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Voor alle triagisten die dagelijks voor een schier 
onmogelijke taak staan.

“Give them the tools and they will finish the job.” 
Vrij naar Winston Churchill, 1941
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Chapter 1

Telephone triage past and present
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Introduction 
Patients worldwide now expect medical advice over the telephone 
for a variety of medical problems at any time of the day or night. 
To be able to provide adequate 24/7 hour medical care general 
practitioners in many countries started out-of-hours primary care 
service from large centres (1). At these out-of-hours centres the 
calls are handled by doctors, physician assistants or nurses who 
make decisions about the urgency of clinical problems and the care 
required (2). The process in which both the urgency and the care 
required for incoming calls is determined, is called telephone triage. 
This is an important part of care provided by an out-of-hours centre, 
and proves to be an area with an element of medical risk. Both 
patients and primary care providers frequently question the quality 
of the telephone triage (3-12). 
 
History of triage
The word triage is derived from the French word “trier” which 
means ”to sort”. The original meaning of triage was prioritisation of 
victims of war and was related primarily to logistical problems (13). 
The Greeks and Romans triaged their wounded soldiers near the 
battlefield and brought them to ships or hospitals for further care 
(14). It was the French doctor Dominique-Jean Larrey (1766-1842) 
who introduced the concept of triage in the military history of war (15-
18). He served as a surgeon in Napoleon’s army in many battles. He 
placed “hôpitaux ambulants” (Figure 1) and “ambulances volantes” 
alongside the battlefield so he could treat injured soldiers as close 
as possible to where they were found. His definition of triage was: 
”The severely wounded soldiers must be treated first, independent of 
their military rank. Otherwise, they will not survive. The less severely 
wounded must wait until the severely wounded have been treated. 
The lightly wounded soldiers should be treated in hospitals further 
away from the battlefield”. 

Figure 1: Ambulance volante
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Until doctor Larrey started to apply the system of triage, wounded 
soldiers waited an uncertain fate. The majority were transported to a 
hospital some time after their injuries occurred and on arrival had to 
wait before they were treated (19).
  	
The principal of triaging the wounded is still accepted as the most 
efficient method of coordinating medical care for large numbers 
of casualties of war or natural disasters (20). In order to triage the 
wounded the following questions must be answered:

the diagnosis:  how serious are the injuries?1.	
the prognosis: what are the chances of survival?2.	
the logistics: what options are available for transport?3.	

Nowadays in the same way triage is applied to manage the flow of 
patients and to minimise risks while they wait for definitive treatment 
(21). Thus the objective of triage is to determine the severity of a 
medical problem, the type of care required and where and by whom 
this care should be provided. 

Medical care over the telephone
Thomas Bell (Boston, USA) invented the telephone. On 10 March 
1876 he called his assistant Thomas Watson with a machine that 
consisted of a wooden stand, a cup with acid solution, a funnel and 
a few copper wires, connected to a source of electricity (Figure 2). 
They did not appreciate then the impact that this invention would 
have throughout the world a hundred years later. 

The first documented telephone consultation between a general 
practitioner and one of his patients dates back to 1879 (22): 
“An anxious mother who, convinced that her baby had the croup, 
called the infant’s grandmother for assistance. The latter, in turn, 
telephoned the family doctor at midnight and “told him the terrible 
news”. Perhaps because of the lateness of the hour, the doctor asked 

Figure 2: First telephone, invented by Thomas Bell in 1876
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to be put in telephonic communication with the anxious mamma.
‘Lift the child to the telephone,’ he commanded, ‘and let me hear 
it cough.’ Both mother and child complied. ‘That’s not the croup,’ 
the doctor declared, and declines to leave his house on such small 
matters. He advised grandmamma also to stay in bed; and all 
anxiety quieted, the trio settled down happily for the night.” .

Since the introduction of the telephone patients have been able to 
call a doctor or nurse for medical advice from almost anywhere in 
the world. 
An important characteristic of triage over the telephone is the inability 
to see the patient. The call handler must compensate for the lack 
of visual contact by building a picture of the physical and mental 
condition of the patient (23-24). The application of telemedicine 
proves to become an important tool in the provision of medical 
service over the telephone. Visual contact and even physiological 
measurements by remote monitoring or camera equipment enables 
additional information to be included in decision making (25-30).
Medical call centres not only provide medical services focused on 
emergency care to patients. Some centres help to improve the 
accessibility of health care in general for example in countries where 
patients otherwise have to travel long distances to visit a doctor. Other 
centres specialise in giving telephone advice for unwell children (31-
32), for pre- and post-operative care (33-36), following attendance at 
a hospital emergency department (37-38), to schedule consultations 
at an ophthalmology department (39), to support breastfeeding 
mothers (40), to advise patients with chronic disease, such as cystic 
fibrosis (41), rheumatoid arthritis, HIV and AIDS (43-44), cancer (45) 
or chronic heart failure (46).
In the Netherlands some organisations offer health care advice by 
telephone to their clients (47-50).

The process of telephone triage
In the Netherlands in 2007 about 95% of the 16 million inhabi-
tants have access to one of the 105 out-of-hours centres providing 
primary care services. The call handling at the out-of-hours centre 
is carried out by a physician assistant or nurse. The call handler is 
called a “triagist”. As in face-to-face triage, telephone triage is the 
care process carried out to determine the degree of urgency of the 
clinical problem and the type of care required (2). 
For this study an analysis of the process of telephone triage was 
made to identify critical moments during this process. This was 
done in analogy with the experiences with process analysis in many 
industrial organisations to identify errors that can be made during 
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the execution of the process. Once identified recommendations 
can be studied to prevent these errors. This analysis of the process 
of telephone triage identified three phases: firstly the phase of 
information gathering followed by the phase of determining urgency 
and type of care required. In the third phase a report is written to 
document what has been discussed with the caller (Figure 3).

The first phase of telephone triage
In the first phase the triagist obtains the required information by 
asking questions concerning the clinical condition, the current 
personal situation and the expectation of the caller. To be able to 
assess the clinical condition the triagist asks questions about the 
complaint itself and its possible causes or consequences. 
These questions follow a symptom oriented approach whereby 
careful history taking must compensate for the inability to see and to 
examine the patient.
Questions about the current personal situation of the patient help 
the triagist to appreciate how the patient is personally affected 
by the complaint (anxious, worried, uncertain), what his current 
circumstances are (patient is bedridden, leaving on holiday the 
following day) and his expectations from the call (wants to see the 
doctor, would like home care advice).  
To ascertain all this information the triagist must have both clinical 
knowledge and communication skills. Verbal communication skills 

Figure 3:  The three phases of the process of telephone triage 
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must compensate for the lack of visual cues, otherwise important 
information will be missed (51-52). Clinical knowledge includes not 
only knowledge regarding appropriate questions to ask but also 
understanding the meaning of the answers. For example: a father 
telephones to say that his 5 year old son has vomited three times in 
the last 6 hours. The triagist must know whether this is likely to be 
significant or not (53-54). 

The second phase of telephone triage
In the second phase the triagist assesses the likely clinical 
significance of information regarding the medical problem and the 
current personal situation of the patient to determine the degree 
of urgency and the type of care required. The outcome is based 
on clinical knowledge and experience, as well as personal intuition 
(55). The urgency recommendation may vary from immediate (i.e. 
to be assessed within 1 hour) to lesser degrees of urgency. The 
type of care recommended may be a face-to-face contact (home 
visit or at the out-of-hours centre) or advice by telephone regarding 
home management. If the triagist gives home care advice, the caller 
must also know when to call back. This advice is called safety net 
advice. 

The third phase of telephone triage
Following the consultation the triagist writes a report to record what 
has been discussed with the caller (56). The report is available for 
different purposes and users. Firstly it is important for the continuity 
of care. The report is the only documented and therefore quickly 
accessible source of information about the content of these calls. 
Secondly, in the Netherlands the report can be sent to the patients’ 
general practitioner to let him know that one of his patients contacted 
the out-of-hours centre and to inform him on the care advice given. 
Thirdly, the report can be requested by the patient as part of a 
complaint procedure. Consequently, the report is central to the 
continuity of medical care and for medicolegal queries regarding the 
care provided (57-59). Finally reports can be used for epidemiological 
research but the reliability of the symptom or diagnostic orientated 
codes is limited as little information is available on the quality of the 
coding process (60-61).

Quality of telephone triage 
The quality of medical care is often assessed using audit methods 
to compare standards for care as recommended by the medical 
profession (optimum care), to the care actually delivered (actual 
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care). To what extent does the care delivered correspond to the 
recommended standard?
To determine the quality of medical care provided on the telephone 
the following different aspects can be assessed: the structure, the 
care process or the outcome or a combination of these aspects 
(62). 
The structure of care provided by telephone at an out-of-hours 
centre can be assessed by looking at various aspects such as the 
availability of decision support tools (guidelines, protocols) (12), the 
time taken for calls to be answered (63) or the time taken to complete 
home visits (64). Assessment of the quality of care can focus on the 
assessment of the outcome of telephone triage (65-71) or how the 
care is delivered, that is on the process of care. 
To assess the quality of clinical case handling an assessment of the 
consultation procedure as well as the outcome needs to be studied. 
If outcome alone is assessed, the possibility of achieving the 
appropriate outcome by chance will not be taken into account. On 
the other hand the consultation procedure could have been followed 
competently but the outcome of the triage is not appropriate. 
The assessment of the quality of the report needs to focus on what 
appears in the written report compared to the content of the actual 
conversation between caller and triagist. 

Research on telephone triage
Telephone triage and telephone advice services present new 
opportunities for medical services to advise on health care matters. 
Research has been done to investigate different aspects of telephone 
triage such as: should telephone triage be carried out by doctors 
or nurses (5,72); investigation of safety aspects (60,73-77); patient 
compliance with advice given (78-82); the need for protocols (83-
87); the need for specific communication skills (88-91), and patient 
satisfaction (2,65,92-98).

In 2006 the Dutch Health Care Inspectorate concluded that the 
organisation of out-of-hours services had improved considerably 
since their start but questioned the safety of telephone triage  
(12,99). 
The objective of the study presented in this thesis is to investigate to 
what extent the process of telephone care at out-of-hours centres in 
the Netherlands is executed in accordance with accepted professional 
standards. Accepted professional standards incorporate criteria for 
communication skills, for clinical management and the quality of the 
report of the call. 
Accordingly, the central research question is: how do triagists at 
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Dutch out-of-hours centres perform in terms of quality of the process 
of care as measured against current accepted standards? 
This research focuses on the quality of care given at different out-
of-hours centres throughout the Netherlands. In order to assess the 
quality of care the quality of each of the three phases of the process 
of telephone triage is assessed. 
Research on the quality of communication of general practitioners 
in face-to-face contacts suggests that the duration of a consultation 
correlates with the quality of communication (100). Whether such a 
correlation exists for telephone consultations at out-of-hours centres 
is unknown. In this context a second research question was: to 
what extent does the duration of the call correlate with the quality of 
communication?

Relevance of the research project
Everyone involved in telephone triage has an interest in the safety 
and quality of the service provided. High quality care is important for 
the patient, the triagist, the general practitioner, the organisation of 
the out-of-hours centre, the health insurance company that funds the 
contacts made by patients and the third-party insurance company 
covering medicolegal risks.
The results of this research may help to identify whether there are 
problems within a specific phase of the telephone triage process. 
Once these are identified, measures to optimise the care by 
telephone could be implemented.

Outline of this thesis
The research project was carried out by using Telephone Incognito 
Standardised Patients (TISPs) who called 17 out-of-hours (OOH) 
centres in the Netherlands for seven different medical problems. 
Each OOH centre was called three times for these seven cases. 
Thus the quality of clinical case handling and communication was 
assessed for a total of 357 calls. The OOH centres were asked for a 
copy of the call reports as part of the procedure of quality assessment 
of the content.

Chapter 2 deals with the feasibility and validity of using TISPs, their 
training, the accuracy of role playing and the rate of detection. The 
experiences of being a TISP and the difficulties encountered with 
self-recording were explored. 
In chapter 3 the development and reliability of the RICE-communi-
cation rating list is presented. This is an instrument to assess the 
quality of communication skills of triagists. The characters of RICE 
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stand for: Reason for calling, Information gathered, Care advice 
given, Evaluation of the advice. 
Chapter 4 describes the criteria and composition of the presented 
cases, the development and validation of standards for the clinical 
content of these cases, the validation of the scenario’s to be played 
by the TISPs and the selection of the OOH centres to be called. The 
results of the assessments of the clinical case handling and the care 
advice are presented.
Chapter 5 presents the results of the assessments of the quality of 
communication of all calls, assessed with the RICE-communication 
list. The duration of each telephone consultation was determined 
and correlated with the quality of communication.
In chapter 6 the development of the RICE-report rating instrument 
is described, an instrument to assess the quality of the reports. All 
OOH centres being called were asked for a copy of the reports of 
the telephone consultations. The results of the assessments of 
these reports and to what extent the reports reflected what has been 
discussed with the TISPs are presented.
Chapter 7 examines the whole experience and lessons that can be 
learned for the future. What has been found, what can be enacted 
to improve performance, what needs to be investigated? A summary 
of the main findings, methodological considerations and general 
conclusions for this study are described. Reflections on the demands 
of modern communication, safety in health care and support for 
telephone triage are followed by recommendations and suggestions 
for further research to improve the quality of telephone triage at out-
of-hours centres in the Netherlands. 
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Abstract

Background
Many countries are now using call centres as an integral part of 
out-of-hours primary care. While there has been research on safety 
issues within telephone consultations, there has been no published 
research on how to train and/or use standardised patients calling for 
medical advice and on the accuracy of role-playing.

Objectives
To assess the feasibility and validity of using Telephone Incognito 
Standardised Patients (TISPs), the accuracy of role plays and the 
rate of detection. To explore the experiences of being a TISP and the 
difficulties encountered with self-recording the calls.

Methods
Twelve TISPs were trained in role-play by presenting their problem 
to a general practitioner and a nurse and to self-record calls. Calls 
were made to 17 different out-of-hours centres from home. Of the 
four or five calls per evening, one call was assessed for accuracy 
of role play. Retrospectively the out-of-hours centres were asked 
whether they had detected any calls made by a TISP. The TISPs 
filled in a questionnaire concerning their training, the self-recording 
technique and personal experiences.  

Results 
The TISPs made 375 calls during 84 evenings. The accuracy 
of the role-play was close to 100%. A TISP was called back the 
same evening for additional information in 11 cases. Self-recording 
caused extra tension for some TISPs. All fictitious calls remained 
undetected. 

Conclusion
Using the method described TISPs can be valuable both for training 
and assessment of performance in telephone consultation carried 
out by doctors, trainees and other personnel involved in medical 
services.
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What is already known on this subject
Several studies have examined the use of Incognito Standardised 
Patients (ISPs) in a face-to-face consultation.

What this study adds
This study adds information on the methodology of using telephone 
ISPs within the primary care setting of an out-of-hours centre and to 
self-record these calls. It presents the methods’ validation, feasibility, 
training method, preparation and criteria used to assess the accuracy 
of role-playing by Telephone ISPs.  
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Introduction
Standardised patients are lay persons taught to portray patients in 
a standardised and consistent fashion (1). They have been used 
as “unannounced” or “Incognito” Standardised Patients (ISPs) for 
many years to assess the performance of students and health 
care professionals during face-to-face consultations. Performance 
assessment is defined as measuring what the observed person 
does in actual professional practice without being aware of being 
assessed. There is evidence that the ISP-methodology is a powerful 
instrument to assess clinical performance (2-4). 
In many countries doctors or nurses handle telephone requests for 
medical advice at call centres during the out-of-hours period (5-11). 
Several studies describe the use of Telephone Incognito Standardised 
Patients (TISPs) to assess safety issues in this context (12-19) but 
without assessing the accuracy of their role-playing. 
There are several differences between use of ISPs for face-to-face 
and telephone consultations. A TISP cannot see the call handler 
and therefore all communication is strictly vocal without the usual 
multitude of visual cues. Also a TISP does not need to fill in a checklist 
after the consultation as the call can be recorded and the items to 
be assessed can be studied later. Therefore a good quality audible 
recording of the telephone consultation is required to make proper 
assessments later (20). The  TISP can read the roledocumentation 
with all the required information in front of him/her but their voice 
should sound natural. Another difference is that a TISP can make 
a call from any geographic location, whilst pretending to be in the 
neighbourhood of the medical service that has been contacted. Also 
different roles can be played by the same TISP.
An important issue with every ISP is the accuracy of role-playing. 
Accuracy can be defined as the proportion of clinical features 
presented correctly during the consultation (21). Another important 
issue is whether call handlers will reveal that a call has been made 
by an TISP rather than a real patient (‘detection rate’).  

In the literature we found no information on the validity, feasibility and 
preparation of TISPs, the accuracy of their role-play, their detection 
rate and how their calls were recorded for further assessment.
We designed a study to address the following research questions:
1. To what extent is it feasible to use TISPs within the primary care 
setting of an out-of-hours centre, with emphasis on the preparation 
required? The study included the feasibility of self-recording at home 
by the TISPs, the accuracy of their role-play and their detection 
rate. 
2. What experiences have TISPs using this new methodology?
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Methods

Selection of clinical cases
The research team developed seven clinical roles for the TISPs, 
validated by a group of 12 general practitioners (GPs) selected at 
random from different Dutch areas. The seven roles were  presented 
regularly by telephone to out-of-hours centres; role 1: a child of 5 
years with fever, roles 2 and 3: adult with fever, roles 4 and 5: child of 
5 years with vomiting and roles 6 and 7: adult with epistaxis (22-24). 
Roles 2 and 3, 4 and 5, 6 and 7 consisted of small variations within 
similar scenarios. For each case all GPs agreed that the required 
disposition could either be a self-care advice or a consultation at the 
out-of-hours centre on the same evening. None of the cases would 
require immediate care or a home visit. 

Selection and training of the TISPs
The University of Maastricht has used face-to-face ISPs for many 
years for medical student training. From this pool a group of ISPs 
was selected, based on experience and the clarity of speech. Three 
scenarios were to be played by a mother calling about her five year 
old child, the other four were to be played by male or female adults.  
To lessen the chance that a call handler would recognise the voice of 
a TISP every scenario was to be presented by two different TISPs, 
each of whom would call the same out-of-hours centre after a time 
interval of six weeks.  
The two TISPs with the same role were simultaneously trained in 
two 1.5 hour sessions by two nurses and a general practitioner (GP), 
all with previous experience of working at a medical call centre. The 
TISPs were instructed and trained to provide further information only 
on request. To speak naturally during the consultation extra attention 
was given to the use of their voice with regard to the expression 
of non-verbal signals such as surprise, disappointment or anxiety. 
The training also included attention to the prescribed opening and 
closing sentences and how to react to a request to come to the out-
of-hours centre the same evening, which was obviously impossible. 
In case of a return call, made to the mobile phone of the TISP, they 
were trained to make notes of what was discussed directly after that 
call. 
Midway through the project all TISPs returned to the research centre 
to have a refresher training lasting one hour. No changes were made 
in the existing information or their role. 
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Description of scenarios 
For each case a scenario was developed with three kinds of 
information: general, case specific and local information. 
The general information described all personal patient data: family 
name, date of birth, home address and the mobile phone number of 
the TISP. 
The case specific information described the opening and closing 
sentence, the reason for calling (e.g. medication or consultation), 
the personal background of the caller (e.g. caller is worried) and the 
answers to questions of the call handler about medical issues. 
The local information contained information about the out-of-hours 
centres (address, telephone number), an area map and a self-made 
picture of the fictitious residence of the TISP, so the TISP had an 
idea about the area of the out-of-hours centre (25). All locations were 
visited by the research coordinator before the training started to be 
sure that they were appropriate and to enable to pass on relevant 
local information to the TISPs during training. 

Selection of call centres and calls 
Previous research showed that a sufficient time lapse between the 
announcement of a standardised patient visit and the actual visit can 
prevent detection (5). Therefore one year before making the actual 
calls all 105 out-of-hours centres in the Netherlands were asked for 
permission to be called by the TISPs and to record the calls (1). From 
the 98 that gave permission 17 centres were selected at random. 
The call handlers at these out-of-hours centres did neither know that 
they were selected, nor when they would be called or the names that 
would be used by the TISPs.
Each case was to be presented three times to each of the 17 out-of-
hours centre, so 357 calls were scheduled.

Recording of calls
As the TISPs lived in a radius of 20-30 kilometres from the research 
institute we decided to allow them to make the calls from their own 
homes. We found a system that met standards for adequately self 
recording the calls. (Detailed information on the equipment used on 
request). 

Pilot telephone calls
To be sure that the TISPs had all the required information about the 
out-of-hours centres and that they were ready to play their role, two 
pilot studies were performed. 
Pilot one was to ensure that the TISPs had all the required and 
correct general, local and specific information about the case to be 
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presented. To check all this the trainers themselves called every 
selected out-of-hours centre for medical advice using fictitious 
personal data.
Pilot two was to check the accuracy of the role-play and the self-
recording of calls by the TISPs. Therefore they called a medical call 
centre that had been forewarned, taking on their assigned role with 
fictitious personal data and self-recorded the call. The call handlers 
at the medical call centre were aware that they were being called by 
a TISP as the fictitious name was flagged as a TISP in their system. 
They were instructed to handle this trial call as they normally would 
do and were asked to enter in the report their general impression of 
the performance of the TISP. These trial calls were also assessed by 
the researcher and the trainers. 

Assessment of accuracy 
During the research project the TISPs called four to five different 
out-of-hours centres per evening. The TISPs were free to choose 
in which order they wanted to call the out-of-hours centres on a 
particular evening. The third call was selected to measure accuracy 
of role-playing. 
Each assessment of the TISP was made by two assessors who 
worked as experienced triagists at a medical call centre. They used 
the following four criteria developed by the research team: 

was the opening of the conversation according to the •	
instructions?
did the TISP give the correct answers to questions asked by •	
the call handler?
did the TISP give extra information only if asked for?•	
was the closing of the conversation according to the •	
instructions?

The assessors received a copy of the recorded call on a CD and 
the information the TISPs received about the role to play. They 
could respond to each of the criteria with YES, NO or UNSURE. The 
TISPs were informed that their role-play would be assessed without 
informing them which call would be selected for assessment.

Detection of standardised patients by the out-of-hours centre 
After all calls were made we sent a questionnaire to the 98 out-of-
hours centres that had given permission to be called. 
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They were asked to answer questions about:
indication of being called by a standardised patient. If so: •	
at what date and for what reason; •	
was the call discovered during or after the call and how sure is •	
the call handler about being called by a standardised patient 
(0-100%);
did the discovery influence the call handling?•	

Evaluation by the TISPs
The TISPs were asked to fill in a questionnaire about their 
experiences both on a quantitative and qualitative way. Questions 
addressed issues such as training and preparation and the self 
recording, personal impressions and experiences were also asked 
for. Furthermore the TISPs were interviewed by the researcher and 
the trainer to talk about their personal experiences.

Results
Selection and training of the TISPs
Of the 14 selected and trained TISPs two dropped out for personal 
reasons very shortly before the research project started. Their task 
was taken over by the TISP who was already trained for the same 
role, so the performance of 12 TISPs could be assessed. 

Recording the call
We scheduled 357 calls but the TISPs had to make 375 calls as 18 
calls were not recorded correctly due to technical problems during 
the recording. The TISP concerned received a new set of fictitious 
personal data to make an extra call a few weeks later. 
It took the TISPs 1.5-2 hours per evening to make 4-5 calls. All calls 
were made between March 2006 and March 2007. On 11 occasions 
a TISP received the same evening a return call from the GP on call 
at the out-of-hours centre and three times from the administration 
of a centre after 2-3 weeks to answer some additional questions. 
Of these 14 return calls 11 were answered by the TISP and notes 
were made of that conversation. Three calls were not answered for 
different reasons. 
The calls were assessed by 12 different assessors and they all 
agreed on the excellent quality of the recording. 

Pilot telephone calls
From the first pilot we learned that some centres ask for the zip 
code of the residence. This information was added to the local 
information. The second pilot showed that the TISPs played their 
role in a convincing way. Some of the TISPs received advice about 
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refining their presentation of the opening sentence as they tended to 
read out this sentence instead of formulating it in a personal style.

Assessment of accuracy 
Using the procedures described a total of 84 calls were available for 
assessing accuracy of role play. The results for the four criteria as 
assessed by two assessors are displayed in Table 1. The assessors 
agreed upon the outcome of their assessments for nearly 100%.

Detection 
The 17 out-of-hours centres that had been called stated that they 
had not detected any call from a TISP. Two out-of-hours centres that 
were not called by one of our TISPs, stated that they did receive a 
call from a TISP. 

Experiences of the TISPs
Training and preparation: although not every encountered situation 
was covered in the training the TISPs were able to handle difficult 
situations because they had rehearsed their role in every detail. The 
TISPs stated that the training which involved presenting their case 
to a GP and a nurse was very helpful, especially as the return calls 
on the same evening were made by a GP. The try-out call to the 
medical call centre gave them self-confidence. They felt that the extra 
attention for playing the role using merely verbal communication 
helped them to play the role more naturally. 
Information: none of the TISPs met a question they were not 
prepared for. Some TISPs were aware of the fact that they had not 
finished the conversation with the correct closing sentence, mainly 
because some call handlers finished the consultation in a way that 
took the TISP by surprise. The presence of (self made) pictures of 
the fictitious residence together with an area map had helped the 
TISPs to enter into their role.
Calling and self-recording: the TISPs appreciated that they could call 
from home. Sometimes the self-recording had caused more tension 
then the call itself.  Both role-playing and recording to a high standard 
required intensive concentration with no distractions. Making five 
calls per evening was considered to be the maximum.
Personal experiences: the most frequent comments were “ I missed 
the eye contact with the care adviser” and “I was glad that I was 
trained to play my role using merely my voice”. 
Other comments were:  “You have to stay alert for a return call not 
only for the rest of the evening, but even for many days later to act 
immediately and identically as in your role”. 
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Discussion
To our knowledge this study is the first research on the feasibility 
of using TISPs in a health care setting and the assessment of the 
accuracy of their role-playing. Therefore, many of the procedures 
described are the result of a very careful step by step approach to 
the introduction of TISPs. 
Although some members of the research team have expertise in 
training standardised patients for use in Incognito Standardised 
Patients (ISP) studies pertaining to actual visits with face-to-face 
contacts, we could not merely rely on this experience to train and 
prepare TISPs optimally to call out-of-hours centres for medical 
advice. From this perspective we believe our results are innovative.
For example, we provided the TISPs with self-made pictures of all 
the residences they were believed to stay. The study confirmed our 
expectation that this extra information could help the TISPs to play 
their role.  In a new study we would collect this kind of information in 
other ways (e.g. from websites) which is less time consuming (26). 
Nevertheless this information needs to be accurate and up to date 
to prevent detection. 
Although TISPs, recording calls themselves, do not need training to 
fill in checklists after the consultation, they face other challenges. 
Their experiences showed that thorough training for role-play is 
needed to be prepared for handling the many different situations 
which they might encounter. Most unexpected were the calls from 
some out-of-hours centres 2 or 3 weeks later during the day when 
the administration of a centre requested where to send the bill for the 
telephone consultation. This situation was very troublesome for the 
TISPs as they were suddenly confronted with questions regarding 
personal data relating to the fictitious person they had played. 
Although the return calls were not recorded we believe that no 
information regarding the consultation was lost as the TISPs were 
trained to make notes of the conversation directly after the call. 
TISPs should be instructed to answer all telephone calls following 
their role play, so that no return call from an out-of-hours centre 
remains unanswered. 
Role playing and recording the calls at the same time caused extra 
tension for some of the TISPs but the possibility of recording the 
calls at home rather than having to travel somewhere else in the 
evening was preferred by all the participants. There is a slight risk of 
failure of self-recording the call but the advantage of consulting by 
telephone is that a new call can easily be made by the same TISP 
after adjusting the personal data.
As we had no experience with using TISPs we decided to present 
only cases that did not require a home visit or an emergency 
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consultation as detection is more likely to occur in those situations. 
Further research on using TISPs for all types of clinical cases, 
including emergency cases, will be our next challenge. 
We were pleased to see that the TISPs played their role with great 
accuracy. As not all TISPs performed completely according to the 
instructions with regard to the opening or closing sentence special 
attention is required for these aspects during training. 
The method of using TISPs is feasible in any country but privacy 
regulations for recording the calls might cause restrictions in some 
countries1. 
We conclude that it is feasible to use standardised patients on 
the telephone both for training and assessment of performance in 
telephone consultation carried out by doctors, trainees and other 
personnel involved in medical services after good preparation and 
training in role-play. Self-recording of the calls at home to a high 
standard is also feasible. 

Suggestions for further research
Further research could study the use of telephone ISPs presenting a 
greater variety of clinical cases, including cases requiring immediate 
care which were not included in this study.

1 Ethical approval: Under Dutch law no ethical approval is needed to phone or to record calls 
made by standardised patients to an out-of-hours centre once permission has been given by the 
management of the OOH centre.
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Table 1: Results of assessment of performance of role-playing per item
 (168 assessments for 84 calls)
 (Yes= according to instruction; No= not according to instruction)

 

Opening 
sentence

Correct 
answers

Extra 
information 
on request

Closing 
sentence

Yes 162 166 166 149
Unsure    5    2    2    9
No    1    0    0   10
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Abstract

Background
Out-of-hours centres provide telephone support to patients with 
medical problems. In most of these centres specially trained nurses 
handle incoming telephone calls. They assess patients’ needs, 
the degree of urgency, and determine the level of care required. 
Assessment of the medical problem and the quality of ‘care by 
phone’ depend on the medical and communication skills of the call 
handlers.

Aim
To develop a valid, reliable, and practical rating scale to evaluate 
the communication skills of call handlers working at an out-of-hours 
centre and to improve quality of communication.

Design of study
Qualitative study with focus groups followed by validation of the 
rating scale and measurement of reliability (internal consistency). 

Setting
Out-of-hours centres in the Netherlands.

Method
A focus group developed the rating scale. Experts with experience 
in training and evaluating communication skills of medical students 
and general practitioners commented on the scale to ensure content 
validity. The reliability of the rating scale was tested in a pilot in which 
ten specially trained assessors scored six telephone calls each.

Results
The scale, known as the RICE rating scale, has 17 items divided 
over four different phases of the telephone consultation: Reason for 
calling; Information gathering; Conclusion; and Evaluation (RICE). 
Content validity of the scale was assessed by two experts. Reliability 
of the scale tested in the pilot was 0.73 (Cronbach’s alpha).

Conclusion
Establishing a rating scale to assess the communication skills of call 
handlers which meets common scientific demands, such as content 
validity and reliability, proved successful. This instrument can be 
used to give feedback to call handlers.
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“How this fits in”
Call handlers at out-of-hours centres need excellent skills in 
telephone communication. An instrument to assess those skills was 
unavailable. This paper describes the development of an instrument, 
the RICE rating scale, for assessing the communication skills of call 
handlers at an out-of-hours centre.
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Introduction
In many parts of the world out-of-hour medical call centres provide 
support to patients who call for medical advice (for example, in 
the US, UK, Denmark, Netherlands, Australia). Call handlers at 
call centres are usually registered nurses who triage the medical 
problem. Triage by telephone implies that the call handler assesses 
the degree of urgency of the patients’ needs, and offers advice to the 
patient about the care that is required.
There is evidence that good communication skills between doctors 
and patients during face-to face consultations have a positive 
effect on patient outcome (1–5). Good communication skills during 
‘care-by-phone’ are of high importance (2,6–10). Call handlers are 
confronted with a mix of undifferentiated clinical needs and they have 
to establish rapport quickly with usually unknown patients. Good 
communication skills are needed because of high medicolegal risk 
associated with providing telephone advice and limited resources 
at out-of-hours centres. In addition, call handlers can only identify 
some auditory clues and are unable to pick up on visual cues from 
callers (7,11–13).
Current instruments for assessing communication skills of primary 
care providers, nurses, and doctors during surgery hours are unlikely 
to be applicable to telephone consultations due to the absence of 
visual cues (14). To become competent, call handlers should be 
specially trained in communication skills for telephone consultation. 
Research suggests that assessment of performance in real practice 
is needed to guarantee quality of care (15–17). To assess the quality 
of care provided by call handlers, the investigators searched for 
a suitable instrument. The literature search was conducted using 
the keywords: ‘communication’, ‘telephone’, ‘assessment’, ‘quality’, 
‘scoring’, and ‘after-hours care’ (PubMed, Medline, PsycARTICLES, 
Cochrane database). No instrument was identified from the literature. 
Therefore, the aim of the study was to develop a valid, reliable, 
and practical instrument to assess the communication skills of call 
handlers working at out-of-hours centres. The study took place in 
the Netherlands which has over 100 of these centres with more than 
2500 active call handlers in operation.

Methods
Content validity  
To enhance content validity of the proposed instrument, a focus 
group was formed. The group comprised eight individuals 
representing the four stakeholder groups involved in telephone calls 
to an out-of-hours centre: patients, call handlers, doctors, and the 
management team. Patients were members of patient groups; call 
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handlers worked at out-of-hours call centres as supervisors or call 
handlers; GPs worked at out-of-hours centres and were involved in 
ensuring quality of care; and members of the management team 
were involved with general issues of management at out-of-hours 
centres. Each stakeholder group was represented by two members 
of each group with experience in communication and/or working at 
an out-of-hours centre. 
Meetings were led by a neutral moderator who followed focus group 
protocols (18). The focus group met twice over a period of four 
weeks. During these meetings, lasting three hours each, items for 
the rating scale were identified. 
At the start of the first meeting each member was asked to comment 
on the following statement: ‘A telephone consultation by a call 
handler needs to follow a recognisable structure’ (19). After reaching 
agreement on this statement, each member was asked to write down 
such a structure. Individual proposals were collected and presented 
to the group. 
In the group discussion that followed, consensus was reached on the 
structure of telephone conversations in which four essential phases 
were identified as essential: Reason for calling; Information gathering; 
Conclusion; and Evaluation (leading to use of the acronym ‘RICE’ to 
denote the four phases). A period of interruption was identified as 
another important, although not essential, component of telephone 
communication. During a period of interruption the call handler puts 
the caller on hold to discuss the problem with a colleague or to study 
guidelines. During the first meeting members also wrote down what 
they each considered to be required communication skills of the 
call handler during the four phases and the period of interruption. 
Their suggestions were collected, presented, and discussed until a 
consensus was obtained. Each required skill was expressed as an 
item. To assess the skill level of call handlers, the group decided to 
use a five-point Likert scale ranging from 0 (skill is absent) to 4 (good). 
Finally, the group discussed who should assess the performance of 
a call handler. Members agreed that this should be handled by a 
peer colleague call handler. Before the second meeting all members 
received by mail the rating scale with the 17 items they agreed on 
during the first meeting. A manual was also supplied which provided 
descriptions of each item and specified how to rate call handlers 
using the Likert scale. During the second meeting the group decided 
which item, each representing a required skill, should be present 
during more than one phase (for example, making a summary, or 
listening attentively during most phases). The descriptions of items 
in the manual were changed or adjusted where needed. 
For further content validation the rating scale was presented to two 
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communication skills experts. They were given the descriptions of the 
items and asked whether they agreed with structuring a telephone 
consultation according to the four phases, and if items could be 
omitted or added.

Reliability
To determine the reliability (internal consistency) of the rating scale, 
a pilot was performed in which 10 raters received special training 
and assessed six actual telephone calls using the rating scale. 
One of the raters was a member of the focus group. All raters were 
nurses experienced in call handling. Before training, raters received 
the manual and the rating scale to be studied at home. Training was 
led by a teacher with experience in teaching communication skills to 
medical students. During training the group discussed the items on 
the scale and in the manual to make sure that they understood the 
meaning of the items and the method of rating. Each rater assessed 
two specially designed simulated telephone calls presenting a medical 
problem. Then the teacher and raters compared and discussed their 
scoring. At the end of the training raters felt confident to handle the 
scale themselves. 
After training, each rater received an audio tape with six (anonymised) 
actual conversations recorded at an (anonymised) out-of-hours 
centre. All personal data of the call handler and the patient were 
removed from the tape and this removal was checked by the 
manager of the centre. Inclusion criteria for these six calls were that 
each call should be:

understandable: the voice of the call handler and the caller •	
needed to be clearly audible; 
complete: the call should not be terminated suddenly, and •	
should last no longer than 10 minutes; 
concerning a defined medical problem: the call should be about •	
a medical problem that is commonly presented at an out-of-
hours centre. 

Assessments by raters involved listening to the audio tape of six 
conversations between callers and call handlers. They rated calls 
using the rating scale which was done at home. They recorded 
the time they needed to complete the scale for each call and the 
frequency of listening to the same call (completely or partly).
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Practical applicability
A second meeting was held with the raters to discuss their experien-
ces and the results of their assessments. The 10 raters were asked 
whether items should be omitted or added and if items should be 
rephrased for better understanding or use.

Results
Content validity
The focus group agreed on the rating scale as made during the first 
meeting with a total of 17 items (rating scale items and the manual 
can be freely obtained at: www.medicinfo.info). The 17 items were 
divided over four obligatory phases and one intermediate period. The 
four phases should be present during each telephone consultation 
and the interruption period is optional. During the second meeting no 
item was added or removed. The group agreed on the description of 
these ratings in the manual. The two communication skills experts 
agreed with the consensus reached and considered the scale to be 
complete and valid. Their suggestions for rephrasing some items 
on the scale were incorporated in the rating scale. No item was 
removed or added.

Reliability
To calculate the results of all ratings in the pilot with 10 raters assessing 
six calls each, descriptive statistics were used. Cronbach’s alpha 
was calculated as a measure of internal consistency using SPSS 
(version 11). Reliability (internal consistency) of the rating scale was 
0.73. Means and standard deviations for the 60 assessments are 
shown in Table 1.
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Table 1: Mean and Standard deviation for the 17 items of the  
RICE-communication list 

	                    Descriptive Statistics

 N Mean Std. Deviation
item1 60 2,75 1,53
item2 60 1,65 1,05
item3 60 ,73 1,02
item4 60 2,28 1,52
item5 60 2,57 1,15
item6 60 1,90 0,88
item7 50 1,72 1,36
item8 30 1,33 0,71
item9 60 1,45 1,17
item10 40 1,33 0,83
item11 60 1,68 0,81
item12 30 2,33 0,80
item13 30 1,90 0,71
item14 60 1,23 1,28
item15 60 1,90 1,10
item16 60 1,38 1,15
item17 60 2,18 0,98

Practical applicability
To assess a call adequately a mean of 20 minutes (range 16–21 
minutes) was needed, and all calls needed to be heard twice. 
Suggestions from raters about rephrasing some items of the scale 
were incorporated. The two training sessions with the raters lasted 
a total of 5 hours. 

Discussion
Summary of main findings 
There is increasing recognition of the need for a valid, reliable 
assessment tool to support training and professional development in 
telephone communication skills. The current researchers developed 
a tool which has high content validity and reliability. Results of this 
pilot study indicate that the tool is suitable for use in healthcare 
settings, such as out-of-hours centres. 
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Comparison with existing literature 
Although it was assumed at the start of this project that instruments 
to assess communication skills of primary care workers for telephone 
consultation were not applicable, an existing validated instrument 
used in the Netherlands and two other validated instruments, 
all developed to assess communication skills of doctors, were 
investigated (3,14,17). Although the structure of a face-to-face 
consultation could be similar to a telephone consultation, specific 
communication skills are needed, mainly to compensate for the 
absence of visual contact. The existing instruments do not highlight 
those specific communication skills and behaviour as required for 
call handlers, and do not take into account that the call handler is 
not a doctor. They also do not provide guidance on structuring a 
telephone consultation. 

Strengths and limitations of the study 
During the focus group it was noted that each of the four stakehol-
der groups provided specific input. Patients in the focus group 
generated items concerning the way call handlers involve patients in 
solving their medical problems. Doctors developed items concerning 
the way the call handler takes the medical history of the patient. 
Call handlers devised items concerning the way the call handler 
learns to structure the telephone consultation and takes the lead in 
the conversation while remaining friendly, attentive, and empathic. 
The management team helped to produce items concerning the way 
a call handler handles a call within a restricted period of time, and 
emphasised the satisfaction of the caller. 
More participants in the focus group could have influenced the 
composition of the scale, although it was noticed there was a 
redundancy effect during discussions between participants. The 
views of the experts confirmed this. The researchers examined ways 
to improve the internal consistency (α = 0.73) of the instrument but 
a gain in reliability may have limited the validity of the instrument: for 
example, leaving out item 8 (which discusses the safety net) would 
give a higher α value. At the development stage, the decision was 
made to retain this item as all participants of the focus group felt it 
was important that the caller knew when to call back. 
The use of inclusion criteria when selecting the six phone calls for 
assessment enabled the selection to be as generalisable as possible. 
It is possible that different criteria, a higher number of phone calls, or 
including some vaguely presented problems could have influenced 
the reliability of the results, but it is not known whether this would 
have given a higher or lower figure. Table 1 shows that items 2 and 
3 are often not asked by call handlers (item 2 asks after or names 
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the medical problem and the way it is experienced; item 3 asks for 
or names the expectation and personal situation). By asking these 
questions call handlers demonstrate that they are not only interested 
in the medical part of a problem, but are also interested in the 
personal situation of the patient; this can be considered a patient-
centred approach. These skills are required if a caller presents his 
or her problem vaguely at the beginning of the call. The manual 
explains that if the caller only shares very few details about their 
problem, the call handler should invite the caller to elaborate on this 
in a polite and professional way. Sometimes patients do not make it 
clear what their reason is for contacting the out-of-hours service, and 
in this instance the call handler should assist callers in explaining 
their reasons for calling. 
The mean of 20 minutes for call assessment was deemed 
acceptable. It was discovered that this period shortened once raters 
became more experienced at making assessments. Raters in the 
pilot considered the scale to be a practical instrument for assessing 
quality of communication skills of a peer call handler. They also 
noticed how much they learned about communication by making 
these observations. 

Implications for future research
The instrument has been developed to assess the communication 
skills of call handlers at an out-of hours centre in the Netherlands. 
It will be used in a research project which will assess additional 
indicators for quality of telephone triage at an out-of-hours centre. 
The research aims to examine the quality of assessments for 
urgent medical problems presented by standardised patients. The 
instrument is in use as an instruction guideline to train call handlers 
to learn good communication skills. 
To conclude, the aim of developing a valid, reliable, and practical 
instrument to assess the communication skills of call handlers at an 
out-of-hours centre was achieved. The instrument can be applied 
by colleague call handlers after training as an assessor to give 
call handlers feedback on their performance of handling telephone 
consultations with patients. 
The instrument has been named the RICE rating scale. The acronym 
‘RICE’ stands for the structure of telephone consultations according 
to the four successive phases: R: Reason for calling; I: Information 
to be gathered; C: Conclusion and care advice given; E: Evaluation 
of the call. As the period of interruption is not present in every 
telephone consultation, a character for this period is not included in 
this acronym. Remembering the word RICE helps the call handler to 
remember the sequence of the phases of a telephone call. 
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This instrument is now suitable for training and quality improvement 
of call handlers working at out-of-hours centres and can be used 
in real practice. The full text of the RICE-communication manual 
and the RICE-communication list can be obtained freely at: 
www.medicinfo.info.
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Abstract

Objective
To assess the quality of telephone triage by following the consecutive 
phases of its care process, the quality of the clinical questions asked 
about the patients’ clinical condition, of the triage outcome, of the 
content of the home management and of the safety net advice given 
at out–of-hours centres. 

Design
Cross-sectional national study and using telephone incognito  
standardized patients.  

Setting
The Netherlands.

Participants
17 out-of-hours centres.

Main outcome measures
Percentages of a) clinical obligatory questions asked; b) items 
within home management and safety net advice, both in relation to 
pre-agreed standards and of c) given care advice in relation to the 
required care advice.

Results
Mean percentage of obligatory questions asked compared with 
the standard was 21%. This was substantial, as it amounted to 
5.6 times the standard deviation. Answers to questions about the 
clinical condition were not always correctly evaluated from a clinical 
viewpoint, either by triagists or by general practitioners. The quality 
of information regarding home management and safety net advice 
varied to a large extent and was consistently poor for all cases and 
for all out-of-hours centres. Triagists achieved the appropriate triage 
outcome in 58% of all calls.

Conclusion
In determining the outcome of the care process triagists often 
reached a conclusion after asking a minimal number of questions. 
By analysing the quality of different phases within the process of 
telephone triage it is possible to evaluate whether an appropriate 
triage outcome has been arrived at by means of good clinical 
reasoning or by an educated guess. In terms of enhancing the 
overall clinical safety of telephone triage, apart from obtaining an 
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appropriate clinical history, it is also important that adequate home 
management and safety net advice is given. 

What is already known on this subject
Research on the quality of telephone triage is often focused on the 
quality of the outcomes. 
Little is known about the quality of the different phases of the care 
process of telephone triage by triagists.

What the paper adds
The results of this study identified shortcomings and educational 
needs regarding telephone triage which have been indicated by 
assessing the quality of the first phase of the process of telephone 
triage (asking questions and evaluating answers) and the second 
phase (providing care advice including home management and 
safety net advice). 
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Introduction
Telephone triage can be described as the care process by which 
the degree of urgency of a clinical problem of the patient presented 
by telephone and the care required are determined (1). This care 
process can be divided into the first phase of information gathering 
followed by the second phase of determining the degree of urgency 
and the required care. The call handler, also called triagist, actually 
handles the request for medical advice. In most cases this person is 
a specially trained nurse, or a physician (2). The quality of telephone 
triage depends on the clinical knowledge and the communication 
skills of the triagist and their expertise in evaluating the information 
gathered (3). 
The safety of the advice given by triagists is frequently questioned 
(4-6) and most studies on the quality of telephone triage have 
focused on analysis of the triage outcomes (7-13). However, in 
order to assess the safety of telephone triage with more accuracy 
the quality of the care process itself needs to be analyzed. This 
includes assessment of the clinical quality of questions asked as 
well as the evaluation of the answers and the care advice given. For 
instance, if the triage outcome is assessed in isolation, the possibility 
of achieving a clinically acceptable outcome by chance may not be 
detected. Conversely a clinically acceptable triage outcome might 
not occur due to incorrect interpretation of the information gathered 
(14), even though the consultation process itself was carried out 
correctly. When the patient does not receive appropriate information 
regarding home management or safety net advice, inappropriate self 
care and delay in seeking medical care might occur (15). 
We could not identify studies that investigated the safety of telephone 
triage by assessing the quality of each phase of the process of 
telephone triage. Therefore the objective of this study was to make 
a global assessment of the quality, specifically the quality of the 
clinical questions asked, the evaluation of the answers, the triage 
outcomes, and the content of the home management and safety net 
advice in telephone consultations carried out by triagists at out-of-
hours (OOH) centres in the Netherlands. 
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Method
To assess the quality of clinical case handling at OOH centres 
Telephone Incognito Standardised Patients (TISPs) presented seven 
different clinical cases three times to 17 different OOH  centres over 
a period of 12 months adding to a total number of 357 calls.

Cases, protocols and scenarios  
For the selection of cases the following criteria needed to be applied: 
1) the cases were to be based on symptoms that are known to 
present frequently on the telephone to OOH centres (7,16); 2) the 
care advice as outcome of the telephone consultation needed to be 
straightforward. In the Netherlands the triagist can select different 
triage outcomes depending on the degree of urgency: immediate 
and very urgent care (to be seen within 1-2 hours), urgent care 
(within 2-6 hours), routine care (care by a general practitioner the 
next day) or self care advice. 3) For this study it was decided that no 
case would require an outcome of immediate care or a home visit 
for practical reasons. 4) The cases were designed to demonstrate 
the importance of accurate history taking so that it could be shown 
whether the correct outcome had been determined by asking the 
required questions. Therefore six of the seven cases to be presented 
consisted of three sets of two almost identical cases. For each 
of these parallel pairs of cases only one answer to an obligatory 
question differed (this was called the discriminating answer). 
In Table 1 the scenario’s for case 6 and 7 to be played by the 
TISP with the discriminating answers are presented. In Table 2 
the discriminating answer for case 2 and 3 and case 4 and 5 are 
described.

In order to use up-to-date protocols (17), the research team decided 
to revise existing national protocols as these were four years old. 
When these were developed there was very little experience in the 
Netherlands with OOH services and with triagists (non-clinicians) 
handling all incoming calls. Protocols for telephone triage include not 
only questions about possible causes and the consequences of the 
symptom presented but also questions to compensate for the lack 
of visual information about a patients’ clinical condition (18). They 
also include advice about home management care to be given if 
the triage outcome does not include a face-to-face consultation (e.g. 
type and dose of analgesic medication). Finally they include advice 
about the circumstances when the patient should call back (‘safety 
net advice’) (19-21).
To reach consensus and achieve standardisation for this study these 
protocols were presented to a protocol-panel of general practitioners 
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(GPs) with experience in telephone triage at OOH centres. They 
agreed on the obligatory questions that should be asked regarding 
the different clinical symptoms and what should be discussed with 
the patient in relation to home management and safety net advice.

Telephone Incognito Standardised Patients (TISPs)
Lay persons have been used as “unannounced” or Incognito 
Standardised Patients (ISPs) for many years to assess the 
performance of students and health care professionals during face-
to-face and telephone consultations. There is evidence that the 
ISP-methodology is a reliable and valid instrument to assess clinical 
performance (22-25). 
The cases were presented by special trained TISPs. They received 
a scenario with information on their personal data, the clinical 
problem, their personal situation (e.g. feeling anxious) and the 
answers to be given to the obligatory questions if they were asked. 
If they were invited to come for a consultation at the OOH centre, 
they were instructed to ask for the reason for this request. Another 
panel of GPs validated the scenarios and considered them realistic 
and representative of cases that might present to OOH centres. No 
additional obligatory questions were needed to determine clinical 
urgency. They agreed that it was reasonable for TISPs to receive 
self care advice for case 1, 2, 4 and 6 and to be advised to be seen 
the same evening for case 3, 5 and 7. 

To increase the chances of speaking to different triagists the TISPs 
called in the evening between 7 and 9 pm on different days of the 
week. They made the calls from their private home pretending to be 
in the area of the involved OOH centre. They self audio recorded the 
calls for further assessment. 

Out-of-hours centres
In October 2004 105 OOH centres were operative in the Netherlands. 
All centres were asked for permission to be selected for the research 
study. Of the 98 centres that gave permission, we selected 17 OOH 
centres about we did not inform them. We performed a balanced 
selection where for each of the 12 provinces of the Netherlands the 
size of the population in that province determined the number of 
OOH centres to be selected. These centers were then selected at 
random1.
After the study the 17 OOH centres were asked by letter whether 
they had detected a TISP during the last 12 months.

1 Ethical approval: Under Dutch law no ethical approval is needed to phone or 
to record calls made by a standardised patient to an out-of-hours centre once 
permission has been given by the management of the OOH centre.
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Assessment and analysis 
The required frequency of presentation of the cases developed was 
based on a generalisability analysis. In a first batch the seven cases 
were presented five times to five of the 17 selected OOH centres. 
The results on the assessments of these calls demonstrated that 
for a reliable overall assessment of quality each of the seven cases 
was to be presented three times and two assessments per call were 
needed (23-26). Therefore the remaining 12 OOH centres were 
called three times for the same seven cases.
A transcript was made of every recorded call and each call was 
assigned to two medical students as raters. They scored calls 
independently by using the standard protocol as a checklist. They 
rated each item by marking “Yes (=1: Question is asked/ Advice is 
given)” or “No (=0: Question is not asked/ Advice is not given)”. 
For each call the following variables were obtained as indicators of 
quality:

percentage of obligatory questions asked in relation to the 1.	
agreed standard set of questions;
percentage of items within home management and safety net 2.	
advice in relation to the agreed standard set of items;
percentage of obligatory questions asked in relation to all 3.	
questions asked;
percentage of appropriate care advice in relation to the 4.	
required care advice. 

For each of these variables the average percentage of the two raters 
were used for further analysis per case for all OOH centres and per 
OOH centre for all cases. 
For the variables of percentage obligatory questions and percentage 
home management and safety net advices we measured the 
difference compared to an ideal value of 100% (100% indicating: all 
obligatory questions were asked, and all required home management 
and safety net advices was given). For each variable an analysis of 
variance was performed with case and OOH centre examined as 
factors in separate analyses. The significance of the F-test for the 
intercept indicates whether the overall mean of the variable differs 
from 100%, and the significance of the F-tests for the factors case 
and OOH centre indicates whether the mean value of the variable 
varies significantly. A p-value of 0.05 or smaller was considered to 
indicate statistical significance.
In addition, the magnitude of the difference of the overall mean 
with an ideal value of 100% was represented by an effect-size-like 
measure: 100%-overall mean / overall standard deviation.
Descriptive statistics and results of the analysis of variance were 
obtained by using the statistical software package SPSS vs.15.
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Results
For 58% of all calls the required urgency level was advised as was 
set by the scenario-panel. There was an underestimate of urgency in 
41% and an overestimate of urgency in 1% of all calls. 

Figure 1 shows the results of the distributions for the variables of 
obligatory questions (upper part) and home and safety advices 
(lower part) analysed for three purposes: overall, per case and per 
OOH centre.
For each variable three panels with boxplots are shown: the left 
panel shows the distribution for all calls (n=357), the middle panel 
the distributions per case (51 calls per boxplot), and the right panel 
the distributions per OOH centre (21 calls per boxplot). The boxplots 
show the mean value (solid line), the 25-th and 75-th percentiles 
(lower and higher boundaries of the grey box) to indicate the central 
part, and the 10-th and the 90-th percentiles (grey “whiskers” outside 
the box) to indicate the outer parts of the distribution.
The analysis of variance for percentage obligatory questions showed 
that the overall mean was equal to 21%, significantly different from 
the ideal 100% (F(1,13)=1234, p<0.0005), and it amounted to a 
large difference (5.6 times the standard deviation). The variation for 
obligatory questions across case as well as across OOH centre was 
shown to be statistically significant (F(6,334)=7.3, p<0.0005, and 
F(16,334)=5.6, p<0.0005, respectively).
For percentage home and safety net advice the overall mean, 
40%, was found to be significantly different from the ideal 100% 
(F(1,6)=172, p<0.0005) and it amounted to 2.6 times the standard 
deviation. The variation across case was found to be significant 
(F(6,318)=17.9, p<0.0005) and for OOH centre it was found to be of 
borderline significance (F(16,318)=1.7, p=0.051).
Table 3 shows per case the number of questions (advices) in the 
ideal standard set, mean and standard deviation of the obligatory 
questions asked versus the standard, and of the home management 
and safety net advice provided versus the standard. In addition Table 
3 shows the mean of the obligatory questions among all questions 
asked, and the mean of the appropriate advice given versus the 
required advice. Table 4 shows the same variables for each of the 
17 OOH centres.
Figure 1 demonstrates the difference in performance between 
individual triagists at the same OOH centre. Some of them asked 
many obligatory questions, others asked none. Some managed a 
score of almost 90% for relevant home management and safety net 
advice, others gave none at all.  
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The same triagist  handled the same case twice in 3% of  the calls; all 
other calls were handled by different triagists. The triagists referred 
2% of the TISPs to the OOH centre in the region of their permanent 
residence without any triage. None of the 17 OOH centres indicated 
that they had detected any call made by a TISP. 

For 153 calls the required care advice resulting from the telephone 
triage was to come to the OOH centre. This care advice was given on 
17 occasions. On six occasions triagists suggested that the reason 
why the patient needed to be seen at the OOH centre the same 
evening was the use of anti-malaria-treatment and on four occasions 
because of a travel to an African country. For seven urgent care 
outcomes no clinical reason could be identified. 
GPs returned a call on six occasions to a TISP acting as an adult with 
fever (case 5) in which the TISP mentioned the usage of Malarone. 
The outcome of these return calls was self care advice on four 
occasions and on two occasions the TISP was advised to be seen 
the same evening for further assessment (the reason given was: 
“We have to exclude malaria as the cause of your fever”.)  
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Discussion

Summary of main findings
The results of this study identify shortcomings and educational 
needs regarding telephone triage which have been indicated by 
assessing the quality of phase one (asking appropriate questions 
and evaluating the answers) and two (care advice) of the process 
of telephone triage. The mean score for obligatory questions asked 
was 21% of the agreed standard and the difference from 100% 
score was also found to be substantial, as it amounted to 5.6 times 
the standard deviation. Answers to obligatory questions were not 
always evaluated clinically correctly. The quality of the information 
given regarding home management and safety net advice was also 
consistently below the standard, but in addition varied considerably 
per case and per OOH centre. The appropriate triage outcome was 
reached in only 58% of all calls. 

Strength and weaknesses 
It is known that triagists respond very accurately to cases of high 
urgency but not to moderate and low urgency cases such as those 
presented in this study (27). Our study shows an underestimate of 
urgency in 41% and an overestimate of urgency in 1% which is in 
line with other results (12,28). However, our design using sets of 
parallel cases with a discriminating answer demonstrates that by 
assessing only triage outcomes, incorrect conclusions regarding 
the safety of telephone triage might be drawn, even if the correct 
outcome is determined. 
Since none of the 17 OOH centres had detected any of the TISPs 
and different triagists handled 97% of all calls we conclude that this 
study reflects the day to day performance of call handling at those 
centres. 

Cases, protocols and scenarios
Some members of the scenario-panel considered case 2 (adult with 
nose bleeding) as likely to be a frequently presented case but case 
3 (as case 2 but with bruises) as quite uncommon. We decided to 
present this case as it is an example of an uncommon, but potentially 
life threatening (29-30) symptom which can be dealt with safely by 
adequate triage. 

In our study many obligatory questions remained unasked and 
triagists often asked questions that the protocol and scenario panels 
did not consider as required to be asked to determine an urgency 
level. This means that for telephone triage history taking was 
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frequently not carried out effectively. 
Research revealed that triagists often ask a few questions (31-35) 
and do not use or follow protocols. The safety of any care process 
is likely to be improved by following protocols, but little is known to 
what extent improvement might occur. In our study the analysis of 
variance for obligatory questions asked compared with the standard 
showed that the overall mean significantly and substantially differed 
from 100%. Although agreed standards are seldom met, we conclude 
that the number of obligatory questions asked at the different OOH 
centres was far too low to determine a clinical urgency.

Triagists at OOH centre nr 5 asked significantly more obligatory 
questions for all cases than at any other centre. However, this did not 
result in a higher number of appropriate outcomes than at the other 
centres. The reason for this would require further investigation. 

An example of misinterpretation of an answer took place on a Friday 
evening when the triagist of a OOH centre said to the TISP with nose 
bleeding (case 3); “ You’d better see your doctor next week because 
you said you have a bleeding nose and several bruises, so there 
might be something wrong with your blood”. 
Our findings on (mis-)interpretation of answers by triagists and GPs 
confirm that in addition to asking the right questions understanding 
the relevance of the answers is equally important.     

Triagists gave a small amount of home management and safety 
net advice relevant to the nature of the clinical problem presented. 
Further research is needed to investigate whether triagists are aware 
of the importance of this advice, especially if a self care advice is 
given.  
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Conclusion
Triagists appeared to carry out a rapid clinical scan before they 
came to a conclusion without considering in sufficient detail different 
causes for a symptom or its possible consequences. Even when 
the triagist gave the required self care advice, for nearly all calls this 
choice could be considered to be the correct choice only by means 
of educated guess as so few obligatory questions were asked. This 
study also demonstrates that triagists should ideally only recommend 
a low urgency level of care after thorough history taking. The quality 
of information regarding home management and safety net advice 
varied to a large extent and was consistently low per case and per 
OOH centre.  

Implications for further research
Telephone triage should aim at minimising risks to a patients’ 
health. The safety of telephone triage might be enhanced by using 
computer based decision support systems (1,36). Based on the 
findings of this study it appears that such a program should have 
as a minimum requirement protocols with advice on obligatory 
questions to be asked, recommendations for urgency outcome and 
relevant home management and safety net advice. Little is known 
about the conditions in which these systems are to be used (37-38). 
Accordingly, research is needed on design and implementation of 
these systems to support telephone triage effectively and safely.
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TABLES

Table 1. Case 6 and 7 and the answers to questions to be given if asked

Opening by caller; 
“Good evening. I have a question. My son vomited a few 
minutes ago. I have some paracetamol. Should I give it to 
him?“

Answers only to be given when asked:
Onset	 3 hours ago ( around 5 pm) and at 	•	
	 6.30 pm and a few minutes ago	
Behaviour of child	 normal•	
Frequency of vomiting 	 3x	•	
Vomited blood	 no 	•	 	
Diarrhoea	 no	•	
Abdominal pain 	 no•	
Dehydration			  •	

	 ○ Drinking             	 drank normally last few hours
	 ○ Micturation	 1 hour ago; no pain	

Rash	 no •	
Fever	 no	•	
Headache	 yes, complained of a slight  •	
	 headache
Earache	 no•	
Stiff neck	 no•	
Head injury	 ¹ •	 CASE 6; NO   

	 ¹ CASE 7: YES: thank you for asking 
	 me. You have reminded me that this 	
	 afternoon, he fell while he was 		
	 playing. He cried a lot. I also noticed 	
	 a swelling at the back of his head. 

Wrong food	 no	  •	
Medical past  	 no•	
Family 	 no, no one else is ill•	
Self care 	 none •	

¹Discriminating answers for these two cases are indicated.
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Table 2: Discriminating answer for each pair of parallel cases

Case 	 Age	 Clinical Problem 	 Discriminating answer 
  1	 5 years		 Fever		  Not applicable
  2	 adult		  Nose bleed	 None
  3	 adult		  Nose bleed	 Noticed several bruises past few 	
					     hours
  4	 adult		  Fever		  None
  5	 adult		  Fever		  Irregular usage of anti-malaria 		
					     drugs last 2 weeks
  6	 5 years		 Vomiting	 None
  7	 5 years		 Vomiting	 Had a head injury a few hours ago
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LEGENDS

Figure 1. Boxplots (distributions) of variables percentage obligatory questions 
asked  vs. standard (upper part), and percentage home management and 
safety advices provided vs. standard (lower part). Per variable three panels 
are shown: the left panel presents the distribution for all calls (N=357), the 
middle panel the distributions per case (51 calls per boxplot), and the right 
panel the distributions per OOH centre (21 calls per boxplot). Each boxplot 
shows the mean value (solid line), the 25-th and 75-th percentiles (lower and 
higher boundaries of the grey box) indicating the central part, and the 10-th 
and the 90-th percentiles (grey “whiskers” outside the box) indicating the 
outer parts of the distribution. 
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Abstract 

Objective
To assess the quality of communication skills of triagists, working 
at out-of-hours (OOH) centres, and to determine the correlation 
between the communication score and the duration of the telephone 
consultation. 

Methods
Telephone Incognito Standardised Patients (TISPs) called 17 OOH 
centres presenting different clinical cases. The assessment of 
communication skills was carried out using the RICE-communication 
rating list. The duration of each telephone consultation was 
determined.

Results
The mean overall score for communication skills was 35% of the 
maximum feasible. Triagists usually asked questions about the 
clinical situation mostly correctly and little about the patients’ 
personal situation, perception of the problem or expectation. Advice 
about the outcome of triage and self care advice was usually given 
without checking for patients’ understanding and acceptance of the 
advice. Calls were often handled in an unstructured way, without 
summarizing or clarifying the different steps within the consultation. 
There was a positive correlation of 0.86 (p<0.01) between the 
overall communication score and the duration of the telephone 
consultation.

Conclusion
Assessment of communication skills of triagists revealed specific 
shortcomings and learning points to improve the quality of 
communication skills during telephone triage. 

Practice implications
Training in telephone consultation should focus more on patient-
centred communication with active listening, active advising and 
structuring the call. Apart from adequate communication skills, 
triagists need sufficient time for telephone consultation to enable 
high quality performance. 
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1. Introduction
Communication between doctors and patients has changed during 
the last few decades due to social shifts in our society. In the past 
communication focussed on the disease process, whereas nowadays 
communication is increasingly patient-centred (1-4). 
The disease is no longer the main point of discussion but the 
communication is centered on the patient who feels unwell. The need 
for good communication skills in telephone triage is also recognised 
(5-8). Telephone triage can be described as the care process by 
which the degree of urgency of the clinical problem and care required 
are determined (9). The call handler actually handles the request 
for medical advice. In most cases this person is a specially trained 
nurse, or sometimes a physician (10). The term used to describe this 
person is a ‘triagist’. The quality of the telephone triage depends on 
the clinical knowledge and the communication skills of the triagist. 
Patients’ satisfaction with telephone consultations involving out-of-
hours (OOH) centres is often related to the triagist being able to 
provide reassurance and the fact that the caller feels to have received 
adequate time to allay concerns (11-13). Patients’ dissatisfaction with 
telephone consultation is often due to the lack of acknowledgement of 
physical or emotional needs or to not meeting patients’ expectations 
(14,15). 
Although the need for good communication skills in telephone 
consultations is recognised, little is known about the quality of 
communication skills of triagists working at OOH centres. Therefore, 
in this study this subject is investigated.
Research on the quality of communication of general practitioners 
(GPs) in face-to-face contacts suggests that the duration of a 
consultation correlates positively with the quality of the communication 
(16-18). In the current study the relation between the duration of 
the call and the quality of communication skills of triagists of OOH 
centres is investigated.
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2. Methods
2.1.  Telephone Incognito Standardised Patients (TISPs)
Lay persons have been used as “unannounced” or Incognito 
Standardised Patients (ISPs) for many years to assess the 
performance of medical students and health care professionals 
during face-to-face consultations. There is evidence that the ISP-
methodology is a reliable and valid instrument to assess clinical 
performance (19-22). 
The research team trained 14 Telephone ISPs (TISP) to portray 
seven different clinical cases on the telephone. They had to use the 
opening and closing sentence as prescribed and to give information 
only if questions were asked. When the TISP was given a self care 
advice the closing sentence was: “Are you sure I don’t need to be 
seen by a doctor?”. When the TISP was asked to visit the OOH 
centre the closing sentence was; “Are you sure I have to come and 
why?”  
The TISPs were trained to express in an audible way that they were 
unsure about the care advice. All calls were made at home and self 
recorded by the TISPs for further assessment and in order to register 
the names of the triagists. A TISP made four to five calls per evening. 
Accuracy of their role playing amounted to 100%.

2.2. Out of hours centres
In October 2004 105 OOH centres were operative in the Netherlands. 
All OOH centres were asked for permission to be selected for the 
research study. Of the 98 centres that gave permission 17 centres 
were selected. The selection comprised was a balanced selection 
where for each of the 12 provinces of the Netherlands the size of 
the population in a province determined the selection of one to three 
OOH centres at random1.  
The objective of this study was to investigate the overall quality of 
the communication skills at an OOH centre. Therefore we needed 
case handling preferably by different triagists. To enhance this the 
TISPs called between 7 and 9 pm at different days of the week. 
After the study the 17 OOH centres were asked whether they had 
any indication that they had been called by a TISP during the last 12 
months.

2.3. Cases
The research team developed seven clinical cases. The scenarios for 
these cases were assessed by a panel of GPs as being representative 

1 Ethical approval: Under Dutch law no ethical approval is needed to phone or 
to record calls made by a standardised patient to an out-of-hours centre once 
permission has been given by the management of the OOH centre.
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for calls made to an OOH centre. The GPs made recommendations 
for care advice that was appropriate for each case. Case 1 was a 
case of a child of 5 years old with fever; case 2 and 3: an adult with 
a nose bleeding; case 4 and 5: an adult with fever; case 6 and 7: a 
child of 5 years old with vomiting. The last six cases included sets 
of two parallel pair of cases which differed only in the answer to one 
question (if asked). This design was needed as these cases were 
also used to assess the clinical quality of case handling. The seven 
cases were presented three times to each of the selected 17 OOH 
centres.

2.4.  Assessment of communication skills
An instrument was developed to assess communication skills for 
clinical problems presented by telephone (23). This instrument 
is called the RICE-communication list (the acronym RICE stands 
for Reason for calling, Information gathered, Care advice and 
Evaluation of the call) (RICE-communication list: see addendum). 
A team of 11 assessors with experience in working as triagists was 
trained to assess the quality of telephone communication skills, 
using the RICE-communication list. The assessors received a copy 
of the recorded call on a CD and a transcript of the conversation. 
Each call was assigned at random to two assessors and assessed 
independently. 

To evaluate the results of the assessments the items of the RICE-
communication list were ordered in three clusters and nine sub 
clusters: 

Cluster        	 		  Sub cluster                                    	
   
1.Active listening		  1. Personal situation
				    2. History taking
				    3. Reaction to (non-)verbal signals

2. Active advising		  4. Home management and safety 	
				        net advice			 
				    5. Checking for understanding and 	
				        acceptance of advice 

3. Structuring			   6. Personal data
				    7. Concluding the consultation
				    8. Interruption
				    9. Summarizing and announcing 	
				        different phases



84

For content validation this ordering of items was presented to two 
experts in communication skills. They agreed upon the proposed 
arrangement of the items in the clusters and sub clusters. After the 
development of the RICE-communication list its reliability (internal 
consistency) was investigated by presenting 6 calls to 10 assessors 
(23). The results of these assessments were used to determine the 
number of assessors required per call for a reliable assessment of 
the sub clusters. The result of a generalisability analysis indicated 
that two assessors were required per call in order to reach a 
generalisability coefficient above 0.8 per cluster (20). 

2.5.  Statistics 
The required frequency of presentation of the cases developed was 
based on another generalisability analysis. In a first batch the seven 
cases were presented five times to five of the 17 selected OOH 
centres. The results on the assessments of these calls demonstrated 
that for a reliable overall assessment of quality each of the seven 
cases was to be presented three times (16,20). Therefore the 
remaining 12 OOH centres were called three times for the same 
seven cases.
The two assessors average score on the items of the RICE-
communication list were used in subsequent analysis of the data. 
The mean score for each cluster and sub cluster as a percentage 
of the maximum feasible score was calculated for all calls per OOH 
centre. 
The duration of the telephone consultation was correlated with the 
overall communication score (Pearson correlation). Descriptive 
statistics and results of the analysis of variance were obtained by 
using the statistical software package SPSS version 15.
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3. Results
A total number of 357 calls were assessed. They were handled by 
285 different triagists. None of the 17 OOH centres detected that any 
call had been made by a TISP. 
The results of the assessments of the seven cases for each cluster 
and sub cluster are presented per OOH centre in Table 1. 
Figure 1 (boxplots) shows the results of the distributions for the mean 
percentage for the variables for clusters 1, 2 and 3 (upper part) over 
calls in two ways: overall and per OOH centre.
For each variable two panels with boxplots are shown: the left panel 
shows the distribution for all calls (N=357) and the right panel the 
distributions per OOH centre (21 calls per boxplot). The boxplots 
show the mean value (solid line), the 25-th and 75-th percentiles 
(lower and higher boundaries of the grey box) to indicate the central 
part, and the 10-th and the 90-th percentiles (grey “whiskers” outside 
the box).
The mean overall communication percentage score for all cases at 
all OOH centres was 35% of the maximum feasible score, varying 
from 28 to 45%. There was a significant variance of scores across 
the OOH centres for most sub clusters. The mean overall score on 
the nine sub clusters ranged from 68% for the way of history taking 
to 17% concerning checking for understanding and acceptance of 
the care advice given. 
The mean duration of all calls was 201 seconds, ranging across the 
OOH centres from 157 to 267 seconds. The correlation between the 
duration of the telephone consultation and the overall communication 
score was 0.86 (p<0.01). 
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4. Discussion and Conclusion

4.1. Discussion
The results for cluster 1 and 2, active listening and active advising, 
correspond with the observed criticisms of communication skills 
of doctors during telephone and face-to-face consultations (24). 
In telephone consultations doctors have shown that they ask 
principally for medical information and less psychosocial or affective 
information is obtained than in face-to-face contacts. In our study 
triagists did not often elicit the concerns of the patient and obtained 
little information about patients’ perception of the problem or about 
the physical, emotional or social impact of the problem. In face-to-
face consultations doctors often give information without checking 
the patients’ understanding (1). Our study shows similar findings in 
telephone consultations by triagists. 
Research on face-to-face consultations and quality of performance by 
GPs has shown that practices with longer consultation times enable 
patients to express more details regarding their problems. A short 
consultation can merely be seen as an encounter with some social 
interaction enabling a contact and to give advice (16). In this study 
a significantly positive correlation was found between the length of 
the telephone consultation and the quality of the communication but 
research is needed to determine the acceptable duration required 
for calls that enables effective and high quality communication.
As a total number of 80% of all calls were handled by different triagists 
and no calls were unmasked, we conclude that our study reflects the 
day to day performance on communication at those centres. 
We took a sample of 17 out of the 98 OOH centres which had given 
permission to be called. Even though there are minor organisational 
differences between Dutch OOH centres basically they work in the 
same way (25). The relatively small variation over the OOH centres 
of the communication quality variables cluster 1, 2, and 3 (see Figure 
1) is also supportive for the nationwide representativeness of the 
current findings.
The use of TISPs and writing transcripts of all calls for comparison 
of the performance of different OOH centres is a costly and time 
consuming activity. Alternatively communication skills can be 
assessed using the RICE-communication list by listening to (recorded) 
telephone consultations with genuine patients. The thresholds for 
scores to be achieved by triagists have to be set by the management 
of each specific OOH centre. 
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4.2. Conclusion
The results indicate how triagists, working at different OOH centres, 
communicated with patients by telephone and in addition suggest 
what is required to improve the quality of communication. 
The ordering of the 17 items of the RICE-communication rating scale 
in three clusters and nine sub clusters provided a detailed insight 
into the quality of the communication skills of triagists: 

the results for cluster 1 (active listening) reveal that triagists •	
asked for few details about the patients’ personal situation or 
perception of the problem; 
the results for cluster 2 (active advising) demonstrate that care •	
advice was usually given without checking whether the patient 
had understood and accepted the care advice;  
the results for cluster 3 (structuring the conversation) reveal •	
that the skill of summarizing what has been said by the patient 
and the skill required to highlight different phases of the 
consultation were seldom utilised.  

There was a significant positive correlation between the duration of the 
telephone consultation and the overall quality of the communication 
of 0.86 (p<0.01). 

4.3. Practice implications 
Training of triagists should focus more on patient-centred 
communication with active listening, active advising and structuring 
the call. Apart from adequate communication skills, triagists need 
sufficient telephone consultation time to enable a high quality 
performance.
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Figure 1. Boxplots (distributions) of variables mean percentage score for 
cluster 1, 2, and 3 vs. maximum feasible score. Per variable two panels are 
shown: the left panel presents the distribution for all calls (N=357), the right 
panel the distributions per OOH centre (21 calls per boxplot). Each boxplot 
shows the mean value (solid line), the 25-th and 75-th percentiles (lower and 
higher boundaries of the grey box) indicating the central part, and the 10-th 
and the 90-th percentiles (grey “whiskers” outside the box) indicating the 
outer parts of the distribution
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Abstract

Objective
To assess the quality of the content of reports of telephone 
consultations at out-of-hours centres and to investigate to what 
extent the reports reflect the actual telephone consultation. 

Design and Setting
Cross sectional qualitative study; 17 out-of-hours centres in the 
Netherlands.

Method
Telephone Incognito Standardised Patients presented seven different 
clinical problems three times to 17 out-of-hours centres. All calls were 
recorded and transcribed. After the study the out-of-hours centres 
being called were asked for a copy of the report of the call. To assess 
the quality of the content of reports a focus group developed the 
RICE-report rating instrument. Two general practitioners assessed 
the quality of the content of the reports by using this instrument and 
compared its content with the transcripts. 

Results
The out-of-hours centres returned a report for 78% of the 357 calls. 
For the remaining 22% of the calls no report was written. Reports 
contained almost always information about the medical reason 
for calling but little information about details of the clinical history. 
Patients’ expectation, personal situation or perception of the care 
advice was seldom documented. 
In all but one out-of-hours centre answers to obligatory questions 
were reported by triagists although they had not been asked, varying 
between 1% and 54% of all questions entered. Triagists entered a 
subjective evaluation of a patients’ condition in 12% of the reports.

Conclusion
The reports contained almost always information on the clinical 
problem and the care advice given. Reports of telephone consultations 
of out-of-hours centres contained little information on patients’ 
clinical and personal condition. This could potentially endanger 
patients’ continuity of care and might pose legal consequences for 
the triagist. 
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Introduction
After a telephone consultation at an out-of-hours centre the call 
handler writes a medical report to record what has been discussed 
with the caller. The call handler is the person who actually handles 
the request for medical advice and is called triagist. 
The report of a telephone consultation serves different purposes. 
Firstly it is important to secure continuity of care. The report is the only 
documented and therefore quickly accessible source of information 
about the content of a call. Studies show that between 35 and 50 
% of all clinical problems presented by telephone are dealt with by 
advising self care (1,2). These calls might be audio recorded but if 
the patient calls back, the report informs the triagist quickly about 
the latest telephone contact. Secondly the report can be used for 
medicolegal purposes if a patient has made a complaint about the 
care provided (3,4). Thirdly reports can be used for epidemiological 
research but the reliability of the symptom or diagnostic orientated 
codes is limited as little information is available on the accuracy of 
the coding process (5,6).
In spite of the importance of medical records no research on reports 
of telephone consultations with triagists at out-of-hours (OOH) 
centres could be identified. The first objective of our study was to 
investigate the quality of the content of information in these reports. 
Research with simulated patients visiting a general practitioner (GP) 
revealed a low correlation between what had been recorded and 
what had been asked (7). Accordingly, the second objective of our 
study was to investigate to what extent the reports at out-of-hours 
centres reflected the content of the telephone consultations.

Methods
Cases, protocols and rating instrument
A focus group was asked to develop an instrument to assess the 
quality of clinical reports of telephone consultations at an OOH 
centre. The group consisted of individuals representing the four 
stakeholders involved in telephone calls to an OOH-centre: the 
patient, the call handler, the general practitioner and the management 
team. Each party was represented by two members with experience 
in working at or dealing with an OOH-centre. They developed the 
RICE-report instrument (the acronym RICE stand for Reason for 
calling, Information gathered, Care advice given, Evaluation of the 
care advice with the patient). This instrument contains patient and 
case specific items to be reported (see Appendix A  describing the 
full content of the RICE-report instrument). 
The research team developed protocols with obligatory questions 
to be asked for clinical symptoms that are known to be presented 
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frequently on the telephone to OOH centres: a 5 year old child with 
a fever, an adult with nose bleeding, an adult with fever and a 5 year 
old child with vomiting (8-10). A team of GPs validated the protocols 
and reached consensus on the obligatory questions to be asked for 
each of these symptoms. The case specific part of the RICE-report 
instrument contains the suggested obligatory questions and the 
care advice required. The patient specific part contains the following 
items: clinical problem; expectation (wants advice or to be seen by 
a doctor); personal situation (being worried, anxious) and patients’ 
evaluation of the care advice (accepting or rejecting the advice).

Calls and reports
In October 2004 there were 105 OOH centres operative in the 
Netherlands. All OOH centres were asked for permission to be 
selected for the research study. Of the 98 centres that gave 
permission 17 were selected to be called. We performed a balanced 
selection where for each of the 12 provinces of the Netherlands the 
size of the population in that province determined the number of 
OOH centres to be selected. The centers per province were then 
selected at random.
The selected symptoms were presented in seven different scenarios 
by a team of specially trained Telephone Incognito Standardised 
Patients (TISPs). Each case was presented three times to each 
selected OOH centre, therefore 21 calls were made to each 
OOH centre. All calls were recorded and transcribed for further 
assessment. 
After the study the 17 OOH centres being called were asked to send 
a copy of the reports of these telephone consultations. 

Variables and statistical analysis
The quality of the reports was assessed with the RICE-report 
instrument by two GPs independently. They could enter the score: 
“Yes (reported)” or “No (not reported)”. 
For each OOH centre the following variables were calculated as 
indicators of quality:

percentage of reports returned;•	
percentage of reported patients’ clinical problem; •	
percentage of reported patients’ expectation;•	
percentage of reported patients’ personal situation ;•	
percentage of reported obligatory questions asked;•	
percentage of reported care advice given;•	
percentage of reported patients’ evaluation of the advice. •	
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To investigate to what extent the report reflected the actual telephone 
consultation a comparison was made between the clinical content of 
the reports and the transcripts. We calculated:  

percentage of all obligatory questions absent in the report but •	
present in the transcript (not reported but asked);
percentage of all obligatory questions present in the report but •	
absent in the transcript (reported but unasked). 

For each of these variables the average percentage of the two raters 
were used for further analysis per report for all OOH centres. 
Descriptive statistics and results of the analysis of variance were 
obtained by using the statistical software package SPSS version 
15.

Results
The TISPs made 357 calls and 280 copies of the reports were 
returned. The percentage of returned reports of 21 calls made 
to each OOH centre varied from 23% to 100% per OOH centre  
(table 1). At 16 OOH centres the triagists had not documented all 
calls.
The mean percentage score for the reported four different aspects of 
the RICE-report instrument are: 

R•	 eason for calling: 
○ clinical problem: 99%, varying from 83% to 100%, 
○ patients’ expectation: 52%, range 17% to 80%, 
○ patients’ personal situation: 15%, this varied from zero  
   to 49%; 
I•	 nformation gathered: obligatory clinical questions compared 
with the agreed standard was 20%. This varied from 12% to 
34%;
C•	 are advice given:  98%, range 83% to 100%; 
E•	 valuation of the advice by the patient: 11%, varying from zero 
to 63%. 

Comparison of the report with the transcript revealed a mean 
percentage of 19% for obligatory questions asked but not reported, 
which varied from 8% to 29%. The mean percentage of obligatory 
questions reported but not asked was 10%, rang zero to 54%  
(table 2). 
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Discussion
Summary of findings
Triagists made a report for 78% of all calls. For the remaining 22% 
of the calls no report was written. Reports contained information on 
the medical reason for calling in most cases but little information on 
previous medical history. Patients’ expectation or personal situation 
were seldom documented. Patients’ evaluation of the care advice 
was mentioned regularly at two out-of-hours centres, at the others 
not at all. In all but two out-of-hours centers triagists had entered 
more obligatory questions than they asked. 

Strengths and limitations of this study
We took a sample of 17 out of the 98 OOH centres which had given 
permission to be called. Even though there are minor organisational 
differences between Dutch OOH centres basically they work in the 
same way (11). The relatively small variation over the OOH centres 
of the quality of the reports is also supportive for the nationwide 
representativeness of the current findings.
We used TISPs and a transcript was made of all calls which are 
costly and time consuming activities. The content of a report can also 
be assessed with the RICE-report instrument and compared with 
the content of the call by listening to (recorded) calls with genuine 
patients.  

In the Netherlands one of the GPs on call at the OOH centre is 
responsible for all decisions made by the triagists. In cases where 
the triagist has decided to give self care advice, the approval of this 
decision by the GP in charge will be based mainly on the report. 
If needed, the GP can ask the triagist for additional information. 
Therefore we were surprised that only at one OOH centre a report of 
all 21 calls had been made and at another OOH centre a report had 
been written for only 23% of all calls. It is known that some GPs do 
not document all face-to-face consultations (7), but we do not know 
why some triagists did not document all telephone consultations. We 
also do not know whether they realize that this omission might have 
clinical consequences for the patient and legal consequences for the 
organisation, and also for the triagist.

The number of obligatory questions reported compared with the 
agreed standard, was very low at all OOH centres indicating that 
there was minimal documented information on the clinical condition 
of the patient. Comparison of the transcripts with the reports revealed 
two explanations for this low score. Firstly those questions had not 
been asked. Secondly when they had been asked and had been 



99

answered with a “No”, they were often not documented. This means 
that mainly positive findings were reported but negative findings were 
not reported as frequently. We do not know whether GPs on call 
discussed calls with the triagists before they validated the triagists’ 
decisions without entering this additional information into the report. 

The assessors of the reports noted that triagist often wrote; “No 
alarming signals” or “No other complaints”. They extended their 
investigation and retrieved these remarks in 12% of all reports. 
However, by comparing the transcripts with the reports they could 
not identify which questions were asked to support those remarks. 
Therefore we conclude that for these calls the triagist had reported a 
subjective evaluation of patients’ condition.

We were surprised with the finding that unasked obligatory questions 
were sometimes entered into the reports. This might endanger the 
health of the patient as it might mislead the GP evaluating the quality 
of care provided over the telephone and it might also have serious 
legal consequences. Discussion of these findings with the managers 
of the four OOH centres where this had happened frequently revealed 
that they used a computerized system which generated a part of the 
reports automatically. They all decided to take immediate action to 
solve this problem. 

Conclusion
The assessments of the quality of the content of the reports revealed 
that the reports contained almost always information on the clinical 
problem and the care advice given. Not always a report of telephone 
consultations was made at all OOH centres. The reports contained 
little patient and case specific information. Accordingly, these reports 
can not contribute much to secure continuity of the care provided. 
Comparison of the reports with the transcripts revealed that in some 
reports obligatory questions had been entered which had not been 
asked, or a subjective evaluation of the patients’ condition had been 
presented. This might endanger the health of the patient and pose a 
medicolegal risk to the triagist and the OOH centres organisation. 

Further research
The reports were mainly hand typed by the triagists what will have 
been a time consuming activity. Research is needed to investigate 
instruments to support triagists in generating reports automatically 
and meeting medical and legal standards.



100

Acknowledgements
We thank the managers of the 17 out-of-hours centres involved in 
this study for their cooperation by sending the reports. 

Ethical approval: Under Dutch law no ethical approval is needed to 
phone or to record calls made by a standardised patient to an out-of-
hours centre once permission has been given by the management 
of the OOH centre.

Funding body
The research was funded by CZ and VGZ,  both Health Insurance 
Companies in the Netherlands. 

Competing interests
The authors’ work was independent of the funders.



101

Ta
bl

e 
1;

 N
um

be
r o

f r
ep

or
ts

 re
tu

rn
ed

 fo
r 2

1 
ca

lls
 a

nd
 m

ea
n 

pe
rc

en
ta

ge
 s

co
re

s 
fo

r 
th

e 
di

ffe
re

nt
 v

ar
ia

bl
es

 o
f t

he
 R

IC
E

-r
ep

or
t l

is
t  

pe
r o

ut
-o

f-h
ou

rs
 c

en
tre

 

R
I

C
E

O
ut

-o
f-

ho
ur

s
ce

nt
re

N
um

be
r o

f 
re

po
rts

 
re

tu
rn

ed
%

 R
ep

or
ts

 
re

tu
rn

ed
C

lin
ic

al
 

pr
ob

le
m

 
Ex

pe
ct

at
io

n 
 P

er
so

na
l 

si
tu

at
io

n

O
bl

ig
at

or
y 

qu
es

tio
ns

 re
po

rte
d 

/ 
st

an
da

rd
 

 C
ar

e 
ad

vi
ce

Pa
tie

nt
s'

re
ac

tio
n

1
17

80
10

0
76

6
14

10
0

0
2

18
85

10
0

56
13

16
10

0
5

3
10

47
10

0
40

40
20

10
0

10
4

18
85

10
0

39
22

23
10

0
6

5
19

90
10

0
43

30
34

10
0

0
6

19
90

10
0

42
11

12
90

0
7

18
85

10
0

44
8

24
10

0
11

8
17

80
10

0
47

49
28

10
0

15
9

16
76

10
0

75
13

19
10

0
63

10
20

95
98

55
8

19
10

0
0

11
19

90
10

0
63

8
17

10
0

11
12

17
80

10
0

47
6

19
10

0
0

13
5

23
83

17
0

22
 8

3*
0

14
18

85
10

0
56

0
15

10
0

0
15

18
85

10
0

56
33

21
10

0
0

16
10

47
10

0
80

0
14

10
0

0
17

21
10

0
10

0
47

14
21

10
0

57
m

ea
n 

%
28

0
78

99
52

15
20

98
11



102

Table 2; Number of reports returned for 21 calls and percentage obligatory 
questions asked compared with reported per out-of-hours centre

OOH 
centre

Number of reports 
returned

Obligatory questions 
not reported /  indeed 

asked 

Obligatory questions 
reported / but not 

asked 
1 17 22 24
2 18 19 17
3 10 19 13
4 18 19 8
5 19 11 54
6 19 25 8
7 18 22 4
8 17 12 4
9 16 29 6
10 20 26 6
11 19 26 8
12 17 19 2
13 5 17 4
14 18 8 6
15 18 18 4
16 10 17 0
17 21 16 1

mean % 280 19 10
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Appendix A

RICE-report instrument

To assess the quality of the information in a report of a telephone 
consultation with an out-of-hours centre.
The characters of RICE stand for; Reason for calling (patient 
specific), Information gathered (case specific), Care advice (the 
outcome of the triage; case specific), Evaluation (patients’ reaction 
to the advice).

Clinical problem:                             

Score; Yes = 1: present;  No = 0: not present
						               

Report
Reason for calling (patient specific)

Clinical problem							      1.	
	               		                
Patients’ expectation						     2.	
	               		                
Patients’ personal situation (anxious, worried)			  3.	
	               		                

Obligatory questions asked (case specific)				  
4.									       
	                             

Care advice  (Outcome) (case specific)				  
5.  Self care								      
	               	                  	
6.  Consultation at the out-of-hours centre 				  
	               	               
7.  To visit general practitioner in office hours				  
               		                  
8.  Call back								      
	                             
9.  Other								      
	                             
							        	
Evaluation;  (patient specific)
10. Patients’ reaction and evaluation 					   
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Chapter 7

General discussion
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Introduction
This thesis describes the investigation of the quality of telephone 
triage at out-of-hours centres in the Netherlands. 
The process in which both the urgency and the care required for 
telephone calls is determined, is called telephone triage. It is not a 
new phenomenon. General practitioners have provided primary care 
service out-of-hours since the telephone was invented (1). What is 
new is the increased scale of such services in many countries. The 
provision of primary care during out-of-hours has changed from small 
rotas where a general practitioner or his partner answered the calls 
of patients at home, into large groups of general practitioners who 
work together with nurses or healthcare assistants at an out-of-hours 
centre (2-3). At these centres call handlers answer all incoming calls. 
They are called triagists as they perform telephone triage. They 
do this without seeing the patient (4), which presents significant 
differences in comparison to a face-to-face triage contact. 
To assess the quality of telephone triage the care process of telephone 
triage was analyzed. Three phases were identified. In the first phase 
questions are asked about patients’ condition and personal situation. 
In the second phase, by evaluating the information gathered, the 
required care is determined and discussed with the patient. In the 
third phase a clinical report is written about what has been discussed 
with the patient. To perform high quality telephone triage clinical 
knowledge and good communication skills are required. One needs 
also recording-skills as a report needs to be written that meets 
medical and legal requirements. 
In this chapter the main findings of our investigations and 
conclusions are summarized. Subsequently the methodological 
strengths and weaknesses of this study are discussed. After some 
reflections on aspects of modern communication, safety in health 
care and the support required for telephone triage recommendations 
for improvement of the quality of telephone triage at out-of-hours 
centres and suggestions for further research are presented. 
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Main findings
To study the quality of telephone triage at out-of-hours centres 
Telephone Incognito Standardised Patients (TISPs) made 357 calls 
to out-of-hours centres for different medical problems (Chapter 2). 
Assessment of the accuracy of role playing was found to be close 
to 100% and none of the out-of-hours centres being called detected 
that they had been called by a TISP. 
To develop an instrument to assess the quality of telephone 
communication at out-of-hours centres a focus group composed a 
list of 17 items (5) (chapter 3). The list was validated by experts on 
communication. The internal consistency (Cronbach’s alpha) was 
0.73. This instrument is called the RICE-communication rating list. 
The characters of the acronym RICE indicate the four consecutive 
phases of a (telephone) consultation. Phase one “Reason for calling”; 
phase two “Information gathered”; phase three “Care advice given” 
and phase four “Evaluation of the call with the patient”. 
To assess the quality of clinical case handling and communication 
seven clinical cases and scenarios were developed for the TISPs to 
present. A panel of general practitioners set the standard for each 
of the seven cases by listing obligatory questions to be asked, the 
desirable content of the home management and safety net advice 
and the outcome of the triage. Out of 98 out-of-hours centres which 
had given permission to be called 17 centres were selected. They 
were spread over the country and the number of selected out-of-
hours centres per province was balanced against its population (6).
A total of 357 calls were scheduled but the TISPs had to make 375 
calls as 18 calls had not been self-recorded correctly. 
The assessments of the quality of clinical case handling (Chapter 4) 
demonstrated that:

triagists asked few questions about the clinical condition of the •	
patient before determining the urgency level;
answers to questions about the clinical condition were not •	
always correctly evaluated clinically, either by triagists or by 
general practitioners who had made a return call to the TISP;
the content of home management and safety net advice was •	
limited;
the suggested standard for the outcome of the triage was •	
achieved in 58% of all calls; 
the required outcome was underestimated in 41% of all calls •	
and in 1% it was overestimated. 

To assess the quality of communication the RICE-communication 
rating list was used (chapter 5) and the correlation between the 
quality of communication and the telephone consultation time was 
determined (7). 
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To evaluate the results the 17 items of this instrument were divided 
over three clusters. Each cluster describes a general basic skill 
of communication. Cluster 1 deals with active listening, cluster 2 
with active advising and cluster 3 with structuring the telephone 
consultation. 
The results for these three clusters were: 

cluster 1: triagists asked questions about the clinical aspects •	
of the problem correctly on most occasions but little about a 
patients’ personal situation or perception of the problem;
cluster 2: advice was usually given without checking with the •	
patients for their understanding or acceptance of the advice;
cluster 3: calls were often handled in an unstructured way, •	
without summarizing or clarifying the different steps within the 
consultation. 

There was a significant positive correlation between length of 
consultation and quality of communication of 0.86 (p<0.01).
To assess the quality of the reports of the calls the focus group which 
composed the RICE-communication list developed the RICE-report 
list (chapter 6). The meaning of the acronym RICE is as mentioned 
above. After the TISPs had completed all calls the 17 out-of-
hours centres were asked for a copy of the reports. All 17 centres 
cooperated by sending the available reports. 
In 22% of the calls no report was written at all. Reports usually 
contained information about the medical reason for calling but little 
information about previous medical history. Patients’ expectation 
or personal situation was often not documented. Patients’ own 
evaluation of the care advice was mentioned regularly at only two 
out-of-hours centres. At some out-of-hours centres triagists had 
entered more obligatory questions than they had asked into the 
report or had made a subjective evaluation of patients’ condition.  
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Methodological considerations
For this research project Telephone Incognito Standardised Patients 
(TISPs) were used to assess and to compare the performance 
of telephone triage at different out-of-hours centres. We used 
this methodology while by assessing calls with genuine non-
standardised patients another design of study is needed to compare 
the performance of triagists. As we had little experience of working 
with TISPs only cases that would require urgent or self care were 
presented. No case should have required immediate care or transport 
by an ambulance. It is known that triagists handle immediate or high 
urgency cases very accurately (8) but as such cases were excluded 
from our research, we do not know how the triagists of the selected 
out-of-hours centres would have handled such cases and what the 
influence of those results would have been on the total score of 
clinical case handling. 
We chose a balanced sample of 17 out-of-hours centres that had 
given permission to be involved, out of a total possible 98 centres. 
Although the results at other centres might have been different we 
consider our findings representative for out-of-hours centres in the 
Netherlands. 
The internal consistency of the RICE-communication rating list 
was determined directly after the focus group had composed the 
list. Therefore six calls were assessed by 10 raters. The internal 
consistency was then 0.73 (Cronbach’s alpha). The raters made 
suggestions to improve the description of the usage of the 17 items 
of the list. At a later stage of this study another group of eight raters 
were trained. They received the same tape recorded calls to assess. 
The Cronbach’s alpha was then 0.89. The difference in internal 
consistency might be due to better training and an improved manual 
to work with. 
One of the objectives of this study was to investigate the quality 
of clinical case handling as performed by triagists. We did not 
investigate whether a triagist had used a decision support system, 
such as a computer based system or a handbook. A different study 
design would be required to compare the results achieved by using 
different systems. 
Each call was transcribed and all calls were assessed for each 
aspect of quality by two assessors independently. Transcribing is 
costly and to make double assessments is time consuming. Quality 
assessment for individual triagists could be made without a transcript 
by scoring recorded calls with non-standardised genuine patients 
using standards as set out in our study. This means assessment of 
the appropriateness of the outcome, history taking and content of 
home management and safety net advice.
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The RICE-communication and the RICE-report rating instrument 
can be used to assess almost any clinical case or report. With 
these instruments recorded calls with genuine patients including the 
matching reports, can be assessed for quality without a transcript, 
provided the criteria for the selection of these cases are met (the 
criteria are described in the manual of the RICE-communication 
list).  

The RICE-instruments have been accepted by the Vereniging 
Huisartsenposten Nederland (VHN: Dutch Organisation of Out-of-
Hours Centres) as assessment tools for certification of triagists. 
However, the scoring thresholds to be achieved for certification for 
the aspects of quality described have not been set yet. 

Conclusions
Analysing the care process during telephone triage proved to be an 
useful way to formulate the specific aspects requiring investigation 
for overall quality assessment. 
Using Telephone Incognito Standardised Patients proved to be a 
valid and feasible method. They successfully self-recorded nearly all 
calls. The assessments of their performance demonstrated that they 
played their role very accurately. We concluded that the 17 out-of-
hours centres in this study have been called in a consistent fashion 
by the TISPs. 
The quality of communication was scored with the RICE-communi-
cation list. The results for the general skills (the skill of active listening, 
active advising and structuring a call) revealed some shortcomings in 
communication by triagists. This knowledge could be used to assist 
in the training of triagists to help them with modern day requirements 
for patient-centred communication.
The significant positive correlation between duration of telephone 
consultation and the quality of communication indicates that apart 
from adequate communication skills, triagists need sufficient time for 
telephone consultation to enable high quality performance.
The design of the cases presented, demonstrated the importance 
of thorough history taking and clinically correct evaluation of the 
answers. This is specifically required where a triagist considers 
giving home care advice. The overall results reveal that health risks 
to patients were not sufficiently minimised.
Triagists did not make a report for all calls and reports were not 
informative or always reliable regarding a patients’ clinical condition. 
We concluded that the reports contributed little to ensure continuity 
of care. 
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Reflections 
This chapter reflects on modern communication, safety in health 
care and telephone triage at out-of-hours centres.

Communication
Communication between doctors and patients has changed during 
the past few decades due to social shifts in our society. In the past 
communication focussed on the disease concerned, whereas 
doctors now need to communicate with their patients in a patient-
centred way (9,10). The central point of a consultation is the patient 
who feels ill, rather than the illness. The need for high quality patient-
centred communication skills in telephone triage is also recognised 
(11-15). Several studies have demonstrated high patient satisfaction 
with primary care service carried out by out-of-hours centres (16-
20). Satisfaction is often related to the triagist being able to provide 
reassurance and the fact that the caller feels that they have 
received adequate time to express their concerns (21-23). Patients’ 
dissatisfaction with telephone consultation is often due to the lack 
of acknowledgement of physical or emotional needs or not meeting 
patients’ expectations (24,25). Although satisfaction with this service 
is relevant it does not give an objective view of the overall safety of 
such a service (26).  

Safety 
Safety and quality of telephone triage have often been discussed 
and investigated. In 2006 the Dutch Health Care Inspectorate 
concluded that the organisation of out-of-hours services had 
improved considerably since their start but questioned the safety of 
telephone triage (27,28). 
The quality of the care advice by telephone has often been 
determined by assessing the outcome of telephone triage but the 
results of these assessments can not be conclusive regarding the 
safety of triage (21, 29-37). 
Safety in health care involves preventing unintended harm to patients. 
Since the report “To err is human” was published in 1999 (38) there 
is increasing interest in the prevention of errors in health care. In 
the Netherlands this report resulted in the Veiligheids Management 
Systeem (Safety Management System) with recommendations to 
prevent errors in the health system (39). The report strongly advises 
the development and adaptation of standards for patients’ safety and 
to create a “culture of safety” in health organisations. This culture 
of safety will influence training of care providers. It also requires 
instruments to improve the safety of the patient and enable care 
providers to avoid reliance on subjective knowledge and recall.
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The petrochemical and aviation industries have demonstrated the 
importance of investment in preventing errors for many decades 
(40,41). To decrease risks they analyze the processes involved, then 
they look for possible errors and risks in each step of a process to find 
solutions to prevent the mistakes (42). In the same way analyzing 
the care process during telephone triage can identify possible errors 
and risks. Once identified, actions to be taken to minimize such 
errors can be studied. 

Telephone triage 
One of the reasons for the poor performance in the three investigated 
aspects of quality might be that out-of-hours centres and telephone 
triage is a new phenomenon in the Netherlands where out-of-hours 
primary care service has developed rapidly, perhaps too rapidly. Most 
Dutch out-of-hours centres began to operate from 1998 onwards with 
little experience in this field (43). From the start healthcare assistants 
are assigned to handle all incoming calls at the out-of-hours centre. 
They lack the medical education and the clinical experience of a 
general practitioner. Yet, they stand in the frontline and bear the 
heavy burden of responsibility for telephone triage. Have they been 
trained adequately for this enormous responsibility (29, 32, 44-46) 
and have they been supplied with all required tools to perform high 
quality telephone triage (47)?
To support clinical case handling triagists can use a protocol 
guideline book (48) or computer based decision supporting system. 
However, the guideline book is frequently not used (49) and to 
what extent other systems are used, is unknown. More training 
might improve the safety of telephone triage but the kind of training 
needed to determine appropriate clinical urgency is unknown. 
How can personnel be trained in telephone triage for complicated 
clinical situations that occur within an ageing population and new 
developments in clinical knowledge? It has been suggested that only 
general practitioners should perform telephone triage but there is 
no indication that they perform better than triagists (50). This study 
identified misinterpretation of clinical information from TISPs by 
triagists and general practitioners on a few occasions (Chapter 4).
Studies of the process of decision making by nurses have revealed 
that they may find it difficult to consider possible causes for some 
clinical problems other than those immediately brought to mind (51). 
For high-urgency situations they often apply heuristic rules based 
on symptoms. For moderate to low-urgency conditions they often 
exploit contextual knowledge of the situations to identify the needs 
of the patients and to negotiate the best plan of action to meet these 
needs (52-54). Little is known about the decision making process 
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used by Dutch triagists. Research findings on their decision making 
process might need to be taken into account in designing supporting 
tools which fit with their knowledge and needs.   

Recommendations 
Evaluation of the results of quality of communication in this study 
revealed that triagists communicated with patients in a disease-
centred way. We recommend that triagists be trained to communicate 
in a patient-centred way, applying the general skills of active listening, 
active advising and structuring a telephone consultation. 
Safety of clinical case handling, good communication, reliable 
documentation, are all related to the delivery of high quality care using 
the telephone. There is a need to incorporate a philosophy regarding 
patient safety among everyone involved in primary care service 
provided by out-of-hours centres. The different stakeholders within 
this service, such as triagists, general practitioners, health insurance 
companies, members of the management team, the Health Care 
Inspectorate, organisations representing patients, should all work 
hard to provide high quality of care. Before successful strategies 
for improvement in the quality of care provided by out-of-hours 
centres can be developed the individual needs and opinions of all its 
stakeholders need to be identified (55). 
The need for a joint effort to improve quality of telephone triage is 
well described in the following (partly adapted) conclusion in the 
report “To err is human” (38): “The majority of medical errors do 
not result from individual recklessness. More commonly, errors are 
caused by faulty systems or processes that lead people to make 
mistakes or fail to prevent them. Mistakes and insufficient quality (in 
telephone triage) can be prevented by designing (the out-of-hours 
organisation) at all levels to make it safer and to make it harder for 
people to do something wrong and easier for them to do it right. Of 
course, this does not mean that individual care providers (of an out-
of-hours centre) can be careless. They still must be vigilant and held 
responsible for their actions. But when an error occurs, blaming an 
individual does little to make the system safer and prevent someone 
else from committing the same error.” 

The ageing of the population, the increase of patients with chronic 
diseases, the increase in demands for medical care at any moment 
of the day or night, the complexity of many clinical cases, more 
and more people travelling to all corners of the world and bringing 
back unfamiliar diseases, all these aspects will challenge the quality 
of telephone triage in the near future, but how to cope with these 
challenges and how to improve aspects of safety?
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Research has demonstrated that a high quality of telephone triage 
outcomes can be achieved using computer based clinical decision 
supporting systems (56-58). These systems are used in many 
countries to support triagists but little is known about their ideal 
design and content. The shortcomings in the quality of clinical 
case handling as revealed in this study indicate some possible 
requirements for computerised decision support systems. A minimum 
requirement would be for question prompts to appear relevant to 
any clinical symptom that may present and also recommendations 
for the urgency outcome of triage based on answers given. In 
addition relevant home management and safety net advice should 
be made available. These systems can also be used to support the 
documentation of the call although accuracy would still depend to a 
great extent on user input. 
 

Further research
The results of the assessment of role-playing by the TISPs 
demonstrated the validity and reliability of this method. Each out-of-
hours centre was approached in a consistent manner. This method 
of working with TISPs can be used to train and assess triagists, 
general practitioners and trainees. Any type of clinical problem can 
be presented by TISPs, but preparation and training to make calls 
for highly urgent cases still needs to be studied.

The RICE-communication list was the first edition of a rating list, 
therefore we are advising that each item is re-evaluated for its 
validity after (for example) a period of 5 years. This is needed as the 
practical usage of this instrument at out-of-hours centres may reveal 
new insights. 
To meet contemporary demands for consultation triagists need to be 
trained in patient-centred communication. The effectiveness of the 
method to train triagists in the general skills of active listening, active 
advising and structuring need to be investigated. 
Little is known about patient’s experiences regarding telephone 
communication with triagists. Although patients were present in the 
focus group which developed the assessment tool for communication, 
patient opinions on this subject still need to be investigated to identify 
shortcomings in training and performance of triagists from their point 
of view. 
The duration of telephone consultation was positively correlated 
with the quality of communication for our calls, which involved 
only uncomplicated cases. The duration of a call depends on the 
communication skills of the triagist as well as the nature of the 
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problem presented. Accordingly, research is needed to determine 
acceptable limits for the duration of calls while at the same time 
enabling effective and high quality communication.
To improve the quality of telephone triage in 2006 the Vereniging 
Huisartsenposten Nederland (VHN: Dutch Organisation of Out-
of-Hours centres) initiated a program to certificate triagists. This 
certification implies a competence test on clinical knowledge and a 
performance test in communications skills and, in the near future, as 
well as the documentation of calls. For this certification the RICE-
communication and the RICE-report list are assigned to be used 
as assessment tools. Medical knowledge of physicians can predict 
actual clinical performance under exam circumstances but to what 
extent such tests are predictive for performance of triagists who are 
not physicians, needs to be investigated (59, 60).   

In the Netherlands a few out-of-hours centres use a computer 
based clinical decision support system. The implementation of these 
systems at other out-of-hours centres means a change in clinical 
practice for everybody involved in telephone triage. Therefore, it is 
advisable that beforehand the obstacles to this change are identified 
to obtain maximum benefit from these systems for patients and 
triagists. The experience with safety procedures as applied in oil and 
gas industry or aviation might be instructive for a safe use of these 
systems at out-of-hours centres (61).
Self triage by patients as part of on-line health and disease 
management programmes (E-health) and the application of 
telemedicine prove to become important tools in the provision of 
medical care (62-64). However, research is needed to explore its 
safety, feasibility, and acceptability to predict the risks and benefits 
of these modern health care applications (65).

We hope that this thesis will contribute to a patient-centred care-
by-phone with maximal quality and safety, minimal health risk to the 
patient and optimal communication between triagist and patient. 
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Chapter 1- Triage past and present 
General practitioners have reorganized primary care service during 
the out-of-hours period throughout the world.  At large centres they 
work together with nurses or healthcare assistants who in many 
countries handle all incoming calls. These health care professionals 
are called triagists as they perform telephone triage. This means 
that they determine the urgency and any required care advice by 
telephone. In this chapter the care process of telephone triage and 
the objectives of this thesis are described.
Process description is a common procedure in many industrial 
organisations in order to identify errors that can be made during 
the execution of the process and to take action before errors are 
made. In this study an analysis of the process of telephone triage 
was made to identify critical points during this process. Three 
phases were identified. The first phase of asking questions about 
the clinical condition and personal situation of the patient. This 
phase of gathering information is followed by the second phase in 
which the triagist evaluates the answers to determine the level of 
urgency of the presented problem and the required care advice. The 
third phase follows in which the triagist makes a report to briefly 
document what has been discussed with the patient. To perform the 
different phases a triagist needs to have adequate clinical knowledge, 
good communication skills and the capability of summarizing and 
documenting a call. 
The first objective of this thesis was to assess the quality of telephone 
triage at out-of-hours centres in the Netherlands, specifically the 
quality of clinical case handling, communication and reporting.  
Research into the quality of communication by general practitioners 
in face-to-face contacts suggests that the duration of a consultation 
is correlated with the quality of communication. The second objective 
of this thesis was to determine whether there is a correlation between 
the duration of a call and the quality of communication of triagists. 
The research project was carried out by using standardised patients 
who called 17 different out-of-hours centres in the Netherlands 
regarding seven different medical problems. Each out-of-hours 
centre was called three times using these seven cases.
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Chapter 2- Using Telephone Incognito Standardised Patients
This chapter presents the feasibility and validity of using Telephone 
Incognito Standardised Patients (TISPs) in a primary care setting 
such as an out-of-hours centre. Also their training in role-playing 
and self-recording calls, made from their private residence, are 
described. The accuracy of role playing and the detection rate by 
triagists receiving the calls was assessed as this may have an impact 
on the management of the clinical case presented. 
A team of 12 TISPs was trained to play their role and to self-record 
the calls with special equipment. They received information about 
their role and their fictitious identity and residence. At the training 
they spoke to a triagist and a general practitioner. Of the four or five 
calls made per evening, one call was assessed by two assessors 
independently for accuracy of role play on the following four criteria: 
1) opening; 2) answers to questions asked by the triagist; 3) closing 
sentence conforming to instructions?; 4) was only information given 
if asked for? Retrospectively the out-of-hours centres were asked 
whether they had detected any calls made by a TISP. The TISPs 
filled in a questionnaire concerning their training, the self-recording 
technique and personal experiences.  
The TISPs made 375 calls during 84 evenings. The accuracy of the 
role play was close to 100%. On 11 occasions a TISP was called 
back on the same evening by a GP on call at the out-of-hours centre 
for additional information. Being able to call from home was highly 
appreciated by the TISPs although the self-recording caused extra 
tension for some of them. All fictitious calls remained undetected. 
The assessors reported that the quality of the recorded calls was 
excellent.
The method of using TISPs to assess aspects of telephone care is 
feasible, valid and reliable provided there is thorough training. The 
study shows that the 17 out-of-hours centres that were called for our 
study were approached in a relatively consistent way. 

Chapter 3- Development of the RICE-communication rating list
This chapter deals with the development of an instrument to assess 
the communication skills of triagists. The objective was to develop a 
valid, reliable and feasible rating instrument.
A focus group was formed which existed of representatives of 
the four stakeholders involved in out-of-hours centres; patients, 
doctors, triagists and members of the management team. They all 
had experience with working at or with an out-of-hours centre. They 
developed a list containing 17 items. Each item describes another 
communication skill of telephone communication. The final product 
was entitled the RICE-communication rating instrument. The acronym 
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RICE stands for the four successive phases of a call: “R” stands for: 
“Reason for calling”; “I” for: “Information to be gathered”; ”C” for: 
“Care advice given”; “E” for: “Evaluation of the call”. We chose the 
easy to remember acronym RICE because we felt it might help the 
call handler to remember the sequence of the successive phases of 
a call. 
Experts with experience in training and evaluating communication 
skills of medical students and general practitioners commented 
upon the list to ensure content validity. They considered the list as 
complete and valid. The reliability of the list was tested in a pilot 
study in which 10 specially trained assessors scored six telephone 
calls each. The reliability of the list (Cronbach’s alpha) was 0.73 
which was considered to be acceptable. This instrument has been 
used to asssess all calls made for this study.

Chapter 4- Quality of clinical case handling 
This chapter describes the investigation of the quality of telephone 
triage. The quality of the questions asked about the clinical condition, 
the triage outcome and the content of the home management 
and safety net advice were assessed. The last two items concern 
information about what patients can do themselves about the 
problem and when to call back to the out-of-hours centre. 
The criteria for the cases to be presented were: 1) they should 
commonly present by telephone to an out-of-hours centre; 2) they 
should require urgent (i.e. to be seen for further investigation within 
6 hours) or home care advice and 3) the design should demonstrate 
the importance of accurate history taking and correct evaluation of 
the answers. 
Based on the results of a generalisability analysis each case had 
to be presented three times for reliability of assessment of case 
handling at an out-of-hours centre. 
Expert panels of general practitioners developed standards for 
the clinical content of each of the seven cases and the scenarios 
to be played. They determined appropriate questions to be asked, 
desirable content of the home management and safety net advice, 
and the most appropriate outcome for each case. Telephone 
Incognito Standardised Patients (TISPs) made calls to present 
each of the seven cases on three occasions to 17 out-of-hours 
centres throughout the Netherlands. These out-of-hours centres 
were selected out of 98 centres that had given permission to be 
called. They were not informed that they had been selected. The 
number of out-of-hours centres per province was balanced against 
its population. The out-of-hours centres have been called between 7 
and 9 pm and these calls were self recorded by the TISPs for further 
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assessment. 
Triagists achieved the appropriate triage outcome in 58% of all calls. 
Of all questions asked a mean of 54% belonged to the category of 
obligatory questions suggested by the agreed standard. However, 
the overall mean percentage of obligatory questions asked before the 
urgency level was determined was 21% of the standard. In addition 
the answers to these questions were not always evaluated correctly. 
The quality of information regarding home management and safety 
net advice varied to a large extent per case but was overall of a low 
standard at all out-of-hours centres.  
The results demonstrate that triagists very often reached conclusions 
after asking a minimal number of questions which means that they 
did not minimise the health risk to patients. History was not always 
taken efficiently and effectively as triagists often asked questions 
considered to be irrelevant for determining the urgency level.
In terms of enhancing the overall safety of telephone triage, apart 
from obtaining an appropriate clinical history, more adequate home 
management and safety net advice should be given. This is especially 
important if self care advice is given.

Chapter 5- Quality of communication
Chapter 5 presents the results of the assessments of the 
communication for 357 calls, made by the TISPs to the different 
out-of-hours centres. The calls were assessed with the RICE-
communication list. To evaluate the scores the items of the RICE-
communication list were divided over 3 clusters. Each cluster 
describes a basic communication skill. Cluster 1 describes active 
listening, cluster 2 active advising and cluster 3 structuring telephone 
consultation. The duration of each telephone consultation was 
measured and correlated with the quality of communication. 
The mean overall score for communication skills was 35% of the 
maximum feasible score. The results for cluster 1 demonstrated that 
triagists asked correctly about medical aspects of the problem but 
asked very little about the personal situation of the patient and their 
perception of the problem or expectation. With regard to cluster 2, 
advice about the outcome of triage, home management or safety net 
advice was usually given without checking for patients’ understanding 
and acceptance of the advice. Regarding cluster 3, calls were often 
handled in an unstructured way, without summarizing or clarifying 
the different steps within the consultation. There was a positive 
correlation of 0.86 (p<0.01) between the overall communication 
score and the duration of the telephone consultation.
These results reveal specific shortcomings and aspects that could be 
focused on in training to improve the quality of communication skills 
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at out-of-hours centres. Training in telephone consultation should 
aim more on patient-centred communication with active listening, 
active advising and structuring the call. Apart from adequate 
communication skills, triagists need sufficient time for telephone 
consultation to enable high quality performance. Research is needed 
to determine acceptable limits for the duration of calls while at the 
same time enabling effective and high quality communication.

Chapter 6- Quality of reports
Documenting what has been discussed with the patient is the third 
and final step in the process of telephone triage. A high quality 
record for what has been discussed with the patient is essential for 
continuity of care and for medicolegal purposes. 
Chapter 6 presents the results of the assessments of the reports of 
the calls made by the TISPs and to what extent the reports reflected 
the telephone consultation.
After the focus group had developed the RICE-communication 
list (chapter 3), the focus group also developed the RICE-report 
instrument. With this tool the quality of the information in reports 
of telephone triage can be assessed (the acronym RICE stands 
for: Reason for calling, Information gathered, Care advice given, 
Evaluation of care advice). The instrument consists of two parts:  
1) the case specific part with the obligatory questions to be asked and 
the care advice given and 2) the patient specific part with information 
on patients’ personal situation, expectation and evaluation of the 
care advice. Each call was transcribed. After the study the out-of-
hours centres were asked for a copy of the reports of the calls. The 
quality of the reports was assessed with the RICE-report instrument 
and the content of the reports was compared with the content of the 
transcripts. 
The out-of-hours centres returned a report for 78% of the 357 calls. 
For the remaining 22% of the calls no report was written. Reports 
contained information on the medical reason for calling in most 
cases but little information on previous medical history. Patients’ 
expectation or personal situation were seldom documented. Patients’ 
evaluation of the care advice was mentioned regularly at two out-of-
hours centres, at the others not at all . 
In all but two out-of-hours centres triagists reported answers to not-
asked obligatory questions varying from 2 to 54% of all questions 
entered. Triagists entered a subjective evaluation of patients’ 
condition in 12% of the reports when they entered remarks like 
“No alarming signals” or “No other complaints”. By comparing the 
transcripts with the reports the assessors could not identify which 
questions were asked to support those remarks.
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We concluded that reports of telephone consultations of out-of-hours 
centres contained little information on patients’ clinical and personal 
condition. This may potentially endanger patients’ continuity of 
care and might pose legal consequences for the triagist and the 
organisation of the OOH centre. 

Chapter 7- General discussion
Chapter 7 presents the main findings and methodological aspects of 
the studies described in this thesis. Recommendations to improve 
the quality of telephone triage are given as well as advice on further 
research. 
The results of the thesis show the feasibility of introducing Telephone 
Incognito Standardised Patients. They performed very accurately 
and presented their clinical cases in a relatively consistent way. 
The analysis of the triage process identified critical points in telephone 
triage to be observed. Knowledge of these critical points may allow 
opportunities to prevent errors. The results for the quality of three 
aspects, clinical and communication skills, and documentation of 
calls, identified shortcomings and learning points for the process of 
telephone triage.
The high safety standards in the petrochemical and aviation 
industries might be useful to apply in telephone triage both for clinical 
case handling and also for documenting the telephone consultation. 
The results also illustrate the need for training in patient-centred 
communication.
A computer based clinical decision support system that meets the 
demands for high quality support for triagists at each phase of the 
telephone triage needs to be developed and investigated. Know-
ledge about the implementation and usage of such a system is 
essential. 
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Inleiding
Voor dit onderzoek naar de kwaliteit van telefonische triage op een 
huisartsenpost werd gebruik gemaakt van Telefonische Incognito 
Standaard Patiënten (TISP’s) en werden drie kwaliteitsaspecten 
van telefonische triage onderzocht. De methodiek die daarbij werd 
gevolgd en de bevindingen worden in deze Nederlandstalige versie 
uitgebreider beschreven dan in de Engelstalige Summary. Dit 
is gedaan speciaal voor diegenen die het prettiger vinden in het 
Nederlands dan in het Engels over dit onderzoek te lezen.  

Hoofdstuk 1: Analyse van het proces telefonische triage 
Wereldwijd organiseren huisartsen eerstelijnszorg buiten 
kantooruren vanuit centrale huisartsenposten. Zij werken samen 
met verpleegkundigen of doktersassistenten die in veel landen 
alle telefonisch verzoeken om medisch advies beantwoorden. Zij 
doen de telefonische triage en worden daarom triagisten genoemd. 
Telefonische triage is het zorgproces waarin voor een medisch 
probleem telefonisch de mate van urgentie en de bijpassende zorg 
wordt bepaald. 
Alvorens de doelstellingen van dit onderzoek te formuleren wordt eerst 
het proces van telefonische triage beschreven. Dit naar analogie van 
goede ervaringen die zijn opgedaan met procesbeschrijving elders 
zoals in de productie-industrie. Daar wordt ieder productieproces tot 
in details geanalyseerd om fouten die tijdens de productie kunnen 
optreden, voortijdig op te sporen. De kennis die men daarmee 
verkrijgt maakt het mogelijk te bepalen welke actie ondernomen 
moet worden om die fouten te voorkomen. Aan de hand van deze 
analyse werd het proces telefonische triage verdeeld in drie fasen. 
Een eerste fase waarin de triagist informatie verzamelt over de 
lichamelijke en persoonlijke situatie van de patiënt. In fase twee 
wordt de betekenis van de antwoorden ingeschat om de ernst 
van het probleem te bepalen en de patiënt te informeren over de 
bijpassende zorg. In fase drie legt de triagist in een verslag vast wat 
met de patiënt is besproken. 
Uit deze analyse volgt dat de kwaliteit van telefonische triage bepaald 
wordt door de medische kennis, de communicatieve vaardigheid en 
de verslaglegging. 
De eerste doelstelling van deze studie was: in welke mate 
voeren triagisten op huisartsenposten in Nederland deze drie 
kwaliteitsaspecten van telefonische triage uit, gemeten naar 
hedendaagse normen.
Uit onderzoek onder huisartsen is gebleken dat de kwaliteit van de 
communicatie tussen arts en patiënt correleert met de lengte van het 
consult. De tweede doelstelling van deze studie was te bepalen of 
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een dergelijke correlatie tussen de duur van een telefonisch consult 
en de kwaliteit van de communicatie van een triagist kon worden 
vastgesteld.   

Voor de uitvoering van dit onderzoek belden 12 TISP’s naar 17 
verschillende huisartsenposten voor zeven medische problemen en 
iedere huisartsenpost werd hiervoor drie maal gebeld.
In hoofdstuk 2 wordt bericht over de voorbereiding en training 
van de TISP’s en de nauwkeurigheid waarmee zij hun rol hebben 
gespeeld. 
In hoofdstuk 3 wordt de totstandkoming en validatie van de HAAK-
communicatie score lijst beschreven. Dit is het instrument waarmee 
de kwaliteit van communicatie van triagisten kan worden bepaald. 
De validatie van de standaarden voor de zeven casus met de 
bijbehorende speelscenario’s voor de TISP’s wordt beschreven, 
evenals de wijze waarop de 17 huisartsenposten zijn geselecteerd. 
Vervolgens worden in hoofdstuk 4 en 5 de resultaten van de 
beoordeling van de medische en communicatieve vaardigheden van 
triagisten gepresenteerd.
Nadat alle gesprekken waren gevoerd werd alle deelnemende 
huisartsenposten gevraagd een kopie van het (waarneem)verslag 
te sturen. In hoofdstuk 6 worden de resultaten van de beoordelingen 
van die verslagen gepresenteerd.
In hoofdstuk 7 worden de voornaamste bevindingen samengevat 
en tot welke conclusies die hebben geleid. Na een terugblik op 
methodologische aspecten van dit onderzoek worden aanbevelingen 
gedaan voor verbeteringen en verdere studies op het gebied van 
telefonische triage op een huisartsenpost. 
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Hoofdstuk 2: Nauwkeurigheid van rollenspel 
In dit hoofdstuk wordt nader ingegaan op het inzetten van 
Telefonische Incognito Standaard Patiënten (TISP’s). Beschreven 
wordt hun voorbereiding, de nauwkeurigheid waarmee ze hun rollen 
hebben gespeeld en of ze ontdekt werden.
Een team bestaande uit twee ervaren triagisten en één huisarts 
trainde 14 TISP’s zeven verschillende rollen te spelen. De intentie 
was om twee TISP’s met dezelfde rol afwisselend te laten bellen naar 
huisartsenposten om de kans op ontdekking door spraakherkenning 
door een triagist te verkleinen. Dat lukte voor vijf van de zeven rollen 
doordat op het laatste moment twee TISP’s om persoonlijke redenen 
uitvielen. Besloten werd geen nieuwe TISP’s te trainen. 
De TISP’s ontvingen scenario’s met daarin uitgebreide informatie 
over het medische probleem, hun verzonnen identiteit en de locatie 
waar ze zich zogenaamd die avond bevonden. Ze leerden non-
verbale gevoelens als ongerustheid, onzekerheid of angst hoorbaar 
te presenteren en om de gesprekken thuis zelf op te nemen met 
speciale apparatuur. 
Om zeker te zijn dat alle noodzakelijke informatie over de 
huisartsenposten in het scenario van de TISP’s vermeld stond belde 
een lid van het trainingsteam alle 17 geselecteerde huisartsenposten. 
Het bleek dat sommige huisartsenposten naar de postcode van het 
(zogenaamde) verblijfsadres vroegen. Deze informatie ontbrak nog 
in het scenario. 
De nauwkeurigheid waarmee TISP’s hun rol spelen kan van grote 
invloed zijn op de manier waarop een consult wordt gevoerd. Het 
onderzoeksteam stelde vier criteria samen om de nauwkeurigheid 
van hun rollenspel te bepalen: waren 1) openingszin; 2) antwoorden 
op vragen en 3) slotzin conform het script?; 4) werd alleen informatie 
gegeven als erom gevraagd werd?  
Om te testen of de TISP’s hun rol nauwkeurig speelden, belden ze 
een medisch call center voor hetzelfde probleem als waarvoor ze 
tijdens het onderzoek zouden bellen. De medewerkers van het call 
center wisten dat ze met een TISP spraken maar ze speelden het 
spel mee en voerden de telefonische consultatie op gebruikelijke 
wijze uit. Deze oefengesprekken werden door het onderzoeksteam 
beoordeeld op nauwkeurigheid van rollenspel en de conclusie was 
dat de TISP’s klaar waren voor het onderzoek. 
Tijdens het onderzoek belden de TISP’s met een interval van zes 
weken en steeds op een andere dag van de week. Dit werd gedaan 
om twee redenen: ten eerste om de kans op spraakherkenning 
en dus ontdekking te verkleinen en ten tweede om de kans te 
vergroten zoveel mogelijk verschillende triagisten te spreken. Ze 
belden vanuit hun thuissituatie tussen 7 en 9 uur s’avonds naar 
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vier tot vijf huisartsenposten. Voor één van deze opgenomen 
gesprekken bepaalden twee beoordelaars onafhankelijk van 
elkaar hoe nauwkeurig de TISP’s hun rol hadden gespeeld aan de 
hand van de vier criteria. Na afloop van het onderzoek werden de 
huisartsenposten die gebeld waren, gevraagd of zij het vermoeden 
hadden door een TISP te zijn gebeld. Nadat was vastgesteld dat 
alle benodigde telefoontjes goed waren opgenomen werd de TISP’s 
verzocht een enquête in te vullen met vragen over hun training en 
het zelf opnemen van de gesprekken. 
Er waren 357 gesprekken gepland maar de TISP’s voerden 375 
gesprekken tijdens 84 avonden omdat bij 18 gesprekken de opname 
was mislukt. Deze laatste gesprekken moesten opnieuw worden 
gevoerd. Ze behaalden een bijna 100% score voor nauwkeurigheid 
van rollenspel. Het gebeurde 11 maal dat een TISP dezelfde avond 
werd teruggebeld door de dienstdoende huisarts voor nadere 
informatie. De TISP’s hebben de mogelijkheid om van thuis uit te 
kunnen bellen zeer gewaardeerd maar het zelf opnemen van de 
gesprekken heeft bij sommige TISP’s extra spanning veroorzaakt. 
Geen enkele huisartsenpost gaf aan een TISP ontdekt te hebben. 
De beoordelaars kwalificeerden de kwaliteit van de opnames als 
uitstekend.
Onze conclusie is dat TISP’s zeer goed ingezet kunnen worden 
om onderzoek te doen naar telefonische hulpverlening door een 
zorginstelling zoals een huisartsenpost. Dit nadat ze zorgvuldig 
getraind en voorbereid zijn. Tevens concludeerden we dat de 
huisartsenposten tijdens dit hele onderzoek op een consistente 
manier zijn benaderd. 

Hoofdstuk 3: De HAAK-communicatie score lijst
Om de communicatieve vaardigheid van triagisten te bepalen was 
het nodig te beschikken over een valide, betrouwbaar en praktisch 
bruikbaar instrument. In dit hoofdstuk wordt  ingegaan op de 
totstandkoming ervan.
Een focusgroep werd geformeerd om dit beoordelingsinstrument 
samen te stellen. Ze bestond uit vertegenwoordigers van die 
partijen die nauw bij het werk van een huisartsenpost betrokken 
zijn; patiënten, artsen, triagisten en leidinggevenden van een 
huisartsenpost. Ze stelde een lijst samen met 17 items waarbij 
ieder item een bepaalde communicatieve vaardigheid beschrijft. 
Voor validering van de inhoud werd de lijst voorgelegd aan twee 
deskundigen op het gebied van training in communicatie aan artsen 
en medische studenten. Zij beoordeelden deze lijst als volledig 
en valide. Dit instrument heet de HAAK-communicatie score lijst.  



138

De letters HAAK geven de opeenvolgende fasen van een gesprek 
aan: H staat voor fase 1: Hulpvraag; A voor fase 2: Achtergrond 
informatie; A voor fase 3:Advies en K voor fase 4: Klant (=patiënt) 
reactie. 
Om de betrouwbaarheid van de HAAK-lijst te bepalen werden 10 
ervaren triagisten opgeleid. Zij beoordeelden onafhankelijk van 
elkaar zes (geanonimiseerde) op een huisartsenpost opgenomen 
gesprekken met de HAAK-lijst. De betrouwbaarheid van de lijst 
(Cronbach’s alpha) was 0.73. 

Hoofdstuk 4 en 5
Inleiding
De resultaten van de beoordeling van de medische en communicatieve 
vaardigheid van triagisten worden respectievelijk in hoofdstuk 4 en 
5 gepresenteerd. Uitgangspunt voor deze beoordelingen was het 
gesprek waarin de TISP een medisch probleem voorlegde aan een 
huisartsenpost. Aangezien de TISP’s steeds voor dezelfde medische 
problemen naar dezelfde huisartsenposten hebben gebeld, wordt 
eerst ingegaan op de gepresenteerde casuïstiek en de selectie van 
de huisartsenposten. 

Casuïstiek
De criteria waaraan de casuïstiek moest voldoen, waren ten 
eerste: “er moet regelmatig voor een dergelijk probleem naar 
een huisartsenpost worden gebeld”; ten tweede “de uitkomst van 
triage kan om praktische redenen niet leiden tot een spoedgeval 
of huisvisite”; ten derde “de casus zijn zodanig samengesteld dat 
onderzocht kan worden of de anamnese zorgvuldig is uitgevoerd”  
en ten vierde of “de betekenis van de antwoorden op de juiste wijze 
werd ingeschat”. 
Een panel van ervaren huisartsen stelde voor iedere casus een 
standaard vast met daarin de medisch inhoudelijke vragen die gesteld 
moesten worden en de inhoud van het zelfzorg- en vangnetadvies. 
Een zelfzorgadvies beschrijft wat de patiënt zelf aan het probleem 
kan doen en een vangnetadvies geeft aan waar de patiënt de 
komende uren op moet letten en wanneer hij moet terug-bellen. 
Beide adviezen worden alleen gegeven als de patiënt de komende 
uren niet nader onderzocht zal worden. Voor iedere casus werd het 
scenario voor de TISP’s samengesteld met daarin de antwoorden 
die zij moesten geven op vragen van een triagist. Een groep van 12 
huisartsen valideerde deze scenario’s en bepaalde voor iedere casus 
de gewenste mate van urgentie. Dit kon zijn het advies om dezelfde 
avond naar de huisartsenpost te komen voor nader onderzoek of om 
het verdere verloop af te wachten. 
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Huisartsenposten
In 2004 kende Nederland 105 huisartsenposten. Zij werden per brief 
verzocht toestemming te geven om voor ons onderzoek te worden 
geselecteerd. Van de 98 huisartsenposten die toestemming gaven 
werden er 17 geselecteerd, verspreid over Nederland. Het aantal te 
selecteren huisartsenposten per provincie werd berekend naar rato 
van de omvang van haar bevolking en de selectie werd at random per 
provincie bepaald. De huisartsenposten werden niet geïnformeerd 
dat ze geselecteerd waren.
Om een betrouwbare uitspraak over de kwaliteit van telefonische   
triage per huisartsenpost te kunnen doen werd een generalisatie 
analyse uitgevoerd. De TISP’s belden vijf maal voor de zeven 
casus naar vijf van de 17 huisartsenposten en de kwaliteit van 
de communicatie en de medische afhandeling werd beoordeeld. 
De analyse wees uit dat iedere casus driemaal moest worden 
aangeboden en dat ieder gesprek door twee personen moest worden 
beoordeeld. Voor de uiteindelijke beoordeling van de kwaliteit 
van alle gesprekken gebruikten we de scores van de eerste drie 
gesprekken naar deze vijf posten gecombineerd met de scores van 
de gesprekken naar de overige 12 huisartsenposten.
De 17 huisartsenposten werden tussen 7 en 9 uur s’avonds gebeld. 
De gesprekken werden opgenomen en van alle gesprekken werd 
een verbatim gemaakt. 
Voor de kwaliteit van de medische vaardigheden van triagisten 
beoordeelden twee medische studenten ieder gesprek onafhankelijk 
van elkaar. Zij maakten gebruik van de verbatims en ze beoordeelden 
de kwaliteit aan de hand van checklisten, die gebaseerd waren op 
de standaarden. Bij dit onderzoek waren in totaal vier medische 
studenten betrokken, allen 4de jaars. 
Voor de kwaliteit van de communicatie beoordeelden twee ervaren 
triagisten onafhankelijk van elkaar elk gesprek. Zij luisterden naar het 
opgenomen gesprek en ze konden gebruikmaken van het verbatim. 
Voor het scoren gebruikten ze de HAAK-communicatie lijst. In totaal 
waren 11 triagisten bij dit onderzoek betrokken. 

Hoofdstuk 4: Kwaliteit van medische vaardigheden 
De kwaliteit van de gestelde vragen, de inhoud van het zelfzorg- 
en vangnetadvies en de geadviseerde urgentie werd onderzocht. 
De resultaten van de beoordelingen worden in dit hoofdstuk 
gepresenteerd.
Van alle gestelde vragen behoorde gemiddeld 54% tot de categorie 
verplichte vragen. Echter, van de verplichte vragen die in de 
standaarden vermeld stonden, werd gemiddeld 21% gesteld. Niet 
altijd werd het belang van een antwoord op een vraag op de juiste 
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wijze ingeschat, zowel niet door triagisten als door huisartsen die een 
TISP terugbelden. De kwaliteit van de zelfzorg- en vangnetadviezen 
varieerde sterk per casus en was op alle huisartsenposten beperkt. 
Triagisten bepaalden voor 58% van alle gesprekken de gewenste 
urgentie, voor 41% was het urgentieniveau te laag en voor 1% te 
hoog ingeschat. 
Op grond van onze bevindingen concludeerden we dat triagisten 
niet altijd efficiënt en effectief de anamnese afnamen want zij stelden 
vaak vragen die voor de urgentiebepaling niet relevant waren. Tevens 
stelden we vast dat triagisten zeer vaak een zorgadvies gaven na 
het stellen van een zeer beperkt aantal verplichte vragen waardoor 
een mogelijk gezondheidsrisico voor de patiënt niet tot een minimum 
werd beperkt. 
We adviseren dat voor veilige telefonische triage, zeker als een 
zelfzorgadvies wordt gegeven, de anamnese zorgvuldiger wordt 
afgenomen en dat meer aandacht aan het zelfzorg- en vangnetadvies 
wordt besteed. 

Hoofdstuk 5: Kwaliteit van communicatieve vaardigheden
In dit hoofdstuk worden de resultaten beschreven van de beoorde-
ling van de kwaliteit van de communicatie en de correlatie tussen 
deze kwaliteit en de gesprekstijd. 
De gesprekken werden beoordeeld aan de hand van de HAAK-
communicatie lijst. Om de resultaten te interpreteren werden de 
17 items van deze lijst verdeeld over negen sub clusters en deze 
negen werden verdeeld over drie clusters. Ieder cluster beschrijft 
een basisvaardigheid van (telefonische) communicatie. Cluster 1 
actief luisteren; cluster 2 actief adviseren en cluster 3 gestructureerd 
communiceren. Voor ieder gesprek werd de duur van het telefonisch  
consult vastgelegd. De tijd die nodig was om persoonsgegevens van 
de patiënt op te nemen, werd niet meegerekend.
De gemiddelde score voor alle items van de HAAK-communicatie 
lijst was 35% van de maximaal haalbare score. Triagisten stelden 
op correcte wijze de medisch inhoudelijke vragen. Ze vroegen niet 
of nauwelijks naar de persoonlijke situatie van de patiënt zoals 
diens verwachting of beleving van het probleem. Het zorgadvies en 
de zelfzorg- of vangnetadviezen werden meestal gegeven zonder 
controle op acceptatie en of de patiënt het advies had begrepen. 
De meeste gesprekken verliepen zonder herkenbare structuur en 
zonder dat de patiënt werd geïnformeerd over het verloop van het 
telefonisch consult. Er was een significant positieve correlatie van 
0.86 (p<0.01) tussen de duur van het telefonisch consult en de totale 
score voor communicatieve vaardigheid.
De wijze waarop patiënten en artsen met elkaar communiceren is de 
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afgelopen decennia ingrijpend veranderd. Vroeger spraken artsen 
voornamelijk ziektegericht, tegenwoordig dienen ze patiëntgericht te 
communiceren. Niet de ziekte maar de patiënt die zich ziek voelt, 
staat centraal. De resultaten van dit onderzoek wijzen erop dat de 
communicatie op huisartsenposten (nog) niet geheel voldoet aan 
de eisen van moderne communicatie. Training in communicatieve 
vaardigheid van triagisten dient aandacht te besteden aan meer 
patiëntgericht en niet uitsluitend ziektegericht communiceren. 
Behalve training in goede communicatieve vaardigheden dienen 
triagisten voldoende tijd te krijgen om een kwalitatief goed gesprek 
te kunnen voeren. 

Hoofdstuk 6: Kwaliteit van het verslag 
In dit hoofdstuk worden de resultaten besproken van de beoorde-
lingen van de kwaliteit van de verslagen van de gesprekken naar de 
huisartsenposten. Tevens is onderzocht in welke mate de verslagen 
een weergave waren van hetgeen was besproken. 
Het verslag is van belang voor de continuïteit van zorg, het kan een 
rol spelen bij juridische procedures en het kan gebruikt worden voor 
epidemiologisch onderzoek. 
Nadat de focusgroep de HAAK-communicatie lijst had samengesteld 
(hoofdstuk 3) stelden zij de HAAK-verslag lijst samen waarmee de 
kwaliteit van de inhoud van verslagen van telefonische consulten kan 
worden bepaald. De lijst bevat een casus- en een patiëntgerelateerd 
deel. Het casus gerelateerde deel bevat de vragen die gesteld moeten 
worden en het zorgadvies dat moet worden gegeven. De inhoud van 
dit deel is afhankelijk van het probleem waarvoor de patiënt belt. In 
het patiëntgerelateerde deel worden diens verwachting, persoonlijke 
situatie en reactie op het zorgadvies vastgelegd en dit is probleem 
onafhankelijk. Na afloop van het onderzoek werden alle betrokken 
huisartsenposten verzocht een kopie van het (waarneem)verslag van 
het gesprek met de TISP te sturen. De kwaliteit van deze verslagen 
werd door twee huisartsen onafhankelijk van elkaar beoordeeld aan 
de hand van de HAAK-verslag lijst. 
Door de huisartsenposten werd voor 278 van de 357 gesprekken 
een verslag gestuurd. Dit is 78% van het verwachte aantal. Voor 
de resterende 22% van de gesprekken was geen verslag gemaakt. 
De verslagen vermeldden bijna altijd de medische reden waarvoor 
werd gebeld en gaven weinig anamnestische informatie. De 
verwachting en de persoonlijke situatie werden zelden genoteerd. 
Het oordeel van de patiënt aangaande het gegeven zorgadvies 
werd door twee huisartsenposten regelmatig vermeld, op de overige 
huisartsenposten geheel niet. 
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Vergelijkingen tussen verslagen en verbatims leidden tot twee 
opmerkelijke bevindingen. Ten eerste, triagisten hadden, met 
uitzondering van één huisartsenpost, soms antwoorden op verplichte 
vragen genoteerd hoewel ze niet waren gesteld. Dit betekent dat 
de huisarts, die als eindverantwoordelijke het besluit van een 
tria-gist moet fiatteren, over onjuiste informatie beschikte. Ten 
tweede, in 12% van de verslagen stonden opmerkingen als “Geen 
alarmsignalen” of “Geen andere klachten”. Uit de vergelijking tussen 
de betreffende verslagen en de verbatims konden de beoordelaars 
echter niet bepalen waarop deze beweringen berustten. Dit bete-
kent dat triagisten voor die gesprekken een subjectieve interpretatie 
van de lichamelijke situatie van de patiënt hadden genoteerd. 
Onze conclusie is dat de verslagen van de telefonische consulten 
weinig en niet altijd betrouwbare informatie bevatten over de fysieke 
en persoonlijke situatie van de patiënt. Dit kan een negatieve rol 
spelen voor de continuïteit van zorg en tevens juridische gevolgen 
hebben voor een triagist en de organisatie van de huisartsenpost. 

Hoofdstuk 7: Algemene discussie
In dit hoofdstuk worden de voornaamste bevindingen van dit 
onderzoek gepresenteerd en wordt stilgestaan bij de methodiek 
van ons onderzoek. Tevens wordt aangegeven tot welke conclusies 
de bevindingen hebben geleid. Tot slot worden aanbevelingen en 
onderzoeksvoorstellen gedaan om de kwaliteit van telefonische 
triage te verbeteren. 
De procesanalyse van telefonische triage maakte zichtbaar op welke 
momenten fouten gemaakt kunnen worden. Dit inzicht is nodig om 
maatregelen te bedenken hoe die fouten voorkomen kunnen worden. 
De resultaten van dit onderzoek tonen tekortkomingen die kunnen 
optreden tijdens ieder van de drie verschillende fasen van dit proces. 
Deze tekortkomingen zijn naar onze mening goed te verhelpen.
Als onderzoeksresultaat vermelden we ten eerste dat de TISP’s hun 
telefoonrol zeer nauwkeurig hebben gespeeld. Dat betekent dat zij 
de huisartsenposten op een consistente wijze hebben gebeld.
In navolging van de eisen ten aanzien van veiligheid zoals die in 
de petrochemische industrie en de vliegwereld gelden, dient ook 
voor telefonische triage een “cultuur van veiligheid’ te ontstaan. Ook 
dienen triagisten getraind te worden om op een meer patiëntgerichte 
wijze telefonisch te communiceren. 
Het verdient aanbeveling onderzoek te doen naar instrumenten die de 
kwaliteit en veiligheid van telefonische triage kunnen ondersteunen. 
Hierbij kan gedacht worden aan computer gestuurde beslissings-
ondersteunende systemen. Onderzocht moet worden aan welke 
eisen deze systemen moeten voldoen en welke hindernissen 
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overwonnen moeten worden om ze effectief in te zetten. Tot slot dient 
onderzocht te worden op welke wijze een juist gebruik gegarandeerd 
kan worden.  

Het onderzoeksteam hoopt met deze thesis een bijdrage te leveren 
aan zorg-per-telefoon van hoge kwaliteit met aandacht voor veiligheid 
tijdens medische beoordeling, patiëntgerichte communicatie en 
betrouwbare informatieve verslaglegging. 
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Items of the RICE-communication rating list

Name observer: 	 Date of telephonecall:
Name OOH:	 	 Date of observation: 

Items can be scored on a range of 0 untill 4
0= absent	 1= poor    2=unsure     3=adequate     4=good 
n/a=not applicable ( rightly absent)

Communication skill per phase of consultation

Phase 1: Opening and global orientation on reason for calling				  
(= problem, caller/patient experience, expectation, personal situation)

meeting by phone in an understandable way 		  0 1 2 3 41.	
gives own name understandable (introduces themselves)a.	
mentions name of OOHb.	

asks for or names medical problem and the way this is experienced	 0 1 2 3 4 2.	
asks for or names  medical problema.	
seeks patients perspectiveb.	

asks for or names expectation and personal situation		  0 1 2 3 4 3.	
asks for or names expectation of callera.	
asks for or names personal situation of callerb.	

asks about personal data at appropriate time and in an appropriate4.	  manner	 0 1 2 3 4 
asks for personal data of caller after establishing reason for callinga.	
announces this information will be askedb.	

Phase 2: Collecting specified information about medical problem		 0 1 2 3 4 
asks preferably (semi) –closed questions5.	

questions are preferably (semi)-closeda.	
questions are understandable for callerb.	
asks one question at a timec.	

Phase 3: Advice			 
repeats medical problem and expectation, than gives course of action 6.	

    with explanation		  0 1 2 3 4 
repeats  briefly problem and expectation of callera.	
gives suggested course of action with explanationb.	
does not use technical jargonc.	

checks whether caller has understood and can fulfil the proposal	 0 1 2 3 4  n/a7.	
checks whether the proposal is understooda.	
check whether the proposal is feasibleb.	

discusses safetynet	 0 1 2 3 4  n/a8.	
tells what to do if present complaints worsena.	
tells what to do if caller remains worriedb.	
tells for which symptoms the caller should phone againc.	
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Phase 4: Finishing the consultation	 0 1 2 3 4  n/a
checks for agreement of caller with proposal9.	

checks whether caller can agree with proposala.	

 demonstrates open attitude and flexibility if caller disagrees        	 0 1 2 3 4  n/a10.	
 with proposal

shows open attitude if caller does not agree			  a.	
goes into reason for disagreementb.	

finishes consultation with correct closing remark		  0 1 2 3 4 11.	
finishes consultation in professional waya.	
let caller as first ring up the conversationb.	

Phase of interruption: this may occur more than once during same call. 
To be scored only once.

announces interruption in professional way and tells reason for this	 0 1 2 3 4  n/a12.	
announces interruptiona.	
tells reason for this interruptionb.	

resumes call in professional way and tells outcome of interruption	 0 1 2 3 4  n/a13.	
thanks for the waitinga.	
tells outcome of interruptionb.	

General communication skills
summarizes, checks and corrects 		  0 1 2 3 4 14.	

gives summarya.	
checks summary with callerb.	
corrects summary if neededc.	

reacts on feelings of caller after (non)-verbal signals	 0 1 2 3 4  n/a15.	
reacts on verbal signalsa.	
reacts on non-verbal signals’b.	
gives feedback on own interpretation to callerc.	

gives structure to conversation		  0 1 2 3 4 16.	
links up different phases a.	
announces next step of conversationb.	

listens attentive		  0 1 2 3 4 17.	
encourages caller with short signals to tell his/her storya.	
confirms with short signals to have heard what the caller has toldb.	
addresses caller with his/her correct namec.	
let caller finish his/her saying		 d.	

Remaining feedback (free space for text)
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HAAK-scorelijst

Naam observator: 				    Beoordelingsdatum:			
Code gesprek:				    Beoordelingstijd:

De items worden gescoord op een schaal van 0 t/m 4 .
0= niet aanwezig     1= slecht    2= twijfelachtig    3= voldoende     4= goed 		
nvt= niet van toepassing ( terecht afwezig)

Communicatieve vaardigheden per gespreksfase

Fase 1: Opening en globale vaststelling inbelvraag ( =probleem, beleving, 
verwachting en persoonlijke omstandigheden van beller) 

1. Maakt telefonisch kennis op verstaanbare wijze 		  0 1 2 3 4            
O vermeldt eigen naam verstaanbaar			 
O vermeldt naam huisartsenpost

2. Vraagt naar (medisch) probleem en de beleving hiervan		  0 1 2 3 4            
O vraagt naar het (medische) probleem 
O vraagt naar persoonlijke beleving hiervan

3. Vraagt naar de verwachting en de persoonlijke omstandigheden	 0 1 2 3 4            
O vraagt naar de verwachting van de beller
O vraagt naar zijn persoonlijke omstandigheden

4. Verzamelt persoonsgegevens op gepast moment		  0 1 2 3 4            
O neemt persoonsgegevens op na eerste oriëntatie op inbelvraag

Fase 2: Verkrijgen van nadere informatie over het (medische) probleem

5. Gebruikt bij voorkeur (semi) gesloten vragen		  0 1 2 3 4            
O stelt bij voorkeur semi (half) of geheel gesloten vragen
O stelt vragen op voor beller begrijpelijke wijze 

Fase 3  Vervolgbeleid 

6. Herhaalt probleem en hulpvraag,geeft dan vervolgbeleid met toelichting	 0 1 2 3 4            
O herhaalt kort het probleem en de hulpvraag van de beller
O geeft vervolgbeleid aan met toelichting 
O gebruikt geen vakjargon

7. Controleert of vervolgbeleid begrepen en uitvoerbaar is 	  0 1 2 3 4 nvt
O controleert of vervolgbeleid begrepen is
O controleert of vervolgbeleid uitvoerbaar is

8. Bespreekt vangnet 	  0 1 2 3 4 nvt
O vertelt wat te doen als huidige klachten verergeren
O vertelt wat te doen als beller ongerust blijft
O vertelt bij welke nieuwe klachten opnieuw contact moet worden opgenomen 
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Fase 4: Afsluiten van het gesprek

9. Controleert instemming van beller met vervolgbeleid	  0 1 2 3 4 nvt
O controleert of beller kan instemmen met het vervolgbeleid

10. Toont open houding en flexibiliteit over vervolgbeleid 	  0 1 2 3 4 nvt
O toont open houding als beller niet instemt
O verdiept zich in reden hiervan

11. Sluit af met correcte slotzin		  0 1 2 3 4            
O sluit gesprek op professionele wijze af
O laat beller als eerste de verbinding verbreken

Onderbreking 
Tijdens het telefonische contact kan de centralist op ieder moment besluiten tot 
onderbreking. 
Ook indien meerdere keren een onderbreking heeft plaatsgevonden tijdens hetzelfde 
contact, éénmaal scoren

12. Kondigt onderbreking professioneel aan en vermeldt de reden           0 1 2 3 4 nvt
O kondigt onderbreking aan
O vertelt reden van onderbreking

13. Hervat gesprek professioneel en vertelt uitkomst van de onderbreking	  0 1 2 3 4 nvt
O bedankt voor het wachten
O benoemt uitkomst van onderbreking

Algemene communicatieve vaardigheden 

14. Samenvatten, controleren en bijstellen		  0 1 2 3 4            
O geeft samenvatting 
O controleert samenvatting bij beller 
O corrigeert zo nodig samenvatting

15. Reageert op gevoelens na (non-)verbale signalen 		  0 1 2 3 4            
O geeft reactie op verbale signalen 
O geeft reactie op non-verbale signalen
O koppelt eigen interpretatie terug naar beller

16. Structureert het gesprek		  0 1 2 3 4            
O laat de verschillende fasen op elkaar aansluiten
O kondigt volgende stap van gesprek aan 

17. Luistert aandachtig		  0 1 2 3 4            
O moedigt beller met korte signalen aan zijn verhaal verder te vertellen
O bevestigt met korte signalen dat hij gehoord heeft wat de beller vertelde
O noemt tijdens het gesprek de correcte naam van de beller
O laat beller uitpraten

Overige feedback ( vrije tekstruimte) 
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