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INTRODUCTION

Alzheimer’s Disease and Wandering. Alzheimer’s Dis-
ease (AD) is a growing public health concern. Cur-
rently, more than 5 million people in the United States
have been diagnosed with AD (Alzheimer’s Associa-
tion, 1998). Incidence of AD increases dramatically
with age; 10% of people older than age 65 develop the
disease, and more than 47% of those over 85 are
affected (Evans et al., 1990). By the middle of the 21st
century, it is estimated that over 14 million people in
the United States will have the disease (Alzheimer’s
Association, Public Policy Committee, 1997; U.S.
Bureau of Census, 1990).
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A partnership initiated by an Alzheimer’s
Association (AA) chapter and police departments
in 11 New Jersey counties sought to increase
enrollment of people with Alzheimer’s disease
(AD) in a national registration program and
expand community AD outreach efforts by
training police officers about potentially danger-
ous wandering behavior in people with the dis-
ease. During the first 4 months of the program,
almost 3,000 police officers learned how to
reduce dangerous wandering behavior in people
with AD, to make referrals to the national
registration program, and to conduct Alzheimer
outreach programs in their communities. Police-
sponsored AD community outreach programs
increased dramatically, as did enrollment in the
national registration program. The authors pro-
vide a rationale for health education partner-
ships with police officers, describe the role of
theory in the design, implementation, and eval-
uation of the officer training program, discuss the
initiative and its impact, and offer recom-
mendations for future programs and related
research.
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The cause of this progressive, degenerative disease
is unknown. What is known is that damage occurs to
nerve cells in the brain, resulting in the loss of cognitive
function, which affects one’s ability to think, reason,
and remember. To date, no medication can reverse the
progression of the disease, and there is no cure. The
stages and symptoms of the disease have been well doc-
umented (Alzheimer’s Association, 1996).

One behavior frequently manifested in people with
AD is wandering. Although pacing or aimless move-
ment in itself is not dangerous, people with AD may be-
come disoriented and easily lost, even in their own
neighborhoods. In fact, as many as 70% of those with
the disease wander and may be unable to find their way
home (Flaherty & Raia, 1994). Because wandering oc-
curs so frequently in people who are cognitively im-
paired, it can become a serious problem. Reducing dan-
gerous wandering behavior is important, because
almost 75% of those with AD live at home with family
members where constant supervision may not be
possible.

When people who are cognitively impaired wander,
they often are unable to remember their names or where
they live (Flaherty & Raia, 1994). Because long-term
memory may remain when short-term memory no lon-
ger functions, a person may wander to a former job or
childhood home. The remembered destination may be a
great distance from his or her current residence
(Koester, 1995). In most cases, wandering takes place
on foot, but individuals with AD have driven as far as
300 miles from home (Safe Return, 1996). Wandering
is dangerous, because people with dementia may lose
the cognitive ability to remember to eat, drink, or pro-
tect themselves from extreme weather. When an AD
person wanders and is not located within 24 hours, that
individual has only a 50% chance of surviving expo-
sure, dehydration, or both (Koester, 1995).

To compound the problem, there are few, if any, ef-
fective community-based wandering management pro-
grams. A national registration program for individuals
with AD has been developed to prevent wandering
from becoming a life-threatening behavior (Koester,
1995). Although some communities may develop their
own local citizen registration programs, Safe Return is
the only national registration program specifically de-
signed to help those with AD who wander and become
lost (Safe Return, 1996). Further, a local program may
be effective only if the individual who wanders remains
in the community.

The Safe Return program is a national registry run
by the national Alzheimer’s Association (AA) and par-
tially funded by the U.S. Department of Justice. It helps
identify, locate, and return to safety memory-impaired
individuals who become lost. The registry includes the
names of memory-impaired individuals, their photo-
graphs, identifying characteristics, additional medical
diagnoses, related medications, and emergency contact
information.

Registration in the Safe Return program has in-
creased the speed with which AD wanderers are found,
and the program has curtailed the negative conse-
quences of wandering (Silverstein, Salmons, & Flaherty,
1996). When a program participant is reported missing,
Safe Return faxes identifying information and a photo-
graph of the participant to law enforcement officials
and local chapter offices of AA throughout the country.
The Safe Return program has access to 17,000 law en-
forcement agencies and more than 206 community-
based AA chapters.

Registered individuals can be identified immedi-
ately by identification labels or jewelry inscribed with
their first name, the statement “memory impaired,” and
the 24-hour, toll-free Safe Return crisis telephone num-
ber. When a wandering Safe Return participant is
found, police officers call the crisis number, and the
Safe Return program then contacts the caregiver. Safe
Return minimizes the potential dangers of exposure,
starvation, injury, and anxiety to which wanderers are
susceptible. The program also increases the speed with
which wanderers are returned to the familiarity of their
own homes (Safe Return, 1996).

Safe Return registration for AD individuals can be
initiated by a family member, health professional, or
police officer by completing the simple registration
form and forwarding it, along with a one-time registra-
tion fee, to the AA chapter (scholarships waiving the
$25.00 fee are available from chapters upon request).
Individuals may also register by contacting the national
Alzheimer’s Association. The national registry pro-
vides updated registration information to chapters on a
monthly basis.

All chapters are required to provide 24-hour Safe
Return on-call access. The national registry notifies lo-
cal chapters each time the Safe Return program is ac-
cessed to help locate or identify a person with Alzhei-
mer’s disease. Safe Return applications are routinely
included in all outgoing informational packets sent by
chapters.
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When any person is reported missing, all police de-
partments have access to the National Crime Informa-
tion Computer System (NCIC) (R. Steinel, personal
communication, April 21, 1996); however, the police
database does not have preexisting information to iden-
tify people who are lost. In addition, NCIC does not
provide information on family members, nor is it able
to provide identifying information on someone with de-
mentia who has been found. These components of the
Safe Return program database are especially important
when dealing with cognitively impaired individuals
who may not be able to identify themselves, their ad-
dresses, or their caregivers.

Although Safe Return can provide a life-saving ser-
vice, nationally fewer than 2% of those cognitively im-
paired are registered in the program (Silverstein,
Salmons, & Flaherty, 1996). Chapter efforts to educate
communities about the value of Safe Return have met
with limited success. Health education efforts to ex-
pand the use of this service have the potential to in-
crease the safety of people who have AD, provide care-
givers with an important support system, and enhance
the overall quality of life in the community.

BACKGROUND

Partnering with Police Officers. There are many possi-
bilities for partnerships between health educators and
police officers. Both professions share a common goal
to improve the well-being of the communities in which
they work. By law, police officers are required to main-
tain order and provide neighborhood-based services 24
hours a day. Adams and Nelson (1995) suggest that
police officers play an important role in maintaining the
quality of life within a community.

The concept of community policing began in 1950.
This new approach encouraged police and community
members to form partnerships, not only to prevent
crime but also to foster communication and under-
standing between the police and residents. Community
policing sought to improve people-to-people relations
(Bradstatter & Radelet, 1968). The role of police offi-
cers has more recently been expanded to include part-
nering in public health initiatives. Police interventions
have been effective in reducing teen substance abuse
(Englander-Golden, Jackson, Crane, Schwarzkopf, &
Lyle, 1994; Mislak & Evans, 1994), increasing chil-
dren’s bicycle helmet use (Cote et al., 1992), encourag-
ing victims of family violence to seek out community
resources (Buchanan & Perry, 1985), and empowering

elderly people to avoid victimization by criminals
(Zevits, Dcrim, & Gurnack, 1991). Alliances that em-
power citizens and prevent problems are advantageous
to both the police and the community (Fox, 1967). Po-
lice-community partnerships such as these can contrib-
ute to healthier communities by utilizing public health
education techniques.

As part of their responsibility to maintain order, law
enforcement officers are required to help locate and re-
turn people who become lost (Meadows, 1985). Since
the inception of community policing, police officers
have been encouraged to perform “maintenance of
peace and order and the protection of persons and prop-
erty” (Fox, 1967, p. 369). Recognizing that police offi-
cers are involved in finding lost persons, Alzheimer ex-
perts have sought their help in encouraging families to
register individuals with dementia in the Safe Return
program (Mace, Whitehouse, & Smyth, 1993).

Increasing the health education skills of police offi-
cers can positively impact the lives of people who have
AD. Given their presence and role within the commu-
nity, police officers are uniquely poised to provide
valuable assistance to people with dementia and their
caregivers by suggesting techniques for managing dif-
ficult behaviors. Police can also provide information
about how to make a home more secure by using dou-
ble-bolt doors or childproof knobs (Flaherty & Raia,
1994). Family members are often willing to follow the
suggestions of police officers, particularly when the
suggested action can help safeguard a person with AD
(Safe Return, 1996).

Training officers are key community contacts for
health educators who are interested in building police
officer-health education partnerships. Although previ-
ous police and public health initiatives have been suc-
cessful (Englander-Golden et al., 1994; Mislak & Ev-
ans, 1994; Cote et al., 1992), it may be difficult for a
health educator to establish credibility within the police
environment. Based on previous studies, police officers
tend to associate almost exclusively with other police
officers, and they consider everyone external to the po-
lice community as outsiders (Klyver & Reiser, 1980).
Effective training in a closed society such as law en-
forcement requires that groups who are respected by
police officers reinforce the training program. A survey
of law enforcement personnel (Lurigio & Skogan,
1994) found that police training officers are viewed by
other officers as role models.

As their responsibilities expand, police officers re-
ceive most new information and learn new skills
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through departmental training programs. It is the train-
ing officer who has the responsibility to design, iden-
tify, implement, and coordinate training programs for
fellow police officers. When training officers have an
opportunity to link with health educators in developing
new training programs, there is an even greater poten-
tial for behavior change.

The following sections explore the short-term ef-
fects of a police officer/AD education initiative pro-
vided by the northern New Jersey chapter of the AA
and police departments. The authors describe the con-
text, design, implementation, and impact evaluation of
the health education-driven AD training for police offi-
cers. To our knowledge, this is the first documented
health education/police officer partnership addressing
AD management.

THE STATEWIDE INITIATIVE

In January, 1997, New Jersey’s state attorney gen-
eral announced his plan to mandate AD education as
part of training for all new police recruits. However,
this education program was not mandated for law offi-
cers already on the job (veteran police officers). To ad-
dress this gap, New Jersey law enforcement officials
and the AA joined forces to provide New Jersey police
officers with voluntary training about AD and the Safe
Return program. The long-term goal of this initiative
was to lower the incidence of AD-related injuries and
death within New Jersey communities by reducing dan-
gerous wandering incidents among people with
dementia.

The state attorney general and the AA held a press
conference to announce the statewide initiative to en-

courage AD training for both veteran police officers
and new recruits. That same day, standardized packets
of training materials were sent by the attorney general’s
office to all 611 New Jersey law enforcement agencies
(see Table 1). The same materials were also sent to all
New Jersey police academies. However, the new re-
cruit training would be done at police academies by cer-
tified police instructors in a 2-hour format that included
information about people with other disabilities, in-
cluding physical disabilities, mental retardation, and
mental illness.

Although statewide training of veteran police offi-
cers at the local level was voluntary, the attorney gen-
eral underscored the importance of the training pro-
gram during television and radio coverage of the new
policy announcement. These mass media messages em-
phasized that police officer AD training could reduce
injury and death in cognitively impaired individuals by
reducing wandering incidents (through Safe Return
registration) and by using more effective search-and-
rescue procedures.

To promote the training, about 1 month after the at-
torney general’s announcement, New Jersey AA chap-
ters encouraged police department participation in the
voluntary training program at a statewide meeting of all
New Jersey chiefs of police. Alzheimer chapters in-
formed the chiefs that training officers could provide at
least minimal training to all law enforcement personnel
by using the 12-minute Safe Return video developed
specifically for “roll call training” at the beginning of
each shift.

Each of the AA chapters proceeded with implemen-
tation of the police training based on their staff avail-
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TABLE 1
Mailing to 611 New Jersey Law Enforcement Agencies

Materials Sent to Law Enforcement Description of Materials

A letter of support from the attorney general Recommended in-service training by local Alzheimer chapter
representatives or police-training officers

1-hour lesson plan Developed by Alzheimer’s Association local chapters and approved by
the attorney general

“Victim, Not Criminal” Alzheimer Illustrates problem behaviors exhibited by people with AD and potential
association booklet police actions for each behavior

“Safe Return” video, 12 minutes Depicts search and rescue methods and how to use Safe Return to help
identify or locate people with dementia

Plastic laminated wallet cards (one included Lists helpful communication techniques and the toll-free number for
for every police officer in New Jersey) Safe Return



ability. An analysis of the statewide initiative involving
the training program for all New Jersey chapters is be-
yond the scope of this paper. This article focuses on the
northern New Jersey chapter’s training experience. The
northern chapter was the only chapter to involve a
health educator in the design, implementation, and
evaluation of the police- training program. The first au-
thor worked as a health education consultant for the
chapter; her primary responsibility was to implement
this statewide initiative for the chapter. The statewide
AD training program was modified to incorporate basic
health education theories and principles.

THE NORTHERN NEW JERSEY TRAINING PROGRAM

The northern New Jersey chapter of the AA
(NNJCAA) serves about 83,350 people with AD in the
state’s 11 northernmost counties (Evans et al., 1990;
U.S. Bureau of the Census, 1990). Therefore, veteran
police officers in these 11 counties were identified as a
priority audience for AD training.

To measure the impact and the long-term injury and
death prevention outcomes of the program, NNJCAA
added two short-term objectives to the state’s goals.
These objectives were to increase both police officers’
AD community outreach activities and registration in
the national Safe Return program by encouraging po-
lice officers to recommend Safe Return registration to
family members of people with dementia.

The preliminary training initiative ran from Febru-
ary 1 to June 1. One month after the original statewide
training packet was mailed by the attorney general’s of-
fice, the northern New Jersey executive director sent a
letter to the police chiefs of the 319 law enforcement
agencies in the counties served by NNJCAA. The pur-
pose of the letter was to confirm receipt of the
state-supplied materials, to offer on-site AD training by
the health educator, and to offer certificates of achieve-
ment to all police officers who participated in AD
training.

Each partner in this initiative had clear roles and re-
sponsibilities. The training officer in each local police
department promoted and set up the training, com-
pleted the evaluation instruments, and saw that re-
source materials were appropriately distributed to po-
lice officers and dispatchers. The health educator from
NNJCAA worked with the chapter to develop and de-
liver an expanded training program and resource mate-
rials, designed process and impact assessment instru-
ments, and provided positive recognition through

letters of commendation and certificates of achieve-
ment to police officers.

NNJCAA modified the lesson plan by adding role
play activities and search-and-rescue exercises. Re-
source materials using health education procedures and
theories to increase the likelihood of program success
were also provided. Training program activities and
materials were expanded to include (a) public speaking
information; (b) a one-page true/false post test; (c) role
play as a teaching strategy; (d) a two-sided information
sheet describing how to identify a person with dementia
and access the Safe Return program; (e) a one-page dis-
patch sheet (job aid) for police station-based dispatch-
ers to use when “talking” officers on the street through
the experience of dealing with elderly persons reported
as missing; (f ) certificates of achievement to be issued
by NNJCAA and signed by the department’s police
chief for all police officers who participated in AD
training; (g) letters of commendation to be sent by
NNJCAA to police officers each time they contacted
the Safe Return program for help in the identifying or
recovering people with AD; and (h) follow-up contact
by NNJCAA with family members of wanderers found
by police officers to (a) urge Safe Return registration
and to (b) encourage family members to express their
appreciation to the police officers who located the
wanderer.

Both training officers and veteran police officers
identified the information and dispatch sheet format as
a useful tool during the assessment phase. The AD in-
formation and dispatch sheets were then pretested with
veteran New Jersey police officers, several local police
department training officers, and New Jersey police
academy instructors to determine the clarity of the
step-by-step instructions and to make certain the guide-
lines fell within appropriate police protocol. The infor-
mational sheets were reviewed by the veteran law en-
forcement personnel, training officers, and academy
instructors and revised accordingly.

During the training, true/false pre- and posttests as-
sessed changes in police officer knowledge about AD.
Role play scenarios elicited officers’ knowledge and
demonstrated their ability to identify persons with AD
and to demonstrate the steps involved in contacting the
Safe Return program. Training officers were encour-
aged to forward the names of all police officers who
had completed AD training to NNJCAA so certificates
of achievement could be issued. This process helped
NNJCAA track the number of police officers who were
receiving AD training.
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Four months after the training materials were sent to
police departments by the attorney general’s office, a
17-item law enforcement training survey and cover let-
ter was mailed to each of the 319 training officers in the
11-county area. Training officers were asked if they
had initiated AD training as a result of the attorney gen-
eral’s initiative. If so, they were asked to provide the
number of police officers trained; the effectiveness of
the lesson plan, information sheet, and dispatch sheet in
increasing police officer knowledge about AD; the use
of Safe Return to identify and/or locate a person with
AD; and the number of community Alzheimer pro-
grams conducted by police officers. If they had not ini-
tiated AD training, the training officers were asked if
they intended to do so. In addition, training officers
were asked if their police departments used an alterna-
tive registration and identification system for
cognitively impaired individuals.

Theoretical Framework

Constructs of Diffusion of Innovation Theory (Rog-
ers, 1983) and Social Learning Theory (Bandura, 1977)
provided the foundation for the design and implemen-
tation of the police officer education program. Both
theories were used to anticipate possible barriers or re-
sistance to the voluntary training program by veteran
officers or local police departments and to suggest ef-
fective strategies to overcome these challenges.

Social Learning Theory explains behavior change as
the result of behavioral capability (knowledge and
skills), self-confidence; and positive outcome expecta-
tions. This theory assumes an interdependence among
the personal characteristics of the person whose behav-
ior is targeted for change, the attributes of the new be-
havior itself, and the environment or context in which
the new behavior is to take place.

To overcome these anticipated barriers, Social
Learning Theory behavior change strategies were inte-
grated in the design and implementation of the pro-
gram. The interdependence of the person, the behavior
and the environment where the behavior was to be per-
formed, behavioral capability, expectations, and
self-efficacy were interwoven into the fabric of the
training program. Role modeling, observational learn-
ing, and reinforcement influenced the design of the ob-
jectives, the content of the lesson plan, and the resource
materials.

Police training officers, who are seen as role models
by veteran police officers (Lurigio & Skogan, 1994),
were asked by NNJCAA to help implement the training

program. The training focused on knowledge acquisi-
tion, skill building, and environment modification. We
believed the behavioral capability and self-efficacy of
police officers in dealing with AD individuals would
increase through skill-building exercises in communi-
cation and search and recovery. Role-play situations
were utilized to provide an opportunity to model and re-
hearse effective communication techniques. Role-play
situations based on actual police encounters with AD
individuals were used to reduce officer uncertainty
about how cognitively impaired persons respond when
lost or in a stressful situation. Reflecting and paraphras-
ing statements of an AD individual, a technique used
effectively over the years by police to reassure victims
(Buchanan & Perry, 1985), was practiced. Search-and-
rescue exercises were included to increase police offi-
cer self-efficacy in these procedures. Police officers
both observed and practiced the special techniques
needed to locate wanderers. These exercises empha-
sized that a person with AD who is lost may not recog-
nize his or her name when called and he or she may
withdraw to a remote, inaccessible area rather than re-
spond to the calls of a search team. Throughout the
training, officers were encouraged to make every at-
tempt to shorten the length of time a person with AD
was lost by using aggressive search-and-recovery tech-
niques that would reduce the incidence of dangerous
consequences from wandering (Flaherty & Raia, 1994;
Safe Return, 1996). The information about search and
recovery supported the belief among police officers
that the new strategies would shorten the time a person
with AD was lost, thereby reducing the likelihood of in-
jury or death.

The wallet cards, police information sheet, dis-
patcher sheet, and lesson plan were created to increase
police officers’ communication skills, their sense of the
value of effective communication with persons with
dementia, and their sense of self-efficacy about use of
the new communication skills with persons with de-
mentia. The information and dispatch sheets provided
information about the disease, tips for communicating
with a person who has dementia, and step-by-step in-
structions for using the Safe Return program.

To make the on-the-job environment more condu-
cive to the new behavior, support materials were de-
signed to be portable. The information sheet was spe-
cifically formatted to be inserted by the officers into
their policy manuals. The wallet card and dispatcher
sheets were designed as job aids to be carried by offi-
cers and dispatchers, respectively, to reinforce the mes-
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sages presented during training and to facilitate the im-
plementation of the new behaviors on the street.

Reinforcement, a key Social Learning Theory con-
cept, was provided during and after training. Every
training exercise was followed by immediate feedback.
Each officer who completed the training program re-
ceived a certificate of achievement signed by the local
chief of police. Changes in police officer behavior,
such as early wanderer identification, quick action on
search and rescue, and use of the Safe Return program,
resulted in positive reinforcement by police chiefs, the
chapter, and family members. Letters of commendation
were sent by the NNJCAA to all officers who used Safe
Return when identifying or attempting to locate a wan-
derer who had become lost. Positive reinforcement was
intended to further strengthen an officer’s newly ac-
quired skills in dealing effectively with individuals
who might have dementia. In addition, the multiple
sources of reinforcement were designed to enhance the
environment in which police officers worked, thus in-
creasing the likelihood of their adopting and imple-
menting the new techniques.

As police officers began to use the new techniques,
they were encouraged to provide information about
Safe Return to community members. The officers were
provided with public-speaking tips and were asked to
discuss the dangers of wandering with family members,
seniors, and other professionals involved in search and
rescue.

At the same time, constructs of Diffusion of Innova-
tion Theory were used to design, implement, and evalu-
ate the program. Specifically, Diffusion of Innovation
suggested strategies to identify priority training audi-
ences, successfully promote the program among police
training officers, design a program that would be well
received by trainees, and interpret the results of the
chapter’s training initiative (Rogers, 1983).

The adoption rate of a new behavior within a social
system is dependent on five factors: the context in
which the change occurs, the change agent, the charac-
teristics of the innovation itself, the quantity and qual-
ity of communication about the innovation, and the
innovativeness of the adopter (Rogers, 1983, 1989).
The growing practice of community policing and an in-
creasing elderly population provide a timely opportu-
nity to initiate AD training for veteran police officers.
The innovative behavior (effective AD communica-
tion, early search-and-rescue action, and use of the Safe
Return program) was introduced to veteran officers
through highly respected, appropriate channels and

change agents, including the state attorney general,
chiefs of police, and training officers. Communication
about the innovation was provided frequently within
the time frame of the initiative, particularly within the
first 2 months. Law enforcement participation in inno-
vative activities depends upon the degree of depart-
mental support provided (Rosenbaum, Yeh, & Wilkin-
son, 1994). Media coverage and mailings followed the
attorney general’s announcement to each police depart-
ment. NNJCAA actively promoted the AD training op-
portunity during the next 4 months. In this intervention,
the state attorney general and chiefs of police provided
highly visible departmental support. Most people eval-
uate a new idea through the subjective evaluation of
peers who have already adopted the innovation (Rog-
ers, 1983). Police officers who had previous contact
with AD individuals served as social models for their
peers in the video and print materials and during the ac-
tual training sessions, whereby officers were encour-
aged to share their personal experiences.

In keeping with Diffusion of Innovation (Rogers,
1983) principles, the voluntary training was designed to
be positively perceived by training officers and veteran
police officers. Police AD training addressed the five
categories of perceived attributes (relative advantage,
compatibility, complexity, trialability, and observabil-
ity) identified and described by Rogers. The training
program was promoted by offering police officers new
and more effective skills and resources. Training strate-
gies were compatible with police officers’ culture and
experience; modeling and role-play are familiar train-
ing strategies within the police culture (Ellis, 1991).
Cultural compatibility was accomplished through the
action of the attorney general, supervisor of all police
departments, who videotaped an introduction to the
Safe Return video, and by the use of actual uniformed
police officers in the video and training booklet sent in
the original mailing. To increase training officers’ con-
fidence in the doability of the training, the program was
scheduled during roll call at the beginning of shifts. In
addition to being convenient for the training officers,
any overtime or extra travel concerns of veteran police
officers were eliminated. The new skills (communica-
tion techniques, search and rescue, and Safe Return ac-
cess) were presented as simple and straightforward,
thus enhancing their perceived doability. Finally, the
training promised immediately visible results: faster
identification and return of persons with AD to their
residences and fewer wandering-related injuries and
deaths.
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Follow-Up and Results

Veteran police officer AD training was conducted by
NNJCAA from February through May 1997. All 319
police training officers in the chapter area were sur-
veyed at the end of May to determine the degree to
which AD training was implemented and the frequency
of community AD outreach activities by trained police
officers. Enrollment in Safe Return during the same
time period was also assessed.

Of the 319 police departments, 81 complied with the
one-time request to complete the follow-up survey (a
response rate of 25.39%). The AD-training implemen-
tation rate was 23.51% (80 of 319 police departments).
Survey responses indicated that training had been of-
fered by 75 of the 81 departments (92.6%) that re-
sponded to the survey. An additional 5 departments
(6.2%) indicated police training would be provided by
the department in the near future.

Police training officers reported that between Febru-
ary 1 and May 30, 1997, a total of 2,892 (21%) of the
14,000 police officers in 10 of the 11 northern counties
were trained about AD and Safe Return. (One county
had participated in police officer training in 1996, and
training officers did not report any additional training
in 1997). Police departments reported training between
1 and 360 veteran officers.

Survey results indicated that within 5 months of the
inauguration of the initiative, 11 of 81 police depart-
ments (13%) had offered community education pro-
grams about AD and promoted community use of the
Safe Return program. Responding police departments
reported training 325 community members, including
senior citizen groups, firefighters, emergency rescue
personal, government agencies and safety councils,
about AD. A total of 17 departments (21%) reported
plans to provide AD-specific community outreach pro-
grams in the near future.

Registration of AD individuals in the Safe Return
program is recorded on a daily basis by NNJCAA. The
chapter maintains a copy of each Safe Return applica-
tion, and the original document is forwarded to the na-
tional registry. Average monthly figures for Safe Re-
turn during the training initiative increased over 1996
average registration rates. In December 1996, a total of
839 people from the northern New Jersey chapter area
had been registered in Safe Return—1% of the 83,350
people estimated to have AD. The average registration
during 1996 was 17 people per month. Within 4 months
of training, a total of 94 new registrants throughout the
11 northern counties were enrolled in the Safe Return

program. From February through May, monthly regis-
tration averaged 23.5 people per month, an increase of
38.2% over previous monthly registration rates.

By the end of the first 4 months of the training initia-
tive, Safe Return registration had been encouraged by
82.4% of the police departments who had offered or
planned to offer AD community training. Registration
programs for elderly residents with documented medi-
cal problems, including AD, were also created by local
police departments to ensure timely identification of
vulnerable individuals. Sixteen (20%) of the 81 respon-
dents indicated use of registration programs other than
Safe Return for people with AD. Of those departments
using other methods, 62.5% (10) used a picture regis-
tration system (sponsored by the local police depart-
ment) or their own local volunteer citizen registration
programs. Five departments (31%) used a combination
of local registration programs and the national law en-
forcement program, NCIC.

DISCUSSION

The short-term impact results of the first wave of a
new AD training program on enrollment in a national
AD registration program and community AD outreach
activities by police officers are encouraging. Although
the initial survey response rate was low, it should be
noted that the usual protocol of reminder postcards and
follow-up mailings and/or phone calls was not possible
because of time and financial constraints. The low re-
sponse rate for the training officer survey (25.39%)
suggests that many police departments may not have
initiated police or community training about AD. Re-
sults described here were from police departments who
had either implemented training or planned to imple-
ment training in the near future (only one police depart-
ment of those responding indicated it was not planning
to implement AD training), so success of police AD
training may not be generalized to all police depart-
ments in the 11-county area.

However, the response rate of 25.39% and the AD-
training implementation rate of 23.51%, though lim-
ited, may reflect the reactions of the more innovative
members of the bell curve of priority audience mem-
bers as Diffusion of Innovation Theory suggests. Rog-
ers describes an S-shaped diffusion curve that indicates
the adoption of an innovation. He proposes that a 10%
to 20% adoption rate is the “takeoff” point, with those
adopting the new behavior identified as “innovators”
(2.5%), “early adopters” (13.5%), and “early majority”
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(34%) (Backer, Rogers, & Sopory, 1992). When the in-
novators and early adopters adopt the new behavior, it
is likely that the rest of the population will also adopt
the new behavior. Continued support for the initiative
and further follow-up may trigger and/or uncover more
AD training activities in the chapter area.

The study demonstrates the potential contribution
such training can have in responding to the challenge of
increasing enrollment of people with AD in the Safe
Return program. Although the average registration rate
did increase during the 4-month period of police train-
ing, the fact still remains that less than 1% of AD indi-
viduals in the service area are registered in Safe Return.
The authors believe that a more extensive study period
is necessary to truly assess the impact of the program. It
is possible that over time, as more police officers are
trained about Safe Return and see its value in helping
identify or locate missing individuals, Safe Return reg-
istration rates will increase more dramatically. How-
ever, studies of outreach efforts to other community in-
stitutions, such as religious and civic organizations, are
needed to determine the best channels for communicat-
ing the benefits of Safe Return to caregivers.

This study demonstrates how theory can be used to
support the development, implementation, and evalua-
tion of a police training intervention. Both Social
Learning Theory and Diffusion of Innovation Theory
drove the development of the training program’s for-
mat (when, where, and who offered it) and content (ob-

jectives, messages, and activities). Social Learning
Theory (Bandura, 1977) provided a framework for de-
signing a training program to influence knowledge, be-
havior and the environment. Diffusion of Innovation
Theory triggered the careful choice of credible leaders
to provide departmental support and frequent positive
communication between departmental support and the
priority audiences. The AD training program was de-
signed to be perceived favorably by the police training
officers and the volunteer police trainees.

The initial success of the first phase of this social sci-
ence-based initiative to train police officers about AD,
effective search-and-rescue techniques, use of the Safe
Return program, and community AD outreach pro-
grams may provide a model for health educators in
other states concerned about AD wandering. This type
of training is particularly important as federal funding
for health care decreases (Institute of Medicine, 1989).
The tremendous demands for resources placed on
both governmental and charitable agencies require a
greater collaborative effort to identify and provide ser-
vices for cognitively impaired individuals within the
community.

Finally, this initiative calls attention to the growing
market for mandated education and training among
professional groups on a variety of important health ed-
ucation issues. For example, in many states, sexual ha-
rassment training has been mandated for many govern-
ment employees, and child abuse training has been
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TABLE 2
Survey Results, 81 of 319 Police Departments in 11 Counties

Police Training Officer Responses Yes % No %

Police Training
Training offered to veteran police officers 75 92.6 6 7.4
Training to be offered to police officers in the near future 5 6.2 1 1.2
Total departments offering or planning to offer officer training 80 98.8
Total number of police officers trained about AD 2,892 20.7 11,108 79.3

Alzheimer Community Training by Police Officers

Departments offering AD training to community 11 13.6 70 86.4
Departments planning to offer AD training to community 6 7.4 64 79.0
Total departments offering or planning to offer community training 17 21.0
Total number of community members trained about AD 325
Safe Return registration encouraged during community training 14 82.4 3 17.6
(only departments that indicated community training included)



mandated for judges, lawyers and schoolteachers
(McAfee & Musso, 1995; NCJRS, 1997). Frequently
these policies are passed without specific implementa-
tion plans and without recognition that health educators
could provide technical assistance. When health educa-
tion organizations and health education consultants are
not consulted in providing these services, policy suc-
cess may be limited because health education princi-
ples and theory may not have been used.

CONCLUSION

As the cost of medical care increases and more de-
mands are placed on families who must care for family
members with AD, there will be an even greater need
for community-related services. Collaborations be-
tween public service groups such as police, local health
agencies, and members of the community are necessary
to improve and assure the quality of life of that commu-
nity. The preliminary findings of this initial wave of po-
lice training are encouraging. Additional research on
the specific contributions of social science theories to
these initiatives would be helpful. Safe Return is a pro-
gram that is capable of reducing death and injury when
people with AD wander and become lost, yet the tre-
mendous underuse of the program is disturbing. The re-
sults of this study should be shared with other Alzhei-
mer chapters. Follow-up with all local police
departments in the state is necessary to determine
whether the initial training trends have continued. In
addition, further studies of the Safe Return program, its
perceived attributes, and how best to promote it are
needed.

This endeavor demonstrates the importance of
health education principles in implementing po-
lice/community initiatives. Health educators have the
potential to both increase their visibility and improve
the quality of the training services provided if they are
alerted to new training policies that may require health
education expertise. With their program planning, im-
plementation, and evaluation skills, health educators
are in a position to help facilitate and assure the effec-
tiveness of mandated training programs. Health educa-
tors can enhance these programs through their under-
standing of important theoretical underpinnings; by
applying those theoretical components to the design
and delivery of the program and its products; by setting
specific, measurable, assigned, realistic, and time-

specific objectives; and by evaluation to determine if
those objectives have been met and whether the train-
ing program needs to be revised.

REFERENCES
Adams, P., & Nelson, K. (1995).Reinventing human services, commu-
nity-and family-centered practice. New York: Aldine De Gruyter.

Alzheimer’s Association. Northern New Jersey Chapter. (1996).Alzhei-
mer’s question & answer sheet. Parsippany, NJ: Author.

Alzheimer’s Association Public Policy Committee. (1997).Seizing oppor-
tunities/shaping change: Alzheimer’s Association 9th Annual Public Policy
Forum. Washington, DC.

Backer, T. E., Rogers, E. M., & Sopory, P. (1992).Designing health commu-
nication campaigns: What works?Newbury Park, CA: Sage.

Bandura, A. (1977).Social learning theory. Englewood Cliffs, NJ: Prentice
Hall.

Bradstatter, A. F., & Radelet, L. A. (1968).Police and community relations:
A sourcebook. Beverly Hills: Glenco.

Buchanan, D. R., & Perry, P. A. (1985). Attitudes of police recruits towards
domestic disturbances: An evaluation of family crisis intervention training.
Journal of Criminal Justice, 13, 561-572.

Cote G. R., Sacks, J. J., Lambert-Huber, D. A., Dannenberg, A. L., Kresnow,
M. J., Lipsitz, C. J., & Schmidt, E. R. (1992). Bicycle helmet use among
Maryland children: Effect of legislation and education.Pediatrics, 89(6,
Pt. 2),1216-1220.

Ellis, R. (1991). Perceptions, attitudes and beliefs of police recruits.Cana-
dian College Journal, 15(2), 85-117.

Englander-Golden, P., Jackson, J. E., Crane, K., Schwarzkopf, A. B., &
Lyle, P. S. (1994). Communication skills and self-esteem in prevention of
destructive behaviors.Adolescence, 24, 481-502.

Evans, D. A. (1990). Estimated prevalence of Alzheimer’s disease in the
United States.The Milbank Quarterly, 2, 267-289.

Flaherty, G., & Raia, P. (1994). Beyond risk: Protection and Alzheimer’s
disease.Journal of Elder Abuse and Neglect, 6(2), 75-84.

Fox, H. G. (1967). Preparing for police leadership in community relations.
Police and community relations: A sourcebook(p. 369). Beverly Hills, CA:
Glencoe.

Institute of Medicine. (1989).Controlling costs and changing patient care?
Washington, DC: National Academy Press.

Klyver, N., & Reiser, M. (1980). Crisis intervention in law enforcement.The
Counseling Psychologist, 11(2), 49-54.

Koester, R. J. (1995).Behavioral and statistical analysis of lost Alzheimer’s
disease patients requiring a search and rescue response. Charlottesville,
SC: Blue Ridge Mountain Rescue Group, Appalachian Search and Rescue
Conference.

Lurigio, A. J., & Skogan, W. G. (1994). Winning the hearts and minds of po-
lice officers: An assessment of staff perceptions of community policing in
Chicago.Crime & Delinquency, 40(3), 315-330.

Mace, N. L., Whitehouse, P. J., & Smyth, K. A. (1993). Management of pa-
tients with dementia. In P. J. Whitehouse (Ed.),Dementia. Philadelphia:
Davis.

Lachenmayr et al. / SAFE RETURN INITIATIVE 277



McAfee, J. K., & Musso, S. L. (1995). Training police officers about persons
with disabilities, a 50-state policy analysis.Remedial and Special Educa-
tion, 16(1), 53-63.

Meadows, R. J. (1985). Police training strategies and the role perceptions of
police recruits.Journal of Police Science and Administration, 13(3),
195-200.

Mislak, A., & Evans, D. (1994).Report of the committee to review the to-
bacco, alcohol and other substance (TAOS) curriculum. The Lindesmith
Center [Online]. http://www.lindesmith.org/tlctaos.html#rev

National Criminal Justice Reference Service (NCJRS). (1997, November.)
Bureau of Justice statistics clearinghouse, document data base [Online].
Available: http://www.ncjrs.org/justinfo.

Rogers, E. M. (1983).Diffusion of innovations. New York, New York:
Macmillan.

Rogers, E. M. (1989). Diffusion and re-invention of Project D.A.R.E. In
R. E. Rice & C. K. Atkin (Eds.),Public communication campaigns(2nd ed.,
pp. 139-146). Newbury Park: Sage.

Rosenbaum, D. P., Yeh, S., & Wilkinson, D. L. (1994). Impact of commu-
nity policing on police personnel: A quasi-experimental test.Crime and De-
linquency, 40(3), 331-353.

Safe Return. (1996). Chicago: Alzheimer’s Disease and Related Disorders
Association, Inc.

Silverstein, N. M., Salmons, T., & Flaherty, G. (1996). He comes back even-
tually . . . wandering behavior in community-residing persons with Alzhei-
mer’s registered in Safe Return.Journal of Applied Gerontology.

U.S. Bureau of the Census. (1990).

Zevitz, R. G., Dcrim, J. D., & Gurnack, A. M. (1991). Factors related to el-
derly crime victims’ satisfaction with police service: The impact of Milwau-
kee’s “Gray Squad.”The Gerontologist, 31(1), 92-101.

Sue Lachenmayr, MPH, CHES, is on the state public policy coali-
tion of the New Jersey Alzheimer’s Association.

Karen Denard Goldman, PhD, CHES, is at Lehman College–
CUNY, Bronx, NY.

Frederick S. Brand, MA, is manager of family service programs at
the northern New Jersey chapter of the Alzheimer’s Association.

278 HEALTH PROMOTION PRACTICE/ July 2000


