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There is a common notion that if a person living in residential care is dehydrated then the quality of their residential care is poor.  This notion can make care home managers cautious about discussing drinking and hydration in their residents or working with researchers to improve hydration of these vulnerable older people.  
This notion is so strong that it underpins a section of the bulky US regulatory system for long term care institutions (regulation on a truly amazing scale in the overwhelmingly “free market” US system) (Wiener 2014).  As part of the US system every care home has to complete regular “Resident Assessment Instruments” which are compiled to form the Minimum Data Set (Centers for Medicaid and Medicare Services 2005a;Stevenson and Bramson 2014).  The Resident Assessment Instrument includes diagnosis codes for dehydration, and dehydration triggers including: 
· insufficient fluid where fluid output exceeds input over the past 7 days, 
· did not consume all or almost all liquids provided in the past 3 days, 
· urinary tract infection, 
· weight fluctuation of at least 3 pounds in past 7 days, 
· fever, 
· internal bleeding, 
· use of a parenteral or enteral feeding tube, or 
· use of any diuretic.  
Any of these items being ticked triggers a Resident Assessment Protocol on dehydration/ fluid maintenance which suggests areas for evaluation that should be reflected in the care plan, although no specific standards or actions are specified (Centers for Medicaid and Medicare Services 2005b).
Assessment of quality of care in UK residential care also includes an interest in hydration, although it is less clearly separated from issues around nutrition.  In 2012 the Care Quality Commission (CQC), who are responsible for inspecting and promoting care quality in hospitals and care homes, assessed care home quality themed on “dignity and nutrition” (Care Quality Commission 2013).  Their focus was on respecting and involving people who use services, meeting nutritional needs, safeguarding from abuse, staffing and records.  Issues assessed within nutritional needs included whether people were given a choice of suitable food and drink and whether people were supported to eat and drink sufficient amounts to meet their needs. The CQC inspected 500 homes and found that 83% were meeting these standards on nutrition and hydration, and that offering food and drinks between meals was helpful in meeting them (Care Quality Commission 2013).
Press articles also frequently reflect the idea that dehydration suggests poor care.  For example, the Daily Telegraph reported on a freedom of information request to the Office for National Statistics that revealed that 1158 care home residents had dehydration as the underlying cause of death or a contributory factor between 2003 and 2012 (Riley-Smith 2013).  The paper stated “disclosures raised serious concerns about the way vulnerable elderly people were treated” and “Elderly and vulnerable patients were left without enough water despite being under the supervision of trained staff in homes in England and Wales“.  Care homes are depicted as falling down on quality standards in letting residents die of dehydration.  An earlier Telegraph article, reporting Office for National Statistics data that 667 people died of thirst in care homes between 2005 and 2009, was even clearer on the link between dehydration and quality of care.  They report a representative of the National Pensioners Convention saying “It shows that a significant number of older people in our care homes are getting substandard, third-rate attention” (Bloxham 2011). 
So what is happening in care homes that results in some older people becoming dehydrated?  Sometimes older people living in residential care are offered few drinks and no action is taken when those drinks are not consumed, it may not even be noticed that drinking is limited.  This is clearly neglect and clearly suggests poor quality of care.  
But dehydration does not always happen this way.  It is very common that older people consciously decide not to drink all or some of their drinks.  In this case care staff often feel caught in a difficult paradox – they know they need to respect the autonomy and decisions of their residents, but they also know they need to provide fluid as a basic need.  This mirrors the general problem of balancing good care (providing the needed fluid) with quality of life (respecting the wishes of the older person) (Kane 2001).  
A variety of factors contribute to the increased risk of dehydration in older people who are not otherwise at the end of life (Hooper et al. 2014).  As older people have less muscle they also have smaller amounts of fluid in their bodies, so dehydration can happen more quickly with water depletion (Martin et al. 1994;Olde Rikkert et al. 1997;Olde Rikkert et al. 2009), and older people are less good at reducing fluid output in urine when their fluid levels are low (Davies et al. 1995;Lindeman et al. 1985).  Fluid losses can be exacerbated by laxatives and diuretics, common in older people (American Medical Directors Association (AMDA) 2009;Kenkmann et al. 2010;Mentes 2006). Perhaps most importantly older people lose their sense of thirst, so their own bodies no longer remind them to drink (Davies, O'Neill, McLean, Catania, & Bennett 1995;Mack et al. 1994).  Those with memory problems (or who are distracted by other activities) can forget to drink, or to finish drinks.  And as they rarely realise that thirst should no longer guide their hydration older people often assume that as they are not feeling thirsty they do not need to drink more.  
Even when older people do realise that they may not be drinking enough fluid this can still be overridden by fear of choking or of incontinence, its embarrassment and concomitant loss of dignity (Godfrey et al. 2012). Swallowing difficulties, leading to choking, become more common with age, and many care home residents informally describe worry over having to ask for “excessive” help to get to or use the toilet during the day or night.  This can be because they are close to staff and don’t want to increase the burden on them, or worry that if they ask for help too often then staff will take longer to help and may not help in time to prevent accidents, or they fear being labelled a “difficult” resident, or simply because it is hard work and/or painful getting to the toilet and easier to put it off for a short time. For any of these reasons a person living in residential care may decide that it is easier not to have a drink, or not to drink all of the drink they are offered.  
As thirst no longer drives drinking, drinking has to be driven by enjoyment, social occasions, carers prompting, offers of drinks and routine. Social and environmental conditions can be crucial – as humans we experience part of our sense of belonging, our sense of meaning, through gathering to eat and drink together (Jones 2007). Social contact is an important trigger for drinking (whether cups of tea or coffee, a glass of wine or a pint of beer) but social isolation is common in older people, including those living in residential care, and can lead to a lack of shared drinks, and reduced incentive to drink.  Enjoyment of drinks relies on their quality – many older people are fond of tea, but care home residents in our recent study (Hooper and Bunn 2014;Siervo et al. 2014) mentioned tea being delivered cold or stewed (towards the end of a drinks round), being of low quality (“the sweepings off the factory floor” was the way one resident put it), some drinks rounds being delivered late or not at all when staff were busy or stretched, and of having to wait a long time for the crucially anticipated first cup of tea in the morning. 
So drinking well in older people living in residential care may rely on a variety of positive care home practices being in place: encouraging and supporting social times (between residents, and between residents and staff) around drinking; discreet support with toileting that does not (ever – even once is enough) make older people feel a burden or cause them indignities; talking to residents about their preferred drinks, and how they like their drinks, so that drinks are truly enjoyed; ensuring that residents have any equipment they need to allow them to drink independently; making drinks an important routine that residents can look forward to and rely on; delivering that first cup of tea when the resident wants it, and ensuring second drinks are available if wanted; gently prompting residents to drink their drinks if they forget, and before they become cold; discussing and tackling swallowing problems; and making sure that residents are aware that they need to drink even when they do not feel thirsty.  This is care that supports drinking, and an environment in which a resident can truly make their own decision about whether they choose to drink or not.  In this sort of environment if a resident chooses not to drink then this is their own decision and not influenced by poor care.  
For some older people, coming to the end of their lives, cessation of drinking can be a way of being in charge of the completion of their own lives (Bernat et al. 1993), in others drinks are simply not wanted, and they are prepared to accept the health consequences of not drinking as much as might be ideal. Ceasing to drink can be a natural part of a terminal illness, so many deaths of care home residents will involve dehydration as part of the process – not because of poor care but because this is part of dying (Zerwekh 1997).  The Daily Telegraph has misunderstood (deliberately or otherwise) what the deaths of those in care homes where dehydration is mentioned on the death certificate actually mean.  Dehydration has not been inflicted on many of these residents, but it is part of the process of dying of cancer or of dementia.  For many of these older people dehydration on the death certificate is a sign of a natural death, not of poor quality care.
Dehydration in residents can occur when there is blatant neglect.  But it can also occur in care homes that are meaning well and doing a good job but where any one of the positive and supportive conditions described above are lacking.  It can happen when residents are at the end of their lives, and are enabled to stay in their home for their last days and hours. Dehydration can occur in very high quality care homes where residents are well supported and cared for, and are enabled to make their own decisions.  This suggests that dehydration may be a poor indicator of the quality of residential care.  
Any individual case of dehydration should be assessed individually, and lessons learnt from it to improve care or continue with good care. It should not automatically cause stigma. 
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