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ABSTRACT 

PREY ALEN CE AND FACTORS ASSOCIATED WITH DEHYDRATION 

AMONG ELDERLY AT SELECTED PRIVATE CARE HOMES IN 

SELANGOR 

Nabil Bin Mazri 

The cross sectional study aimed to determine the prevalence of dehydration and associated 

factors among elderly at selected private care homes in Selangor. A total of 114 subjects age 

60 and above were participated in this study. The interview face-to-face was conducted to 

acquire a necessary information from the subjects. The instruments used were a self­

administered questionnaire and it consisted of seven parts which are socio-demographic 

characteristics, anthropometric measurement, Mini Mental State Examination (MMSE), 

Activities of Daily Living Scale (ADL) and Dehydration Screening Tool (DST). Majority of 

the subjects were male (64.0 %) and Malay (58.8 %) with mean age 70 ± 7. The result shows 

the prevalence of dehydration among elderly in selected private care homes was 67.5 %. 

Only two variables were found to be significantly associated with dehydration which are 

previous occupation (x2=0.002,p<0.001) and total glasses intake per day (r=-0.247,p<0.008). 

No significant association in socio-demographic characteristics ( age, period admission, 

ethnicity, marital status, educational level, monthly expenses), body weight status, cognitive 

status and functional status with dehydration. This finding in this present study mostly 

contradicts with findings of the previous study especially about the factors associated with 

dehydration. In conclusion, the prevalence of dehydration was higher as compared in 

worldwide. Future study needs to be done to investigate more details about the factors and 

the prevention of dehydration problem among elderly. 
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In this study, the dependent variable (DV) was dehydration whereas the independent 

variables (IV) were socio-demographic factors, body weight status, fluid intake, cognitive 

status and functional status. This study aimed to determine the prevalence of dehydration and 

its associated factors such as demographic factors, body weight status, fluid intake, cognitive 

status and functional status among elderly at selected private care homes in Selangor. 

The association of socio-demographic factors with dehydration was supported by 

Bouchet et al. (2000); Bunn, Jimoh, & Howard (2015); El-Sharkawy et al., (2015); Jette et al. 

(1986); Lancaster et al. (2003); Parkerson et al. (1990); Rodrigues, Severo, & Lopes (2015);. 

The association between body weight status with dehydration was supported by study Bale, 

Tsiami, & Greene (2017); Mwphy (1998); Ship & Fischer, (1997); Weinberg and Minaker 

( 1995). The association between fluid intakes with dehydration was supported by Gasper 

( 1999); Hooper et al. (2014 ); Hooper (2015). The association cognitive status with 

dehydration was supported by Hall (2005); Namasivayam-MacDonald et al. (2018). The 

association between functional status with dehydration was supported by Angela (2007); 

Steward et al. (2009). 

This conceptual framework was developed based on the previous study to determine 

the prevalence of dehydration and its associated factors among elderly at the selected private 

care homes in Selangor. The previous studies were important as it will give the evidence 

based to the present study. 
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monitoring of chronic disease; and overuse of inappropriate or unnecessary drugs. No study 

has examined the overall quality of care given to elderly patients in UK. 

In the US, institutionalised elderly people were reported to have lower mean daily 

fluid intake (food and drink) of 1.51 Uday compared with 2.12 Uday in their non­

institutionalised counterparts (Adams, 1988). Elderly people living in long-term care tend to 

drink less and have less variety of drinks than their community-dwelling counterparts 

(Adams, 1988; Mentes, 2006; Iowa-Veterans Affairs Research, 2000). Hooper et al. (2014) 

come out a conclusion that elderly adults in residential care have been considered to be a 

population at high risk of dehydration. Hypematremia appears more frequently in 

individuals with an altered status, unconscious patients, infants, and elderly patient's age 65 

years and above. 

2.1.3 Sign and symptoms 

Dehydration can be recognising by observing the signs and symptoms. Bak, Tsiami, 

& Green (2017) and Bataille et al. (2014) recognise the sign by dryness of the mouth; poor 

skin turgor, dry oral mucosa, elasticity, hypotonic ocular globes and increased thirst for 

instance. Other studies state that the sign are capillary refill time, general appearance, absent 

tears, abnormal breathing, sunken eyes, abnormal radial pulse, tachycardia or decreased 

urine output and abnormal respiratory pattern were the most useful signs in predicting 

dehydration which is loss of 5% of body weight (Hooper et al., 2014, Gorelick et al.,1997) 

Non-specific neurologic symptoms also will effect like light-headedness, nausea, 

headache, fatigue, lethargy, dizziness, confusion, seizures, and even coma (Mortalitat, 

Siemers, & Mailander, 2010) and (Arieff, 1984). As age increase, functional body also 

decrease in action. The age related changes, sun-damaged skin or breathing through the 
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mouth can produce similar, poor sensitivity and specificity (Practice & Dehydration, n.d.) 

and (Bak et al., 2017). 

Some of the sign stated was happen in children. We cannot use these signs of 

dehydration in children directly in older people before checking that they are truly 

diagnostic, for a variety of reasons. 

2.2 Prevalence of dehydration 

Study from Hooper et al., (2013) stated that cross-sectional studies that they study 

suggested a water-loss dehydration prevalence of 20-30% in elderly at Notfolk, United 

Kingdom. The statement supported by result state that salt-loss dehydration is present in 

0.5-2% of free-living population samples of people aged at least 70 years (Stookey, 2005; 

Stookey et al., 2005). 

In the NHANES III cohort data were compared for different age bands, suggesting 

that the proportion of adults with water-loss dehydration increases with age, from around 

16% of 20-29 year olds, to 26% of 50-69 year olds and 28% of 70-90 year old. 

Dehydration was more common in men of all ages, 23 % than women of the same age range, 

16% (Stookey, 2005) Chumlea and colleagues (2002) using NHANES also state that based 

on bioelectrical impedance measures of total body water in a large sample suggest that many 

people may be under hydrated. 

Dehydration Recognition In our Elders (ORIE) (2015) stated that the subjects 

included 188 residents (mean age 86 years, 66% women) of whom 20% were dehydrated. 

The study design was cohort study done by Hooper et al in 2018. The result also supported 

.• by Gasper (1999) which found that 8% of 36 long-term care residents had chance to get
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adopted most often as the reference standard for dehydration in older adults (Cheuvront et 

al., 2013; Thomaset al., 2008) 

Serum osmolality appears useful as a marker of water loss dehydration when tested 

on a single occasion in young adults. Plasma osmolality is known as key regulator of fluid 

balance and higher osmolality indicating poorer hydration. (Shirreffs, 2000; Kovacs, 

Senden, & Brouns, 1999). 

Although this method come out as a gold standard to screen dehydration, but they are 

involving urine and blood samples and are consequently more expensive and intrusive than 

diaries and surveys or other methods. The blood tests are not feasible or practical in the 

community or residential care settings (Leibovitz et al., 2007). 

2.3.2 Bioelectrical impedance analysis 

Bioelectrical impedance may be useful in calculating total body water or total body 

resistance but does not appear to be sufficiently accurate under conditions of change in 

hydration status compare to serum osmolality. (Kafri et al., 2013; Kyle et al., 2004; Olde 

Rikkert et al., 1997; Hall,2005; Bunn et al.,2015). BIA was used as a primary measure of 

hydration status in the present study, while urine colour and a diet diary were used as 

secondary measures of hydration status. BIA has been shown to be a reliable and valid 

measure of body water composition (Smye, Sutcliffe, & Pitt 1993 ). BIA also was easy and 

quick method, but it is affected by numerous conditions (Shirreffs, 2003 ). 

The technique has been widely used in the nutrition field to estimate body 

composition. It utilizes a mild electrical current that travels between electrodes placed on 

hands and feet while the resistance of its flow is measured. The higher resistance is expected 
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in the less conductive tissues such as fat. The obtained resistance is used to calculate the 

water volume (Bak et al., 2017). 

We need around 20 minute with 15 minutes rest and 5 minutes data collection 

whenever wants to use this method. It will identify resistance and reactance value that 

reflect an individual's level of hydration. There is no consumption of food or liquid for the 

past two hours before conducting the BIA. Ideally use the BIA in the morning after long 

period of sleep and hours of fasting (Roubenoff et al., 1997). 

Bioelectrical impedance analysis appears be cost-effective, while maximizing 

accuracy and minimizing invasiveness (Hall, 2005). There is a minimal risk of injuring skin 

when removing the bioelectrical impedance electrodes if a participant's skin is particularly 

dry or thin due to aging (Foley, 2013). 

2.3.3 Dehydration Screening Tool 

Dehydration screening tool (DST) is one of many tools that can be used to access 

hydration status in elderly people. DST was developed based on the Vivanti et al. (2010). 

DST build based on 11 items, four physical signs of dehydration and seven questions about 

thirst sensation, pain and mobility, with added four extra questions about drinking habits. 

Two factors emerged from factor analysis, which were named Hydration Score and Pain 

Score. Hydration Score consisting of five questions about thirst sensation and preferences 

related to fluid consumption, while Pain Score, consisting of five items about mobility and 

pain (Rodrigues, Severo, & Lopes, 2015). 
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3.4 SAMPLING METHOD 

The sampling method used in this present study was purposive sampling method. 

Firstly, the list of all eighty seven private care homes in Selangor those registered under the 

Department Social Welfare were list out. The care homes who had a large population size 

was purposely selected. However, only ten care homes gave their permission to do a 

research. The chart below show the process of purposive sampling . 
.. 

... 

A list of all private care homes in Selangor obtained from Department of 

Social Welfare website. (n=87) 

Pwposive sampling method 

'I 

10 private care homes were selected: 

1. Rumah Kebajikan Penyayang Hani (n=15)
2. Pusat Jagaan Siti Noraini (n=40)

3. Pusat Jagaan Pertubuhan Kebajikan Yesuvin Mahligai (n=25)
4. Pusat Jagaan Nur Hasanah (n =J8)
5. Pusat Jagaan Al-Fikrah (n =50)
6. Pusat Jagaan Taman Eden (n=JO)
7. Pusat Jagaan Damai (n=30)
8. Pusat Jagaan Mahmudah (n=40)
9. Pusat Jagaan Darul Insyirah (n=20)
JO. Pusat Jagaan Wan Hing (n=40)

All elderly in these care homes are invited to participate in this study 

All elderly that living in care homes were screened based on inclusion 

and exclusion criteria. 

Figure 3.1: Flowchart of sampling design 
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...... 

positioned slightly apart, in line with their hips. The head of subject must in the "Frankfort 

plane" which eye and ear in midline position (NIHR Southampton Biomedical Research 

Centre Procedure for Measuring, 2016). For the subject who was unable to stand, Knee 

Height (KH) measurement was done. Knee height was measured using flexible tape while 

the knee and ankle joints ·were flexed at 90°, measured between landing point and 

suprapatella point from lateral side. The KH formula, Suzanna & Ng (2003): 

Men: (l.924 x KH) + 69.38 

Women: (2.225 x KH) + 50.25 

If the patient is bed-ridden or unable to stand, we can use Buckley Formula to measure the 

weight, 

Male ABW (kg)= -47.8 + 0.78 x (Abdominal Circumference)+ 1.06 x (Thigh 
Circumference) 

Female ABW = -40.2 + 0.47 x (AC) + 1.30 x (TC) 

ABW: Actual Body Weight 

After the data for the weight and height of the subject is obtained, the BMI was calculated. 

The formula for BMI calculation was weight (kg) divided by height (m2). Based on WHO 

(2004), the recommended BMI cut-off points is shown in Table 3.1. 

Table 3.1: BMI cut-off points 

BMI cut-off points (kg/m2) Body weight classification 

<18.5 Undexweight 

18.5-24.9 Normal 

25.0-29.9 Overweight 

>30.0 Obese 
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3.6.3 Mini Mental State Examination 

The Mini Mental State Examination (MMSE) is a tool that can be used to 

systematically and thoroughly assess mental status. It was an 11 question measure that tests 

five areas of cognitive function: orientation, registration, attention and calculation, recall, and 

language. The maximum score was 30. A score of 23 or lower is indicative of cognitive 

impairment. The MMSE talces only 5-10 minutes to administer and is therefore practical to 

use repeatedly and routinely (Rid.ha & Rossor, 2005). 

Assessment of an older adult's cognitive function was best achieved when it is done 

routinely, systematically and thoroughly (Ridha & Rossor, 2005). The MMSE has been 

validated and extensively used in both clinical practice and research since 1975. 

The limitation is the tool was not able to diagnose the case for changes in cognitive 

function and should not replace a complete clinical assessment of mental status. Next, the 

instrument relies heavily on verbal response and reading and writing. Therefore, patients that 

are hearing and visually impaired, intubated, have low English Ii teracy, or those with other 

communication disorders may perform poorly even when cognitively intact (Ridha & Rossor, 

2005). 

3.6.4 Activities of Daily Living Scale (ADL) 

The Katz Index of Independence in Activities of Daily Living, commonly referred to 

as the Katz AOL, is the most appropriate instrument to assess functional status as a 

measurement of the client's ability to perform activities of daily living independently 

(Mccabe, 2019). Clinicians typically use the tool to assess function and detect problems in 

performing activities of daily living and to plan care accordingly (Mccabe, 2019). 
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The Index ranks adequacy of performance in the six functions of bathing, dressing, 

toileting, transferring, continence, and f ceding. Clients are scored yes/no for independence in 

each of the six functions. A score of 6 indicates full function, 4 indicate moderate 

impairment, and 2 or less indicates severe functional impairment (Mccabe, 2019). 

The instrument is used effectively among older adults in the community and all care 

settings. The tool is most useful when baseline measurements are taken when the client is 

well and compared to periodic or subsequent measures (Mccabe, 2019). 

The Katz tool was originally developed in the late 1950s, it has been modified and 

simplified and different approaches to scoring have been used. However, it has consistently 

demonstrated its utility in evaluating functional status in the elderly population. Although no 

formal reliability and validity reports could be found in the literature, the tool is used 

extensively as a flag signalling functional capabilities of older adults in clinical and home 

environments (Mccabe, 2019) 

3.6.5 Dehydration Screening Tool 

Dehydration screening tool (DST) can be use to access hydration status in elderly 

people. DST was developed by Vivanti et al. (2010). DST was build based on 11 items (four 

physical signs of dehydration and seven questions about thirst sensation, pain and mobility), 

with added four extra questions about drinking habits (Rodrigues, Severo, et al., 2015). 

Based on the questions listed subject only need to answer 'yes' or 'no' for every questions. 

For this sign purpose, 1 point represent the present of hydration sign. 

Two factors emerged from factor analysis, which were named Hydration Score and 

Pain Score. Hydration Score consisting of five questions about thirst sensation and 
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preferences related to fluid consumption, while Pain Score, consisting of five items about 

mobility and pain. 1 point was assigned to items that described the absence of a characteristic 

or symptom related to dehydration and no points if the characteristic or symptom was present 

(Rodrigues, Silva, Severo, Inacio, & Padrao, 2015). 

3.7 ETHICAL APPROVAL 

The ethical approval has been obtained from Ethics Committee for Research 

Involving Human Subjects, University Putra Malaysia (JKEUPM). JKEUPM is the 

organization under UPM that control and protect the researcher doing the researched if any 

unintentional or wrongdoing towards human in research. As this researched was conducted in 

the selected private care home settings, the approval from Ministry of Health (MOH) is 

needed. For this study, the consent form was developed to give to the subjects before they 

agree to participate in this research. This was a crucial part so that the privacy and 

confidentiality of each of the subjects are protected. 

3.8 DAT A COLLECTION 

Before the data collection, the research was well brief to the stakeholders. They were 

assisted to deal with the subjects. The data collection was done almost three weeks, Then, the 

subjects were approached by the interviewer to get a clear picture of what was the study all 

about and what was been done during the session of data collection. After the subjects agree 

to participate, the subjects were given the consent form. The research only proceeds to the 

subjects that fill in the consent form only. 
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3.9 DATA ANALYSIS 

The data collected was analysed using SPSS version 21 to conduct the statistical 

analysis. For this data, univariate analysis was used to analyse descriptive data and the 

results were presented as frequencies and percentages for categorical data and as means and 

standard deviations for continuous variable. Association between the variables were 

analysed using categorical and pearson correlation for continuous data. The level of 

statistical significant was set at p<0.05. 
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CHAPTER4 

4 RESULTS 

4.1 Recruitment and Response Rate 

There are about 10 care homes that were selected to involve in this study. There were 

chose by purposive sampling method. Most of the subjects involve were in Siti Noraini Care 

Homes (18.4%), Mahmudah Care Homes (16.7%) and also Wan Hing Care Homes (13.2%). 

From that 10 care homes, there are around 273 subjects were selected. After screened by 

inclusion and exclusion criteria, there were only 141 of subjects could be the subjects. Then 

the number of subjects drops to 114 and contribute to the Figure 4.1 that shown below. 

20 18.4 

18 16.7 

16 14.0 
13.2 

14 
'#. 

12 

10 7.9 ti 7.0 7.0 
GI 8 
·-

4.4 .a 6 3.5 

2 

0 

Figure 4.1: Distribution of subjects by care homes (n = 114) 
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4.2 Sociodemographic factors 

The socio-demographic characteristics of respondents are described in Table 4.1 A 

total of 114 subjects were dominant by male (64.0%), mean age 70 ± 7 and most of the 

respondents are Malay (58.8%). Besides, the higher marital status of the subjects were 

married (39.5%). In addition, for education level, half of the subjects future their study until 

secondary school (50.9%). 

Table 4.1: Socio-demographic characteristics of the subjects 

Variables 
Age 
Sex 

Male 
Female 

Ethnicity 
Malay 
Chinese 
Indian 

Marital status 
Single 
Married 
Divorced 
Widowed 

Education level 
None 
Primary 
Secondary 
Diploma 
Bachelor's 

Previous occupation 
None 
Government sector 
Non-government sector 
Self-employed sector 
Others 

Period admission in the care 
home (months) 
Monthly expenses 

<RM 100 
RM101-RM300 
RM301-RM500 
RM501-RM700 
RM701-RM900 
>RM900

n (%) 

73 (64.0) 
41 (36.0) 

67 (58.8) 
22 (19.3) 
25 (21.9) 

32(28.1) 
45 (39.5) 
12 (10.5) 
25 (21.9) 

17 (14.9) 
31 (27.2) 
58 (50.9) 

5 (4.4) 
3 (2.6) 

14 (12.3) 
24 (21.1) 
30 (26.3) 
34 (29.8) 
12 (10.5) 

76 (66.7) 
5 (4.4) 
5 (4.4) 
3 (2.6) 
6 (5.3) 

19 (16.7) 

Mean±SD 
70± 7 

24.54 ± 27.57 

31 
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Table 4.6 showed the factors associated between dehydration. The test used was chi­

square test. There are no association between body weight status (p=0.095), water intake 

(p=0.292), cognitive status (p=0.660) and functional status (0.608) with dehydration. 

Table 4.6: Association between body weight status, fluid intake, cognitive status and 

functional status with dehydration 

Variable Categories of Deh�dration x2 
Good dehydration, Dehydrated, 0(%) 

n{%} 
Categories of BMI 0.096 

Underweight 4(10.8) 16 (20.8) 
Normal 14 (37.8) 37 (48.1) 
Overweight and obesity 19 (51.4) 24 (31.2) 

Categories of water intake 0.258 
Inadequate water intake 22 (28.9) 54 (71.1) 
Adequate water intake 15 (39.5) 23 (60.5) 

Categories of cognitive 0.570 
status 

Normal 12 (32.4) 21 (27.3) 
Decline 25 (67.6) 56 (72.7) 

Categories of functional 0.541 
status 

Full function 29 (78.4) 64 (83.1) 
Decline function 8 (21.6) 13 (16.9) 

Chi-square test 
•• Correlation is significant at the 0.01 level

36 
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CHAPTERS 

S DISCUSSION 

S.l Prevalence of dehydration 

Results from this study showed 67.5 % out of 114 subjects were having dehydration. 

Hooper et al (2013) stated that 20 - 30 % elderly at Notfolk, United Kingdom was in 

dehydration status using cross-sectional studies. Moreover, NHANES III cohort data show 

28% of elderly was in dehydrated status. Besides, Geriatric and Rehabilitation Unit (GARU) 

found that the dehydration prevalence of subject on admission was 16.3%. Next, Dehydration 

Recognition In our Elders (ORIE) stated that the subjects included 188 subjects of whom 

20% were dehydrated. This study showed that the prevalence of dehydration among elderly 

incare homes in Selangor was higher. 

S.2 Factors associated with dehydration 

S.2.1 Socio-demographic

This study found no significant association between sex and dehydration similar with 

previous study that state dehydration had no significant differences between sexes 

(Rodrigues, Severo, & Lopes, 2015). Study from SENECA proves that women were higher 

in getting dehydration which was 21-65% compare to men that contribute only 13-42%. But 

there are difference in study from Stookey (2005) that stated men were higher in getting 

dehydration which were 23 % compare to women 16%. In this study, when we focusing by 

categories of sex the number of dehydrated subjects for both sexes were three times higher. 
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However in this study, the contradict result only could explained by the imbalance of 

male and female subjects who participated the study. Total male subjects were two times 

higher comparing to female subjects who could cause no significant association found 

between sex and dehydration. 

This study found no significant association between ethnicity and dehydration similar 

with previous study that state so (Bunn, Jimoh, & Howard, 2015). No study stated that 

ethnicity is associated with dehydration. Habitual to have water intake were not differentiate 

between ethnicity because it is sense of human being either they are in different ethnic. 

Next, this study found no significant association between marital status and 

dehydration similar with previous study that state that there was no significant difference 

between marital status and dehydration (Bunn, Jimoh, & Howard, 2015). Marital status not 

be the one that could associated with dehydration because most of the subjects are in single 

status when living at the care homes. Although they not have any spouse to take care of them 

but in the care homes there are many care taker could take care of them and give them moral 

support. 

Besides, this study found no significant association between educational level and 

dehydration similar with previous study that state so (Rodrigues, Severo, & Lopes, 2015). 

Different level of educational level show different level of knowledge of individual. Lack of 

knowledge may cause them to said that it is harmless when going often to the toilet, so they 

not drinking enough (Hooper et al., 2014 ). But apart from the situation, taste of thirsty could 

not avoid someone to drink water, not really related with education. 

Then, this study found significant association between previous occupation and 

dehydration contradict with previous study that state there are no significant differences 
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between previous occupations with dehydration (Jette et al., 1986). But some study state that 

the result similar with previous study that state dehydration had significant with previous 

occupation due to environmental temperatures, humid and hot tropical or hot and dry which 

is extremes in temperature (Bouchet et al., 2000; Parkerson et al., 1990). 

Lastly, this study found no significant association between monthly expenses and 

dehydration. Some care homes need to pay before we can enter it, but some care homes are 

open for living without need to pay any with support of government and charity. Due to that 

situation, all of them will surely get enough food consumption, especially for water intake. 

5.2.2 Body weight status 

This study found no significant association between body weight status and 

dehydration contradict with previous study that state measuring body weight status was 

accepted process for the confirmation of dehydration (Weinberg and Minaker, 1995; 

Murphy, 1998). This also support with previous study that state body weights decreased 

significantly during dehydration, reflecting fluid loss (Ship & Fischer, 1997) and also 

contradict with another study that state severe dehydration should be considered if the body 

weight rapidly decreases) (Bak, Tsiami, & Greene, 2017). 

But some study have similar result with present study that stated dehydration not 

significantly different between groups with BMI (Rodrigues, Severo, & Lopes, 2015). Body 

weight was poor indicator of hydration among the elderly (Nessa & Johnson, 2010). The 

method is only reliable for short periods of time during which the potential amount of 

adipose tissue loss and also immediately influenced by the weight of foods consumed, so this 

assessment method needs to ensure that the measurements are taken at the same times during 
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the day (Bak et al., 2017). This method is not useful for measuring chronic hydration (Hall, 

2005). 

5.2.3 Fluid intake 

This study found significant association between fluid intake and dehydration similar 

with previous study because the study stated that a simple and appropriate approach to assess 

hydration status is monitoring fluid intake that focused on water consumption (Gasper, 

1999). Water intake must be higher than 1700 ml approximately equal to eight glasses that 

should take every day. 

Liquid made the greater contribution for human to stay in hydration status and for that 

reason reduced water intake could cause dehydration (Hooper, 2015). Water loss or 

dehydration is due to insufficient fluid intake (Hooper et al., 2014). Water is the type of drink 

used to rehydrate it is also a variable to take into account. The benefit of using only water to 

determine the effects of dehydration on cognitive performance because it is the most 

widespread beverage (Adan & Adan, 2012). 

S.2.4 Cognitive status

This study found no significant association between cognitive status and dehydration 

contradict with previous study that state 34% of those with cognitive impairment current 

dehydration, significantly more than the 14% of those with less impaired cognition (Seymour 

et al., 1980). The previous study was supported by Simmons et al. (200 I) that conclude the 

more cognitively impaired individuals the more they tend to drink more, but the less 

cognitively impaired only did so if given their fluid of choice. 
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Both of the previous study state that elderly that have cognitive impairment still can think 

better to consume fluid, but the previous study was contradict from N amasivayam­

MacDonald et al,. (2018) that stated moderate to severe cognitive impairment resulted in a 

decrease in fluid intake. This shows the real problem because the study was recently. 

In general, older adults who are challenged by cognitive decline are at increased risk 

for dehydration and the infections (Collins & Claros, 2011; Easterling & Robbins, 2008; 

Ferry, 2005; Mentes, 2006; Suhayda & Walton, 2002). Care taker in the care homes should 

give their focus for the health of the elderly so although the elderly had decline in cognitive 

they still will eat and drink similar with other healthy elderly (D. Fonda et al., 1994) 

S.2.S Functional status 

This study found no significant association between functional status and dehydration 

which contradict with previous study that states incontinence leading to deliberate poor 

intake of fluids that makes them dehydrated (Steward et al. 2009). The reason why the study 

state that functional status were associated with dehydration because functional disability and 

physical impairment were barriers to accessing fluids with a resultant increased dependence 

upon care-givers (Spencer et al., 2000). 

But this study was similar with other study that stated that the result cannot support 

functional status were associated with dehydration (Hooper et al, 2018). Majority of the 

subjects were in full function condition. They do not have any problem to move by 

themselves and having enough water. 
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CHAPTER6 

6 CONCLUSION AND RECOMMENDATION

6.1 Conclusion 

In conclusion, this study showed that prevalence of dehydration among elderly in care 

homes were relatively higher compared to other worldwide study. There are only two 

variables were found to be significant associated with dehydration; previous occupation (x2 
=

0.002, p < 0.001) and water intake (r = -0.247, p < 0.008). No association were found under 

other socio-demographic ( age, period admission, ethnicity, marital status, educational level, 

monthly expenses), body weight status, cognitive status and functional status. Future study 

needs to be done to investigate more details about the factors and the prevention of 

dehydration problem among elderly. 

6.2 Limitation 

There were some study limitation that should be considered in order for more details 

and precise result to be obtained. First, the interviewer had low expertise in measuring body 

measure especially using surrogate tools. So we can lower the error. Secondly, the subjects 

need more time to answer the questions. That cause the subjects loss their focus when 

answering the questionnaires. Thirdly, the interviewer had low experience in conducting face 

to face interview. It is expect that the subject can answer the questionnaire by themselves but 

after facing the real situation most of them cannot read and it make the interviewer need to 

change the way to collect data. Besides, the limitations of obtaining fluid intake data are well 

known. It show underestimated fluid intake because we are focusing only for water intake. 
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6.3 Recommendation 

There are some recommendation that could be suggested for future research 

implemetation. Firstly, before doing the collection data we need to prepare and train well 

using the measuring body. It will help us to get the most accurate reading. Secondly, 

interviewer need to do extra activity when collecting data with the elderly. It will help to 

attract them to give their focus and answer the questionnaire. Thirdly, when having face to 

face interview, interviwer need to ask very detail to make sure that thare is no bias answer 

from the interviewer. Moreover, further studies should investigate how drinking habits 

influence real-world settings, particularly for tasks that require a multitude of cognitive 

processes at once(Masento, Golightly, Field, Butler, & Van Reekum, 2014). Besides we need 

to improve knowledge of the care takers about dehydration. It will help them to monitor 

every single person who were living in the care homes with proper method. 
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52 PART E 

53 Please fill in the following personal information. 

ACTIVITIES POINTS INDEPENDENCE: 
(1 OR 0) (1 POINT) 

NO supervision, direction or 
personal assistance 

BATHING (1 POINT) Bathes self 
completely or needs help in 

POINTS: bathing only a single part of 
the body such as the back, 
genital area or disabled 
extremity. 

DRESSING ( l PO INT) Gets clothes from
closets and drawers and puts

POINTS: on clothes and outer
garments complete with
fasteners. May have help
tying shoes.

TOILETING ( 1 PO INT) Goes to toilet,
gets on and off, arranges

POINTS: clothes, cleans genital area
without help

TRANSFERRING ( l PO INT) Moves in and out
of bed or chair unassisted.

POINTS: Mechanical transferring aides
are acceptable

CONTINENCE ( 1 PO INT) Exercises
complete self control over

POINTS: urination and defecation

FEEDING ( l PO INT) Gets food from
plate into mouth without

POINTS: help. Preparation of food
may be done by another
person.

254 

DEPENDENCE: 
(0 POINTS) 

WITH supervision, direction, 
personal assistance or total 

care 

(0 POINTS) Needs help with 
bathing more than one part of 
the body, getting in or out of 
the tub or shower. Requires 
total bathing. 

(0 POINTS) Needs help with 
dressing self or needs to be 
completely dressed. 

(0 POINTS) Needs help 
transferring to the toilet, 
cleaning self or uses bedpan 
or commode. 
(0 POINTS) Needs help in 
moving from bed to chair or 
requires a complete transfer. 

(0 POINTS) Is partially or 
totally incontinent of bowel 
or bladder 
( 0 POINTS) Needs partial or 
total help with feeding or 
requires parenteral feeding. 

TOT AL POINTS = 6 = High (patient independent) 0 = Low (patient very 
---

255 

256 

257 

258 

259 
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301 
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303 

304 
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307 

308 

309 
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320 
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[!]�[i!i] 
\NYElllfl f'UnU MMAYN 

111111 
FORM 2.4: RESPONDENT'S INFORMATION SHEET AND INFORMED 

CONSENT FORM 

Please read the following information carefully and do not hesitate to discuss any questions you may 
have with the researcher. 

1. STUDY TITLE:

Prevalence and factors associated with dehydration among elderly in care homes, Selangor. 

2. INTRODUCTION:

I am a final year student of Bachelor Science (Nutrition and Community Health) from Faculty of 
Medicine and Health Sciences University Putra Malaysia (UPM). Currently, I'm conducting a study 
about the prevalence and factors associated with dehydration among elderly in care homes, 
Selangor. Nowadays, there are increasing numbers of population of elderly. Most of them

are located in care homes which we do not know the health status about dehydration. Thus, 

the obiective of the study is to determine prevalence and factors associated between socio­

demographics, body weight status, fluid intake, cognitive status and functional status with 

dehydration among elderly in care home, Selangor. This study will provide information 

about factors associated with dehydration and also will give new knowledge to the care 

homes about the elderly and how to manage and solve the problem. 

You are invited to participate in this study. The details of the research as described in this 
document. Please take your time to read through and consider this information carefully before 
you decide if you are willing to participate. Please ask if anything is unclear or if you like more 
information. If you are happy to participate, you need to sign this informed consent form. 

Your participation in this study is voluntary. You may also refuse to answer any questions if you

do not want to answer. You may withdraw from this study at any time. If you withdraw, any

data collected from you up to your withdrawal will still be used for the study. Your refusal to

participate or withdrawal will not affect any medical or health benefits to which you are otherwise

entitled. 

This study has been approved by the Ethics Committee UPM.

3. WHAT WILL YOU HAVE TO DO?

You need to fill in the questionnaire and answer all related questions to_the study includin� socio
• d · ht tatus fluid intake cognitive status and functional status regarding the

demographic, bo y we,g s , , . . .. 
. h will measure your height, weight to determine the nutritional status. 

dehydration. The researc er

4. WHO SHOULD NOT PARTICIPATE IN THE STUDY?

. . bl to communicate Malay or English and diagnosed with mental
lnd,vaduals who are una e 
illness or critically ill.

5 WHAT WILL BE THE BENEFITS OF THE STUDY:
• 
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330 

331 

332 

333 

334 

335 

336 

337 

338 

339 

340 

341 

342 

343 

344 

345 

346 

347 

348 

349 

350 

351 

352 

353 

354 

355 

356 

357 

358 

359 

360 

361 

362 

363 

364 

365 

366 

367 

368 

369 

370 

(a) 

(b) 

TO YOU AS THE SUBJECT? 

You as the subject will find 
determine overall 

out your constipation status. However, you would not

based Thus ·
t 

your health status because this research is only a questionnaire

inform�tion obt�in::�:� 
d�termine �he health status of respondents exactly. The 

.th d hyd ti 
th1s study will determine the prevalence and factors associated WI e ra on among elderty at selected care homes in Selangor. Perhaps this study may gives awareness for eld I I h 

h fl "d . k 
er Y n t e care homes about important of having 

enoug u1 mta e 

TO THE INVESTIGATOR? 

This s�udy will be �eneficial to the investigator as it will increase our understanding
regarding dehydration. All of this information will be beneficial to evaluate the 
prevalence and factor associated with dehydration among elderl In care homes. 

8. WHAT ARE THE POSSIBLE RISKS?

There are no possible physical and psychological risk if you are participating in this study because
there are no dangerous techniques or tests involved.

7. WILL THE INFORMATION THAT YOU PROVIDE AND YOUR IDENTITY REMAIN
CONFIDENTIAL?

All information provided by the participants will be private and confidential. The researcher would 
not reveal particpants' name or any other private information. This information will not be released 
to third parties. By signing the consent document for this study, you are giving the permission for 
the uses and disclosures of your information. The results of this study may be published in a 
scientific journal. However, you will not be identified by name in any resulting publication or 
presentation that utilized your information. 

8. WHO SHOULD YOU CONTACT IF YOU HAVE ADDITIONAL QUESTIONS DURING THE
COURSE OF THE RESEARCH? 

Supervisor Dr. Noraida Binti Omar 

03-894 72463

noraidaomar@upm.edu.my

dean.medic@upm.edu.my

Investigator Nabil Bin Mazri 

013-2102158

nabilmazri96@gmail.com 

. . • 
h if ou have read and understood the contents of this page __ _

Please 1mt1al ere .Y 
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