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Use of dependency and prioritization
tools by clinical nurse specialists in
palliative care: an exploratory study

Mairéad Bracken, Kathleen McLoughlin, Sinéad McGilloway, Edith McMahon

ecent years have seen an increasing need
Rfor professional palliative care and sup-

port to be provided to patients in the com-
munity in the UK (Sutherland and Midgley, 2011).
This is due, in large part, to the growth in the eld-
erly population (Manton et al, 1993; Parker and
Thorslund, 2007; Grant et al, 2009), shorter hos-
pital stays (Byrne et al, 2006), changes in health
service policy (Payne et al, 1999), and a growing
recognition of the desire of many palliative care
patients to die at home (Yao et al, 2007).

Clinical nurse specialists (CNSs) who deliver
specialist palliative care (SPC) in the community
play a key part in caring for patients and sup-
porting families at the end of life. CNSs visit and
treat patients with advanced progressive life-lim-
iting illnesses whose prognosis would typically be
less than 6 months. SPC teams aim to improve
the quality of life of these patients (Gibbs et al,
2002) and have also been shown to reduce the
number of inpatient hospital days and the period
spent by patients in out-of-home services (Hearn
and Higginson, 1998). The CNS role comprises
five key areas—clinical skills, teaching, consulta-
tion, leadership, and research—although an
important additional component of the clinical
aspects involves spending time with patients and
their families and helping them come to terms
with a range of complex emotional problems
(Skilbeck and Payne, 2003; Aitken, 2009). CNSs
also support primary care staff in caring for palli-
ative patients in the community by offering
advice and education on holistic symptom assess-
ment and management. In the Republic of
Ireland (ROI), the patient population for CNSs
working in SPC generally comprises patients with
both malignant and non-malignant disease.

However, there are several difficulties in how
palliative care services are perceived by the pub-
lic and professionals that affect when and how
they are accessed (Ahmed et al, 2004; Fadul
et al, 2009; Hirai et al, 2011). These include the
heterogeneity in the palliative care services
available across different areas, resistance on the
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Abstract

Aims: The principal aim was to assess the utility of three needs
assessment/dependency tools for use in community-based palliative care
services. Specific objectives were to assess a sample of patients receiving
specialist palliative care community nursing using these tools, to assess
the predictive ability of each tool, and to explore the utility of prioritizing
and measuring patient dependency from a clinical nurse specialist (CNS)
perspective. Method: In phase |,22 community-based CNSs completed
the Vale prioritization tool for all patients visited during a 3-month
period (n=162).They also completed either the Graves and Payne (2007)
or the Birch et al (1997) dependency tool after each visit. In phase 2 a
focus group (n=8) and two one-to-one interviews with CNS participants
explored the perceived utility of all three tools. Results: The Vale
prioritization tool appeared to be the most useful for prioritizing patient
need and managing workload. Statistical analysis highlighted minimal
differences between the two dependency tools, neither of which
predicted length of visit. Three themes were identified from phase 2:
difficulties with routine administration, points of divergence between the
two dependency tools, and workload concerns. Conclusion: While the
Vale prioritization tool emerged as the most useful, the findings raise
questions about the overall utility and practical application of these kinds
of tools with community-based palliative care patients. Further research
is needed to identify/develop, adapt, and evaluate appropriate,
setting-specific dependency tools for use with this population.

Key words: Dependency @ Prioritization @ Tools @ Clinical nurse
specialists @ Workload @ Palliative care
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palliative care, and reluctance among many
patients and carers to be referred for palliative
care owing to a misunderstanding about what it
offers (Ahmed et al, 2004). Arguably, these chal-
lenges may affect the CNS role and prevent it
being effectively fulfilled.

The CNS workload is generally perceived to be
considerable and also appears to have increased
in recent years (Dark et al, 2011), particularly in
view of the expanding provision of palliative care
services to people with non-malignant as well as
malignant disease (Fisher, 2006; Yang et al,
2011). This may, in turn, lead to concerns about
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occupational stress. For example, Rauhala et al
(2007) reported a linear trend between increasing
workload and increasing sick leave in a nursing
population. Despite these concerns, research in
this area is limited and little is known about the
working practices of CNSs and how they manage
their complex caseloads (Lewis and Pontin,
2008). Arguably, efficient and effective workforce
planning in community nursing is crucial for
ensuring adequate, timely service provision for
patients and their families while also helping to
alleviate the potentially onerous workloads of
community-based nurses.

Several tools and systems have been developed
for routine administration in health-care settings
to help nurses better estimate and prioritize
patient needs. These include the Leeds Elderly
Assessment Dependency Screening Tool (Slade
et al, 2006), the Pediatric Early Warning Tool
(Haines et al, 2006), and the Jones Dependency
Tool (Crouch and Williams, 2006). However, these
all have their limitations (Dark et al, 2011). For
example, many can only be used in the settings in
which they were designed, and their validity has
also been called into question. The evidence in
relation to caseload management and dependency
tools in community professional populations is
also limited (Kolehmainen et al, 2010).

An extensive review of the literature was
undertaken prior to this study to identify any
empirical patient dependency and workload
assessment tools for use by CNSs when deliver-
ing community-based SPC. The UK Hospice at
Home Forum was also consulted. As a result,
three tools were identified in the published litera-
ture and a further tool was identified through
personal correspondence. One of these—the
Community Client Need Classification System
(Byrne et al, 2006)—was deemed to be unsuitable
for use by CNSs working in the current setting as
it was designed to be used by public health
nurses. The remaining three—a ‘prioritization
tool” and two dependency tools—were subse-
quently reviewed by the home care team of the
palliative care centre in which this study was
conducted. Collectively, it was agreed that all
three tools could potentially be used, or adapted
for use, in assessing the dependency of commu-
nity-based palliative care patients in the hospice
catchment area.

This exploratory mixed methods study was
undertaken to administer these three tools to a
sample of patients in receipt of SPC community
nursing, to ascertain the predictive ability of
each tool (i.e. by comparing patient needs at the
time of the initial visit (as assessed by each tool)
with the length of time spent with the patient

during subsequent visits), and to explore the
utility of prioritizing and measuring patient
dependency from a CNS perspective. A second-
ary aim was to briefly assess the extent to which
the CNS participants were feeling stressed
through overwork.

Design

The study took place in two phases. In phase 1,
22 community-based CNSs completed the Vale
prioritization tool for all patients visited during a
3-month period (7=162). The nurses also com-
pleted either the Graves and Payne (2007) or the
Birch et al (1997) dependency tool after each
visit (typically 5 visits per patient). Each of these
tools is described below, but no information on
the reliability or validity of these measures could
be located. Thus, it would appear that all are still
in the early stages of development. In phase 2 a
focus group (7=8) and two one-to-one interviews
with CNS participants were undertaken to
explore the perceived utility of all three tools.

Setting

The study was undertaken in a community-based
palliative care centre located in a south-western
region of the ROL. It serves three counties with a
total population of around 339 500; this consti-
tutes approximately 9% of the total population
of the ROI The catchment area is characterized
by an urban-rural mix and diverse levels of pop-
ulation density. The centre manages referrals for
over 1000 community palliative care patients
and is host to Ireland’s first consultant-led
multidisciplinary hospice at home team.

Sample/participants

A convenience sample of 22 CNSs took part in
the first phase of the study, 10 of whom also par-
ticipated in the qualitative interviews in phase 2.
All of the CNSs in the palliative care centre team
were invited to participate, and all did participate
in completing the tools as this was an initiative
adopted by the team as a whole. The participants
were female with an average age of 41 years
(range 21 years). The average number of years
working in palliative care was 13 (range 15),
while the average number of years working as a
CNS was 5 (range 5). All 22 participants were
asked to take part in phase 2 of the study and
those who were available to take part did so.

The CNSs completed tools on the patients they
visited and treated in the study period. The
patients presented with various malignant and
non-malignant diseases such as motor neurone
disease, end-stage chronic obstructive pulmonary
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Table |.Sample of Graves and Payne (2007) dependency tool items

Visit/date: Level |
Patient’s physical dependency score

Patient’s psychological dependency score

Carer’s physical dependency score

Carer’s psychological dependency score

Travel time <30 mins
Length of visit <30 mins
No of phone calls <2

Total Score

Level 2 Level 3 Level 4
30 mins 30-60 mins >| hour
30-60 mins >| hour >2 hours
2-5 5-10 >10

Table 2. Sample of Birch et al (1997) dependency tool items

Visit/date: Level | Level 2 Level 3 Level 4
Physical

Emotional/spiritual

Social

Travel time <30 mins 30 mins 30-60 mins >| hour
Length of visit <30 mins 30-60 mins >| hour >2 hours
No of phone calls <2 2-5 5-10 =10

Total score

disease (COPD), cardiac failure, renal failure, and
Parkinson’s disease.

Measures

Phase 1: Vale prioritization tool

The (unpublished) Vale prioritization tool
(personal correspondence) was developed origi-
nally with a view to prioritizing cancer patient
care, but it was used here to provide a ‘depend-
ency profile’ of each patient (i.e. prior to adminis-
tering either dependency tool). It comprises ten
dimensions, four of which were excluded from
the analysis here as they duplicate the dimensions
in the dependency tools (i.e. patients’ and carers’
physical and psychological needs). The remaining
six dimensions were ‘prognosis’, ‘location’, ‘lives
alone’, ‘resident carer’, ‘other services’, and ‘what
would happen if need not met’. Dimensions 1, 2,
5, and 6 are scored from 1-4 in the direction of
greatest priority. The remaining two categories
require only a ‘yes’ or ‘no’ response, for a score
of 4 and 1 respectively. A total score on the prior-
itization tool may be computed by summing the
scores assigned to each of the dimensions and so
here ranged from 6 to 24.

Graves and Payne (2007) and Birch et al (1997)
dependency tools

Both dependency tools were designed originally
with a view to measuring dependency in

International Journal of Palliative Nursing 2011, Vol 17, No 12

patients, although the Graves and Payne tool
also incorporates an assessment of carer
dependency. Thus, its categories relate to the
‘physical dependency’ and ‘psychological
dependency’ of both patients and their carers
(Table 1). The Birch et al tool, on the other
hand, focuses on assessing patient dependency
only along three key dimensions: ‘physical’,
’emotional/spiritual’, and ‘social’ (Table 2). Each
category in both tools is assigned a score of 1-4
in the direction of increasing dependency. For
the purposes of this study, three items were
added to each tool to reflect additional factors
that the CNS managers considered to be impor-
tant: an assessment of travel time, number of
telephone calls, and length of visit. These were
scored in the same way as the above dependency
items, so that overall scores ranged from 7 to 28
on the Graves and Payne tool and from 6 to 24
on the Birch et al tool.

The Vale prioritization tool was completed by
the CNS participants for all of the patients they
visited during an approximate 3-month period
(n=162). It was completed only once for each
patient. Participants were then randomly
assigned to either the Graves and Payne tool or
the Birch et al dependency tool, which they sub-
sequently completed after each patient visit. Each
patient received five visits on average during the
study period.
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Phase 2

Following the completion of phase 1, a topic
guide and interview schedule were devised to
collect the qualitative data from the focus
group (n=8) and interviews (n=2) respectively.
Participants were asked about their satisfaction
with and experiences of using the tools during
the study period, and were also briefly asked
their views of their workload. Questions asked
included whether they found the tools useful for
estimating the time spent with each patient,
whether any questions should be added to or
removed from the tools, which tool best reflected
the reality of their workload, whether the tools
captured indirect nursing care, whether they per-
ceived long-term use of such tools to be benefi-
cial, and whether the use of such tools could
reduce workload.

An Overwork Stress Spiral (Newton and
Waters, 2001) was also administered to all
Phase 2 participants (7=10) to provide a brief
measure of work-related stress. This part of the
study took place owing to anecdotal and research
evidence indicating that palliative care staff have
a high workload (Fisher, 2006). In addition, if the
stress ‘spiral’ continues, nurses may experience
problems in their home life or become ill and, as
a result, may choose to leave their job (Schaffer
and Norlander, 2009).

Ethical considerations

The study was conducted in accordance with the
ethical codes of conduct of the British
Psychological Society and the Psychological
Society of Ireland. All of the CNS participants
volunteered to take part on the understanding
that this was a pilot study. They were given an
information sheet and provided written informed
consent to take part (and to have the interviews
recorded where applicable). No personal patient
data were recorded at any time. The focus group
and interviews took place in the care centre
where the nurses are employed and where they
felt most comfortable.

Data analysis

The quantitative data were analysed using SPSS
version 15 with the aim of exploring the relation-
ship between each of the dependency tools and
the Vale prioritization tool. Descriptive statistics
were generated first, followed by a series of
statistical tests.

The qualitative data were recorded, transcribed
verbatim, edited for purposes of clarity only, and
subjected to a standard thematic analysis
(Hayes, 2000) in order to identify and explore
key themes and issues relevant to the research

questions. The thematic analysis involved
categorizing, coding, and classifying pieces of
text. The first stage of the analysis involved
physically organizing and subdividing the mate-
rial into main categories. Once an initial set of
categories had been established, distinct seg-
ments of text (e.g. sentences or phrases) associ-
ated with this category were identified. The
categories were colour-code mapped so that all
data relating to each theme could be identified
for further review and reflection. On completion
of this process, the data were rigorously exam-
ined and a sample of transcripts was also dou-
ble-coded to allow extraction of and agreement
on meaningful and informative themes relevant
to the study.

Phase one: analysis of tools

In phase 1, 57% of the patients (90/162) were
assessed using the Graves and Payne tool; the
remaining 43% (72/162) were assessed on the
Birch et al tool. Tool usage was unmatched as
the tools were distributed to the participants
based on treatment area (i.e. the work areas des-
ignated to the CNSs). The preliminary results
indicated that there was no significant difference
(P>0.05 here and throughout) in the total scores
on the Vale prioritization tool between the
patients then assessed using the Graves and
Payne tool (mean score on Vale tool 13.95,
standard deviation (SD) 3.46) and those assessed
using the Birch et al tool (mean 13.66, SD 3.66).
This suggests that the two groups had broadly
similar profiles.

A one-way between-groups analysis of
variance was conducted for each of the two
dependency tools to explore any differences
between total Vale prioritization scores by length
of visit (as categorized into 4 levels: <30 minutes,
30-60 minutes, >1 hour, and 22 hours). No sta-
tistically significant differences were found
(F{3,144}=1.10, P=0.35). A further correlational
analysis showed no relationship between total
Vale scores and total dependency tool scores and
the duration of each of the first five visits as
recorded on each tool.

An analysis of the mean dependency scores
calculated for each visit showed that for both
groups these tended to remain stable over the first
few visits with only a slight increase thereafter.
This suggests that although patients were nearing
the end of life they were not becoming increas-
ingly dependent. A further Chi squared analysis
showed that differences in patient dependency
scores by treatment area fell just short of statistical
significance (x2(6, n=151)=12.05, P=0.06).
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Specifically, patients in the north (mean 88.52)
and east (mean 92.11) of the region obtained the
highest dependency scores overall.

An examination of the relationship between
the six different dimensions on the Vale prioriti-
zation tool (using scatterplots and crosstabs)
revealed only weak associations. Next, a Pearson
correlation analysis was conducted between total
Vale prioritization score and each of ‘lives alone’,
‘resident carer’, and ‘other service’. Similar analy-
ses were not undertaken for the other dimensions
owing to the absence of any clear relationship in
the scatterplots. The results showed strong posi-
tive correlations between total score and ‘lives
alone’ (r=0.73, n=154, P<0.0005) and ‘resident
carer’ (r=0.70, n=154, P<0.0005), indicating that
those who lived alone and who did not have a
resident carer had higher overall levels of
dependency. With respect to receipt of ‘other
services’, the results showed a moderate positive
correlation between the two variables (r=0.58,
n=155, P<0.0005), such that those with fewer
services available to them obtained higher total
prioritization scores.

Lastly, a standard multiple regression was used
to assess the ability of the ‘lives alone’ and ‘other
services’ variables to predict total scores on the
Vale prioritization tool. (The third variable, ‘resi-
dent carer’, was removed from the analyses due
to multicollinearity between this variable and
‘lives alone’.) These two predictors accounted
for almost 80% of the variance in total score
(R2=0.79), which was highly significant
(F(2, 148)=290.05, P<0.0005). Both ‘lives alone’
(B=0.68, P<0.0005) and ‘other services’ (B=0.51,
P<0.0005) demonstrated significant effects on the
total score.

Phase two: CNS attitudes and views
Three key themes identified from the thematic
analysis were difficulties with routine adminis-
tration, points of divergence between the
dependency tools, and workload concerns.
Although the participants agreed that both
dependency tools were relatively brief and easy
to complete, there was a consensus that neither
tool completely captured the length of telephone
calls with patients/families, consultations with
the multidisciplinary team outside visits, nor the
fact that some patients had a dependent carer.
For example, from the interviews it emerged that
some carers were disabled or ill—in some cases
as unwell as or more unwell than the patient
themselves. Furthermore, it was agreed that the
tools did not adequately cover time spent on
indirect nursing care (e.g. liaison with other
health professionals):
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‘There’s a huge amount of work done over
the phone ... time spent over the phone is
another type of care ... there was nowhere to
record that.

‘It doesn’t capture the indirect nursing care

area.’

‘Time spent consulting with public health
nurses and GPs etc is not accounted for on
the tool.

‘They could have a registered carer but that
carer could be as unwell as the patient. They
could be more dependent.’

Another difficulty related to the observation
that patient dependency changes rapidly in SPC.
Consequently, a score of 1 on one dependency
scale may increase to a score of 3 within a period
of hours; this calls into question the reliability
and validity of dependency tools in general in the
area of SPC:

‘Situations change so rapidly in palliative care.’
“The patient changes every day.’

The focus group participants also discussed
the possibility that patients may become more
dependent because of the CNSs’ regular visits.
For example, it was suggested that patients
may become overly reliant on regular visits and
that their dependency scores may be continu-
ously elevated because they feel that they need
to be visited:

‘Are they dependent because we’re going?’

However, not all of the participants agreed
with this view:

‘Well T think that’s very individual for the
patient and the clinical nurse specialist as well.
Some people like to feel dependent, you know,
like to feel like they’re the only one.’

The second theme related to perceived points
of difference between the dependency tools.
Overall, it appeared that the Graves and Payne
tool was preferred. The participants felt that
this tool was particularly useful because the sep-
arate recording of patient and carer scores
allowed more information to be gathered. The
recording of carer dependency was considered
particularly important owing to the carer illness
and dependency already mentioned:
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“You get to provide more information [in the
Graves and Payne tool].’

“This [Graves and Payne tool] is more specific
to patients and carers.’

However, the inclusion of a spiritual/emotional
category in the Birch et al tool was particularly
appealing to some participants:

“There’s spiritual in this one [Birch et al tool].”

Therefore, these results highlight that neither
tool as it was used in the current study is ideal
for measuring all aspects of patient and carer
dependency levels.

The final theme that emerged from the analysis
related to the high levels of stress and the heavy
workloads among the participants:

‘Everyone knows that there’s a lot of work.
There’s high dependency of patients—there’s a
lot of stress within the team. Everyone’s com-
plaining about that and making it worse and it
fuels the fire.’

It became evident in the qualitative analysis
that the participants felt under strain in their
current occupational role. Further analysis is
needed to establish whether this attitude is pre-
dominant within the service. The above com-
ments were further supported and amplified by
responses to the Work Stress Spiral, on which
most of the interviewees marked their position
around the midpoint, centring around terms
such as ‘decreased enthusiasm’, ‘work spilling
over into days off—not “switching off”’, ‘becom-
ing dissatisfied with one’s own performance, and
“not doing anything well”’.

Recent research has shown that the introduction
of clinical assessment tools may result in impor-
tant enhancements to care provision at individ-
ual service level, increased communication,
improved assessment of patient needs, and
enhanced identification of triggers for the need
to change care plans or for referral (Rawlings
et al, 2011). The principal aim of the research
reported here was to assess, using mixed meth-
ods, the use of three tools designed to provide
an assessment of need/dependency among com-
munity-based palliative care patients. Arguably,
any attempts to quantify patient need and there-
fore to measure the workload of community
nurses poses certain challenges in the absence
of a holistic assessment of patients prior to

discharge from hospital. This may be further
compounded by a lack of ongoing monitoring
and review, and anecdotal evidence suggests
further that there are many aspects of nurses’
workloads that are not recognized or formally
acknowledged by their employers.

Byrne et al (2007) suggest that some tools may
prove useful in predicting the amount of time
required by patients, and it was thought that the
tools used in this study may have some predic-
tive ability in this respect. However, neither of
the two dependency tools tested here was found
to be predictive of the time spent with the
patient. Overall, the Vale prioritization tool
appeared to provide the most accurate assess-
ment of patient need/dependency and CNS
workload. The extent to which patients live
alone and the extent to which they avail of other
services appear to be particularly important fac-
tors. This suggests that a simple recording of this
kind of information in the patient’s file would
provide a useful insight into overall dependency,
perhaps without the need to use a structured
dependency tool at all. Alternatively, it may be
possible to consider adding other categories of
this kind to the tools used here in order to ascer-
tain whether this improves their overall predic-
tive ability. The nurses’ preference for the Graves
and Payne tool, which included an assessment of
carer dependency, also reflects the uniquely
holistic philosophy of palliative care, with its
focus on both patients and family carers.

Brady et al (2007) argue that, while several
workload measurement tools may be used to
record direct nursing care, these do not take
account of indirect nursing care. Similarly, the
tools used in the current study failed to take indi-
rect nursing care into account, and this emerged
as an important finding during the qualitative
phase of the study. Although the number of tele-
phone calls was included as an extra variable (for
both tools), the duration of calls could not be
recorded and this was considered an important
omission by participants. Newbury et al (2008)
examined a range of activities within clinical con-
tact time and found that, on average, 6.2% and
6.4% of the work schedule of CNSs was spent
respectively on telephone calls with other profes-
sionals and on telephone calls with patients and
their families. This is an important finding as the
time spent on phone calls is often overlooked in
other studies of nursing care. The inclusion of
this kind of specific information in existing
dependency tools may help to improve their
overall utility.

Interestingly, the perception of some of the
interviewees in the current study that the CNS
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may be visiting patients too frequently and
thereby keeping overall dependency levels too
high was not supported by the quantitative find-
ings, which showed that patient dependency lev-
els tended to remain fairly stable over time. This
disparity may have occurred owing to a miscon-
ception among a small number of the partici-
pants. It would be interesting in future work to
explore the diagnosis of the patients in relation
to overall dependency levels, particularly in light
of developments in extending access to palliative
care to patients with conditions such as heart
failure, COPD, and dementia (Fisher, 2006; Yang
et al, 2011).

The lack of any significant relationship
between the two dependency tools and the total
prioritization scores in this study may be related
to the close proximity of each visit within the
3-month study period. A longer study period
could be used in future work, especially given
that the palliative care needs of patients with
other conditions, such as heart failure and
dementia, may fluctuate over time. Brady et al
(2007) suggest that existing dependency tools
should be adapted in line with the local context
in order to reflect the differences in emphasis on
certain aspects of care and the nurses’ roles.
Indeed, it was necessary in the present study to
adapt the dependency tools used in order to
reflect the additional factors that were consid-
ered important by the local CNS managers.
However, these adaptations did not appear to
significantly improve the tools. While such adap-
tation can affect the reliability and validity of an
established instrument, none of these tools has
as yet been subjected to a proper psychometric
evaluation. Thus, there is a need for proper psy-
chometric work and to examine how the incor-
poration of specific information relating to
indirect nursing care and consultation with other
health professionals might improve the status of
current dependency tools. Other studies might
also compare the short and longer-term out-
comes for patients assessed with respect to
dependency/complexity as well as the effects
of patient dependency on the overall quality of
nursing care.

Since the completion of this study, other
research has also identified a gap in relation to
the availability of successful tools to measure
caseload dependency in community SPC, and
recent attempts have been made to develop such
tools (Dark et al, 2011). For example, other
tools and programmes that were not available at
the time of the study include the National End
of Life Care Programme (NEoLCP, 2010),
which aims to improve end-of-life care for
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adults through the implementation of the
Department of Health’s End of Life Care
Strategy; the Hospice at Home Toolkit; and the
Gold Standards Framework (GSF) Toolkit. The
last of these, the GSF, has been developed
recently in the UK for GPs and is designed to
optimize patient care for those nearing the end
of life. The GSF team are extending the use of
this framework into many areas, including SPC.
A key component of the GSF is the assessment
of current and future clinical and personal
needs. This toolkit may be useful in the future in
terms of assisting in the measurement of patient
dependency for CNSs working in SPC. There is
a need for further research in this area in order
to identify and evaluate one or more evidence-
based tools for use in this setting. It might also
be useful to encourage more collaborative work
among palliative care teams in the UK and else-
where in order to compare experiences of the
use of dependency and prioritization tools in
this and similar settings. For example, the
Scottish Partnership for Palliative Care has
undertaken interesting and relevant work in this
area by supporting and contributing to the
development and strategic direction of palliative
care in Scotland (Scottish Partnership for
Palliative Care, 2010).

This study was limited in size and scope, but was
undertaken on an exploratory basis to address an
important gap in our knowledge around the use
of dependency tools in community-based SPC.
The qualitative data were useful in helping to
amplify some of the difficulties around introduc-
ing these kinds of tools into routine practice and
in highlighting attendant workload concerns, all
of which will prove useful to CNS managers in
planning future service provision. The findings
suggest that the Vale prioritization tool was most
useful for the CNSs working in this area as
opposed to tools that explicitly attempt to elicit
information on different aspects/dimensions of
dependency. In particular, the findings indicate
that CNS managers in SPC should carefully con-
sider the use of an appropriate tool that includes
assessing the extent to which the patient lives
alone and is in receipt of other services. However,
further research is required to establish the appli-
cability of these categories to other patient
groups and to develop alternative tools for which
reliability and validity can be properly tested.
The two dependency tools in this study were also
shown to have little predictive ability with regard
to the amount of time CNSs spend in caring for
patients. Thus, the utility of these tools to address
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the workload concerns that also emerged from
the findings is also questionable. It might be more
useful and feasible for CNS managers to consider
implementing a workload model and/or compre-
hensive review of the current workload demands
placed on nurses in this regard. Lastly, the quali-
tative analysis highlighted further difficulties in
using these kinds of tools in routine practice
and much further research is required to better
inform nursing practices in this area. oy
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