Ward:                          
Service User initials:
Hospital ID:                      
Daily Food and Fluid record[image: ]
	Purpose: To monitor both nutritional intake (food) and hydration (fluids) for overall nutritional assessment.
 
How to use a food and fluid record:
6) Record the date for each entry.
6) Record Food/Drink Offered: Clearly describe what was provided (e.g. 1 slice of bread with 1 portion butter, 2 cups of tea with full fat milk, sugar).
6) Record amount Consumed:
Nil (R): Refused - Record reasons for refusal or missed meals (e.g. felt sick after medication, out on leave, paranoid about food). Note any preferred foods, appetite changes, or portion adjustments.
¼: Quarter eaten
½: Half eaten
¾: Three-quarters eaten
A: All eaten (use 2 or 3 instead of a check mark if multiple portions are consumed)
6) Review: Chart daily and escalate to the nurse in charge if less than 1200ml fluid consumed/day or more than two main meals refused or missed. 
6) Upload: Scan and upload the completed chart to RiO.
6) Access first-line resources on nutrition and hydration via the ELFT intranet, search for Nutrition and Dietetics. 


 
Example Food and fluid record
	Date/Time
	Portion of Food or fluid offered
	Nil
	¼
	½
	¾
	All
	ml of fluid consumed

	9.10.2023  8am
	2 slice toast, butter, 2 fried eggs. Cup of whole milk
	 
	 
	 
	
	 
	150

	9.10.2023 11am
	Oral nutritional supplement drink Aymes shake, chocolate flavor
	 
	 
	 
	 
	A
	200

	9.10.2023   13:00
	Shish kebab, chips, salad, Cola.
Note: Ate ¼ of a small portion of chips with one sachet of mayo; Did not eat salad or shish kebab.
	 
	
	 
	 
	 
	500

	9.10.2023  19:00
	Sandwich, yogurt, banana 
Refused as was feeling nauseous. 
	R
	 
	 
	 
	 
	 

	Throughout the day
	Water 
	 
	 
	 
	 
	 
	1000

	Total fluids consumed in past 24 hrs
	1800ml

	Nutritional or swallowing concerns?
1. Dehydration
2. Low BMI

	Actions
1. Reminded the service user to drink a sufficient amount of fluids to prevent dehydration. 
2. [bookmark: _GoBack]Encouraged the service user to check their urine colour, and drink more fluids if the urine colour is between 4 and 8.
3. Concerns discussed in safety huddle with Dr [name], ward pharmacist [name], service users’ primary nurse [name].
4. Completed nutrition screening. Result: medium nutrition risk due to BMI 19.8kg/m2, weight stable over past 3 months. 
5. Discussed with service user and printout provided: BDA Food Fact Sheet Hydration, NHS Inform Hydration chart

	Plan: 
1. Continue daily food and fluid chart
2. Follow up with team and service user re. nausea management
3. Continue to remind service user to drink enough and raise symptoms of dehydration with the team.

	Food and Fluid chart reviewed by:
Name and role
	Sample EXAMPLE, RMN
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	Date/Time
	Portion of Food or fluid offered
	Nil
	¼
	½
	¾
	All
	ml of fluid consumed

	 
	 
	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 
	 
	 

	Total fluids consumed in past 24 hrs
	 

	Nutritional or swallowing concerns?
 
 
 

	Actions:
 
 
 

	Plan: 
 
 
 

	Food and Fluid chart reviewed by (Name and role):
	 

	
	
	
	
	
	
	
	
	




ELFT dietitians contact: elft.dietitians@nhs.net
image1.png
INHS

East London
NHS Foundation Trust




