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RESUMO

Introducgao: treinamento de cuidadores € uma das intervengcbées recomendadas
para o tratamento de sintomas psicolégicos e comportamentais da deméncia
(SPCD). Porém, ha necessidade de validagdo em diferentes linguas e culturas.
Objetivos: avaliar a efetividade da versdo para a lingua portuguesa do Brasil do
Staff Training for Assisted Living Residences (STAR), um programa de treinamento
de equipes de instituicbes de longa permanéncia para idosos, na redugao dos SPCD
e do desgaste dos cuidadores e no aperfeigopamento das habilidades de manejo
destes sintomas por parte da equipe Método: este foi um ensaio clinico controlado
nao randomizado. Os SPCD foram quantificados pelo Inventario Neuropsiquiatrico
(NPI). A escala de desgaste do NPI (NPI D) e o Inventario de Sobrecarga de Zarit
(ZBl) quantificaram o desgaste que os sintomas dos residentes causam aos
cuidadores e a Escala de Estratégias de Gerenciamento da Deméncia (EEGD)
avaliou o incremento nas habilidades de manejo dos cuidadores. Foram avaliados
22 residentes com SPCD e 17 cuidadores. O teste t de Student para medidas
repetidas ou o teste de Wilcoxon foram usados para comparar os grupos. A ANOVA
de medidas repetidas com ajustamento foi usada para controlar o efeito de
covariaveis. Resultados: o NPI (frequéncia x gravidade) nao diferiu entre os grupos
na analise ndo ajustada. Depois do ajuste para educagao do residente houve uma
melhora significativa (p=0,048) no grupo intervengcdo, com um Eta ao quadrado
parcial de 0,181. Quanto menor o nivel educacional, mais benéfico foi o treinamento.
Os escores de NPI D, ZBl e EEGD n&o diferiram entre os grupos intervencéo e
controle. Conclusao: o STAR foi parcialmente efetivo na redu¢gédo dos SPCD em
uma amostra brasileira e ndo apresentou efeitos no desgaste e no incremento nas
habilidades de manejo dos cuidadores. Efeito de diluicdo, ndo cegamento e

seguimento curto podem ter limitado os resultados.

Palavras-chave: Deméncia. Sintomas afetivos. Sintomas comportamentais.
Instituicdo de longa permanéncia para idosos. Educagao em enfermagem.



ABSTRACT

Introduction: staff training is one of the recommended interventions for
treatment of behavior and psychological symptoms of dementia (BPSD). However, it
needs to be validated in different languages and cultures. Objectives: to evaluate
the effectiveness of the Brazilian Portuguese version of STAR — Staff Training for
Assisted Living Residences — to reduce BPSD and staff burden and to enhance staff
skills in Brazilian assisted living. Methods: it was a non-randomized controlled trial.
BPSD were the main outcome for residents and it was assessed by the
Neuropsychiatric Inventory (NPI). The NPI caregiver distress (NPl D), the Zarit
caregiver Burden Interview (ZBl) and the Dementia Management Strategy Scale
(DMSS) evaluated the staff outcomes. Twenty-two residents with BPSD and 17 staff
members were evaluated. Student t test for repeated measures or Wilcoxon test was
used to compare the groups. Repeated measures ANOVA with adjustment was used
to adjust covariates effect. Results: NPI frequency x severity score (NPI-FxS) did not
differ between groups in unadjusted analysis. After adjustment for education of
resident, there was a significant improvement in NPI-FxS score (p=0.048) in the
intervention group, with a partial Eta squared of 0.181. The lower the level of
education, the more beneficial was the training. NPI D, ZBI and DMSS scores were
not different between the intervention and the control group. .Conclusions: STAR
was partially effective to reduce BPSD in a Brazilian sample and did not present
effects on staff burden and staff skills. Dilution effect, no blind design and short-term

follow-up may have limited the results.

Keywords: Dementia, behavior problems, affective symptoms, assisted living
facilities, staff development
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1 INTRODUGAO E REVISAO DA LITERATURA

Mais de 90% das pessoas com deméncia apresentam pelo menos um sintoma
psicoldgico e comportamental da deméncia (SPCD) ao longo do curso da doencga,
podendo esses sintomas estar presentes em todos os seus estagios (STEINBERG
et al., 2008; BALLARD e CORBETT, 2010).

Agitagcao, psicose e transtornos de humor sdo os trés principais grupos de
SPCD (BALLARD et al., 1999; AALTEN et al., 2003). Outros sintomas incluem
transtornos do sono, alteragcdes de personalidade e no comportamento sexual
(ALAGIAKRISHNAN et al., 2005; MORAN et al., 2005; ARCHER et al., 2007).

Agitacao inclui agressao, irritabilidade, inquietacédo e andar a esmo, e ocorre
em até 60% dos individuos com deméncia (MARGALLO-LANA et al., 2001).
Sintomas psicoticos sao as alucinacdes e os delirios, podendo afetar de 27 a 45%
dos pacientes (JOST e GROSSBERG, 1996; LEROI et al., 2003). Transtornos do
humor incluem depressao, ansiedade e apatia, com uma prevaléncia maior do
que 90% (BALLARD e CORBETT, 2010).

Esses sintomas sdo desgastantes para os idosos e suas familias
(RABINS et al., 1982; GAUGLER et al., 2000; ROBINSON et al., 2001) e
frequentemente s&o motivo de institucionalizagdo (STEELE et al, 1990;
MORRISS et al., 1996; YAFFE et al., 2002; GAUGLER et al., 2009). Nas instituicdes
eles sdo citados como causa de desgaste dos profissionais envolvidos nos cuidados
dos idosos (MACPHERSON et al., 1994).

Além de problemas clinicos como infecgao, dor, desidratacao e deficiéncia das
acuidades visual e auditiva (BALLARD e CORBETT, 2010), fatores ligados ao
ambiente, a historia pessoal e ao desempenho cognitivo de cada idoso s&o
complementares para entender e manejar os SPCD (TURNER, 2005).
Assim, sua manifestacdo pode ser a expressao da inabilidade dos pacientes de
compreender e/ou informar seus cuidadores de necessidades nao atendidas, como
fome, sede, sexo, dor, frustragdo e medo (STOKES, 1996; GAUTHIER et al., 2010).
Fatores ambientais como excesso de estimulos visuais e auditivos, iluminagao
inadequada, falta de uma rotina, demandas excessivas, estresse das pessoas ao
redor e tédio/soliddo também podem ser gatilhos dos sintomas (DAY et al., 2000;
LYKETSOS et al., 2006).



Apesar da prevaléncia e da relevancia dos SPCD, ndo ha consenso quanto a
sua abordagem (GAUTHIER et al., 2010). Estratégias farmacolégicas e néo
farmacoldgicas sao empregadas (BALLARD e CORBETT, 2010).

Em relacdo ao tratamentos farmacoldgicos, antipsicoticos, antidepressivos e
outras medicagdes tém sido estudadas. Revisbes apontaram uma vantagem
significativa mas modesta de antipsicéticos tipicos (SCHNEIDER et al.,, 1990) e
atipicos (BALLARD et al., 2011) em relagdo a placebo. Porém, os efeitos
foram muito mais limitados no seguimento (SCHNEIDER et al, 2006;
BALLARD et al., 2008). Além disso, os antipsicoticos foram associados a efeitos
adversos, piora da fungado cognitiva (MCSHANE et al., 1997; VIGEN et al., 2011),
risco aumentado de eventos cerebrovasculares (BALLARD e HOWARD, 2006;
GILL et al, 2005) e aumento da mortalidade (SCHNEIDER et al., 2005;
WANG et al., 2005; GILL et al., 2007; HUYBRECHTS et al., 2011).

Em um ensaio clinico multicéntrico, Banerjee et al. (2011) concluiram que,
apos 13 semanas, ndo houve diferenga entre o uso de antidepressivos e placebo
para o tratamento dos SPCD. Somado a isso, o uso de antidepressivos foi associado
a mais efeitos colaterais. De acordo com uma revisdo da Cochrane, a evidéncia
atual ndo é suficiente para recomendar o uso de antidepressivos para 0 manejo de
agitagdo ou psicose na deméncia (SEITZ et al., 2011).

Os inibidores da acetilcolinesterase nédo parecem ser uteis no
manejo de agitagdo aguda (HOWARD et al., 2007) e parecem ter efeito mais
pronunciado na depressao/disforia, apatia e ansiedade (GAUTIER et al., 2002;
HOLMES et al., 2004).

A conclusdo de Ballard e Corbett (2010) é que a eficacia e a seguranga das
medicagdes atualmente disponiveis para o tratamento dos SPCD tais como agitagao
e agressao sao controversas. Assim, as diretrizes recomendam o uso de
abordagens n&o farmacoldgicas para o seu tratamento, tanto como terapia inicial ou
como adjuvante dos psicofarmacos (SALZMAN et al., 2008).

Foram realizadas varias revisdes de intervengdes ndo farmacologicas para os
SPCD (ALLEN-BURGE et al., 1999; COHEN-MANSFIELD, 2001; SNOWDEN et al.,
2003; LIVINGSTON et al, 2005; TURNER, 2005; VERKAIK et al., 2005;
AYALON et al., 2006; LANDREVILLE et al., 2006; LOGSDON et al., 2007;
O'CONNOR et al., 2009a; O’'CONNOR et al., 2009b; KONG et al., 2009; GAUTHIER



10

et al., 2010; OLAZARAN et al., 2010; SEITZ et al., 2010; VERNOOIJ-DASSEN et al.,
2010; O'NEIL et al., 2011).

Muitas classificagbes dessas estratégias foram realizadas. Seitz et al. (2010)
categorizaram as intervengdes ndo farmacoldgicas em: consulta e acompanhamento
dos cuidadores por profissionais da saude, atividades psicossociais e estimulacao
sensorial (como exercicio e musicoterapia) para o paciente, e treinamento dos
cuidadores profissionais. Gauthier et al. (2010) classificaram em: abordagens
psicossocial/psicolégica, interpessoal e ambiental. Turner (2005) dividiu as
intervengdes naquelas voltadas para grupos de pacientes ou seus cuidadores
profissionais (subdivididas nas estratégias voltadas para o paciente ou para o
treinamento de seus cuidadores) e naquelas desenvolvidas com uma metodologia
de relato de caso.

Mesmo levando em conta que a maioria dos estudos apresentaram risco de
viés alto ou indeterminado, o que poderia limitar uma conclusédo positiva, apenas
40% deles reportaram uma diferenga significativa entre a intervengao e o placebo,
com uma magnitude de efeito pequena na sua maioria (SEITZ et al., 2012).

Entre as diversas abordagens nado farmacolégicas, o treinamento
de cuidadores profissionais foi considerada efetiva e com beneficios duradouros,
sendo uma das intervengdes recomendadas (AYLWARD et al, 2003;
LIVINGSTON et al., 2005, KUSKE et al, 2007; MCCABE et al, 2007;
SPECTOR et al., 2013).

Aylward et al. (2003) e Kuske et al. (2007) em revisbes sistematicas
encontraram muitos estudos com resultados positivos, tanto para o paciente quanto
para seu cuidador profissional. Entretanto, metade dos estudos revisados por
McCabe et al. (2007) nao apresentaram impacto nas alteragdes comportamentais
dos pacientes, mesmo quando tinha ocorrido um aumento dos niveis de
conhecimento e habilidades de manejo comportamental pelos profissionais.
Limitagbes metodologicas e inconsisténcia dos achados impediram conclusées
firmes (KUSKE et al., 2007; MCCABE et al., 2007; SPECTOR et al., 2013).

Além de melhora dos SPCD, o treinamento de equipes de profissionais
envolvidos nos cuidados de pacientes demenciados também foi estudado para
avaliar as habilidades profissionais de manejo (DEYOUNG et al., 2002;
MONIZ-COOK et al., 1998; OH et al., 2005; TERI et al., 2005; DAVISON et al., 2007)
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e a redugao do desgaste no cuidador (MAGAI et al., 2002; FINNEMA et al., 2005).
Em relagcio a estes desfechos os estudos referidos apontaram resultados positivos.

Spector et al. (2013) classificaram os treinamentos de equipes de cuidadores
profissionais em estratégias comportamentais com adaptagdo pessoa-ambiente
(cuja logica é a de que comportamentos sdo mantidos através de reforco e que o
ambiente deve ser adaptado as necessidades de cada individuo), estratégias
centradas no individuo (que envolvem entender cada pessoa como unica e focar nas
suas necessidades e habilidades), estratégias centradas nas emogdes (nas quais a
equipe € treinada para validar e respeitar sentimentos) e outras estratégias (que
incluem aquelas que ndo se enquadraram nas outras categorias).

A evidéncia atual indica que as estratégias comportamentais com adaptagao
pessoa-ambiente € um modelo promissor para a abordagem dos SPCD
(SPECTOR et al, 2013). Porém, muitos desafios, como escassez de
intervengdes melhor detalhadas e padronizadas para facilitar a reprodugao
(LIVINGSTON et al., 2005; OLAZARAN et al., 2010; REIS et al., 2013) e auséncia de
estudos multicéntricos conduzidos em diferentes linguas e culturas
(REIS et al., 2013), ainda precisam ser superados.

Nesse cenario, o STAR - Staff Training for Assisted Living Residences
(TERI et al., 2005) € um programa de treinamento com estratégia comportamental e
adaptacdo pessoa-ambiente especifico para equipes de cuidadores de idosos
demenciados residentes em instituicbes de longa permanéncia para idosos.
Apresenta um manual detalhado e acessivel voltado para os treinadores e material
de treinamento (apostila, transparéncias e videos) padronizado, o que possibilita a
replicacdo do estudo original. Além disso, ele se destaca por incluir a orientagdo da
geréncia e coordenacgao das instituicées, o que é relacionado a resultados melhores
e mais duradouros e sugerido por revisores (SPECTOR et al, 2013).
Este treinamento foi efetivo na redugéo de sintomas psicolégicos e comportamentais
da deméncia e no impacto desses sintomas na equipe de cuidadores, sem se
mostrar, contudo, efetivo no aumento da satisfagdo no trabalho e no senso de
competéncia profissional, numa amostra de 31 residentes e 25 cuidadores de
4 instituicbes norte-americanas.

O censo de 2010 apontou que o Brasil tem mais de 21 milhdes de individuos
com mais de 60 anos (IBGE, 2010) e considerando uma prevaléncia de 7,1% a

12,9% de deméncia encontrada em estudos brasileiros de base populacional
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(HERRERA et al., 2002; BOTTINO et al., 2008), estima-se que entre 1,5 e
2,7 milhdes desses idosos tém deméncia e que, possivelmente, entre 1,3 e 24
milhdes podem apresentar algum SPCD. Considerando ainda a morbimortalidade
destes sintomas (RABINS et al., 1982; STEELE et al., 1990; MORRISS et al., 1996;
GAUGLER et al, 2000; ROBINSON et al, 2001; YAFFE et al, 2002
STEINBERG et al., 2008; GAUGLER et al., 2009; BALLARD e CORBETT, 2010), a
efetividade Ilimitada das terapias farmacolégicas disponiveis atualmente
(SCHNEIDER et al., 2006; BALLARD et al.,, 2008; BALLARD e CORBETT, 2010;
BANERJEE et al., 2011; SEITZ et al., 2011) associada a diretriz de usar terapias nao
farmacolégicas como no minimo adjuvantes (SALZMAN et al., 2008), a necessidade
de mais estudos visando a replicabilidade de intervengbes nao farmacoldgicas e a
auséncia de ensaios clinicos controlados sobre esse assunto no Brasil
(REIS et al., 2013), justifica-se que sejam conduzidos estudos que objetivem a

avaliacao da efetividade desse tipo de intervencéao.
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3 OBJETIVOS

3.1 Objetivo geral

Avaliar a efetividade do programa STAR na redugao dos sintomas psicologicos
e comportamentais de idosos com deméncia e do desgaste na equipe de cuidadores
profissionais, € no aumento das habilidades de manejo desses profissionais em

Instituicdes de Longa Permanéncia para Idosos brasileiras.

3.2 Objetivos especificos

a. Treinar equipes de cuidadores com o programa STAR;

b. Avaliar a efetividade do STAR na redugdo dos sintomas psicologicos e
comportamentais da deméncia;

c. Avaliar a efetividade do STAR na melhora da qualidade de vida dos idosos;

d. Avaliar a efetividade do STAR na melhora das atividades da vida diaria dos
idosos;

e. Avaliar a efetividade do STAR na reducao do desgaste nos cuidadores;

f. Avaliar a efetividade do STAR na melhora nas estratégias de gerenciamento
da deméncia;

g. Fazer ajuste nas andlises para as potenciais variaveis confundidoras
relacionadas aos idosos (género, idade, escolaridade, estado marital, tempo na
instituicdo e evolugdo da capacidade cognitiva) e relacionadas aos cuidadores
(escolaridade, tempo como cuidador e tempo na instituicdo atual).



20

4 ARTIGO CIENTIFICO

Effectiveness of Staff Training in Assisted Living Residences (STAR) to reduce
behavioral and psychiatric symptoms of dementia and staff burden and to enhance

staff skills in assisted living residences from Brazil.

Authors: Ramon Castro Reis, MD', Analuiza Camozzato de Padua, MD, PhD?

! Psychiatrist, Master of Health Sciences at Universidade Federal de Ciéncias
da Saude de Porto Alegre (UFCSPA), Porto Alegre, Brazil.
2. Psychiatrist, PhD, professor of Psychiatry at Universidade Federal de

Ciéncias da Saude de Porto Alegre (UFCSPA), Porto Alegre, Brazil.

Corresponding author

Ramon Castro Reis

Address: 1515 Bento Gongalves Avenue, apartment A 1002 — Porto Alegre/RS
— Brazil — ZIP CODE 90650-003

Phone: +555184009796

E-mail: ramoncastroreis@yahoo.com.br



21

Abstract

Background: staff training is one of the recommended interventions for
treatment of behavior and psychological symptoms of dementia (BPSD). However, it
needs to be validated in different languages and cultures. This study aimed to
evaluate the effectiveness of the Brazilian Portuguese version of STAR — Staff
Training for Assisted Living Residences — to reduce BPSD and staff burden and to
enhance staff skills in Brazilian assisted living. Methods: it was a non-randomized
controlled trial. BPSD were the main outcome for residents and it was assessed by
the Neuropsychiatric Inventory (NPI). The NPI caregiver distress (NPI D), the Zarit
caregiver Burden Interview (ZBl) and the Dementia Management Strategy Scale
(DMSS) evaluated the staff outcomes. Twenty-two residents with BPSD and 17 staff
members were evaluated. Student t test for repeated measures or Wilcoxon test
were used to compare the groups. Repeated measures ANOVA with adjustment was
used to adjust covariates effect. Results: NPI frequency x severity score (NPI-FxS)
did not differ between groups in unadjusted analysis. After adjustment for education
of resident, there was a significant improvement in NPI-FxS score (p=0.048) in the
intervention group, with a partial Eta squared of 0.181. The lower the level of
education, the more beneficial was the training. NPI D, ZBI and DMSS scores were
not different between the intervention and the control group. Conclusions: STAR
was partially effective to reduce BPSD in a Brazilian sample and did not present
effects on staff burden and staff skills. Dilution effect, no blind design and short-term

follow-up may have limited the results.
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Introduction

The frequency of behavioral and psychological symptoms of dementia (BPSD)
can reach to 90%, occurring in any severity stage of the disease (Steinberg et al.,
2008). These symptoms are very distressing for patients and for caregivers
(Robinson et al., 2001) and are a frequent cause of nursing home care (Yaffe et al.,
2002). BPSD are also related to staff distress (Macpherson et al., 1994). Treatment
of these symptoms has included both pharmacological and non-pharmacological

therapies with modest results (Ballard and Corbett, 2010).

Among several non-pharmacological approaches to BPSD, the staff training
was considered effective and it was one of the recommended interventions
(Livingston et al., 2005; Kuske et al., 2007; McCabe et al., 2007; Spector et al.,
2013). Besides improvement in BPSD, staff training had effects in enhancing staff
skills and reducing staff stress symptoms (Finnema et al., 2005; Teri et al., 2005).
However, poor quality of the evidence and inconsistency of findings make it difficult to
draw firm conclusions (Livingston et al., 2005; Kuske et al., 2007; McCabe et al.,

2007; Spector et al., 2013).

Moreover, challenges such as the paucity of standardized and better described
interventions which could facilitate replication (Livingston et al., 2005; Olazaran et al.,
2010; Reis et al., 2013) and the absence of multicenter studies conducted in different
languages and cultures (Reis et al., 2013) still need to be overcome. In this scenario,
the Staff Training for Assisted Living Residences — STAR is a dementia-specific

training program developed for long-care facilities staff with a detailed manual for
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trainers, standardized handouts and videotape, which enables its replication. In the
original study, it was proved to be feasible in a sample composed of 114 staff and
120 residents in 15 North-American residences. Additionally, twenty-five staff and 31
residents in four assisted living residences participated of a randomized clinical trial
phase. STAR residents evidenced significantly reduced levels of BPSD compared
with control residents and staff members reported less reaction to resident problems

with STAR in comparison with control staff (Teri et al., 2005).

Considering this context, this study aimed to evaluate the effectiveness of the
version translated to Brazilian Portuguese language of STAR to reduce BPSD and

staff burden and to enhance staff skills in Brazilian assisted living.

Methods

It was a non-randomized controlled trial. Participants (residents with dementia
and staff) were first recruited and selected according to the criteria described below.
Cognitive, functional, neuropsychiatric and quality of life rating scales were applied in
the first week (data collection 1) and twelve weeks ahead (data collection 2) for
residents with dementia. Distress, burden and dementia management strategy scales
were applied simultaneously — in the first week (data collection 1) and twelve weeks
ahead (data collection 2) — for staff. During the interval between data collection 1 and
2 none intervention was done, except the usual care of residents in the assisted
living. Immediately after the evaluation carried out in the 12" week, the Brazilian
Portuguese version of STAR was implemented (see detailed intervention procedures

bellow). Four weeks after the end of the training, a third data assessment (data
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collection 3) with the same instruments used in the data collection 1 and 2 was
performed for residents and staff (Figure 1). Delta scores of each scale (derived from
data collection 2 minus data collection 1) were considered for the control groups of
residents and staff members. Delta scores of each scale (derived from data collection
3 minus data collection 2) were considered for the intervention groups of residents
and staff members. Rating of behavioral and psychological symptoms of dementia
was the main outcome and functional status and quality of life were secondary
outcomes for residents. Distress and skills enhancement were the main outcomes for

staff.

Insert Figure 1

A convenience sample of residents and staff was recruited from two of the
largest assisted living residences from Porto Alegre, a south Brazilian city. Inclusion
criteria for residents were fulfillment of DSM-IV-TR diagnosis criteria for dementia;
the presence of at least one BPSD occurring several times per week or being very
distressing to the patient and difficult to manage by the staff and to accept and sigh
the informed consent to participate of study by patients and/or their proxies. Severe
hearing and visual impairment were exclusion criteria, but none resident showed
these problems. Inclusion criteria for staff were age of 18 years or more, educational
level = 4 years of study, a minimum of 30 hours/week of direct care with residents

and to accept and sign the informed consent for study participation.
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From the total of 130 elderly residents, 36 fulfilled to the inclusion criteria and
were selected to participate. Three (8%) refused to participate and 33 were included.
Eleven (33%) dropped out during the trial. The reasons for dropout were death (5),

refusing to participate (2) and leaving the assisted living (4).

From the total of 96 staff members, 76 were selected to participate according to
inclusion criteria. Thirty-one (41%) refused to participate and 45 were included.
Twenty-eight (62%) dropped out during the trial. The reasons were lack of time to
attend training (13), refusing to answer the scales for data collection (11) and
dismissal from assisted living (4). The final evaluated sample was composed of 22

residents and 17 staff members.

The original English STAR version has 12 workshop modules and 4
individualized sessions, in a total of 10 hours of training for staff and 3 meetings for
residence leadership through 8 weeks. The workshops included lecture and
discussion, observation of video case vignettes and handouts (Teri et al., 2005). The
STAR complete manual and video training were obtained from the senior author. The
manual was professionally translated and the video voiced to Brazilian Portuguese
with author license. The first author from this paper was the STAR trainer, supervised
by the second author. Both researchers have extensive work with patients with

dementia.

All measures were chosen by the following hierarchical criteria: adaptation and
validation to Brazilian Portuguese, good psychometric properties, use in dementia

and in long-term care facilities (LTCF). Seventy-nine scales were analyzed, 49 for
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residents (25 for behavioral and psychological symptoms, 2 for cognition, 4 for
activities of daily living, 15 for quality of life and 3 for other evaluations) and 30 for
staff (4 for affective symptoms, 6 for quality of life, 9 for burden, 8 for dementia
symptoms management skills and 3 for other evaluations), resulting in the following

selected instruments:

a.) Residents assessment

Neuropsychiatric Inventory — NPl (Cummings et al., 1994; Camozzato et al.,
2008): this instrument measures the frequency and severity of 12 neuropsychiatric
disturbances (delusions, hallucinations, dysphoria, anxiety, agitation/aggression,
euphoria, disinhibition, irritability/lability, apathy, aberrant motor activity, night-time
behavior disturbances, and appetite and eating abnormalities). Frequency is scored
from 1 (rarely) to 4 (very often) and severity ranges 1 (mild) to 3 (severe). The final
score is obtained by the sum of total severity score (frequency x severity) of each

domain. The scale is rated by caregivers.

Mini-Mental State Examination — MMSE (Folstein et al., 1975, Brucki et al.,
2003): this scale assesses six cognitive domains (orientation, memory-registration,
attention and calculation, memory-recall, language and visuospatial construction).
Total scores ranges from 0 to 30 and higher scores mean better cognitive

performance.

Clinical Dementia Rating — CDR (Hughes et al., 1982; Chaves et al., 2007):
scale designed to measure dementia severity that is obtained by semi-structured

interviews with patients and informants. It assesses 6 cognitive and behavioral
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categories: memory, orientation, judgment and problem solving, community affairs,
home and hobbies, and personal care. Each domain is rated on a 5-point scale of
functioning: 0, healthy; 0.5, questionable dementia; 1, mild dementia; 2, moderate
dementia; and 3, severe dementia. The final CDR score can be a global score or the

sum of boxes (domains) scores.

Activities of Daily Living Questionnaire — ADL-Q (Johnson et al., 2004; Medeiros
and Guerra, 2009): it is an informant-based assessment that measures functional
abilities in six areas: self-care, household care, employment and recreation, shopping
and money, travel, and communication. Each area has from three to six items and
each item is rated on a 4-point scale from 0 (no problem) to 3 (no longer capable of
performing the activity). Total score ranges from 0 to 100 and higher scores mean

more impairment.

Quality of Life in Alzheimer's Disease — QoL-AD, version for caregiver
(Longsdon et al., 1999; Novelli et al., 2005): it is a 13-item measure, rated on a four
point scale, with 1 being poor and 4 being excellent, designed to obtain a rating of
the patient's Quality of Life from the caregiver. Total score (ranging from 13 to 52) is

obtained from the sum of all items. Higher scores mean better quality of life.

b) Staff assessment

Neuropsychiatric inventory caregiver distress (NPI D) (Cummings et al., 1994,
Kaufer et al., 1998, Camozzato et al., 2008): the distress scale of NPI evaluates the
emotional or psychological distress experienced by staff in relation to each domain

assessed by the NPI. The caregiver rates his/her distress on a five-point scale from 0
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- not at all to 4 - very severely or extremely. The final distress score is obtained by
the sum of distress derived from each domain.

Zarit caregiver Burden Interview — ZBI (Zarit et al., 1985; Taub et al., 2004): this
22 items scale evaluates the impact of caring on psychological well being and social
life of caregiver. Each item ranges from 0 to 4 and higher scores indicate higher

burden.

Dementia Management Strategy Scale — DMSS (Hinrichsen and Niederehe,
1994, Cruz et al., 2012): this 28 items scale measures the ways in which the
caregiver manages dementia—problems presented by the residents. These strategies
are categorized in criticism (11 items) encouragement (8 items) and active
management (9 items). Yelling, criticizing, threatening and related behaviors are
considered criticism items, while efforts to praise the patient, get him or her to
discuss feelings or look on the bright side of things are encouragement strategies.
Activities to safeguard, assist, engage, stimulate, monitor and associated behaviors
primarily directed toward modifying the environment or daily routine are included in
the active management category. Each item from each category is rated from 1

(never) to 5 (most of the time).

The clinical diagnosis of dementia according DSM-IV-TR criteria was
ascertained by a psychiatrist from the research team with expertise in this field, who
also applied the CDR scale in all data collections. All the others measures were
collected by one trained medicine graduate student. Staff members were evaluated

out of their working hours.
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Except for the CDR patient interview and MMSE, all the other scales were
based on staff information. The staff member who had the more extensive contact
with the resident was selected to answer the scales. When more than one caregiver
had the same hours of contact with a resident, a random choice was performed. In
cases of dropout, other caregiver was randomly selected to answer the remaining
data collections. The staff members who were trained were the same who rated the

scales.

Comparisons of baseline demographic and clinical characteristics of residents
and staff between the dropped out and evaluated samples and comparisons of
demographic and clinical characteristics of residents and staff from the two assisted
living were carried out by Student t test for independent-samples or Mann-Whitney
test for continuous variables (according to Shapiro-Wilk normality test) and by

Fischer exact test for categorical data.

Delta scores (values differences of each rating scale applied for residents and
staff between data collection 2 and 1 (delta 1) and between data collection 3 and 2
(delta 2) were initially calculated. Delta 1 scores of each scale were considered for
control groups of residents and staff members and delta 2 scores were the values for
the intervention groups. Positive delta values for MMSE, QoL-AD, DMSS
encouragement and DMSS active management scales were representative of
improvement, since in these scales, higher scores mean better performance.
Negative delta values for NPI FxS, ADL-Q, NPI D, ZBI and DMSS criticism
represented improvement, since for these scales, higher scores mean worse

performance.. Distribution of delta values was evaluated by Shapiro-Wilk normality
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test. Student t test for repeated measures or Wilcoxon test were used to compare the
deltas. The general linear model (repeated measures ANOVA with adjustment) was
used to adjust covariates effect in the case of parametric data. If significant
differences were observed after adjustment, correlation test between intervention
delta and the covariate was performed to verify the direction of correlation. The
significance value for all statistical data was 0.05. IBM SPSS version 19 and WinPepi

version 11.24 were used to carry out the statistical analyses.

The study was approved by the Universidade Federal de Ciéncias da Saude de

Porto Alegre Ethics Committee, Porto Alegre, Brazil (protocol number: 11-830).

Results

Baseline demographic and clinical characteristics from residents and staff did
not differ between the dropped out and the evaluated groups, except for the time as
caregiver, which was significantly higher in the group that remained in the study

(p=0.027) (Table 1).

Insert Table 1

Table 2 shows the comparison of baseline demographic and clinical
characteristics of residents and staff between long-term care facilities 1 and 2.

Residents from long-term care facility 1 presented more cognitive and functional
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impairment (p=0.016, p=0.005), worse quality of life (p=0.007) and a trend towards
more BPSD (p=0.056). Staff from long-term care facility 1 had more years as

caregiver (p=0.03) and worked for longer time at the current facility (p=0.057).

Insert Table 2

Effects of intervention on the residents

Comparisons of NPI, QoL-AD and ADL-Q from control and intervention group
are showed in Table 3. Effect size and p values are showed before and after
adjustment for residents and staff variables. NPI FxS delta scores did not differ
between control and intervention group in unadjusted analysis (p=0.496). However,
after adjustment for education of resident, there was a significant difference between
deltas (p=0.048), with an effect size (partial Eta squared) of 0.181. A positive
correlation was found between intervention delta of NPl and education of resident
(Pearson correlation r=0.422, p=0.050), which means that residents with lower
educational level had more negative NPI delta, i. e., higher reduction of BPSD with
the intervention. QoL-AD and ADL-Q delta scores did not differed between control

and intervention group, even after adjusted analyses.

Comparison of frequency, severity and frequency x severity for each NPI
domain showed no difference between intervention and control groups (data not

showed).
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Effects of intervention on staff

Comparisons of NPI D, ZBI and DMSS from control and intervention group are
showed in Table 4. Effect size and p values are showed before and after
adjustments. Staff burden, measured by NPI distress and ZBI scores showed no
significant difference between the two groups (p=0.727, p=0.47 respectively).
Enhancement of staff skills, measured by DMSS domains of criticism,
encouragement and active management, also was not different between intervention

and control group (p=0.649, p=0.831 and p=0.374 respectively).

Insert Table 3

Insert Table 4

Discussion

This study aimed to evaluate the effectiveness of the STAR — version translated
to Brazilian Portuguese language — to reduce BPSD and staff burden and to enhance
staff skills in Brazilian assisted living. The study was conducted with methodological
rigor and appropriate analysis was performed controlling for confounding variables

that could influence expression or evolution of outcomes. Our initial hypothesis that
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STAR would show the same effectiveness found in the original study with a sample
of 31 residents and 25 staff members of United States population (Tery et al., 2005)
was partially proven. According to our results, the Brazilian Portuguese version of
STAR was effective with a moderate effect size in reducing BPSD measured by NPI,
taking into consideration the education of residents. The lower the level of education,
the more beneficial was the training. It was an unexpected result, since we could
assume that individuals with higher education level have more benefits with non-
pharmacological interventions. One possible explanation is that, even with similar
dementia severity, individuals with less education could have throughout their lives
less ability to understand and express their personal and environmental needs, one
of the BPSD trigger factors (Stokes, 1996; Day et al., 2000). Since STAR helps staff
in identifying and managing triggering situations of BPSD, our hypothesis is that
those individuals with lower educational background could be better assisted in the
management of their needs than individuals with an already greater ability to do it

themselves.

Notwithstanding the results described above, the STAR effectiveness in
reducing BPSD in unadjusted analyses and in improving functional status and quality
of life after adjustments was not observed. We could attribute this result to the
dilution effect, i.e., trained and untrained staff members caring the same residents. In
the current study few members of the eligible and invited staff consented to
participate and there was a high rate of dropout, especially among those with shorter
time as caregiver. We think this low adherence of staff members to the training could
have had a great effect in the results. In the original STAR trial (Tery et al., 2005) the

authors reported that the enrolled facilities were eager to participate. This condition
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was not similar from those observed in our setting, where there was a lack of
institutional support. There was no payment for time spent in training and there was
none coverage for resident care during theoretical part of training, which were
important barriers to staff involvement in the program and could have strongly
impacted our findings. Besides insufficient staff involvement, the limited sample size
of residents and the absence of other measures for behavioral and psychological
symptoms prevented a more robust analysis about the intervention effect on the

various symptoms of residents.

Regarding the effects on staff, the training was not effective in reducing staff
burden or in enhancing staff skills. This result partly agrees with the findings of the
original study (Tery et al., 2005) which showed the effectiveness of STAR in
reduction of BPSD distress on staff, but did not present effect in staff sense of
competence. Despite the qualitative data reported by the staff members such as
feeling of usefulness of training and increase sense of competence (data not
showed), some of the staff measures could not be sensitive enough to detect change
and the nature of change may be somewhat difficult to assess with the available

quantitative measures.

Even using a careful methodology, our study presented some limitations: (a) it
was not possible to carry out a blinded trial since the staff members who were trained
were the same who rated the scales. This fact could introduce bias in opposite ways:
those staff members who participated in the training could be motivated to report an
improvement in resident behaviors and in their skills leading to a false-positive effect

of intervention and, in the other side, they could rate more severe behavior problems
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and relate worsening of their skills to manage these symptoms, even though the
actual severity of behaviors and the skills had not changed, due to better
understanding and recognition of behavioral symptoms and staff limitations. It is a
great challenge to overcome this limitation because most of the time there is no one,
beyond the caregiver, with sufficient contact with the resident to answer about his/her
symptoms. The direct observation could be a possible alternative, but it was not
feasible to carry it out due to the considerable amount of time needed to observe
residents behaviors and staff practice. However, even the direct observation has
limitations, as staff may be competent in demonstrating a taught skill when assessed
in a research project, but it does not mean they will actually use this skill in their daily
practice (McCabe et al., 2007); (b) other limitation was the absence of an extended

follow-up, which limited the observation of training effects for longer time.

Considering such issues, the improvement of the professionals 'adhesion to the
program by higher institutional incentive to professionals for training; the increase of
the number of trainers which allows for a greater number of caregivers trained; the
inclusion of a higher number of institutions; and an extended follow-up are the future

challenges for more robust results.

Finally, since the STAR is an educational program and considering that in every
process of learning there is interaction of what is taught and who teaches with what is
learned and who learns, the evaluation of STAR effectiveness should take into
account who is the target of education. The evaluation of professionals
characteristics (such as cognitive ability, emotional flexibility and empathy) which
best enables them to apply the STAR is beyond the scope of this study and may be

the target of further research.
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Figure 1. Study design

Notes: dc = data collection

Scales for residents: MMSE, CDR, ADL-Q, NPI and QoL-AD.
Scales for staff: NPI, ZBI and DMSS
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Table 1. Comparison of baseline demographic and clinical characteristics from residents and
staff between the dropped out and evaluated samples

Dropped out sample Evaluated sample
Variable o median o median z p
m% p2sprs) M (p25p75)
Residents
Total 11 33 22 67
Gender
Male 1 9 ¥ 32 0.217®
Female 10 91 15 68
Age 90 (80;91) 86 (82:869) -0804 0421
Education= 8(4:,19.5) 12 (8;14) 0211 0833
Marital status
Married 3 27 2 9 0.304"
Mot married B 73 20 91
Years at the facility 33(0.748) 3(1658) -1552 0121¢
MMSE 7(0:19) 16 (4,21) 0116 0908°
CDR
1 2 18 4 18
2 5 46 10 46 1.000°
3 4 36 B 36
ADL-Q 89 (75;99) 79 (62:90) -0.057 08954¢
NPl Fx5 18 (6.5;30) 24 (13.40) -1300 0.194¢
QolL-AD 263 (6.3) 208 (54 02774 0.784=
Stafi
Total 28 62 17 38
Gender
Female 29 100 17 100
Age 37.2 (9.6)" 40(9.7)  0960¢ (0.342¢
Education® 13 (12.513) 13(13;13) 0947 0343=
Marital status
Married 15 52 10 59 0.762°
Mot married 14 48 7 41
Years at the facility 1.5 (0.4:6) 48(159) -1489 0137¢
Years as caregiver 3(14835) 10 (3.1:15) -2.216 0.027°

Motes: * mean (standard deviation}
* in years of study; % Fisher's exact test; = Mann-Whitney test; *1t; * Student t test for independent-samples;
MMSE: Mini-Mental State Examination; CDR: Clinical Dementia Rating;
ADL-Q: Activities of Daily Living Questionnaire; QolL-AD: Quality of Life — Alzheimer Disease.
NP1 FxS: MeurcPsychiatric Inventory — sum of all frequency x severity domains.



Table 2 Comparison of baseline demographic and clinical characteristics of residents and staff

between long-term care facilities 1 and 2

\ariable Long-term care facility 1 Long-term care facility 2 7
n % median (p25;p75) M % median (p25;p75) P
Residents 17 52 16 48
Gender
Male 5 29 3 19
Female 12 71 13 81 It
Age 844 (6.3)" (6.7)" -0.758= [ 4544
Education® 11.7 (4.3 (6.8)* 0.266= 0792
Marital status
Married 4 23 1 6 0.3350
MNot married 13 i 15 94
Years at the facility 4(2:53) 26 (1555) -0.723 0470
MMSE 5(0;17.5) 19 (7.5,21) 2417  0.016e
CDR
1 1 6 5 31
2 6 35 9 56 0.016t
3 10 59 2 13
ADL-Q 89 (79;97.5) 68.5 (59,83.3) -2.833  0.00&
MNPl FxS 29 (13:42.5) 18 (8,24 8) -1.911 0056
Qol-AD 26.4(5.2)" 31.6 (5.0)* -2917=  0.007¢
Staff
Total 34 76 11 24
Gender
Female 34 100 11 100
Age 38.6 (9.5)* 36.9(10.2)* 0.500= 0619
Education® 13 (13;13) 13 (1213) -1.367 0172
Marital status
Married 20 59 4 36 0.2980
Mot married 14 41 7 64
Years at the facility 3(1.3,6.3) 0.6 (0.3,5) -1.905  0.0&67
Years as caregiver 5(25:14.3) 2(0.6;9) -2.169  0.030e

Motes:* mean (standard deviation)
* inyears of study;”: Fishers exacttest; *: & ° Studentt test forindependent-samples; *; Mann-Whitney test;
MMSE: Mini-Mental State Examination; CORsum: Clinical Dementia Rating - sum of boxes; ADL-CL Activities

of Daily Living Questionnaire; MPI FxS: NeuroPsychiatric Inventory — sum of all frequency x seventy domains;

QolL-AD: Quality of Life — Alzheimer Disease.
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Table 3. Bivariate and multivariate comparative analyses of resident outcomes between control and
intervention group

47

Control Intervention
Variable delta delta F Effect
M (SD) M (SD) i
(n=22)
MNPl Fx5 12(219) -48(232) -0692° -01487 0.496%
After adjustmentforresidents variables
Gender 0.6449 0.031" 0.4309
Age 0.180 0.009! 06679
Education? 4428 01817 0.048%
Marital status 0.019 0.001" 0.8929
Years at the facility 2117 0.0967 01619
MMSE (dc3-dc1)® 0262 0013 06149
Long-term carefacility 1 or 2 1472 0.0697 0.2399
After adjustmentfor staff variables
Education? 0.010 0.0017 09208
Years at current facility 2.090 0.095! 0.1644
Years as caregiver 2296 0.1037 0.1453
QloL-AD 0.5(59) 0.3(54) -0.064°  -0.0144 09482
After adjustmentforresidents variables
Gender 0.001 =0.001"  0.97949
Age 0.0z0 0.001" 088499
Marital status 0.083 0.005" 07779
Education? 0.023 0.001" 0.8a04
Years at the facility 0012 0.0017 09158
MMSE (dc3-dc1)® 0.025 0.0017 0.8a79
Long-term carefacility 1 or 2 0.041 0.ooz’ 0.8414
After adjustmentfor staff variables
Education? 0.200 0.0107 06609
Years at current facility 0.079 0.004! 07219
Years as caregiver 0.333 0.016" 0.4753
ADL-G 0.2(7.58) 24(94) 0.801° 01714 0.4322
After adjustmentforresidents variables
Gender 0.406 n.0z2of 0.5319
Age 2281 01027 01479
Marital status 0316 0.7 05819
Education? 0163 0.0o08" 0.6919
Years at the facility 0.071 0.0041 0.74929
MMSE (dc3-dct)f 0.436 0.0z1" 0.5169
Long-term carefacility 1or 2 0.445 0.0227 05134
After adjustmentfor staff variables
Education? 0538 0.026" 04729
Years at currentfacility 0.470 00237 050119
Years as caregiver 1.565 0073’ 02253

Notez:

™ in years of study; = Mini-Ments! State Examination - date collection 3 values minus dats collection 1 walues;
“ £ = Cohen's d; ™ Student t test for peired-samples; : parial Eta squared; % Genersl finear mode! {repested measures

ANOVA with adjustment),

M (SD): mean {standard dewviation}; NP1 FxG and O MeurnPsychiatric Inventory — sum of all frequency x seventy
domseins and caregiver distress; QolL-AD: Qualty of Life — Alzheimer Disesse; ADL-Q: Activities of Daily Living

Questionnaine.



Table 4. Bivariate and multivariate comparative analyses of staff outcomes between control and

intervention group

48

Control Intervention Effect
Variable delta delta F — p
M (SD) M (SD)
(n=17)
NPI-D? 0 (-4.3;2.5) 0(-4.5;4.3)~ -0.349¢ -0.053¢ 0.727¢
ZBI -1.8 (5.1) -1.2 (6.0) 0.739" 0.7399 0.470"
After adjustment for
Education® 0.245 0.016 0.628!
Years at current facility 1.875 0111 0.191
Years as caregiver 0.457 0.030! 0.509i
DMSS
Criticism -0.1 (4.7) -1.0 (4.6) -0.4647  -0.1139 0.649"
After adjustment for
Education? 1.418 0.086 0.252n
Years at current facility 2.195 0.128 0.159"
Years as caregiver 0.112 0.007! 0.742n
Encouragement 1(-2;3.5)* 1(-2.5;3)* -0.213¢ -0.0524 0.831¢
Active management 1.24 (4.5) -0.18 (3.3) -0.9157 -0.2229 0.374n
After adjustment for
Education? 2.158 0.126 0.163i
Years at current facility 0.392 0.025! 0.541i
Years as caregiver 0.964 0.060! 0.342i

Notes: * non-parametric. Data described as median (p25;p75)

a- n=22; b in years of study; ¢ Z. 9 r; & Wilcoxon test; T t; ¢ Cohen’s d, " Student t test for paired-samples; |- partial Eta

squared, I. General linear model (repeated measures ANOVA with adjustment).

M (SD): mean (standard deviation); ZBIl: Zarit caregiver Burden Interview; DMSS: Dementia Management Strategies Scale
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5 CONCLUSAO

A versao brasileira do STAR foi efetiva com um tamanho de efeito moderado
na reducado dos SPCD aferidos pelo NPI, levando em consideracdo a escolaridade
dos residentes. Quanto menor a escolaridade, mais benéfico foi o treinamento.

O STAR nao se mostrou efetivo na melhora da funcionalidade e da qualidade
de vida dos residentes, mesmo apds o controle de confundidores. O treinamento
também nao foi efetivo na redugdo do desgaste dos cuidadores e na melhoria das
estratégias de gerenciamento da deméncia, apesar de dados qualitativos
demonstrarem sentimentos de utilidade do treinamento e maior senso de
competéncia dos cuidadores.

Efeito de diluicdo decorrente de adesao parcial ao treinamento e perdas ao
longo do estudo, tamanho de amostra limitado e auséncia de outras medidas de
desfecho podem ter tido um efeito limitador na quantificacdo dos resultados. O nao
cegamento e o seguimento curto foram as principais limitagdes do estudo.

Maior adesao e menores perdas provenientes de maior incentivo institucional
aos profissionais em treinamento, maior amostra oriunda de maior contingente de
treinadores e maior numero de instituicbes participantes, além de seguimento
estendido sao os desafios futuros para resultados mais encorpados.

Finalmente, levando em consideragdo que o STAR & um programa educacional
e que em todo processo de ensino/aprendizagem ha a interagdo do que é
ensinado/quem ensina com o que € aprendido/quem aprende, a avaliacdo da
efetividade do STAR deve levar em consideracdo o publico alvo da educacao.
A avaliacdo das caracteristicas dos profissionais, tais como habilidade cognitiva,
flexibilidade emocional e empatia, que melhor os habilitam a aplicar o STAR esta

além do escopo deste estudo e pode ser o objetivo de pesquisas futuras.



ANEXO A - Instrumentos

INVENTARIO NEUROSIQUIATRICO (NPI1)
Cummings et al., 1994; Camozzato ef al., 2008
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A — Delirios — O paciente acredita em coisas gue vocé sabe ndo serem reais? Por exemplo,
insiste que alguém esta tentando fazer-lhe mal ou rouba-lo? Afimna que seus parentes n3o s3o0
guem dizem ser ou gue a casa onde mora nao & a sua? Nao estou me referindo apenas a
desconfianca; estou interessado em verificar se o paciente esta convencido gue estas coisas
estdo acontecendo em ele.

( }Sim { )Ndo { )JHNA

) O paciente acredita estar em perigo- gue outros estdo planejando machuci-lo?
} © paciente acredita que esta sendo roubado?
) O paciente acredita que esta sendo traido pelo esposola)?
) O paciente acredita que pessoas desconhecidas (estranhos, fantasmas) estdo morando
eIm sua casa?
{ ) O paciente acredita gue seu esposo{a) ou outras pessoas ndo sdo guem 5307
{ ) O paciente acredita que seus parentes querem larga-lo?
()} O paciente acredita que artistas de televisdo ou revistas estdo presentes em sua casa?
[tenta conversar ou se relacionar com eles?]
() O paciente acredita em outras coisas estranhas sobre a5 gquais nAo conversamaos?

e Lo W B

Fregiiéncia  Gravidade  Desgaste

B — Alucinagdes — O paciente v& ou ouve coisas? Parece ver, ouvir ou sentir coisas que nao
estio realmente presentes? Por esta pergunta ndo estamos nos referindo apenas a coisas
erradas em gue o paciente acredita, como afirmar gue alguém gue morreu ainda estd vivo. Ao
contrario, gueremos saber se ele realmente ouve s50ns ou vé coisas gue ndo estio presentes.
( }Sim { JNao ( )JNA

() O paciente diz gue ouve vozZes ou age como se estivesse ouvindo vozes?
[} O paciente conversa com pessoas que nao estao presentes?
() O paciente diz gue vé coisas que nao s3o vistas pelos outros ou se comporta como se
visse coisas gue os outros ndo véem?
{ ) O paciente diz que sente cheiros que os outros ndo sentem?
{ ) O paciente diz que coisas tocam ou e arrastam em sua pele?
{ ) O paciente diz gue sente gostos mesmo sem ter nada na boca?
() Opaciente descreve qualquer outra sensacao diferente sobre a qual ndc conversamos?

Fregiiéncia  Gravidade  Desgaste

C — Agitagdo/Agressividade — O paciente n3o obedece ou ndo deixague os outros o ajudema
fazer as coisas? C paciente fica contrariado guando tu tentas cuidar dele ou ajuda-lo?
{ )JSim { }Ndo { JNA

{ ) O paciente fica brabo com guem tenta cuidar dele ou é dificil para ele tomar banho ou
trocar de roupa?

{ )} O paciente & teimoso, 50 faz o gue guer?

{ ) O paciente ndo obedece, ndo guer que os outros o ajudem?

{ ) O paciente apresenta algum outro comportamento gue faz com gue ele ndo seja uma
pessoa facil de lidar?

{ ) Cpaciente grita ou fala alto, de tanta raiva?

{ ) O paciente bate as portas, chuta os moveis da casa, atira as coisas longe?

() O paciente ameaca machucar ou bater nos outros?

( } O paciente apresenta algum outro comportamento agressivo ou agitado?

Fregiiéncia  Gravidade  Desgaste




51

D — Disforia/Depressdo — O paciente parece triste ou deprimide? Diz sentir-se triste ou
deprimida®

E

{
(
(
(
(
(
(
(

}Sim ( JMNio { )NA

} O paciente termn periodos em que chora ou se lamenta?

} O paciente diz ou age como se estivesse triste ou para baixo?

) © paciente se acha menos gue os outros ou diz que se sente um fracassado?

} O paciente considera-se ma pessoa e gue merece um castigo?

} © paciente parece desanimado ou ndo acredita mais no futuro?

v O paciente considera-se um peso para a familia, achando gue viveriam melhor sem ele?
¥ O paciente manifesta vontade de marrer ou de se matar?

} O paciente apresenta algum outro sinal de depress3o ou tristeza?

Fregiéncia ___ Gravidade __ Desgaste

E - Ansiedade — O paciente fica nervoso, preccupado, ou assustado semmotive® Parece muito
tenso e inguieto? Tem medo de ficar longe de ti?

(
(

(
(

}Sim ( JMdo [ )NA

} © paciente diz que estd preccupado com coisas gue ele ficou por fazer?

V © paciente tem periodos em gue se sente tremendo, n3o0 consegue relaxar ou se sente
muito estressado?

} O paciente, algumas vezes, tem [ou gueixa-se de] falta de ar, engasgos, ou solucos sem
motivo?

} O paciente se queixa de “frio na barriga® ou aceleragdo do coragdo por causa do
nervosismo? [Mao devido a cutras dnengas do paciente]

} O paciente evita certos lugares ou situacoes gue o deixam mais nervoso, como andar de
carro, encontrar amigos ou andar em multidées?

V O paciente fica nervoso e brabo quando vocé [ou seu acompanhante] se afasta dele? [Pode
S agarrar a voce para nao ser separadao]

) © paciente exibe algum outro sinal de ansiedade?

Fregiiéncia  Gravidade  Desgaste

F- Euforia/Elagao— O paciente fica muito animadoou feliz mesmo semmaotivo? Nao quero dizer
gue ele ndofica alegre guando vé amigos, ganha presentes ou esta com sua familia. Quero saber
se 0 paciente apresenta um bom-humor exagerado ou acha graca de coisas nao engracadas.

(

(
(

}Sim ( )Nao { }NA

} C paciente se sente bem demais ou muito mais feliz do gue o normal?

y O paciente acha graga e ri de coisas que os outros ndo acham engracado?

} O paciente parece uma crianca, gozando dos cutros ou rindo sem maotivo [comao guando
alguma coisa triste ou desagradavel acontece com alguém]?

y O paciente conta piadas ou diz coisas pouco engragadas para os outros, e gue sao
engracadas para ele?

) O paciente faz artes, como beliscaros outros e brincar de se esconder 56 para se divertir?

) O paciente se acha ou diz ter mais poderes ou coisas do gue realmente tem?

} O paciente tem algum outro sinal de se sentir muito bem ou feliz?

Fregiiéncia __ Gravidade __ Desgaste
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G — Apatia/indiferencga — O paciente perdeu o interesse pelo mundo ao seu redor? Mao guer
mais fazer as coisas ou lhe falta Animo para comecar outras atividades? E dificil fazer com que
ele converse ou ajude nos trabalhos da casa? Anda meio parado ou parece n3o estar nem ai
para as coisas?

{ 1S8im { (MN3o [ JNA

} O paciente parece menos natural e mais guieto gue o normal?

} O paciente term puxado menos conversa com os outras gue antes?

} O paciente estd menos carinhoso ou emotivo gue o normal?

) O paciente tem ajudado menas nas tarefas de casa?

} O paciente esta menos interessado na vida e nas coisas dos outros?

) O paciente perdeu o interesse pelos amigos e parentes?

} O paciente estd menos interessado com aguilo que antes Ihe dava prazer?

} O paciente tem algum outro sinal de gue nac esta a fim de fazer coisas novas?

P P P R T P T P

Fregiéncia ___ Gravidade __ Desgaste

H - Desinibigao— O paciente faz as coisas sem pensarno que esta fazendo? Faz ou diz coisas
gue ndo deveriam serfeitas ou ditas em publico? Faz coisas que deixam vocé ou o5 outros com
vergonha dele?

{ }Sim { )Nao { JNA

{ ) Opaciente faz as coisas sem pensar, nao estando nem ai para o que vai acontecer?

{ ) O paciente conversa com pessoas estranhas como se fossem amigos?

{ ) Cpaciente diz coisas gue machucamos autros ou gue podem deixar os outros tristes com

ela?

{ ) O paciente parece grosso ou fala de sexo guando normalmente ndo falaria?

{ ) O pacientefala coisas muito pessoais ou particulares e gue normalmente ndo falaria para
ninguém [nao traria a publico]?

{ ) O paciente temn tocado ou abragado o5 outros como ndo fazia antes?

{ ) O paciente exibe algum outro sinal gque mostre que estd fazendo as coisas sem antes

pensar?

Fregiiéncia  Gravidade  Desgaste

| —Irritabilidade — O pacienteficairritado e se incomoda com facilidade? O paciente parece que
& de lua? Esta de saco cheio? Mao nos referimos 3 tristeza por ndo conseguir se lembrar das
coisas ou pornio conseguirfazer o gue sempre fez; gueremos saber se o paciente tem andado
mais de mau-humeor ou iritado, ndo tem mais paciéncia, ou temn tido chiligues freglentes.

{ 18im { )Nio { )JNA

{ ) O paciente anda de mau humaor, se irritando por pouca coisa??

() Opaciente muda de humaor de repente, estando calmo emum momento e brabo em outro?
{ ) Cpaciente fica atacado do nada?

()} O paciente anda sem paciéncia, reclamando de atrasos ou demora nas atividades?

[ ) O paciente anda mau-humaorado ou irritado?

{ ) Opaciente reclama & toa, sendo mais dificil se dar com ele?

{ ) O paciente tem outros sinais de irritacao?

Fregiiéncia ___ Gravidade _ Desgaste
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J— Comportamento motor aberrante — O paciente fica andando de um lade para o outro, faz
coisas repetidas como abrir e fechar gavetas ou armarios, futrica nas coisas ao seu redor varias
vezes ou fica dando nos em fios e corddes?

[ )Sim { }Nao { JNA

() O paciente anda de um lado para o outro na casa, sem maotivo?

() O paciente futrica em gavetas ou armarios?

() O paciente se veste e tira a roupa varias vezes?

() O paciente tem acdes repetidas ou manias?

{ )} Opacientefaz coisasvarias vezes, como abrir e fechar os botdes das roupas, futricar nas
coisas, dar nd em barbantes, etc.?

() O paciente se mexe muito, ndo consegue ficar sentado, bate com os pes ou os dedos o
tempo todo?

()} © paciente faz alguma outra coisa varias vezes, sobre a gual ndo conversamos?

Fregiéncia  Gravidade  Desgaste

K — Comportamento noturno — Tem sido dificil para o paciente pegarno sono (ndo considers se
apenas levanta uma ou duas vezes 3 noite parair ao banheiro e logo volta para dormir)? Fica de
pé 3 noite? Anda de um lado para o outro, & noite? Cluer se vestir 3 noite? Mo te deixa dormir &
noite?

{ 18%m { )Nio { JHA

() O paciente tem dificuldades em pegar no sona?

()} O paciente levanta & noite (ndo considere se apenas levanta uma ou duas vezes a noite
para ir ao banheiro e logo volta a darmir)?

() O paciente perambula, anda de um lado para o outro ou faz coisas que n3o deveriam ser
feitas de noite?

() O paciente te acorda & noite?

() O paciente acorda, seveste e quersairde casa, pensando que ja amanheceu e que odiaja
comecou?

()} O paciente acorda cedo demais pela manhi?

() O paciente dorme demais de dia?

() O paciente apresenta algumoutro comportamento a noite gue Ihe incomode e sobre o qual
nao falamos?

Fregiéncia ___ Gravidade ___ Desgaste

L — Apetite/Alteracoes alimentares — O paciente apresentou alguma mudanca no apetite, no
peso oumanias na alimentacio (considere MA se estiverincapacitado e precisar ser alimentado)?
Ele mudou seus gostos guanto & comida?

( )Sim { )}Ndo { JNA

J O paciente temn tido menos apetite?

} O} paciente temn tido mais apetite?

) O paciente perdeu peso?

} O paciente ganhou peso?

} O paciente apresentou alguma mudanca na maneira como se alimenta, comao colocar muita

comida na boca de uma so vez?

[} O paciente apresentou alguma mudanca notipo de comida gue gosta, como exagerar nos
doces ou em outros tipos de comida?

() Cpaciente comecou ater manias guandc come, COMo Comer os mesmos tipos de coisas
todos o5 dias ou comer 05 alimentos sempre na mesma ordem?

{ ) Opaciente apresentou alguma outra alteragao na fome ou no jeito de comer sobre a qual

nao conversamos?

—— — — —

Fregiéncia  Gravidade  Desgaste
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MINI EXAME DO ESTADO MENTAL (MMSE)

Folstein et al., 1975; Brucki et al., 2003

ORIENTAGAOQ

* Qual é o (ano) (estagdo) (dia/semana) (dia/més) e (més).

* Onge estamos (pais) (estado) (cidace) (rua ou local®) (andar).

REGISTRO

* Dizer trés palavras: PENTE RUA AZUL. Pedir para
presiar atencAa pois terd que repetir mais tarde. Pergunts
pelas rés palavras apos i8-1as nomeado, Repstr até que
2yoque coretamente & anotar nomero de vezes:

ATENGAOE CALCULO

* Subtrair: 100-7 (5 tentativas: 83 - 86 - 79 - 72 - 65)
Alternative!: série de 7 digios (3826941)

EVOCAGAQ

* Perguniar pelas 3 palavras anteniores (pente-rua-azul)

LINGUAGEM

*loentiticar apis & relogio de pulso

* Repetir: "Nem aqui, nem all, nam 3",

* Sequir o comando de trés estagios: "Pegue o papel com a
méag direita, dobre ao meio e ponha na chan

* Ler 'am voz baixa' e executar, FECHE 0S OLHOS

* Eserever Uma frase (Um pensamento, idela complsta)

* Capiar o desenho

CFi

s | e —a ] pal oo

TOTAL: ”
*Rua & usaco para visitas ' Alternativo & usado quando o entrevistado erra JA na primeira tentativa, OU
domiciiares. acerta na primeira e erra na sequnda. SEMPRE que o alternativo for utilizade, o

Local para consulizs no
Hospital ou cutra instituicao!

aprasentacdo!

escore do item sera aguele obtido com ele. Ndo importa se a pessoa refere ou
ndo saber fazer calculos -
a subtracdo inical. A ordem de evocagao tem gue ser exatamente 2 da

de qualquer forma se inicia o teste pedinda que faga




ESCALA DE AVALIAGAO CLINICA DA DEMENCIA (CDR)
Hughes et al., 1982; Chaves et al., 2007

Questies de Memdrta para o Informante:

1. Ele/eln tem problenias de memdna oo mclocimo? Stm Nio

8. 5 #im. estes $00 persistentes (Constantes. continnos)? Nio

< E capaz de lambrar woe listy gurta (de compras)? Crernlmente As veres Raransente

3. Tem notado perda de imenwaia no MlEo sy T Sim N0

4, E capaz d2 lemboar acontecininios ncenres? Crernlianle As veres Raranyente

5. A perda de menyénn inverfere com as atividades didnias que o Sun Nao

doente &va cnpaz de nealizar Il s s atras?

. Esquece completanente wn evento mais bnportante em Creralmente Ay vezes Rarmamente
_POUCEs Sesnas? {Como Viagen, aniversino, visia)

7. Esquece detalhes pertinentes de nm evenio mais inportante” Creralinente As veres Faranente

§, Esquece congremmente informaghso inpomane do passado? Craralisenme As VEres Raramente

{cdata de nascimsnta, CASMISIIG, Smpreas...)

2, Conte-me algian aconlecamento qus tenda ooormdo recentements (L mss ) i potice diferente do habariual
{passeio, festa.. ). (Para ser testado depots. obtenha detalhes como local do evente, momento do dia. parcipantes,
quanto durow, quando ETanng. ¢ Cond o sUjIto & outros participantes chegaram b

10. Data de nnscimento:

11. Local de nascimento:

12. Ultima escola que freqiienton”

Nome:

Local:

Nivel de escolrmdsde:

13. Qual foi a principal ccopacio’profissio do doente? (ou do eonjuge)
14, Qual for o nltiow emprego? (o do conjuge)

15, Cuaando s aposenton (o0 o ¢onjuge) ¢ porque?

Questies de Didentacio para o Infonnanie:

Com que fréqiéncia sabe cometamente

1. Dita do maés

Geralimente Algumas vezes Rarnnente T
2, Més

Geralmente Alpamas veies Raramente 2
3. Adyo

Creralmente Algumas vezes Bammente 7

4. Diin da semamn
Gemlmente Alpumas veres Rarmmente T

5. Tem dificubdace counn as relaghss 1ZIporaas (en siliar os S0MEcinentos o Teipo s ém relagio aos
ot | T
Greralmiente Alpmas vezes Faranente 2

6. Consegue orientar-se ey muas famsliares?
Greralmente Algmas vezes Rarnmente ]

7, Consegue onentar-s¢ fora da sua vianhanga?
Geralmente Alpumas vezes Paramente ?

&, Consegue orientar-se dentro de casa?
Genalimente Algumas vezes Rarmnente T

? — mformante fido fem condicdes de responder



Questdes de Julgamento ¢ Solucio de Problemas para o Informante:

1. Como considem & capacidade amal do doente para resolver problemas?
Como senmuwe

Boa, mas ndo oo consy anleriomsente

Suficiente

M4

Senn quualquier capacidade

2. Ex idade para lidar com 5 sonnas de dinlweino (frocos, porjetas.. )™

3. E a capacidads para lidar com assuntos financeiros mus complexos (pagar contas. usar faldo de cheques..)7
Sein peida

Peada myoderada

Pegda grave

4. Com hida ¢om wumn acidente am casa? (pequens mcéndio. cono fwado...)

Tibo beny quanto antes

Pror do que antes, devido i alreragdes de memdats e pensanento

Pror do que ames, devido a outras razdes — quas;

5, Compreende as sifuagdes e o gque The ¢ aqﬂ..l‘_r.‘sh"‘
Cerabinete

Almnngs vezes

Rarmmente

6, Comport-se ndequadamente (1e., da maneim como cosnmata ser nemmnalmenie) nas sifnges socinis ¢ na
iteragho o o8 outns?
Gemabmente

Alpmnas vezes
Rarmente

w

Oaresties de Atvidades na Comunidade® para o Informanie:
OCUPACAD

1. Adnda wrabaln? [sd | [xA0 T [Nascaplcavel | |
2. Se ndo, o alterncdes de memdria fvterferiram na decisdo de se aposentar?

[ SO I::!o | Naooplicavel | |
i Sesim. tem dificubdades devido is alteractes de memoria ou de raciocinio?

Gemalmente. | [Almmmasvezes | [Rammente | [Whosplicavedl [ T

ATIVIDADE SOCTAL

1, Algvuma vez din it oEomeel] (o0 CWED veiame) | SIM NAD i aplicavel

5S¢ st Ainda diripe? [sid | [NAD | | No aplicavel |

Se niio dirige, € devido ds allerapes de MEMSRa o Taciocme? | SIM [NAQ || N0 aplicavel |

s.&mmEM@_%m wﬂm%mumﬁnﬂgss dle inemiria ou aesocino’?
SIhI . Teho aplicivel

6, E capaz de fazer sus compras sorinho(a)”

Flaramente oa mnea — prectsa de ajuds em quabquer conapra

Alginras Vezes — compra algimiins coisrs, aias traz duplo oo eigiece ollos

Cherabinente

Ll

T, E capag de realizar, de formon independente, alguma atividade fora de casa?
Raraanént e o inines — precisa de ajids em quabquer atividade

Algumas Vezes — Homtadi € 011 de rotie (participacso na Igreja, idn 80 cabelemeino. )
Geralmene

k]

8. E [evadoin) o anvidades socinis form da cna da finalia? s [ [wAo T ]
Se nio. porgue’?

o, L‘mﬂbsmadorm&iumal%m que =2 et de s pesson doente por causa 4o camportamento”
|$I.'n! v, T

0, S¢ instifucionalizasbe. participa de atividades soginis?
I [ [NAD
= Arpadades na connmidade: ir 4 igrejn. Visitar anagos on familsares, atrvidades politicas. orgamzagies
profissionais. associngdes recreativas, voluntaniado, progranas educativos.

IMPORTANTE:
Hi informagho dispaiive] saficimte para gradisar o tdvel de congrometineito nas sividades nn coiniiindads?
Se ndo, por favor, explore mals,
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Qurstdes sobre Lar ¢ Lazer (Cava ¢ Pasuniempoi) para o Informanstes:

[ a Tendo em mente apesas 3 perda cognutiva, que mesdangas coomeram o detempenho daa amadades domesaren”

I ' Que tarefas sandy coasegue realizay cormetamente ™

2 2 Tendo et mente apenas a perda coputiva, que modangas coomeran o realiacis de seun paasatenpos (hobbees 7

2 b e pavaatempos ausda conse e realizar corretamensie”

3 S manmuesonabizado. que anvidades domestican ¢ passiateoypeos amda comwepue realizar coaretamente”

ATIVIDADES DOy DL A-DLA
4 L apacxdade para reahizar txreln domeaticas”
Sem perda

el moderada
Perds grave
5 A quae nivel ¢ capaz de reahizar tagefin domésticas sonsples £ rotmeias:
a e anvidade significanna (execnrs annidades samples, conoo Baer 3 cana, mas Com muata wpervio)
b, lutute 5 al s srefs somples (eoin alfima sigpervndo lava leaca, pdem 5 mesa
¢ independemie em olgmins atsadades {usa eletodomeshices como aspeador de po. televiido.

poepara refergdes vniples)
d executa todas e trefia, mas com algames faillas

¢ executa fodos as rarefas. como sempre

Taerlan :::m-.ht.h T otinbias, 4% andeaa, (AGma, £ ompast 48 penmereats taar Bno, DaBAls de pata, massiemg b wagle, #
JEPMCE BANLCOE.

Heabtnm (ponustengpos) Corhirs, pinfurs. rabe®es manna. brifs, sefretemmests, Stegrafin. prrdmagess teatrs om cmmee. rabaBs
o= madnra. epores

IMPORTANTE:

Ha snborenng S disponevel suficienns pars graduar o mivel de comprometsments s anvidasdes donsesncan ¢ paasasngon”
S mho, por Taver, explore maii,

Crestoes sobre Culdndos Pessonis parn o Informanie:

AVESTIR
A Wormnal senn ajuda ¥
b, Pequena apwla, ecasionnl botdes mal colocados
&. Beqikéncin ervada & com esgiiecinuento de pecas
d. Ingapaz de se vestir

|

B. HIGIENE E APARENCIA
a. Mol semm ajuda

b. Tein que se chamar o atengdo
. Algunmns veres nocessita ajuda
. Ajguda semgpire ou quass semgire

| W | e [ S

O, ALIMENTACAD

a. lmpo, wtilira cometamenie os wensilios

b, s fuado @ utilize apenas 8 colber

€. sean ajuda s& consegie comter solidos simples
d. precisa ser alimentada

'..-uih —

D CONTROLE ESFINC TERLA™SO
a. nonmnal, contrale total
b. ocasionalimente, Urina na cama

¢. freqlienmenieiinie, Wwrina na cama
d. tetnbnents incontinente

L Y e




MEMORIA - QUESTIONARIO PARA O PACIENTE

Tem problemas de memana ou de raciocinio?

[

SIM

Ha pouco o seu (marido, mulher...) me contou wn acontecimento importante que ocoITetl recentemente, com

o Sr(a). Poderia me contar © que acontecen? (incentivar que sejam referidos detalhes como datas, local,

pessoas envolvidas, etc.) [se necessdrio idennfiqie o acontecimento)

Correto | Parcialmente correto | Incorreto

|
3. Vou lhe dizer o nome ¢ o enderego de uma pessoa - procure decorar, pois vou the pedir para repetir mais
adiante. Espere eu lhe terminar, entdo pode repetir (até o maximo de 3 vezes — assinale os elementos

repetidos corretamente).
Irens 1 2 3 K 5
Mana da Silva Rua da Praia 54 Centro
Mana da Silva Rua da Praia 4 Centro
Mania da Silva Rua da Praia 54 Centro
Obs.: sublinhe os elementos repetidos corretamente em cada tentativa
4. Qual a sua data de nascimento?
5. Onde nasceu?
6. Qual o nome do colémo que estudon por ultimeo?
Nome:
_Lugar: Gra:
7. Pode repetir 0 nome e endereco que lhe disse agora ha pouco?
Irens 1 2 3 R 5
Mana da Silva Rua da Praia 4 Centro
assinale os itens corvetos
8.
ORIENTACAO - QUESTIONARIO PARA O PACIENTE
Que dia ¢ hoje? Cometo Incormreto
Qual ¢ o dia da semana? Cometo Incorreto
Em que més estamos? Correto Incorreto
E o ano? Cormeto Incorveto
Quie lugar ¢ este aqui? Correto Incorreto
Qual o nome desta cidade? Cometo Incorreto
Sem olhar para o relogio. sabe me dizer que horas so agora? (aceitar = 1 hora) Cometo Incorreto
Hora verdadeira: Hora refenda pelo sujeito:
O sujeito sabe quem ¢ o informante (em seu julgamento)? Cormreto Incorreto

59



60

JUIZO CRITICO E SOLUCAO DE PROBLEMAS - QUESTIONARIO
PARA O PACIENTE

INSTRUCOES: 5S¢ a prunewra resposta do paciente nho nisvecer pouniasio nuxima, masny ate compreéendsr
bem qual 3 capacidade do doente na compreensio do problems. Ponhue 3 resposta mams aproximada

SEMELHANCAS
Se ew [he perpuntar qual 2 semelhanga entee wma banana & unaa faragya, wms resposta certa e dizer que as duas wio
frutas. Diga-me agora em que sio semelhantes . (parecidos)

1. Cacheowro e Ledo

Anumzss. maunuferos, camrvores, (qualquer elements abstrato = categona) 1]
Feesposta concreta (tém 4 patas. rabo, pélo )

Resposia errada ou sem ventido, ou nio sabe a

2 Mesae Cadewra

Mobiha movels

Resposta concreta (de madeirs, com pés. servemn para 3 connha, efc.)
Fesposta emvada on sem sennda, ou ik sabe

DMFERENCAS

Se eu Ihe perguntar qual a diferenca entre uma colber e uma pi. wma resposta cena & dizer que 3 colber & wn atemsilio
para pegar ahmenites ¢ 3 pa para urar o4 botar terra/area, abor tm baraco ne chdo, etc. Dhga-me agora em quie o
diferentes .

1. Agucar e Vinagre

Doce ¢ dodoazedo

Concrets {wm para colocar no cafe & oumro na salads )
Erraddo ou sem senhdo, o ndo sabe

I el

P | LT

2. Roubs & engano
Intencienal e ndo mtencronal

S0 exphca nm

Errado ou sean senndo, ou ndo sabe

(] ) e

CALCULOS

3 Quants moedas de 50 centavos sdo necessanas para RS 2,007 COTTELD I:lm:mm |:|
4. Quantas notad de RS 500 sio necesianas para tor uma nota R3207

5. Subtraa 3 de 20 ¢ siga subtramndo 3 o parter de cada resulindo; 20 - 17 - 14 -11-8-5-2

CRITICA

&. Se chegasee mana cudade desconbecida ¢ quisesse locakizar wn anugo. oo fana?
Consultava Lsia telefdmen. telefonava para um conbectdo em comum — 0
Tedefonava paga a pelica =1

Resposta sem senhido on adio sabe -2

7. O qpee fama se visse fumaca sauedo da janela de sew vizmbo?

Chamava os borpberros, avisava as pessoas o'on agudava

D apenas wma altemanva cometa

Resposty sem sentido on ndo sabe

£, Aurocnihca Porgue vero a0 misdhoo® Chial & seu eutado de sande” &tc . (mught)
Bom Pazoavel: o




Classificagao dos dominios

61

. Deméncia A Deméncia Deméncia
Saudavel L Deméncia leve
CDR 0 questionavel CDR 1 moderada grave
CDR 0,5 CDR 2 CDR 3
Esquecimento Perda de memodria Pe@a de
Sem perda ) memoria grave;, Perda de
L. leve e moderada, mais . .
de memodria, . apenas material memoria
ou apenas consistente; acentuada para muito aprendido rave;
MEMORIA p. lembranga parcial fatos recentes; o . p‘ 9 '
esquecimento g € retido; permanecem
. de eventos; déficit interfere com .
discreto e . : - . materiais novos apenas
. . esquecimento atividades do dia-a- ~ .
inconsistente ) . . sa0 rapidamente fragmentos
benigno dia .
perdidos
Dificuldade
moderada com
relagbes temporais;
orientado no espago Orientagao
ORIENTAGAO Plerlamente Plenamente durante o exame, Gera!mente pessoal
orientado orientado desorientado
mas pode ter apenas
desorientagéo
geografica em outros
locais
Resolve bem Dificuldade Sg‘tﬁ‘;;:
problemas do Leve moderada da P ’ Incapaz de
dia-a-dia comprometimento solugéo de semelhangas resolver
JULGAMENTO juizo crl'tico‘ é dapsolu 80 de robfemas diferengas roblemas
E SOLUGAO DE J bom em roblegmas serrj'nelhan aé e gravemente pou de ter
PROBLEMAS ! P ‘ nefhane comprometidas.
relagédo ao semelhancgas e diferencas; . . qualquer
. . . Juizo social L o
desempenho diferencas julgamento social juizo critico
. geralmente
passado geralmente mantido .
comprometido
Sem
| d S o
Atuacéo ncagaz © em possibilidade
. funcionar possibilidade
independente . de
= independentemente de
na funcéo . desempenho
. nestas atividades desempenho
habitual de embora ainda fora de casa fora de casa.
ASSUNTOS NA trabalho, Leve dificuldade ossa Parece ’ Parece
COMUNIDADE compras, nestas atividades P - muito doente
. desempenhar suficientemente
negocios, para ser
) algumas; pode bem para ser
finangas, e N levado a
parecer normal a levado a -
grupos - . atividades
- avaliagéo atividades fora
sociais . fora de casa
superficial de casa
Comprometimento
leve mas evidente . .
. . So realiza as
Vida em Vida em casa, em casa; abandono .
. tarefas mais
casa, passatempos, e das tarefas mais . Sem
. e simples.
LARE passatempos, interesses dificeis; Interesses qualquer
PASSATEMPOS | e interesses intelectuais passatempos e e atividade
. . . . muito limitados N
intelectuais levemente interesses mais significativa
) ) ~ e pouco
mantidos afetados complicados sdo . em casa
A mantidos
também
abandonados
Requer
muito auxilio
Necessita Requer nos
CUIDADOS Plenamente Plenamente oA assisténcia no .
assisténcia . cuidados
PESSOAIS capaz capaz . vestir e na .
ocasional higiene pessoais.
9 Geralmente
incontinente
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ESCALA DAS ATIVIDADES DA VIDA DIARIA (ADL-Q)

1 - Cuidados Pessoais
A — Alimentagio
0 = normal
1 =independente
2 = necessita de ajuda para cortar ou servir,
derruba com freqgiiéncia
3 =deve ser alimentado na maioria das refeiges

B — Vestir-se

0 =nomal

1 =independente, mas lento e desajeitado
2 = seqiiéncia errada, esquece itens

3 =necessita de ajuda para vestir-se

C — Banho

0 =normal

1 =banha-se 36, mas necessita ser lembrado
2 =banha-se 56, com assisténcia

3 =deve ser banhado por outros

D — Eliminagdes fisiologicas

0 =vai ao banheiro independentemente

1 = vai ao banheiro quando lembrado: alguns
problemas

2 =precisa de assisténcia para a atividade

3 =nfo tem controle sobre fezes e urina

E — Medicacio

0 =lembra sem ajuda

1 =lembra-se quando a medicagio & deixada em
local especial

2 =necessita de lembretes escritos ou falados
3 =deve receber a medicacio de outros

F — Interesse na aparéncia pessoal

0 =0 mesmo de sempre

1 = interessa-se quando vai sair, mas nio em
casa

2 = permite ser ammumado ou o faz quando
solicitado

3 =resiste para ser limpo e trocado por terceiros

Johnson etal., 2004; Medeiros e Guerra, 2009

2 - Cuidados Domeésticos
A — Preparacio de comidas, cozinhar
(0 =planeja e prepara comidas sem dificuldades
1 =cozinha, mas menos que o habitual ou com
menos variedade
2 = pega a comida somente se esta i estiver
preparada
3 =nada faz para preparar a comida

B — Arrumacio da mesa

0 = normal

1 = independente, mas lento ou desajeitado

2 = esquece-se de itens ou os coloca em local
errado

3 =nido realiza mais esta atividade

C — Trabalhos domésticos

0 = mantém a casa como de costume

1 =faz apenas metade do seu trabalho

2 = ocasionalmente varre a casa ou faz pequencs
Servigos

3 =ndo mais cuida da casa

D — Reparos domésticos

() = realiza todos os reparos habituais

1 = realiza ao menos metade dos reparos
habituais

2 = ocasionalmente faz reparos menores

3 —nio faz mais nenhum reparo

E - Lavar roupas

0 =lava-as como de costume (rotina}

I =lava com menor fregiiéncia

2 =lava apenas se lembrado; esquece o sabio
3 =nfo lava mais as roupas



3 _Trahalho e recreacio
A —Trabalho
0 = trzbalha normalments
| =problamzs J=ves oom responsshibidedes de roma
2 = trabalha em atividade mais facil ou meio
peticdo; medo de perder o emprego
3 =n#o trzbalha mais
E - Recreacio
U = 2 mesma habitual
1 = atividade recreacionzl menos fregilente
2 = perdeu certas habklidade necessarias para
atividades recreativas, deve ser persuadide a2
participar das atividades
3 =nZp possut mas atvidades recreacionals
C — Organizagies
0 = comparece a encontros; mantém as
responszbilidades como sempre
I = comparece menos freqiientemente
2 = compatece ocasionzlments, nio tem maiorss
responszbilidades
3 =ndp comparecs mais 208 encontros
D — Vizgens
0 = o mesme que o habitual
1 = vizgja ze dlguem mais dirige
2 =vwizja em caderra de rodas
3 =limitade 2 casa ou 20 hospital

4 —Compras e dinheiro
A - Compra de comidas

[ = normal

1 = esquece de items ou compra itens
desnecessarios

2 = necessita ser apompanhade enguanto faz as
compras

3 =nio mais far 23 compras

B —uso de dmheiro

0 = normal

1 = tem dificuldade em pagar valores ematos,
contar ¢ dmheiro

2 = perde ou coloca o dmhetro em local errado

3 =nip maiz manipula ¢ dinheiro

C — Administracdo das fmancas

0 = pagamento de contas e serviges bancznios
NOfmEs

1 = paga contas atrasadas, dificuldade para
praencher chegues

2 = squxe de pay = omtx, problem= pom
aimimstar ¢ 38de bawesne; necessiz guds de Eroeres

3 =ndp admmiztra maiz 23 fmancas
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& —Locomocio
& — Transporte publico
0 = utiliza transportz publice normalments
1 = outilizz transporte publico menos
fregiient=mente
2 = perde-se utilizando transports publico
3 = ndp usa mais fransporte publico
B - Condug2o de veiculos
U = dirige normalmente
1 = dirige maiz cautelosamente
2 = dinge menos cuidadosaments; perden-se
enquanto dirigia
3 = ndo mais dirige
C —Mobilidade pela vizmhanga
0 = normal
1 = 3a1 de caza menos freglientemente
2 = perde-se nas proximidades de casa
3 =ndo s3i mais desacompanhado (2)
D — LocomogSo fora de locaiz familizres
0 = normal
1 = ocasionalmente fica desorientado em locais
estranhos
2 = fica muito deserientado, mas locomove-ze 32
3COM. o
3 = n3o & mas capaz de samw

6 —Comunicacio
A —Tze do telefone
0 =noermal
! =liga apenas para slpins mimeros familiares
2 = apenas ztende zo telefone
3 =ngo uza maiz o Elefons
B — Conversas
= normal
1 = menos falante; dificuldads de lembrar-ze de
normas ou palavras
2 = comete erros ocasionzis de fala
3 — falz quase mmteligivel

C — CompresnsZe
0 = compresnde tudo o que lhe € dito
1 = solicita que repitam

2 = tem dificuldade em compreender
conversagtes ou  palavras especibcas,
ocasionalments

3 = ndo compresnds que a5 pessoas fzlam na
maior parte do tempo

D —Leitura

0 =normal

1 =12 com menor freqiiéncia

2 = tem dificuldede em compreendsr ou

lembrar-se do que leu
3 = no | mais



E —Escrita

0= normal

1l = escreve com menor freqiiéncia, erros
oCasIonals

2 = zpenas 253iMa 0 noms

3 = nunca escreve

T —Relagdes Sociais (conjuge)
A —Relactes fzmiliares

0 = normais

1 = pequenos problemas matrimoniais

2 = zérios problemas matrimonizs

3 — divorciado, separado, ‘sem mais
relacionzmentos

E — Relaptes familizres (crizncasz)

64

{ = normas
1 = facilments rritavel, punigbes mtempestivas
2 = negligencia a3 necessidades  fisicas e

emoctonats dos filhos
3 = mcapacitado para cuidar das criangas

C — Amigos

{ = encontra o3 amigos com 2 mesma freqii®neia
| = encontra oz amigos com menos fregii®ncia

2 = aceita visitas, mas n3e procura companhia

3 = recusa-se 3 vida social; insulta o= visitantss



QUALIDADE DE VIDA NA DOENCA DE ALZHEIMER (QoL-AD)
Longsdon et al., 1999; Novelli et al., 2005

Versao sobre o idoso para ser respondida pelo profissional

Situacdo atual
1 2 3 4
1. Saude fisica Ruim Regular Bom Excelente
() () () ()
2. Disposigao Ruim Regular Bom Excelente
() () () ()
3. Humor Ruim Regular Bom Excelente
() () () ()
4. Moradia Ruim Regular Bom Excelente
() () () ()
5. Meméria Ruim Regular Bom Excelente
() () () ()
6. Familiar(es) Ruim Regular Bom Excelente
() () () ()
7. Relacionamento intimo Ruim Regular Bom Excelente
() () () ()
8. Amigos Ruim Regular Bom Excelente
() () () ()
9. O residente como pessoa Ruim Regular Bom Excelente
() () () ()
10. Capacidade para fazer Ruim Regular Bom Excelente
tarefas () () () ()
11. Capacidade de fazer Ruim Regular Bom Excelente
atividades de lazer () () () ()
12. Situagao financeira Ruim Regular Bom Excelente
() () () ()
13. A vida em geral Ruim Regular Bom Excelente
() () () ()
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INVENTARIO DE SOBRECARGA DE ZARIT (ZBI)
Zarit et al., 1985; Taub et al., 2004

=

. Tu sentes que os residentes pedem mais ajuda do que eles realmente precisam?

2. Tu sentes que ndo tens mais tempo pra ti por causa do tempo que tu dedicas aos
residentes?

3. Tu te sentes estressado(a) te dividindo entre tomar conta dos residentes e assumindo as
tuas responsabilidades para a tua familia?

4. Tu te sentes envergonhado(a) com o comportamento dos residentes?

5. Tu te sentes irritado(a) quando estas proximo(a) dos residentes?

6. Tu sentes que os residentes afetam negativamente o teu relacionamento com os
membros da tua familia ou amigos?

7. Tu tens medo do que possa acontecer aos residentes no futuro?

8. Tu sentes que os residentes dependem de ti?

9. Tu te sentes estressado(a) quanto estas proximo(a) dos residentes s?

10. Tu sentes que a tua saude foi afetada por causa da tua dedicacdo?

11. Tu sentes que ndo tens tanta privacidade quanto tu gostarias por causa dos residentes?

12. Tu sentes que a tua vida social foi prejudicada por causa dos cuidados aos residentes?

13. Tu te sentes desconfortavel em receber amigos na tua casa devido aos residentes?

14. Tu sentes que os residentes esperam que tu cuides deles como se tu fosses o(a) unico(a)
de quem eles pudessem depender?

15. Tu sentes que nao tem dinheiro o suficiente para cuidar dos residentes?

16. Tu sentes que nao vais ser mais capaz de cuidar dos residentes?

17. Tu sente que perdeu o controle da tua vida por cuidar dos residentes?

18. Tu gostarias de transferir o cuidado de algum residente para outra pessoa?

19. Tu te sentes incerto(a) ou inseguro(a) sobre o que fazer com os residentes?

20. Tu sentes que deverias estar fazendo mais pelos residentes?

21. Tu achas que poderias fazer um trabalho melhor no cuidado dos residentes?

22. De maneira geral, qual a frequéncia que tu te sentes sobrecarregado(a) cuidando dos

residentes?

Respostas:

0 - Nunca

1 - Raramente

2 - Algumas vezes

3 - Muito frequentemente
4 - Quase sempre
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ESCALA DE ESTRATEGIAS DE GERENCIAMENTO DA DEMENCIA (DMSS)
Hinrichsen and Miederehe, 1994, Cruz et al., 2012

Com que frequéncia tu tentou as maneiras descrtas abaixo para hdar com o
comportamento dos residentes neste ultimo meés:

. Eu culpet os residentes por terem criado dificuldades.

Eu tentsi orgamizar situagles que pudessem estmular mentslments ou emocionzlments o3

residentes.

. En mantive um olhar atento no gue os residentes estavam fazendo, a fim poder reselver quatsquer

sftuagies que se tomassem problematicas.

4. Tentei envolver os residentes num didlogo a respeito de seus sentimentos e emogies.

. Eu fiz questdo de elogtar os residentes, quando fizeram o que consideret apropriado.

Eu tentsi fazer muitas coisas para os residentes, uma vez que eles nio s30 mais capares de fazé-las.

Eu demonstrei muito carmho fisico (abrago, togue) para com os residentes.

.Eu mcentrvel o3 residentes a mantersm contato com 2mMigos.

0. Eun fentst otganizar o ambiente dos residentss para protegdlos de czusar problemas,
meterem-se em confusdo ou colotarem-s2 em perigo.

10. Eu pedit para oz residentes exphcarem por que eles estavam fazende zlgo, com o proposto de
chamar 2 ateng3o deles para seus proprios erros.

11. Eu tentei desviar a atencdo dos residentes quando eles ficavam se sentindo chateados.

12. Fui fume com oz residentss e msist para que eles fizessem o que eu espero deles.

15, Eu critiquet ou repreendi o residentes para tentar conseguir um melhor comportamente deles.

14. Eu moentivet os residentes a lutaresm contra suas lmitagfes, e fazer o maximoe por 51 mesmos.

15. En repeti 23 mesmas codsas muitas 2 muitas vezes, para ter certezs que os resudentes as tivesssm
entendido.

16. Eu tenter auxihiar oz reswdentes a versm o lado bom das coisas.

17. Eu alertet os residentes sobre as possiveis consequéncias desagradaveis que eles enfrentariam
€230 N30 COOPETassem.

18. Eu me afastel dos residentes.

19. Eu tentet sugerir ideias que os residentes pudessem aceitar e seguir.

20. Eu tentei fazer com que os residentss participassem tanto quanto possivel da rotinz normal da
mstrgao.

21. Eu gnts=t ou ag com rava Estz for frequentements 2 umica manewaz de ter sucesseo com 03
residentes.

22. Eu me susentst da situagio em zlpun: momentos gquande o relacionamento com o residentss
ficou muite dificl.

23 Eu tents1 dizlogar com os residentes, 2 fim de convencé-los a fazer slgo.

24, Eu disse aos residentes para pararem de fazer cotsas para mim ou parz cutres membros da
mstitnigie, pois estas ©OISES NOS C2UsAm preocupacio.

25. Eu tentei farer com que os resudentes concordassem em fazer certas cotsas, ou fazélas de
determinada maneira

26. Eu tentei dizer aos residentes o quanto eu estava preocupado{z) ou mcomodado{z) com eles.

27. Eu tenter emsmar todas as pessoas envelvidas 2 abordar os residentes da mesma manews
planejada

28. Eu tentel me certificar que os residentes tivessem suficiente atrvidade fisica

B e

[FR

oo B LA

Respostas:

1-Nunca

1 - Raramente

3 - Algumas vezes

4 — Frequentemente

5 — A maioria das vezes
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ANEXO B - Parecer do Comité de Etica em Pesquisa/UFCSPA

COMISSAO CIENTIFICA E COMISSAO DE PESQUISA E ETICA EM SAUDE

COMITE DE ETICA EM PESQUISA - CEP
UFCSPA

O Comité de Etica em Pesquisa da UFCSPA, registrado na Comiss&o Nacional de Etica em Pesquisa
(CONEP) sob o n° 075/05 em 23/07/04, analisou o Projeto:

Projeto: 11-830 Versdo do Projeto: Versdo do TCLE:

Pesquisadores:
ANALUIZA CAMOZZATO DE PADUA

RAMON CASTRO REIS

Titulo: ANALISE DA EFETIVIDADE DA VERSAO PARA O PORTUGUES
DO PROGRAMA STAR (STAFF TRAINING FOR ASSISTED
LIVING RESIDENCES) - PROGRAMA DIRIGIDO AO TREINAMENTO DE EQUIPES DE
SAUDE ENVOLVIDAS NOS CUIDADOS DE PACIENTES COM DEMENCIA EM
INSTITUICOES DE LONGA PERMANENCIA PARA IDOSOS.

Esse projeto foi aprovado em seus aspectos éticos e metodologicos conforme as Resolugdes 196/09 e
demais Resolugbes complementares. Toda e qualquer alteragdo do projeto, assim como eventos adversos
graves, deverdo ser comunicados a este CEP. Os TCLE, quando necessarios, somente poderdo ser
utilizados ap6s prévia e explicita aprovagéo (carimbo) de sua redagao por este CEP".

Porto Alegre, 20 de marco de 2012.
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056 Geraldo Vernet Taborda
 "=madar do CEP/UFCSPA



ANEXO C — Normas da revista para publicagao

CAMBRIDGE | Instructions for Contributors

Inteamnational Psydhogeriatrics

Please read these instructions carefully before submitting articles. Articles which are not prepared
in accordance with these guidelines will be reumed to authors unreviewed.

Saype and antributions

Infenational Pyychogeriatics is written by and for those doing clinical, teaching, and research work
with elderly people. It is the official journal of the International Psychogeriatric Association (IPA)
and is published by Cambridge University Press, Cambridge, UK. Although it is concemned
primarily with psychogeratrics, the journal welcomes contributions from all concerned with the
ficld of mental health and aging. Original rescarch papers are particularly sought.

Contributions include original research articles, reviews of the literature, "for debate” articles, case
reports, letters to the editor, book reviews and editorials. Apart from editorials, “for debate™
articles and book reviews, which are commissioned, contributions to /nfama fanal Pyohogomarics
are spontancously written and submitted by authors. Papers are reviewed by at least two expert
reviewers sclected by the Editor-in Chicf. At present about half of the papers submitted arc
accepted for publication in this journal which is published twelve times per annum. The journal's
Science Citation Index Impact Factor (2012) is 2.188. Submission of a paper implics that it is
neither under consideration for publication elsewhere, nor previously published in English.
Manuscripts must be formatted double-spaced with ample margins on all sides and the pages
should be numbered. Please leave a spare line between paragraphs to enable typesctters to identify
paragraph breaks without ambiguity. fntarmationa! Fsyohogoiaticsuscs the spelling of American
English. Manuscripts written by those whose primary language is not English should be edited
carcfully for language prior to submission. fnfomational Fydigeemainc has a Language Advisory
Panel of English speakers willing to check manuscripts for style prior to submission. Details can
be found at both the jounal website (hitp://journals cambridge. org/ipg) under the related links
icon and the IPA website (hitp:/ /www.ipa-online org/).

Submission of manusaipts

Manuscripts should be submitted online via our manuscript submission and tracking site,
http://mc. manuscriptcentral.com/ipg. Full instructions for electronic submission are available
directly from this site. If you are unsure of the suitability of your manuscript, please e-mail the
abstract to the Jourmnal Office before submitting online: ipaj-ed/@gnnimelb edu.au

To facilitate rapid reviewing, communications for peer review will be electronic and authors will
nced to supply a current c-mail address when registering to usc the system.

When submitting your manuscript you will nced to supply:

A cover letter, the manuscript with the text file in MS Word format, and all figures in TIFF or
JPEG format. If the paper reports the results of a randomized controlled trial please cnsurc that it
conforms to our requirements listed below under the heading 'Submission of randomized clinical
trials’ on page 2. If the rescarch was paid for by a funding organization, the cover letter must
contain the following three statements (this information does not have to be included in the
manuscript itsclf but only in the cover letter). If the rescarch was not paid for by a funding
organization only the third statement is required:

1. That the authors have not entered into an agreement with the funding organization that has
limited their ability to complete the research as planned and publish the results.

2. That the authors have had full control of all the primary data.
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3. That the authors are willing to allow the journal to review their data if requested.

Submission of a manuscript will be taken to imply that all listed authors have seen the final
version and approved it.

All papers will be assessed by two reviewers. If their opinions are too disparate to permit the
Editor-in-Chief to make a decision on publication or the reviewers arc unable to make clear
recommendations, the paper will be assessed by a third reviewer, The Editor-in-Chief’s decision
to accept, reject or request revision of the paper for publication will be final. The abstract and
author details will be seen by prospective reviewers of the manuscript. Authors can suggest the
names and contact information of experts qualified to review the work, but the Editor-in-Chief is
not obliged to follow these suggestions. Papers must bear the authors' names, titles (e.g., Dr,
Professor, ctc.), affiliation(s), and address{cs). This information will be scen by reviewers.
Reviewers' names will not be supplied to authors unless a reviewer asks to be so identified.
Authors will be provided with a copyright transfer form to sign after acceptance of the manuscript,
conscnting to publication of the paper in Jotgmational Pochogmatncs

The receipt of all submitted papers will be acknowledzed. Authors who do not receive an
acknowledgement of receipt of their paper within three weeks of submission should assume that
their paper has not been received and should contact ipaj-edi@unimelb.edu.au , Professor Nicola
Lautenschlager. Mormanby House, 5t George's Hospital, 283 Cotham Road, Kew, Victora, 3101,
Australia, Tel: +61 3 9816 0485, Fax: + 61 3 9816 0477. Most authors can expect to receive an
initial decision on the fate of their paper together with referees’ reports within no more than 100
days of submission. Authors who have reccived no further communication 120 days afier
acknowledgment of receipt of their article should contact ipaj-edi@unimelb.edo.au.

Submussion of papers reporting randomized aonfrolled tnals

In order to cosure the public availability of the results of randomized controlled trials, the
International Committee of Medical Journal Editors has suggested that all such trials should be
registered.  In common with many leading medical journals Infemafiona! Fsydigeasatnc has
decided to follow this policy. Since 31 December 2006 we will not review any paper submitted to
us reporting a randomized clinical trial unless the trial was registered in a public trial registry from
the date it commenced recruitment or, if recruitment started before 30 November 2006, we require
that the trial was registered no later than 30 November 2006. For further details on the reasons
for this policy scc the June 2006 cditorial, Ames, D. (2006). Fecgistration of Clinical Trials
submitted for publication in Infemafional Paydigeoiaine. Inttmatganal Psydogaiatncs, 18, 191-193.

All manuoscripts reporting randomized controlled trials should have the following sent with
them or they will be returned to the authors.

a. A check list and flow chart in accordance with the CONSORT guidelines which
can be found at hitp://www .consort-statement.org.  Please send in the checklist
as a supplementary file and include the flow chart as Figure 1 in the manuscript.

b. The trial protocol is to be submitted as a supplementary file. This will not be
published but it is needed to appraise and peer review the paper.

C. The registration number of the trial and the name of the trial registry in which it
was registered. Please add these to the last line of the paper's structured abstract.
Trials that began enrolment of patients after 31 December 2006 must have been
registered in a public trials registry at or before the onset of enrolment to be
considered for publication in Jatenafional Fachogerarss. Trals that began
enrolment prior to 30 November 2006 must have been registered no later than
that date. Our criteria for a suitable public trial registry are: free to access;
searchable; identification of trials by unique number; free or minimal cost for
registration; validation of registered information; inclusion of details to identify
the trial and the investigator within the registered entry (including the status of
the trial); research guestion; methodology; intervention; and funding and
sponsorship disclosed.



COrganizatian and style o research articles

Title page and corresponding author: Each article must have a title page with the title of the
article, a list of all authors and their titles, affiliations and addresses. Author qualifications should
not be listed as these are not published in the journal. The title page should explicitly identify the
author to whom correspondence about the study should be addressed and that author’s email
address, telephone number, fax number and postal address must be clearly stated.

Abstract: Abstracts should be bricf, structured and should incorporate the 4 sub-headings:
background, method(s), results and conclusion(s). Abstracts should communicate the primary
findings and significance of the research. They should not exceed 250 words in length.

Eey words: Under this heading and beneath the abstract, please list up to 8 words for the purpose
of indexing.

Running title: This should contain no more than 50 characters including spaces.

Introduction: Briefly state the relevant background to the study to provide the necessary
information and context to enable non-specialists to appreciate the objectives and significance of
the paper. Most introductions to articles received for review are too long.

Methods: Materials and procedures should be described in sufficient detail to enable replication.
Any statistical procedures used should be outlined and their use should be justified here. Results
should not be included in the Method(s) section. If statistical procedures are uscd, they should be
described here in adequate detail. Choice of statistical technique should be justified including
some indication of the appropriateness of the data for the technique chosen. Adequacy of the
sample size for the statistical technique(s) used must be addressed. If appropriate, a description of
the statistical power of the study should be provided. If multiple univariate significant tests are
used, probability values (p-values) should be adjusted for multiple comparisons, or alternatively a
multivarate test should be considered.

Further advice about statistics and Infernations! Ppdiogeniam's can be found in the following
article: Chibnall, J. (2000} Some basic issues for clinicians concerning things statistical.
Intamational Psydogeranis, 12, 3-7. The following article may also be of assistance to intending
contributors: Chibnall J.T. (2004). Statistical audit of original rescarch articles in /otematianal
Psyohogeramios for the year 2003, Infemational Pryohogeriarnics 16, 389-396. Both of these are
available at the fnfemationa! Pyohogerams website by following the link to Statistical Adwvice for
intending contributors. This is also located under the related links icon at the journal homepage

(http://journals. cambridee.ora/ipg).

Fesults: This section may contain subheadings. Authors should avoid mixing discussion with the
results. Sample sizes should be delineated clearly for all analyses. Some indicator of variability or
sampling error should be incorporated into the reporting of statistical results (e.g. standard
deviation, standard error of the mean). Wherever possible an indicator of effect size (e.g. Cohens
d, ¥, Cramers V, 95% confidence interval) should be reported in addition to p values. If multiple
univarate statistical tests arc used p valucs should be adjusted for multiple comparisons or
alternatively a multivariate test should be used. Obtained statistical values for tests should be
reported with degrees of freedom (e.g. t, F, ).

Diiscussion: Interpretation of the results with respect to the hypothesis(es) and their significance to
the field should be discussed here. Results should be interpreted in the light of the size of the effect
found and the power of the study to detect differences. Any methodological weaknesses of the
study should be outlined, including limitations imposed by sample size. Carcful consideration of
the conclusion(s) for accuracy and alternative interpretation, and possible conflicts or resolution of
conflicts in the field is encouraged. Limited speculation and directions for future research can be
included.

Conflict of interest declaration: This section must be completed. This should follow the
discussion and precede the references. Where there is no conflict of interest perceived to be
present the heading Conflict of Interest should be included with the single word “none™
undcrneath it. For full details sec below.
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be cited in the text and the supporting material submitted with the manuscript. Infamationaf
Fowhooemamricsuses the Harvard referencing system. Within the text of each paper journal articles
should be cited in the style (Smith and Jones, 1999). Where an article quoted in the body of the
tcxt has more than two authors the term "ot all” should be employed, i.c., (Smith & af, 1999).
Text citations of multiple articles should be separated by semicolons, ie., (Smith and Jones, 1999;
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Figures/ Tables: The manuscript should contain no more than five figures or tables. The copies
submitted with the manuscript must be of sufficient quality to enable reviewers to evaluate the
data. Ther journal has a small budget to permit some colour to be printed in come issues but
authors wishing to publish figures requiring colour to communicate the data may be required to
pay some or all the additional cost.

Figurc/Table legends: Each caption should begin with a brief description of the conclusion or
observation provided in the figure. These should be submitted as a separate section after the
References.

Supplementary material: More detail about the submission of supplementary matcrial is available
below — see “Supplementary Material for online only publication” and “Instructions for
contributors — Supplementary Material” in subsequent pages of this document.

Word limdts: At present Tnternational Povehogeriatrics does not have a fixed word linut for articles,
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Conflict of interest

Conflict of interest occurs when authors have interests that might influence their judgement
inappropriately, regardless of whether that judgement is influenced inappropriately or not.
Infernational Paydhogeram s aims to conform to the policies of the World Association of Medical
Editors in regard to conflict of interest. For full details please see the website

http:// www. wame.org/wamestmt. htm#fundres . To this end all authors must disclose potential
conflicts of interest so that others may be aware of their possible effects. Specifically, under the
heading conflict of interest, all articles must detail:

The source(s) of financial support for the research (if none, write “none™).

A description of any sponsor's role(s) in the research (c.g., formulation of research question(s),
choice of study design, data collection, data analysis and decision to publish).

Information about any financial relationship between any author and any organization with a
vested interest in the conduct and reporting of the study. For example, in a study on the effects of
a drug made by Hijgpharmm which directly competes with another drug made by Mesdruga
declaration might say " Jane Smith has received research support and speaker’s honorana from
Bigpharma and has received financial assistance from Moadmugto enable her attend conferences.”

Reviews of the Literature

Infernational Paydhoserraim'c will publish at least 1 literature review in each issue. Authors intending
to submit a literature review should check recent issues of Intematianal Pswchogeriatrics to ensure
that no review of the topic they propose to discuss has been published in the journal in recent
times. Review articles may have up to 50 relevant references. Authors contemplating the
submission of a literature review article are welcome to contact the editor to discuss the
appropriatencss of the topic prior to submission (ipaj-edi@unimelb.edu ). Literature reviews
should have an abstract.

“For Debate" Articles
From time to time [nfomationa! Psydiogaiarncs will publish “For debate” articles on topics of a
controversial nature. “For debate” articles will be commissioned by the editor, but readers are

welcome to suggest possible topics for debate by contacting the editor at ipaj-edf@unimelb.edu.au.
To view recently published debates see journal issues 19(6), 20{2), and 21{2).

Case Beports

Casc reports will be accepted for review and considered for publication. They should be of 1200
words or less and should have no more than 10 references. An unstructured abstract of 100 words
or less is required. When submitting case reports authors must cnclose a letter of consent to
publication from cach of the patient(s) described or, if the patient{s) is/are deceased or not
competent to consent the authors must indicate that they have obtained such consent from the
paticnt’s legal guardian(s). These letters will be kept confidential.

Study protocol articles

Any author contemplating submission of a protocol only paper is advised to contact the editor of
IPG via ipaj-ed@unimelb. edu.au to discuss the paper’s suitability for submission prior to
submitting it.

Qualitative research articles
Authors of qualitative rescarch articles are advised to contact the editor of IPG via ipaj-
edigmnimelb.edu.au to discuss the paper's suitability for the journal before submitting online.

Letters to the Editor

R.eader's letters will be considered for publication. Letters should be no longer than 1,000 words
and should have no more than 5 references. No abstract is required. Usually tables will not be
published in the Letters section of the journal, but may be accepted for online publication as
supplementary material at the journal website.

Supplementary Material for online only publication
Intemationa! Povdhogeram o has the facility to publish unedited figures, tables, appendices, any
non-English sections, and other material which is not suitable for inclusion in papers published in



the paper copy of the joumnal as supplementary online material attached to the electronic version
of individual papers at http://joumnals cambridge.org/ipg. This renders such supplementary
material accessible without clogging the journal with materials that will be of interest to only a
small minority of readers. If submitting such supplementary material please follow the instructions
below. If referring to supplementary material in a paper the following form of words should be
used “see table 51/figure 51/appendix Al published as supplementary material online attached to
the electronic version of this paper at http://journals.cambridge.org/ipg".

Insruaions for contributars — Supplementary Material

There will normally be one of the following reasons for you to be supplying supplementary
material to accompany the online version of your article:

1. You wish to link to additional information which due to its nature does not lend itself to
print media (examples- full data sets, movie or sounds files etc...)

2, The Editor of the Journal has requested that you extract certain information from the
orginal article in order to allow for space constraints of the print version.

3, ¥ou have requested additional materal to be available to accompany an article that does
not normally allow such material to be included (examples — sections not written in the
Englizsh language, tables to accompany a correspondence article).

N.B. Plcasc note that no copyediting or quality assurance measures will be undertaken on
supplementary material (other than to ensure that the file is intact). The authors therefore
warrant that the supplementary material that they submit is in a suitable format for
publication in this manner. The material shall be published online in exactly the form that it
is supplied.

Submission

Pleasc follow the following instructions to supply supplementary material to accompany the
online version of your article:

I Each supplementary file must be supplied as a separate file. Do not supply this material as
part of the file destined for publication in the print journal.

2. Each supplementary file must have a clear title (for example, Supplementary Figure 1).

3.  Provide a text summary for each file of no more than 50 words. The summary should
describe the contents of the file. Descriptions of individual figures or tables should be
provided if these items are submitted as separate files. If a group of figures is submitted
together in one file, the description should indicate how many figures are contained within
the file and provide a general description of what the figures collectively show.

4.  The file type and file size in parentheses.

5.  Ensure that cach picce of supplementary material is clearly referred to at least once in the
print version of the paper at an appropriate point in the text, and is also listed at the end of
the paper before the reference section.

Format and file size

s  File sizes should be as small as possible in order to ensure that users can download them
quickly.

¢ Images should be a2 maximum size of 640 x 480 pixels at a resolution of 72 pixels per inch.

¢« Authors should limit the number of files to under ten, with a total size not normally exceeding
3 ME. Sound/movic files may be up to 10 MEB per file; colour PDFs/PowerPoint may be up
to 5 ME per file; all other general file types may be up to 2 ME per file but most files should
be much smaller.

74



75

*  We accept files in any of the following formats (if in doubt please enquire first):

MS Word document (. doc) , Adobe Acrobat (.pdf), Plain ASCII text (.txt), Rich Text Format
(.rtf), WordPerfect document (wpd), HTML document (_htm), MS Excel spreadsheet (.xls), GIF
image {.gif), JPEG image (.jpg), TIFF image (.tif}, M5 PowerPoint slide (_ppt), QuickTime movie
(. mov), Audio file (.wav), Audio file (.mp3), MPEG/MPG animation {.mpg)

If your file sizes exceed these limits or if you cannot submit in these formats, please seck advice
from the editor handling your manuscript.

Supply of author-generated artwork

Monochrome line subject illustrations supplied as hard copy only

These should have the author's name and figure number clearly marked on the back of each picce
of artwork. The figures will be scanned at 1200 dpi and compressed using LZW. The scanning
process can result in problems with some fine omaments and with any grey tints used (e.g. tints
can fill in; a Moiré interference pattcm can be produced; or poor quality, patchy tints result).
Hlustrations of this kind may be acceptable in a desktop publishing format, but they do not
proceed satisfactorily through the several stages before printing. Plain black /white is acceptable,
but all other shades/tints should be replaced with distinct PostScript fills or custom fills.

Monochrome line subject illustrations supplied in digital form
Macromedia Frechand, Adobe lllustrator and Adobe Photoshop are the preferred graphics
packages. Before submitting your artwork, please do the following:

s Where possible, please supply illustrations as TIFF or EPS files (300 dpi). When
submitting EPS files you must convert your text within the file to artwork/outlines. If
your EPS file contains a scanned image, you must ensure that you supply a full EFS, ie.
binary data. Do not supply PostScript files. PostScript files cannot be included within our
integrated page make-up system, or worked on in any way. For best results please save
your files as TIFF or EPS files. If files cannot be supplied in this way other formats can be
handled (although we do not guarantee to usc them).

» Diraw or scan line artwork to finished size with appropriate line weights and typefaces.

s Indicate the file format (e.g. TIFF or EPS), the graphics software that you have used in
originating the artwork files (e.g. Frechand 7.0, Hlustrator 8.0, ctc.) and the computer
operating system used (e.g. Mac OS 8.6, Windows NT).

e  Supply a laser print of all figures. List the name and version of the artwork package used
and the names and libraries of fonts used in the artwork or EPS files.

Pattern fills and tints

Artwork packages do not always generate pattern fills for output on image/ platesetters.
Imagesetters will interpret them differently from your Mac or PC and the result often locks
pixellated or blocked. Where possible, use PostScript fills, custom fills and conventional tints.
PostScrpt fills frequently do not display well on screen but they do print out correctly. It is best to
avoid the use of complex or very detailed tints, patterns and symbols. These seldom reproduce
satisfactorily when reduced to fit the page and when used in a caption or legend may be
completely illegible when represented on a screen (for example during page make-up, or on the
Web) or when output on low-guality CUP artwork instructions.doc 2 laser printers. Supplying as
TIFF or EPS files (see above) alleviates this problem.

Pleasc therefore:
s  Use only the tints, patterns and symbols shown here.
e  Use conventional fills: solids, tints, lines or cross-hatching.

# Use a PostScript fill if possible.



s Do not use a screen value above 133 lpi. Generally, 100 Ipi is better (even when scanned
at high resolution finer tints do not reproduce satisfactorily when reduced).

+ [If possible, usc just onc kind of screen (line angle or dot shape) and one screen value
throughout the document.

# Do not use pattern fills from a graphics program, as these are uswpally bitmap patterns,
which do not output adequately to plate/image setters.

& Do not use colour tints, even if the figure is intended for monochrome printing; use
black/white/greyscale.

# Do not use hairline. line widths in graphics packages.

Monochrome halftone subjects

Figures composed of (hard copy) photographs should be unscreened glossy prints presented at
publication scale; cach component part should be named with a lower-case letter. Photographic
artwork is numbered as part of the sequence of figures, not as scparate plates.

If supplying these in digital form, your repro house should follow these instructions:

+ Scanning: Scan at a resolution that is around twice the intended screen value; for example
scan at 300 dpi for 133 or 150 screen.

& Dot range (halftones only): This is the term we use to describe the highlight/white area
and shadow/black arcas within a printed image. To prevent the heavy or dark arcas of
your halftones from filling in or the light arcas being washed out we specify a dot range
that allows for gains or losses during the process to lithographic printing. Pre-sct the dot
range at [% highlight to 96% shadow where possible, we will check vour files before
outputting as a safeguard.

& Data files: Supply data as TIFF files; if you wish to compress them, use lossless
compression software such as the LZW compression package.

s Laser proofs: Supply a good guality laser proof of all figures. List the name and version of
the antwork package used and the names and librarics of fonts used in the artwork. If we
are unable to use your clectronic file, we can scan in the laser proof as an alternative until
arevised file can be supplied.

# Line & tone combination: Files scanned as line & tone combination should be scanned at
a higher resolution than a standard halftone to ensure better type/line quality, for
example, 600 dpi.

Colour halftone or line subjects
¢+ Do not submit line subject drawings with coloured tints unless the figure is required as a
colour plate; use only black/white/greyscale.

¢ [fsupplying colour subjects in digital form, submit as TIFF or EPS files and choose
CMYK colour mode when saving your scans. If you supply files as RGB we need to
convert them to the CMYK printing process before we can print, this usually results in a
slight change of the colour values; therefore all colour comection must be carried out in
CMYK mode on your machine.

Checklists
s  Always supply a printed directory of file names, lascr proofs of all the figures, and a list of
fonts/typefaces used in labelling artwork.
Transfer media
You can supply artwork files in any of the following media:

Apple Mac/PC:

*  disks at 3.5inch

»  100/250 Mb Floppy ZIP drive
* CD-ROM
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Virus check
Before dispatching your disks please mun them through a virus checker program. If possible, also
check Word and Excel files for vimuses.

General notes

Following acceptance of a manuscript the contact author should receive proofs within 1-12 weeks.
They also will be required to complete and forward a copyright form and authors' checklist both
of which will be forwarded to the corresponding author by email when the article is accepted.

The average ime from an article being accepted to being e-published ahead of print as a Fist View
article is 35 days, provided authors retum proofs promptly. E-publication generates a doi number
and counts as full publication for citation purposcs.

Editorials, “For Debate™ articles and book reviews are commissioned by the editor.
Reviewers who reviewed papers in the previous calendar year will be acknowledged in the journal
cach year. fnfoma fanal Psywohogaiamricsno longer publishes an annual index as modem

computerised scarch techniques have rendered annual hard copy indices obsolete.

Contributors should refer to recent issues of the journal for examples of formatting (abstracts,
headings, references, tables, ctc.).

Office of the Editor-in-Chief For book review submissions:
Professor Micola Lautenschlager Professor David Ames
Professor of Psychiatry of Old Age Normanby House

St George's Hospital
Editor-in-Chicf, Infonational Psychogomatric, 283 Cotham Road
Mormanby House, 5t George's Hospital Kew, Victoria 3101
283 Cotham Rd Australia
Kew, Victoria 3101 Email: damesfmunimelb edu.au
Australia Tel: +61 419378455
Email: ipaj-edi@unimelb.edu.au Fax: +61 39816 0477

Tel: + 61 3 9816 0418
Fax: + 61 3 9816 0477

For business matters:

Susan M. Oster

Managing Editor, Infanstional Pychogenatnes
International Psychogeriatric Association
550 Frontage Road

Suite 3759

Morthfield, TL 60093

USA

Email: ipai@ipa-online.org

Tel: +1 847 501 3310

Fax: +1 847 501 3317

Web: www.ipa-online.org
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