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Patients who wander intrusively, seek egress, scream
continuously, refuse to eat or drink, resist care, throw
themselves on the floor, scratch or pick holes in
themselves, or are sexually aggressive often require
intervention to prevent harm to themselves or others.
Nursing home psychiatrists frequently are asked to see such distressing patients in the hope that

medication can be given to alleviate the problem behavior. Such behavioral problems do not

readily fit into diagnostic categories for which there are pharmacologic treatments with FDA-

approved indications, and “off-label” prescribing is the expected norm. Experienced geriatric

psychiatrists, however, recognize the limitations of pharmacotherapy, and in many cases may

prefer to recommend behavioral or environmental interventions. Long-term care consultants
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Upon completion of this activity, participants should be able to:

• Discuss the multi-factorial components that contribute to wandering.
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• Discuss the role of staff and family in developing goals to work with 
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sexual disinhibition.
• Explain the advantages and disadvantages of pharmacologic 

interventions for sexual disinhibition.
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B E H A V I O R

Psychiatric consultations are often requested when patients with dementia develop
wandering, pacing, restlessness, or other abnormal motor behaviors. These symptoms have
not been as well studied as the cognitive deficits of dementia. Treatment strategies largely
consist of behavioral management techniques, with psychotropic medications often having
little to no therapeutic benefit.1,2,3 Wandering, in particular, leads to significant emotional
distress for caregivers, with both financial and safety consequences. As a result, this
symptom has received increased attention in the research literature over the past three to
five years. 

Wandering, in the form of elopement from a safe home or institutional environment, is a
risky and potentially life-threatening behavioral symptom of dementia. Wanderers often
leave “on foot,” but might also find other means of transportation. Depending on the level
of their cognitive status, they might become lost and disoriented, unable to ask for
assistance or to find their way back home. They may be harmed by inclement weather or
vehicular traffic. They may miss crucial prescribed medications, fall on treacherous
terrain, or be exposed to other dangerous features of the environment. The frightening
aspect of this for families and caregivers is that once wandering starts, it often continues. 

What Causes Wandering? 
It is unclear what initially prompts wandering. The cause is often multi-factorial, including
components of anxiety, agitation, restlessness, and disorientation. Other causes might
include depression or psychosis. Medical illnesses (e.g., infection, dehydration, or
metabolic disturbances), pain or discomfort, medication side effects (e.g., akathisia
secondary to neuroleptics or anticholinergic side effects of medications), and Sundowning
Syndrome all can be associated with wandering. Disorientation, with the person’s inability
to recognize familiar people, their home environment, or familiar objects, might lead to
wandering. In addition, regression (e.g., believing that they still work or have children to

By Douglas A. Kalunian, M.D. 
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Preventing Wandering 
• Install warning bells or wander-prevention monitoring 

devices above doors and windows that signal when a 
door or window is opened. 

• Locks on doors should be used with caution, given the 
risk of fires or other emergency situations. Note that 
some wander-prevention devices can automatically 
lock doors when a person wearing the special bracelet 
approaches. Slide bolts at the top or bottom of doors 
can be used. A simple change in a door latch might be 
all that is needed. 

• Loosely cover doorknobs so that turning becomes more
difficult.

• Cover doors with curtains or removable screens.
• Place a pressure-sensitive mat at the door or at the 

person’s bedside that sounds an alarm when activated.
• Camouflage doors by painting them the same color as 

the walls.
• Consider bean bag chairs, recliners or geri-chairs for 

sitting, as people often require assistance in rising 
from them.

• Consider one-on-one, round-the-clock supervision.
• Limit the availability of alternate modes of elopement. 

Hide car keys and bus or metro tokens. 
• Place hedges or a fence around the yard or patio, 

placing locks or other mechanisms on the gates to 
make elopement more difficult.

• Use safety gates to limit access to stairs or to the 
outside. 4,5,6

Making The Residential Environment 
More Recognizable 

• Reorient, comfort, and reassure against any confusion 
or disorientation, especially if the patient has recently 
moved to a new facility.

• Place night lights throughout the facility.
• Develop a safe environment (e.g., enclosed patio) for 

wandering (inside or outdoors) while still being 
observable by others. 4,5,6

Discouraging the Desire to Leave
• Place a dark-colored mat in front of the door. It may be

perceived as a hole and crossing it is usually avoided.
• Offer reassurance when the person feels lost, 

abandoned, or disoriented.
• Encourage movement and exercise to reduce anxiety, 

agitation, and restlessness.
• Encourage daily productive activity (e.g., folding 

laundry or preparing dinner).
• If wandering occurs at a consistent daily time, try to 

identify its cause and distract the individual with 
another activity during that time.

• Keep pocketbooks, wallets, and glasses out of 
immediate reach so that the person will ask for these 
items before attempting to leave the facility.

care for) can also prompt wandering, with the patient
asserting that they have some personal or work-related
deadline to meet. Most often, they simply want to “go
home.” 4,5

Early Placement and Treatment in Long-Term 
Care Facilities
Wandering often plays a key role in a family’s decision to
place a loved one in some form of institutionalized setting
to ensure “safety.” The placement is usually considered
“premature,” since the patient would otherwise not require
increased supervised or skilled care. Once placed, the
tendency to wander usually persists and may increase
during the initial transition. Medications are often
prescribed in order to treat the associated anxiety.  

However, medications may have a minimal direct effect on
the patient’s tendency to wander and increase the risk of
falls as a result of sedation, unsteady gait, or orthostatic
hypotension. Provisions of the OBRA regulations regarding
the use of antipsychotic medication prohibit their use for
wandering when it is the sole indication. Yet, antipsychotics
can be used to treat wandering that is part of a broader
behavioral syndrome with other psychiatric symptoms for
which these medications would be indicated.

In a retrospective study of 2,487 physically frail older
residents (including 1,836 patients with dementia) in more
than 100 long-term care facilities, Bartels, et al. found that
43.5 percent of the patients with dementia had some form
of agitation (without depression). Agitation was defined in
the study as: wandering, pacing, restlessness, inappropriate
disrobing, or verbal outbursts.1 More than two-fifths of the
patients with dementia plus agitation-alone received no
psychotropic medications. However, this group also had the
“highest use of physical restraints among all subgroups and
suggested the need for other, more appropriate and
effective psychiatric treatment.”   

In a case-review article on options for the treatment of
behavioral disturbances in dementia, Lantz noted that no
one type of psychiatric medication is more effective than
others for the treatment of behavioral disturbances in
dementia. However, she suggested that medication
treatment should be considered when symptoms cause
distress or pose a danger. Medications should be targeted at
the underlying psychiatric symptoms considered to be at
the root of the behavioral symptom (e.g., anxiety,
depression, psychosis). 1,7

Behavioral and Environmental Tips for Wandering
The Alzheimer’s Association offers tips for both clinicians
and families in treating or reducing the risk of wandering
behavior in patients with dementia. The clinical literature
also offers strategies for clinicians and institutions. 4,5,6

April 2004The CLINICAL VIEW Geriatric Psychiatry in Long-Term Care
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On the answer form located on the next page, please circle the letter that
corresponds to the single most appropriate answer for each of the
following questions.

The deadline to receive credit is one calendar year from the date of
publication. A CME Certificate will be sent to you, should you earn a
passing grade of at least 70 percent.

1. When dealing with a sexually disinhibited patient, a nursing home
psychiatrist must:

A. Isolate the patient from other residents
B. Prescribe a neuroleptic
C. Engage a range of staff in the consultative process
D. Recognize the behavior will eventually subside without intervention 

2. A factor not commonly associated with wandering in nursing home
residents is:

A. A need to escape
B. A medical illness
C. Psychosis
D. Sleep apnea

3. According to research estimates, the percentage of nursing home
residents who are persistent screamers reaches:

A. 15 percent
B. 28 percent
C. 33 percent
D. 35 percent

4. Sexual disinhibition in nursing homes often is related to:
A. Frustration
B. Agitation
C. Depression
D. Dementia

5. The category of drug that might be appropriate to use to treat
wandering when it is part of a broader behavioral syndrome is:

A. SSRIs
B. Beta blockers
C. Antipsychotics
D. Sedative-hypnotics

6. When treating depression in dementia, the type of medications to 
avoid is:

A. Medications with anti-cholinergic side effects
B. SSRIs
C. Tricyclic antidepressants
D. Dual-action antidepressants

7. The prevalence of inappropriate sexual behavior associated with
dementia in nursing home patients is:

A. 1 to 5 percent
B. 2.9 to 15 percent
C. 5.7 to 12.3 percent
D. 3 to 20 percent

8. One intervention to discourage a patient from leaving a nursing home
might be to:

A. Camouflage doors by painting them the same colors as the walls
B. Encourage daily productive activity
C. Place night lights throughout the facility
D. Install safety gates to limit access to the outside 

9. In establishing a safety network to protect a patient who is a persistent
wanderer, caregivers should:

A. Use signage to shift the wanderer's focus
B. Develop a safe environment
C. Loosely cover doorknobs so that turning becomes more difficult 
D. Survey the neighborhood and identify potentially dangerous areas

10. A wanderer who is placed in a nursing home for the first time 
will likely:

A. Increase elopement
B. Stop wandering
C. Continue to wander
D. Encourage other wanderers
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List factors that cause screaming.

Discuss the initial assessment for screaming.

Describe appropriate therapeutic options to 
alleviate screaming.

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Comments: 

Personal Information/Evaluation/CME Self-Assessment Test Answer Form April 2004



Volume 2, Issue 3

Practice Management
• Billing for Your Nursing Home Practice
• Insurance Issues in Nursing Home Practice
• New Venues of Assisted Living

Volume 2, Issue 4

Eclecticism in Nursing Home Psychiatry: Using Your Whole Bag of Tricks
• Psychotherapy in the Nursing Home
• Dealing with Difficult Personality Disorders
• Behavioral Interventions

American Association for Geriatric Psychiatry
7910 Woodmont Avenue, Suite 1050
Bethesda, MD 20814

Upcoming Issues of The Clinical View: Geriatric Psychiatry in Long-Term Care


