by an EN dated 13 July 2020 noted that a six-

monthly care plan review was to commence on 13 July until 15 July 2020.70   These were 

the very dates of the three-day food and fluid chart.  There was no mention at all that the 

plan was instituted due to concerns about Mrs D’Angelo’s hydration levels.   

114 It was also the evidence of Ms Ebhodaghe that if fluid balance charts were recommended 

by a doctor, the request would then be escalated to the clinical nurse specialist, who would 

then discuss that request with a care manager.  A dietician would then be organised to 

attend the review and assess the resident's care needs to determine if they had changed.71   

There was no evidence that this process was activated.   

115 Some comfort was placed on the commencement of the food and fluid chart by both staff 

at NECH and Dr Giordano during the oral evidence.  In particular, that it was said to be 

both an indication that Mrs D’Angelo’s food and fluid was being monitored regularly and 

it showed her eating and drinking adequately.  While it was demonstrative of the aged 

care facility having semi-regular processes to monitor food and fluid in place, Professor 

Whitehead raised concerns about the unreliability of measuring fluid in such a chart, as 

well as the inadequacy of Mrs D’Angelo’s fluid intake on two of the three charted days.   

116 Professor Whitehead undertook his own calculation and observed that on 14 and 15 July 

2020, the amounts recorded were inadequate, with only 600-700 mL ingested.72  Despite 

what Professor Whitehead saw as insufficient fluid intake recorded, there was no 

acknowledgement noted on the document that this was an inadequate amount or any 

adjustment made to the care plan to increase Mrs D’Angelo’s fluid in response.  This was 

despite an area at the bottom of the chart allowing for daily totals and daily balance. 

117 A later entry in the clinical records revealed that in fact no concerns were held in relation 

to the amount of fluid Mrs D’Angelo was drinking.  On 22 August 2020, when the care 

plan review was discussed with Anna, Mrs D’Angelo’s nutrition and hydration were 

recorded as ‘Eats and drinks well.  nil significant weight loss.  same management and 

[sic] current.’73   

118 The lack of awareness may have been as a result of the change in procedures at NECH 

prior to 2020.  It was apparent from the clinical records that up until early 2020, nursing 

staff were required to enter a tally into the Care Review Tool of the average fluid intake 

over a 24-hour period from the food and fluid chart completed prior to the review. It was 

also evident that this particular form included a prompt to implement strategies to improve 

fluid intake if the average intake over a 24-hour period was less than 1,500 mL.  The 

portion of Care Review Tool relating to fluid in-take is extracted below: 

 

70 Exhibit C12, page 232 
71 Transcript, page 463 
72 Transcript, page 645-646 
73 Exhibit C12, page 240 
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119 It is important to note that the extract above from a care review plan in July 2019 revealed 

Mrs D’Angelo was averaging 1330 – 1460 mLs of fluid in a 24-hour period.  This was 

roughly double that recorded in the 3-day Food and Fluid Chart for 14 and 15 July 2020.  

Notwithstanding, it still fell below the 1500 ml benchmark amount, and the specific 

strategy was to ‘offer supper at night’.   

120 In contrast, the care review checklist74 completed by Ms Ebhodaghe in late July 2020, 

following the three-day food and fluid chart, did not quantify the average 24-hour amount

of fluid Mrs D’Angelo had been consuming. It did not include a prompt to implement

strategies for inadequate fluid intake. The checklist was also in a different format to the

previous document.75

121 In her affidavit, Ms Cara Miller the CEO of NECH, explained that the method of 

recording the six-monthly reviews changed with the introduction of an electronic record 

system, MANAD. This system was rolled out over time in modules and saw a change in 

the care review format coincidentally in July 2020. Ms Miller was asked about the change

in this document where it related to the lack of quantifying fluid, specifically, what she

knew about the philosophy behind the change. Ms Miller was not able to provide any

information on why it had changed, having commenced her role in December 2022, but 

agreed that the previous format was preferable in measuring how much fluid was ingested

with prompting to address an inadequate amount.76

122 As I have observed, the previous care review tool had specified what appeared to be the 

benchmark of an adequate amount of fluid (1,500 mL) and a mechanism to address 

hydration if the amount fell below that. It could therefore not be reasonably suggested

that the aged care facility had no awareness of a safe target amount of fluid an elderly

resident required (particularly one who was reliant on staff to eat and drink). This was

notwithstanding the aged care industry’s lack of a mandated minimum fluid prescription.

It will remain a mystery as to why the format changed in the way it did, other than as part 

of a more general electronic system conversion.  

123 The lack of documented concern held for the risk of mild hypernatraemia, or the potential 

for the increased risk with diuretic medications (by Dr Giordano) and a documented fluid 

chart which did not require a total 24-hour fluid calculation (by the aged care facility), 

was support for the contention that there was a lack of appropriate focus on 

Mrs D’Angelo’s hydration status.   

74 Now called ‘checklist’ and not ‘tool’ 
75 Exhibit C6a, pages107-110 
76 Transcript, page 714 
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124 I am satisfied on balance that the three-day food and fluid chart was instituted as part of 

routine six monthly care plan review and not due to any concerns raised by Dr Giordano 

following the blood results on 26 June 2020.  I further find that the food and fluids 

recorded over this three-day period, if correctly interpreted and considered, was another 

indicator that Mrs D’Angelo was not ingesting adequate fluid.  However there was no 

appreciation that this was the case.   

125 15 July 2020 was also the last occasion when Mrs D’Angelo’s daily fluid intake was 

measured.  The scene was therefore set for the unfortunate events that followed.   

Removal of lesion  

126 Mrs D’Angelo attended the Lyell McEwin Hospital on 2 September 2020 to have the 

‘boil’ removed from her face.  She returned to NECH in the evening, and it was recorded 

that she ate ‘part of her meal and much fluid orally’.77  The following day the discharge 

summary that was returned with Mrs D’Angelo was faxed to Dr Giordano.  This informed 

him that Mrs D’Angelo had undergone an excision of a right pre-auricular lesion plus flap 

with a follow up appointment for pathology results on 11 September 2020.78   

127 A surgical pathology report, verified on 4 September 2020, revealed that the lesion was 

indeed cancerous, reported as an invasive squamous cell carcinoma with 

keratoacanthoma type features.79   

Mrs D’Angelo’s birthday 

128 On 19 September 2020 Mrs D’Angelo was taken out of the NECH facility for her birthday 

celebrations, held at her daughter’s home.  The D’Angelo family and friends gathered at 

the house for celebrations which were described by her daughter Anna as a happy day for 

them all.  Mrs D’Angelo was in good spirits, enjoying herself and was able to eat and 

drink.80 

129 Anna also visited her mother at NECH on 26 September 2020 and observed her to be her 

usual bright self, much as she was on her birthday the week before. 

130 Following that, there were few entries in the clinical records to suggest that there were 

any concerns held for Mrs D’Angelo’s health before 3 October 2020. 

131 It was suggested by counsel for NECH, Mr Ralph Bönig, in his cross-examination of 

Professor Whitehead, that because there was no documented evidence in the notes of 

clinical dehydration during this time frame, it was not open to criticise any oversight of 

dehydration by aged care facility staff.   

132 Professor Whitehead agreed that there were likely no clinical signs of dehydration 

manifesting in Mrs D’Angelo for aged care staff to detect.  However, his criticism was 

not directed at individuals.  Professor Whitehead’s concern with Mrs D’Angelo’s care 

was that there was no regular monitoring of Mrs D’Angelo’s fluid intake at an aged care 

 

77 Exhibit C12, page 249 
78 Exhibit C11, pages 66-72 
79 Exhibit C9, page 53 and Exhibit C8, pages 4,5 and 7 
80 Exhibit C3, paragraph 40 
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facility level, and no regulation of an adequate fluid amount at an industry level.  He gave 

the following evidence: 

Q. But isn't the point you're making that in any event, leaving aside all of those facts, your 

main criticism in this matter, in Mrs D’Angelo's death, is that her fluid intake was not 

being monitored adequately. 

A. Correct, yes. 

Q. That's the bottom line, essentially, as I understand from your evidence today. 

A. And that it - yes, that the only way she could have got from A to B is by not drinking 

and it was not being assessed, not measured, and not noted. 

Q. So, leaving aside the clinical signs or the inability to detect the clinical signs.  Even 

leaving aside the blood tests.  If she was not drinking between 1 to 2 litres per day, or 

at a minimum 1 litre per day, and that being monitored and documented, then there 

should have been concern. 

A. There should have been concern raised, yes. 

Q. But the other factor in this is that there …was no policy at the time and that seems to 

be an across the board phenomena to dictate what the level fluids should be for a patient 

with the risk factors like Mrs D’Angelo. 

A. Correct.  But there's no mandated minimum fluid prescription for a resident who's at 

high risk of dehydration.  And that is not part of the standards, as I say, the focus is 

very much on weight loss, which actually - I mean obviously you can lose weight when 

you dehydrate, because we're mostly water, but that's - the weight loss is perceived as 

a loss of nutrition, not a loss of fluid, although the two are related.  And I think that is 

the problem, that as you've said, the open question is what's the best way and the most 

fair way for an aged care provider to do that monitoring in a way that's sustainable and 

meaningful in aged care as it is in the 21st century.  And that, to my mind, is a 

fundamental point here, that there is no debate about it.  We talk about weight loss but 

we don't talk about a minimum fluid prescription.  And really, that's not a big ask, I 

don't think. 

Q. And now, even in 2024, your evidence is that there is still not an adequate guideline or 

policy in place to dictate the amount of hydration a dementia patient has. 

A. I don't believe so, no.81 

133 There were however signs of a potential decline in Mrs D’Angelo from 27 September 

2020, as reflected in the clinical records.  Enrolled nurse, Ms Puttnins recorded 

Mrs D’Angelo’s daily progress to be as follows: 

P: Sleepy/lethargic 

I: Adelina had been very sleepy since beginning of shift, hardly had her breakfast and 

refused her morning tablets.  She was awake and alert after her wash but became 

more sleepy again and remained so at lunchtime.  Had minimal food and oral intake, 

 

81 Transcript, page 677 



Pub
licl

y A
va

ila
ble

[2026] SACC 1  Deputy State Coroner Kereru 

 24  

 

 

could not tolerate her medication as well.  Medication discarded.  Obs stable.  [Team 

leader] notified. 

E: Currently sleeping in bed, appears comfortable, no signs of pain.82 

134 While Mrs D’Angelo was recorded as being alert the following morning with her 

observations all within normal limits, the next day there was only reference to her bowels 

not being open and no observations of her alertness or otherwise.  There were no entries 

made on 30 September 2020 at all.  On 1 and 2 October 2020, there were two entries 

recording skin tears.83   

135 Later, on 2 October 2020, Ms Puttnins made the following clinical note: 

P: Difficulty in eating 

I: Adelina was observed to be struggling with eating her meals and was refusing to eat.  

Currently she is on regular cut up meals, which she’s not tolerating.  [Team leader] 

notified. 

E: She managed to eat her dessert and had good amount of fluid.’84  

136 The following morning at 11:27 am, a similar entry was made by the same enrolled nurse, 

recording that Mrs D’Angelo had been sleepy again but rousable, would occasionally 

moan, was refusing her breakfast and not tolerating fluid.  She was not given her 

medications as she was not swallowing.  They were again discarded.  As she had done 

the day before, Ms Puttnins notified the team leader. 

137 A little later in the day (2:13 pm) an RN checked on Mrs D’Angelo’s poor oral intake.  It 

was recorded in this entry that her vital signs were within normal limits, but a locum was 

contacted to review Mrs D’Angelo for sleepiness/tiredness.85  Despite the entry reflecting 

the plan for a telehealth consultation due to the unavailability of the locum service for an 

in-person visit, Dr Konok attended at NECH in person a few hours later.   

Dr Konok’s consultation 

138 I turn now to the attendance of Dr Konok at NECH on 3 October in 2020.  Dr Konok 

explained that she was called to the aged care facility in the capacity as a locum doctor 

after receiving information from the National Home Doctor Service application relating 

to Mrs D’Angelo.  A document was received into evidence which reflected the 

information available to Dr Konok prior to attending.86   

139 The clinical symptoms listed on the document were ‘lethargy, excessive sleeping, not 

eating’.  It also indicated that the consult occurred sometime between 5:29 pm and 

6:19 pm.   

 

82 Exhibit C12, page 257 
83 Exhibit C12, page 259 
84 Exhibit C12, page 259 
85 Exhibit C12, page 260 
86 Exhibit C7A 
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140 Dr Konok explained her usual practice when visiting aged care facilities.  This included 

speaking with a nurse when she arrived to assess why she had been called and to 

determine whether there was anything significant in the patient's observations.  During 

her consult, Dr Konok would make handwritten notes which she would then later use to 

write up her clinical report on the iPad.  The completed report would then be sent to the 

GP and the nursing home. 

141 Dr Konok had not seen Mrs D’Angelo before this occasion.  She explained in evidence 

that she did however have some memory of the consult.  Dr Konok remembered seeing 

Mrs D’Angelo in her bed and that she was not responding to her name.  She also 

remembered that a female nurse accompanied her to Mrs D’Angelo’s bedside.87 

Dr Konok later added that she thought Mrs D’Angelo was not opening her eyes but 

recalled that she did respond to pain stimulus.88 

142 Dr Konok thought that the person who accompanied her was either the nurse looking after 

the patient (EN) or an RN. She recalled the nurse stating to her something to the effect

of 'This had happened before, but this time is worse and going on for longer.' Dr Konok

explained that this statement was imprinted in her memory, but she could not recall

whether it was a reference to Mrs D’Angelo not eating and drinking or being

unresponsive.

143 Dr Konok said it was part of her general practice to ask the nurse whether the patient was 

for active management.  She described the term 'active management' to mean 'Whether 

the patient is for hospitalisation, further investigation and all management that's offered 

to the patient for the diagnosis.'89 

144 A large focus of Dr Konok’s evidence was the entry in her notes, 'not for

resuscitation/active management'. The relevance of this was two fold; firstly, it dictated

what Dr Konok did and did not do following her examination of Mrs D’Angelo, and 

secondly, it was not in accordance with Mrs D’Angelo’s recorded wishes.  

145 Relying on her general practice in aged care facilities, Dr Konok explained that she would 

generally ask nursing staff what the patient’s wishes were and if the nurse didn’t know

they would be asked to retrieve the relevant documentation.90 In the absence of her 

memory of how this information was elicited, Dr Konok formed the view that she must

have been provided with this information by the nurse who accompanied her.91

146 On the National Home Doctor Service Report prepared by Dr Konok after her consult 

with Mrs D’Angelo, she recorded her observations of blood pressure, pulse, respirations 

and oxygen saturation levels which were all within normal limits.  Following that 

Dr Konok recorded her examination and diagnosis, as extracted below: 

Examination: Patient is in bed 

Shallow breathing noted 

GCS 13 

87 Transcript, page 217 
88 Transcript, page 257 
89 Transcript, page 219 
90 Transcript, page 220 
91 Transcript, page 219-220 
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Hear dual, regular 

Chest NAD 

Abdomen soft 

Increased tone toned in right arm 

Diagnosis:   ? CVA92 

147 Dr Konok explained that CVA was an acronym for cerebrovascular accident, old 

terminology for a stroke.  She considered this to be a possibility.93  To come to this 

differential diagnosis, Dr Konok observed increased tone in Mrs D’Angelo’s right arm.  

Her evidence was that Parkinson’s disease will not cause a change on one side of the 

body, the difference would be seen on both sides.  She explained: 

I know that she had Parkinson’s disease but on the right side there was more resistance 

compared to the left…94  I was more relying on the increased tone on the right side 

compared to the left side….so she had Parkinson’s.  That will give her increased tone, but 

I remember on the right side it was – the tone was increased compared to the left.95 

148 Dr Konok did not consider dehydration despite the information bringing her to the aged 

care facility was that Mrs D’Angelo was lethargic, excessively sleepy and not eating.  She 

explained, '[t]o be honest, I was not concerned about dehydration when I saw her.'96  It is 

acknowledged that there was nothing in the clinical notes from Dr Giordano, had Dr 

Konok looked at them, to alert her to Mrs D’Angelo’s heightened dehydration risk.   

149 As it was Dr Konok’s understanding that Mrs D’Angelo was not for active management, 

she did not continue with the diagnostic process.  She explained that to her, this meant 

that Mrs D’Angelo was ‘going the palliative way’.97  Dr Konok did order a blood glucose 

test and a urine dipstick to be done.  She understood that these tests could be done on site 

and were sometimes requested by families notwithstanding palliation.  Dr Konok could 

not recall what she reported back to the nursing staff after her consultation with 

Mrs D’Angelo, but suspecting as she did that Mrs D’Angelo had suffered something as 

serious as a stroke, her evidence was she must have reported this to the nurse.98  Relying 

on her usual practice, Dr Konok also explained that she would have requested nursing 

staff to contact family and advise them of the outcome of her visit.  The record of her 

consultation did include the direction to ‘inform family’.   

150 Dr Konok was asked what she would have done differently had she been aware that 

Mrs D’Angelo was for active management upon considering that she had suffered a 

condition as life threatening as a stroke.  She very candidly explained that she would have 

contacted an ambulance for transfer to hospital and contacted Mrs D’Angelo’s family.99  

She therefore acknowledged that her incorrect understanding of Mrs D’Angelo’s 

advanced care wishes impacted on emergency intervention.   

 

92 Exhibit C7 
93 Transcript, page 235 
94 Transcript, page 234 
95 Transcript, page 262 
96 Transcript, page 247 
97 Transcript, page 245 
98 Transcript, page 242 
99 Transcript, pages 237-238 



Pub
licl

y A
va

ila
ble

[2026] SACC 1  Deputy State Coroner Kereru 

 27  

 

 

151 Dr Konok’s evidence that she was provided with information that Mrs D’Angelo was not 

for active management was unchallenged.  She clearly did not read the document and I 

accept she was likely advised this or misheard.  What was less clear was who provided 

that information to her.  In an attempt to ascertain how it was that Dr Konok formed this 

erroneous belief, the court heard evidence from Ms Ebhodaghe.   

152 Ms Ebhodaghe made the entry in the clinical records of Dr Konok's visit.100  

Unfortunately, she was unable to recall whether she was the nurse that was present with 

Dr Konok during the consult.101  The note recorded:102   

P: Locum doctors visit 

I: Locum doctor visited and stated there is not much to be done, but UA to be collected, 

vital signs are within normal range, repositioned on regular bases, refused dinner but 

had few sips of water, BGL taken and was 5.9mmol.  NOK notified of the locum 

doctors 

E: Requires close monitoring 

153 Ms Ebhodaghe said she did not recall having a conversation with the locum doctor or if 

she led the locum doctor to see Mrs D’Angelo.  She was, however, adamant that she 

would not have told Dr Konok what Mrs D’Angelo's palliative care plan was, even if she 

had been asked, and she would not have used the phrase 'active management'.  If she had 

been asked what Mrs D’Angelo's end of life wishes were, she said she would've obtained 

the relevant documentation for the doctor from the resident's folder. 

154 In support of this evidence, it was also Ms Ebhodaghe who had completed 

Mrs D’Angelo's care plan review in July 2020.  That review included a review of the 

palliative care plan that was signed by Dr Giordano.  Ms Ebhodaghe was shown the plan 

and asked how she'd interpret it.  She told the court that in her view, this document meant 

that Mrs D’Angelo was for hospital transfer.103 

155 It was also Ms Ebhodaghe’s evidence that she knew Mrs D’Angelo was not on palliative 

care at any time while she was at the facility.104  Accordingly, it was highly improbable 

that Ms Ebhodaghe told Dr Konok that Mrs D’Angelo was not for active measures.  

These were not words that Ms Ebhodaghe says she used; they were not familiar words to 

her, and she would have known them to be incorrect.   

156 The other possibility was that it was a different member of staff who provided this 

information to Dr Konok.  Ms Ebhodaghe told the court that on 3 October 2020 there 

would have been three ENs on duty.  If she was present and available, she said she would 

have accompanied the doctor to the patient.105  She was certain that this would not have 

been the role of a PCA, but she could not recall whether an EN would undertake that task.  

This leaves open the possibility that one of the three enrolled nurses present accompanied 

 

100 Exhibit C12, page 261 
101 Transcript, page 465 
102 Exhibit C19 
103 Transcript, page 480 
104 Transcript, page 487 
105 Transcript, page 456 
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Dr Konok and provided her with misinformation about Mrs D’Angelo's end of life 

wishes. 

157 To further address that possibility, Ms Ebhodaghe was asked several times in her oral 

evidence whether there was any significance to the fact that she had made the note of the 

locum doctor's visit.  She was asked whether her recording the information in the note 

meant that she was the person who had a conversation with the locum doctor, or whether 

someone else had the conversation and she made the note.  Her response was:  

If I'm the one who document it - I think I did.  I don't know, but yeah, I still can't recall all 

of this, yeah.  I still can't recall all of this, sincerely. 

158 She was then asked: 

So you don't know, even looking at that note, whether you had a conversation with the 

locum doctor or not.   

159 She responded: 

For me to have written all of this, should be - yeah, I'm just - I don't know, but I don't want 

to just assume.  I can't remember.106  

160 Returning to the subject for a third time in her evidence, Ms Ebhodaghe was asked this 

question: 

Q. And just looking at that note now, you're unable to assist the court with whether you 

spoke to the locum or whether somebody else has given you that information.   

A. I'm sure I did, yeah.  I'm sure I did.  I can't actually recall all the incident, everything    

that happened, yeah, but for me to have documented this, yeah - I know this is what I 

could have documented, yes.107 

161 She then said again that she was not 100% sure. 

162 Ms Ebhodaghe had no recollection of speaking with the family, but it was her evidence 

that if she was told there was not much to be done, she would have told the family that.  

She also stated that if she was told that by a locum, she would've asked what the diagnosis 

was, in anticipation of having to call the family and explain what had transpired with the 

locum. 

163 This evidence was consistent with Mrs D’Angelo’s daughter Anna’s evidence that she 

was contacted by NECH on 3 October 2020 and informed that a locum had visited her 

mother as she had not been eating or drinking much for a few days.  No mention was 

made that she was refusing or unable to take anything by way of mouth.108  She was 

informed Mrs D’Angelo’s vital signs were ‘ok’ and that a urine sample was to be 

collected.  Anna passed this information onto her brother, Mario, as she was not in 

 

106 Transcript, page 466-467 
107 Transcript, page 467 
108 Exhibit C3, paragraph 43 
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Adelaide at the time of the phone call.  He attended the nursing home in the afternoon 

and was given the same information by the staff.   

164 Importantly, Ms Ebhodaghe said that if she was told the diagnosis was stroke, she would 

have conveyed that to the family.  Further, she explained that a resident suffering from a 

stroke is not a common occurrence, so she would have escalated care if that had been 

communicated to her.109  She then would have consulted the folder for Mrs D’Angelo's 

palliative care plan to determine her wishes.  She also said that even if it was not her that 

the doctor spoke with, that she would expect that whoever did speak with the doctor 

would have escalated it.   

165 Ms Ebhodaghe emphasised the importance of contacting the family with such 

information as regardless of what was on an Advance Care Directive, the decision about 

what to do next would be up to the family.110 

166 As explained by Ms Ebhodaghe, 'someone having a stroke means prompt intervention'.  

It is highly improbable in my view that if Dr Konok had told an EN that she suspected 

stroke, this nurse would not have informed the family of that fact or escalated the matter

to the RN on duty who was Ms Ebhodaghe. I accept that if this was advised directly to 

Ms Ebhodaghe, she would have acted differently, in the way she described.

167 Based on the evidence as a whole, it is open to find that it was Ms Ebhodaghe who 

accompanied Dr Konok to Mrs D’Angelo’s bedside. I further find that Dr Konok only

conveyed to Ms Ebhodaghe that there was ‘not much more to be done’, asked her to obtain 

a urine sample and blood glucose reading, and did not articulate her suspicions that

Mrs D’Angelo had suffered a stroke.  

168 I am satisfied that Ms Ebhodaghe did not inform Dr Konok that Mrs D’Angelo was for 

palliative care or not for active management. It will remain unclear why Dr Konok

formed the view that Mrs D’Angelo was not for active management. It may be that she

was told this information by some unidentified member of staff, or perhaps she simply

misheard or assumed it.  I can make no conclusive finding about that.  

169 Turning now to Professor Whitehead’s review of Dr Konok’s involvement.  He was 

critical of her assessment of Mrs D’Angelo for a number of reasons.  In his expert report 

he commented that the assessment by Dr Konok was 'fairly perfunctory'. He further noted

that no blood tests were ordered and that subcutaneous fluids could have been 

administered at that time to treat dehydration.111

170 Professor Whitehead was also critical of the probable diagnosis of stroke.  It was his 

evidence that Dr Konok was incorrect in placing emphasis on the one-sided rigidity that 

she detected.  He explained that the sign of an acute stroke is actually flaccid paralysis 

and not rigidity.  In his view, this was 'pretty basic information' that he hoped most GPs 

would know.112 

109 Transcript, page 471 
110 Transcript, page 479 
111 Exhibit C5, page 4 
112 Transcript, page 655 
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171 Professor Whitehead explained that in his view, in deciding not to actively treat, a medical 

practitioner should always sight the relevant document for themselves, but that the key 

thing is to pick up the phone.  He opined 'I think it's inappropriate just to leave someone 

who you think has a stroke without checking with the family about actually what they 

want to have done.'113 Professor Whitehead explained that if Dr Konok did not feel 

comfortable to have that conversation (as she indicated in her evidence, due to her role as 

a locum), she was obliged to arrange for her transfer to hospital so that conversation could 

occur. 

172 In this case, a telephone call to the D'Angelo family would have undoubtedly corrected 

any misinformation or misunderstanding that Dr Konok had received in relation to 

Mrs D’Angelo's end of life wishes.  However, it was the evidence of Professor Whitehead 

that intervention by Dr Konok at this late stage probably would not have changed the 

outcome for Mrs D’Angelo. 

173 Accordingly, after pausing to make Briginshaw considerations, I find that Dr Konok's 

assessment of Mrs D’Angelo was inadequate in several respects.  She did not consider 

dehydration, despite being provided with information that Mrs D’Angelo was lethargic 

and not eating.  Further, her differential diagnosis of stroke was not medically sound, and 

she failed to consider other possibilities.  Those issues were compounded by her 

misunderstanding in relation to Mrs D’Angelo's end of life wishes, and her failure to 

contact the D'Angelo family that evening. 

174 Dr Konok accepted that the criticism of Professor Whitehead was warranted.114 She 

agreed that she should have viewed Mrs D’Angelo’s documented wishes herself.  Further, 

Dr Konok reflected upon her treatment of Mrs D’Angelo and offered an apology in court 

to the family.  Dr Konok said she was terribly sorry and acknowledged 'I know it's your 

mother and I can feel it.  If I am given the chance, I would go back.' 115 

175 I observed Dr Konok to give her evidence truthfully and genuinely.  Her apology to the 

D’Angelo family was heartfelt.  It was apparent that she was deeply affected by her 

mistake, leading to changes in her practice; to always check documentation rather than 

relying on information provided by others. 

Transfer to hospital 

176 The consequence of Dr Konok not initiating active treatment for Mrs D’Angelo was that 

she remained at NECH for a further 18 hours.  Mrs D’Angelo was monitored with only 

one entry made in the clinical notes at 10:12 pm on 3 October 2020, and four entries made 

on 4 October 2020 at 7:30 am,116 10:28 am, 10:30 am and 11:17 am.  All entries raised a 

level of concern as to Mrs D’Angelo’s condition.  A urinary tract infection (UTI) was 

diagnosed on 4 October 2020. 

177 Anna D’Angelo received a phone call on the morning of 4 October from staff at NECH 

advising of the UTI as well as informing her (for the first time) that Mrs D’Angelo had 

 

113 Transcript, page 590 
114 Transcript, page 252 
115 Transcript, page 253 
116 This entry was made retrospectively on 5 October 2020 and recorded carers asking an EN to review Mrs D’Angelo 

due to her being slow to respond (Exhibit C12, page 262) 
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not taken any prescription medication for a few days.  The staff member expressed 

concern for Mrs D’Angelo, telling Anna that she had not seen her mother physically look 

this way before.117  Anna was informed that a locum doctor would be called. 

178 Anna contacted her sister, Toni, who in turn immediately rang the facility and insisted 

that an ambulance be called.  The South Australian Ambulance Service Patient Clinical 

Record reflected that the tasking was received at 11:02 am with paramedics arriving at 

the facility at 11:08 am.  Mrs D’Angelo was taken to the RAH.   

179 As outlined at the beginning of the finding, upon her arrival at the RAH, Mrs D’Angelo 

was noted to be sleeping but responded to voice.  Her vital signs were within normal 

limits however she was found to be severely dehydrated with an acute on chronic kidney 

injury.  No clear underlying cause was found.  Efforts were made to resuscitate 

Mrs D’Angelo with intravenous fluids.  She did not respond and continued to decline.  

Ultimately, her family agreed to a palliative approach.   

180 Mrs D’Angelo died on 9 October 2020.  

Preventability 

181 In light of my findings above, it is important to consider the question of preventability.  

The Coroners Act 2003 directs my attention to considering recommendations which 

might prevent a recurrence of the same circumstances. My duty in that regard would be

amplified if preventing those circumstances would have prevented death. In many cases, 

the question is a difficult one, requiring the weighing up of various possibilities and

potential effects of actions not taken. A finding that a death could have been prevented

is a finding of substantial weight to the community and, in this case, to the aged care

sector. It must be approached with care. If I was uncertain about the potential effect of 

particular actions, I would refrain from making a finding about preventability. However,

in this case, carefully considering all of the evidence I heard together, I am satisfied that

a finding that Mrs D’Angelo’s death was preventable is open and should be made. There

are several aspects.  

Systemically guarding against dehydration 

182 At a systemic level, if there had been a mechanism to monitor fluid intake, 

Mrs D’Angelo’s death from the effects of dehydration would have been prevented.  I have 

formed this view based on the expert opinion of Professor Whitehead and what I have 

found Mrs D’Angelo’s cause of death to be.  Professor Whitehead described this lack of 

systemic monitoring as the ‘greatest missed opportunity’.118  I consider that there are 

likely two issues I heard evidence about which collide to give rise to this systemic issue; 

the first is the apparent general misunderstanding in the aged care community that 

dehydration in the elderly can be detected without blood testing, and, secondly, a lack of 

realisation of the potential seriousness of subtle signs in blood tests and the potential 

seriousness of developing dehydration.   

183 I find that greater awareness is needed of dehydration in the elderly and the necessity for 

early detection by blood testing.  If there had been greater awareness at the time of these 

117 Exhibit C3, paragraph 48 
118 Transcript, page 569 
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events, I consider it likely that concerns could have been raised by any number of nurses 

and carers.   

Action by Dr Giordano 

184 Professor Whitehead said that the blood test revealed that Mrs D’Angelo was 

‘vulnerable’.119  He described metaphorically that, at some unknown point following the 

test, she dropped ‘off the cliff’.   

185 If Dr Giordano had turned his mind to Mrs D’Angelo’s elevated risk of dehydration in 

the context of the mild hypernatraemia revealed in June 2020, and made a record of this 

in the clinical notes for the aged care staff to monitor, her death would likely have been 

prevented.  It is trite to observe that a condition like dehydration, which can develop 

undetected as it seems to have done in Mrs D’Angelo’s case, would not develop with 

early preventative measures.  I find that to be particularly so where there was a very 

simple mechanism to address potential dehydration; conscious consideration and 

documentation of fluid intake. 

186 I note that in his evidence, Professor Whitehead allowed for the possibility that 

Mrs D’Angelo’s dementia had advanced to such a degree that her dehydration might not 

have been reversable.120  Factored against that possibility is the evidence of 

Mrs D’Angelo’s family about her behaviour at her birthday celebration.  She was happy, 

alert and, importantly, taking in food and fluid.  I note that this celebration was about 

three months after the blood test was taken, which in the context of these circumstances 

is a particularly meaningful timeframe, particularly where Professor Whitehead opined, 

with some equivocation, that Mrs D’Angelo’s clinical dehydration likely started in 

September.121  I am satisfied that a recorded acknowledgement of the results three months 

before her birthday could have prevented the dehydration developing to the dangerous 

level that it did and that this would have prevented her death.   

187 I also note that Professor Whitehead was eager to record that he did not consider that 

Dr Giordano should be expected to have predicted the outcome some months later based 

on the blood test result.122  I accept that to be so, however that is not quite the question 

that properly arises.  The true question is whether the blood test result should have 

prompted some different action than was taken and whether that different action might 

have prevented what ultimately occurred.  In that sense, Dr Giordano’s ability to predict 

the future is not relevant and I remain satisfied that the evidence established the 

conclusion I have reached.  That is, while the metaphorical cliff was not there to be seen, 

the vulnerability to dehydration had presented itself in the test and the surrounding 

circumstances.   

Calculating the result of the three-day food and fluid chart 

188 If the format of the Care Review Tool had not been altered to remove the 24-hour 

calculation which served to draw attention to trends, it would likely have been realised 

that on two of the three days of the food and fluid chart, Mrs D’Angelo had taken in an 

 

119 Transcript, page 573 
120 Transcript, page 585 
121 Transcript, page 649 
122 Transcript, page 627 
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inadequate amount of fluid.  This would have prompted a remedial mechanism of some 

kind and, at the very least, closer attention to her ongoing intake.  It may be that concern 

being raised would have led to the earlier blood test being checked and a further blood 

test being ordered.  If that had occurred, the issue of vulnerability to dehydration would 

again likely have been readily apparent with the same mechanisms available to address 

it.  This was also likely to have prevented Mrs D’Angelo’s death.   

Action by Dr Konok 

189 If Dr Konok had requested to see Mrs D’Angelo’s Advance Care Directive herself on 

3 October 2020, as she accepted she should have, she would have initiated emergency 

treatment.  It is likely that this would have led to blood testing and the administration of 

fluids which are common and basic interventions.  These would have been positive 

interventions and should have occurred at an earlier time.  Notwithstanding that, given 

the expert evidence, I reach the conclusion that Mrs D’Angelo’s condition by this time 

was advanced to a degree that I cannot say that this intervention would, more likely than 

not, have prevented her death.   

Treatment at the Royal Adelaide Hospital 

190 I heard some evidence about the particular treatments chosen while Mrs D’Angelo was 

at the RAH. Consistent with Professor Whitehead’s evidence,123 I do not consider that

anything that occurred at the RAH was inappropriate or contributed to the issue of 

dehydration. As I have indicated, by the time Mrs D’Angelo presented at the hospital,

the opportunities to prevent her death were gone. 

Conclusions 

191 The findings I have made are set out in accordance with the issues above. I have come

to these conclusions on the basis that I am comfortably satisfied each of them were

established on the evidence.

1. Mrs D’Angelo died from acute on chronic renal failure caused by severe

dehydration, on a background of Lewy body dementia, Parkinson’s disease, and

congestive cardiac failure.

2. There was no regular, meaningful monitoring of her daily fluid intake, particularly

in the weeks before her deterioration.

3. As a result, Mrs D’Angelo’s dehydration developed to a critical point which was

unable to be reversed.

4. The only reliable way to detect dehydration in older adults is through blood tests,

not physical signs, yet this was not adequately understood by multiple clinicians

and staff involved in her care.

5. The June 2020 blood tests showed mild hypernatraemia, a biochemical marker of

dehydration.  Although not critically abnormal, this result should have prompted:

i. Explicit recognition of increased dehydration risk,

123 Transcript, pages 661-662 
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ii. Clear instructions to nursing staff, and 

iii. Ongoing monitoring of fluid intake. 

These actions would likely have prevented Mrs D’Angelo’s death.   

6. A three-day food and fluid chart completed shortly afterwards as part of her care 

plan review showed inadequate intake, but this was neither recognised nor acted 

upon.  This was a further opportunity to identify and address a risk of dehydration 

which would likely have prevented Mrs D’Angelo’s death.  After July 2020, there 

was no further quantification of daily fluid intake. 

7. Changes in documentation systems removed prompts for staff to calculate total 

daily fluid intake or respond to inadequate volumes. 

8. Dr Konok’s assessment on 3 October 2020 was inadequate.  Dehydration was not 

considered, despite clear reports of lethargy and poor oral intake.  A suspected 

diagnosis of stroke was medically unsound and not communicated to nursing staff 

or the family. 

9. Dr Konok mistakenly believed Mrs D’Angelo was not for active treatment, 

contrary to her documented wishes, and failed to verify this directly or contact the 

family.  As a result, Mrs D’Angelo was not transferred to hospital that evening, 

delaying emergency treatment.   

10. Intervention on 3 October 2020 would not have altered the final outcome. 

Recommendations 

192 Pursuant to section 25(2) of the Coroners Act 2003 I am empowered to make 

recommendations that in the opinion of the Court might prevent, or reduce the likelihood 

of, a recurrence of an event similar to the event that was the subject of the Inquest.   

193 I make the following recommendations directed to the Minister for Health and Wellbeing 

and the Minister for Seniors and Ageing Well: 

One That a copy of this finding is forwarded to the Commonwealth Minister for 

Health, Disability and Ageing with a request to consider the concerning 

prevalence of dehydration in older persons living within aged care facilities, 

particularly those with risk factors such as dementia, chronic renal disease and 

the use of diuretic medications.   

Two That the Medical Research Future Fund consider providing a grant 

opportunity to enable the development of an evidence-based dehydration 

intervention pathway for older Australians living within aged care facilities.   

Three That a copy of this finding is forwarded to the Commonwealth Aged Care 

Quality and Safety Commissioner and the Commonwealth Inspector-General 

of Aged Care with a request to consider implementation of the 

recommendations directed toward them.   
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194 I make the following recommendation to the Aged Care Quality and Safety 

Commissioner, the Inspector-General of Aged Care and the Minister for Health, 

Disability and Ageing: 

Four That consideration be given to amending the final Strengthened Aged Care 

Quality Standards to include the following requirements (potentially within 

standard 5.5.5): 

The provider implements processes to maintain an older person’s 

hydration by: 

a. Measuring the daily fluid intake of residents who are clinically 

dehydrated 

b. Measuring the daily fluid intake of residents assessed as being at 

risk of dehydration, including all residents living with dementia and 

residents being administered diuretic medication/s 

c. Recognising inadequate fluid intake  

d. Responding to inadequate fluid intake 

195 I make the following recommendations to the Aged Care Quality and Safety 

Commissioner: 

Five That the poster “Preventing Urinary Tract Infections - Recognise 

Dehydration”, published in the resource library section of the Aged Care 

Quality and Safety Commission website, be amended to reflect that caution 

must be exercised in the identification of dehydration in older persons based 

on observable signs as it may only be reliably identified by a blood test. 

Six That the Commissioner provide educational resources to aged care providers 

regarding the prevalence of dehydration in older persons, and the unreliability 

of traditional assessment methods in detecting dehydration.   

196 I make the following recommendation to the Nursing and Midwifery Board of Australia: 

Seven That nurses working within the aged care environment receive specialised 

training in relation to maintaining hydration in older persons, including: 

a. The recommended daily minimum fluid intake 

b. The unreliability of traditional assessment methods in detecting 

dehydration  

c. Medical conditions or treatments which increase the risk of dehydration, 

and 

d. Strategies to encourage adequate fluid intake. 

197 I make the following recommendations to the Royal Australasian College of General 

Practitioners: 

Eight That further education be provided as a matter of urgency to redress the 

widespread use of unreliable assessment methods to detect dehydration in 

older persons by General Practitioners.   
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Nine That General Practitioners working within the aged care environment provide 

advice to Aged Care Facilities regarding the hydration needs of their patient/s, 

including the recommended daily minimum fluid intake for that patient, and 

what steps are to be taken in the event of inadequate fluid intake. 

Acknowledgments 
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199 I would like to convey my sincere condolences to the family and loved ones of 

Mrs D’Angelo who experienced her death as unexpected and upsetting.  
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Please note: 
 Green highlighted text in the word doc shows where current provider guidance already 

addresses aspects of recommendation 4. 
 Comments added for EL1 review. 

 
Context: 
From Safety of clinical care services | Aged Care Quality and Safety Commission 

 
 
 
Part B – Other areas of the provider guidance that is relevant to the recommendation. 
While guidance for 5.5.5: Nutrition and hydration is specifically related to hydration, there are other 
areas of the provider guidance that include either direct reference to hydration, or are relevant more 
broadly (ie: assessment/responding to risks/deterioration etc), that is already in place to help support 
the recommendations. 
 

 
  

 
  

 
Outcome 6.1: Partnering with individuals on food and drinks 
Note: The Coroner’s Inquest refers to action 6.1.2 in section 60 and 61. 

 
 

 
 
Outcome 6.2 Assessment of nutritional needs and preferences 
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Note: The Coroner’s Inquest refers to action 6.2.1 in section 60 and 61. 

 
 

 
 

 
 

 
 
Outcome 3.1: Assessment and planning 
In the context of creating care and services plans: 

 
 

Outcome 3.2: Delivery of funded aged care services 
Note: Not specific to processes about dehydration directly, but relevant more broadly. 
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Outcome 5.4: Comprehensive care 
Note: Not specific to processes about dehydration directly, but relevant more broadly. 

 
 
 
Part C – Additional opportunities for amendments to the provider guidance 

 
 

 
 

 
 

 
Guidance for action 5.6.1 

 
 

 
 
Guidance for action 5.6.3 
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Guidance for outcome 6.1 
Note: The Coroner’s Inquest refers to action 6.1.2 in section 60 and 61. 

 
 

 
 
Guidance for Outcome 6.2 Assessment of nutritional needs and preferences 
Note: The Coroner’s Inquest refers to action 6.2.1 in section 60 and 61. 

 

 
 
 
Part D – Suggestion to provide recommendation 5 and 6 to the Chief Clinical Advisor 
Division  
I am not sure whether Recommendation 5 and 6 have been provided to the Chief Clinical 
Advisor Division for consideration. 
 
Coroner’s Inquest sections 72-73 include more context related to the poster/fact sheet 
(noting there may be other references to that guidance in the Coroner’s Inquest). 
 
For reference: 

 Poster link: Preventing Urinary Tract Infections: Recognising dehydration 
 Commission web content: Keep your fluids up!  
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Hi  – great to chat just now. 
 
As discussed, we are sharing some Ministerial correspondence from SA’s Minister for Health and Wellbeing 
(Minister Picton) from 5 March 2026 who forwarded the SA Coroner’s findings re the inquest into the death of 
an aged care resident in 2020. 
 
There are recommendations (page 34) relating hydration/dehydration guidance for residential aged care 
providers for the strengthened Quality Standards (sQS). 
 
We’ve confirmed with Minister Picton’s oƯice that similar letters were also sent to the ACQS Commissioner 
and IGAC, forwarding them copies of the inquest findings, noting recommendations relating to their respective 
areas of responsibility. 
 
We have drafted a reply for Minister Butler which refers to the Department working with the Commission to 
consider if/how the sQS guidance supporting Outcome 5.5 / Action 5.5.5 can incorporate the suggestions 
included in Recommendation Four relating to hydration/dehydration, to further support the sector’s 
understanding of the importance of hydration in the delivery of aged care services.  
 
I will forward you the final Minister Butler reply to Minister Picton when signed, but wanted to give you heads up 
ahead of that. 
 
We have not undertaken to make any changes to sQS at Action 5.5.5 or Standard 6, but have committed to 
include these hydration/dehydration recommendations in the mix for the first 5 year periodic review of the 
Quality Standards (due 2030). 
 
Thanks again for the chat and for undertaking to share with appropriate policy leads at your end to progress. 
 
Look forward to hearing back re progress. 
 
Regards, 

 
 

 (he/him) 
Assistant Director – Quality Standards and Star Ratings Section 
Choice and Transparency Branch | Quality and Assurance Division | Ageing and Aged Care Group 
T: @health.gov.au  | Location: Brisbane (1hr behind ACT) 
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Office of the Commissioner 
Your Ref: MHW-H26-0932 
Our Ref: LHW2026-06-01 
 

 
The Hon Blair Boyer MP 
Minister for Health and Wellbeing 
Member for Wright 
GPO Box 2555 
ADELAIDE  SA  5001 
 
By email: MinisterforHealth@sa.gov.au 
 
 
Dear Minister 
 
I refer to correspondence of 5 March 2026 from the then Minister for Health and 
Wellbeing, the Hon Chris Picton MP, regarding the South Australian Deputy State Coroner’s 
Inquest Findings in relation to the death of Mrs   Mr  as 
Ag Commissioner, acknowledged the correspondence from Mr Picton at the time. 
 
I acknowledge the recommendations directed to the Aged Care Quality and Safety 
Commission (Commission) and acknowledge the significance of the issues identified in the 
findings, including matters relating to hydration management for older people, particularly 
those living with dementia, and educational supports for registered providers. 
 
I am writing to you now to advise the Commission’s response to the recommendations, 
including work being progressed in collaboration with the Department of Health, Disability 
and Ageing (the Department). 
 
Recommendation Four 

Recommendation 4 relates to the strengthened Aged Care Quality Standards, including 
matters relating to hydration and older people living with dementia. 
 
The Commission, with the Department, is progressing updates to the strengthened Quality 
Standards provider guidance, specifically Outcome 5.5, to enhance the sector’s 
understanding of the importance of assessing and monitoring older people’s hydration 
status in the delivery of Commonwealth funded aged care.  
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Recommendations Five and Six 

These recommendations relate to new and existing educational resources about detecting 
and preventing dehydration in aged care settings.  
 
The Commission has undertaken expert clinical review of several existing hydration 
guidance resources, including posters, articles and web content, that are available to 
providers on the Commission’s website.  
 
We will retire the resource “Preventing Urinary Tract Infections - Recognise Dehydration” 
and look to develop new guidance that highlights the recommendations made by the 
Deputy State Coroner.  
 
The Commission is also developing several resources to educate the aged care sector on 
best practice hydration management and is incorporating the suggestions contained in 
recommendations 5 and 6 in our considerations. Key resources include a Quality Bulletin 
article for publication, informed by practical sector insights, and a new fact sheet on 
preventing and managing dehydration in older adults. 
 
Additionally, the Commission will publish a Clinical Alert from the Commission’s 
Chief Clinical Advisor  raising awareness of dehydration risk in older 
people. This Clinical Alert will emphasise in simple language the importance of hydration 
for older people and processes to monitor and manage it. It will include the importance of 
holistic assessment, and the need to escalate any clinical deterioration or changes in an 
older person, and doing this in line with the older person’s wishes. 
 
The Commission will continue to consider and implement, where appropriate, the 
recommendations outlined in the Deputy State Coroner’s findings, to support continuous 
improvement in the quality and safety of Commonwealth funded aged care.  
 
Yours sincerely  

 
Commissioner 
 
5 June 2026 
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