
ment. The Health Survey for England 1991 is a start, but
perhaps not a very auspicious one, for research and develop-
ment. Clinicians will be watching this space with interest.
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Hand transmitted vibration

Needs skilled assessment and more research

A nation's wealth often results from its extraction and
manufacturing industries, and from the industrial revolution
until quite recently Britain has had a very successful record.
But some of this success has been achieved at the cost of the
health of the workers who contributed to it. An example is
vibration induced white finger, now known as the hand-arm
vibration syndrome. The management of this condition
challenges the medical profession in general, and occupa-
tional physicians in particular. Unfortunately, few have risen
to the challenge.
The use of tools that cause rapid vibration dates from about

1883,' and reports of their association with symptoms in the
hands date from the early 1900s. Despite a vast amount
of medical and scientific literature on hand transmitted
vibration, progress in understanding the pathophysiology of
the condition and thereby defining an acceptable method of
assessing and managing the problem has been slow. The
Faculty of Occupational Medicine's recent report on the
clinical effects and pathophysiology of hand transmitted
vibration2 3 will hopefully increase the general level of
understanding of hand transmitted vibration and improve the
coordination of future research.

Arguably, legislation is now the main stimulus to increase
our knowledge of the condition. Since 1985 vibration white
finger has been a prescribed disease, meaning that its occur-
rence in association with certain occupations may give rise
to compensation by the state. Workers may also take action
against their employers in the civil courts. A survey con-
ducted by the Health and Safety Executive in the 1980s
estimated that about 130000 manufacturing workers were
exposed to hand transmitted vibration for relatively long
periods and that in the construction industry 22 000 workers
were exposed on any one day.4'
As workers and their associations have become increasingly

litigious the demand for medical assessments of hand trans-
mitted vibration has increased considerably. There is also
the need for employers to comply with health and safety
legislation. The Health and Safety at Work Act requires them
to do all that is reasonably practicable to safeguard their
employees' health.6 Since the beginning of this year the
Management of Health and Safety Regulations have specified
the duties of employers to make suitable and sufficient
assessments of hazards and risk in the workplace and to
ensure that appropriate health surveillance is carried out.7

Further legislation is expected in the light of a European
Community directive on physical hazards in the workplace.

Currently, the diagnosis of the hand-arm vibration syn-
drome relies on a g6od history. This is necessary to establish
the nature of the presenting complaint, obtain a history of
exposure to vibration, and exclude other possible causes of the
symptoms. Previously, attention was focused on the vascular
changes in the hands. Current opinion suggests that the
syndrome is not just Raynaud's phenomenon due to vibration;
it is a more complex response in which neurological changes
are as important as, if not more, important than, the vascular
ones.

Relying on the result of a simple cold provocation test is no
longer acceptable to confirm the diagnosis of the hand-arm
vibration syndrome. Clinical assessment should be supported
by special investigations ofvascular and neurological function,
which may require referral to a specialist. Cold provocation
tests that include measurement of systolic blood pressure
in the finger are considered valuable.58 Carefully performed
cold water immersion tests using thermistors before, during,
and after immersion may also be useful to confirm the
presence of vasospasm and grade its severity.5 Recommended
tests of neurological function include aesthesiometry and
measurements of vibrotactile and temperature thresholds.2
Neurophysiological tests are particularly useful for detecting
the presence of entrapment neuropathies and other neuro-
pathies not related to work.
The faculty's report recommends the establishment of a

standing committee on the medical aspects of vibration. This
would seem desirable to coordinate multidisciplinary activity
with communication within the medical profession and to
regulatory bodies. The assessment of the hand-arm vibration
syndrome needs standardising. The Taylor-Pelmear scale,
which was based on the number, extent, and duration of
white finger attacks and on the resultant disability, has
been superseded by a revised scale, the Stockholm classifi-
cation, which assesses vascular and neurological symptoms
independently. Nevertheless, the original scale is still used
in many medicolegal assessments. The criteria for award-
ing compensation, which currently ignore the neurological
component of the hand-arm vibration syndrome, also need
review.
We need to know more about the syndrome to protect

today's generation of workers and to assess, redeploy, and
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compensate fairly the present and previous generations of
workers who have developed it. At present, knowledge is
patchy; it is in everyone's interest to remedy this, as soon
as possible.
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Nursing elderly patients out ofbed

The enthusiasm for the chair may be overdone

The patients are decrepit in mind and body . . . dull, listless and
apathetic ... their joints are often stiff and painful and their muscles
weak. '

The 1949 report on 700 chronically sick and elderly patients in
hospital in Bradford was an indictment of the previous fashion
for nursing frail older patients in bed.' The pioneers of
geriatric medicine were distressed by the common effects of
prolonged bed rest: joint contractures 'and bedsores were
particularly prevalent.

Asher's influential review of the dangers of going to
bed graphically described other complications: venous
thrombosis, osteoporosis, constipation, urinary retention
with overflow incontinence, and depression.2 Later work
showed that bed rest caused physical deconditioning, even in
healthy young subjects. The loss of fluid from the extracellular
space can result in postural hypotension and its attendant risk
of falls. Resting heart rate increases, peak oxygen uptake falls,
and muscle fibres shorten.3 4 Prolonged bed rest is not good for
function or wellbeing.
The "bed is bad" message has profoundly affected hospital

practice, and the policy of early mobilisation is now widely
adopted. But excessive zeal in nursing ill patients out of bed
has its dangers too, as Bliss has warned.5 In some cases
(especially for patients who are acutely ill or recovering from
a recent operation) nursing people in chairs may have
adverse effects and bed rest may be more appropriate and
humane. What are the risks of getting people out of bed
too soon?
There are two concerns: firstly, the design and structure of

chairs, which may damage or disturb the patient; and,
secondly, the unpleasant effects of being nursed for long
periods in a sedentary posture. Chairs can be harmful.
Pressure sores were once called bedsores or decubitus ulcers
because they occurred in patients lying in bed. Nowadays,
many of these potentially preventable lesions occur in patients
who are placed in easy chairs or wheelchairs.

In a Danish survey 37%/o of pressure sores occurred in
hospital patients who spent their days in wheelchairs.6 In
Glasgow chairfast patients had a greater frequency of sores
than bedfast patients with similar levels of dependency.7 A
point prevalence study of pressure sores in Nottingham found
that 132 of 2513 (5.3%) patients had sores.8 Those affected
were mainly older, immobile women, and 57 of the patients
with sores were chairbound. The nurses who conducted this
survey surmised that once patients were in chairs, the relief of
pressure was not pursued as meticulously as it was when they
were bedfast. Hospital chairs and wheelchairs may have hard
or sagging seats. The use of low pressure cushions and

periods spent in other postures are of supreme importance
for all those who are sitting for long periods.

Marjorie Warren, the mother of geriatric medicine in
Britain, recommended not only an ample supply of cushions
but also a variety of ward chairs to meet the needs of patients
with different conditions.9 One in 12 people aged 65 or more
has difficulty getting up from a chair, usually because of
muscle weakness or a reduced range of joint movement.'0
Providing arm rests and high seats can enable many of these
people to rise independently. Sadly, hospital chairs are not
considered to be priority items of equipment. Money is
wasted on unsuitable chairs. Nurses and care assistants spend
much needless time and effort helping patients to get in and
out of inappropriate chairs " when, with optimal seating,
many of these people could be independently mobile.
Tip back "geriatric" chairs are not now seen on enlightened

wards for older patients: they held hapless patients in an
unnatural, backward leaning position. Physical restraints are
frowned on in Britain but are widely used in chairbound (and
bedfast) patients in North America, mainly for medicolegal
reasons. Restraints are distressing to nurses as well as
patients'2; sometimes they cause fatal asphyxiation.'3

Other risks of nursing older patients in a sedentary posture
have been less extensively researched. Prolonged immobility
can cause contractures of knees and hips, and chair shaped
patients are still seen in long stay settings. Some ill patients
feel faint or distressed because of postural hypotension;
frequent but short spells out of bed may be more appropriate
than long periods in a chair. Other possible dangers include
dependent oedema, leg ulcers, deep vein thrombosis, and
constipation. Sitting upright may also have adverse effects on
water and electrolyte balance.'4
Memories of the horrors of prolonged bed rest may have

made us too eager to get older patients out of bed too soon or
nurse them in chairs for too long. We should ensure that
chairs are suited to the individual patient, have low pressure
cushions, are comfortable to sit in and stable, and are easy to
get out of without complicated assistance. Both doctors and
nurses should remember to ask their patients whether they are
sitting comfortably.

GRAHAM MULLEY
Professor

Department of Medicine for the Elderly,
St James's University Hospital,
Leeds LS9 7TF

1 McEwan P, Laverty SG. Chronic sick and elderly in hospital. Conclusions from a Bradford survey.
Lancet 1949;ii: 1098-9.

2 Asher RAJ. The dangers of going to bed. BMJ 1947;ii:967-8.
3 Stremel RW, Convertino VA, Bernaver EM, Greenleaf JE. Cardiorespiratory deconditioning with

static and dynamic leg exercise during bed rest.3ApplPhysiol 1976;41:905-9.

80 BMJ VOLUME 307 lOJULY 1993

 on 24 M
ay 2023 by guest. P

rotected by copyright.
http://w

w
w

.bm
j.com

/
B

M
J: first published as 10.1136/bm

j.307.6896.79 on 10 July 1993. D
ow

nloaded from
 

http://www.bmj.com/

