
THE UPS AND DOWNS OF PATIENTS AT RISK SCORING

Patient at Risk scoring aims to prevent harm, reduced in-hospital cardiac arrest and mortality rates through 
early recognition and treatment of the deteriorating patient.

However, implementation can be problematic and a challenge to achieve. 

Critical Care Outreach Teams are well placed to lead the Patient Safety First Initiative (2008) and improve 
the mortality and morbidity of acutely unwell patients.
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Secondary wave of 
the PAR audit n=597
Shows compliance 
improved by 12%.

Improvement in 
the recognition of 
deteriorating patients 
due to improved 
education

Introduction            
of the SBAR tool to improve 
communication when 
dealing with critically ill and 
deteriorating patients. SBAR 
taught on all nursing and 
medical induction days. 

Poor compliance
with PAR
recording due 
to perceived
time constraints 

Commencement
 of the ALERT course. Multi-
disciplinary teaching in the 
recognition of the deteriorating 
patient 

PAR scoring not included on 
all nursing documentation 
– e.g neuro observation 
charts, PCA charts. Forms 
undergoing documentation 
review

Poor referral of patients 
who have a PAR score 
>3. Patients referred to             
outreach with little or no 
clinical information 

Development of the 
Critical Care Outreach 
Intranet site – a 
learning resource

Critical Care
Outreach team identified 
steps that could be 
taken to improve 
compliance and improve 
patient safety

HCA’s take the observations 
and do not always recognize 
deterioration. Lack of 
education relating to vital 
sign monitoring
and when to call for help

Commencement of                         
Clinical Skills for HCA  course 
to  improve understanding of 
critical illness and need for 
early recognition

Trust signed up to the 
Patient Safety First 
Initiative 

Primary wave of the audit  
identified that only 38% of 
observations had a PAR 
score documented with 
EVERY set of observations
All ward managers given 
ownership of the results and 
advice/ recommendations on 
improvements to be made

NHSLA highlighted poor compliance 
with PAR scoring.
2010 Par audit (n=597)
All medical and surgical wards
Basis for standards – Nice Clinical 
Guideline 50 – Acutely ill patients in 
hospital 2007
NCEPOD – Adding Insult to Injury
NLAG Critical Care Outreach 
Operational Policy
NLAG Resuscitation Policy
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Here is our story so far.


