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A B S T R A C T

The pivotal role of language in achieving and maintaining intersubjectivity in interaction creates particular 
problems where one party has a medical condition affecting language use. Dementia can have significant impact 
on language comprehension, expression and memory; this creates challenges not only for people living with 
dementia (PLWD) but also those who care for them. In UK hospitals approximately 25% of beds are occupied by 
PLWD (Alzheimer’s Society, 2009) and the need for improved care is widely acknowledged. One specific chal
lenge is the issue of competing realities, where a PLWD may not be oriented to time or place, and may produce 
what appear to healthcare professionals (HCPs) to be inaccurate, untrue or even bizarre statements. As part of a 
wider UK-based study identifying ways to avoid, de-escalate or resolve distress for PLWD in the acute hospital 
setting, and prompted by their co-occurrence with distress, we used conversation analysis to examine in
teractions involving these ‘reality disjunctures’ (Pollner, 1975). We analysed 54 HCP/PLWD interactions 
collected across four acute wards in two large teaching hospitals. We found that responses to reality disjunctures 
fell into four categories across a continuum: challenging the competing reality expressed by the PLWD; diverting 
the interaction to an alternative aspect of reality that could be shared; finding a commonality in the PLWD’s 
reality; and co-constructing the PLWD’s reality. Our findings show similarities with Lindholm’s (2015) analysis 
of ‘confabulation’ by a single PLWD in a day-care centre; however the range, distribution and detail of the 
practices differed in ways that reflected the contingencies of the acute care setting. Approaches in the middle of 
our continuum, which work to create some kind of shareable world or experience, are one way in which skilled 
staff support PLWD not only to manage distress, but also to maintain a social self rather than a subjective one. 
Identifying these approaches makes them available to others to improve patient care.

1. Introduction

Intersubjectivity (defined here broadly as an understanding of 
thoughts, feelings or meanings shared between two people) is a phe
nomenon which has much exercised philosophers from Husserl onwards 
(e.g. Husserl, 1960). However, as a phenomenon which is central to 

human life, it is a practical problem as much as a philosophical one. Our 
experience of the world is not private but shared: this means the world of 
daily life is the world for all of us, as well as the world for each of us 
(Schutz, 1966:54). It follows that intersubjectivity is key to the life 
world, since it is the basis on which all social relationships are founded.

It is unsurprising then, that from the beginning of the 20th Century, 
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sociologists have focused on the way in which a shared understanding of 
the world is achieved, and the fundamental role that social interaction 
plays in this. Goffman’s (1955; 1967) work on the ‘interaction order’ 
explicates how every person lives in a world of social encounters, 
involving face-to-face or mediated contact with others; from this it fol
lows that “language is the wheelhouse of socially derived knowledge 
and the medium by which shared comprehension of the world is 
transmitted” (Trujillo, 2018:8). As Raymond and Sidnell (2019) outline, 
over recent years there has been a growing focus, in the sociological 
subdiscipline of Conversation Analysis (CA) in particular, on epistemics 
as they manifest in interaction (over access and rights to knowledge and 
information) as an elementary form of social organisation. CA research 
has begun to unpick the specific details of the ways in which participants 
manage the use of putatively shared background (or, as Garfinkel (1967)
describes, “common sense” knowledge) in talk-in-interaction (e.g. Ray
mond and Sidnell, 2019; Heritage and Raymond, 2005; Heritage and 
Raymond, 2012). Because the examination of talk-in-interaction allows 
access to intersubjectivity through “the display by participants that they 
each understand the other’s talk and actions in the conversation” 
(Wilkinson, 1999: 328), CA is an ideal approach to investigate how 
intersubjectivity is practically achieved. As Wilkinson (1999) goes on to 
point out, a major contribution of CA has been to show that these dis
plays of mutual understanding are achieved largely implicitly in con
versation, and are constructed over a series of turns.

The pivotal role of language in achieving intersubjectivity creates 
particular problems where one party to an interaction has a medical 
condition which affects their use of language, or as Garcia (2012:351) 
puts it, “medical problems where talk is the problem”. This descriptor 
does not reflect a view that the person with the condition creates this 
problem, but instead a recognition that interaction in support of assist
ing with the underlying condition may be more challenging for both 
parties. It is well recognised that dementia is one such condition, and 
that dementia can have significant impacts on communication abilities 
(Volkmer et al., 2023). This may manifest in a range of ways, from word 
finding difficulties and repetition of questions, to lack of coherence, and, 
eventually, an inability to produce intelligible speech (Blair et al., 2007; 
Kindell et al., 2017; WHO, 2023). Damage to the brain caused by de
mentia also affects the areas involved in creating new memories and 
retrieving old ones. This means PLWD can lose the ability to remember 
events or to fully understand their surroundings (NHS, 2024). Ordi
narily, what is referred to as the ‘memory gradient’ means we tend to 
recall recent events more clearly, but as PLWD become unable to store 
new memories they are more likely to access older ones and so ‘time-
shift’ (Gibbons et al., 2018).

These communication issues create challenges not only for people 
living with dementia (PLWD), but also for those who care for them. It is 
anticipated that more than 1 million people in the UK will be living with 
dementia by 2025 (Prince et al., 2014), and in UK acute hospitals 
approximately one quarter of beds are occupied by PLWD (Alzheimer’s 
Society, 2009). Nursing staff and nurse managers report caring for 
PLWD to be challenging, and that they feel they lack sufficient training 
(Griffiths et al., 2014). The issue of competing realities is one particular 
challenge (Pilnick et al. 2021). Lack of orientation to current time or 
place may result in the production of what appear to healthcare staff to 
be inaccurate, untrue or “markedly bizarre” statements (Burgess and 
Shallice, 1996:360). In this paper, we examine how such competing 
realities are managed by healthcare professionals (HCPs) in the context 
of the UK acute hospital setting. Our data come from a wider project 
aimed at identifying ways to avoid, de-escalate or resolve distress for 
PLWD in this acute care context. In our data, PLWD’s competing realities 
were often associated with distressed behaviour, where their reality was 
either a source of or a contributory factor to this distress. For example, 
competing realities over the presence of a healthcare need led to distress 
over what PLWD perceived as unnecessary treatment, and competing 
realities over time and place led to distress about not being able to leave 
hospital immediately upon request.

2. Background

The occurrence of competing realities in talk between a PLWD and 
conversational partners is often termed ‘confabulation’ (see Alzheimer’s 
Society, 2024). Lindholm (2015) provides an overview of this literature 
and some of the problems associated with it: in her work she refers to 
‘parallel realities’, and defines confabulations as “incorrect beliefs pre
sented by a person who is unaware of their incorrectness” (Lindholm, 
2015: 178). In the wider literature on confabulation a distinction is 
made between plausible or mundane confabulations and fantastic or 
bizarre confabulations (e.g. Burgess and Shallice, 1996). Plausible con
fabulations may at face value be sensible (Lindholm gives the example of 
“I had porridge for breakfast yesterday”) and Burgess and Shallice 
(1996: 360) describe them as “real memories not in their proper tem
poral context”. This distinction has been further elaborated by Kopel
man (2010: 15), who identifies the phenomenon of spontaneous 
confabulation: confabulation which occurs without apparent motiva
tion, and comprises a “persistent unprovoked outpouring of erroneous 
memories".

However, these distinctions proved to be problematic in the dataset 
we present here. The competing realities present in our data were often 
real memories relating to a PLWD’s childhood, younger adulthood or 
prior occupation, such that they were both actual, persistent and 
unprovoked, but also self-evidently not true at the current moment in 
time. For this reason we prefer the term ‘competing reality’ to Lind
holm’s (2015) ‘parallel reality’, because in our data it was generally 
impossible for the two realities in question to be held as true at the same 
(current) time. As in our previous work (Pilnick et al, 2021) it is 
important to note that we do not categorise the talk of PLWD presented 
here as ‘errors’. Instead, our focus is on how competing realities can lead 
to breakdown of shared understanding, and attendant distress, which is 
then a practical problem to be resolved.

The type of ‘memory out of place’ competing reality that was com
mon in our data also makes problematic the link proposed in some 
psychological literature between motivation and confabulation (see 
Fotopoulou, 2010), where the suggestion has been made that confabu
lations promote positive self-presentation and self-enhancement by 
containing more positive self-representations than ‘true’ memories. In 
our data, as noted, these competing realities were often a significant 
source of distress.

For these reasons, we do not frame our analysis here in terms of 
‘confabulation’, but instead in terms of ‘reality disjunctures’, on the 
basis that this more accurately represents the phenomenon found in our 
data. In his foundational ethnomethodological work on mundane 
reason, Pollner describes how a reality disjuncture occurs when two 
persons present two contradictory experiences of the world that both 
claim are true (Pollner, 1975: 411). This term is also used by Hydén and 
Samuelsson (2019) in their analysis of a single case of a woman with 
Alzheimer’s disease participating in an hour-long conversation with two 
family members. Through their analysis, they explicate how a 
“disjunction challenges the common ground of the conversationalists 
and they must deal with this challenge” of not being in the same world 
(Hydén and Samuelsson, 2019: 2663). In Pollner’s original work, he 
describes how, in ordinary circumstances, we adjudicate between 
apparently contradictory experiences through our accumulated knowl
edge of what counts as possible events in the world. He gives the 
example of seeing what appears to be a fuzzy road traffic sign: since we 
know that road signs are typically produced for maximum clarity and 
visibility, we assume that the problem is with our eyesight rather than 
the sign, thus resolving the disjuncture for ourselves. Hydén and 
Samuelsson (2019) expand upon this by drawing on Levinson (1983) in 
arguing that managing a reality disjuncture is not just a question of 
knowing facts but also about existential presuppositions. Given that 
participants to an interaction jointly assume that they live in and talk 
about the same world, these presuppositions underpin what we take to 
count as possible events in this world (cf. Levinson, 1983). Trujillo 
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(2018) puts this another way when he observes that intersubjectivity is 
also a learned phenomenon: only a fraction of one’s stock of knowledge 
originates from personal experience, and the bulk is socially derived.

These ontological and epistemological questions can take on a very 
practical form in communicating with PLWD. As Hydén and Samuelsson 
(2019) describe, in some conversations involving persons with Alz
heimer’s disease, the participants may have to deal with the difficulty 
that they do not share a common ground in terms of not only who is alive 
or dead, but more fundamentally, who could possibly be alive in a 
particular context. Hydén and Samuelsson’s (2019) analysis is of a single 
conversation between a PLWD and their relatives, taking place in the 
individual apartment in the residential home where the PLWD lives. This 
context likely has implications for the focus of their analysis on face 
work (Goffman, 1955, 1967) and the ways in which reality disjunctures 
can threaten the face of participants. A lack of shared understanding of 
who in a family is alive or dead has implications for the roles and po
sitions of all family members, and not just a PLWD. However, the ‘face 
threat’ to a HCP enacting a professional role is likely to be less signifi
cant than the ‘face threat’ to a relative in this context; the reality 
disjuncture is less likely to directly threaten memories or shared expe
riences that have a significant bearing on the HCP’s sense of self. For 
HCPs, reality disjunctures are less an affront and more a practical 
problem to be managed in the delivery of care.

Returning to the work of Lindholm (2015), her analytic setting is the 
institutional environment of a day-care centre. As with Hydén and 
Samuelsson, her data comprise interactions with a single PLWD, though 
these span 30 hours of talk between the PLWD, other elderly individuals, 
different types of care professionals and a volunteer. Her analysis of how 
parallel realities are responded to in this setting illustrates 
co-participants choosing between acquiescing to the PLWD’s reality, 
being non-committal with regard to it, or correcting the speaker. She 
argues that being non-committal is undesirable because it does not 
acknowledge and respect the PLWD as a full co-participant; additionally 
as Pilnick et al. (2021) have shown, minimal responses that are judged 
less-than-adequate for the context may be picked up on by PLWD 
themselves. Acquiescing to the PLWD’s reality can also be undesirable 
because the co-participant may then be agreeing with an untrue view of 
the world. The extensive debate on the use of the ‘therapeutic lie’ in 
dementia illustrates the moral complexities implicit in this approach 
(see e.g. Seaman and Stone, 2015; James et al., 2006; James, 2015; 
Kirtley and Williamson, 2016), though as Lindholm (2015) notes, much 
of this literature is based on hypothetical examples rather than empirical 
observation. As for challenging or correcting the PLWD, CA research has 
long established that other-initiated repair of this kind is both delicate 
and dispreferred (Schegloff et al., 1977; Schegloff, 2007) precisely 
because it presents a challenge to a “world known and held in common” 
(Drew et al., 2013:93). Drawing attention to and discussing a reality 
disjuncture might therefore imply particularly severe and face threat
ening criticism of the other participant (Hydén and Samuelsson, 2019).

The difficulty of responding to reality disjunctures is, then, a con
crete example of one of the issues that HCPs find challenging as they care 
for PLWD. With this in mind, the analysis we present here is informed by 
Lindholm’s (2015) and Hydén and Samuelsson’s (2019) previous work, 
but, as we will show, the acute care context and presence of distress lead 
to some important differences. In previous research in this setting, we 
have noted (Pilnick et al. 2021) that family or day care settings for 
PLWD are generally more oriented to providing a social and stimulating 
environment, and so there is usually less of a focus on completing tasks 
in a time-sensitive way. By contrast, in the acute hospital, patients are 
not admitted because of their dementia, but instead for medical reasons 
such as fractures following a fall, or unresolved infections. This means 
that there are specific care tasks that need to be carried out by specific 
staff with scheduling limitations, and these staff may have only limited 
access to biographical knowledge about the patient that would assist in 
establishing the basis for the presentation of a competing reality. 
Following other conversation analytic work that has shed light on 

interactions between PLWD and their co-participants in a range of set
tings (e.g. Webb, 2017; Dooley and Barnes, 2022; Jones et al., 2016), our 
approach here has been to use CA to focus on the interactional man
agement of our phenomenon of interest in this specific context. We also 
extend our conclusions to offer points of learning to support the future 
training of HCPs in the context of the acute hospital environment.

3. Methods

3.1. Wider study

The data presented here are taken from a wider study, the aim of 
which was to develop and evaluate a training intervention to support 
acute hospital staff in avoiding and resolving distress in the context of 
caring for PLWD(see https://fundingawards.nihr.ac.uk/award 
/NIHR134221). This project built on a previous project where CA- 
based training resources were successfully developed and dissemi
nated nationally using a train-the-trainer model, and the current project 
adopted this same approach (see Harwood et al (2018) for details). The 
project was funded by NIHR under the Health and Social Care Delivery 
programme (Award number: NIHR134221). Ethical approval was ob
tained from HRA and Health and Care Research Wales (ref: 22/WA/ 
0023).

For the purposes of this project, distress was interpreted broadly. The 
terms ‘challenging behaviour’ or ‘behaviours that challenge’ are some
times used in this context, but in line with Cohen-Mansfield (2000) and 
James et al. (2020), our analysis was underpinned by an unmet needs 
perspective on the relationship between distress and behaviours. These 
authors propose that expressions of distress arise from physical or psy
chological needs; therefore behaviours reflect a signal of a need, an 
attempt to meet the need, or are a sign of frustration that the need is not 
being met. Examples of distress we incorporated in our analysis included 
physical agitation (such as repetitive movements, kicking or hitting out, 
throwing things and breaking items such as windows) and verbal 
agitation (such as shouting and swearing, repetitive questioning or 
vocalisations, and crying). These were not exclusive categories: often 
distressed behaviour combined several of them, so for example repeat
edly seeking an exit from the ward might be accompanied by repetitive 
questioning and/or verbal aggression.

3.2. Data collection

Data were collected across four older persons’ wards in two acute 
NHS hospitals in the UK. As previously noted, PLWD admitted to these 
wards have immediate clinical needs to be attended to. Ninety-six 
healthcare practitioners (HCPs) were recruited, including nurses, 
healthcare assistants, doctors and allied health practitioners. The dis
tribution of gender and ethnicity of HCPs was representative of wider 
NHS diversity data. Fifty-four of the recruited HCPs were included in one 
or more recording, when interacting with an eligible patient. Patients 
were eligible for recruitment if staff reported they had a diagnosis of 
dementia and had displayed distressed behaviours during their admis
sion. Twenty-six patients were recruited, with one providing their own 
consent and the other 25 through a process of consultee agreement. 
Twenty-two patient participants were subsequently recorded during 
their interactions with HCP who had also consented, up to a maximum of 
three times each. Many of our recordings involved more than one HCP, 
reflecting the fact that many healthcare procedures (e.g. transferring a 
patient from a bed to a chair, delivering personal care to someone who is 
bed bound) require more than one member of staff. These multi-party 
interactions often involved HCPs from more than one professional 
group.

Table 1 shows the breakdown of recordings by HCP professional 
group.

Recordings were scheduled with ward staff around times or events 
when distress had previously occurred or might be expected to occur for 
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a particular patient (such as around personal care or painful procedures 
such as cannula insertion) or during ongoing expressions of distress, 
such as exit seeking behaviours or repetitive calling out. However, no 
recording was made if patient participants reacted negatively in any way 
to the recording device or the presence of the researchers. Audio (rather 
than video) recording was used for intimate care or wherever necessary 
to preserve dignity.

Over a period of six months (April–September 2022) a total of 54 
healthcare encounters were recorded, of which three were audio only. 
The average length of recording was 11:03 min, with a range from 1 to 
68 min, giving a total of 586 min of data.

3.3. Conversation analytic method

We analysed the data using CA, which has been widely used to study 
healthcare interactions in a range of settings (e.g. Heritage and May
nard, 2006; Pilnick et al, 2010) and which we used in a prior study of 
acute care on which this work builds (Harwood et al., 2018). Video 
recordings were transcribed using standard CA procedures (Jefferson, 
2004) and subjected to repeated close examination, using the transcripts 
as an adjunct to the videos. Following Sidnell (2013) our analysis was 
conducted in three stages: observation of the dataset; identification of 
the phenomenon of interest and collection of all examples from across 
the dataset; then use of both single encounters and comparison across 
multiple examples, to describe the practice. Our initial analytic findings 
were presented at frequent group data sessions attended by all authors. 
These data sessions were used to develop and refine the analysis. 
Comparison was also made with data from the previous study in the 
same setting (Harwood et al, 2018), to identify further relevant data for 
the collections and analysis.

4. Analysis

Our focus here is specifically on how HCPs deal with reality dis
junctures in the context of distress. An initial viewing of our data showed 
that sometimes the patient’s competing reality was a distressing one in 
and of itself (for example a PLWD who believed their young child was 
left at home unattended), whilst on other occasions exit-seeking 
behaviour or non-cooperation with necessary healthcare tasks were 
grounded in the fact that the PLWD did not recognise that they were in 
hospital or had any attendant clinical needs. It was also clear that in the 
context of competing realities set alongside wider communication dif
ficulties, it could be challenging for staff to work out what a patient’s 
unmet needs might be, in order to provide any kind of solution.

In Lindholm’s (2015) work on confabulation, she describes 
co-participant responses as occurring along a continuum, from acqui
escing at the one end to open challenges at the other. She notes that 
practices at either end of this continuum are rare, and that instead 

co-participants, particularly those who are more experienced in de
mentia care, tend to use non-committal responses such as minimal ac
knowledgements (e.g. ‘mmm’) which acknowledge the contribution to 
interaction that the PLWD has made but remain ambiguous as to 
whether they express agreement or simply listening. A broadly similar 
continuum of practices was found in our data, as we represent below 
(Fig. 1). In the analytic sections that follow, we unpack the different 
positions on this continuum and reflect on the consequences of these in 
responding to distress1

In the six examples that follow, we present extracts from interactions 
between three different patients (denoted in the transcripts as PN) and a 
variety of hospital staff (denoted as HN, or for student staff, ON). The 
problem of reality disjunctures was widespread in our data set, but we 
have selected the examples below to illustrate the range of ways in 
which staff responded to them, and to show as clearly as possible the 
ways in which some of these response types appeared to be effective in 
resolving distress.

4.1. Challenging/confronting the reality of a PLWD

Just as in Lindholm’s (2015) data, we found that while this approach 
was present in our dataset, it was used only rarely: there was very little 
of what could be categorised in Jefferson’s (1987) terms as ‘exposed 
correction’. However, there was one notable exception to this. For some 
patients, their reality did not encompass the fact they were in a hospital 
setting, or in need of medical care. Some HCPs attempted to deal with 
this disjuncture by trying to reorientate the PLWD to the hospital reality.

Extract 1 shows an example of this. A PLWD (PN07) is being visited 
by her son (FN01), when two healthcare assistants come to the bay 
where they are sitting. Only HN39 speaks at this moment, and proposes 
making a visit to the toilet at the end of the ward.

Extract 1:  

In this extract, the proposed visit to the toilet is strongly imperative 
in character: “we just need to walk you”, though this is mitigated by the 
use of ‘just’ and the subsequent minimisation of the action “that’s all 
we’re going to do” (O’Brien et al., 2020). However, the patient resists 
this proposal both verbally and non-verbally, shaking off the HCP who 
has touched her on the arm and then repeating but increasing the vol
ume of her initial ‘No’. Her initial responses (line 36) do not indicate a 

1 Lindholm notes that in her data, the PLWD who confabulates often does so 
in a different, softer voice, with some degree of verbal disengagement from the 
co-participants- she describes this as a mode somewhere between other-directed 
and self-directed talk. This phenomenon is not apparent in our data.
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reason for the refusal, but her subsequent turn, “I don’t want anybody in 
my house” makes clear that she is not oriented to the current reality of 
the hospital ward. Her son responds by reformulating the purpose of the 
proposed necessary healthcare action in everyday terms, centring the 
patient’s own actions in this and again using the mitigator ‘just’. One of 
the HCPs then overlaps with the end of this utterance, (line 41) in an 
attempt to reorient the PLWD to the reality of the hospital. In Lindholm’s 
(2015) terms, this is an open challenge: it is done explicitly, drawing 
attention to the challenge, and it also stops progress of the interaction 
and creates a side sequence (Jefferson, 1972). However, this challenge 
does not result in a resolution of the disjuncture; instead the patient 
turns first to her son, then back to the HCP, repeating ‘no’ emphatically.

Throughout our dataset, direct attempts at reorientation did not 
work to resolve reality disjunctures related to location in hospital and/or 
need for medical assistance. Nevertheless, it is understandable both from 
an interactional and an institutional perspective why HCPs attempt 
them. The practice of reorientation is explicitly recommended in some 
healthcare circumstances, for example where patients have delirium 
(NICE, 2023). And interactionally, in everyday talk, problems of un
derstanding are generally dealt with through the well-documented 
process of ‘repair’ – so that when trouble occurs in understanding 
each other, participants work to reach a shared or mutual understanding 
(Schegloff et al. 1977; Schegloff, 1979; Drew, 1997), meaning that 
instigating repair may be an instinctive response. However, the process 
of repair generally assumes that participants have shared referents for 
their interactions. As Garfinkel (1967) argued and as Raymond and 
Sidnell (2019) further explicate, a refusal to ‘make sense’ of what a 
subject says, where assumed shared background knowledge is not used 
to make sense of other people’s actions, can quickly provoke moral 
outrage. It is perhaps unsurprising then that reorientation attempts were 
so fiercely resisted in this context, appearing to lead to heightened 
distress2

In accounting for the scarcity of open challenges in her data, 

Lindholm (2015) makes a moral argument. Drawing on Shakespeare’s 
(1998:52) assertion that “if a repair is not required of a participant who 
has made a noticeable error, then he or she is not being treated as a full 
participant”, she suggests that the lack of these challenges in her data 
demonstrate that PLWD are commonly treated as less than full partici
pants. However, it has also been argued that avoiding repair can treat a 
co-participant as a full participant who can be understood despite lan
guage differences (Pilnick et al., 2021). An assertion of moral failings 
also becomes more problematic in the context of a task-focused envi
ronment like the acute ward. Previous CA work has shown how partic
ipants generally orient to progressivity and the need to get a job done 
through interaction (Schegloff, 1979; Stivers and Robinson, 2006). But 
progressivity is not a binary or dichotomous variable, and participants 
constantly balance this with intersubjectivity in the service of particular 
contexts (C.W Raymond, 2016). Privileging intersubjectivity over pro
gressivity will delay a next action. In the specific case of acute health
care, failing to carry out the necessary task promptly may leave an HCP 
open to criticism, but it may also leave a patient in discomfort or even 
danger.

At the other end of the continuum from openly challenging the pa
tient’s reality are responses which co-construct it. It is to examining 
these kinds of responses that we now turn.

4.2. Co-constructing the patient’s reality

In her data, Lindholm (2015) identifies the presence of what she 
describes as ‘acquiescing’ to the confabulation: where participants’ re
sponses develop and, as a result either implicitly or explicitly confirm 
the patient’s reality. In our data, we see a similar phenomenon, though 
with some important differences in the ways and extents to which HCPs 
actively align with a patient’s reality and/or build on it, as we shall 
unpack below. Extract 2 shows a PLWD who is repeatedly seeking an exit 
from the ward. However, in order to meet her care needs, she is the 
subject of a Deprivation of Liberty Safeguarding Order (DoL) issued by a 
UK Local Authority, meaning that staff cannot let her leave.

Extract 2:
In this extract the PLWD (PN02) is walking along the ward corridor. 

A HCP (HN14, a Healthcare Assistant) has been walking and talking 

Table 1 
Recruitment and recording of HCPs by professional group.

Professional group Number recruited Phase 1 
VOICE2

Number recorded Phase 1 
VOICE2

1. Nurse (all grades including staff nurse, ward manager, student nurse) 41 20
2. Healthcare assistant (including rehabilitation support worker, clinical support worker) 24 15
3. Doctor (all grades including consultant, registrar, medical student) 11 7
4. Allied Health Professional (AHP) (including Speech and Language Therapist, Occupational Therapist, 

Physiotherapist)
11 7

5. AHP support staff (Physiotherapy assistant) 2 0
6. Advanced clinical practitioners (ACP) (in our sample all nurses by background) 3 2
7. Other (including ward activity coordinator, clinical support trainer, mealtime assistant) 4 3
TOTALS 96 54 HCPs recorded at least 

once

Fig. 1. The response continuum

2 An approach occasionally seen in our data was to ask the patient if they 
knew where they were. A negative response gives the HCP permission to 
explain (though this explanation may also be contested).
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with her, and they then encounter a student nurse (ON02) who is 
addressed by the patient.  

In the extract, the PLWD addresses her question about getting out of 
the ward to this second HCP, indicating through her gesture and talk 
(line 185) that she believes the first HCP to be the reason why she is 
unable to leave. However, the second HCP begins to produce a response 
before this blame has been attributed, and suggests that HN14 will in 
fact show the patient the way out. Given the DoL, the HCP who produces 
this statement may know this is untrue, though we cannot be certain she 
is familiar with the patient. However, the way in which it is responded to 
by the patient suggests that she is also sceptical of its truth. After some 
trouble hearing and requests for ON02 to repeat herself, ultimately, in 
line 196, the PLWD rejects this proposal (and underlines the reality 
disjuncture) by stating that the first HCP ‘lives here’. While the second 
HCP directly rejects this assertion, this rejection is responded to only by 
the first HCP, and the PLWD goes on to restate it, upgrading her rejection 
by contrasting the ‘here’ of the ward with the name of the city suburb 
where she lives. A final attempt in line 201–202 by the second HCP to 
frame the first HCP as the person who can help her is rejected non- 
verbally by the PLWD, who sighs and frowns.

In Lindholm’s (2015) terms, the suggestion that a member of staff 
will help the patient leave is an ‘elaborate confirming response’; it not 
only confirms the contents of the reality disjuncture (that the patient is 
not in hospital for necessary care and free to leave), but elaborates upon 
it. Lindholm notes that in her data this type of response is produced only 
by the researcher, who is less experienced in the day centre environ
ment. It is also rare in our data, and it is worth noting here that the HCP 
in this instance is a student nurse, and so also likely to be less experi
enced. However, as we have previously suggested, this kind of response 
which addresses a reality disjuncture by going along with the patient’s 
version of reality is likely in many circumstances to be time-limited. 
Elsewhere in our data we have an example of a patient reluctant to be 
cannulated for drug treatment who asks whether the HCP has already 
’done’ the other patients in the ward; when she is told yes, she allows the 
procedure to commence. In this example, then, going along with the 
patient’s proposed reality is successful, but the patient will not reason
ably discover the lie. However, this approach is unlikely to be sustain
able as a way of resolving distress where the competing reality which is 
causing the distress cannot ultimately be delivered and this will quickly 

be evident; in this instance the PLWD cannot be allowed to leave at this 
time, whoever she believes she is going home to. More experienced staff 
may therefore make a judgement that any immediate interactional 
benefits of this approach are outweighed by potential consequences of 

heightened distress when a request or promise is not subsequently ful
filled. The general lack of occurrence of this phenomenon in our data 
may also reflect the fact that staff can be uncomfortable with deception 
as a principle, particularly if this deception has to be repeated multiple 
times in response to repetitive questioning. Recent debates on ‘thera
peutic lying’ have concluded that since lying disturbs the general prin
ciple of honesty to patients, lying to PLWD should ideally only occur as a 
last resort, should be well-thought out and documented as in their best 
interest, and should also be delivered consistently (James et al., 2006; 
James, 2015; Kirtley and Williamson, 2016). Instead, it is suggested that 
caregivers should consider looking for alternative meaning (such as 
unmet physical or emotional needs), or attempt to distract the PLWD 
(Hertogh et al., 2004; Kirtley and Williamson, 2016).

Thus far, we have focused on responses at either end of the contin
uum presented in Fig. 1, noting that, as in Lindholm’s (2015) data, these 
are less common in our recordings. We turn next to responses that 
occupy the middle ground. Lindholm (2015) observes that in her data, a 
common way of dealing with the competing reality presented by a PLWD 
is through minimal responses. As she describes, responses such as ‘mm’ 
are ambiguous in character, in the sense that they can be used and 
interpreted either to express agreement, or simply to show that someone 
is listening. Thus, they acknowledge the PLWD’s contribution to an 
interaction, without either confronting or confirming this contribution. 
Interestingly, however, we have little of this minimal responding in our 
data. As well as our previous observations that minimal responses are a 
time-limited approach (Pilnick et al., 2021), we also suggest that this 
scarcity is likely to be related to our context: when someone expresses 
distress, these kinds of ambiguous responses are far less likely to be 
received as appropriate from the outset. In terms of the framing of our 
paper, they do little to acknowledge or support the ‘social self’ of the 
distressed PLWD. We outline below the practices that occurred more 
commonly in our setting and which are more effective in bringing this 
acknowledgement or support about.
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4.3. Aligning realities through finding a commonality: achieving an aspect 
of the reality that can be shared

In our data, practices in the middle of the continuum were united by 
one aspect: HCPs worked to create some kind of shared understanding or 
experience or feeling; in other words to achieve some degree of inter
subjectivity. As we will show, this striving for intersubjectivity can work 
to reduce the patient’s distress by creating the possibility of interaction 
that is meaningful and accessible to both the HCP and the patient. 
Through creating this shared social connection, it may be possible to 
respond to the patient’s emotional need without directly addressing the 
reality disjuncture.

In Extract 3 below, two healthcare assistants (HN39 and HN40) are 
accompanying a PLWD (PN07) to the toilet. This is the same patient seen 
in Extract 1 and is a continuation of that interaction, The patient has 
with her in hospital a cuddly toy (‘Sarah’) that she interacts with as 
though it is a small being that needs taking care of. As they embark on 
the walk along the ward to the toilet, the patient begins to protest the 
absence of Sarah.

Extract 3:  

Here, the first HCP responds to the patient’s declaration in line 88 by 
offering to fetch the cuddly toy, before HN40 reveals she is carrying it. 
Both HCPs then draw the attention of the patient to the fact that Sarah is 
with them, with the second HCP expanding this to state “she’s stretching 
her legs with us in’t she”. In this way, the HCPs acknowledge the 
emotional importance of the toy for the PLWD. Whilst the utterance in 

line 93 could be interpreted as giving Sarah agency, the fact that the HCP 
is carrying the toy as she speaks underlines that Sarah cannot be un
derstood in any reasonable/meaningful way to be stretching her own 
legs, and this is instead a figure of speech representing the fact that she 
has been brought along for the journey. The subsequent utterance “Shall 
we leave her outside the toilet though” clarifies this, as if the toy were 
being actually treated as a small person by the HCP it would not be 
appropriate to leave her outside alone. Thus, in this example the HCPs 
do not challenge the patient’s reality nor entirely enter into it, but 
instead work towards an aspect of it they can share which encompasses 
the importance of Sarah for the patient. As a result, a connection is built 
which shows interest and concern for the patient’s world.

A similar approach is shown in Extract 4 below, which shows the 
same patient (PN02) as in Extract 2. She is displaying agitation that she 
is unable to get out of the hospital ward, stating that the reason that she 
needs to leave is because she has a child and a pet waiting for her at 
home. (Previously, she has also stated that she needs to leave before it 
gets dark as she does not like to drive home in the dark). Also present 
here is the same healthcare assistant (HN14) and the researcher (RES) 
who is making the video-recording.

Extract 4:  

Before responding to the patient’s utterance beginning at line 165, 
the HCP here turns to the researcher to establish the name of the male 
relative who has recently visited the hospital. Overlapping with this, the 
patient presents an explicit rationale for what her previous utterance left 
implicit: that a child and a pet cannot be left on their own at home at 
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night. In response, using her name to attract her attention, the HCP uses 
his newfound knowledge first to ask the patient to affirm the identifi
cation of Harold, thereby establishing a joint referent, and then (line 
177) to propose a reason for why the patient need not be distressed: ‘he’s 
looking after your car and everybody else’. By using this formulation, 
the HCP orients to the source of the distress and provides a potential 
resolution. However, by naming only the car specifically, and ‘every
body else’ generically, he avoids explicitly aligning with the reality of a 
child and pet who have been left at home alone. As G. Raymond (2023)
has noted, using indexical references or vague formulations designed for 
non-specificity are a way of avoiding identifying or problematising a 
specific referent, thereby enabling another participant to think they 
share the same reality.

Extract 5 below shows a similar approach. This extract is taken from 
an interaction between a healthcare assistant and a PLWD (PN15) who 
has previously exhibited physical aggression, for example by taking a 
shoe from another patient and using it to crack a window on the ward. 
Immediately prior to this extract, he has been walking with the HCP 
(HN67), talking about being asked to be Prime Minister, and about the 
need for war, and his talk and tone have shown distress. At line 319 he 
introduces this topic again.

Extract 5:  

The HCP’s initial response in this extract is to nod, but as the pa
tient’s utterance comes to an upshot statement (line 323) about his 
inability to run the country, she places her hand on his and offers explicit 
reassurance: ‘You don’t have to run the country Daniel’. As in the 
example above, the HCP is responding to the PLWD’s emotional tone 
(Pilnick et al., 2021). This initial reassurance does not stop the distress, 
and HCP restates it again at line 327. Following this restatement the 
PLWD explicitly rejects her response, though the second part of his turn 
appears to orient to the reassurance/shared emotion that has been 
offered, by acknowledging the HCP’s kindness. From line 330 the HCP 
restates her position for a third time, but this time expands her statement 
to include a concrete reason for the reassurance: that there is no 
requirement for Daniel to take on the role because it is already filled.

Here again, the HCP is offering reassurance that can sit within the 
reality of the PLWD. Her responses do not dispute his belief that he has 
been asked to take on the running of the country, but instead whether it 
is necessary for him to take on the role. Since this possibility is making 
him very anxious, attempting to remove it is responding to his emotional 
need. As in Extract 4 above, the problem that the patient proposes is met 
with an alternative solution. These responses are distinct from what 
Lindholm (2015) (drawing on Jefferson (1987)) identifies as ‘embedded 
challenges’, because they do not attempt to confront the reality 

disjuncture per se. Instead, they propose an alternative way to deal with 
patient beliefs, while remaining agnostic about the belief itself. Other 
examples in our data show similar instances of staff responding to the 
patient’s ‘emotional tone’ (Pilnick et al., 2021), rather than, for 
example, challenging PLWDs’ beliefs that deceased family members are 
still alive.

4.4. Diverting to another topic or activity

The final approach we found in our data involved diversion. Other 
researchers have noted the use of diversion or distraction in managing 
distress exhibited by PLWD (Hertogh et al., 2004), and anecdotally 
members of our Experts by Experience group who contributed to the 
project and who were themselves carers for PLWD also reported using 
these in their own caring practices. Lindholm (2015) does not identify 
these as a separate category in her data, though there are instances of, 
for example, a staff member commenting on a PLWD’s use of cutlery 
when they produce a confabulation while eating. We have used the term 
diversion rather than distraction because in our data HCPs were 
generally attempting to purposefully engage participants with a new but 
shareable topic or reality, rather than simply stopping engagement with 
the old one. Often these diversions involved the reality of the here and 

now, enabling HCPs not only to shift the focus from distress but also to 
support the social self of the PLWD in a shared understanding of an 
aspect of the current moment, but this was not always the case.

In the wider literature, diversions are reported as successfully 
drawing the person towards something less distressing than their current 
state of mind. James and Gibbons (2019) suggests that the diversion 
ideally needs to be towards something that is more powerful and 
rewarding than where the person is now, and this may involve knowing 
the patient’s background and carefully planning activities and re
sources. However, while this may be best practice in an ideal scenario, it 
is not always possible in the context of a busy acute setting, where 
background knowledge and resources such as photographs or music may 
not be available. Nevertheless, we still find examples in our data of di
versions working to draw people from their distress.

In our data we found three different categories of diversion: envi
ronmental diversions (where HCPs topicalise visible objects or aspects of 
the environment such as the view from the window); proposals of 
alternative activities (such as going to get a cup of tea); and purely 
interactional diversions (where, in the absence of any other resources to 
hand, HCPs simply introduce another conversational topic). For reasons 
of space, we will show only an example from the final category here.

4.4.1. Interactional diversion
In the example below, the PLWD (PN02) who has been shown exit- 
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seeking in Extracts 2 and 4 walks into an office where an Advanced 
Clinical Practitioner is completing records on a computer. Having 
expressed her desire to leave to the HCP (HN13), the HCP responds as 
follows:

Extract 6:  

In this example, the HCP responds to the patient’s desire to leave by 
asking her where she is from (and by implication where she is trying to 
get back to). She follows this up in line 173 with a question designed for 
the patient to specify a specific part of the city, and then on receipt of the 
answer, producing an assessment that this is ‘not far’. However, the 
patient’s response to this assessment (line 277) is dispreferred, and al
ludes to what she has previously stated to other members of staff: that 
she needs to leave now in the daylight, because she does not like driving 
in the dark. This utterance by the PLWD, then, indicates a potential 
recycling of the topic which has been causing her distress. After 
acknowledging the patient’s assessment (line 278), the HCP subse
quently introduces an entirely different topic, by asking her name. The 
patient produces this, and after a further acknowledgement by the HCP, 
she sits in silence for 2 min while the HCP continues with her task at the 
computer.

In this instance, then, the HCP introduces a new conversational topic 
as a diversion. This is a conversational topic that can be shared in the 
absence of any other resources or knowledge about the patient (and in 
fact exploits that lack of knowledge). While such diversions were not 
necessarily long-lasting, a temporary diversion of this kind can provide a 
‘break’ in the interaction which subsequently shifts a PLWD to some
thing longer lasting like sleep, a positive conversation, or a meal. Whilst 
co-constructing a patient’s reality could potentially also provide a break 
in distress, the use of diversions also avoids the need to deceive the 
PLWD or agree to something which will quickly prove undeliverable.

5. Discussion

In this paper we have examined the ways in which HCPs in an acute 
care context respond to reality disjunctures produced by PLWD which 
are associated with distress. Whilst previous research has suggested 
different ways of categorising these reality disjunctures, however they 
are categorised they present a practical problem for healthcare staff. We 
have shown four approaches that HCPs use to respond: challenging the 
competing reality expressed by the PLWD; co-constructing that reality; 
finding an aspect of the reality which can be shared which enables the 
HCP to respond to the distress whilst remaining more generally agnostic 
about the source of it; and diverting to a new topic or activity.

We shown how, although our findings exist on a similar continuum 
from challenge to confirmation found by Lindholm (2015), as repre
sented in Fig. 1, the distribution and detail of responses along that 
continuum is different in ways that are related to both the specific 
contingencies of the acute care context and the presence of distress. 

When aspects of PLWDs’ realities are sources of distress, then minimal or 
non-committal responses at best do nothing to alleviate this distress and 
at worst risk exacerbating it. It is therefore unsurprising that these types 
of responses are rarely seen in our data. Equally, co-constructing a pa
tient’s reality not only goes against ordinary norms of practice in 
healthcare but is also not likely be effective beyond the short term. It 
may appear to alleviate immediate distress but is unlikely to work 
beyond that, e.g. when a HCP is unable to help the PLWD leave the ward 
and return home.

As our analysis also shows, the management of reality disjunctures in 
interaction is a delicate undertaking. Raymond and Sidnell (2019: 191) 
describe, drawing on Garfinkel (1967), how “Persons in interaction … 
are … not only entitled to know things, they are also obliged to know 
and use shared knowledge about themselves, their interlocutors and 
their joint circumstances in forming and making sense of actions”. It 
follows that frustration and anger can be a product of the implication 
that one should have known the thing that one is asking about. These 
foundational interactional principles help to illustrate just why dealing 
with this phenomenon in PLWD is so difficult; they also shed light on 
why the issue of “therapeutic lying” is fraught not just from a moral 
perspective but also an interactional one. Whilst we would not want to 
suggest that responses at either end of the continuum are always inap
propriate, it is nevertheless easy to see why they are rarely used in this 
context.

What we see instead is that HCPs in this setting do subtle and 
nuanced interactional work. In interactions with PLWD, they work hard 
to create some kind of shared aspect of world or experience; this enables 
supporting a patient in their distress experience without necessarily 
entering into it. Finding a commonality enables positive interaction to 
continue, thereby supporting the social self of the PLWD. It can also 
produce useful resources for delivering care, by giving information 
about a need or identity that could be met or supported in a hospital 
setting. As Boyle and Warren (2015) have argued, because research has 
centred on self-identity and subjectivity, this has led to a neglect of 
PLWDs’ capacity for intersubjectivity. Here we have shed some light on 
some of the practical ways in which PLWD might be supported to 
maintain a social self rather than a subjective one (Burkitt, 2008).

At the conclusion of her work, Lindholm (2015) notes different re
sponses to confabulation by those with less experience of dementia care, 
and proposes that further research is needed to account for the effect of 
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professional training on dealing with confabulations. We suggest here 
that this can be approached from a different angle: how HCPs can 
actively be trained to respond in this scenario. As in our previous work, 
(Allwood et al., 2017; Harwood et al., 2018; O’Brien et al., 2020; Pilnick 
et al., 2021) our underlying premise is that the expertise of skilled 
practitioners can be made explicit through the study of real-life inter
action. What our analysis shows is the immense interactional skill with 
which some HCPs are already approaching the issue of reality disjunc
tures; by presenting and analysing these interactions in detail we are 
able to make this available to others in order to improve patient care3 By 
identifying and orienting to an aspect where intersubjectivity can be 
achieved, skilled staff can work to manage or reduce the distress asso
ciated with the patient’s reality.

6. Conclusion

To our knowledge, our analysis draws on the first data set comprising 
video recorded interactions between PLWD and HCPs in the acute hos
pital care setting. Our findings align with some existing recommenda
tions for interaction with PLWD (James and Gibbons, 2019); however, 
what we have presented here is an empirical basis for these recom
mendations which has previously been lacking. We have illuminated the 
interactional rationale for why some of these recommendations may 
work more or less well in different contexts, and have demonstrated 
specific approaches to enact these more general recommendations in an 
acute care-based setting. We recognise that the contingencies of deliv
ering care to PLWD in other contexts, such as care homes or longer-stay 
rehabilitation facilities where there are more established relationships 
with staff and less urgent clinical need, may be different. Therefore, 
while it seems likely that some of these approaches may have more 
general applicability, it is also possible that different specific practices 
would be found in other settings.

In the context presented here, HCPs are more able to change their 
communication patterns than PLWD can, and the ways in which they 
interact make a difference to how distress is managed. No one way of 
communicating will always alleviate the distress that can be associated 
with a reality disjuncture, and our data show that different approaches 
may be used with the same PLWD at different times (for example Ex
tracts 2, 4 and 6 show the use of co-constructing a reality, finding a 
commonality, and producing an interactional diversion, all in response 
to the same PLWD’s continued exit-seeking and distress over not being 
able to leave the ward). It is also possible that repeated use of a 
particular approach with the same PLWD (for example repeatedly pro
ducing a diversion) could render it less effective. Our methods do not 
allow us to speculate on why staff might choose a particular approach at 
a particular time, assuming they could articulate this. However, in terms 
of fostering an ability to respond to reality disjunctures in this setting, an 
awareness of a possible range of responses can help staff to fit their 
approach to the local interactional context and provide them with al
ternatives to try if a first approach is not successful.

We have also demonstrated two additional findings. The first is that, 
while it might be best practice for HCPs to know patients as well as 
possible, the reality of acute care is that staff will not always have as 
much information as they would like, or have an existing relationship 
with patients. However, even in this scenario it is possible to bring about 
positive interaction to minimise distress. The second is that respite from 
distress may be temporary rather than permanent. However, respite and 
breaks are part of the institutional response to this challenge; temporary 
(or even momentary) respite from distress can be valuable for the person 
with dementia, other patients and staff. Additionally, since negative 
interaction can in itself cause or exacerbate distress, avoiding this can in 

itself be viewed as success.
We have framed this paper in terms of intersubjectivity. However, as 

we have noted above, drawing on C.W.Raymond (2016), intersubjec
tivity and progressivity are always in balance in an interaction. Partic
ipants may therefore accept a less precise level of intersubjectivity in the 
interests of moving on with an interaction. What we have shown here is 
that, in the context of caring for PLWD, this less precise level may 
involve a focus on shared emotions or feelings as well as shared expe
riences of the world. Establishing such commonalities are a means 
through which, even in the context of a busy acute care ward, PLWD can 
be supported to maintain a social self.

CRediT authorship contribution statement

Alison Pilnick: Writing – review & editing, Writing – original draft, 
Supervision, Methodology, Investigation, Funding acquisition, Formal 
analysis, Conceptualization. Rebecca O’Brien: Writing – review & 
editing, Writing – original draft, Supervision, Project administration, 
Methodology, Investigation, Funding acquisition, Formal analysis, Data 
curation, Conceptualization. Suzanne Beeke: Writing – review & edit
ing, Supervision, Methodology, Investigation, Funding acquisition, 
Formal analysis, Conceptualization. Isabel Windeatt-Harrison: 
Writing – review & editing, Visualization, Methodology, Investigation, 
Formal analysis, Data curation. Lauren Bridgstock: Writing – review & 
editing, Visualization, Methodology, Investigation, Formal analysis. 
Rowan H. Harwood: Writing – review & editing, Supervision, Meth
odology, Investigation, Funding acquisition, Formal analysis, 
Conceptualization.

Ethical approval

This study received UK NHS ethical approval from HRA and Health 
and Care Research Wales (ref: 22/WA/0023).().

Funding

This research was funded by the UK National Institute for Health and 
Care Research under the Health and Social Care Delivery programme. 
Award Number: NIHR134221.

Acknowledgements

We would like to thank all patients, families and staff who partici
pated in this project, as well as Louise Bramley, Aquiline Chivinge, Sarah 
Goldberg, Susan Haines, Kate Sartain, Claire Surr, Lovelyn Umeloh and 
Morag Whitworth, who were part of the wider project team. The wider 
project ‘Development and testing of communication skills training for 
hospital healthcare practitioners caring for people living with dementia 
to avoid or resolve episodes of distress and challenging behaviour 
(VOICE2): a mixed-methods study’ was funded by NIHR. However the 
views expressed here are those of the authors and not necessarily those 
of the NIHR or the Department of Health and Social Care.

Data availability

The authors do not have permission to share data.

References

Alzheimer’s Society, 2024. Is it okay to lie to someone with dementia? https://www. 
alzheimers.org.uk/blog/lying-to-someone-with-dementia?page=%2C1.

Allwood, R, Pilnick, A, O’Brien, R, Goldberg, S, Harwood, RH, Beeke, S, 2017 Oct. 
Should I stay or should I go? How healthcare professionals close encounters with 
people with dementia in the acute hospital setting. Soc Sci Med 191, 212–225. 
https://doi.org/10.1016/j.socscimed.2017.09.014.

Alzheimer’s Society, 2009. Counting the Cost: Caring for People with Dementia on 
Hospital Wards. Alzheimer’s Society, London. 

3 Details of how training resources have been developed from the conver
sation analytic work can be foiund in Harwood et al., (2018) and Pilnick et al., 
(2023).

A. Pilnick et al.                                                                                                                                                                                                                                  Social Science & Medicine 369 (2025) 117805 

10 

https://www.alzheimers.org.uk/blog/lying-to-someone-with-dementia?page=%2C1
https://www.alzheimers.org.uk/blog/lying-to-someone-with-dementia?page=%2C1
https://doi.org/10.1016/j.socscimed.2017.09.014
http://refhub.elsevier.com/S0277-9536(25)00134-0/sref2
http://refhub.elsevier.com/S0277-9536(25)00134-0/sref2


Blair, M., Marczinski, C.A., Davis-Faroque, N., Kertesz, A., 2007. A longitudinal study of 
language decline in Alzheimer’s disease and frontotemporal dementia. J. Int. 
Neuropsychol. Soc. 13, 237–245.

Boyle, G., Warren, L.A., 2015. Showing how they feel: the emotional reflexivity of people 
with dementia. Fam., Relationsh. Soc. 6, 3–19.

Burgess, P.W., Shallice, T., 1996. Confabulation and the control of recollection. Memory 
4, 359–411.

Burkitt, I., 2008. Social Selves: Theories of Self and Society. Sage Publications, London. 
Cohen-Mansfield, J., 2000. Use of patient characteristics to determine nonpharmacologic 

interventions for behavioral and psychological symptoms of dementia. Int. 
Psychogeriatr. 12, 373–380.

Dooley, J., Barnes, D.R., 2022. Negotiating ’the problem’ in GP home visits to people 
with dementia. Soc. Sci. Med. 298, 114862.

Drew, P., 1997. ‘Open’ class repair initiators in response to sequential sources of troubles 
in conversation. J. Pragmatics 28, 69–101.

Drew, P., Walker, T., Ogden, R., 2013. Self-repair and action construction. In: Sidnell, J., 
Hayashi, M., Raymond, G. (Eds.), Conversational Repair and Human Understanding. 
Cambridge University Press, Cambridge. 

Fotopoulou, A., 2010. The affective neuropsychology of confabulation and delusion. 
Cogn. Neuropsychiatry 15, 38–63.

Garcia, A.C., 2012. Medical problems where talk is the problem: current trends in 
conversation analytic research on aphasia, autism spectrum disorder, intellectual 
disability, and Alzheimer’s. Sociol. Compass 6, 351–364.

Garfinkel, H., 1967. Studies in Ethnomethodology. Prentice-Hall, Englewood Cliffs, N.J.
Gibbons, L., Keddie, G., James, I.A., 2018. Investigating the phenomenon of time- 

shifting. Austr. J. Dementia Care 7 (1), 32–34.
Goffman, E., 1955. On face-work: an analysis of ritual elements in social interaction. 

Psychiatry: J. Study Interpers. Processes 18, 213–231.
Goffman, E., 1967. Interaction Ritual. Essays on Face-To-Face Behavior. Doubleday, New 

York. 
Griffiths, A., Knight, A., Harwood, R., Gladman, J.R., 2014. Preparation to care for 

confused older patients in general hospitals: a study of UK health professionals. Age 
Ageing 43 (4), 521–527.

Harwood, RH, O’Brien, R, Goldberg, SE, Allwood, R, Pilnick, A, Beeke, S, Thomson, L, 
Murray, M, Parry, R, Kearney, F, Baxendale, B, Sartain, K, Schneider, J, 2018 Dec. 
A staff training intervention to improve communication between people living with 
dementia and health-care professionals in hospital: the VOICE mixed-methods 
development and evaluation study. Southampton (UK). NIHR Journals Library 
30586256. PMID:

Heritage, J., Maynard, D.W., 2006. Communication in Medical Care: Interaction between 
Primary Care Physicians and Patients. Cambridge University Press, Cambridge. 

Heritage, J., Raymond, G., 2005. The terms of agreement: indexing epistemic authority 
and subordination in talk-in-interaction. Soc. Psychol. Q. 68, 15–38.

Heritage, J., Raymond, G., 2012. Navigating epistemic landscapes:: acquiescence, agency 
and resistance in responses to polar questions. In: de Ruiter, J. (Ed.), Questions: 
Formal, Functional and Interactional Perspectives. Cambridge University Press, 
Cambridge. 

Hertogh, C.M.P.M., Anne Mei The, B., Miesen, B.M.L., Eefsting, J.A., 2004. Truth telling 
and truthfulness in the care for patients with advanced dementia: an ethnographic 
study in Dutch nursing homes. Soc. Sci. Med. 59, 1685–1693.

Husserl, E., 1960. Cartesian Meditations: an Introduction to Phenomenology. The Hague, 
Nijhoff. 

Hydén, L.-C., Samuelsson, C., 2019. “So they are not alive?”: dementia, reality 
disjunctions and conversational strategies. Dementia 18, 2662–2678.

James, I.A., 2015. The use of CBT in dementia care: a rationale for Communication and 
Interaction Therapy (CAIT) and therapeutic lies. Cognit. Behav. Ther. 8, e10.

James, I.A., Gibbons, L., 2019. Communication Skills for Effective Dementia Care: A 
Practical Guide to Communication and Interaction Training (CAIT). Jessica Kingsley 
Publishers, UK. 

James, I.A., Reichelt, K., Moniz-Cook, E., Lee, K.C.E., 2020. Challenging behaviour in 
dementia care: a novel framework for translating knowledge to practice. Cognit. 
Behav. Ther. 13, e43.

James, I.A., Wood-Mitchell, A.J., Waterworth, A.M., Mackenzie, L.E., Cunningham, J., 
2006. Lying to people with dementia: developing ethical guidelines for care settings. 
Int. J. Geriatr. Psychiatr. 21, 800–801.

Jefferson, G., 1972. Side sequences. In: Sudnow, D.N. (Ed.), Studies in social interaction. 
Free Press, New York, NY, 294-33. 

Jefferson, G., 1987. On exposed and embedded correction in conversation. In: Button, G., 
Lee, J. (Eds.), Talk and Social Organisation. Bristol, Blue Ridge Summit: Multilingual 
Matters.

Jefferson, G., 2004. Glossary of transcript symbols with an introduction. In: Lerner, G.H. 
(Ed.), Conversation Analysis: Studies from the First Generation. John Benjamins, 
Amsterdam/Philadelphia. 

Jones, D., Drew, P., Elsey, C., Blackburn, D., Wakefield, S., Harkness, K., Reuber, M., 
2016. Conversational assessment in memory clinic encounters: interactional 

profiling for differentiating dementia from functional memory disorders. Aging 
Ment. Health 20, 500–509.

Kindell, J., Keady, J., Sage, K., Wilkinson, R., 2017. Everyday conversation in dementia: 
a review of the literature to inform research and practice. Int. J. Lang. Commun. 
Disord 52, 392–406.

Kirtley, A., Williamson, T., 2016. What is Truth? In: Kousoulis, A. (Ed.), An Inquiry about 
Truth and Lying in Dementia Care. London, UK. 

Kopelman, M.D., 2010. Varieties of confabulation and delusion. Cogn. Neuropsychiatry 
15, 14–37.

Levinson, S.C., 1983. Pragmatics. Cambridge University Press, Cambridge. 
Lindholm, C., 2015. Parallel realities: the interactional management of confabulation in 

dementia care encounters. Res. Lang. Soc. Interact. 48, 176–199.
National Institute for Health and Social Care Excellence (NICE). Delirium: prevention, 

diagnosis and management in hospital and long-term care (CG103). https://www. 
nice.org.uk/guidance/cg103.

NHS, 2024. What is dementia? https://www.nhs.uk/conditions/dementia/about-de 
mentia/what-is-dementia/.

O’Brien, R, Beeke, S, Pilnick, A, Goldberg, SE, Harwood, RH, 2020 Oct. When people 
living with dementia say ‘no’: Negotiating refusal in the acute hospital setting. Soc 
Sci Med 263, 113188. https://doi.org/10.1016/j.socscimed.2020.113188.

eds, Communication in Healthcare Settings: Policy, Participation and New Technologies, 
2010. Wiley-Blackwell, Oxford. 

Pilnick, A., O’Brien, R., Beeke, S., Goldberg, S., Harwood, R., 2021. Avoiding repair, 
maintaining face: Responding to hard-to-interpret talk from people living with 
dementia in the acute hospital. Social Science & Medicine. https://doi.org/10.1016/ 
j.socscimed.2021.114156.

Pilnick, A., O’Brien, R., Beeke, S., Goldberg, S., Murray, M., Harwood, R.H., 2023. 
Conversation analysis based simulation (CABS): A method for improving 
communication skills training for healthcare practitioners. Health Expectations: An 
International Journal of Public Participation in Health Care and Health Policy 26 (6), 
2461–2474. https://doi.org/10.1111/hex.13834.

Pollner, M., 1975. ’The very coinage of your brain’: the anatomy of reality disjunctures. 
Philos. Soc. Sci. 5, 411–430.

Prince, M., Knapp, M., Guerchet, M., Mccrone, P., Prina, M., Comas-Herrera, A., 
Wittenberg, R., Adelaja, B., Hu, B., King, D., Rehill, A., Salimkumar, D., 2014. 
Dementia UK: Update, 2 ed. London. 

Raymond, C.W., 2016. Intersubjectivity, Progressivity, and Accountability: Studies in 
Turn Design. University of California, Los Angeles, 10125029. 

Raymond, G., 2023. Reality Disjunctures in News Comedy Interviews: A Naturally 
Occurring Experiment in Action Formation and Ascription. CA Day 2023. 
Loughborough University.

Raymond, G., Sidnell, J., 2019. Interaction at the boundaries of a world known in 
common: initiating repair with “what do you mean?”. Res. Lang. Soc. Interact. 52, 
177–192.

Schegloff, E.A., 1979. The relevance of repair to syntax-for-conversation. In: GIVÓN, T. 
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The authors regret that following errors were identified after the 
published paper appear online:

In the Methods section, it states that “Over a period of six months 
(April–September 2022) a total of 54 healthcare encounters were 

recorded, of which three were audio only”. The correct number of re
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