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W E L C O M E

You've done the hard part already

▪ You’ve already plenty of experience taking a history and managing risk.

▪ What’s new for many of you: doing that over the phone, and working inside a 

Total Triage system for the first time.

▪ That’s completely normal — most doctors are never formally taught telephone 

consulting or triage.

▪ This session is built to be worked through together, not lectured at — expect live 

polls, a scenario challenge, and open discussion.

I N  TH E  N EX T 4 5  M I N U TE S

– Why triage exists (Modern General 

Practice & GIRFT)

– Total triage vs. clinical triage vs. care 

navigation

– Choosing the right modality: phone, video, 

face-to-face

– RAG rating, safety netting & three live 

scenarios

45 minutes · co-presented · built for participation



G E T  R E A D Y

Poll 1 — before we start

L IV E P O LL

Quick check — answer honestly, there are no wrong answers:

● Have you ever done a telephone consultation before? Yes / No

● Confidence with telephone consulting: Very / Somewhat / Not at all

● Understanding of ‘Total Triage’: High / Medium / Low. What does ‘Total Triage’ mean to you?

Scan the QR code on screen 

YOUR
QR CODE

HERE

We’ll ask again at the end — so keep your answers in 
mind.



A G E N D A

By the end of this session, you’ll be able to…

1 Explain why triage links directly to Modern General Practice and GIRFT principles

2 Tell apart care navigation from clinical triage — and know which one you’re doing

3 Apply urgency and patient RAG ratings to prioritise safely

4 Choose the right modality — phone, video or face-to-face — and avoid the two-step trap

5 Practise on real-world scenarios, live, as a group



T H E  B I G  P I C T U R E

From “first come, first served” to triage-first

T HE  OL D M O DE L

▪ One access point — usually the 8am phone rush

▪ Appointments booked by order of arrival, not need

▪ Little structured information before the appointment

T HE  N E W M OD E L

▪ Multiple channels — phone, online and walk-in, all open 

together

▪ Structured information gathered at first contact, whatever the 

channel

▪ Every contact assessed and prioritised safely — that’s triage

▪ Capacity allocated to the patients who need it most, using the 

whole team

▪ Matching demand to capacity over time

Triage is the mechanism that makes the shift from left to right possible — assessing need before allocating an appointment.



M O D E R N  G EN E R A L  PR A C T I C E

NHS England’s model for sustainable access

Optimise contact channels

Patient choice of phone, online and in-person access, backed by better 
telephone systems.

Structured information gathering

Capture what’s needed at the point of contact — whichever channel the 
patient uses.

One care navigation process

Assess and prioritise every contact safely and fairly — moving away from 
first come, first served.

Allocate capacity to need

Use the full multi-disciplinary team, community services and self-access 
options where appropriate.

Build team capability.  Use data, digital tools and shared learning to sustain continuous improvement.

Source: NHS England — Modern general practice model



M O D E R N  G EN E R A L  PR A C T I C E

The demand paradox and other pitfalls

• Easier access not only reveals unmet demand, it creates new demand



M O D E R N  G EN E R A L  PR A C T I C E  —  Q U I Z

Poll 2 — myth or fact?

L IV E P O LL

1 “Modern General Practice means abolishing telephone access in favour of digital-only booking.” MYTH FACT

2 “The model explicitly aims to move practices away from first come, first served access.” MYTH FACT

3 “Under this model, triage is optional — practices can choose to skip it.” MYTH FACT



T H E  G I R F T  L I N K

Right care, right place, right time

▪ GIRFT (Getting It Right First Time) is the national NHS improvement 

programme that tackles unwarranted variation in care.

▪ Across every specialty, the same principle applies: patients should 

receive the right care, in the right place, at the right time.

▪ Triage is how general practice applies that principle at the front door.

“Right care, right person, right time, right modality” — the phrase 

we’ll come back to throughout this session.

Right clinician

Matched to skill mix — GP, nurse, pharmacist, physio, social 

prescriber

Right modality

Phone, video or face-to-face — not whichever is easiest to book

Right timeframe

Urgency RAG rating — same day, soon, or routine

Right setting

Practice, community service, or urgent/emergency care

Source: GIRFT — Getting It Right First Time



T O T A L  T R I A G E

What it actually means

▪ Every contact — phone, online or walk-in — is assessed by a suitably 

trained team member before an appointment type or time is given.

▪ No more “book on the day, first come first served” — need is assessed 

before capacity is allocated.

▪ Why it matters: fairer access for patients who can’t get through at 8am, 

safer prioritisation of urgent need, and the right skill mix for the job.

S ho w  o f Han ds

True or false:

● Under total triage, patients can no longer just walk into 
the practice and be seen.



T W O  J O B S ,  T WO  S K I L L  S E T S

Care navigation vs. clinical triage

CARE NAVIGATION

Directing a patient to the most appropriate service, based on their 
stated need. Can be done by trained non-clinical staff following 
protocols.

CLINICAL TRIAGE

Assessing urgency and the right consultation type, weighing clinical risk. 
Must be done by a clinician or an appropriately trained and supervised 
team member.

L IV E P O LL Sort each request: care navigation, or clinical triage?

A patient wants to order their repeat prescription

A parent reports their 6-week-old baby has a temperature of 38.5°C

A patient asks to self-refer to the MSK physiotherapy service

A patient reports a new painless lump they’ve just noticed



H O W  I T  F I T S  T O G E T H E R

The triage workflow, start to finish

1

Contact

Phone, online or walk-in — 

patient choice of channel

→

2

Collect information

Structured questions capture 

what’s being asked, whatever 

the channel

→

3

Filter

Administrative request, or one 

needing clinical review?

→

4

Assess & prioritise

Care navigate (signpost/refer) 

or clinical triage (urgency + 

RAG)

→

5

Consult or resolve

Face-to-face, phone, video, or 

a written/remote response

Local Directory of Services and your practice’s skill mix shape steps 3–5 — more on that later.



P R I O R I T I S I N G  SA F E L Y

Urgency RAG rating

L IV E P O LL

Before we reveal the definitions — a patient 

calls intermittent chest pain when rushing for 

the bus. He’s not distressed by his symptoms 

and is requesting an appointment in 2 weeks 

with his regular GP. What RAG rating?

● Red

● Amber

● Green

Scan the QR code on screen

Red

Same day / immediate action

Amber

Soon —  often practice-defined, e.g. within a week

Green

Routine — typically within two weeks

Document the nuance in free text — RAG colours are a prioritisation tool, not the whole clinical record.



P R I O R I T I S I N G  SA F E L Y

Patient RAG rating

▪ Urgency RAG asks “how soon?” — Patient RAG asks “how carefully?”

▪ The two combine: a Green urgency call from a Red-rated patient may still need extra caution.

▪ New EMIS coding options let you record patient RAG rating directly in the record.

Green

Healthy — often remote-friendly

Amber

Chronic disease — core GP workload

Red

Frail / high-risk — continuity of care is important



T H E  F O U R  R U L E S

Clinical triage principles

1 Safety first Escalate if in doubt — a triage decision is never final if the picture changes.

2 Weigh complexity Balance the complexity of the patient against the complexity of the presentation.

3 Gather more information Ask supplementary questions if the initial information isn’t enough to decide safely.

4 Apply local context Use your Directory of Services and your team’s workforce skills — they vary by site.



C H O O S I N G  T H E  R I G H T  M O D A L I T Y

Telephone, video or face-to-face?

Telephone

BEST  FOR

Follow-ups, results, many acute triage calls

STR ENG THS

Convenient, flexible, quick to arrange

WATCH FOR

One sense only — rapport and safety-netting take 
more deliberate effort

Video

BEST  FOR

When you need to see something — rash, mental 
state, general appearance

STR ENG THS

Adds a visual layer without bringing the patient in

WATCH FOR

Often underused due to IT friction; still no touch 
or smell

Face-to-face

BEST  FOR

Complex, unclear or examination-dependent 
presentations

STR ENG THS

Full sensory input; avoids a wasteful two-step 
process

WATCH FOR

Highest resource cost — use it where it earns its 
place



F O R  T H O SE  W H O ’ V E  N E V E R  D O N E  O N E

Your first telephone consultation

Before you dial Open the right record and read the triage note for red flags already documented.

Confirm identity & contact Verify who you’re speaking to at the start of the call.

Structure the call Presenting problem → focused history → safety-net → agreed plan

Avoid the two-step trap
If an examination is clearly needed, book face-to-face and document why - the second appointment may be with 
another clinician



C L O SI N G  T H E  L O O P

Remote management & safety netting

▪ Close safely by text, email or message where appropriate — e.g. normal 
results, self-limiting illness, lifestyle advice.

▪ Always confirm contact details and agree an acceptable notification 
method before you end the call.

▪ Manage expectations explicitly. Explain why they don’t need an 

appointment.

▪ Faster isn’t always better: signposting to the right service can get a patient 

seen sooner than squeezing them into a same-day GP slot.



S C E N A R I O  C H A L LE N G E

Scenario 1

An 82-year-old man with known COPD calls the practice reporting 

a 3-day history of worsening cough productive of green sputum. 

He feels short of breath and has a fever. He has a rescue pack at 

home but hasn’t started it.

L IV E P O LL

As a group, decide:

● Urgency RAG: Red, Amber or Green?

● Best modality: phone, video or face-to-face?



S C E N A R I O  C H A L LE N G E

Scenario 2

A 45-year-old woman calls reporting a new lump in her right 

breast, noticed 5 days ago. She is systemically well. The lump is 

painless but firm and about 2cm. No skin changes or nipple 

discharge, no personal or family history of breast cancer.

L IV E P O LL

As a group, decide:

● Urgency RAG: Red, Amber or Green?

● Best modality: phone, video or face-to-face?



S C E N A R I O  C H A L LE N G E

Scenario 3

A 30-year-old man contacts the practice reporting mild nasal 

congestion and a sore throat for 2 days. No fever, no difficulty 

swallowing, no shortness of breath. He would like some relief for 

his symptoms.

L IV E P O LL

As a group, decide:

● Urgency RAG: Red, Amber or Green?

● Best modality: phone, video or face-to-face?



G E T T I N G  G O O D  A T  T H I S

Local knowledge & calibration

KNOW YOUR P ATCH

▪ Directory of Services (official and practical) varies by borough and 

PCN.

▪ Build and consult your practice’s skills matrix — nurse, pharmacist, 

physiotherapist, social prescriber, mental health practitioner, 

physician associate.

▪ Services differ even within the same PCN — check, don’t assume, 

especially when you rotate between NCL practices.

CALIBRATE AS YOU GO

▪ Discuss tricky cases with your trainer, supervisor or the duty GP — 

that’s what they’re there for.

▪ Compare RAG decisions with colleagues — some stylistic variation 

between clinicians is safe and normal.

▪ If in doubt, escalate. Asking for a second opinion is a sign of good 

triage, not a weak one.



S UM M I N G  U P

Key takeaways

1 Triage isn’t bureaucracy — it’s how Modern General Practice and GIRFT (“right care, right person, right time, right modality”) get 
delivered at the front door.

2
Total triage means safer, fairer access for everyone — not “no access” and not “no walk-ins.”

3
Two jobs, two skill sets: non-clinical staff do care navigating (signposting) or trained clinicians undertake clinical triage.

4
RAG ratings capture both urgency (how soon) and patient complexity (how carefully) — use both together.

5
Get trained and supervised, ask for feedback, and enjoy the variety triage brings to your week.



G E T  R E A D Y

Poll 3 — confidence check

L IV E P O LL

Same three questions as the start — how have your answers changed?

● Confidence with telephone consulting: Very / Somewhat / Not at all

● Understanding of ‘Total Triage’: High / Medium / Low

● Understanding of ‘Modern General Practice’: High / Medium / Low

YOUR
QR CODE

HERE

We’ll compare with Poll 1 live — let’s see the shift.



Questions & discussion
Open floor — what would you want to know before your first triage shift?



Thank you
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