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Purpose of the Study: A framework aids choice of inter-
ventions to manage wandering and prevent elopement
in consideration of associated risks and mobility needs
of wanderers. Design and Methods: A literature review,
together with research results, published wandering
tools, clinical reports, author clinical experience,
and consensus-based judgments was used to build a
decision-making framework. Results: Referencing
a published definition of wandering and originating a
clinical description of problematic wandering, authors
introduce a framework comprising (1) wandering and
related behaviors; (2) goals of wandering-specific
care, (3) interpersonally, technologically, and policy-

mediated wandering interventions, and (4) estimates of
relative frequencies of wandering behaviors, magnitudes
of elopement risk, and restrictiveness of strategies.
Implications: Safeguarding wanderers from elopement
risk is rendered person-centered and humane when
goals of care guide intervention choice. Despite limita-
tions, a reasoned, systematized approach to wandering
management provides a basis for tailoring a specialized
program of care. The need for framework refinement
and related research is emphasized.

Keywords: dementia; elopement; risk; behavior man-
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C
aring for persons with dementia who wander
calls for decision making on elopement pre-
vention. Given the negative consequences of

elopement for persons and organizations, including
physical harm,1 emotional distress, and potential
civil tort claims and regulatory penalties,2 the multiple
interventions available, but few with proven clinical
effectiveness,3 the marketplace proliferation of wan-
dering management technologies,4,5 and the crucial
task of optimizing well-being, safety, and mobility
of persons with dementia who wander,6 informed
decision making is imperative and challenging. We
introduce a conceptual framework to aid under-
standing of and effectual response to wandering and
related behaviors.

The framework’s behavioral focus is problematic
wandering, or that affording obvious and heightened
elopement risks; its care focus is person-centered,7 or
that it is responsive to the needs of diverse individu-
als, and its intervention focus is nonpharmacological,
in recognition of the side effects, drug-drug inter-
actions, chemical restraint associations, and wide-
spread ineffectiveness of pharmacology for treatment
of the behavioral symptoms of dementia.8

Approach

Referencing a previously published empirical
definition of wandering behavior9 and originating a
clinical description of problematic wandering, we
comprehensively searched MEDLINE, CINAHL,
and PsychInfo databases using search terms within
3 domains I, wandering behaviors; II, goals of
wandering-specific care; and III, wandering inter-
ventions. We then built a cumulative framework by
delineating and aligning domain data referencing (a)
research results, (b) published wandering tools, (c)
clinical reports, (d) author clinical experience, and
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(e) consensus-based judgments. The specific content
and organization of each domain is described more
fully below.

In Domain I, we identified certain wandering and
related behaviors, including exiting-referenced beha-
viors, unauthorized exiting, actual elopement, and los-
ing one’s way/getting lost exterior to the care setting
informed by items specified in major measures of
wandering10-12 and based on research and clinical
reports. Domain I was organized into behavioral con-
structs by considering whether the behavior involves
locomotion empirically identifiable as wandering
(see Discussion), accompanies wandering or refer-
ences the act of exiting, transgresses a care setting
perimeter boundary, results in wandering away from
care confines, or inability to return unassisted to the
point of origin post an elopement event. Based on
author clinical experience, wandering and related
behavior constructs were elaborated by estimating
the relative frequency of behavior occurrence within
dementia care settings.

In Domain II, we identified goals of wandering-
specific care including universal, patient-specific, and
elopement prevention goals by referencing a pub-
lished wanderer assessment guideline (WING-AP,
2007)13 and drawing upon our own nursing and
social work backgrounds. Domain II was organized
into constructs by considering goals applicable in all
wandering-specific care scenarios and those indivi-
dually and elopement prevention-specific.

In Domain III, informed by research results,14

clinical reports,15 and author engineering background,
we identified constructs of wandering interventions,
including those interpersonally, technologically, and
policy-mediated. Domain III was organized into con-
structs by considering an intervention’s primary
mode of interface with the wanderer, that is, via a
1:1 caregiver/wanderer interaction, via a design or
device or via standardized, organizationally stipu-
lated procedures. Domain III was further elaborated
by identifying mechanisms of effect, persons or
groups targeted for behavioral change, advantages
and disadvantages of each and estimates of restric-
tiveness to wanderer mobility.

The final cumulative framework was built in 2
stages: (1) based on rationales underpinning care
goals (Domain II), aligning wandering interventions
(Domain III) with wandering behavior constructs
(Domain I) and (2) based on the spatial proximity
and behavioral reference of wandering and related
behaviors to the built perimeter of a given dementia
care setting, assigning magnitudes of elopement
risk.

Results

Domain I: Wandering and Related

Behaviors

Table 1 encompasses 4 behavioral constructs orga-
nized into 13 categories:(1) a wandering construct,
comprising 6 categories of very frequently observed
wandering behaviors (excessive locomotion, locomo-
tion that interrupts or interferes with necessary activ-
ities, losing one’s way interior to care, locomotion
into off-limits, prohibited, or hazardous areas, loco-
motion during the night, locomotion or traveling
unaccompanied indoors or outdoors beyond area of
mastery or supervision); (2) an exiting-referenced
construct, comprising 4 categories of frequently
observed behaviors observed to co-occur with wan-
dering (stating intent to leave, preparing to leave, exit
door lingering and testing, seeking means or oppor-
tunity to exit); (3) an exiting construct, comprising
a less frequently observed outcome of wandering
(unauthorized exiting), and (4) a post-exiting out-
comes construct, comprising 2 relatively rare out-
comes of unauthorized patient exiting (eloping,
losing one’s way/getting lost exterior to care).

Domain II: Goals of Wandering-specific
Care

Table 2 specifies 10 universal goals of wandering-
specific care (contain wandering, maximize wanderer
function, support abilities, use preserved skills, pro-
mote safety, aid navigation, minimize restrictions,
afford comfort, encourage appropriate social interac-
tion, support mobility), 13 patient-specific goals, and
8 elopement prevention goals. Based on author con-
sensus, 6 of the patient-specific goals were judged
appropriate for the wandering behavioral construct
(increase location checks, decrease agitation, reduce
felt need to wander, alert responsible parties to emer-
gent or heightened wandering behavior, evaluate/
adjust medications, monitor for toileting needs, weight
loss, malnutrition, dehydration, exhaustion), 5 for the
exiting-referenced construct (heighten monitoring,
increase location checks, decrease agitation, reduce felt
need to exit, alert responsible parties to emergent, or
heightened exit-referenced behavior), 1 toward unauth-
orized exiting (promptly respond to alerts/alarms), and 3
toward elopement/getting lost behaviors (promptly
recognize elopement, quickly locate and return wan-
derer to secure setting, assess health status). Of the
elopement prevention goals, 4 were judged appropriate
to wandering behaviors (monitor, accommodate,
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redistribute, reduce), 4 to exiting-referenced beha-
viors (monitor, redistribute, reduce, track), 3 to
unauthorized exiting (monitor, track, restrain), and
2 to post-exiting behaviors (track, retrieve).

Domain III: Wandering Interventions

Table 3 comprises 3 wandering intervention constructs
organized into 10 strategy categories and 22 sub-
categories (1) interpersonally mediated intervention,
4 strategy categories (1:1 caregiver/patient-interaction,
recreational, educational, administrative); (2) techno-
logically mediated interventions, 5 strategy categories

(perceptual, environmental, sensory, physical, signal
transmitting systems); and (3) policy-mediated
interventions, 1 strategy category (standardized pro-
cedures).

A Framework for Managing Wandering

and Preventing Elopement

In Table 4, a cumulative framework integrates the 3
domains constructs, categories, and subcategories.
Because framework users are likely to begin with a
behavior of concern, Domain I constructs (beha-
viors) provide an overall organizing structure.

Table 1. Wandering and Related Behaviors

Constructs Categories Behavior Descriptions

Wandering Excessive locomotion Volume of locomotion is greater than usual for self; has no expressed, apparent
or known reason for locomoting; does so frequently and/or continuously over
several hours; locomotion in circles, or haphazardly

Locomotion that interrupts or inter-
feres with necessary activities

Unable to discontinue locomotion long enough to eat, to watch a TV show, or
complete other activity; locomotion interferes with rest or sleep; continues
even during pain, fatigue, or discomfort

Losing one’s way interior to care Unable to find specific rooms in own residence; unable to navigate through
obstacles or detours; failing to recognize whereabouts

Locomotion into off-limits, prohibited,
or hazardous areas

Crossing a care setting geographic boundary; intruding into the private
living quarters or personal space of others (may include rummaging
though drawers or closets); disregarding boundaries, obstacles, or other
barriers to hazardous or off-limits areas (kitchen, stairwells, nursing
station)

Locomotion during the night Arising from bed before morning; getting up to go to the bathroom and failing
to return to bed; awakening early and dressing for work

Locomotion alone indoors or outdoors,
beyond area of mastery

Locomoting or traveling unaccompanied indoors or outdoors beyond area of
mastery or supervision

Exiting
referenced

Stating intent to leave Asking to ‘‘go home’’ or stating intent to do so, even when living at home;
talking about going somewhere; voicing threat to leave; asking others for a
ride

Preparing to leave Packing a suitcase, bag, or lunch; looking for car keys or purse; looking for
someone or some place; donning hat or coat; closing windows; turning
off lights; calling a cab; asking about the bus schedule; removing
identification bracelets, or other security devices from self; asking to
borrow money

Exit door lingering and testing Standing or lingering near exit points; lingering near exit doors or in the lobby
or entrance hall; trying doorknobs, door locks, or window latches (includes
interior doors); tampering with security systems, pulling, pushing, ramming,
kicking, knocking, or pounding on exit doors

Seeking means or opportunity to exit Approaching exit points(entrance, elevator, or stairwell), repetitively locomot-
ing back and forth from other areas to exit points; pacing back and forth in
proximity to exit points; following or shadowing family members, visitors,
delivery people, or staff toward or through exit doors

Exiting Unauthorized exiting Crossing a care setting structural boundary into an unsupervised area; slipping
past or circumventing exit point security systems; unauthorized penetration
of a perimeter barrier

Post-exiting
outcomes

Eloping Wandering away into nonsupervised environments subsequent to an unsu-
pervised exit from care

Losing one’s way exterior to care/get-
ting lost

Locomoting without a sense of direction; unable to return to one’s care setting
or residence on own when walking alone; when accompanied, becoming
separated from an attendant, unable to find the attendant, and unable to
return to the point of departure unassisted

210 American Journal of Alzheimer’s Disease & Other Dementias1 / Vol. 24, No. 3, June/July 2009



Estimated elopement risk magnitudes comprise col-
umn 2, Domain II (goals), column 3, and Domain III
(interventions), a fourth, trifurcated column.

Discussion

Framework Foundations

We introduce a framework to aid choice of wander-
ing management and elopement prevention strate-
gies, innovative because it (1) is founded upon
objectively defined wandering behavior and clinically
described ‘‘problematic wandering behavior,’’ (2)
specifies universal, patient-specific, and elopement
prevention goals of care and uses rationales underpin-
ning goals to guide choice of specific strategies, (3)
estimates elopement risk magnitudes by considering
the likelihood of a wanderer’s transgressing a care set-
ting’s built perimeter, and (4) estimates the magni-
tude to which implemented strategies are likely to
restrict a wanderer’s freedom of mobility.

The framework is grounded in theory, science,
and policy. Specifically referenced is a model of risky
wandering and adverse outcomes,8 suggesting rela-
tionships among wandering behaviors, caregiver stra-
tegies, immediate and cumulative adverse outcomes
for wanderers, and adverse outcomes for caregivers.
The framework’s joint wandering and elopement
focus reflects the content of an objective, empirically
founded definition of wandering, ‘‘a syndrome of
dementia-related locomotion behavior having a
frequent, repetitive, temporally disordered and/or

spatially disoriented nature that is manifested in lap-
ping, random, and/or pacing patterns, some of which
are associated with eloping, eloping attempts or get-
ting lost unless accompanied.’’9 The framework’s
emphasis on optimizing mobility in people with
dementia stems from the relationship of exercise to
increased physical and cognitive function in this
population.16 Policy-wise, the framework translates
recent Centers for Medicare and Medicaid Services
(CMS) directives on accident prevention in long-
term care, including those related to unsafe wander-
ing and elopement, into explicitly stated elopement
prevention goals.17

Wandering and Related Behaviors

Table 1 provides detailed descriptions of certain
wandering and related behaviors that typically com-
pel caregivers to seek out wandering management
and elopement prevention strategies. Inclusive but
not exhaustive, Table 1 focuses on clearly proble-
matic wandering behaviors that (1) stand to interfere
with overall goals of care for the wanderer (or other
care recipients) or (2) afford risks for cumulative
negative outcomes (sleep and nutritional deficits)
and more immediate adverse events (falls, injury, elo-
pement, getting lost exterior to care). Notably, our
definition of ‘‘problematic wandering’’ is framed in
clinical, patient-centered as opposed to subjective
terms. The importance of these behaviors over other
locomotion or wandering is supported by the preva-
lence of wanderer exiting-referenced behavior.18,19

Table 2. Goals of Wandering-specific Care

Goal Constructs

Universal Goals of Wandering-related Carea

Behavioral Constructs and Categories Patient-specific Goals
Elopement

Prevention Goals

Wandering: excessive, disruptive,
disoriented, intrusive, nocturnal,
beyond mastery

Increase location checks, decrease agitation, reduce felt need to
wander; alert responsible parties to emergent or heightened
wandering behavior, evaluate/adjust medications; monitor for
toileting needs, weight loss, malnutrition, dehydration,
exhaustion

Monitor, accommo-
date, redistribute,
reduce

Exiting-referenced: stating intent,
preparing, lingering, shadowing,
door testing

Heighten monitoring, increase location checks, decrease agitation,
reduce felt need to exit, alert responsible parties to emergent or
heightened exiting-referenced behavior

Monitor, redistribute,
reduce, track

Unauthorized exiting Promptly respond to alert/alarms Monitor, track,
restrain

Eloping, losing one’s way, getting lost Promptly recognize elopement, quickly locate and return wanderer
to secure care setting, assess health status

Track, retrieve

a Contain wandering, maximize wanderer function, support abilities, use preserved skills, promote safety, aid navigation, minimize
restrictions, afford comfort, encourage appropriate social interaction, support mobility.
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Table 3. Non-Pharmacological Wandering Management Strategies

Strategies and Sub-
strategies (scaled 1-4,
low to high mobility
restrictiveness)

Elopement Preven-
tion Goals; Mechan-

ism of Effect

Targets of
Behavioral

Change Examples Advantages/Disadvantages

Constructs

Technologically-mediated Interventions

Caregiver/Patient Interaction 1:1
Distraction-1 Redistribute;

cognitive
Wanderer Caregiver redirects wanderer atten-

tion from wandering locomotion
to other activities, eg, verbal-
redirection, engagement,
collusion

Resource inefficient

Behavioral
modification-1

Reduce; cognitive Contingent administration of rein-
forcement in response to wan-
dering and nonwandering
behaviors, verbal redirection

Resource inefficient, ethical
concerns renegative
reinforcement

Allied and alternative
health therapies-1

Reduce;
biopsychosocial

Physical and occupational thera-
pies, massage, acupuncture, air
mat, bright light, others

May enhance wanderer physical
and psychological well-being/
relatively expensive

Recreational
Structured activity

programs-1
Redistribute;

biopsychosocial
Wanderer Walking regimens, exercise rou-

tines, musical programs or other
structured group or individual
activities

Educational
Training-1 Contain; cognitive Caregivers,

wanderers
1:1, group or media-based instruc-

tion, eg, caregiver training—dis-
able the car or store keys in safe
or locked places. Wanderer navi-
gation training and wayfinding
tips

Provides social support

Administrative
Wanderer registry-1 Retrieve; (organized

at the local,
regional, or
national level)

Family
caregiver,
administra-
tive
personnel

Database þ identification jewelry
signify wanderer status to a ‘‘fin-
der’’ þ information in central
database, eg, Alzheimer Associa-
tion Safe Return Program

Preserves wanderer freedom of
locomotion/little used, identi-
fication jewelry may
stigmatize

Law enforcement
search and rescue-1

Paid commu-
nity
personnel

Individual or group law enforce-
ment intervention for lost or dis-
tressed wanderer, eg, search and
recovery mission, Project
Lifesaver

Resource inefficient

Technologically-mediated Interventions
Perceptual
Subjective exit

Barriers-2
Reduce; cognitive/

perceptual
Wanderer Camouflaging doors, and door-

knobs; adding floor grid patterns
near exits

Low cost, simple to install,
adaptable/may impede non-
wanderer entrance and egress

Environmental
Cueing-1 Directional and destination signage,

landmarks, increased and simpli-
fied use of signage and symbols,
eg, stop signs at exit doors, resi-
dent photos on living quarter
doors, night lights, ‘‘smart light-
ing’’, signs to alert visitors to
potential resident exiting

Resource efficient, simple to
install, may benefit wanderers
and non-wanderers alike

(continued)
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Table 3. (continued)

Strategies and Sub-
strategies (scaled 1-4,
low to high mobility
restrictiveness)

Elopement Preven-
tion Goals; Mechan-

ism of Effect

Targets of
Behavioral

Change Examples Advantages/Disadvantages

Constructs

Technologically-mediated Interventions

Sensory
Sensory

enhancement-1
Accommodate; cog-

nitive/sensory
Modifying environmental ambiance

via music, aroma therapy, tex-
ture, noise and lighting level
control: multisensory
environments

Low cost, may benefit patients
and others on multiple levels

Physical
Environmental

design-2
Accommodate,

redistribute;
biopsychosocial

Wanderer Dementia-specific environmental
layout, eg, indoor or outdoor
‘‘safe wandering paths,’’ parks,
gardens

May benefit wanderers and non-
wanderers alike/expensive

Barricades-3 Restrain; mechanical Obstructing locale-specific entry
using a chair, hedge, domestic
sprinkler system, cloth, plastic
tape, other devices

Resource efficient, simple,
adaptable/possible fall hazard

Locks-3 Simple door locks Fire hazard
Personal restraints-4 Belts, vests, chairs, others Regulatory issues, ethical

concerns
Signal transmitting

systems
Locking systems-3 Contain; signal, acti-

vates auto locking
Elopement management systems,

eg, WanderGuard
Regulatory issues, possible fire

hazard, complex and expen-
sive to install

Alarm/alert systems-3 Monitor; pressure,
pull tag, optically
or video-activated
alerts to wanderer
locomotion

Pressure mats—alarm (sound, light,
moving image) alerts or sounds
when pressure is changed

Low cost, simple to use, adapta-
ble/ false positives

Pull-tabs—alarm sounds when tab
is pulled from device

Low cost, small size, simple to
install, adaptable, tethers to a
small confine/ triggering
devices easily removed,
restrictive, false positives

Door—alarm sounds when moni-
tored door is accessed by tagged
person

Well-established, easily audible,
installable on interior and
exterior doors, nonrestrictive
to locomotion/high cost,
battery-powered identifica-
tion tag required, installation
may be difficult, loud audible
alarms may be distressing,
caregiver response may be
inconsistent or absent, may be
ignored or disarmed

Optical—activates lights via infra-
red, when monitored door is
accessed

Low cost, small size, simple to
install, adaptable, unobtru-
sive, long spatial working
range/false positives

Video monitor: alert runs continu-
ally or activated by trigger

Real time feedback, established
technology/confined coverage
area, privacy issues

(continued)
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Goals of Wandering-specific Care

As we have characterized them, universal goals of
wandering-specific care are those applicable to all
wanderers, aimed at optimizing wanderer health,
safety, well-being, and freedom of mobility within
formal and informal dementia care settings. Our
patient-specific goals are those more immediately
responsive to the nursing care needs of individuals.

Our elopement prevention goals catalogue a range
of actions of varying levels of restrictiveness to
wanderer mobility (monitor, accommodate, reduce,
redistribute, track, restrain, retrieve), actions imple-
mentable in concert with patient-specific goals of care.

Wandering Interventions

To our knowledge, Table 3 organizes wandering
management strategies more inclusively than else-
where published. Strategies organized within the
interpersonally-mediated construct involve a direct
interaction between a caregiver and a wanderer, for

example, a caregiver’s verbally redirecting or distract-
ing a wanderer, escorting a wanderer back to a super-
vised setting, applying contingent reinforcement,
and other approaches. Technologically-mediated
strategies involve a device or design interface
with a wanderer and/or others, for example, a
wanderer’s encounter with a system that secures exit
doors to wanderers only or tethers a wanderer to a
pull-tab alarm. (Technology is broadly defined here
to include ‘‘everyday,’’20 low- and high-tech and
single and integrated approaches.) Policy-mediated
interventions include organizationally prescribed
procedures such as wandering-specific admission
screening and care planning. The relative advantages
of the many strategies included in Table 3 receive
brief comment; however, efficacy, reliability, adapt-
ability, simplicity, and acceptability of usage includ-
ing to wanderers themselves are key considerations.
An ideal strategy does not limit nonwandering beha-
vior or lead to harm or distress in the patient or the
caregiver, involves little caregiver training or involve-
ment, and is relatively inexpensive.21

Table 3. (continued)

Strategies and Sub-
strategies (scaled 1-4,
low to high mobility
restrictiveness)

Elopement Preven-
tion Goals; Mechan-

ism of Effect

Targets of
Behavioral

Change Examples Advantages/Disadvantages

Constructs

Technologically-mediated Interventions

Radio frequency iden-
tification device
(RFID)-1

Monitor/track; elec-
tromagnetic
energy

Caregiver Wanderer wears a tag emitting sig-
nals; a sensor tracks locomotion
to software, eg, real-time locating
systems

Compact, real time feedback/
high cost/some interference
with other electronic devices,
ethical concerns, operational
indoors only

Global positioning
system (GPS)-1

Track; satellite, digi-
tal wireless net-
work and the
Internet

Wanderer location tracked via inte-
grated systems, eg, Mobile Loca-
tor, Project Lifesaver,
videophones

High cost, ethical concerns,
wanderer must carry a signal-
ing device, operational out-of-
doors only

Advanced, combined
systems-1

Monitor/track; mul-
tiple, integrated
technologies

Caregivers,
others
including
community
personnel

Integrated technologies alert to
specified behaviors, eg, ‘‘inte-
grated monitoring systems’’

Multipurpose, high level of dis-
cernment between wanderer
and non-wanderer/high cost,
installation highly complex

Policy-mediated Interventions
Standardized

procedures
Wanderer assessment/

screening-1
Contain/monitor,

published
directives

Paid caregivers Assessment instruments, behavior
logs

Adherence may be absent, par-
tial, or inconsistent

Scheduled location
checks-1

Scheduled location checks

Missing patient pro-
cedures-1

Retrieve; published
directives

Lost resident plans, door alarm
drills/checks, incident reports,
others

Elopement response policies
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Estimated Elopement Risk Magnitudes

The dementia-compromised status of wandering
behavior22 largely accounts for its problematic
nature, that is, its associated risk of harm. For

example, losing one’s way exterior to care or getting
lost in familiar or unfamiliar environments is pre-
dicted from distractibility, impulsivity, and executive
function problems.23 Risk in a health care context
refers to any external factor or characteristic of an

Table 4. A Framework for Managing Wandering and Preventing Elopement

Wandering Beha-
viors (Domain I)

Elopement
Risk Mag-

nitude
Estimates

Elopement Prevention and
Patient-specific Goals

(Domain II)

Wandering Management Interventions (Domain III)

Interpersonally-
mediated Technologically-mediated Policy-mediated

Wandering
excessively

Low Contain, monitor, accom-
modate, redistribute,
reduce; increase moni-
toring, location checks,
decrease agitation,
reduce felt need to wan-
der, evaluate/adjust
medications, monitor
for toileting needs,
weight loss, malnutri-
tion, dehydration,
exhaustion

Engagement, diversion,
collusion, behavioral
modification, health
therapies

Sensory enhancement Wanderer
assessment,
risk screen-
ing, behavior
logs, sched-
uled location
checks

Wandering loco-
motion inter-
rupts necessary
activities

Low

Losing one’s way
indoors

Low-to-
medium

Verbal redirection; train
wanderer to travel
using same route
every time

Environmental design and
cueing

Wandering loco-
motion tres-
passes into off-
limits or hazar-
dous area or
beyond area of
mastery

Medium Redirect using verbal
and nonverbal cues,
behavioral modifica-
tion, structured activ-
ity programs, and
wandering registry

Alert/alarm systems; barri-
cades/locks/subjective
exit barriers: mirror,
mural, door and floor
camouflage, environ-
mental design and
cueing

Wandering during
the night

Allied and alternative
health therapies

Alert/alarm systems, sur-
veillance through video,
RFID or combined
techniques; locks, lock-
ing systems

Stating intent to
leave

Contain, monitor, redistri-
bute, reduce, track;
diversion, conceal cues
for leaving, eg, hide car
keys

Redirect using verbal
and nonverbal cues,
intensified
supervision

Subjective exit barriers Lost resident
plans, door
alarm drills/
checks

Preparing to leave Contain, monitor, redistri-
bute, reduce; heighten
monitoring, increase
location checks,
decrease agitation,
reduce felt need to exit,
alert responsible parties
to emergent or heigh-
tened exiting-referenced
behavior

Exit door lingering
and testing

Medium-
to-high

Seeking means or
opportunity to
exit

Alert/alarm systems, sur-
veillance through video,
RFID or combined
techniques; locks, lock-
ing systems, physical
restraint

Unauthorized
exiting

High Contain, monitor, restrain;
promptly respond to
alert/alarms

Incident reports

Eloping, loosing
one’s way exter-
ior to care; get-
ting lost

Adverse
event

Track/retrieve; promptly
recognize elopement,
quickly locate and
return wanderer to
supervised care setting,
assess health status

Wandering registries,
local or state police,
search and recovery
mission

GPS

Abbreviations: GPS, global positioning system; RFID, Radio frequency identification device.
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individual patient that influences the potential for
harm.16 One scholar conceptualizes wandering-
related risk as ‘‘a potential that something might
happen that remains present until it happens;’’ a
phenomenon influenced by type of wandering loco-
motion, environmental factors, and caregiver know-
ledge.24 To assign global estimates of relative risk
for a wandering-related elopement event, we have
operationalized aspects of this theory, using the
perimeter transgression criterion described below.
Given the lack of predictability in wandering beha-
vior, and the continuing nature of related risk, such
an enterprise is in itself risky, and we believe un-
precedented. However, mobility goals cannot be
responsibly achieved absent a consideration of how
risk levels and individual wanderer needs and rights
coincide. (Additional, specific types of wandering
risk [eg, falls] also bear consideration; however, risk
of an elopement event is the exclusive focus here.)

We have estimated elopement risk magnitudes
using a broad ‘‘perimeter transgression’’ criterion.
For example, of 3 behavioral constructs discussed
(wandering, exiting-referenced, and unauthorized
exiting behaviors), the unauthorized exiting con-
struct merited a relatively higher magnitude of elope-
ment risk, based on the behavior’s transgression of a
care setting’s perimeter boundary, that is, that built,
architectural feature separating interior supervised
areas from external, nonsupervised areas. The
exiting-referenced construct merited a medium elo-
pement risk, given occurrence in proximity to peri-
meter boundaries and/or in reference to the act of
exiting. Wandering in random, lapping, or pacing
patterns was evaluated at the lowest overall elope-
ment risk because as defined, the behavior may
transgress temporal or spatial/geographical bounds
within dementia care settings but does not transgress
or threaten to transgress a built perimeter boundary
(Table 4). Yet, a subset of these (wandering intru-
sively, nocturnally, beyond mastery) bears a higher
risk potential due to a concomitant decrease in avail-
able caregiver oversight. It is critical to note that sug-
gested risk estimates are anecdotally rather than
empirically supported. To reiterate, pending verifica-
tion elopement risks must be evaluated within the
context of personal knowledge and individual assess-
ment of each person with dementia who wanders.

Framework Implications

Combining framework concepts with knowledge of
progressive dementing processes can powerfully
focus choice of wandering management and

elopement prevention strategies, as the following
example illustrates: on one hand, behavior modifica-
tion, a technique useful to instill learning in healthy
humans, achieves its effect by applying contingent or
differential reinforcement to persons with dementia
who wander; on the other hand, subjective exit bar-
riers exploit the known cognitive and perceptual def-
icits of wanderers. Given the promising evidence for
subjective exit barrier effectiveness in reducing or
eliminating exit-seeking9 and results more equivocal
for contingent reinforcement in dementia,25,26 stra-
tegies matched not to health but to dementia models
appear more promising. Combining informational
sources also implies the value of targeting caregivers
or cognitively intact others in lieu of wanderers,
and/or, of circumventing ‘‘wandering stakeholders’’
altogether, focusing instead on modifying the
dementia care environment. The framework addi-
tionally highlights the steps of health care decision
making, namely, delineating problems, assigning
goals, implementing strategies, and ultimately, asses-
sing and revising strategies.27

Framework Limitations

The framework emphasizes the problematic and
interventional aspects of wandering-specific care
over a more holistic approach; however, we compre-
hensively address wandering best practice else-
where.28 The framework intentionally excludes
potentially benign or beneficial wandering behaviors,
such as ‘‘foraying.’’9 Whether some types of wander-
ing benefit wanderers and ought to be encouraged
or at least permitted in safe surroundings is an
unresolved issue of continuing debate. However,
the framework recognizes the exercise29 and self-
determination benefits of personal mobility.30

Although wandering management strategies—in one
modified form or another—are potentially applicable
across multiple wandering types, the framework’s
structure does not depict this. Structural and space
limitations similarly disallow framework inclusion
of dual (elopement prevention and research metho-
dology) applications of certain technologies, for
example, video cameras and signal-transmitting sys-
tems,31,32 and inclusion of very low-tech approaches,
such as having wanderers wear a nametag. Certain
high-tech solutions such as pervasive and proactive
computing systems are not acknowledged due to
their broad applicability beyond wandering interven-
tion. A further critical limitation of this work is the
lack of robust evidence to recommend any one non-
pharmacological wandering management strategy
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over another. There is some evidence, although of
poor quality, for the effectiveness of exercise, provid-
ing multisensory environments14 and subjective exit
barriers.17 Otherwise, the literature supports non-
pharmacological approaches as working as well as
drug treatments33 and highlights the ethical dilem-
mas attached to the use of certain strategies, such
as tracking and tagging devices.34,35

At least 3 additional caveats bear mention. First,
some wandering behaviors, while not immediately
harmful or an obvious source of potential danger
or elopement risk, nonetheless warrant clinical
attention either because of implied meanings (eg,
unmet needs) or in relation to delayed or cumulative
negative outcomes (eg, weight loss). Despite limited
evidence for benefits (improved fitness) of wander-
ing36 and speculation regarding its satisfying func-
tions, no wandering behavior should be dismissed
as wholly benign, beneficial, or trivial.

Wandering is a dementia-related locomotion syn-
drome uniquely shaped and determined by personal
drives and meanings and also by certain (as yet barely
understood) environmental conditions.37,38 Despite
wanderers’ sometimes articulating personal drives
or destinations, possible motivations should none-
theless be considered for their overall implications
for wanderer health, comfort, and well-being. Third,
some kinds of wandering may lead to exiting, others
may not. Exit-referenced behaviors described herein
are similar to those reported by Rader and col-
leagues,39 who coined them ‘‘agenda behavior’’
because they appear to reflect an intention to leave.
Although common among wanderers,14 they may not
entail walking or wandering itself. Direct association
between these behaviors and actual unauthorized
exiting has not been studied, but a consequent
increased risk for exiting is anecdotally supported.

Although exiting may result from wandering,
such events may also occur for unrelated reasons.
Knowledge about wandering in proximity to exit
doors or windows, and thus defined by us as a
high-risk activity, is limited. Relationships between
elopement and exiting-related behaviors and
unauthorized exiting are largely anecdotal, requiring
further study. In our experience, exit-related beha-
viors tend to escalate over time and may serve as early
clues of intention. However, wanderers and non-
wanderers alike, and wanderers engaging in see-
mingly benign to more overtly exit-referenced beha-
viors have been known to exit without expressing
prior intent.

Caveats aside, knowledge of wandering’s mani-
fold expression, inherent risks, and available safe-
guards are fundamental to responsible and humane
care. Despite limitations, our framework provides a
starting point for tailoring a specialized program of
wandering-specific care. The framework may also
have value to (1) provide a context for evaluating
outcomes of a wandering-specific programs of care;
(2) develop risk intervention protocols, policies, and
procedures; (3) guide development of wandering
practice training initiatives; (4) facilitate informed
consumerism of wandering intervention devices and
technologies; and (5) suggest testable hypotheses.

Future Research Directions

Given current knowledge gaps and the seriousness of
outcomes involved, rigorous evaluations are needed
of current, novel, and emergent wandering man-
agement and elopement prevention strategies for
effectiveness and user satisfaction including that of
wanderers.9 Additional research foci of clear value
include (1) associating specific wandering behaviors
and outcomes, (2) evaluating wandering manage-
ment strategies on a dementia stage–specific basis,
(3) identifying clinical indicators of problematic
wandering behavior, (4) building frameworks addres-
sing wandering-related risks such as sleep and nutri-
tional deprivation, and (5) testing and refining
wandering policy templates for their relationship to
patient outcomes.

Conclusion

In the daily round of practice, caregivers are tasked
to safeguard persons who wander against elopement
while supporting their mobility rights and needs. To
minimize risks of harm and to encourage the use of
preventive measures, we have provided a framework
to facilitate choice of wandering management strate-
gies. We join at least 2 other investigative teams40,41

in this effort. Our work differs from theirs in scope,
in a specific elopement focus and application of goals
of care rationales. (Our predecessors applied ‘‘wan-
dering causality’’ rationales, rejected by us due to the
speculative nature of such rationales.) Refinement
and revision of our framework is needed, especially
as new, improved, and validated wandering manage-
ment strategies emerge. We encourage the critique
and suggestions of others.
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