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RESUMO 
 

Introdução: treinamento de cuidadores é uma das intervenções recomendadas 

para o tratamento de sintomas psicológicos e comportamentais da demência 

(SPCD). Porém, há necessidade de validação em diferentes línguas e culturas. 

Objetivos: avaliar a efetividade da versão para a língua portuguesa do Brasil do 

Staff Training for Assisted Living Residences (STAR), um programa de treinamento 

de equipes de instituições de longa permanência para idosos, na redução dos SPCD 

e do desgaste dos cuidadores e no aperfeiçoamento das habilidades de manejo 

destes sintomas por parte da equipe Método: este foi um ensaio clínico controlado 

não randomizado. Os SPCD foram quantificados pelo Inventário Neuropsiquiátrico 

(NPI). A escala de desgaste do NPI (NPI D) e o Inventário de Sobrecarga de Zarit 

(ZBI) quantificaram o desgaste que os sintomas dos residentes causam aos 

cuidadores e a Escala de Estratégias de Gerenciamento da Demência (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 

covariáveis. Resultados: o NPI (frequência x gravidade) não diferiu entre os grupos 

na análise não ajustada. Depois do ajuste para educação do residente houve uma 

melhora significativa (p=0,048) no grupo intervenção, com um Eta ao quadrado 

parcial de 0,181. Quanto menor o nível educacional, mais benéfico foi o treinamento. 

Os escores de NPI D, ZBI e EEGD não diferiram entre os grupos intervenção e 

controle. Conclusão: o STAR foi parcialmente efetivo na redução dos SPCD em 

uma amostra brasileira e não apresentou efeitos no desgaste e no incremento nas 

habilidades de manejo dos cuidadores. Efeito de diluição, não cegamento e 

seguimento curto podem ter limitado os resultados.  

 
 
Palavras-chave: Demência. Sintomas afetivos. Sintomas comportamentais. 

Instituição de longa permanência para idosos. Educação 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 (NPI D), the Zarit 

caregiver Burden Interview (ZBI) 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 INTRODUÇÃO E REVISÃO DA LITERATURA 

 

Mais de 90% das pessoas com demência apresentam pelo menos um sintoma 

psicológico e comportamental da demência (SPCD) ao longo do curso da doença, 

podendo esses sintomas estar presentes em todos os seus estágios (STEINBERG 

et al., 2008; BALLARD e CORBETT, 2010).  

Agitação, psicose e transtornos de humor são os três principais grupos de 

SPCD (BALLARD et al., 1999; AALTEN et al., 2003). Outros sintomas incluem 

transtornos do sono, alterações de personalidade e no comportamento sexual 

(ALAGIAKRISHNAN et al., 2005; MORAN et al., 2005; ARCHER et al., 2007).  

Agitação inclui agressão, irritabilidade, inquietação e andar a esmo, e ocorre 

em até 60% dos indivíduos com demência (MARGALLO-LANA et al., 2001). 

Sintomas psicóticos são as alucinações e os delírios, podendo afetar de 27 a 45% 

dos pacientes (JOST e GROSSBERG, 1996; LEROI et al., 2003). Transtornos do 

humor incluem depressão, ansiedade e apatia, com uma prevalência maior do  

que 90% (BALLARD e CORBETT, 2010). 

Esses sintomas são desgastantes para os idosos e suas famílias  

(RABINS et al., 1982; GAUGLER et al., 2000; ROBINSON et al., 2001) e 

frequentemente são motivo de institucionalização (STEELE et al., 1990;  

MORRISS et al., 1996; YAFFE et al., 2002; GAUGLER et al., 2009). Nas instituições 

eles são citados como causa de desgaste dos profissionais envolvidos nos cuidados 

dos idosos (MACPHERSON et al., 1994). 

Além de problemas clínicos como infecção, dor, desidratação e deficiência das 

acuidades visual e auditiva (BALLARD e CORBETT, 2010), fatores ligados ao 

ambiente, à história pessoal e ao desempenho cognitivo de cada idoso são 

complementares para entender e manejar os SPCD (TURNER, 2005).  

Assim, sua manifestação pode ser a expressão da inabilidade dos pacientes de 

compreender e/ou informar seus cuidadores de necessidades não atendidas, como 

fome, sede, sexo, dor, frustração e medo (STOKES, 1996; GAUTHIER et al., 2010). 

Fatores ambientais como excesso de estímulos visuais e auditivos, iluminação 

inadequada, falta de uma rotina, demandas excessivas, estresse das pessoas ao 

redor e tédio/solidão também podem ser gatilhos dos sintomas (DAY et al., 2000; 

LYKETSOS et al., 2006). 
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Apesar da prevalência e da relevância dos SPCD, não há consenso quanto a 

sua abordagem (GAUTHIER et al., 2010). Estratégias farmacológicas e não 

farmacológicas são empregadas (BALLARD e CORBETT, 2010). 

Em relação ao tratamentos farmacológicos, antipsicóticos, antidepressivos e 

outras medicações têm sido estudadas. Revisões apontaram uma vantagem 

significativa mas modesta de antipsicóticos típicos (SCHNEIDER et al., 1990) e 

atípicos (BALLARD et al., 2011) em relação a placebo. Porém, os efeitos  

foram muito mais limitados no seguimento (SCHNEIDER et al., 2006;  

BALLARD et al., 2008). Além disso, os antipsicóticos foram associados a efeitos 

adversos, piora da função 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 clínico multicêntrico, Banerjee et al. (2011) concluíram que,  

após 13 semanas, não houve diferença 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 revisão da Cochrane, a evidência 

atual não é suficiente para recomendar o uso de antidepressivos para o manejo de 

agitação ou psicose na demência (SEITZ et al., 2011). 

Os inibidores da acetilcolinesterase não parecem ser úteis no  

manejo de agitação aguda (HOWARD et al., 2007) e parecem ter efeito mais 

pronunciado na depressão/disforia, apatia e ansiedade (GAUTIER et al., 2002; 

HOLMES et al., 2004). 

A conclusão de Ballard e Corbett (2010) é que a eficácia e a segurança das 

medicações atualmente disponíveis para o tratamento dos SPCD tais como agitação 

e agressão são controversas. Assim, as diretrizes recomendam o uso de 

abordagens não farmacológicas para o seu tratamento, tanto como terapia inicial ou 

como adjuvante dos psicofármacos (SALZMAN et al., 2008). 

Foram realizadas várias revisões de intervenções não farmacológicas 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; 

 et al., 2009a;  et al., 2009b; KONG et al., 2009; GAUTHIER 
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et al., 2010; OLAZARÁN et al., 2010; SEITZ et al., 2010; VERNOOIJ-DASSEN et al., 

2010; et al., 2011). 

Muitas classificações dessas estratégias foram realizadas. Seitz et al. (2010) 

categorizaram as intervenções não farmacológicas em: consulta e acompanhamento 

dos cuidadores por profissionais da saúde, atividades psicossociais e estimulação 

sensorial (como exercício e musicoterapia) para o paciente, e treinamento dos 

cuidadores profissionais. Gauthier et al. (2010) classificaram em: abordagens 

psicossocial/psicológica, interpessoal e ambiental. Turner (2005) dividiu as 

intervenções 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 conclusão positiva, apenas 

40% deles reportaram uma diferença significativa entre a intervenção e o placebo, 

com uma magnitude de efeito pequena na sua maioria (SEITZ et al., 2012). 

Entre as diversas abordagens não farmacológicas, o treinamento  

de cuidadores profissionais foi considerada efetiva e com benefícios duradouros, 

sendo uma das intervenções 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 revisões sistemáticas 

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) não apresentaram impacto nas alterações comportamentais 

dos pacientes, mesmo quando tinha ocorrido um aumento dos níveis de 

conhecimento e habilidades de manejo comportamental pelos profissionais. 

Limitações metodológicas e inconsistência dos achados impediram conclusões 

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 redução do desgaste no cuidador (MAGAI et al., 2002; FINNEMA et al., 2005). 

Em relação 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 adaptação pessoa-ambiente 

(cuja lógica é a de que comportamentos são mantidos através de reforço e que o 

ambiente deve ser adaptado às necessidades de cada indivíduo), estratégias 

centradas no indivíduo (que envolvem entender cada pessoa como única e focar nas 

suas necessidades e habilidades), estratégias centradas nas emoções (nas quais a 

equipe é treinada para validar e respeitar sentimentos) e outras estratégias (que 

incluem aquelas que não se enquadraram nas outras categorias). 

A evidência atual indica que as estratégias comportamentais com adaptação 

pessoa-ambiente é um modelo promissor para a abordagem dos SPCD  

(SPECTOR et al., 2013). Porém, muitos desafios, como escassez de  

intervenções melhor detalhadas e padronizadas para facilitar a reprodução 

(LIVINGSTON et al., 2005; OLAZARÁN et al., 2010; REIS et al., 2013) e ausência de 

estudos multicêntricos conduzidos em diferentes línguas e culturas  

(REIS et al., 2013), ainda precisam ser superados. 

Nesse cenário, o STAR - Staff Training for Assisted Living Residences  

(TERI et al., 2005) é um programa de treinamento com estratégia comportamental e 

adaptação pessoa-ambiente específico para equipes de cuidadores de idosos 

demenciados residentes em instituições de longa permanência para idosos. 

Apresenta um manual detalhado e acessível voltado para os treinadores e material 

de treinamento (apostila, transparências e vídeos) padronizado, o que possibilita a 

replicação do estudo original. Além disso, ele se destaca por incluir a orientação da 

gerência e coordenação das instituições, o que é relacionado a resultados melhores 

e mais duradouros e sugerido por revisores (SPECTOR et al., 2013).  

Este treinamento foi efetivo na redução de sintomas psicológicos e comportamentais 

da demência e no impacto desses sintomas na equipe de cuidadores, sem se 

mostrar, contudo, efetivo no aumento da satisfação no trabalho e no senso de 

competência profissional, numa amostra de 31 residentes e 25 cuidadores de  

4 instituições norte-americanas. 

O censo de 2010 apontou que o Brasil tem mais de 21 milhões de indivíduos 

com mais de 60 anos (IBGE, 2010) e considerando uma prevalência de 7,1% a  

12,9% de demência 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 milhões desses idosos têm demência e que, possivelmente, entre 1,3 e 2,4 

milhões 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 limitada das terapias farmacológicas disponíveis atualmente 

(SCHNEIDER et al., 2006; BALLARD et al., 2008; BALLARD e CORBETT, 2010; 

BANERJEE et al., 2011; SEITZ et al., 2011) associada à diretriz de usar terapias não 

farmacológicas como no mínimo adjuvantes (SALZMAN et al., 2008), a necessidade 

de mais estudos visando a replicabilidade de intervenções não farmacológicas e a 

ausência de ensaios clínicos controlados sobre esse assunto no Brasil  

(REIS et al., 2013), justifica-se que sejam conduzidos estudos que objetivem a 

avaliação da efetividade desse tipo de intervenção.  
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3 OBJETIVOS 

 

3.1 Objetivo geral 

Avaliar a efetividade do programa STAR na redução dos sintomas psicológicos 

e comportamentais de idosos com demência e do desgaste na equipe de cuidadores 

profissionais, e no aumento das habilidades de manejo desses profissionais em 

Instituições de Longa Permanência para Idosos brasileiras.  

 

3.2 Objetivos específicos 

 

a. Treinar equipes de cuidadores com o programa STAR; 

b. Avaliar a efetividade do STAR na redução dos sintomas psicológicos e 

comportamentais da demência; 

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 diária dos 

idosos; 

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

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

da demência; 

g. Fazer ajuste nas análises para as potenciais variáveis confundidoras 

relacionadas aos idosos (gênero, idade, escolaridade, estado marital, tempo na 

instituição e evolução da capacidade cognitiva) e relacionadas aos cuidadores 

(escolaridade, tempo como cuidador e tempo na instituição atual). 
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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 (ZBI) 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; Olazarán 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 12th 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 

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  NPI (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. 

 



30

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 Ciências da Saúde 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 NPI 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. 



37

 

Conflicts of interest 

None. 

 

 

R. C. Reis participated in STAR adaptation to Portuguese language, designed 

the study, conducted the literature search, conducted the training, collected and 

analyzed the data and wrote the manuscript. A. Camozzato participated in STAR 

adaptation to Portuguese language, formulated the research question, designed the 

study, analyzed the data and wrote the manuscript.  

 

Acknowledgements 

The authors acknowledge D. Dalpai for helping in data collection and literature 

research.  



38

References 

 

Ballard, C. and Corbett, A. (2010). Management of neuropsychiatric symptoms in 

people with dementia. CNS drugs, 24, 729-739. doi: 10.2165/11319240-000000000-

0000. 

 

Brucki, S. M., Nitrini, R., Caramelli, P., Bertolucci, P. H. and Okamoto, I. H. 

(2003). Sugestões para o uso do Mini-Exame do Estado Mental no Brasil. 

[Suggestions for utilization of the mini-mental state examination in Brazil]. Arquivos 

de Neuro-psiquiatria, 61, 777-781.  

 

Camozzato, A. L. et al. (2008). Reliability of the Brazilian Portuguese version of the 

neuropsychiatric inventory (NPI) for patients with Alzheimer's disease and their 

caregivers. International Psychogeriatrics, 20, 383-393. doi: 

10.1017/S1041610207006254. 

 

Chaves, M. L. et al. (2007). Validity of the Clinical Dementia Rating scale for the 

detection and staging of dementia in Brazilian patients. Alzheimer Disease and 

Associated Disorders, 21, 210-217.  

 

Cruz, M. N., Hamdan, A. C. and Fonseca, R. P. (2012). Adaptação transcultural da 

Dementia Management Strategies Scale ao português brasileiro [Transcultural 

adaptation of the Dementia Management Strategies Scale to Brazilian Portuguese]. 

Estudos de psicologia (Campinas), 29, 699-707. doi: 10.1590/S0103-

166X2012000500006. 



39

 

Cummings, J.L., Mega, M., Gray, K., Rosenberg-Thompson, S., Carusi, D.A. and 

Gornbein, J. (1994). The neuropsychiatric inventory: comprehensive assessment of 

psychopathology in dementia. Neurology, 44, 2308-2314. doi: 

10.1212/WNL.44.12.2308. 

 

Day, K., Carreon, D. and Stump, C. (2000). The therapeutic design of environments 

for people with dementia: a review of the empirical research. The Gerontologist, 40, 

397 416. doi: 10.1093/geront/40.4.397. 

 

Finnema, E. et al. (2005). The effect of integrated emotion-oriented care versus 

usual care on elderly persons with dementia in the nursing home and on nursing 

assistants: a randomized clinical trial. International Journal of Geriatric Psychiatry, 

20, 330 343. doi: 10.1002/gps.1286. 

 

Folstein, M. F., Folstein, S. E. and McHugh, P. R. Mini-

practical method for grading the cognitive state of patients for the clinician. Journal of 

psychiatric research, 12, 189-198. doi: 10.1016/0022-3956(75)90026-6. 

 

Hinrichsen, G. A. and Niederehe, G. (1994). Dementia management strategies and 

adjustment of family members of older patients. The Gerontologist, 34, 95-102. doi: 

10.1093/geront/34.1.95. 

 



40

Hughes, C. P., Berg, L., Danziger, W. L., Coben, L. A. and Martin, R. L. (1982) A 

new clinical scale for the staging of dementia. British Journal of Psychiatry, 140, 566-

572. doi: 10.1192/bjp.140.6.566. 

 

Johnson, N., Barion, A., Rademaker, A., Rehkemper, G. and Weintraub, S. 

(2004). The Activities of Daily Living Questionnaire: a validation study in patients with 

dementia. Alzheimer Disease and Associated Disorders, 18, 223-230.  

 

Kaufer, D. I. et al. (1998) Assessing the impact of neuropsychiatric symptoms in 

Alzheimer's disease: the Neuropsychiatric Inventory Caregiver Distress Scale. 

Journal of the American Geriatrics Society, 46, 210-215. 

 

Kuske, B., Hanns, S., Luck, T., Angermeyer, M.C., Behrens, J. and Riedel-Heller, 

S. (2007). Nursing home staff training in dementia care: a systematic review of 

evaluated programs. International Psychogeriatrics, 19, 818 841. doi: 

10.1017/S1041610206004352. 

 

Livingston, G., Johnston, K., Katona, C., Paton, J. and Lyketsos, C.G. (2005). 

Systematic review of psychological approaches to the management of 

neuropsychiatric symptoms of dementia. American Journal of Psychiatry,162, 1996-

2021. doi: 10.1176/appi.ajp.162.11.1996. 

 

Logsdon, R. G., Gibbons. L. E., Mc Curry, S. M. and Teri, L. (1999) Quality of life 

in Alzheimer's disease: patient and caregiver reports. Journal of mental health and 

aging. 5, 21-32. 



41

 

Macpherson, R., Eastley, R., Richards, H. and Mian, I. (1994). Psychological 

distress among workers caring for the elderly. International Journal of Geriatric 

Psychiatry, 9, 381 386. doi: 10.1002/gps.930090506. 

 

McCabe, M. P., Davison, T. E. and George, K. (2007). Effectiveness of staff training 

programs for behavioral problems among older people with dementia. Aging & 

Mental Health, 11, 505 519. doi: 10.1080/13607860601086405. 

 

Medeiros, M.E. and Guerra, R.O. (2009). Tradução, adaptação cultural e análise 

das propriedades psicométricas do Activities of Daily Living Questionnaire (ADLQ) 

para avaliação funcional de pacientes com a doença de Alzheimer. Revista Brasileira 

de Fisioterapia, 13, 257-266.  

 

Novelli, M. M. P. C, Dal Rovere, H. H., Nitrini, R. and Caramelli, P. (2005) Cross-

cultural adaptation of the quality of life assessment scale on Alzheimer disease. 

Arquivos de Neuro-psiquiatria, 63, 201-206. doi: 10.1590/S0004-

282X2005000200002. 

 

Olazarán, J. et al. (2010). Nnonpharmacological therapies in Alzheimer's disease: a 

systematic review of efficacy. Dementia and Geriatric Cognitive Disorders, 30, 161-

178. doi: 10.1159/000316119.  

 

Reis, R. C., Dalpai, D. and Camozzato, A. (2013). Staff training to reduce 

behavioral and psychiatric symptoms of dementia in nursing home residents: a 



42

systematic review of intervention reproducibility. Dementia &. Neuropsychologia, 7, 

292-297. 

 

Robinson, K. M., Adkisson, P. and Weinrich, S. (2001). Problem behavior, 

disease. Journal of Advanced Nursing, 36, 573 582. 

 

Spector, A., Orrell, M. and Goyder, J. (2013). A systematic review of staff training 

interventions to reduce the behavioural and psychological symptoms of dementia. 

Ageing Research Review, 12, 354-364. doi: 10.1016/j.arr.2012.06.005. 

 

Steinberg, M. et al. (2008). Point and 5-year period prevalence of neuropsychiatric 

symptoms in dementia: the Cache Country Study. International Journal of Geriatric 

Psychiatry, 23, 170-177. doi: 10.1002/gps.1858. 

 

Stokes, G. (1996). Challenging behaviour in dementia: a psychological approach. In 

R. T. Woods, (Ed.) Handbook of the Clinical Psychology of Aging (pp. 601 628). 

Chichester: Wiley. 

 

Taub, A., Andreoli, S. B. and Bertolucci, P. H. (2004). Dementia caregiver burden: 

reliability of the Brazilian version of the Zarit caregiver burden interview. Cadernos de 

Saúde Pública, 20, 372-376. doi: 10.1590/S0102-311X2004000200004. 

 



43

Teri, L., Huda, P., Gibbons, L., Young, H. and van Leynseele, J. (2005). STAR: a 

dementia-specific training program for staff in assisted living residences. The 

Gerontologist, 45, 686 693. doi: 10.1093/geront/45.5.686. 

 

Yaffe, K. et al. (2002). Patient and caregiver characteristics and nursing home 

placement in patients with dementia. Journal of the American Medical Association, 

287, 2090 2097. doi: jama.287.16.2090. 

 

Zarit, S. H., Orr, N. K. and Zarit, J. M. (1985). 

disease: Families under stress. New York: New York University Press. 

 

 

 

  



44

Figures and tables  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



45

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  



46

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



47

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



48

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  



49

5 CONCLUSÃO 

 

A versão brasileira do STAR foi efetiva com um tamanho de efeito moderado 

na redução dos SPCD aferidos pelo NPI, levando em consideração a escolaridade 

dos residentes. Quanto menor a escolaridade, mais benéfico foi o treinamento.  

O STAR não se mostrou efetivo na melhora da funcionalidade e da qualidade 

de vida dos residentes, mesmo após o controle de confundidores. O treinamento 

também não foi efetivo na redução do desgaste dos cuidadores e na melhoria das 

estratégias de gerenciamento da demência, apesar de dados qualitativos 

demonstrarem sentimentos de utilidade do treinamento e maior senso de 

competência dos cuidadores.  

Efeito de diluição decorrente de adesão parcial ao treinamento e perdas ao 

longo do estudo, tamanho de amostra limitado e ausência de outras medidas de 

desfecho podem ter tido um efeito limitador na quantificação dos resultados. O não 

cegamento e o seguimento curto foram as principais limitações do estudo.  

Maior adesão e menores perdas provenientes de maior incentivo institucional 

aos profissionais em treinamento, maior amostra oriunda de maior contingente de 

treinadores e maior número de instituições participantes, além de seguimento 

estendido são os desafios futuros para resultados mais encorpados.  

Finalmente, levando em consideração que o STAR é um programa educacional 

e que em todo processo de ensino/aprendizagem há a interação do que é 

ensinado/quem ensina com o que é aprendido/quem aprende, a avaliação da 

efetividade do STAR deve levar em consideração o público alvo da educação.  

A avaliação das características dos profissionais, tais como habilidade cognitiva, 

flexibilidade emocional e empatia, que melhor os habilitam a aplicar o STAR está 

além do escopo deste estudo e pode ser o objetivo de pesquisas futuras.  
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ANEXO A  Instrumentos  
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MINI EXAME DO ESTADO MENTAL (MMSE) 

Folstein et al., 1975; Brucki et al., 2003 
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Classificação dos domínios 

 
Saudável 

CDR 0 

Demência 
questionável 

CDR 0,5 

Demência leve 
CDR 1 

Demência 
moderada 

CDR 2 

Demência 
grave 
CDR 3 

MEMÓRIA 

Sem perda 
de memória, 
ou apenas 

esquecimento 
discreto e 

inconsistente 

Esquecimento 
leve e 

consistente; 
lembrança parcial 

de eventos; 
to 

 

Perda de memória 
moderada, mais 
acentuada para 
fatos recentes; o 

déficit interfere com 
atividades do dia-a-

dia 

Perda de 
memória grave; 
apenas material 
muito aprendido 

é retido; 
materiais novos 
são rapidamente 

perdidos 

Perda de 
memória 

grave; 
permanecem 

apenas 
fragmentos 

ORIENTAÇÃO 
Plenamente 

orientado 
Plenamente 

orientado 

Dificuldade 
moderada com 

relações temporais; 
orientado no espaço 

durante o exame, 
mas pode ter 
desorientação 

geográfica em outros 
locais 

Geralmente 
desorientado 

Orientação 
pessoal 
apenas 

JULGAMENTO 
E SOLUÇÃO DE 

PROBLEMAS 

Resolve bem 
problemas do 

dia-a-dia, 
juízo crítico é 

bom em 
relação ao 

desempenho 
passado 

Leve 
comprometimento 

da solução de 
problemas, 

semelhanças e 
diferenças 

Dificuldade 
moderada da 
solução de 
problemas, 

semelhanças e 
diferenças; 

julgamento social 
geralmente mantido 

Solução de 
problemas, 

semelhanças e 
diferenças 

gravemente 
comprometidas. 

Juízo social 
geralmente 

comprometido 

Incapaz de 
resolver 

problemas 
ou de ter 
qualquer 

juízo crítico 

ASSUNTOS NA 
COMUNIDADE 

Atuação 
independente 

na função 
habitual de 
trabalho, 
compras, 
negócios, 
finanças, e 

grupos 
sociais 

Leve dificuldade 
nestas atividades 

Incapaz de 
funcionar 

independentemente 
nestas atividades 

embora ainda 
possa 

desempenhar 
algumas; pode 

parecer normal à 
avaliação 
superficial 

Sem 
possibilidade 

de 
desempenho 
fora de casa. 

Parece 
suficientemente 
bem para ser 

levado a 
atividades fora 

de casa 

Sem 
possibilidade 

de 
desempenho 
fora de casa. 

Parece 
muito doente 

para ser 
levado a 

atividades 
fora de casa 
 

LAR E 
PASSATEMPOS 

Vida em 
casa, 

passatempos, 
e interesses 
intelectuais 
mantidos 

Vida em casa, 
passatempos, e 

interesses 
intelectuais 
levemente 
afetados 

Comprometimento 
leve mas evidente 

em casa; abandono 
das tarefas mais 

difíceis; 
passatempos e 
interesses mais 
complicados são 

também 
abandonados 

Só realiza as 
tarefas mais 

simples. 
Interesses 

muito limitados 
e pouco 
mantidos 

 
Sem 

qualquer 
atividade 

significativa 
em casa 

CUIDADOS 
PESSOAIS 

Plenamente 
capaz 

Plenamente 
capaz 

Necessita 
assistência 
ocasional 

Requer 
assistência no 

vestir e na 
higiene 

Requer 
muito auxílio 

nos 
cuidados 
pessoais. 

Geralmente 
incontinente 
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 QUALIDADE DE VIDA NA DOENÇA DE ALZHEIMER (QoL-AD) 

Longsdon et al., 1999; Novelli et al., 2005 

 
 
 

Versão sobre o idoso para ser respondida pelo profissional 
 Situação atual 
 1 2 3 4 

1. Saúde física Ruim 
(    ) 

Regular 
(    ) 

Bom 
(    ) 

Excelente 
(    ) 

2. Disposição Ruim 
(    ) 

Regular 
(    ) 

Bom 
(    ) 

Excelente 
(    ) 

3. Humor Ruim 
(    ) 

Regular 
(    ) 

Bom 
(    ) 

Excelente 
(    ) 

4. Moradia Ruim 
(    ) 

Regular 
(    ) 

Bom 
(    ) 

Excelente 
(    ) 

5. Memória Ruim 
(    ) 

Regular 
(    ) 

Bom 
(    ) 

Excelente 
(    ) 

6. Familiar(es) Ruim 
(    ) 

Regular 
(    ) 

Bom 
(    ) 

Excelente 
(    ) 

7. Relacionamento íntimo Ruim 
(    ) 

Regular 
(    ) 

Bom 
(    ) 

Excelente 
(    ) 

8. Amigos Ruim 
(    ) 

Regular 
(    ) 

Bom 
(    ) 

Excelente 
(    ) 

9. O residente como pessoa Ruim 
(    ) 

Regular 
(    ) 

Bom 
(    ) 

Excelente 
(    ) 

10. Capacidade para fazer 
 tarefas 

Ruim 
(    ) 

Regular 
(    ) 

Bom 
(    ) 

Excelente 
(    ) 

11. Capacidade de fazer  
atividades de lazer 

Ruim 
(    ) 

Regular 
(    ) 

Bom 
(    ) 

Excelente 
(    ) 

12. Situação financeira Ruim 
(    ) 

Regular 
(    ) 

Bom 
(    ) 

Excelente 
(    ) 

13. A vida em geral Ruim 
(    ) 

Regular 
(    ) 

Bom 
(    ) 

Excelente 
(    ) 
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INVENTÁRIO DE SOBRECARGA DE ZARIT (ZBI) 

Zarit et al., 1985; Taub et al., 2004 

 
 
 
1. Tu sentes que os residentes pedem mais ajuda do que eles realmente precisam? 
2. Tu sentes que não 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 família? 
4. Tu te sentes envergonhado(a) com o comportamento dos residentes? 
5. Tu te sentes irritado(a) quando estás próximo(a) dos residentes? 
6. Tu sentes que os residentes afetam negativamente o teu relacionamento com os 

membros da tua família 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 estás próximo(a) dos residentes s? 
10. Tu sentes que a tua saúde foi afetada por causa da tua dedicação? 
11. Tu sentes que não 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 desconfortável 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) único(a) 

de quem eles pudessem depender? 
15. Tu sentes que não tem dinheiro o suficiente para cuidar dos residentes? 
16. Tu sentes que não 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 frequência 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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ANEXO B  Parecer do Comitê de Ética em Pesquisa/UFCSPA 
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ANEXO C  Normas da revista para publicação  
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