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VIDEO RESPITE IN SPECIAL CARE UNITS FOR PERSONS WITH  
DEMENTIA:AN EVALUATION OF ITS USE AND EFFECTIVENESS  

INTRODUCTION  

Purpose of Study  

Video Respite (VR) refers to a series of videotapes  

specifically designed to capture and maintain the attention  

of cognitively impaired individuals so that their caregivers  

have opportunities for respite. An extensive research  

project funded by the national Alzheimer's Association is  

now underway to assess the use and effectiveness of VR in  

the family caregiving context (Hill, Lund, Caserta, &  

Wright, under review). Anecdotal evidence suggests VR could  

be used effectively in special care units (SCUs) for persons  

with dementia.  

Three specific areas require attention when considering  

VR use and effectiveness in the SCU context: (1) unit  

characteristics; (2) staff variables and; (3) resident  

behavior. Unit characteristics such as organization and  

cohesion may be associated with VR use and perceived  

effectiveness. Staff variables such as level of burden and  

feelings of effectiveness when working with persons with  

dementia may also be associated with VR use and perceived  

effectiveness. Finally, resident behavior before and after  
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VR use must be considered to assess the potential value of  

VR with institutionalized persons with dementia. Assessment  

of these areas and their interrelationships will inform  

future VR use in special care units and contribute to a  

theoretical understanding of VR within long-term care  

settings.  

Special care units (SCUs) provide a long-term care  

residential environment designed to be responsive to the  

specific needs of persons with dementia. For example, the  

social environment of SCUs must be altered to produce an  

optimal level of stimulation. Common modifications include  

limiting or prohibiting the use of loudspeakers, radios, and  

televisions in the SCU. Other modifications include  

experimenting with less "structured" activities to  

accommodate a wide range of resident interests and  

functioning. Unit-level factors like organization,  

conflict, and cohesion may determine how well modifications  

are implemented. Such factors are thus important when  

considering the use of VR in special care units because VR  

is based on a positive application of television/VCR  

technology.  

Formal caregivers of residents with dementia must also  

be considered when evaluating VR use in SCUs. Caregivers in  

SCUs face daily challenges in caring for residents with  

dementia. The unique behaviors of the residents (eg.,  
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wandering, repetitive questioning) require a high degree of  

positive stimulation by the caregivers (Ryden & Feldt,  

1992). The SCU staff often experience stress and burnout  

similar to in-home caregivers because of the constant  

demands on their time, energy, and patience (Chappell &  

Novak, 1992). Yet their work may be more challenging  

because of the numerous and repeated interruptions made by  

several confused residents (Peppard, 1986). VR is a  

potential respite resource for formal caregivers in SCUs.  

The final area of interest is the staff's perception of  

VR's effectiveness in altering resident behavior. VR may  

represent a form of video therapy for the resident.  

Preliminary analysis of VR use in the family caregiving  

context suggests it may have a calming effect for agitated  

individuals (Hill et al., under review). The SCU is an  

appropriate setting to assess the perceived effectiveness of  

VR in altering behavior in a nonfamily caregiving setting.  

This study has five main objectives: (1) To identify  

associations between frequency of unit VR use and unit  

characteristics; (2) To identify associations between  

frequency of individual staff VR use and individual staff  

member characteristics; (3) To identify associations between  

unit and individual staff member characteristics and staff  

perceptions of VR overall effectiveness;(4) To evaluate VR's  

effectiveness in altering specific resident behaviors; and  
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(5) To examine potential differences in staff perceptions of  

VR's behavioral effectiveness by several dichotomous  

characteristics of VR use (eg., day vs. evening, individual  

vs. group, pre-planned vs. unscheduled).  
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REVIEW OF LITERATURE  

Development and Description of Video Respite  

The concept of Video Respite (VR) has been developed  

over three years by a multidisciplinary research team at the  

University of Utah Gerontology Center. The basic goal was  

to develop videotapes for cognitively impaired persons,  

primarily those with moderate to advanced Alzheimer's  

Disease, so that caregivers could have convenient  

opportunities for uninterrupted respite time while the  

impaired person watched the videotape. In order for the  

videotapes to capture and maintain the attention of persons  

with AD, the team assumed that the content on the tape  

should be familiar to the viewer and relate to their long- 

term memory. Also, it was assumed that the messages would  

be most effective if they were delivered by a familiar  

person. Therefore, the initial video respite tapes were the  

individual-specific with scripts written by each caregiver.  

The caregivers were filmed in a conversational format  

talking to their impaired family member about specific  

positive past experiences.  

These individual-specific tapes were very effective but  
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several limitations emerged. First, caregivers were already  

heavily burdened and, therefore, often lacked the energy,  

time and desire required to assist with developing their own  

tapes. Second, some caregivers lacked confidence or were  

unable to prepare scripts and be filmed. Third, individual- 

specific tapes cannot effectively reach millions of  

caregivers who need immediate respite services. One of the  

most important goals underlying VR is to offer caregivers an  

opportunity for free time without expecting them to do more.  

In fact, video respite is a resource intended to help  

caregivers do less.  

The investigative team, therefore, changed the focus  

from developing individual-specific tapes to creating more  

generic tapes. These generic VR tapes contained some of the  

features of the individual tapes including a conversational,  

slow-paced, simple, and positive format designed to capture  

long-term memory. Each VR tape has one personable and  

friendly person speaking directly into the camera so that  

the viewer feels like he or she is visiting with the  

individual appearing on the television. "Favorite Things,"  

the first generic VR tape, is 30 minutes long and begins  

with the friendly visitor introducing herself and then  

talking and asking questions about familiar things like  

parents, growing up, babies, pets, colors, animal sounds,  

Christmas, and gardens. All questions are followed with  
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pauses so that the impaired viewers have opportunities to  

respond. Marilyn, the visitor, also asks the viewer to  

follow her instructions for simple hand and arm movements  

and to sing-a-long with her to familiar songs such as "Happy  

Birthday," "Daisy," and "Let Me Call You Sweethart."  

The second generic VR tape, "Gonna Do a Little Music"  

(50 minutes) has a format similar to "Favorite Things" but  

the theme is primarily focused on music. Marianne, the  

visitor, is a professional music therapist. She integrates  

a conversational style with songs that ask the viewer to  

sing-along and participate with simple body movements. She  

introduces and talks about her guitar and autoharp, and uses  

props such as flowers and biscuits to keep the viewer(s)  

engaged.  

The early pilot study results indicate that "Favorite  

Things" is effective in capturing and maintaining the  

attention of most AD viewers. Also, VR appeared to  

positively affect many AD viewers. For example, many  

impaired persons answered most of the questions asked by  

Marilyn, smiled, remained calm, and specifically said that  

they enjoyed the visit. Some research subjects were  

agitated and angry immediately prior to watching the tape  

but were calm and smiling within several minutes of viewing.  

These preliminary research experiences along with several  

anecdotal reports from staff at daycare and nursing home  
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settings reveal that VR tapes have excellent potential to  

help family and formal caregivers and those with Alzheimer's  

Disease.  

Theoretical Basis of Study  

The person-environment (P-E) "fit" or "congruence"  

theory of human behavior was the theoretical backdrop for  

this study. The main element of the P-E fit theory is the  

interaction between characteristics of the individual with  

characteristics of the environment. Both the individual and  

the environment contribute to the behavioral outcome. The  

individual factors in this study were staff characteristics  

and resident characteristics prior to VR viewing. The  

environmental factors were SCU unit characteristics. The  

outcome was conceptualized as frequency of VR use and VR's  

effectiveness (perceived by staff generally and measured by  

resident behavior pre/post VR viewing).  

Use of the P-E fit theory called for a descriptive  

assessment concerning VR use and effectiveness in SCUs. The  

characteristics of individuals (staff members and residents)  

and the social climate of the SCUs were viewed as potential  

correlates to VR use and effectiveness. Separate but  

related analyses of the three groups of variables generated  

a broad picture of VR use and effectiveness in SCUs.  
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Unit Characteristics  

The social and physical environments of residential care  

facilities for older adults have been conceptualized as  

elements of a dynamic system consisting of four distinct  

dimensions: aggregate staff and resident characteristics,  

physical features, policies and services, and social climate  

(Moos & Lemke, 1992). Measurement of these domains has been  

refined to offer a reliable and valid method of describing  

residential care facilities (Moos & Lemke, 1992).  

Lemke and Moos (1989) used the social climate dimension  

to assess activity levels in congregate housing units.  

Facility planned activities in a congregate housing sample  

were designed for a range of resident abilities.  

Surprisingly, they found that the more functionally impaired  

adults were more likely to engage in these facility- 

initiated activities. The social climate factors of  

facility organization and resident influence were important  

when considering lower functioning residents' participation  

in facility-initiated activities.  

Moos and Lemke relate the above findings to a resource  

focused person-environment congruence model. This model  

predicts environmental resources (i.e., organization and  

resident influence) to have the most impact on lower  

functioning individuals because their activity needs require  
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more staff-directed intervention. More functionally intact  

residents are more proactive in meeting their needs and thus  

environmental resources are less important.  

The conceptual step from functional impairment in  

congregate housing units to cognitive impairment in SCUs is  

important to consider in the context of this study. SCUs  

are, by definition, designed to meet the needs of residents  

with moderate to severe cognitive impairment. Social  

climate factors are thus hypothesized to play a significant  

mediating role in VR use across all SCUs. VR use is defined  

here as a facility-initiated activity.  

Staff Characteristics  

Providing care to demented residents can be a very  

significant source of stress for the staff of SCUs.  

Interviews with nursing assistants have illustrated a sense  

of hopelessness and lack of shared ideas about how to cope  

with residents' challenging behaviors (Ryden & Feldt, 1991).  

Resources for responding to these behaviors are clearly  

needed. Zarit, Orr, and Zarit (1985) adapted a behavioral  

analysis approach to caring for persons with dementia. The  

problem solving protocol involves determining the problem  

(eg. restlessness, wandering, repetitive questioning),  

identifying antecedents and consequences, generating  
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possible solutions, and evaluating their effects. VR may be  

particularly useful in the "solution sequence" of this  

problem solving protocol.  

A resource-based interpretation of the person- 

environment congruence model is relevant in describing staff  

use of Video Respite. The "threshold" model predicts that  

VR) be those resources (eg., will most important to  

individuals with less ability to overcome P-E constraints  

(Sherman, 1974). In this instance, staff with lower levels  

of efficacy in dealing with disruptive behaviors would be  

predicted to be more likely to adopt Video Respite as a  

Similarly, compared to staff with lower levels of resource.  

burden, staff with higher levels of burden may be more  

likely to use Video Respite as a resource.  

Resident Characteristics  

Behaviors exhibited by persons with dementia include  

restlessness, repetitive questioning, wandering, and  

aggressiveness (Zarit, Zarit, & Rosenberg-Thompson, 1990;  

Ryden & Feldt, 1992; Cox, 1993, Finkel, Lyons, and Anderson,  

1993). These and other similar behaviors have been grouped  

together to represent the global construct of agitation  

(Cohen-Mansfield, Werner, & Marx, 1992). Video Respite  

represents a possible behavioral management technique for  
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resident agitation.  

The effectiveness of VR on agitation is presently being  

examined within the family caregiving context as part of  

three year study (Hill et al., under review). Pilot testing  

has illustrated varied uses for Video Respite, including  

promoting exercise, easing the transition from home to adult  

day-care, and controlling disruptive behavior in the home  

(Hill et al., under review).  

In this study, the P-E fit theory predicted a potential  

relationship between the characteristics of the resident and  

"Characteristics of the resident" VR use and effectiveness.  

refers here to a broad array of factors, including the  

resident's initial level of agitation, the number of  

residents viewing the video, the time of resident viewing,  

and whether the viewing was pre-planned or unscheduled.  
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METHODS  

Subjects  

Ten special care units were recruited from Oregon's  

Willamette Valley. Four SCUs are within nursing home  

facilities and six SCUs are within residential care  

facilities. Units range in size from 8 to 60 residents.  

All units have no more than a 1:7 direct care staff to  

resident ratio during the day shift and 1:20 during the  

night shift. Eighty direct care staff from the 10 SCUs were  

invited to participate. A total of 51 direct care staff  

completed the questionnaire. The sample consisted of 35  

nurses aides (certified and uncertified), 7 registered  

nurses, 4 activity directors, and 5 administrators with  

direct care involvement. Mean age was 31 years. Mean  

length of time in long-term care was 4.5 years. Mean length  

of time in current position was 2.6 years. Mean length of  

time working with persons with dementia was 4.2 years. The  

Direct Care Staff Demographic Information Form is in  

Appendix A.  
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Measures  

The measures assessed variables at 3 levels: unit,  

staff, and resident.  

Unit. The unit characteristics were assessed with an  

instrument of the Multiphasic Environmental Assessment  

Procedure (MEAP - Moos and Lemke, 1992). The Sheltered Care  

Environment Scale (SCES) is designed to assess staff and  

resident perceptions of a long-term care environment. The  

SCES was completed by all direct care staff. This study's  

use of the SCES staff-only assessment is consistent with  

other assessments where persons with dementia were the  

primary residents (Netten, 1993).  

The five SCES subscales used in this study create a 45-

item measure. The subscales assess two domains of the  

environment: (1) Relationship (Cohesion and Conflict  

subscales) and (2) System Maintenance and Change  

(Organization, Resident Influence, and Physical Comfort  

subscales). Cohesion measures how involved and supportive  

staff members are toward residents and how involved  

residents are with each other. Conflict taps the extent to  

which residents express anger and are critical of each other  

and of the facility. Organization measures how orderly the  

unit program is, whether residents know what to expect in  

their day-to-day routine, and the clarity of rules and  
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procedures. Resident Influence evaluates the degree to  

which residents can influence the rules and policies and the  

extent to which residents are free from restrictive  

regulations. Physical Comfort taps the extent to which  

comfort, privacy, pleasant decor, and sensory satisfaction  

are provided by the physical environment.  

Internal consistencies (Cronbach's alpha) and split-half  

reliabilities were calculated for the staff-completed SCES  

subscales in the Moos and Lemke (1992) sample of 66  

facilities and 792 staff (Table 1). The relatively low  

internal consistency of the Resident Influence subscale is  

the result of two related issues being tapped by the  

dimension (Moos & Lemke, 1992). One issue relates to  

whether the facility is open to change in response to  

resident input ("Do residents have any say in making the  

rules?"), and the other issue concerns how strict the staff  

are in enforcing regulations ("Would a resident ever be  

asked to leave if he or she broke a rule?") (Moos & Lemke,  

1992). The 45-item scale is in Appendix B.  

The internal consistencies for the MEAP SCES Form R  

subscales were moderate to low in the present study (Table  

1). The explanation may relate to the unique environment of  

special care units for persons with dementia. The cognitive  

abilities of the residents may have confounded staff answers  

to some subscale questions. For example, some staff may  
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have interpreted the Resident Influence question "Can  

residents change things here if they really try?" from the  

perspective of evaluating an individual resident's cognitive  

ability to do so as opposed to a group of residents'  

collective power within the unit. Other staff may not have  

interpreted the question this way. Thus the internal  

consistency of the subscale is called into question when  

used in the SCU context.  

Table 1  
Internal consistency and split-half reliabilities  
of SCES subscales  

Moos and Lemke study SCU study  
n=772 staff n=66 units n=51 staff  

Internal Split-half Internal  
Subscale consistency reliability consistency  

Cohesion .73 .67 .77 

Conflict .76 .78 .63 

Organization .74 .69 .65 

Resident Influence .56 .67 .38 

Physical Comfort .79 .83 .57 

(Moos & Lemke, 1992)  
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Staff. An adapted version of the Zarit Burden Inventory  

measured formal caregivers feelings about caring for  

cognitively impaired residents (Zarit, Todd, & Zarit, 1986;  

Chappell & Novak, 1992). Staff members used the following  

5-point scale to indicate how often they have certain  

feelings:  

1. NEVER  

2. RARELY  

3. SOMETIMES  

4. QUITE FREQUENTLY  

5. NEARLY ALWAYS  

Examples from the 23-item measure include: Do you feel  

that the cognitively impaired residents you care for at work  

ask for more help than they need? Do you feel embarrassed  

over cognitively impaired residents' behavior? Do you feel  

angry when you are around cognitively impaired residents?  

Items are summed. The higher the score, the higher the  

burden. The scale has an alpha of .84 (mean = 60.14; SD =  

11.49) (Chappell & Novak, 1992). The complete Zarit Burden  

Inventory Modified is in Appendix C.  

The second staff measure was investigator designed. The  

Staff Efficacy measure assessed how often each staff member  

feels effective when confronted with specific resident  

behaviors. The same 5-point scale from the Burden Inventory  

was used for this measure.  Ten of the resident behaviors  
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are those measured in the Brief Agitation Ratings Scale  

(BARS, Finkel, Lyons, & Anderson, 1993). Two behaviors were  

added to capture less active behaviors that are common to  

persons with dementia. These are "depression" and  

"withdrawal." Staff were asked to respond to the question  

"How often do you feel that you are effective when dealing  

with (resident behavior)?" The resident behaviors in  

question were the following: repeating movements or  

mannerisms, hitting, grabbing, pushing, pacing or aimless  

wandering, restlessness, screaming, repeating sentences or  

questions, making strange noises, complaining, withdrawal,  

and depression. The Staff Efficacy measure is in Appendix  

D.  

Resident. The VR Use and Effectiveness Form assessed  

the setting and context of VR use and impact of VR on  

resident's behavior. An investigator-adapted version of the  

Brief Agitation Rating Scale (BARS) is the main component of  

the VR Use and Effectiveness measure. The BARS is a  

shortened version of the Cohen-Mansfield Agitation Inventory  

(CMAI) (Cohen-Mansfield, Marx, & Rosenthal, 1989). The BARS  

is designed to speed the evaluative process without  

sacrificing reliability or validity. Inter-rater  

reliability of the BARS has been assessed to be .73 (Finkel  

et al., 1993). The validity of the BARS was assessed by  

correlating it with the Behavioral Pathology in Alzheimer's  
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Disease (Behave-AD) and the Behavioral Syndromes Scale for  

Dementia (BSSD) (Finkel et al., 1993). The BARS was  

positively correlated with both the Behave-AD and the BSSD  

assessed during day and evening shifts.  

In the present study, a staff member used the  

investigator adapted measure to assess one resident's  

behavior 5 minutes before and 5 minutes after VR use. If  

more than one resident was participating, the staff member  

selected a resident according to an illustration on the form  

(see Appendix E). In this illustration, several residents  

are shown sitting in a semi-circle; the circled resident was  

varied on different forms.  

The staff member answered the following questions with  

regard to the 12 aforementioned resident behaviors: "How  

much was the resident (behavior: eg, wandering, depression,  

etc.) 5 minutes before VR use?" and "How much was the  

resident (behavior) 5 minutes after use?" The 4-point scale  

is as follows:  

1. NOT AT ALL  

2. A LITTLE  

3. MODERATELY  

4. VERY MUCH  

The scale was conceptualized as interval because  

definitive, observable behaviors were being assessed.  

The staff member was also asked for an overall  
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evaluation of VR's effectiveness with the resident. The  

above 4-point scale was again used. Since the effectiveness  

question was more subjective and not directly observable,  

the scale was analyzed as ordinal (see analysis plan below).  

The staff member also noted the following conditions of  

VR use: (a) time; (b) how many residents viewed the tape;  

(c) pre-planned versus unscheduled activity; (d) content of  

VR tape (general or music); and (e) overall effectiveness of  

VR during specific episode of use. The VR Use and  

Effectiveness Form is in Appendix E.  

Procedure  

In-service and pre-test. Video Respite is a novel idea.  

As such, it requires education for caregivers and nursing  

staff to understand its potential and use. Therefore, SCU  

staff received in-service training to review the development  

of VR, its recommended use, potential obstacles, and  

potential benefits. The time table and content areas for  

the in-service (pre-test), intervention, and follow-up of  

the 10 units are outlined in Table 2. Approximately one  

hour was needed for this in-service and pre-testing.  

Site visits with the directors of the SCUs occurred  

prior to the in-service training. Procedures for use and  

research scales were discussed. Obligations to the site  
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were also clarified. These include providing each site with  

its own Video Respite tapes following the completion the  

program and providing each site with an executive summary of  

the project upon completion. Each SCU required at least two  

in-service visits to reach all staff.  

During the in-service, the staff were shown a brief  

videotape illustrating the use of VR. The staff were given  

an information flyer describing VR and a written set of  

procedures for VR use. These procedures included choosing  

one staff member to complete the VR Use and Effectiveness  

Form each time VR was used.  

All staff were instructed in the completion of the VR  

Use and Effectiveness Form. The behavioral rating scale was  

discussed to develop a shared understanding of the  

behavioral assessment. Brief video vignettes were shown  

from an educational series on dealing with dementia-related  

behaviors. The vignettes illustrated several of the  

agitated behaviors, thus providing common examples for the  

staff to reference when making their behavioral assessments.  

At the end of the instruction, a questionnaire packet  

was given to each direct care staff member. A cover page  

explained the study (see Appendix F). The MEAP SCES Form R  

was completed by the entire direct care staff. The direct  

care staff then completed the Zarit Burden Inventory and the  

Staff Efficacy measure. All direct care staff were also  
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asked to complete the Demographic Information Form appended  

to the end of the questionnaire (see Appendix A).  

A copy of the brief videotape and guidelines for use and  

assessment were given to each SCU director who was asked to  

share these with staff not present at the VR in-service.  

Stamped envelopes were provided for these staff members to  

return their completed pre-test questionnaires. Five  

questionnaires were returned in this manner.  

Post-test. Follow-up evaluations were conducted one  

month after the initial pre-test/in-service. The VR Use  

and Effectiveness Forms were collected. Informal interviews  

were conducted with 2-3 direct care staff members in each  

SCU to solicit impressions of overall effectiveness and  

discuss barriers to VR use. The overwhelming majority of  

follow-up evaluations were solicited from staff who used VR  

at least once. Specific questions posed in each follow-up  

evaluation included, "In what situations did you use VR?"  

and "What if anything prevented you from using VR?"  

Analysis  

Unit SCES percentage scores were standardized using Moos  

and Lemke's (1992) conversion tables. The standard-ization  

was based on staff SCES assessments in 123 nursing homes and  

53 residential care facilities.  



23 

Table 2  
Outline of In-Service and Pre/Post Assessment Procedures  

May 2-6 
IN-SERVICE 

Contents Pre-test 

Time 

VR USE 
May 31-June 3 
FOLLOW-UP 

Possible 
uses of 
VR 

Video 
of VR use 

Procedure 
for VR 
use and 
VR Use & 
Effectiveness 
completion 

MEAP SCES-Form R 
direct care staff members 
rating of facility 
social climate 

Zarit Burden Inventory 
& Staff Efficacy 
all direct service staff 

VR Use and  
Effectiveness;  
One direct service  
staff member present  
when VR is used  

Overall VR  
effectiveness;  
barriers to use;  

recommendations;  

The analysis addressed the five main objectives of the  

study. First, correlation coefficients were computed to  

investigate relationships between frequency of unit VR use  

(total number of uses in unit) and the following facility  
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characteristics: cohesion, conflict, organization, resident  

influence, and physical contact.  

Next, correlation coefficients were generated to  

describe the relationships between the frequency of  

individual staff VR use and staff characteristics measured  

on interval scales: age, years experience in long-term care,  

years experience with persons with dementia, years 

experience in current position, caregiving burden, and 

feelings of effectiveness when dealing with agitated 

behaviors of residents. 

Correlation coefficients were computed to assess the  

relationship between unit and staff characteristics and  

perceived effectiveness of VR. Staff perceptions of VR  

overall effectiveness were correlated with staff members'  

MEAP SCES Form R subscale scores, age, years experience in  

long-term care, years experience with persons with dementia,  

years experience in current position, caregiving burden, and  

staff feelings of effectiveness.  

Next, paired t-tests were performed to analyze  

differences in the interval level of resident behavior 5  

minutes before and 5 minutes after VR use. Each of the 12  

behaviors were tested in addition to a summed agitation  

score consisting of the 10 active behaviors (ie., excluding  

withdrawal and depression).  

Finally, tests were done to examine for differences in  



25 

VR's behavioral effectiveness across several dichotomous  

conditions of VR use. T-tests were performed to analyze  

differences in the continuous scale measuring the summed  

level of 10 agitated behaviors (withdrawal and depression  

again excluded). These t-tests investigated differences in  

VR's behavioral effectiveness by 4 characteristics of use;  

(1) day versus evening activity, (2) one resident versus  

group activity, (3) pre-planned versus unscheduled activity,  

and (4) general versus music tape.  
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RESULTS  

Summary of Unit and Staff Characteristics  

Unit. The mean SCES subscale scores for this study's  

SCUs in nursing homes and residential care facilities were  

juxtaposed with a sample of nursing homes for dementia  

residents in the UK (Netten, 1993) and non-specialized  

nursing homes and residential care facilities in the US  

(Moos & Lemke, 1992) (Table 3). The relatively low levels  

of cohesion and organization in the SCUs of this study were  

consistent with the findings from UK homes for persons with  

dementia. The lower levels of physical comfort in the SCUs  

were also consistent with the UK homes. Note that the SCUs  

did not mirror the relatively high conflict level of the UK  

homes.  

Staff. The level of staff burden as measured by the  

Zarit Burden Inventory (modified) was consistent with  

previous research on formal caregivers in long-term care  

settings. The mean was 56.25 (SD=9.24) for the study's  

sample of 51 direct care staff at pre-test. Chappell and  

Novak (1992) reported a mean burden level of 60.14  

(SD-11.49) for a sample 245 nursing assistants.  

http:SD-11.49
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Staff members' feelings of efficacy in dealing with 12  

behaviors common to persons with dementia were measured on  

a continuous scale ranging from 12 (low) to 60 (high). The  

mean efficacy score was 38.59 (SD=8.35).  

Table 3  
SCES data for study SCUs, UK homes for persons with  
dementia and USA nursing homes and residential care  
facilities (non-specialized)  

Staff completed SCES scales  

Study Study UK USA USA  
NH RCF homes NH RCF  
(n=4) (n=6) (n=13) (n=123) (n=53)  
Mean(SD) Mean(SD) Meana Mean(SD) Mean(SD)  

Cohesion 49(21) 44(11) 34 75(14) 69(11)  

Conflict 53(11) 61(4) 77 49(20) 64(12)  

Organization 39(13) 28(9) 47 73(14) 60(12)  

Resident 55(20) 56(5) 65 60(16) 60(9)  
Influence  

Physical 50(9) 45(9) 64 80(12) 67(12)  
Comfort  

a Standard deviations not listed in Netten (1993).  

Characteristics of VR Use  

The first research objective addressed possible  

correlations between unit SCES scores and VR use. Over the  

one month intervention, the frequency of unit VR use ranged  
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from 4 to 16 with a mean of 7.80 (SD=4.04) uses. Over one- 

half of the 51 staff never used VR. No significant  

correlations were found between unit SCES subscale scores  

and frequency of unit VR use. The second research objective  

addressed possible correlations between pre-test staff  

characteristics (burden and efficacy) and frequency of  

individual VR use. Again no significant correlations were  

evident between frequency of VR use and staff character-

istics. Frequencies of VR use by staff members are listed  

in Table 4.  

Further analysis was conducted to examine for possible  

significant differences in unit and staff characteristics  

among VR users (one or more VR uses; n=23) versus non-users  

(no VR uses; n=28) (Table 5). Users and non-users did not  

differ in demographic characteristics, burden, or efficacy.  

Significant differences were found between VR users and non-

users in unit conflict and unit organization. VR users'  

units were lower in conflict and more organized than non-

users' units.  

Correlates of VR Overall Effectiveness  

The third research objective sought to identify  

correlations between unit and staff characteristics and the  

individual VR user's assessment of VR's overall  
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Table 4  
Frequency of VR use by staff  

Number Number  
of Uses of Staff  

0 28  

1 6  

2 2  

3 8  

4 2  

5 1  

6 1  

7 1  

8 1  

9 1 

Mean= 1.35  

effectiveness. The mean effectiveness score for the 78 uses  

was 3.17 (SD=0.95), based on a scale from 1 (not at all  

effective) to 4 (very effective). An overall effectiveness  

score was computed for each user by averaging his or her  

effectiveness ratings across that user's total number of  

uses. Thus 23 effectiveness scores were computed. These  

effectiveness scores were correlated with each staff  
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member's respective unit and staff characteristics.  

No significant correlations were evident between unit  

and staff characteristics and overall effectiveness scores.  

However, there was evidence that pre-test burden level was  

negatively correlated (r= -.38, p<.10) with the VR  

effectiveness score. That is, staff who had high burden  

levels on the pre-test and who subsequently used VR, rated  

it as less effective than staff with low pre-test burden.  

Behavioral Effectiveness  

The fourth research objective sought to determine if VR  

was effective in reducing any of 12 behaviors common to  

persons with dementia. The paired t-tests for significant  

differences in the level of the 12 behaviors 5 minutes  

before and 5 minutes after the 78 VR uses indicate  

significantly less hitting, restlessness, and complaining  

following VR use (p< .001). Pacing, repeating sentences or  

questions, and withdrawal were also significantly lower  

following VR use (p< .05) (Table 6). The degree of  

practical change was not dramatic (ranging from .08 to .50  

on a 1-4 scale), but the direction of change nonetheless  

supported the assertion that VR significantly reduced some  

problematic behaviors common to persons with dementia. A  

summed agitation score was produced for the 10 active  
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behaviors (ie., excluding withdrawal and depression). The  

pre-post difference in this summed score was significant at  

the .001 level.  

Conditions of Use and Behavioral Effectiveness  

Research objective five sought to determine whether  

behavioral effectiveness (as measured by the before/after  

difference in the sum of 10 agitated behaviors) differed  

significantly across several conditions of use. Unplanned  

use, one resident viewing, and the more music oriented tape  

(Gonna Do a Little Music) were significantly more effective  

in reducing agitated behavior (Table 7). Because scheduled  

use and the number of residents viewing the tape were  

correlated, analysis of variance was not performed to  

determine the relative importance of each factor (eg.,  

scheduled use, number of residents) in reducing agitated  

behavior.  



32 

Table 5  
Means, standard deviations, and t-statistics for  
differences between VR users and non-users by staff and  
unit characteristics  

VR Users Non-Users t statistic  
Variable (n=23) (n=28)  

Mean (SD) Mean (SD)  

Staff characteristics:  
Age (years) 30.1 (9.3) 32.7 (11.7) .40  

Years in  
long-term care 3.7 (3.1) 4.9 (5.8) .95  

Years in  
current position 2.7 (2.9) 2.5 (2.1) -.43  

Years working with  
dementia residents 3.6 (2.9) 4.3 (5.1) .60  

Caregiving  
burden 56.5 (9.4) 56.7 (8.6) .08  

Caregiving  
efficacy 39.0 (8.3) 37.7 (8.3) -.51  

Unit Characteristics:  
Cohesion 57.1 (16.4) 50.5 (15.0) -1.47  

Conflict 73.6 (7.17) 79.5 (7.68) 2.78-*  

Organization 32.6 (12.2) 23.7 (14.9) 2.32 -

Resident  
influence 73.3 (13.2) 73.2 (11.3) -.02  

Physical  
comfort 31.3 (15.1) 28.7 (13.4) -2.32  

*** p < .01  
** p < .05  
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Table 6  
Paired t-tests for differences in resident behaviors  
5 minutes before and 5 minutes after VR use  

Mean Difference(SD) t statistic  
Variable (n=78)  

Repeating mannerisms or .16 (.10) 1.60  
movements  

Hitting	 .08 (.03) 2.75-*  

Grabbing	 .07 (.07) 1.13  

Pushing	 -.01 (.03) -0.33  

Pacing	 .26 (.11) 2.43-

Restlessness	 .50 (.11) 4.71-*  

Screaming	 .05 (.04) 1.15  

Repeating sentences .28 (.10) 2.65-
or questions  

Strange noises	 .10 (.06) 1.47  

Complaining	 .22 (.06) 3.66-*  

Depression	 .04 (.04) 1.00  

Withdrawal	 .19 (.07) 2.81-

Summed differences .17 (.04) 4.11***  

in 10 agitated  
behaviors  

*** p < .001  
** p < .05  

Scale:	 1 = Resident performing behavior not at all  
2 = Resident performing behavior a little  
3 = Resident performing behavior moderately  
4 = Resident performing behavior very much  
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Table 7  
Means, standard deviations, and t-statistics for  
differences in behavioral effectiveness summary score  
by time, scheduled use, number of residents, and tape  

Differences in  
Behavioral effectiveness'  

Mean (SD) t statistic  
Variable  

Time  

Before noon (n=26) .10 (.28) 
-1.32 

After noon (n=52) .20 (.41) 

Scheduled use  

Planned (n=39) .31 (.29)  
3.65-*  

Unplanned (n=39) .03 (.39)  

Number of residents  

1 resident (n=10) .42 (.38)  
2.19-

> 1 resident (n=68) .14 (.36)  

Tape  

Favorite (n=29) .01 (.42)  
Things  

-2.96-
Gonna Do a (n=49) .27 (.30)  
Little Music  

.  Before viewing/after viewing differences  

*** p < .001  
** p < .05  
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DISCUSSION  

This study examined the use of Video Respite in terms of  

special care unit characteristics and direct care staff  

characteristics and evaluated the effectiveness of VR in  

terms of resident behavior and conditions of use. The  

person-environment fit theory was useful in identifying  

potential factors related to VR use and effectiveness. This  

study confirmed that several of these factors were indeed  

related to VR use and effectiveness.  

The absence of correlations between frequency of VR use  

and unit and staff characteristics was not surprising given  

the relatively narrow ranges of the frequency data. The  

effort to distinguish between users and non-users of VR was  

more fruitful.  

Compared to non-users, VR users perceived the SCU  

environment as significantly more organized and less in  

conflict. The first discovery supports Timko and Moos's  

(1989) finding that higher organization is associated with  

more resident involvement in facility-initiated activities.  

Unit organization and unit conflict are thus important  

factors in the P-E fit when considering VR use. Staff  

characteristics are not important "individual" factors in  
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the P-E fit when considering VR use.  

The mean overall effectiveness of 3.17 illustrates that  

VR was slightly more than "moderately" effective when used  

in SCUs. This relatively high level of effectiveness,  

coupled with a lack of correlations with specific unit and  

staff characteristics, suggests VR may work equally well  

independent of the unit's social climate and the  

characteristics of staff initiating the activity. Thus unit  

and staff characteristics are not important factors in the  

P-E fit when considering overall effectiveness of VR. The  

effort to uncover correlations between VR's overall  

effectiveness and unit and staff characteristics was also  

limited, however, by a narrow range of overall effectiveness  

scores.  

The data regarding change in resident behavior after VR  

use were most promising. The significantly lower levels of  

agitation 5 minutes after VR viewing support the assertion  

that VR is a valuable behavioral intervention when dealing  

with some agitated behaviors common to persons with  

dementia. Furthermore, the reduction in level of withdrawal  

after VR use suggests VR may be a valuable resource for  

stimulating persons with dementia. Failure to establish  

inter-rater reliability is acknowledged as potential  

confound. The promising results nonetheless indicate  

resident behaviors prior to VR viewing are noteworthy  
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factors in the P-E fit when considering the effectiveness of  

VR.  

The findings concerning conditions of use and behavioral  

effectiveness are also noteworthy. VR may be most effective  

when it is used as an unplanned activity and/or with one  

resident. There is the likelihood of self-selection in this  

instance (unplanned, single resident viewings are likely the  

result of initial behavioral problems in the resident).  

Self-selection may have predisposed staff members to look  

for higher levels of behavioral problems at the outset of a  

VR viewing. Self-selection, however, would fail to account  

for the reduction in agitated behavior indicated by the  

data. Thus unplanned and single resident viewings can be  

conceptualized as important factors contributing to P-E fit  

when considering VR effectiveness.  

Anecdotal data collected during the follow-up visits  

to the SCUs offers a realistic view of how VR was used  

in SCUs. The follow-up evaluation of one facility with  

three RCF special care units yielded interesting anecdotal  

data concerning level of dementia and VR use. VR was deemed  

most effective by staff in the unit with residents who were  

moderately impaired cognitively and highly ambulatory. It  

was used primarily during the evening "sun-down" hours to  

calm highly agitated and mobile residents.  

VR was perceived by staff as effective with early stage  
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dementia residents who were not as highly mobile. Staff  

reported these residents to be generally interested, but not  

performing unmanageable behaviors initially. The third unit  

was later stage, non-ambulatory residents. Staff  

antidotally reported VR to be less effective in this unit.  

Difficulty in comparing the functional abilities of  

residents across all sample SCUs prevented further analysis  

of residents' level of cognitive impairment as a factor  

which influenced P-E fit when considering unit and staff VR  

use and VR overall effectiveness.  

Implications and Future Research  

This study supports anecdotal evidence of VR's  

effectiveness in reducing agitated behavior. It also  

supports the literature on the importance of facility  

organization when considering activity involvement of lower  

functioning residents. The fact that staff burden and staff  

efficacy did not play a mediating role in VR use is also  

noteworthy. This suggests the use of VR in special care  

units can be attributed more to the behavior(s) of the  

resident(s) than to the psychological well-being of the  

staff. In the P-E fit model, agitated behavior and viewing  

context (unscheduled, individualized) of the SCU resident  

are the important "person" factors when considering the VR  



39 

behavioral effectiveness. High SCU organization and low SCU  

conflict are the important "environment" factors in the P-E  

model of VR use. In summary, VR is most likely to be used  

in more highly organized, low conflict units. When used, it  

is most likely to be judged effective if the viewing is an  

unscheduled, individualized use of the music therapy video  

to calm agitated residents.  

The follow-up evaluations suggested several implicatons  

for future use of VR in special care units. First, the  

content of the two VR tapes appeared well suited for some  

residents, but not others. Staff commented on how they had  

identified early in the one month period those residents for  

whom VR was most effective. As such, the 78 evaluations may  

have been somewhat skewed by selection of these "successful"  

individuals for repeated viewing. VR was nonetheless deemed  

effective in the later evaluations.  

The second implication concerns the practical issue of  

playing the videotape. Setting up the VCR was the most  

common barrier to use in the follow-up evaluations. Even in  

those SCUs where the VCR was readily available in a  

designated area (lounge, quiet room), setting up the VR tape  

to play remained a barrier to use.  

The final implication concerns the content of future in- 

service programs for staff. Uses of VR and more vivid  

examples of the effectiveness of VR should be central to the  
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in-service content. The evaluative aspect of this study  

made it necessary to discuss examples of resident behavior.  

A more descriptive in-service should be quicker and more  

to the point about the potential uses of VR.  

Future research should evaluate VR use across several  

SCUs using outside evaluators and controlling for resident  

level of functioning. Also, use of a comparison group  

design would control for the time effect which may confound  

the changes in agitation scores found in this study.  

Another potential avenue for VR research would require  

a more qualitative approach to understanding the social  

climate of the SCUs. The yes/no format of the MEAP SCES  

Form R provided only a limited interpretation of SCU social  

processes. By definition, SCUs are intended to be unique  

environments for persons with dementia. The MEAP SCES Form  

R was not designed for such an environment. It thus fails  

to capture important SCU qualities in need of attention when  

considering VR use and effectiveness. One such quality is  

the role of television/VCR technology on the unit. More  

than simply a physical feature to be noted on a check-list,  

TV/VCR technology plays a role in the social processes of  

the unit. Some units studied here relied on TV/VCR 

technology quite often; others rarely used TV/VCR 

technology. In addition to the procedural questions noted 

above, TV/VCR use is an important issue when considering VR  
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use and effectiveness because of what it implies about the  

staff's care philosophy (openness to different approaches or  

adherence to respected norms). Such questions are at the  

core of research on new behavioral interventions involving  

TV/VCR technology.  

A final avenue for future research concerns the positive  

impact of VR on residents with dementia. The VR Use and  

Effectiveness form did not list behaviors associated with  

positive behaviors. Scales assessing staff perceptions of  

resident happiness, enjoyment, and/or contentment before and  

after VR use would provide a broader picture of VR's  

positive impact.  

The use Video Respite in special care units for persons  

with dementia is a promising intervention. The original  

purpose of VR was to offer respite for family caregivers.  

The value of VR was expanded here to encompass the well-

being of persons with dementia in SCUs. Use of VR in SCUs  

has the potential to benefit the resident, the staff, and  

the unit as a whole.  
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Appendix A  
Direct Care Staff Demographic Information Form  
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Demographic Information  

Last four digits of your social security 
#  

(1) FEMALE  What is your gender? 1.	 (2) MALE  

What is your age? 2.  

3.	 What is your position?  
(please circle one (#)  

(1) SPECIAL CARE UNIT COORDINATOR  

(2) CERTIFIED NURSING ASSISTANT  

(3) ACTIVITY DIRECTOR/ASSISTANT  

(4) SOCIAL SERVICE DIRECTOR  

(5) OTHER LICENSED NURSING STAFF  
(specify)  

(6) OTHER (specify)  

How many years have you worked in the following: 4.  

In your current position?  

In a long-term care setting?  

With persons with dementia?  



46 

Appendix B  
MEAP Sheltered Care Environment Scale  

Form R  
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There are 45 questions in this section.  They are statements about the place 
in which you work.  Based on your experience, please answer these questions 
YES or NO.  

Circle YES (1) if you think the statement is true, or mostly true, of this 
place.  

Circle NO (2) if you think the statement is false, or mostly false, of this  
place.  

Please be sure to answer every question. Thank you for your cooperation.  

YES	 NO  
1.	 Do residents get a lot of individual attention' 1 2  

2.	 Do residents ever start arguments' 2 1  

3.	 Dc residents always know when the staff will be around'  1 2  

4.	 Is the staff strict about rules and regulations' 1 2  

5.	 Is the furniture here comfortable and homey' 1 2  

6.	 Do staff members spend a lot of time with residents'  1 2  

Is it unusual for residents to openly express their anger'  1 2  

Are acti7ities for residents carefully planned' .	 

1 2  

9.  Are new and different ideas often tried out'  1 2  

10.	 Is it ever cold and drafty here' 2 1  

11.  Do staff members sometimes talk down to residents'  1	 2  

12.	 Do residents sometimes criticize or make fun of this place' 1 2  

13.	 Do some residents look messy' 1 2  

14.	 If two residents fight with each other will they get 
in trouble'  

1	 2  

15.	 Can residents have privacy whenever they want'  1 2  

Are there a lot of social activities'  1 2  

.  Do residents usually keep their disagreements to themselves' 1 2  

'3. Dc things always seem to be changing around here' 
1 2  

19.	 Do staff allow the residents to break minor rules' 1 2  

Does this place seem crowded' 
1 2  
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YES NO  
1 2 21. Do a lot of residents just seem to be passing time here'  

1 2 22. Is it unusual for residents to complain about each other'  

1 2 23. Do residents know what will happen if they break a rule'  

24. Are suggestions made by the residents acted upon' 1 2  

1 2 25. Is it sometimes very noisy here'  

26. Are requests made by residents usually taken care of right  
away' 1 2  

2 27. :s it always peaceful and quiet here' 1  

1 2 28. Is there a lot of confusion here at times'  

29. Do residents have any say in making the rules' 1 2  

1 2 30. Does it ever smell bad here'  

31. Do staff members sometimes criticize residents over minor  
things' 1 2  

32. Do residents often get impatient with each other' 1 2  

33. Is this place very well organized' 1 2  

34. Are rules and regulations rather strictly enforced' 1 2  

35. Is it ever hot and stuffy in here' 1 2  

36. Do residents tend to keep to themselves here' 1 2  

37. Do residents complain a lot' 1 2  

38. Are things sometimes unclear around here' 1 2  

39. would a resident ever be asked to leave if he/she broke a rule?...1 2  

40. :s the lighting very good here' 1 2  

Are the discussions very interesting' 1 2  

1 2 42. Do residents criticize each other a lot'  

4 . Are people always changing their minds around here' 1 2  

.4. Can residents change things here if they really try' 1 2  

43. Do the colors and decorations make this a warm and cheerful  
place' 1 2  
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Appendix C  
Zarit Burden Inventory - Modified  
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The following is a list of statements that describe 
how people sometimes  

After each statement feel when taking care of persons with dementia.  
circle the number that describes how often you feel that way.  

Use the following scale:  
1 = NEVER  
2 = RARELY  
3 = SOMETIMES  
4= QUITE FREQUENTLY  
5= NEARLY ALWAYS  

How often do you feel...  

1) that residents with dementia who you care for 
at work ask for more help than they need' 

2) embarrassed over the behaviors of residents with 

dementia' 

3) angry when you are around residents with dementia' 

4 that your residents with dementia are dependent 

on you' 

strained (stressed, tense, nervous, upset) around 5) 
your residents with dementia'  

your health has suffered due to the demands of care  5,  
made by residents with dementia'  

7)	 that your residents with dementia expect you to  
take care of them as if you were the only one  

they could depend on'  

8)	 that you will not be able to stay on this job much  
longer because of the strain placed on you by  
residents with dementia'  

uncertain about what to do to care for residents  

with dementia'  

_I you should be doing more for residents with dementia'  

physically tired as a result of the work you do  

with residents with dementia'  

Q  
U  
I  
T N  
E E  

A  
F R  

S R L  
0 E Y  
M Q  

R E U A  
N A T E L ERINW  
V E M T A ELELY RYSYS  

4 5 1 2 3  

4 5 1 2 3  

1 2 3 4 5  

1 2 3 4 5  

1 2 3 4 5  

1 2 3 4 5  

1 2 3 4 5  

1 2 3 4 5  

1 2 3 4 5  

1 2 3 4 5  

1 2 3 4 5  
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Q  
U  
I  
T N  
E E  

A  
F R  

S R L  
1 = NEVER  

0 E Y 2 = RARELY  M Q 
3 = SOMETIMES  R E U A 4= QUITE FREQUENTLY  

N A T E L 5= NEARLY ALWAYS  ERINW  
V E M T A How often do you feel...  ELELY  
R Y S Y S  

12) your sleep is disturbed specifically because  
1 2 3 4 5 of the work you do with residents with dementia'  

13) it is hard to cope with the physical demands of  
1 2 3 4 caring for residents with dementia'	 5  

14) you don't have a minute's break from the care  
1 2 3 4 5 of residents with dementia'  

15) you have the urge to physically hit or  
1 2 3 4 5 restrain a resident with dementia'  

16) you have physical conflicts with residents with  
dementia to separate residents)' 1 2 3 4 5  

17) the families or significant others of residents with  
dementia complain or often make demands which you  

1 2 3 4 5 feel excessive'  

1 2 3 4 5 18) you receive physical abuse from residents'  

19) that residents with dementia appreciate what you do  
1 2 3 4 5 for them as much as you would like'  

23) you need relief from the care of residents with  
1 2 3 4 5 dementia'  

21	 that rare fcr residents with dementia takes time away  
from other important things you have to do at work' 1 2 3 4 5  

22) that staff members work as a team  
1 2 5 to care for residents with dementia'	 3 4  

23i hopeless about your feelings toward residents  
1 2 3 4 5 with dementia'  
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Appendix D  
Staff Efficacy  
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The following is a list of behaviors common to some persons with dementia.  

Please indicate how often you feel that you are effective when dealing with 

E RINW 

these behaviors. Circle one # for each statement. 
Q 
U 
I 

T N 
E E 

Use the following scale: A 
F R 

1 = NEVER S R L 
2 = RARELY 0 E Y 
3 = SCMETIMES 
4= QUITE FREQUENTLY 
5= NEARLY ALWAYS N 

R 
A 

M 
E 
T 

Q 
U 
E 

A 
L

EMTA E LELY  
R Y S Y S  

How often do you feel that you are  
effective when you're faced with residents':  

repeating movements or mannerisms 1 2 3 4 5  

hitting  1 2 3 4 5  

grabbing  1 2 3 4 5  

pushing  1 2 3 4 5  

pacing or aimless wandering 1 2 3 4 5  

restlessness  1 2 3 4 5  

screaming 2 4 5 1 3  

repeating sentences or questions 1 2 3 4 5  

making strange noises  1 2 3 4 5  

complaining 1  2 3 4 5  

depression  1 2 3 4 5  

withdrawal  1 2 3 4 5  
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Appendix E  
Video Respite Use and Effectiveness Form  
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Video Respite (VR) Use and Effectiveness Form  

am  
social security * Time pm  
Last four digits of your  

How many residents viewed the VR tape?  

Which tape did the resident(s) view? Favorite Gonna Do A  
(please circle) Things OR Little Music  

Was this VR use:(please circle one) Unscheduled OR Pre-planned  

Please answer the following questions concerning the resident's behavior  
before and after VR use.  

If more than one resident is present, please choose the resident circled in  
the diagram below.  TV 

Resident 011Mdee-12)  

Resident Reside*.  

Use the following scale to assess how much the resident  
was performing each behavior before & after the tape was shown:  

1 = NOT AT ALL  
2 = A LITTLE  
3 = MODERATELY  
4 = VERY MUCH  

5 MINUTES 5 MINUTES  
IMMEDIATELY IMMEDIATELY  
BEFORE TAPE AFTER TAPE  

repeating movements 1 2 3 4 1 2 3 4 

or mannerisms 

hitting 1 2 3 4 1 2 3 4 

grabbing 1 2 3 4 1 2 3 4 

pushina 1 2 3 4 1 2 3 4 

pacing or aimless 1 2 3 4 1 2 3 4 

wandering 

restlessness 1 2 3 4 1 2 3 4 

screaming 1 2 3 4 1 2 3 4 

repeating sentences 1 2 3 4 1 2 3 4 

or questions 

making strange noises 1 2 3 4 1 2 3 4 

complaining 1 2 3 4 1 2 3 4 

depression 1 2 3 4 1 2 3 4 

withdrawal 1 2 3 4 1 2 3 4 

:low much of the tape aid the resident watch? 
1 2 3 4 

NONE OF IT SOME MOST ALL OF IT 

Overall, how effective do you think VR was with this resident?  
1 2 3 4  

NOT AT ALL A LITTLE MODERATELY VERY MUCH  
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Appendix F  
Description of Video Respite Study  
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Description of Video Respite Study  

Video Respite (VR) refers to a series of videotapes  
designed to keep the attention of persons with  

Questions about pets and hobbies draw on dementia.  
the long-term memory of persons with dementia. The  
VR tapes also contain songs and musical activities  
to stimulate the long-term memory of persons with  

This study will look at how effective dementia.  
staff members think VR is with their residents.  

* Your participation is entirely voluntary.  

* You are free to withdraw at any time.  

* Your responses will be confidential and your  
identity will never be known to the  
researcher or anyone at your facility.  

If you decide to participate, you will:  

* complete the attached questionnaire.  

* complete a short evaluation form each time  
you use Video Respite.  

* complete a short questionnaire one month from  
now.  

The researcher is willing to answer any questions  
you may have concerning this study. If you have  
questions or comments, please call the researcher,  

Joe Angelelli, at (503) 737-1090.  

Thank you for your time and consideration.  

Sincerely,  

Joe Anuelelli  




