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ABSTRACT
Objectives: to compare tympanic and axillary body temperature values of critical patients 
before and after the traditional and dry bed bath. Methods: this is a randomized, open 
crossover clinical trial conducted with 50 adult critical patients. All patients received both 
types of bed bathing. The tympanic and axillary temperature values were measured at 
the beginning and end of the baths. The Wilcoxon test or paired Student’s t test was used. 
Results: elderly and male patients predominated. There was no significant difference between 
tympanic temperature medians measured during the traditional bed bath (p=0.707) and dry 
bath (p=0.101). Axillary temperature means reduced at the end of the baths (p=0.001), being 
36.12ºC in the traditional bath and 35.92ºC in dry bath. Conclusions: bed bath, regardless 
of the method used, caused a reduction in critical patients’ axillary temperature.
Descriptors: Baths; Nursing; Clinical Trial; Body Temperature; Intensive Care Units.

RESUMO
Objetivos: comparar os valores de temperatura corporal timpânica e axilar dos pacientes 
críticos antes e depois da realização do banho no leito tradicional e a seco. Métodos: ensaio 
clínico randomizado crossover, aberto, realizado com 50 pacientes críticos adultos. Todos os 
pacientes receberam os dois tipos de banho no leito. Os valores da temperatura timpânica e 
axilar foram mensurados no início e fim dos banhos. Utilizou-se o Teste de Wilcoxon ou t de 
Student pareado. Resultados: predominaram os pacientes idosos e do sexo masculino. Não 
houve diferença significativa entre as medianas de temperatura timpânica aferidas durante 
o banho no leito tradicional (p=0,707) e a seco (p=0,101). As médias da temperatura axilar 
reduziram ao final dos banhos (p=0,001), sendo 36,12ºC no banho tradicional e 35,92ºC no 
banho a seco. Conclusões: o banho no leito, independentemente do método utilizado, 
provocou redução na temperatura axilar dos pacientes críticos.
Descritores: Banhos; Enfermagem; Ensaio Clínico; Temperatura Corporal; Unidades de 
Terapia Intensiva.

RESUMEN
Objetivos: comparar los valores de temperatura corporal timpánica y axilar de pacientes 
críticos antes y después del baño en la cama tradicional y seca. Métodos: ensayo clínico 
crossover, aleatorizado y abierto, realizado con 50 pacientes adultos críticos. Todos los 
pacientes recibieron ambos tipos de baños en la cama. Los valores de temperatura timpánica 
y axilar se midieron al inicio y al final de los baños. Se utilizó la prueba t de Student o Wilcoxon 
pareada. Resultados: predominaron los pacientes ancianos y varones. No hubo diferencia 
significativa entre las medianas de temperatura timpánica medidas durante el baño en la 
cama tradicional (p=0,707) y la seca (p=0,101). Las medias de temperatura axilar disminuyeron 
al final de los baños (p=0,001), siendo 36,12ºC en el baño tradicional y 35,92ºC en el baño 
seco. Conclusiones: el baño en cama, independientemente del método utilizado, provocó 
una reducción de la temperatura axilar de los pacientes críticos.
Descriptores: Baños; Enfermería; Ensayo Clínico; Temperatura Corporal; Unidades de 
Cuidados Intensivos.
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INTRODUCTION

In nursing practice, the measurement of body temperature is 
part of the assessment of critical patients’ health status, assisting 
professionals in the definition of diagnoses and therapeutic ac-
tions(1). Under physiological conditions, the average human body 
temperature is equivalent to 36.6ºC, being maintained by the 
thermoregulatory system located in the hypothalamus region(2). 
Its measurement can be carried out invasively or not, using ther-
mometers positioned in different locations of the human body(3). 
Invasive methods are considered the gold standard for obtaining 
central body temperature; however, the disadvantages are that 
they are more likely to generate complications and/or infections 
for patients(4). Thus, non-invasive methods using hygienic, acces-
sible thermometers, suitable for different health services and that 
express reliable values of temperature should be prioritized(1,5).

Among the non-invasive forms, the tympanic temperature (TT), 
Obtained from an infrared thermometer positioned in the ear canal, is 
the one that presents greater accuracy and precision, possibly related 
to the proximity to the hypothalamus region(1). However, in clinical 
practice, it is observed that, in most Intensive Care Units (ICUs), the 
axillary temperature values (AT) Are still used as a parameter for the 
definition of nursing diagnoses related to thermoregulation(6). This 
measurement method has its practicality and low cost as advantages, 
however it has less accuracy as disadvantages(7).

Changes in body temperature have important effects on 
oxygen supply and consumption. Mainly, for critically ill patients, 
these changes may contribute to a worse evolution of the clini-
cal picture(8). It is evident that low room temperatures of ICUs’ 
climatized environments can, by themselves, cause variations in 
body temperature, causing instabilities and slowing the recovery 
process of patients(9). Moreover, patient exposure to the environ-
ment can be even greater when performing basic body care, such 
as bed bath(10). Maintaining patients’ body hygiene is a routine 
activity in ICUs defended as a priority by Florence Nightingale(11), 
a precursor of modern nursing. Despite the benefits provided by 
the practice of bed bath, one cannot ignore the potential risks to 
which patients are exposed during its performance, especially 
related to oximetric and hemodynamic instability(12).

Upon receiving the traditional bed bath, patients, in addition 
to exposing the naked body to the environment, maintain direct 
contact with the bath water, which can often become cold and 
increase patients’ body temperature(13). In order to minimize the 
negative effects of this exposure, it is suggested that the bed 
bath of critically ill patients be carried out keeping the water 
temperature at or above 40°C(8). Despite the importance of con-
trolling bath water temperature, it appears that, in practice, this 
is not a routine activity in health services(13).

In this context, dry bed bath emerges as an alternative, made with 
disposable compresses moistened with emollient solution(14). This 
type of bath has been considered faster than the traditional bath, 
thus reducing patient exposure time(15). Moreover, its execution is 
independent of water and, consequently, does not suffer influences 
from its cooling, as in the traditional bath. However, there is a lack 
of studies aimed at assessing the changes in body temperature of 
critically ill patients after these two types of bed bath have been 
performed, especially since dry bathing is still a recent intervention in 

nursing practice. Furthermore, there are no studies that explore the 
relationship between different methods of measuring non-invasive 
body temperature with bed bathing in critically ill patients.

Bed bathing and body temperature control are attributions 
of the nursing staff that can influence the control of metabolic 
activities and the comfort of patients, considered extremely 
important for maintaining life. Recognizing whether a routine 
nursing action, such as a bed bath, can cause changes in the 
thermal balance of critically ill patients provides subsidies for 
the reorientation of practice and adjustments in the way of care. 
Thus, there is a need to carry out studies aimed at comparing the 
body temperature values of critical adult patients submitted to 
different types of bed bath. Based on the results of studies with 
high methodological rigor, it will be possible to evidence whether 
there is a difference between the effects of these two types of 
bath on changes in body temperature of critically ill patients and 
which one has less influence on thermal balance.

OBJECTIVES

To compare tympanic and axillary body temperature values of 
critical patients before and after the traditional and dry bed bath.

METHODS

Ethical aspects

This study was approved by the Research Ethics Committee 
of the promoting institution and registered on the Brazilian 
Registry of Clinical Trials (ReBEC) platform: RBR-5qwkqd. The 
Informed Consent Form (ICF) was signed by patients or their 
legal representative after providing guidance on the research.

Design, period, and place of study

This is an open, randomized crossover clinical trial (RCT) per-
formed with patients admitted to an ICU of a teaching hospital. All 
participants received, at random, both bathing interventions, being 
allocated to the control group at the time of traditional bed bathing 
and to the intervention group during dry bed bathing. At the begin-
ning and at the end of each bath, TT and AT values were recorded. 

As this is a crossover study, patients themselves were consid-
ered their control, extinguishing the variation between subjects. 
This work followed the recommendations of the Consolidated 
Standards Of Reporting Trials (CONSORT)(16).

Population; inclusion and exclusion criteria

The study population consisted of all patients admitted to 
ICUs between September 2018 and February 2019, totaling 56 
patients. Non-probabilistic sampling for convenience was used due 
to the absence of data in literature on behavior of tympanic and 
axillary temperatures during bed bathing for critically ill patients.

Of the total number of patients admitted to ICU, those who 
were 18 years of age or older and who had the nursing diagnosis 
“Self-Care Deficit: Bathing” were included. Patients with condi-
tions that affected the regulation of body temperature, such 
as neurological changes and extensive burns, were excluded. 
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Patients dying, being discharge or transfer before receiving the 
second bath procedure were considered as discontinuity criteria.

Thus, of the 56 hospitalized patients, two were excluded be-
cause they did not meet the inclusion criteria. Of the 54 patients 
recruited, four died before receiving the second bath. At the end, 
the sample included 50 patients.

Study protocol

Bed bath interventions were performed based on randomization 
performed by an independent researcher, external to the research, 
through the website www.randomization.com. A randomization 
table was created, in blocks of 10 individuals, with the permutation of 
control (traditional bath) and intervention (dry bath) groups. Then, the 
same external researcher distributed the random bath sequence to 
each patient in opaque, sequential, numbered and sealed envelopes. 
The allocation confidentiality of each patient was maintained until 
the moment of bathing. After ICU admission, patients received both 
types of bed bath (traditional and dry), with a minimum interval of 
24 hours (washout) between them, in order to avoid the residual 
effect of one intervention on the other (carryover).

To participate in this study, eight auxiliary researchers un-
derwent theoretical-practical training in order to guarantee the 
performance of standardized interventions. Training was guided 
by the protocol’s content prepared by the main researcher, taking 
as a reference the bath wipes’ manufacturer (feel clean) recom-
mendations and the scientific literature(17).

Training was carried out in two stages. In the first one, the re-
searchers received a printed material containing the theoretical 
explanation of bed bath procedures and watched a video, made 
by the main researcher, demonstrating the steps’ performance 
of these procedures in a simulated environment. For the second 
stage, the auxiliary researchers were divided into pairs, performing 
the practical reproduction of baths in a simulated environment. 
They were assessed to correctly carry out the interventions from a 
checklist containing the necessary steps for a proper performance 
of bathing, based on the protocol and validated by nursing profes-
sors at a federal public higher education institution. Researchers 
who reached an Agreement Index (AI) greater than or equal to 0.9 
in relation to the activities performed in each of the baths were 
considered able to participate in the study. The agreement index 
was verified using the formula: AI=(NA/NA + ND) × 100, where NA 
corresponds to the number of agreements, and ND, to the number 
of disagreements(18). Two training cycles were carried out, so that 
all assistants reached the aptitude to participate in the research.

The traditional bed bath included cleaning with soap and 
water, rinsing and drying the body. The hygiene started in the 
face region, followed by the right and left upper limbs, trunk, right 
and left lower limbs and ending the anterior part with the genital 
hygiene. Patients were positioned in lateral decubitus so that it 
was possible to complete the hygiene of the dorsal part of the 
trunk and the gluteus. When patients were lateralized, bed linen 
was replaced, according to the protocol(17). It is noteworthy that, 
during bathing, the researchers used sheets to cover the parts 
of patients’ bodies that were not being cleaned.

For dry bed bathing, individual packs of bath wipes produced by 
the FW (Feel Clean®) group - wet wipes were used. The procedure 

was performed according to the guidelines provided by the 
manufacturer of tissues and the one described in the protocol(17). 
The sequence of the body part to be cleaned was the same as the 
traditional bed bath, and the parts that were not being cleaned 
were kept covered sheets throughout the intervention. All two 
types of bed bath were performed by the main researcher and 
an auxiliary researcher. During the baths there was no blinding, 
as both the researchers and patients, when lucid and oriented, 
knew the type of bath they should proceed or receive.

The primary outcomes were TT, measured from a digital ear 
thermometer (Incoterm® TH809) and AT, measured using a digital 
clinical thermometer (G-TECH® TH1027). Data were collected at 
the beginning and at the end of each type of bath by an auxiliary 
researcher who did not participate in carrying out the intervention. 
To measure TT, the auxiliary researcher performed the traction of 
patients’ right ear back and up for direct visualization of the ear 
canal; then placed the tip of a digital ear thermometer, covered 
with disposable plastic, in the ear canal to prevent air from enter-
ing. To measure the axillary temperature, the researcher checked 
whether patients’ right armpit was dry, abducted patients’ arms 
and positioned a digital thermometer in the central region of 
the axillary cavity. After the thermometer was positioned, the 
researcher performed adduction of the arm in order to keep the 
axillary cavity closed, flexed patients’ arm over their chest and 
waited for the audible signal indicating the end of measurement. 
The value in degrees Celsius (ºC) shown on the digital screen of 
each thermometer was recorded on the data collection instrument.

In addition to the primary outcomes, data from patients’ re-
cords were registered, characterization of participant data: age 
(years), sex (female/male), ethnicity (white, black, mixed race, 
other), cause of hospitalization (International Classification of 
Diseases - ICD-10 titles) and severity of patients (Simplified Acute 
Physiology Score III - SAPS III). Variables related to ICUs were also 
measured, such as the mean of ambient temperature (degrees 
Celsius) and humidity (percentage), in addition to the bath water 
temperature (degrees Celsius). To register these variables, a digital 
thermo-hygrometer (Incoterm® 7663). It is worth mentioning 
that ICUs have a central air conditioning unit, responsible for 
maintaining the air-conditioned environment. The researchers did 
not interfere with the control of air conditioning temperatures, 
they only recorded the values found in each bath. 

Analysis of results, and statistics

The data were entered, by two independent researchers, in 
the Microsoft Office Excel program, version 2013. To perform 
descriptive and inferential analysis, the program R-Bio, version 
140 was used(19). The Shapiro-Wilk test was applied to data nor-
mality. In cases where the variables had a parametric distribution, 
Student’s t-test for paired samples was used. For variables that 
presented non-parametric distribution, the Wilcoxon test was 
used. P ≤ 0.05 was considered significant.

RESULTS

At the end, the sample consisted of 50 patients, who received 
the traditional and dry bed bath (Figure 1).
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Table 1 – Characterization of critical patients submitted to traditional and 
dry bed bathing, Viçosa, Minas Gerais, Brazil, 2019, (n=50)

Variables Patients (n=50)

Age/years 68.64 (±18.99)*

Sex
Male 28 (56.00)**

Female 22 (44.00)**

Causes of hospitalization according to the 
International Classification of Diseases (ICD-10)

Circulatory system diseases 16 (32.00)**

Respiratory system diseases 12 (24.00)**

Digestive system diseases 07 (14.00)**

Genitourinary system diseases 05 (10.00)**

Musculoskeletal system diseases 05 (10.00)**

Nervous system diseases 03 (6.00)**

Some infectious diseases 01 (2.00)**

External causes of morbidity and mortality 01 (2.00)**

Simplified Acute Physiology Score III (SAPS III)
Score obtained by patients on the severity score 
(points) 54.56 (±15.99)*

Mortality estimate 28.91 (±23.65)*

Note: *Mean (± standard deviation); **Absolute frequency (relative frequency).

Group 01 (n=27)
Bath 01: dry bath 

Received dry bath (n=27)

Group 01 (n=25)
Bath 02: traditional bath

Received traditional bath (n=25)

Follow-up loss: (n=02 – death)

Follow-up loss: (n=00)

Group 02 (n=27)
Bath 01: traditional bath

Received traditional bath (n=27)

Group 02 (n=25)
Bath 02: dry bath

Received dry bath (n=25)

Follow-up loss: (n=02 – death)

Follow-up loss: (n=00)

Assessed for eligibility (N=56)

Analyzed (n=50)
Group 01 and Group 02: 

Excluded from analysis: (n=00)

Randomized (n=54)

Washout period:
24 hours 

Excluded: (n=02)
Did not meet the 
inclusion criteria

Source: Adapted from the CONSORT 2010 model: extension to randomized crossover trials(16).
Figure 1 – Flowchart of sample tracking (n=50), Viçosa, Minas Gerais, 
Brazil, 2019

Table 2 – Comparison of the effect of traditional and dry bed bathing on 
tympanic and axillary body temperature of critically ill patients, recorded 
in degrees Celsius (ºC), Viçosa, Minas Gerais, Brazil, 2019, (n=50)

Body 
Temperature  (ºC) Group Begining 

of bath End of bath p value

Tympanic* CG** 36.80 (± 0.95) 36.95 (± 1.02) 0.707†

EG‡ 36.80 (± 1.02) 36.90 (± 0.95) 0.101†

Axillary§ CG 36.34 (± 1.00) 36.12 (± 0.90) 0.001ǁ ¶

EG 36.09 (± 0.91) 35.92 (± 0.90) 0.001ǁ ¶

Note: *Median (Interquartile range); **CG – Control Group; †Wilcoxon test; ‡EG – Experimental 
Group; §Mean (Standard Deviation); ǁPaired Student’s t-test; ¶Statistically significant (p ≤ 0.05).

The age of patients admitted to ICUs ranged from 24 to 100 
years, with a mean of 68.64 years (± 18.99 years). Most patients 
were male (28 - 56.00%), and the main causes of hospitalization 
were circulatory system-related diseases (16 - 32.00%). Regard-
ing the severity of patients’ clinical picture measured by SAPS 
III, it was found that the mean score was 54.56 points (Table 1).

To assess changes in body temperature (tympanic and axillary), 
measurements were taken at the beginning and at the end of 
each of the two types of bed bath. The groups were considered 
comparable, as TT medians (CG=36.80ºC; EG=36.80ºC) and AT 
means (CG=36.34ºC; EG=36.09ºC), obtained in the first measure-
ment, were not considered statistically different by analysis of 
Wilcoxon test and Student’s t-test for paired samples (p=0.525 
and p=0.054, respectively).  

Concerning TT, no statistically significant changes were identi-
fied in either type of bath. In contrast, AT values, at the end of 
bathing, were lower than the initial values, both in traditional 
(p=0.001) and in dry bathing (p=0.001), as described in Table 2.

Note: CG - Control Group; EG - Experimental Group. 
Figure 2 – Comparison of room temperature means of Intensive Care Units 
during traditional and dry bed bathing recorded in degrees Celsius (ºC), 
Viçosa, Minas Gerais, Brazil, 2019, (n=50)

p=0.258

24.13ºC

24.33ºC

CG* (Traditional Bed Bath)  EG** (Dry Bed Bath)

Room Temperature (ºC)

When assessing the ICU environment’s temperature during 
the two types of bath, it was found that the mean during the 
traditional bath (24.13ºC ± 0.92) did not differ, statistically, from 
the mean during the dry bath (24.33ºC ± 0.99), excluding its 
potential confounding effect (Figure 2).

With regard to the water temperature for traditional bed bath-
ing, it was verified, by Student’s t-test for paired samples, that 
there was no statistically significant difference (p=0.389) between 
the means measured at the beginning (45.30ºC - ± 4.85) and at 
the end of the procedure (40.39ºC - ± 4.70). 
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DISCUSSION

As for the profile of participants, it was found that the findings 
converged with data from other studies, in which there was a 
predominance of elderly critical patients, male and hospitalized 
due to circulatory system diseases(20-21). Regarding patients’ severity 
profile, it was found that the mean in the SAPS III score was 54.56 
points, considered lower than that recorded in the literature, 
possibly associated with the absence of an intermediate care 
ICU in the studied hospital(22). Nursing intervention to maintain 
body hygiene carried out in the bed, regardless of using water or 
pre-moistened wipes, did not cause significant changes in TT, but 
caused a significant reduction in AT values. This variation found 
only in AT may be related to its lower accuracy compared to the 
temperature measured by ear thermometers(1). Furthermore, during 
the bed bath, the axillary region comes into direct contact both 
with water, in the traditional bath, and with the wet compress, in 
the dry bath. This contact can change the local temperature and, 
consequently, reflect in the greater variation of the measured 
temperature. Such fact does not occur with measurement in the 
auditory canal, whose cleaning is performed only externally. 

Elders prevailing is a condition that arouses the attention of 
the nursing staff to monitor and maintain the thermal balance of 
these patients, because extreme age causes them to be classified 
as a risk population for different nursing diagnoses (ND) associated 
with thermoregulation(6). According to the NANDA-I taxonomy, this 
ND population can be attributed to illustrate real problems such as 
Hypothermia (00006) and Ineffective Thermoregulation (00008), in 
addition to those that represent potential problems, such as Risk 
for Hypothermia (00253) and Risk for Ineffective Thermoregulation 
(00274)(6). With advancing age, patients have a reduced ability to 
maintain thermal homeostasis, particularly when exposed to low 
ambient temperatures. This fact is associated with the presence of 
metabolic and structural changes in the skin, common to the aging 
process(23). These conditions reinforce the importance of adequate 
planning and safety in the execution of nursing interventions that 
can increase this exposure, such as bed bathing.

When assessing the changes in body temperature of critically ill 
patients submitted to the traditional bed bath and dry bed bath, 
there was greater stability of TT compared to AT, since there was no 
significant difference in median values of TT before and after the 
baths. In turn, patients had lower means of AT at the end of each 
bath when compared to the values initially measured. Different 
researchers argue that body temperature measured non-invasively, 
using axillary thermometers, is not the most reliable method for 
the control of critical patients(7). However, as seen in the scenario of 
this study, as it is an accessible, practical and low cost method, AT 
remains used in different ICUs as a reference parameter for thera-
peutic approaches(24). 

The presence of central body temperature below 36ºC is defined 
as hypothermia and is associated with higher patient mortality (OR 
2.093, 95% CI 1.704-2.570) when compared to normothermic ones(25). 
In general, the central body temperature of individuals is higher 
than the values obtained from non-invasive thermometers, such 
as ear and axillary. A recent systematic review defined TT values 
between 35.76 and 37.52ºC and AT between 35.01ºC and 36.93ºC 
as the normal range(26). In view of these results, it cannot be said 

that the bed bath is capable of causing hypothermia in critically ill 
patients, since the values measured at different times and between 
different baths were considered within the normal range. However, 
it can be inferred that this important body hygiene intervention is 
capable of causing significant changes in the AT of critical patients 
who deserve attention from the nursing staff, especially as this is 
the measurement method that is even more used in ICUs. 

For patients admitted to ICUs, central body temperature monitor-
ing using urinary, nasopharyngeal or esophageal thermometers is 
recommended. Among non-invasive temperatures, the incorpora-
tion of TT is encouraged. as a method of choice for non-invasive 
measurement due to the greater reliability of data(1). In cases where 
its implementation is not possible, the interpretation of AT values 
should be performed with caution due to the possibility of being 
influenced by external factors, such as the ambient temperature(9,27). 
In this study, the room temperature mean was assessed during each 
bath, verifying that there was no difference between the means 
found, being 24.13ºC (± 0.92) in traditional bathing and 24.33ºC 
(± 0.99) in dry bathing. Based on these results, one can exclude 
the possible confounding effect of this variable.

In the same way, we sought to exclude the confounding effect of 
the water temperature used in the traditional bed bath by compar-
ing the values of this variable at different times of measurement. 
The means of water temperature found at the beginning (45.30ºC 
± 4.85) and at the end of the bath (40.39ºC; ± 4.70) were not statisti-
cally different. In the two measurements, the values were higher 
than 40.00ºC, being considered for critical heart disease patients 
as an adequate temperature to avoid the occurrence of changes 
in heart rate, arterial oxygen saturation, and AT(8). In turn, contact 
with cold water can trigger hemodynamic imbalance reactions 
due to the increased speed of heat losses, making it an important 
variable to be considered by the nursing staff during bathing(9).

In this study, the absence of water for dry bed bathing did not 
present advantages for patients’ thermal balance, since reduction in 
AT was present in patients submitted to both types of bed bathing. 
In contrast, critical patients in the postoperative period of cardiac 
surgery submitted to different types of bath, such as the traditional 
method, with hydrothermal control at 42.50ºC, and the dry method, 
with tissues heated in a microwave for 20 seconds, showed no changes 
in AT(28). It is believed that this difference between the results may be 
associated with the characteristics of patients assessed, as well as 
constant bath water temperature maintenance and pre-moistened 
wipe heating. It should be noted that, in the present investigation, 
dry bath packaging was applied at room temperature to illustrate 
the reality of local ICUs, which do not have a specific microwave 
device for this purpose. 

It is noteworthy that nursing interventions must be planned 
individually and based on priority criteria, as procedures considered 
simple by the nursing staff, such as the bed bath, can trigger signifi-
cant reductions in critical patients’ AT, as verified in this investigation.

Study limitations

This study has a limitation of having been carried out in a single 
ICU that attends patients with different levels of complexity, and 
not just those of high complexity. The hospital does not have a 
semi-intensive care unit and therefore less severe patients are also 
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admitted to ICUs. Therefore, the results described here should be 
interpreted with caution. Finally, it is noteworthy that although 
convenience sampling was used, the number of patients assessed 
was higher than that found in other clinical studies whose object 
was bed bathing.

Contributions to nursing

The results presented by this clinical study have direct implica-
tions for the practice of nursing, awakening in professionals the 
view of bed bath as a potential risk for reductions in AT in criti-
cally ill patients and the adoption of measures that can minimize 
this risk. Thus, when performing this intervention, the nursing 
staff must be attentive, not only to the technical rigor with the 
procedure, but also to the risks that patients are exposed to, in 
order to prevent its occurrence. Regardless of the method of bed 
bath employed, it is expected that professionals ensure a lower 
patient exposure during this intervention, as well as the monitor-
ing of body, room and water temperatures. It raises the need for 

studies to assess the effect of bed bathing on invasive methods 
of measuring body temperature, as well as the effectiveness 
of preventive measures to reduce the peripheral temperature 
of critically ill patients undergoing different types of bed bath.

CONCLUSIONS

In this study, bed bathing, regardless of the method used for 
its execution, was able to cause changes in the thermal balance 
of critical patients. AT means, verified at the end of traditional and 
dry bed bathing, were considered lower than the values mea-
sured initially, however they remained within the normal range. 
Regarding TT, there were no significant changes with the baths.

These results reinforce the importance of the nursing staff 
care to carry out an effective body hygiene practice and with 
greater safety. To this end, it is necessary adequate performance 
of the technique itself and lower patient exposure during the 
procedure, monitoring and control of vital parameters, such as 
body temperature, during its performance.
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