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Is therapeutic lying contradictory to person-centred care?  
Toward understanding the connection

Shirley Longa, Kate Irvingb and Catriona Murphyb

aNursing, Community Health Organisation, Dublin, Ireland; bSchool of Nursing, Dublin City University, Dublin, Ireland

ABSTRACT
Aim: There is a lack of clarity about therapeutic lying in the context of everyday dementia care. This 
study provides conceptual clarity on how the term is used and considers the concept in relation to 
person-centred care.
Methods: Rodgers’ (1989) evolutionary framework of concept analysis was employed. A systematic 
multiple database search was conducted and supplemented with snowballing techniques. Data were 
analysed thematically through an iterative process of constant comparison.
Results: This study highlighted that therapeutic lying is intended to be used in the person’s best 
interests for the purpose of doing good. However, its potential for doing harm is also evident. Its use 
in the literature has increased with the general trend towards becoming more accepted in the dis-
course. A continuum emerged depending on the degree to which a lie departs from the truth. 
Emerging guidelines were also evident as to when a lie could or could not be justified.
Conclusion: The term therapeutic lying, was contrasted with aspects of person-centred care and was 
found to be problematic. We conclude that there may be more pragmatic ways of constructing 
language around the care of people with dementia which could be less stigmatising.

Introduction

Lying is a common tactic employed by people caring for people 
with dementia. A study by James et al. (2006) revealed that 
96% of residential care staff lie to residents with dementia. This 
form of communication is increasingly referred to as ‘therapeu-
tic lying’. Given the ubiquitous nature of the practice and the 
ethical conflict it presents with professional codes of practice 
that stress trustworthiness and fidelity, its justification hasn’t 
been explored commensurate with its use. Therefore, we 
endeavoured to analyse the literature with regards to the use 
of the concept in everyday dementia care and thus expand our 
understanding of how, it accords with person-centred care.

Dementia is a set of diseases which are progressive with no 
cure and at the point of diagnosis a very wide range of trajec-
tories. This is to say, people with dementia progress in vastly 
different ways and over different time scales (Whitehead & 
George, 2008). However, at some point in their journey people 
with dementia become disorientated to person, place and time 
for episodes in a day or for longer periods. The way this pres-
ents and the response to this disorientation varies for every-
body but it often manifests in deep anxiety and frequent 
attempts by the person with dementia to put right what feels 
wrong. This then leaves caregivers in a difficult position regard-
ing their response to the person who may be acting in a way 
that seems irrational, or that puts themselves or others at risk. 
Traditionally, the options are reality orientation (Taulbee & 
Folsom, 1966) or validation of the emotion behind the 
behaviour (Feil, 1993). Another communication option is to lie 
to the person and this has been called therapeutic lying. This 

has been described as a person-centred activity in the best 
interests of a person with dementia (Cutcliffe & Milton, 1996; 
Alter, 2012; Culley et al., 2013; Butkus, 2014; Caiazza et al., 2014; 
Cantone et al., 2019; Mills et al., 2018).

Person-centred care holds that each person has ‘absolute 
value’, that all life should be respected and that the focus of 
care should be on the maintenance of self-esteem. Kitwood 
asserted that personhood is:

A standing or status that is bestowed upon one human being by 
others in the context of a relationship. (Kitwood, 1997, p. 8)

Such understandings do not point to any particular insight 
on the practice of lying in these circumstances other than to 
reiterate the need to respect personhood and to ensure that 
nothing we do is damaging to self-esteem. Kitwood (1997, p. 
46) describes the use of some lies in dementia care as ‘treach-
ery’ and defines this as ‘using forms of deception in order to dis-
tract or manipulate a person or force them into compliance’. He 
includes treachery as one of the elements that contributes to 
malignant social psychology (Kitwood, 1997). Kitwood is clear 
to point out that although the negative term ‘malignant’ sig-
nifies something harmful it does not imply evil intent but can 
be harmful. He also describes examples of ‘creative communi-
cation,’ which could fall under the realm of therapeutic lying 
as ‘positive person work’. These examples include, going along 
with another’s reality to understand the lived experience of the 
person. This might include not correcting a person who is look-
ing for a deceased relative or searching for (now grown up) 
small children.
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The research question therefore under investigation is: How 
does the concept of therapeutic lying used in contemporary 
literature relate to everyday dementia care and how does this 
accord with the dominant framing of person-centred care?’

Methods

Rodgers’ evolutionary concept analysis (Rodgers, 1989; Rodgers 
& Knafl, 2000) was employed to examine how the concept is 
used in the literature in everyday dementia care. This is achieved 
by examining the concept to see patterns of characteristics 
(Rodgers & Knafl, 2000). This method can help describe the ways 
the concept is publicly manifested by linguistic behaviour using 
an inductive approach that recognises concepts as dynamic 
interconnected phenomena that are influenced by their ‘signif-
icance’, ‘use’ and ‘application’ (Baldwin & Rose, 2009).

The strength of the approach is that it is systematic and it 
can assist researchers to clarify, describe and explain concepts 
by analysing how a concept has been used within and across 
health disciplines and contexts (Tofthagen & Fagerstrøm, 2010). 
Such clarity can help with the validity of subsequent research. 
Another benefit of the approach is to detect changes in the use 
of the term over time which can be productive of new social 
understandings.

Key questions have been used to carry out the analysis  
including five areas of inquiry (Tofthagen & Fagerstrøm 2010):

1.	 Surrogate terms: Do other words say the same thing as 
therapeutic lying or have something in common with 
therapeutic lying?

2.	 Attributes: What are the characteristics of therapeutic 
lying?

3.	 Antecedents: What events or phenomena are com-
monly associated with therapeutic lying?

4.	 Examples: What examples can be drawn from the text 
rather than constructed by the researcher?

5.	 Consequences: What happens when therapeutic lying 
is used?

Study search strategy

A systematic search was employed including literature from all 
disciplines and incorporated several databases. The databases 
of Pub/Medline, Cinahl, Psychinfo, OmniFile, and PsyArticle were 
searched. Google and google scholar were also searched to 
identify any peer reviewed literature that was not included in 
these databases. A supplementary search using snowballing 
techniques (backwards and forward searching) was also under-
taken to identify relevant literature. No time limits were applied 
to these searches to gain insight into how the concept has 
evolved over time and how it is used in the literature by both 
formal and informal carers.

Search terms

An initial review of the literature allowed us to identify the 
concept of interest and associated expressions. These 
included: lie, untruth, lies, deceit, dishonesty, deception. 
As the aim of the search was to identify all peer reviewed 
literature relating to the concept of therapeutic lying in peo-
ple with dementia, the terms were searched individually using 
the ‘select all’ database function in each search engine and 
then combined. Consideration was given to the inclusion of 
the opposite term ‘truth telling’ however, a diligent look at 
this literature led us to believe that this term was used pre-
dominantly in papers associated with the disclosure of diag-
nosis of dementia, which although relevant is not the central 
concern here.

The Boolean operators used for the concept analysis 
search

[Therapeutic lying OR lie OR untruth OR lies] AND [Deceit OR 
Dishonesty OR Deception] AND [Dementia OR Alzheimer’s OR 
Cognitive impairment].

Study selection

While the objective of the study was to take a broad approach 
to explore the concept, several inclusion and exclusion criteria 
were adhered to (Table 1).

Initial searching, conducted in April 2021, identified 118 arti-
cles with 37 included in the final sample for the concept analysis 
once screening and eligibility criteria were applied. This process 
is illustrated in Figure 1: PRISMA flow diagram.

Data extraction and analysis

Each article was read in full and analysed for any relevant data 
relating to the surrogate terms, attributes, antecedents, conse-
quences, and related terms associated with therapeutic lying. 
The articles were then placed into a coding framework. 
Information generated from the data collection was placed into 
a data extraction tool or matrix. This facilitated the examination 
of information patterns in the data which were grouped accord-
ing to Rodgers’ themes (surrogate terms, attributes, anteced-
ents, consequences). The themes were then explored to gain 
greater clarity and understanding of the concept of therapeutic 
lying when caring for a person with dementia.

Results

The relevant data consisted of 37 papers published from 
1994–2021 including 28 primary research studies, 2 case 

Table 1. I nclusion and exclusion criteria guiding the concept analysis.

Inclusion Criteria
•	 Peer-reviewed literature focused on therapeutic lying when caring for people with dementia.
•	 Peer-reviewed literature focused on therapeutic lying that incorporated dementia as major theme in their study.
•	 Primary research presenting a theoretical framework or discussion on the concept of therapeutic lying or related terms in practice.
•	 Literature based on the use, meaning or characteristics of therapeutic lying or related terms in practice when caring for people with dementia such as case 

examples, reflective accounts and case commentaries.
Exclusion Criteria
•	 Non peer-reviewed literature.
•	 Articles not written in English.
•	 Articles not focused on the use, meaning or characteristic of the concept of therapeutic lying or related terms in practice.
•	 Books/chapters/editorials.
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commentaries, 5 papers using case examples from practice, 1 
reflective account and 1 vignette (Appendix 1). The majority 
(24 of 37) papers identified were published from 2014–2021. 
The literature selected primarily originated in the United 
Kingdom (20) followed by the United States (6), other European 
countries (7), Australia, Canada, Japan, and New Zealand (4). 
The first authors came from a variety of professional orienta-
tions, with the majority from a psychology (13) or nursing 
background (12). Within the primary research studies, the 
most dominant methodology used to generate data was qual-
itative (12), followed by quantitative (9) and mixed method-
ology (4). Most papers gave accounts of lying from the 
perspective of professional carers however, five papers dis-
cussed the issues of lying to a family member and one specif-
ically looked at the views of people with dementia themselves.

Surrogate terms and related concepts

The most common surrogate term in the data is ‘white lie’. This 
was defined as a good lie or a small lie with the intention of not 
causing harm (Culley et al., 2013). Spencer (2017) classified it as 
a fib or small untruth used only for therapeutic effect. It is subtle 

in nature and designed to benefit the other person (Cantone 
et al., 2019).

The second most used term in the study sample was ‘decep-
tion’, this is depicted as often non-verbal acts, intending to cause 
another person to have false beliefs about their current situation 
(Schermer, 2007). For example, obscuring a door so that it looks 
like a wall or concealing an entrance with a curtain so that it 
takes the appearance of a window. ‘Deception’ is intricately 
linked with ‘tricks’ and involves acts like hiding items such as: 
car keys, medication or favourite clothes that need to be washed 
(Blum, 1994; Day et al., 2011). Less frequently used surrogate 
terms include, ‘omissions of truth’ and ‘going along’.

‘Omissions of truth’ were described as the practice of not 
telling the person with dementia truthful information rather 
than actively lying. It is considered a preventative action as it 
involves withholding information that the person with demen-
tia will find upsetting (Blum, 1994). ‘Going along with’ is also 
classified in studies as ‘pretending’ revolves around the care-
giver’s response to a person with dementia. One carer 
described ‘going along with’ as a necessary strategy to survive 
when caring for someone with certain symptoms (Casey 
et al., 2020).

Figure 1.  PRISMA flow diagram for therapeutic lying in the care of a person with dementia.
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An alternative term discovered in the study sample was ‘lie’. 
This version without the addition of ‘therapeutic’ is described 
as the falsification or distortion of information verbally or writ-
ten with the intention to mislead. Lies told to benefit the person 
were considered acceptable however, from the literature 
reviewed in the study sample an ‘outright lie’ was to be avoided 
as much as possible (Green, 2015).

The most common related terms associated with therapeutic 
lying during the data analysis were validation therapy (Schermer, 
2007; Alter, 2012; Tuckett, 2012; Casey et al., 2016; Spencer, 2017; 
Jackman, 2020) and reality orientation (James, 2015; Casey et al., 
2016; O’Connor et  al., 2017; Jackman, 2020). Validation is 
described as an approach that highlights the importance of 
responding to the emotions rather than the facts being claimed 
by a person with dementia. Reality orientation is described as 
the attempt to reinforce our orientation to person, place and 
time by ensuring enough verbal and physical cues are apparent 
so that a person with dementia will be able to understand their 
environment.

Attributes

Attributes focus on the commonly used words to describe con-
cepts or clusters of characteristics that makes the concept pos-
sible to identify in situations. They contribute to a real definition 
and what makes the concept unique and how it evolves over 
time (Rodgers & Knafl, 2000).

A clear attribute of a therapeutic lie in this sample is using a 
deliberate untruth to fabricate or distort information to com-
plete care interventions (Blum, 1994). Therapeutic lying is 
described as a deliberate action of bending, twisting, or soften-
ing the truth to re-frame information that the person will find 
upsetting or has found previously upsetting. James (2015) and 
McKenzie et al. (2020) describe lying on a continuum from being 
subtle in nature, including diverting a person’s attention away 
from something through distraction (Schermer, 2007; Butkus, 
2014; Casey et al., 2016; Turner et al., 2017; Mills et al., 2018; 
Hartung et al., 2020; McKenzie et al., 2020) to the deliberate 
utterance of untruths to create a reality that might be more 
soothing to the person. The idea of a continuum of lying was 
first explored by Blum (1994) and developed by James (2015), 
Mills et al. (2018) and McKenzie et al. (2020).

Mills et al. (2018) referencing a major review of lies as com-
munication technique (Kirtlee & Williamson, 2016) found five 
typical methods of responding to difficult questions posed 
by persons living with dementia: (1) telling the whole truth, 
(2) looking for an alternative meaning to the question and 
responding accordingly, (3) distracting the person from the 
question, (4) going along with the person’s perspectives, and 
(5) lying.

Another attribute identified in our study was mixing the 
truth with lies to make a lie more effective (McKenzie et  al., 
2021). This is to prevent the person with dementia from becom-
ing distressed by discovering the lie. For this reason it often 
involves telling lies in line with the person’s life story as they are 
less likely to be detected (Mills et al., 2018). For example, if the 
person had children, the lie might involve the children’s names 
and perhaps occupations that might ring true to the person. 
The relevant data examined showed that if the caregiver uses 
a lie that is incompatible with the person’s life story it may result 
in distrust thus decreasing the therapeutic value of the lie (Day 
et al., 2011).

A further attribute of therapeutic lying in the literature, is 
that it is used in the person’s best interests (Cutcliffe & Milton, 
1996; Alter, 2012; Culley et al., 2013; Butkus, 2014; Caiazza et al., 
2014; Cantone et al., 2019; Mills et al., 2018). Casey et al. (2020) 
describes it as a ‘deliberate intervention, underpinned by empathy’ 
where the main aim is to improve a person’s well-being and 
quality of life. It is reflective of the person’s individual needs and 
is used with the best of intentions (Schermer, 2007; Green, 
2015). Collective thinking from all stakeholders involved about 
if, when and how it should be used should take place and all 
aspects of the process must be documented (James & 
Caiazza, 2018).

Examples of non-therapeutic lies (things that distinguish 
them from an attribute of therapeutic lying include: ‘Fobbing 
off’, incorporated to suit the caregiver only and therefore are 
not person-centred (Jackman, 2020) or ‘passing the buck’ 
(Turner et al., 2017) or answering a different question than the 
one that was asked (Hertogh et al., 2004). An outright lie was 
considered the least acceptable and less likely to be effective 
(Day et al., 2011; McKenzie et al., 2020).

Antecedents

Antecedents are events, situations or phenomena that precede 
an instance of the concept. They are the preconditions required 
before the concept can occur. They are valuable in this process 
as they give us an insight into the social context in which the 
concept is used (Rodgers & Knafl, 2000). Antecedents identified 
in the study sample for therapeutic lying, fell into two distinct 
but interlinked categories: (1) Person related antecedents (2) 
Intervention/Goal related antecedents.

Person related antecedents

Two antecedents relating to the person with dementia’s pre-
sentation were identified in the literature; (1) Inability to detect 
a lie and (2) Time shifting.

Inability to detect a lie
The inability to detect fact from fiction or a lie from the truth 
was an antecedent of therapeutic lying in a person with demen-
tia. When a person with dementia has lost this ability, the people 
caring for them use therapeutic lying as a communication strat-
egy more freely (Blum, 1994; Elvish et al., 2010; Cantone et al., 
2019). Closely related, if a person has reacted badly to the truth 
on multiple occasions previously the carer or practitioner may 
feel more justified in its use (Wood-Mitchell et al., 2006; Culley 
et al., 2013; O’Connor et al., 2017; McKenzie et al., 2020). The lie 
frequently appears the more compassionate option of care, 
especially if telling the truth results in more distress, discomfort, 
or confusion (Wood-Mitchell et al., 2006). In addition to this, if 
the carer or practitioner decides to tell the truth when a person 
has advanced dementia the information may simply not be 
retained or believed by the person especially if they are expe-
riencing time shifting.

Time shifting
Time shifting is another major antecedent where the person 
with dementia gets emotionally shifted to a time in their lives 
where something needs to be resolved or someone they care 
for needs assistance for example: a child, partner, or even a pet 
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(Casey et al., 2016; Turner et al., 2017; Jackman, 2020; Mills et al., 
2018; Carter, 2020). When such emotions are triggered the per-
son with dementia can become distressed and difficult to reas-
sure (Green, 2015). Time shifting is subjective and therefore can 
have immense disparity with reality (Mills et al., 2018; Jackman, 
2020). Even telling the truth may be perceived as a lie to the 
person with dementia during time shifting. For this reason, 
some have described it as the person with dementia being in 
their ‘own reality’ (Tuckett, 2012, p. 13) that the caregiver is com-
pelled to enter to maintain the channels of communications 
and prevent responsive behaviour (Caiazza et al., 2014; Hartung 
et al., 2020).

It is common for people with dementia in the mid to later stages 
of the disease, owing to changes in memory, to become ‘time-
shifted’. People are often shifted back to an emotional time in their 
past in which they think something needs to be resolved or 
attended to (e.g. find their partner; visit a sick relative; collect small 
children from school; get to work to support their family). When 
such ideas are triggered, the person strongly believes their view. 
Hence,

at such times a truth (e.g. your partner is dead, your children are 
grown up) will be viewed with incredulity and likely perceived by 
the person as an attempt to deceive.

(Turner et al., 2017: p. 862)

Intervention/goal related antecedents

The four intervention/goal related antecedents identified in the 
concept of therapeutic lying in the care of a person with demen-
tia are: (1) Management of responsive behaviour, (2) 
Maintenance of safety, (3) Used as a last resort, (4) 
Individualised care.

Management of responsive behaviour
The management of responsive behaviour is the main anteced-
ent when considering therapeutic lying from an intervention 
perspective (James et al., 2006; Alter, 2012; Cutcliffe & Milton, 
1996; Mitchell, 2014; Toiviainen, 2014; James & Caiazza, 2018; 
Mills et al., 2018). If the person with dementia presents with 
responsive behaviours, carers both informal and formal appear 
to be more comfortable using this method of communication 
(O’Connor et  al., 2017). Therapeutic lies are described as an 
approach to decrease truth related agitation, distress, and 
aggression. This approach often shows immediate results (Alter, 
2012; Green, 2015) however, its effects may be short-lived 
(Brannelly & Whitewood, 2014). The literature suggests that this 
concept’s use increases if there are safety concerns for the per-
son or others or a history of responsive behaviours escalating 
(Mitchell, 2014).

Maintenance of safety
The next most common antecedent of therapeutic lying as an 
intervention is maintaining the person with dementia’s safety. 
The carer sees the lie as a reasonable approach to ensure the 
person with dementia does not come to any physical or psy-
chological harm (Butkus, 2014; Mitchell, 2014).

He wanted the car keys… I had said that I had lost it and couldn’t 
find it and I pretended to look.

(Blum, 1994, p. 26)

Therapeutic lying as a safety measure and its effect are not 
just limited to the person themselves. There is evidence sug-
gesting it can also reduce the risk of violent responsive 
behaviour that place the staff and other residents at risk (Blum, 
1994; Tullo et al., 2015; Mitchell, 2014).

The therapeutic doses of the medication could not be realised 
because when Sam was given the truth about his Risperidone, he 
refused to take it. On one occasion, this resulted in Sam hitting 
another person having dementia on the unit.

(Mitchell, 2014, p. 845)

Used as a last resort
Using therapeutic lying as a last resort is considered another 
intervention/goal related antecedent. Where other methods to 
mitigate responsive behaviours regarding truth related distress 
have been tried and failed (Hartung et al., 2020; Turner et al., 
2017; Wood-Mitchell et al., 2006; Day et al., 2011; Miron et al., 
2020). Therapeutic lying is often a last ditch attempt to calm the 
person with dementia (O’Connor et al., 2017; James & Caiazza, 
2018; Hartung et al., 2020; Hirakawa et al., 2020). It is seen as a 
useful approach in this regard and a viable alternative to more 
restrictive physical or pharmacological interventions (O’Connor 
et al., 2017; Hartung et al., 2020). As a result, therapeutic lying 
as an intervention has been viewed as more in keeping with 
less medicalised person-centred approaches to care.

Historically, long-term care homes managed responsive behaviours 
with physical restraints and/or antipsychotic medications. However, 
in the last decade, long-term care homes have moved away from 
the use of restraints and medications to manage responsive 
behaviours, in order to improve outcomes and patient safety. 
Instead, the focus on responsive behaviour management is the use 
of person-centred non-pharmacological interventions, including 
person-centred communication.

(Hartung et al., 2020, p. 1)

Individualised care
The fourth and final antecedent identified in this category is 
individualised care. Understanding and knowing the person is 
considered paramount to the concept of therapeutic lying in 
the care of a person with dementia (Tuckett, 2012; O’Connor 
et al., 2017; James & Caiazza, 2018; Hartung et al., 2020; Hirakawa 
et al., 2020). It is simply not the case that one lie fits all individ-
uals. The therapeutic lie used must reflect the person’s life story 
to be believable and effective (Mitchell, 2014; Green, 2015) 
using a consistent structured approach (James et  al., 2006). 
When using therapeutic lying the people caring for a person 
with dementia must work as part of a team collectively to safe-
guard the person’s sense of self (Manthorpe et al., 2010).

In practice, the goal in using this technique is simply improving the 
life experience of a person for whom there are now only moments 
of memory. The role of the caregiver is just that – providing care 
through compassion and support, whether physical or emotional.

(Green, 2015, p. 20)

Consequences

Consequences are the events or situations that are a result of 
the use of the concept (Rodgers & Knafl, 2000). Positive and 
negative consequences were identified in the study sample.
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Positive consequences
When therapeutic lying is used in a positive manner, the person 
with dementia can appear less anxious, distressed, and agitated 
(Casey et al., 2020; Jackman, 2020). The person shows positive 
body language during interactions using therapeutic lies and 
starts engaging more freely with their environment (Alter, 2012; 
Schermer, 2007). When the person is exhibiting calmer 
behaviour (Manthorpe et  al., 2010; O’Connor et  al., 2017; 
Hartung et al., 2020) care interactions become more pleasurable 
for everyone involved. By eliminating triggers linked to respon-
sive behaviours the person becomes more emotionally relaxed 
(Schermer, 2007). This results in an increase in the person’s 
well-being and quality of life (Green, 2015; Manthorpe et al., 
2010; McKenzie et al., 2021). There are also benefits for the per-
son’s caregivers (Green, 2015). As communication eases 
between parties, stress levels for the caregiver will decrease 
(Spencer, 2017; Tullo et al., 2015). The caregiver feels more pro-
tected and less at risk of physical harm (Butkus, 2014; Mitchell, 
2014). They describe being more able to cope with presenting 
situations even if confronted by a challenging moment 
(Blum, 1994).

I wouldn’t correct him. I felt it would belittle him … make him upset 
or more confused. I would just ignore it and change the subject. 
(Spencer, 2017)

Negative consequences
The use of therapeutic lies is not without negative conse-
quences. Much of the evidence examined identified concerns 
about the use of lying as a therapeutic tool violating the person 
with dementia’s autonomy (Blum, 1994; Schermer, 2007, Day 
et al., 2011; Alter, 2012). The person with or withholding the 
information was seen as the person who had all the power in 
the relationship, leaving the person being lied to at the mercy 
of the information they were receiving. This has serious impli-
cations for the care of persons with dementia who are vulner-
able to power imbalance as a feature of their disability (Brannelly 
& Whitewood, 2014; O’Connor et al., 2017).

Alter (2012) believes that the use of therapeutic lies when 
caring for someone with dementia can exacerbate their disease 
by having a negative effect on memory, arguing this is especially 
true when the lie is not consistently told in practice. When this 
occurs the person with dementia can become more confused 
by snippets of conflicting information (James et al., 2003, James 
et al., 2006; Wood-Mitchell et al., 2006). There is also concern in 
the literature examined about how the person with dementia 
would be viewed by their peers, themselves and their wider 
community if therapeutic lies were used in their care. The 
research on the views of persons with dementia shows a con-
cern that people might see them as different, not normal or a 
non-person (Day et al., 2011; O’Connor et al., 2017). This makes 
them extremely vulnerable (Caiazza et  al., 2014; Casey et  al., 
2020) and open to abuse.

Discovering lies might also impact on people’s personhood, i.e. the 
status granted to People with Dementia by others. This sub-cate-
gory overlapped considerably with ‘relationship’, particularly in ref-
erence to feelings of powerlessness and reduced autonomy.

(Day et al., 2011, p. 825)

In the quote below there is a suggestion that the nurse’s own 
integrity is damaged in the lying process and that as this social 
rule is breached it makes the telling of lies easier. This is a further 
negative consequence of lying:

The majority of participants revealed that while at first the deceit is 
difficult, one quickly becomes accustomed to using it. Others 
revealed that they saw the immediate benefits of using the thera-
peutic lie and began using it without either realizing it or giving it 
a second thought. (Green, 2015, p. 29)

Concept definition and model derived from the 
references

Based on the analysis of the attributes, antecedents and outcomes 
presented, a conceptual model of ‘therapeutic lying’ as it relates to 
everyday dementia care is outlined in Figure 2. This model depicts 
a range of attributes which make up a continuum of therapeutic 
lying. The model further depicts a range of interconnected consid-
erations in relation to the person with dementia and the interven-
tion itself which influence the positive and negative consequences 
for the person with dementia or the person providing the care.

Discussion

This study has presented a model on the concept of therapeu-
tic lying as was found in the literature. The model articulates 
a therapeutic lying continuum and some criteria to enhance 
the likelihood that a lie will contribute to wellbeing for a per-
son with dementia. It has explored the attributes of therapeu-
tic lying and antecedent factors related to the person with 
dementia and this communication strategy as an intervention. 
The consequences of lying have been explored. The discussion 
will focus on the model with respect to person-centred 
dementia theory.

Shared responsibility in communication

Therapeutic lying is identified as an individualised intervention, 
incorporated in the best interests of a distressed individual and 
an intervention of last resort. This concept analysis highlights 
both positive and negative consequences, it would therefore 
appear that therapeutic lying is only sometimes as it claims, 
therapeutic. The negative consequences require more careful 
consideration in the light of person-centred theory. Kitwood 
and Bredin (1992) discussed the distinction between the basi-
cally sound ‘us’ and the neurologically impaired ‘them’. According 
to Kitwood and Bredin ‘We’ are seen as contributors to the prob-
lems of communication though this is often unacknowledged, 
indeed; ‘…much of our professional socialization involves a 
systematic training in how to avoid such painful insight’ 
(Kitwood & Bredin, 1992: p 278).

Our analysis identified two antecedents to therapeutic lying; 
factors relating to the person with dementia, one of which was 
the ability of the person with dementia to detect a lie. A per-
son-centred understanding of communication goes beyond 
ensuring the lie is not detected, and accepts that the prevailing 
pattern of social relations is a sum of the skills and failings of 
both sides of the communication partnership. This would sug-
gest a third antecedent is entirely missing in the literature 
reviewed, relating to the skills of the communication partner/
caregiver. This raises some interesting challenges for therapeu-
tic lying: a highly skilled empathic, self-aware carer has a greater 
ability to come up with creative alternatives to a lie than the 
same person who is less skilled in creative communication. In 
short, the options in communication that are open to anyone 
at the point of contact are dependent on the resources and skills 
of both sides of the communication partnership. We suggest 
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that herein lies the greatest difficulty with the term therapeutic 
lying. Therapeutic lying avoids the acknowledgement of the 
shared responsibility in communication and as such is not 
entirely person-centred.

Inconsistency of time shifting

The second concern is the finding that at a certain stage a person 
becomes time shifted and therapeutic lying is a reasonable thing 
to do to join them in their reality. James et al. (2006) calls for 
consistency in this, in case the inconsistency is remembered. 
There is a wealth of anthropological research to suggest that we 
make these divisions at our peril (Kontos et al., 2017). The idea 
that we cross a threshold and become time-shifted is at best 
reductionist (reducing the person to their greatest deficit rather 
than best asset), at worst deeply stigmatising and inaccurate 
given that moment to moment orientation is a dynamic process. 
Even in the later stages of dementia opportunities are present 
to make deep connections with the person with dementia to 
understand what they need from the communication partner-
ship. The risk may be that in the decision to lie, and certainly to 
lie (or tell the truth) consistently, we lose opportunity for genuine 
connection in the moments when this is possible. What is 
remembered is most likely the emotional salience rather than 
the facts of the story, for example, when we tell someone that 
their husband has died and we allow them to grieve. Hughes 
(2021) displays a powerful account of such cases. The jeopardy 
here is high given that the distinction between a therapeutic lie 
and treachery is subtle and moving like shifting sand.

Therapeutic lying: a problematic term

We found strong evidence in the literature that lying covers a 
continuum from an outright lie to the full truth. These commu-
nication strategies are helpful within a therapeutic relationship 
in thinking through how we might respond in any situation 
where we are confronted with someone living a different reality 
to that which we are experiencing (Kirtlee & Williamson, 2016). 
These are therapeutic skills practiced with deep respect and 
empathy, intended to understand what the person is experienc-
ing, to meet their needs without particular engagement in their 
reality. Listening, reflecting and mirroring may well be all that is 
required to make a therapeutic connection whereas correcting 
or lying could drive disconnection. The term ‘therapeutic lying’ 
focuses attention on the lie rather than on the actual therapeutic 
aspect which is the relationship—outside of which no lie can 
ever be therapeutic. Lying can be therapeutic but it can also be 
disrespectful and damaging and our literature review was replete 
with such examples. Unless the caregiver knows and understands 
the person and has interpreted their needs, it is difficult to see 
how a lie could uphold a sense of self-esteem and personhood.

It is clear that at times the outcome of lying is sometimes 
therapeutic when done under specific conditions and it may 
well be the best that a particular individual can do in a given 
situation. Lying always needs to be interrogated for its true 
meaning in the communication partnership. It is such interro-
gation which satisfies the carer that the lie was in this instance 
acceptable or unavoidable. In truth, the lying is not, in these 
circumstances, what makes it therapeutic, it is the caregivers’ 
search for meaning and empathy that is therapeutic.

Figure 2.  Conceptual model of ‘therapeutic lying’ as it relates to the literature on everyday dementia care.
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A proposed alternative framework for the use of lying in 
dementia care practice

Based on the findings of this concept analysis and our discus-
sion we are proposing an alternative framework for reflection 
on the use of lying in practice (Figure 3).

This model foregrounds the skills and abilities on both sides 
of the communication dyad that are necessary to consider if 
lying is to be a person-centred endeavour but were not found 
in the literature. We also remove the word ‘therapeutic’ from 
lying in our model and offer the continuum of communication 
strategies one might consider. As with Kirtlee and Williamson 
(2016) our position is that the most truthful position possible 
without causing distress is preferred. This does not include san-
itising a person with dementia’s life entirely of any sad memory 
or emotional experience which could represent a dehumanisa-
tion of the individual concerned.

In the context of poor training (Surr et al., 2017; Ekoh et al., 
2020) and immense stigma (Batsch & Mittelman, 2012; Swaffer, 
2014; Nguyen & Li, 2020) and clear examples of the extent of 
‘othering’ (Doyle & Rubinstein, 2014) facing people with demen-
tia we argue that careful reflection on our actions is always 
necessary when transgressing accepted ethical principles such 
as fidelity. We argue for an improvement in the ethical culture 
and development of ethical agency and leadership to enable 

staff to rationalise situations. Better training and education in 
this area will help to recognise moral distress and nurture the 
moral compass of caregivers (Hartman et al., 2018). In short, 
when creative communication has failed, and the caregiver feels 
they have no option but to lie—it is a lie and worthy of serious 
consideration as to whether that lie might have been avoided 
without undue distress to the person with dementia or others.

Limitations of the study

Concept analyses of all types have their critics, Beckwith et al. 
(2008) cite a lack of critical appraisal and troubling theoretical 
underpinnings. However, we believe that the current study 
allows for a critical discussion of the emergence of a new term 
with great significance to care. While we have followed the 
stages of Rodgers’ evolutionary concept analysis as adapted by 
Tofthagen and Fagerstrøm (2010), we have used examples of 
concept analyses (Higgins et al., 2017; Huynh et al., 2008) to 
inspire a more discursive approach using rich examples of the 
data analysed to evidence the antecedents, attributes, and con-
sequences of the use of the concept. Concept analyses should 
not only be about legitimising and clarifying terms, if terms are 
used in a way that is counter to other accepted standards further 
critique is required.

Figure 3.  A framework for the use of lying in dementia care practice.
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Conclusion

To conclude we find that therapeutic lying and person-centred 
care are difficult to reconcile. Lying within a therapeutic rela-
tionship when carefully considered can be therapeutic but we 
regard the relationship as the locus of good and the lie as a 
vehicle. We would argue that naming lying as therapeutic with-
out exploring the skills of one-half of the communication part-
nership is outside of person-centred ideals. Careful reflection 
on the different possible types of intervention is a more inspir-
ing ideal and a more promising basis for a just approach to 
contemporary dementia care. We assert that the term ‘thera-
peutic lying’ is not an improvement on the word ‘lying’ which 
leaves the onus on the care giver to consider a priori and reflect 
post hoc on how therapeutic/justified the lie may have been.

Implications for practice

Questioning lying will require strong leadership from managers 
in settings caring for people with dementia. While we talk much 
of person centred care, there are very well documented barriers 
to its implementation (Doyle & Rubinstein, 2014; Miron et al., 
2017) and we have argued here that seeing lying as therapeutic 
rather than the relationship is detrimental to seeing behaviours 
as making meaning and recognising the humanity of people 
with dementia. Such leaders need to create a climate where it 
is acceptable to ask questions about lying. Open debate on the 
issue should be supported in a blame free culture, where train-
ing in creative communication is a requirement for all staff. This 
training should enable the learner to develop skills in self-aware-
ness, moral reasoning, creative communication and deep empa-
thy of the lived experience of individuals living with dementia. 
Given the arguments made about stigma and dementia and 
the extent of lying as an accepted practice, it is likely that hold-
ing a space to question lying may be counter cultural at the 
present time and require strong leadership. However, without 
such deliberation we risk violating the rights of people with 
dementia and dehumanising in the name of care.

Implications for research and education

There is some evidence of what promotes person-centred 
approaches in dementia training and education (Surr & Gates, 
2017; Surr et al., 2017; Parveen et al., 2021). The indications are 
that such training needs to be substantial, backed up by role 
modelling and reinforced by reflective practice after initial edu-
cation or training. Interventional research on communication 
techniques and actual patient outcomes are challenging to 
design, however such research would be important. Finally, the 
exploration of better creative communication in dementia by 
observing and analysing expert practice would help elucidate 
those skills to other caregivers.
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