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SUMMARY

The COVID-19 pandemic significantly increased
the challenges faced by families affected by
dementia, leading to an immediate increase in
both the number of calls received by Dementia
UK’s Admiral Nurse Dementia Helpline and the
levels of distress and complexity of the calls.
Consequently, Admiral nurses experienced feel-
ings of helplessness, echoed in the experiences
of other health professionals. One of the
approaches that enabled Admiral nurses to cope
during this time was ‘hope’, and this article
explores the use of hope-based approaches as
tools for working therapeutically with families dur-
ing the pandemic. Although written from the per-
spective of Admiral nurses, the approaches
described are transferable to others working
across health and social care. The article provides
an overview of one of the main models of hope in
the healthcare literature, Snyder’s hope model,
and explores the literature on hope more widely.
Fictitious case vignettes, drawn from clinical prac-
tice during the pandemic, are used to illustrate how
hope-based approaches can be applied to
practice.

LEARNING OBJECTIVES

After reading this article you will be able to:
• understand the theory of hope in relation to

working with families affected by dementia
• understand and explore the impact of the

COVID-19 pandemic on feelings and hope and
hopelessness for families affected by dementia

• weigh up the evidence for hope-based
approaches and understand when they may
be useful in clinical practice when working with
families affected by dementia.
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It is estimated that there are more than 900 000
people in the UK living with dementia (Wittenberg
2019). Dementia is an umbrella term used to
describe a group of symptoms that are characterised

by memory loss, behavioural changes, and loss of
cognitive and social functioning caused by progres-
sive neurological disorders. There are over 200
subtypes of dementia usually caused by neurodegen-
erative conditions, with the most common types
being Alzheimer’s disease, vascular dementia,
Lewy body disease, mixed dementia (most often a
combination of Alzheimer’s disease and vascular
dementia) and frontotemporal dementia (Sandilyan
2019). Lewis et al (2014) estimated that there are
more than 700 000 unpaid carers in the UK support-
ing people with dementia and suggested that if the
ratio of unpaid carers to people with dementia was
to remain the same this number would need to
increase to 1.7 million people by 2050.

Admiral nursing
Dementia UK is a charity that provides specialist
support to families affected by dementia using the
model of Admiral nursing. Admiral nurses are spe-
cialist nurses who have expert knowledge and
skills in dementia care. They employ a range of evi-
dence-based interventions to support families
affected by dementia, both in terms of developing
practical approaches for living with the symptoms
of dementia and offering emotional support to help
build resilience and coping strategies. The support
provided by Admiral nurses can be offered peri-
diagnostically (during the diagnostic process) and
post-diagnostically, across the life course of the con-
dition, through to end of life and after bereavement
(Aldridge 2019). Admiral nurses work across a
range of settings, including the community, acute
hospitals, hospices, primary care, care homes and
the Admiral Nurse Dementia Helpline. Although
the composition, funding and remit of Admiral
nurse services vary, their core principles and
values remain the same (Aldridge 2019).

Telehealth
Blandford et al (2020) define telehealth as the provi-
sion and management of healthcare in which indivi-
duals (often working with family members) manage
aspects of their care with remote support from
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healthcare professionals. Prior to the COVID-19
pandemic, telephone helplines were becoming an
increasingly common and integral component of
healthcare delivery, often targeted to a specific
condition or disease (Drayton 2020). Seen to be
cost-effective and to offer a reach beyond traditional
geographical boundaries, telehealth approaches
are part of the wider response to support self-
management as an increasing number of people
live longer with chronic conditions (Amalberti
2019). The onset of the pandemic saw an unprece-
dented increase in the deployment of telehealth as
many countries were forced into lockdown and, as
a consequence of social distancing measures, there
was a need to adapt models of care, leading to a
rapid increase in telephone and video consultations
(Blandford 2020).

The Admiral Nurse Dementia Helpline
The Admiral Nurse Dementia Helpline is one of four
registered dementia helplines operating in the UK
but is the only clinical dementia helpline staffed by
specialist dementia nurses and offering a range of
nursing interventions. It offers support via phone
or email and operates 7 days a week and 5 evenings
a week (Drayton 2020). The helpline is available for
all, inclusive of: people concerned that they or
someone close to them are experiencing symptoms
that may be indicative of dementia; people with a
diagnosis of dementia; families, friends and carers
of people with dementia; and professionals who are
caring for someone with dementia (Drayton 2020).

Impact of COVID-19 on people with dementia
and their family carers
Living with dementia and caring for someone with
dementia can be challenging at any time, but
COVID-19 increased these challenges owing to the
reduction in essential support services as restrictions
were imposed (Cousins 2022; Suarez-Gonzalez
2021). It has been identified that people with demen-
tia and their families were disproportionately nega-
tively affected by the pandemic (Greenberg 2020).
Memory assessment services paused operations,
day centres shut down, support groups and activities
closed or went virtual (Cousins 2022). Restrictions
meant there was limited contact with anyone
outside of the household, leading to increased
social isolation, and for people living in care homes
the enforced separation from family due to measures
to reduce infection and the death rate went on for far
longer (Suarez-Gonzalez 2021).
A rapid review by Suarez-Gonzalez et al (2021)

found that people with dementia had experienced
decline in cognition, a worsening of symptoms
such as depression, apathy and anxiety and

reduced functioning during the first year of the pan-
demic. Furthermore, there had been an increase in the
prescribing of antipsychotic and benzodiazepine
medication to manage behavioural and psychological
symptoms. All of these issues are associated with
increased caregiver burden and lower quality of life
for people with dementia (Suarez-Gonzalez 2021).
Consequently, there was an immediate increase in

not only the number of calls received by the Admiral
Nurse Dementia Helpline at the onset of the pan-
demic, but also in the levels of reported distress
and the complexity of the calls. The content of
calls also changed significantly and there was a
need to quickly adapt practice to respond effectively
to callers. Admiral nurses on the helpline found they
were suddenly unable to offer their usual advice on
real-world support and coping strategies owing to
the imposed restrictions and the sudden lack of
access to resources. This led to them to experience
feelings of helplessness, which have been echoed in
the experiences of health workers across the board
(Shaw 2020). One of the approaches that enabled
Admiral nurses to cope during this time was ‘hope’.

Defining hope
In dictionary definitions, hope is described as a
feeling of expectation, or a desire for a particular
thing to happen, or grounds for believing that some-
thing good may happen. It can also be used as a
verb: to hope is to want something to happen or to
be the case. Hopelessness, on the other hand, can
be defined as a feeling or state of despair, or a lack
of hope. However, the literature on hope and
health has found the concept hard to define
(Cutcliffe 2002; Duggleby 2012). Hope is a very per-
sonal construct, meaning different things for differ-
ent people. Cutcliffe & Herth (2002) examined the
spiritual, philosophical and healthcare context of
hope, and found that the literature lacked a defin-
ition that encompassed all that hope entails within
these differing perspectives. In part this is due to
the dynamic nature of hope, in that it may mean
something different to a person recovering from
disease, as opposed to someone living with a ter-
minal or progressive illness. There is also variation
in the methodological processes used to evaluate
hope that make a clear conceptualisation difficult.
Duggleby et al (2012), in a meta-synthesis of quali-
tative studies into hope relating specifically to older
people with chronic illness, found that hope was a
process of reappraising what was important to
them, as well as what was realistic, giving a defin-
ition of hope in this context being ‘desirable
(wanted) possibilities’.
Given the difficulties in clearly defining hope in

the healthcare context from which to begin

Hope
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exploring its use as a tool for nurses, this article will
provide an overview of one of the main models of
hope in the healthcare literature: Snyder’s (2000)
hope model.

Snyder’s theory of hope
The American psychologist Richard Snyder wrote
extensively on the subject of positive psychology,
with much of his work focusing on the concept of
hope. He developed a theory of hope, which he
defined as ‘a cognitive set that is based ona reciprocally
derived sense of successful agency (goal-directed
determination) and pathways (planning to meet
goals)’ (Snyder 2000: pp. 8–9). He refers to the
trilogy of goals, pathways and agency, which are
central to his model (Box 1).
Snyder (2000) argues that hope does not dis-

appear in challenging circumstances but can
remain with those with a hopeful mindset who
seem able to maintain optimism even in the most
challenging situations. The theory is interesting
from a clinical practice perspective as it charac-
terises hope as a state of doing, rather than a state
of being, therefore providing the potential to
develop strategies and interventions to increase
hope.
Looking at this theory through the lens of the pan-

demic, it is easy to see why families living with
dementia might have struggled to maintain a
hopeful mindset. The ability to visualise goals is
challenged by the fact that we were all operating in
uncharted territory during the pandemic, living
with uncertainty and with no clear idea of what the
future might look like in terms of restrictions and
service availability. People who may have previ-
ously been able to generate multiple pathways
towards a goal were challenged at every turn
owing to ever-changing COVID-19-related policy
alongside rising rates of death and infection,
making it more difficult to maintain a hopeful
mindset as goals became unobtainable. When the

ability to act independently and of our own free
will is taken away, as was the case under govern-
ment restrictions, a person’s ability to maintain
agency thinking (Box 1) and determination is
harmed.
When hope is challenged in the ways described

above, the outcome can be feelings of hopelessness.
Beck et al (1990) developed amodel of hopelessness,
defining it as negative expectations about ourselves
and our future, characterised by being unable to
find a solution or way out of our problems. The
Beck Hopelessness Scale is widely used and has
been shown to be a good predictor of suicidal idea-
tion and suicidality (Beck 1990). Carers of people
with dementia have a higher risk of suicide than
the general population (O’Dwyer 2016) and they
have been disproportionately affected by the pan-
demic (Suarez-Gonzalez 2021). However, it is still
too early to draw firm conclusions about how this
might translate into increased suicide risk as a
result of restrictions imposed (John 2020).
Considering hope and hopelessness as being on the
same continuum, if we were to define hope by revers-
ing Beck’s definition of hopelessness (i.e. hope is
having positive expectations about ourselves, char-
acterised by being able to find solutions and ways
out of our problems) then we can see how it maps
directly onto the elements of Snyder’s hope model
(goals, pathways and agency thinking).

Why hope?
Before exploring practical hope-based approaches
that might be useful in working with families living
with dementia, it is helpful to consider the evidence
base for using hope in practice more generally.
Hope has a long history as a psychotherapeutic
approach, and hope that things can change may be
an important factor in the success of any therapeutic
intervention (Lopez 2004).
Hopelessness has been associated with poorer

health outcomes in older carers (Schulz 1999;
O’Dwyer 2016). Hopelessness and depression have
been associated with increased cardiac mortality
and allostatic load (cumulative burden of chronic
stress and life events) in the general population
(Anda 1993; Gan 2014; Mitchell 2020) and can
predict mortality in older adults (Furlanetto 2000;
Stern 2001).
Schnoll et al (1998) showed that people with

cancer had higher levels of hopelessness than the
general population, but levels of hopelessness were
not linked to the stage of disease, findings echoed
in subsequent studies (Chen 2003; Chu-Hui-Lin
Chi 2007). What seemed to be a more significant
predictor of hopelessness in this cohort was negative
coping strategies (Schnoll 1998), which suggests the

BOX 1 Central tenets of Snyder’s hope model

Goals thinking – this refers to the ability to clearly visu-
alise valuable and attainable goals

Pathways thinking – this refers to the ability to generate
methods and plans to achieve goals: a person with high
pathways thinking will be able to generate more than one
pathway to reach a goal

Agency thinking – this is the motivational component of
Snyder’s theory and refers to the sense of determination,
even when faced with obstacles.

(Snyder, 2000)
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possibility that we can increase feelings of hope, even
in what might be considered a hopeless situation.
This is mirrored in some of the literature on ter-

minal illness (Sullivan 2003; Woelk 2008; Brashear
2019), which talks about hope being possible even
when the hope of survival is gone. For people
approaching the end of life, hopelessness is not an
absence of hope, but rather an attachment to a form
of hope that is lost (Sullivan 2003). This has many
parallels with the situation of families living with
dementia throughout the pandemic: the world was
not the same as it was, and they did not know if or
when things would return to ‘normal’. As is the case
for professionals working with people at the end of
life, the challenge for professionals supporting fam-
ilies livingwith dementia is to enable them to diversify
or redirect their perception of hope.

Practice examples
We now consider hope through the lens of three case
vignettes, which are based on calls received by the
Admiral Nurse Dementia Helpline during the pan-
demic. Each fictitious vignette will provide the
basis for exploring the literature on hope-based
approaches and looking at how these can be used
in practice to support families living with dementia.

Case vignette 1: Nancy
Nancy called the helpline in a heightened state of dis-
tress, opening the call by saying she didn’t know
where to start. She was encouraged to tell her story.
Nancy cares for her mother, who has dementia, and
she has no siblings. She has been told to shield and
so since the start of the pandemic has been managing
her mother’s care remotely. During this time, she has
supported her mother through a hospital admission
and initiating a new home care package over the
phone and by utilising a network of support from
friends, family and professionals. Her mother can’t
understand or remember the ‘stay at home’ advice
and keeps leaving to go to the shops. Nancy feels over-
whelmed by the task of keeping her mother safe at
home.

Ghazavi et al (2015) describe the use of structured
hope therapy for people with diabetes and highlight
some of the specific approaches shown to be helpful
in increasing levels of hope. Central to their idea of
hope therapy in this context is allowing the person
to tell their story. Using counselling and active lis-
tening skills will be familiar to those working with
families affected by dementia (Freshwater 2003);
such a narrative approach allows us not only to
build a trusting relationship, but also to highlight
exceptions. These exceptions, or ‘sparkles of hope’
(Ghazavi 2015), are times when the person did not
have the current problem, or when they overcame
similar problems or when they were able to cope
well with other negative events.

In the case of Nancy, this approach was used to
encourage her to tell the story of how she has sup-
ported her mother during the pandemic. As part of
this storytelling, Nancy was invited to explore the
various ways she had overcome the challenges
earlier in the pandemic, for example, supporting
her mother remotely during a hospital admission.
Therapeutic pauses (the use of silence to encourage
reflection) were utilised to enable Nancy to recognise
her strengths and resilience, so that she could
acknowledge them herself, which also helped her
focus in on the positive statements she was making
about herself and her situation, allowing her to
reframe things. If Nancy was struggling to gain
this insight on her own, then the Admiral nurse
might use reflection of her story and invite her to
identify and explore the many challenges she has
overcome. In doing so Nancy’s story becomes a
therapeutic tool that we can use to highlight her
inherent resilience, focusing on her strengths and
validating her past successes in caring for her
mother and keeping her safe. Although simply
talking through strategies to remind her mother to
stay indoors may be helpful, what the hope-based
approach adds is to highlight Nancy’s skills and
strengths, allowing her to move forward with any
advice and confidently put it into practice.

Case vignette 2: Bob
Bob calls the helpline expressing feelings of hopeless-
ness. His wife, whom he adores, moved to a care home
6 months before the outbreak of the pandemic. He
had visited her daily but has now not been able to
see her for some months. Window visits have failed
as she does not understand and becomes upset at
not being able to touch Bob.

A study byMoore et al (2014) examining the impact
of a nurse-led hope-based group approach for
nursing home residents offers some practical
approaches that could be applied to working with
families living with dementia during the pandemic.
The approach highlights how nurses, regardless of
the clinical setting, have an opportunity to instil
hope in the people they work with.
The model used for the Moore et al (2014) group

approach was based on the book Finding Hope:
Ways to See Life in a Brighter Light (Jevne 1999).
The book provided a plan and focus for each of
the group sessions. One of the themes that arose
from the evaluation of this hope-based groupapproach
was the concept of ‘thinking about hope more inten-
tionally’ (Jevne 1999: p. 6), with participants reporting
benefits following time spent talking and thinking
explicitly about hope. It encouraged them to start
seeing hope in their day-to-day lives and the social
dimension of the group approach saw them supporting
each other to find hope in difficult circumstances.

Hope
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The questions used in the sessions provided useful
practical approaches for starting conversations
about hope in practice and can be found in Box 2.
These questions can be used to explore ways of
eliciting hope in families living with dementia.
Applying this approach to Bob’s expressed hope-

lessness enabled an opportunity to explore what
hope meant to him. The questions were used to
help Bob to explore things that had helped him to
have hope in the past. This exploration can be
used to empower Bob to move towards finding
new ways to find hope in the here and now.
Questions about control can be used to help him to
explore the things he can change and help him
move towards an acceptance of the things that he
cannot. For example, Bob is unable to control the
restrictions on visiting his wife, or his wife’s reaction
to the window visits. However, using the question
about what he can control helped him to start to
explore other ways of keeping in contact with his
wife. During the call to the helpline Bob was able
to formulate a plan to start writing letters to his
wife and asking the care home staff to read them to
her and help her to write back to him. Although it
was discussed that video calls may cause similar dis-
tress to the window visits, Bob was able to consider
the idea of taking photographs to send to the home

and asking the care home staff to do the same in
return. Imagining another perspective took Bob
back to the early days of courting his wife when he
would write her love letters.
Thinking about a thing he could do this week to

make a small difference opened up discussion
about self-care measures he could use when he was
finding the separation from his wife hard to bear.
Following the call Bob expressed a renewed sense
of hope that his connection with his wife could be
maintained and that he could better cope with the
inevitable feelings of sadness and loss caused by
the visiting restrictions.

Case vignette 3: Brenda
Brenda calls the helpline asking where to get support
and respite, as she has been caring for her husband
single-handed since the start of the pandemic. They
have not left their house and have stopped all family
visits, which had been giving Brenda a much needed
break. Brenda is exhausted and as a result the rela-
tionship between her and her husband is strained.
During the call it becomes apparent that Brenda has
already tried many of the avenues being suggested.
She says that she can’t see a way for things to
improve and feels life is not worth living.

Kondrat & Teater (2010) explored the potential of
using accident and emergency department encoun-
ters with suicidal patients to increase their levels of
hope, utilising principles from solution-focused
therapy (SFT). SFT is a goal-oriented therapeutic
approach based on the construction of solutions
rather than focusing on problems (O’Connell
2005). The approach is short term in nature,
making it useful for nurses working in various set-
tings and especially in a one-off encounter such as
a helpline, and can be helpful when working with
people experiencing suicidal thoughts, as well as
those lacking in hope more generally (Kondrat
2010). Kondrat & Teater posit that using principles
from SFT may provide a therapeutic intervention to
increase hope, concurring with a number of studies
that have demonstrated that SFT approaches can
be effective in increasing hope (Michael 2000;
Greene 2006).
There are three assumptions of SFT that appear

relevant when working with hope:

(a) people are resourceful and full of strengths, and
these strengths often go unnoticed by the person

(b) exceptions to problems lead to construction of
solutions

(c) change is constant and recognition of this can
help support changes in thinking about
problems.

There are clear links between SFT and Snyder’s
theory of hope (Kondrat 2010); SFT helps people
develop goals and recognise their strengths and

BOX 2 Questions offering practical approaches
to starting conversations about hope

What is hope?

How do you define hope for yourself?

What are the signs of hope you notice in everyday life?

What voices of hope have you heard?

What are your hope stories?

Where have you found hope that surprised you?

Where have you noticed hope that you wouldn’t have
expected?

In what ways have you ever given or lent hope to another
person?

Have there been times that you felt someone gave you
hope?

What are the things that are under your control?

What are the things that are not under your control?

What are some of the ways this situation might turn out
better than expected?

How might you imagine another perspective?

What can you do this week that will make a small
difference?

How will you choose to make hope more visible?

(Moore et al, 2014)
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exceptions to the problem, which promotes the path-
ways and agency thinking Snyder (2000) talks
about as being essential to having hope.

Questioning techniques
Goal questions

From a practice perspective, there are techniques to
questioning in SFT that may prove helpful in devel-
oping and exploring hope in short therapeutic
encounters. The first of these is the use of goal ques-
tions, the purpose of which is to help the person to
construct well-defined goals. Often in nursing prac-
tice people come to us with a specific goal;
however, someone like Brenda, who is feeling over-
whelmed by hopelessness, may be unsure about
their goals and what they need to change in order
to meet them. In such instances the ‘miracle ques-
tion’ can be a helpful tool. There are variations on
the miracle question, depending on the setting it is
being used in, but in essence the question is
‘Suppose there was a miracle overnight and while
you were sleeping the problem you have was
solved. How would you know this had happened?
What would be different?’ (O’Connell 2005).
If Brenda struggles to answer this, further

exploratory questions can be asked, such as ‘What
is the first thing you would notice?’ and ‘What
would someone close to you notice about you now
the problem was solved?’ This questioning tech-
nique can help Brenda begin the process of
problem-solving and take an active part in the
process of identifying her own goals.

Exception questions

Another questioning technique is the use of excep-
tion questions, which are echoed in the above discus-
sion of the narrative hope-based approach. These
questions are focused on exploring times at which
the person did not have the problem they are cur-
rently experiencing, or when they dealt with previ-
ous problems well. Looking at the example of
Brenda’s situation, we might ask ‘Can you think of
a time recently when you felt rested, or when the
relationship between you and your husband was
good?’. Brenda may struggle to identify an excep-
tion, in which case the next step would be to ask a
strengths-based question, for example ‘How have
you been able to cope with things being so difficult
since the start of the pandemic?’
The purpose of these exception questions is to

help Brenda start to see herself as capable and
strong, promoting her sense of ‘pathways thinking’
(her ability to problem solve despite obstacles) and
agency (her ability to act independently to improve
her situation) (Snyder 2000). Through this line of
questioning, we can start to highlight the resilience

she has shown during her extended period of isola-
tion and begin to work towards her rediscovering a
sense of hope.

Scaling questions

A further type of questioning is the use of scaling
questions. These can be used to assess level of risk
and may be utilised with Brenda to ascertain how
likely she is to harm herself, given the thoughts she
has expressed about life not being worth living
(Kondrat 2010). We might ask her to rate on a
scale of 1–10 how confident she feels about getting
through the next day or week without harming
herself. Scaling questions can be used creatively,
for example asking Brenda to rate her ability to
cope, her motivations to change and her confidence
in being able to effect changes in her life. They are
a useful tool in helping Brenda take an active part
in the assessment of both her level of risk and her
own needs. These questions could offer a tool for
nurses who are working with families living with
dementia, particularly in assessing the risk of
someone presenting with high expressed hopeless-
ness or with suicidal ideation, and enable the
person to work with the nurse to assess the need
for urgent intervention.

Relationship questions

The final questioning technique is that of relation-
ship questions. These are helpful when the person
is struggling to see their strengths or identify excep-
tions, and can be used to put a different slant on the
other question types. So, for example, if Brenda was
struggling to answer any of the questions above we
might ask her ‘What would your family and
friends say about how you have coped with things
being so difficult?’ or ‘How would your family rate
your ability to cope with things right now?’.

An evidence-based approach

The use of these SFT questioning approaches pro-
vides an evidence-based approach that can support
the formation of goals, agency and pathways think-
ing, which fits with Snyder’s (2000)model of hopeful
thinking. The brevity of this approach makes it
useful for nurses working in a variety of settings,
and especially when there may be short window of
time in which to help someone feel more hopeful,
as is the case within the Admiral Nurse Dementia
Helpline.

Implications for practice – COVID-19 and
beyond
The COVID-19 pandemic threw both professionals
and families living with dementia into an

Hope
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unprecedented situation. Families affected by
dementia had to learn to cope with a stripped
back NHS and social care system, increased
isolation and lack of social and family support.
As professionals we had to quickly adapt our
practice and the interventions we offer to support
families during difficult and challenging times.
Added to that, many professionals were personally
affected by COVID-19 and felt some of the same
feelings of hopelessness felt by the families they
were supporting.
This exploration of the literature on hope as an

intervention has highlighted its connection to, and
influence on, a range of health outcomes, and the
necessity of hope in achieving good quality of life,
even when faced with seemingly impossible situa-
tions, such as being separated from a loved one in
a care home. It has demonstrated that a range of
hope-based approaches can be successfully inte-
grated into existing care practices and interven-
tions, to support families living with dementia
through what has, at times, felt like a hopeless
situation.
As well as being of benefit to families living with

dementia, the integration of hope as an intentional
therapeutic approach was also of benefit to the pro-
fessionals using these approaches. As Flaskas
(2007) notes in a paper on hope and hopelessness
in the context of family therapy, there can be a ten-
dency for us as professionals to attune to the feel-
ings of hopelessness within the families we work
with, and holding hope when we ourselves might
feel hopeless about their situation can be challen-
ging. By using hope-based approaches the nurses
on the helpline were able to stay open to the possi-
bility of the situations families presented with,
while still acknowledging the despair they felt in
the moment. The use of hope in this way allowed
the nurses to cope with the relentless emotional
work of supporting so many families in what
might be described as hopeless situations. In this
way the interventions discussed in this article
would be helpful for mental health professionals
more broadly.
Although the COVID-19 pandemic may have

forced our focus on to the concept of hope and
ways to preserve it during a difficult period,
there would appear to be an important place
for hope as a tool when working with families
living with dementia beyond that extrodinary
situation.
Future research may be of benefit in exploring

the ways in which hope is being used in nursing
practice in the field of dementia care and the
experience of hope-based interventions from the
perspective of people with dementia and their
families.
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MCQs
Select the single best option for each question stem

1 According to Suarez-Gonzalez et al (2021), in
which ways were people with dementia
affected during the first year of the
pandemic?

a they were forced to move to nursing homes
b they experienced increased levels of psychosis
c they experienced decline in cognition and a

worsening of symptoms such as depression,
apathy and anxiety

d prescribing of opioid pain relief increased
e they found it easier to access services.

2 ‘Pathways thinking’ as outlined in Snyder’s
model of hope may be best defined as:

a the ability to generate methods and plans to
achieve goals

b the ability to follow a prescribed path
c being able to think about the route out of one’s

problems
d having a sense of determination
e being able to visualise goals.

3 Which approach is central to Ghazavi et al’s
structured hope therapy approach?

a a solution-focused approach
b a cognitive–behavioural therapy approach
c a narrative approach
d a family therapy approach
e a psychoanalytic approach.

4 An ‘assumption’ of the solution-focused
therapy (SFT) approach is that:

a there is always an easy solution to every problem
b people often need to be told how to solve their

problems
c exceptions to problems lead to construction of

solutions
d people need to be more motivated to solve their

problems
e self-determination is key to problem-solving.

5 Which type of questioning technique in the
SFT approach might be helpful in assessing
levels suicide or self-harm risk?

a relationship questions
b scaling questions
c goals questions
d exception questions
e the miracle question.
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