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Hospital Topics

Bathing in hospital

M ANNE CHAMBERLAIN, JANET STOWE

On entering hospital the person becomes the patient, loses most
of his independence, and is subjected to numerous investigations.
To what extent do patients retain their dignity and independence
in the use of bathroom and lavatory facilities while in hospital?
Does the ward environment aid or impede the maintenance or

development of independence of those with disabilities (whether
longstanding or of recent origin) ? To answer these questions we
investigated the facilities at a large teaching hospital in Leeds to
discover whether patients can bath and go to the lavatory as

independently as possible.

Material and methods

Most of the hospital wards were visited by a senior research
occupational therapist, who investigated the physical characteristics of
bathrooms, lavatories, and washing areas. Details of door widths,
height and depth of baths, height of light switches, alarm call system,
hand rails in lavatories, bath aids (including board, seat, and mat),
heating, and floor surfaces were recorded. Accessibility for occupants
of wheelchairs and their helpers was assessed. Comments and
criticisms were duly noted, as were ideas and requests for certain
pieces of equipment. This information was then analysed by the
occupational therapist.

Results

Twenty-one of the 27 wards in the hospital (for medical, surgical,
and orthopaedic patients) were assessed. The paediatric wards and
intensive care units were not surveyed. The wards had varying
numbers of patients, ranging from one ward with 10 patients to three
wards with 32, the average being 24. The ages of the patients ranged
from 16 years upwards. Most wards had patients with a wide range
of mobility; 72% of the wards had patients who were completely
independent as well as those who needed two helpers for washing,
bathing, and using the lavatory.

BATHROOMS

The ratio of baths to patients varied widely, ranging from 1:9 to
1:16, although in the last instance most patients were bedbound. A
rare but most unsatisfactory arrangement was two or three baths in
one bathroom separated from each other only by curtains. Many of
the bathrooms were large and lofty, with big windows and austere
decor (often ice-blue gloss paint).

Heating

Of the 35 bathrooms surveyed, seven (20%) had no formal heating,
such as a radiator or heated towel rail. Most had a pipe round the
floor and six (17%) had a heated towel rail; 45% had both towel rail
and radiator and were too warm on occasions.

Doorways

The width of the bathroom doors varied from 70 cm to 104 cm.

The minimum recommended width to allow access for most wheel-
chairs is 80 cm (preferably 93 cm) so that 17% of the bathroom door
widths fell below the minimum. Every ward had at least one bathroom
that did not allow access for a wheelchair or ambulift. Twenty-six
(65%) of the 40 baths were free-standing, which is ideal for those
patients who need two helpers. In 10 (38%) of these baths, however,
there was not enough room on either side of the bath to enable the
nurses to tend the patients properly. The doorways of three of the
bathrooms with free-standing baths were too narrow to allow a

wheelchair or ambulift through, thus defeating the purpose of a free-
standing bath. Only four wards possessed a bidet.

Aids

Only one ward had a full set of aids (which was not used) as

recommended in the study carried out in Leeds in 1976-8.2 This
suggested that the bathboard, bath seat, and non-slip mat were the
aids most commonly needed to ensure that patients could get in and
out of the bath safely.

Six other wards possessed non-slip mats and four bath seats; eight
(38%) wards had an ambulift (one of which was shared between two
wards). A further three (14%) wanted one. Few aids to bathing were

found on the wards, despite an open invitation from the occupational
therapy department to all ward staff to view the aids that were
available. Several ward sisters wanted aids on the wards.

Showers

Five wards had showers over the baths and five of the seven wards
which had only one bathroom had a separate shower. A large step
into one of these showers made access difficult, and there was no seat
for the patient to sit or to place his towel. No shower allowed access

for a wheelchair. A further five (24%) wards would have liked a

shower. A shower over the bath improved hygiene as patients could
be showered down after having had a bath.

LAVATORIES

Lavatories should be readily and quickly accessible especially for
those with poor mobility or poor bladder control, since old people
coming into hospital can rapidly become incontinent if they cannot
reach the lavatory quickly. The ratio of lavatories to patients was

highly variable, ranging from 1:4 to an unsatisfactory 1:16. The
recommended provision is 1:6 on acute wards and 1:4 on wards with

more dependent patients, such as geriatric wards.
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The width of the opening of doors varied from 61 cm to 101 cm
(80 cm being the minimum recommended to allow access for a wheel-
chair). Of the 65 lavatories included in the survey, only 14 (22%) had
room for a wheelchair and an attendant with the door closed. Only
one ward had a large enough lavatory for manoeuvering highly
dependent patients in wheelchairs, but it was doubtful whether the
sliding door had enough tracking to allow access for a wheelchair.

Fixed rails are necessary to help ambulant patients with weak leg
muscles or arthritis of the hips and knees and similar disabilities to
rise from the lavatory. Although all but one lavatory had fixed rails,
in some cases they were too far from the lavatory pedestal to be used
properly. Only two of the 20 wards surveyed (which had lavatories)
had a raised toilet seat (male and female orthopaedic wards), which is
invaluable to those with a limited range of movement at the hip or
knee and is essential in the first three months after a hip replacement
operation. Four (20%) wards had a sanichair.

WASHBASINS

Of a total of 117 washbasins, 35% were in bathrooms, 19% in
lavatories and lavatory areas, and 46% in wash areas. Most of the
washbasins in the wash areas were of the vanitory design and were
ideal for those who needed to sit to wash. Most, however, were set
too high for the seated patients, with the taps too far back. No leg
room underneath the washbasins had been allowed, as a panel was
usually fitted 5 cm in from the front, from basin height to floor, so
that the patient could not accommodate his knees under the basin.

In some cases the curtains behind the patient left only 30 cm between
the front of the basin and the curtain itself, which was hardly
sufficient to accommodate the patient's depth and quite insufficient
to allow the patient to wash himself with any privacy.

Comment

Bathing should be a relaxing and private activity in warm,
peaceful, and pleasant surroundings. Sanitary accommodation
in most wards was tolerable for most ambulant patients but not
for those in wheelchairs. Since no ward had ideal facilities for
the independent occupant of a wheelchair the patient would
have been discouraged from fending for himself.

Despite an open invitation from occupational therapists to
ward sisters to request aids and to visit their departments, few
had done so. Yet many, when questioned in detail by our
research worker, became aware of several ways in which their
patients could be helped. Showers, particularly those with
access for wheelchairs, were wanted but would have to wait for
the upgrading of wards. Meanwhile a full set of simple bath
aids (bathboard, seat, or mat) on all wards would contribute
substantially to the care of patients. Since busy ward sisters
rarely visit the occupational therapy department of a hospital,
and junior staff change rapidly, it would be advantageous if the
occupational therapist were to go to all wards to train and-very
important-retrain staff.
When lavatory facilities are upgraded, who gives what advice ?

All doors in a hospital should admit a wheelchair (what other
community has a higher proportion of disabled?); essential
facilities should also be accessible to a wheelchair; nurses should
not suffer unnecessary back pain because of poor design of
equipment with avoidable lifting of heavy patients; most
patients should sit to wash, being able to reach the taps and
soap; and rails and raised lavatory seats should be available and
functional. Planning should also take account of the pleasure
patients derive from bathing and washing in private, warm, and
agreeable surroundings.
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for their kind co-operation.
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My 7-month-old son has developed atopic eczema, and there is a strong
history in our family of allergic diseases. Can anything be done to protect
him against developing asthma later ?

This question should be considered by anyone caring for children
with atopic eczema. The evidence indicates that such children have a
three-times increased prevalence of asthma compared with the
general population.' A conservative estimate for the prevalence in
the United Kingdom of childhood asthma is 4% ; this would mean a
prevalence of about 12% in children with eczema. The percentage
of children with eczema who will subsequently develop asthma
cannot be calculated from these data alone, but will obviously be
much greater than this 12%. A reasonable estimate would be double
this figure-that is, they have around a 25% risk of developing
asthma at some time. Sadly, there are no firm data indicating how
this risk may be reduced. Asthma is often precipitated for the first
time by upper respiratory tract infections,' but unfortunately we
seem powerless to influence the incidence of such infections. Heavy
exposure to aeroallergens is known to provoke respiratory allergic
disease in industry, particularly in individuals who are already atopic.3
Many, probably most, ordinary homes provide similar exposure, and
it makes sense to reduce this as far as possible. Animal epithelia
contain very potent allergens, and this is particularly true of domestic
mammals such as cats, dogs, and horses. Contact between eczematous
children and these animals should be minimised, and, though it is
not proved, this would probably reduce their risk of developing asthma
later, apart from any possible immediate benefit to their eczema.
House dust is another source of major aeroallergens, as are grass
pollen, moulds, and algae. These are more difficult to evade than
animals, but it would seem wise to take simple measures to avoid

unnecessarily high levels of exposure.-D J ATHERTON, consultant
dermatologist, London.
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A woman in her 30s with myasthenia gravis-treated with pyrido-
stigmine 60 mg and neostigmine 75 mg a day-finds that her walking
endurance improves dramatically at altitude. Is this a recognised
phenomenon, and what might be the reason ?

I know of no reason why change in altitude could affect muscle
strength in a patient with myasthenia gravis, and I can find no
published comments on this. Patients with myasthenia gravis often
show spontaneous fluctuations in muscle strength from week to week
for no apparent reason, though in some instances these variations are
related to the emotional state of the patient. In this case, however,
the variations in muscle strength may be related to what I would
regard as an unsatisfactory combination of anticholinesterase drugs.
Pyridostigmine is the anticholinesterase of choice,' but neostigmine
has too short a half life for routine use. I would suggest stabilising the
patient on an appropriate dose of pyridostigmine taken every four
hours, and this may lead to some improvement.-N E F CARTLIDGE,
senior lecturer, University of Newcastle upon Tyne.

Scadding GK, Havard CWH. Pathogenesis and treatment of myasthenia gravis.
Br MedJ3 1981;283:1008-12.
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