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Executive Summary
The 111 GP Triage service was introduced by North Hampshire Urgent Care (NHUC) in April 2017. It
aims to reduce the number of people that ring 111 and are directed by the call handlers to go to
the Emergency Department (ED). Patients are offered a GP phonecall within 15 minutes instead, to
provide a clinical triage, advice where needed or referral to either the out-of-hours centre colocated with the ED or an appropriate in-hours service the following day.
This new clinical triage step can be seen to be an early local trial of the new national model for
integrated urgent care and the introduction of Integrated Clinical Assessment Services (ICAS) –
providing GP led clinical assessment alongside the current 111 non-clinical call handlers. Like this
service, the new national model aims to achieve ‘channel shifts’ away from the use of ED and
ambulances.
At the planning stage, data provided by the 111 Service identified 191 people per month met the
requirements of the GP triage service meaning that these calls could be redirected. NHUC
anticipated that their new GP triage service would be able to avoid ED attendance in 30% of these
calls, saving the system £91,000. £74,000 of additional costs were funded by the Vanguard to pay
for an additional 764 hours of additional GP time.
The experience of the first 10 months of the service in numbers has been quite different to what
was expected at the planning stage for the service, as shown in the following table:
Plan

Evaluation finding

 191 patients per month would be suitable  52 patients per month were redirected to the service
for redirection by NHS 111 to the GP Triage
in its first 10 months, with recent evidence of an
service.
upward trend (90 in January).
 30% of patients would not then not need to  59% of patients were dealt with by the triage GP
go to the Emergency Department
without the need to attend the ED.
 15 minutes is the maximum time people
should wait to called by the service

 85% of calls were made within 15 minutes.

 £74,000 would be the additional annual cost

 £74,000 of additional costs were incurred

 £91,000 annual savings would result from
the reduced ED attendances

 £29,902 of avoided annual costs have been identified
(based on activity levels for the first 10 months).

There are two key findings around the key numbers underpinning this service. The first is that the
number of redirected calls have been far fewer than were anticipated when the service was
planned and 111 call data was analysed. A survey of the 111 call handlers found that there was
limited awareness and understanding of the service which is considered to be a key reason for this.
Technical issues were also discovered, with an incorrect description and ranking in the Directory of
Services. The service has worked to improve these and re-directed calls have increased, but are still
at half the planned level.
The second is more positive, with the number of redirected calls that the GP is able to deal with and
avoid the need to attend ED being double what was anticipated when planned.
This service has provided helpful early experience and encouragement ahead of the introduction of
the national ICAS model. It has reinforced the importance of the integration of clinicians and the
111 call handler teams. It has provided strong evidence of the ability to redirect large proportions
of calls away from ED to other urgent care advice and treatment. The service has demonstrated
that it provides a prompt response with good feedback from patients.
To make a positive financial impact in 2018/19, the service plans to increase the number of redirected calls and reduce its costs.
4
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1.

Context and aims of the service
Wessex Academic Health Science Network (AHSN) is the independent evaluation partner for
the North East Hampshire and Farnham Vanguard programme, Happy, Healthy, at Home.
This report presents the results of a mixed methods evaluation of a GP triage service for non999 calls, provided by North Hampshire Urgent Care (NHUC).
National context for urgent care
The “Next Steps on the NHS Five Year Forward View” (2017) outlines the requirement to
enhance NHS 111 services to help address the rising pressure on urgent and emergency care
services and address the fragmented nature of out-of-hospital services1. Figure 1 illustrates
the operational performance of all national (type 1 and all) Emergency Departments (EDs)
against the 4 hour waiting time target and evidences the pressures EDs are under.
Figure 1: ED waiting time performance

In response to this situation, a new national model for Integrated Urgent Care (IUC) has been
described that is being commissioned and rolled out across England. A critical component of
this model is the Integrated Clinical Assessment Service (ICAS) – a significant redesign of the
111 service to introduce clinical assessment. It is referred to as a “consult and complete”
model that fundamentally changes the way patients access health services. Patients calling
111 will receive a complete episode of care concluding with either:
• Advice and information (including self care)
• A prescription
• An appointment for further assessment or treatment
• Ambulance
• Referral to A&E
The ICAS will contain a multidisciplinary team with at least one senior GP available 24/7,
along with specialist clinicians such as Advanced Nurse Practitioners, Dental Nurses, Mental
Health Nurses and Palliative Care Nurses, alongside Health Advisors.
By implementing IUC systems across England, the aim is to achieve ‘channel shifts’ away from
ambulance, A&E and urgent primary care, towards more dental, pharmacy and self
management care. The following national diagram seeks to describe this - the Clinical Advice
Hub represents the new ICAS.

1

NHS England (2017). Next Steps on the NHS Forward View. Available online at https://www.england.nhs.uk/wp-

content/uploads/2017/03/NEXT-STEPS-ON-THE-NHS-FIVE-YEAR-FORWARD-VIEW.pdf
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Nationally, 11.4% of calls to 111 are directed to ambulance, 8% to A&E and 47% to GP’s. In
this respect, the Happy, Healthy at Home 111 GP Triage service can be seen to be a local trial
of this new national model. By inserting a step between the 111 call handler and A&E, the
aim is reduce the numbers of patients with urgent needs from going there.
The aims of the NEHF 111 GP Triage service
The service model evaluated here was developed in advance of the national specification for
ICAS. Under the new pathway, patients who are assessed by the 111 algorithm (Directory of
Services, DOS) as requiring non-urgent treatment at ED are referred for GP triage, the
outcome of which may be treatment by an alternative service. The project was launched in
April 2017 in two call centres operated by South Central Ambulance Trust (SCAS) (Oxford and
Winchester). The 111 Service identified that approximately 191 calls per month would meet
the requirement for triage by GPs2.
The intended aims of the new service model, as defined in the NHUC business case, were:


An estimated reduction of 30% ED attendances from NHS111 with a cost saving of
£90,916 to the system (equating to 64 advoided attendances per month)



An increase in patient satisfaction with reduced wait for treatment times



A reduction in ED total workload, freeing up the team for more appropriate patients



Provide an educational function to reinforce the correct pathway and highlight that
following the correct pathway results in reduced waits for treatment

In addition, the programme logic model (Appendix 1) described the following outcomes:


Patients empowered to self manage



Improved confidence of NHS 111 call handlers and clinicians



Shared knowledge/ learning within the OOH team



Alignment with new models of care ahead of time



Change in behaviour/ culture of 111 call handlers

2

Non-urgent disposition codes identified as suitable for this intervention: Dx02 – Attend emergency
treatment centre within 60 minutes; Dx03 – Attend emergency treatment centre within 4 hours, and Dx89 –
Attend emergency treatment centre within 12 hours.
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The key numbers
The 111 GP triage service plan and aims in numbers:


191 patients per month would be suitable for redirection by NHS 111 to the GP Triage
service



30% of patients would not then not need to go to the Emergency Department,
equating to 64 attendances per month



15 minutes is the maximum time people should wait to called by the service



764 hours of additional GP time would be needed per annum



£74,000 would be the additional cost



£91,000 savings would result from the reduced ED attendances
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2.

Service Delivery Model
On receipt of a 111 call, the Call Handler uses the 111 Directory of Services to provide the
caller with self-help advice or escalate the call for clinical review and onward direction. Nonurgent dispositions which require an ED attendance are directed to GP triage (now included
on the DOS). Prior to this project, clinical reviews were conducted by 111 Clinicians. Suitable
patients should be told by the 111 Call Handler that they will receive a call back by a GP
within 15 minutes for clinical review, and will not automatically be sent to ED as before.
The GP undertaking the triage has the ability to continue with the pathway of referral to ED if
appropriate, provide telephone advice to the caller, or direct the patient to another service –
either for urgent out-of-hours care at the Primary Care Centre (PCC) at Frimley Park Hospital,
or an appropriate in hours service (e.g. GP the following day).
The service is operational on weekdays between 7pm to 11pm, and at weekends and Bank
Holidays between 8am to 11pm. It is staffed by the existing group of GPs who work within
the NHUC out-of-hours service. Vanguard funding supported an additional 764 hours of GP
time, enabling the staffing of GP triage at weekends.
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3.

111 Call Handler Staff Survey
Integration of the new clinical pathway into the existing 111 service and a willingness for the
call handlers to change their decision making culture is fundamental to the widespread
adoption of this new care model. A survey containing nine questions was undertaken with
the SCAS 111 Call Handlers to understand implementation and adoption of the new GP triage
process. Data was collected over October and November 2017.
Key findings of the analysis:


There is limited awareness of the new GP triage service amongst call handlers which is
likely to affect the volume of patients that call handers refer to the service. Staff
indicate limited confidence in referring to the service and most staff report that they
have not yet referred anyone to the GP triage service. Those that have made a referral
are not sure how many, suggesting low numbers and infrequent use.



Nearly all respondents are unaware of the timeframe in which the GP should call the
patient and most have a neutral opinion of whether the service has reduced patient
waiting times to speak to a doctor. Respondents do indicate that they feel referring a
caller to the GP triage service is an effective way to reduce inappropriate referrals to
ED, yet this is in contrast to their limited knowledge of the service.



Overall, there appears to be limited understanding of this service by the call handlers
and limited adoption at scale with the 111 Call Centre.

Respondents provided the following suggestions of how the service could be improved:
•

Provide more training and support about the service and how to use it, both at call
handler and leadership levels (e.g. using posters in the call centres)

•

Provide training in advance of the service being launched

•

Review some of the DOS modules to make them work more effectively – for example,
medications are missed from module 0

•

Extend the operational hours of the service and beyond 20:00 (as then is when there is
perceived need).
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4.

Patient Experience
The scope for this independent evaluation did not include a review of patient experience.
The service collected a small number of surveys from 13 patients about their experience of
the service between the September and November 2017. Whilst 13 responses is too small a
number to draw any definitive conclusions from, they do provide an indicator of patient’s
views of the service.
Participants were asked to rate their experience in seven domains on a scale of excellent;
good; fair; and poor.
12/13 respondents reported their experience as either excellent or good in six out of seven
domains:


experience of 111 service



waiting time to see or speak to a GP/Nurse



overall rating



treatment or advice



explanation of problem and how the examination was carried out.

All the respondents felt the time they waited for their return call and the treatment advice
was excellent, or good.
11/13 respondents reported a positive experience of “the manner of the doctor / nurse.”
All 13 respondents said that they would recommend the service to a friend or family, if they
required similar care or treatment.
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5.

Activity Analysis
Providing primary care advice and treatment where it is more appropriate than attending ED
is the key aim of this service. To evaluate the degree to which the pattern of ED attendances
has been changed, a dataset has been provided to the AHSN for analysis – data covers an
eight month period from April 2017 to January 2018. This chapter presents the results of this
analysis.
Activity
Over the 10 month period, there were 521 calls referred to the 111 GP triage service by the
111 call handlers. The following graph shows the number of redirected calls per month and
breaks these down into children and adults.

This equates to an average of 52 referrals to the GP triage service a month, with indications
of an upward trend.
Key numbers:
During the planning of the service, it was identified from the SCAS 111 data that there may
be 191 calls per month suitable for GP triage. The current average of 52 per month is a lot
less than this, and is thought to be because of the lack of awareness of the service from the
111 call handlers and technical difficulties with an incorrect description and ranking on the
Directory of Services.
The service is open from 8am to 11pm at the weekend, so this is when most of the calls are
received. The rate of calls per hour are similar across the week. The following charts show
the call activity:
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Outcomes – cases not handled by the service
Not all referrals made to the GP triage service by the 111 call handers, result in a GP triage
phone call with the patient. Of the 521 referrals to NHUC, 76 (15%) did not speak with the
triage GP, for the following recorded reasons:
Theme

Number of cases

Patient went direct to ED/ Already at ED / told to
go to ED by call handler

67

No contact made (inc. 2 unknown outcomes)

7

Out of Hours GP advice or went to NHS Urgent
Care Centre

2

Grand Total

76

The number of referrals not resulting in a phone call with the triage GP has reduced
substantially after September 2017, as shown in the graph below.

NHUC identified that there was confusion and misunderstanding among the call handlers
about the 111 GP triage service – and spent September working with them to amend and
improve the explanation and instructions that they receive and re-promoting the service.
The graph shows that this appears to have worked.
Outcomes – cases handled by the service
The service has actively handled 445 cases over the 10 months since April 2017, at an
average of 45 cases per month. The table below shows the number of cases which did
continue to ED after the GP triage, and are appropriate ED attendances, and how the 307 ED
attendances were avoided.
Case Type

Number

Percentage

Cases not handled by service (with various
destinations, but most ED)

76

15%

Cases which appropriately continued to ED
at advice of GP

138

26%

Case handled by 111 Triage with non-ED
attendance as outcome

307

59%

Grand Total

521
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Key numbers:
During the planning of the service, it was assumed that 30% of redirected calls could be
dealt with by the triage GP and avoid an ED attendance. In the first 10 months, 59% of
patients have avoided an ED attendance – a significantly better ratio.
The GP triage service diverted cases using two alternative outcomes - either with telephone
advice by the triage GP or by advising the patient to attend the Primary Care Centre (PCC) colocated with the Frimley Park Hospital outpatients department.

Response time
Being able to respond to people quickly is an aim of the GP triage service. The target
response time is 15 minutes – 85% of calls (or 384 of 4523) to patients were made within this
window.
Some patients experience long waits, with 68 people (15%) in the 10 month period waiting
over 15 minutes, and with the longest wait being 72 minutes – 57% of these calls (36 calls)
were over the weekend. Achieving a higher proportion of call backs within the 15 minutes is
a development opportunity for the service.
Target: 15 minutes

The average time taken to call back a patient is 8.9 minutes (or 8 minutes 54 seconds). When
considering adults and children separately, the average for children is slightly less at 8.0
minutes, and slightly longer at 9.5 minutes for adults, however these average response times
are all well within the 15 minute target. The figure below also shows an improving trend in
response times over the past four months.

3

Note, 452 calls is more than the 445 handled by the service, as attempted calls were made to some patients not
handled by the service
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Key numbers:
The service aims to make contact with people within 15 minutes of their call to the 111 call
handler. This was achieved for 85% of patients during the evaluation period, with evidence
of an improving trend. A small number of patients experience a long waiting time.
Summary
The activity analysis shows a mixed picture against the key numbers that the service set out
to achieve. It is receiving far fewer re-directed calls than it had anticipated, and this is
considered to be because of the lack of awareness of the 111 call handlers. However, of the
calls it is receiving, it is able to re-direct many more away from an ED attendance than had
been anticipated. Most patients are contacted quickly, and response times are improving
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6.

Economic Analysis
Costs of providing the service
Vanguard funding of £74,670 was provided to NHUC to meet the costs of the additional 764 of GP
hours required to deliver the service between April 2017 and March 2018.
Return on investment modelling
The economic aim of the service is to reduce ED attendances and therefore avoid this cost for the
system.
The cost of a single ED attendance (excluding further/follow on treatment) for this analysis has
been set at £106.25 – this is the average cost of the lower four emergency medicine HRG (Hospital
Resource Groups4, excluding dental care) and excludes any uplift in costs associated with the NHS
market forces factor (MFF) payment index. These four HRG costs have been used rather than all 12
emergency medicine HRG codes on the assumption that inappropriate/avoidable referrals to ED do
not require extensive or expensive investigations /treatments and are therefore at the lower end of
the cost window.
Frimley Park Hospital provided NHUC with the cost of an ED attendance as £119 per attendance for
the purpose of project planning – this was used to derive the £91,000 estimated annual savings in
the project business case. The difference between the value quote by FPH and the value used in
this analysis can be accounted for by the MFF, at crica 13%.
Cost of treatment prior to 111 GP Triage service
Prior to the GP triage service, all 521 calls to the 111 service would have been directed straight to
ED – the cost of treatment for this number of ED attendances is shown below. As this activity
covers a 10 month period, the cost has also been projected for a whole year.
Scenario

Number of
ED
attendances

Cost of
Treatment

Period of evaluation data (10 months)

521

£55,356

Annually (12 months, projected)

625

£66,428

Cost of treatment following 111 GP Triage service
Three scenarios have been modelled:
1. 2017/18 costs avoided and based on the first 10 months
2. 2017/18 costs avoided if the proposed activity were reached
3. Looking forward to 2018/19 – more calls and lower costs

Scenario 1 - 2017/18 costs avoided and based on the first 10 months
Building on the activity analysis in section 5, the costs of the care of the 521 patients redirected to
111 GP Triage service can be calculated and are shown in the following table:

4

Taken from 2017/18 and 2018/19 National Tariff: currencies and prices
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Call destination

Proportion
of referrals

Number

Cost of
Treatment

Total cost of
Treatment

Continue to ED (through
own choice)

15%

76

£89.80

£8,075

Continue to ED (at advice
of GP)

26%

138

£89.80

£14,663

Provided advice by GP

29%

153

£0

£-

Sent to PCC by GP

30%

154

£50.005

£7,700

Total

100%

521

-

£30,438

Cost of treatment under
former pathway

£55,356

Avoided costs
month period)

£24,919

(for

10

Key numbers:
Scaling these figures for the 521 patients in 10 months to an annual figure would give an
annual avoided cost of £29,902. This is significantly less than the planned figure of £90,916.
With a cost of providing the service of £74,670, this represents a loss of £44,768.

Scenario 2 - 2017/18 (full year) costs avoided if the proposed activity level was achieved
The same methodology to consider the economic benefit of operating the service at the planned
annual capacity of 2,292 calls, or 191 calls per month.
Call destination

Proportion
of referrals

Cost
of Total cost
Treatment
Treatment

Continue to ED (through
own choice)

15%

334

£89.80

£35,524

Continue to ED (at advice
of GP)

26%

607

£89.80

£64,504

Provided advice by GP

29%

673

£0

£-

Sent to PCC by GP

30%

678

£50.003

£33,874

Total

100%

2,292

-

Cost of treatment under

5

Number/
yr.

of

£133,902

£243,525

Cost of PCC treatment has been provided by NHUC

16
Evaluation of the 111 GP triage service – April 2018

former pathway
Avoided costs

£109,623

Key numbers:
If the planning assumption of 191 patients per month were realised and the service
continued to avoid ED attendances for 59% of these patients then the avoided costs would
be £109,623 (against a service cost of £74,670).
This would deliver a net saving of £34,953.
Scenario 3 - Looking forward to 2018/2019 – more calls and lower costs
Looking forward to 2018/19, there are two important changes to the service:
1. The service has reduced its funding requirement to provide the same service in 2018/19 to
£48,000 because it has found that it requires fewer additional hours of GP time.
2. The service has been extended to the neighbouring North Hampshire CCG, and re-directed
calls are expected to continue to increase.
Re-running the economic modelling to the most recent average of 76 per month generates a
further increase in avoided costs:
Call destination

Proportion
of referrals

Number/
yr.

Cost of
Treatment

Total cost
Treatment

Continue to ED (through
own choice)

15%

133

£89.80

£14,135

Continue to
advice of GP)

26%

242

£89.80

£25,666

Provided advice by GP

29%

268

£0

£0

Sent to PCC by GP

30%

269

£50.003

£13,479

Total

100%

912

-

ED

(at

of

£53,280

Cost of treatment under
former pathway for 912
ED attendances

£96,900

Avoided costs (inc. 1
year discounting at
3.5%)

£42,145

Key numbers:
If the service continue to receive referral numbers in line with those over the past four
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months (76 patients per month) and the service continued to avoid ED attendances for 59%
of these patients, then the avoided costs6 would be £42,145, against a 2018/19 service cost
of £48,000.
In order to break even in 2018/19, the service would require an average of 87 referrals per
month in 2018/19.

6

Including discounting of 3.5% for 1 year
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7.

Conclusions and lessons for the national urgent care model
This evaluation set out to understand the impact of the GP triage service in a number of areas as
defined in the service logic model. This section of the report brings together all evaluation elements
and triangulates findings into one summary and looks for lessons for the new national model for
urgent care described in section 1.
Returning to the key numbers for this project:
Plan

Evaluation finding

 191 patients per month would be suitable  52 patients per month were redirected to
for redirection by NHS 111 to the GP Triage
the service in its first 10 months, with
service.
recent evidence of an upward trend (90 in
January).
 30% of patients would not then not need to  59% of patients were dealt with by the
go to the Emergency Department
triage GP without the need to attend the
ED.
 15 minutes is the maximum time people  85% of calls were made within 15 minutes.
should wait to called by the service
 764 hours of additional GP time would be  These additional hours were delivered
needed per annum
 £74,000 would be the additional cost

 These additional costs were incurred

 £91,000 savings would result from the
reduced ED attendances

 £24,919 of avoided costs have been
identified based upon the first 10 months
activity levels (or £29,902 if annualised,
based on activity levels for the first 10
months).

The positives for this service during its first 10 months were the better than expected performance
in triage GPs ability to avoid the need for patients to attend the ED. Patients were contacted quickly
and the small sample of patients surveyed reported a very positive experience. This bodes well for
the new national ICAS model and its aim to deliver a ‘channel shift’ away from ED.
Less positive was the limited awareness amongst the 111 call handlers about the service with the
likely consequence that this is why the numbers of patients re-directed were much lower than had
been anticipated at the planning stage. In the ICAS model, the clinical MDT will be hard wired into
the service alongside the call handlers – and likely to be co-located – so this should not be an issue.
On reflection, NHUC do not feel 191 referrals per month will be achieved until there are wider
changes to the urgent care system, but they do expect the number of referrals to the GP triage
service to continue to increase. With ICAS on the horizon, NHUC is continuing to develop their
service. Toward the end of this evaluation, the service was extended to neighbouring North
Hampshire CCG and this will widen the visability and impact of this service. NHUC has further plans
in spring 2018 to implement a SCAS telephony system to enable warm transfer (i.e. calls directly
19
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transferred) of calls and system integration to transfer calls/cases between organisations. This will
help overcome some of the obstacles inherent in cross organisation working evidenced in this
evaluation.
Of more concern to the new national model are the 67 (13%) of patients who on ringing 111 and
being offered a clinical triage, choose to take themselves to ED instead. This does appears to be an
implementation issue which was addressed in September 2017 and the proportion of people taking
themselves to ED has since significantly reduced. This is important learning for the implementation
of ICAS, which is intended to be introduced prior to May 2019.
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Appendix 1 – Logic model
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Appendix 2: 111 Call handler survey results
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#

Question

Results

1

Have you had enough N = 45
information about the ED
Evening and Weekend
OOH Cover Service to be
able to refer patients to
it?

Free Text comments analysis

Conclusion/ Theme

Total comments = 5, themed:

Appears to be limited understanding of
 3 staff have never heard / not aware the 111 GP triage service amongst call
of the process, and 1 suggesting the handlers - Only one third aware
enough to refer to the service.
same of their team leader
 1 staff aware but needing more
information
This suggests
 1 staff needing practical experience
amongst staff.

2

What
proportion
of N = 42
people do you refer to
the 111 GP triage service?
Please answer as a
percentage
(Approximately)

Total comments = 5, themed:

3

How much do you N = 44
agree: I feel confident
about using this new
service

NA

How much do you agree: N = 45
The GP triage service is an
effective way of reducing
the
number
of
inappropriate referrals to
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awareness

Half of respondents indicated they had
sent at least someone for GP Triage.
 1 staff member suggest a “few”
A further 19% are not sure of the
 1 staff member said they have not parentage they refer to the GP triage
used the service
service.
 2 comments suggested this is a This suggests the service is not
regularly used as an outcome of a 111
clinical/clinician responsibility
call.
Almost half of staff have responded
“Neutral”. A further quarter “agree”,
and 20% disagree.

This suggests
amongst staff.

4

limited

NA

limited

confidence

Three quarters of staff agree with this
statement, but in the context of earlier
survey answers, it is reasonable to
suggest that staff are agreeing with the
principal of this statement, not the
23

reality of using the service.
ED

4
A

Question 4 sub question: Only 7 staff could estimate a 27 text comments were provided, with:
Are you able to estimate reduction – limited conclusions can be
 26 staff not being able to answer this
by how much?
drawn from this set of responses
question, including one response
justifying this as they are not a
clinician

This suggests that 111 call handers do
not use the service often enough to be
able to estimate how much they use
the service.

 2 staff have not used the service
 1 “not sure”
5

What do you think that Thematic analysis suggests:
Results suggest most staff are not able
patients think about this
to articulate what patients think
 33% of staff are “not sure” or “don’t know”
service?
specifically of the service, and either
 A further 43% of staff made general positive comments (either current, or provided not sure or generic positive
future tense, e.g. it is good, or will be good
comments
and
correlate
with
experiences of low usage levels.
 1% of staff provided a positive comment, referenced that referenced reduced
ED activity
 8% (n=3) of staff suggested negative comments
 8% of either patients or staff don’t know about the service / or enough about
the service to comment

6

How much do you N = 45
agree: The GP triage
service
has
reduced
patient waiting times to
speak to a doctor

20 comments were received, three clear The extent to which the service has
themes arose from 15 comments
been used appears to be limiting the
ability of call handers to answer this
 8 staff have not used the service, are
question – either because staff are not
not aware or need more information
aware of the service, because they
 A further 5 staff suggest it needs to be have limited awareness and need
24
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used more and/or they have only further information, or because they
used a little as it is so new
have not used it enough.
 Staff made 3 generally positive
comments, e.g. “patients have said
that they feel relieved that they can
speak to someone”

7

What works well? What
does not well about the
service? How could more
patients be referred to
this service by the 111
call handlers? Do you
have
any
other
comments?

18 free text comments were received:

A number of comments indicate that
some staff are not aware of the
 6 suggestions for improvement were provided (details are provide at Section
service, and there is some confusion of
xx)
the pathway. A number of suggestions
 4 people were not aware or have not used the service, and so stated they could for improvement relate to the
not comment
upskilling of, and communication to,
the call handlers.
 2 comments indicated that the respondent did not understand the pathway
(e.g. suggesting that is the clinician, not the call hander who passes a call to the
GP triage service)
 6 comments were grouped as no comment, a general comment or a comment
that could not be understood

8

Would you select this N = 19
Service from the DOS if
not the primary choice?

11 free text comments were provided, Responses suggest that the call
and fell into 4 broad categories:
handers do not feel empowered to
make different decisions to those
 2 positive comments suggest that
suggested, and guided by the DOS,
these staff members would select this
either because they cannot override
option, with 1 seeking manager
the system, or because they are not
approval first
aware of the service.
 4 comments suggested staff would
use the primary DOS choice, either
because they are not a clinician, the
DOS does not allow this, or because
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the patient has already been triage
 3 staff suggested they have never
heard of the service
 2 comments do not answer the
question, but suggest it’s a better
alternative for patients
9

Are you aware that N = 20
patients for this service
should be asked to await
a Doctors call within 1015 minutes?

4, of 6 comments suggest that they [the Most staff are not aware of the
call handlers] have not/never been told requirement for GPs to call patients
of this operational standard
back within 15 minutes of speaking to
the 111 service.
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Appendix 3: Call Handler Survey Question 7 Free Text Responses
Question 7: What works well? What does not well about the service? How could more patients be
referred to this service by the 111 call handlers? Do you have any other comments?
Suggestions for improvement are highlights in green
Answer
I was unaware of the new service
The biggest factor is CH understanding/training and live support. Leadership must take the reins
to push this and improve DOS use with CHs.
111 could triage so stop receptionists doing it as already trained
unsure as we have no feedback from this service
cant comment
More information given to the call handlers regarding this new service.
NEVER USED IT SO CANNOT COMMENT
booking in works well - we could do this for many other services. Module ) doesn't work well some details not needed and no question for having missed out medication or doses of which
would save at least 5 minutes and 21 further questions under the pathways system. Missed
meds need to be in module 0
maybe have more training prior to 111 gp triage service was launched - didn't get told until the
day by email
ship pts are unable to book which requires them to callback sometimes booked appts would
have them booked and appts filled asap
not enough clinicians
111 call handlers do not refer it is the clinicians
IF THEY'VE COME THROUGH 111 CALL HANDLERS, WHY WOULD THEY NEED TO USE ANOTHER
AT THE GP SURGERY?
2-3 simple posters for each 111 call centre to advertise it more. should reduce attendance at
ED/MIU
Call handlers need to check all of DOS search for GP Triage Service as an option not just choose
Out of Hours GP.
more availability and more information to clinicians. longer hours, more OOH time, ending at
20:00 does not deal with much of our service demand
tell us how to do it
support from the GP triage as some patients come back to the 111 and say that they have been
told to call back the 111 service
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