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Course Objectives  

The goal of this program is to inform nurses about the growing specialty of telephone triage nursing. After studying 
the information presented here, you will be able to —  

• Describe three purposes of standardized guidelines.  

• Name four settings where telephone triage nurses may perform their jobs.  

• Discuss how telephone triage nursing uses the nursing process. 

 
By 2 AM, Elizabeth was in a panic. Two-year-old Jack had been crying for half an hour. He was burning up with fever 
and had vomited twice. Elizabeth worried about dehydration, so she gave Jack a sippy cup of cold apple juice. He 
threw it up almost immediately. Elizabeth paced the floor, cradling the cranky toddler in her arms. Should she call 
Jack’s physician, or should she take Jack to the ED? Jack’s dad was in Iraq, and Elizabeth didn’t think she could get 
anyone to watch her infant daughter at this time of night. Then she remembered that the military had provided her 
with a 24-hour triage nurse line. 

Many health organizations provide telephone triage lines, including HMOs and health insurance companies, the 
military’s Tricare program, Medicaid and Medicare programs, medical groups, and EDs. Some offer the services 
directly; others may contract with large organizations that provide telephone triage nurse services from call centers 
where RNs take calls 24 hours a day, seven days a week. Nurses in some provider offices may offer telephone triage 
as part of their daily routine.  

Nurses have been interacting with patients by telephone since the 1970s, when physicians discovered the value of 
having nurses answer their off-hour calls. In response to the evolution of telephone triage nursing, the American 
Academy of Ambulatory Care Nursing published its Telephone Nursing Practice Standards in 1997.
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 In 2001, the 

AAACN published the second edition of the standards, renamed Telehealth Nursing Practice Standards, to 
encompass the changing role of nurses who interact with patients by telephone or other electronic means.
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Helping out 

Telephone triage nursing is cost effective and helps relieve pressure on other providers. For example, in one study, a 
pediatric office received 280 to 380 phone calls per provider per week,
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 many involving issues that an RN can 

address. Telephone nurse triage services can help control costs, an important factor for government payers, such as 
Medicaid and Medicare. About 10% of the nation’s health care is delivered in EDs, and 48% is received at primary 
care provider offices.
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 Yet by some estimates, 55% of ED visits and 25% of PCP visits are not medically necessary.
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The advice and recommendations that telephone triage nurses provide help ensure that care is delivered at the 
appropriate level, thereby reducing costs while still maintaining quality and safety. 

Telephone basics 

Organizations offering telephone triage nurse services often provide toll-free numbers that quickly connect callers 
(who may be patients, parents, spouses, or friends) to RNs. The nurse gathers required information from the caller 
and then elicits the symptoms leading to the call. Nurses use computerized or paper guidelines (called algorithms or 
protocols at some institutions) to assess symptoms, such as chest or abdominal pain in an adult or fever and vomiting 
in a child. Based on the caller’s answers to the questions, the nurse recommends a level of care, ranging from giving 
home care instructions to dialing 911. 

Telephone triage is the process of assessing a caller’s request for medical intervention and ranking the request 
according to the level of medical intervention needed.
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 Triage has been defined as a method of determining the 

severity of illness or injury for each patient arriving in the ED and putting the patient “in the right place at the right time 



to receive the right level of care.”
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 The primary difference between  telephone triage and triage in the ED is that 

telephone triage nurses do not have the benefit of seeing or touching patients; instead, nurses rely heavily on 
listening and building rapport with callers. 

Any call that is both effective and safe must start with building rapport. Calls begin when telephone triage nurses 
identify themselves by name as registered nurses (not RNs — that may be unclear to callers) and offer to help. 
Despite a sometimes heavy call load, nurses must remain fresh and focused on meeting each caller’s needs. 
Elements of a successful nurse-patient interaction include —
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• The nurse’s voice. The tone of voice alone influences callers’ perceptions of the nurse. Is the nurse abrupt, 
unfriendly, uninterested? Or is the nurse’s voice pleasant? Are words seemingly spoken with a smile? The 
nurse must speak with clarity and at a speed of 125 to 160 words a minute, neither too fast for 
comprehension nor slow enough to project boredom.  

• Listening skills. Hearing is physiological while listening is psychological. Active listening is the nurse’s 
strongest tool. By some accounts, only 25% to 50% of interpretations made during an average conversation 
are accurate. With experience, skilled telephone triage nurses learn to more accurately interpret what callers 
are saying. The nurse listens to answers to questions rather than anticipating the response. The telephone 
triage nurse listens for unexpressed concerns; for example, a nurse may sense that a caller who asks what 
it means if his heartburn does not abate with antacids is really worried that he may be having a heart attack.  

• Interviewing techniques. Nurses generally are skilled at interviewing patients. Using open-ended questions 
is one of the most successful strategies in telephone interviewing. “Tell me more about how you feel” will 
elicit more useful information than “Did you throw up?” Experienced nurses can rephrase and reflect what 
they hear, further strengthening rapport.  

• Closure. When nurses do a good job at projecting themselves as confident, caring, and professional, callers 
are more likely to accept their advice. For example, a worried mother may call about a baby with a 
temperature of 100.5 F without other significant symptoms, worried that it’s a “raging” fever needing 
emergency treatment. If the nurse has built rapport and trust, the mother will understand that it is safe and 
appropriate to care for her baby at home. During closure, the nurse may ask the caller to repeat the 
instructions to ensure comprehension. The telephone triage nurse reminds the caller to phone back with 
further questions or if symptoms change. The satisfied caller is left knowing that help is just a phone call 
away. 

Guidelines to the rescue 

“But I never worked in peds,” a nurse may say. “My experience was in CCU. How can I give advice about a sick 
child?” Fortunately, nurses don’t have to have a clinical background in each of the many areas they will discuss with 
callers. Telephone triage nurses are guided through their calls with sets of standardized questions. These guidelines 
provide a structured approach to assessing the patient, and they promote consistent triage outcomes. Guidelines 
provide flexibility and allow the nurse to tailor advice to callers’ needs while maintaining specific standards of care.
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During a typical call, the telephone triage nurse first collects required demographic information. Next, the nurse 
gathers enough information about the caller’s concerns to identify the best guideline to use. Then, the nurse begins 
asking the guideline questions. Usually, the nurse enters callers’ yes or no answers to guideline questions into a 
computerized decision tree (or plots the answers on a print version). The most serious conditions are ruled out first by 
the “no” responses. Each negative response moves the guideline to less serious possibilities. For example, Does the 
child have a stiff neck? No. Does the child have a rash that fails to blanch on pressure? No. Is the fever over 102? 
No. Eventually, the caller answers a question in the affirmative. Yes, the child is alert, oriented, and taking fluids. Yes, 
the child’s fever is under 100.5. In this case, the parent probably could provide the recommended level of care at 
home. 

Getting it right 

Guidelines ensure that callers are directed to the right level of care at the right time by the right provider. Physicians, 
nurses, and specialists develop and approve the guidelines. Guidelines are often tested by concordance, the process 
of comparing the level of care recommended by physicians to that recommended by nurses after completing 
guidelines. Studies show that concordance is high; one study found outcomes for telephone triage nurses to be as 
safe as physician-delivered outcomes.
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 Additionally, guidelines err on the side of caution, recognizing the fact that 

nurses are relying solely on telephonic interaction rather than in-person assessment.
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Guidelines ensure that callers with similar symptoms will receive the same advice regardless of the clinical 
experience of the nurse. However, the telephone triage nurse is always expected to use critical thinking and judgment 
in traversing the questions and in recommending the appropriate level of care, even though it may at times differ from 
the guideline’s outcome. For example, the nurse may upgrade the recommended level of care.
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Suppose a mother calls about a child who is displaying symptoms of a mild upper respiratory infection. Perhaps the 
child has asthma and thus the potential for a rapid decline in respiratory function. Instead of offering home care 
instructions for pediatric URI, the telephone triage nurse may recommend that the woman speak to the child’s 
provider within four to six hours — or sooner if the symptoms progress. 

In some systems, the guideline itself serves as a documentation tool through the answers to the yes or no questions.
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In addition, there is usually an area on the computer screen where the nurse may enter additional information about 
the call. Some systems have a separate documentation tool. Guidelines are powerful tools in risk management. By 
documenting the caller’s response to questions and the nurse’s recommended level of care, guidelines help 
safeguard caller, nurse, and employer.
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Special attention 

While any caller may have circumstances that put him or her at special risk, some populations are automatically 
considered at high risk. These people are often heavy users of telephone triage services and include —
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• People with chronic conditions and comorbidities: A relatively minor problem, such as a laceration, may 
escalate to more serious concerns, especially among people with diabetes or immune system disorders.  

• Pediatric patients: New parents have little time in the hospital to learn about their babies. Parents have 
questions about cord care, feeding, and symptoms of possible illness. The nurse has to depend on the 
parent’s accurate observation and reporting of a child’s symptoms. Nurses may ask to speak with an older 
child to elicit information the child may not have told the parent.  

• Reproductive-age women: This category includes girls who have reached menarche. These callers may 
have questions about contraception, possible pregnancy, or vaginal infections. Pregnant women call about 
obstetrical concerns, such as vaginal discharge, bleeding, and signs of possible labor.  

• Seniors: Older callers may have multiple comorbidities, memory deficits, decreased comprehension, and 
sight or hearing problems. They may be on numerous medications and are more likely to become 
dehydrated with vomiting or diarrhea. They may lack support systems and transportation to medical care.  

• Reportable issues: Occasionally, telephone triage nurses receive calls about issues that fall into the 
mandated reporting categories. These include the reported or suspected abuse of children, dependent 
adults, or elderly people and threats of suicide or homicide. 

Follow the process 

Telephone triage nurses are the ultimate multitaskers. They are speaking, listening, searching their computers or 
books for the correct guideline, and typing or writing in their documentation along the way. As with nursing care 
delivered in any other setting, telephone triage nursing follows the nursing process.
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Assess: The foundation of the assessment is the caller interview. While much information will be subjective, some will 
be objective. For example, the nurse can hear wheezing, coughing, and slurred speech. The caller may report an 
elevated blood pressure reading or low blood glucose using home equipment. The nurse will gather and document 
information using the guideline while prioritizing the caller’s complaints. It’s not uncommon for callers to focus on 
relatively minor concerns while the nurse recognizes a problem of potentially greater acuity. Most callers ask what is 
wrong with them. Telephone triage nurses must clearly articulate their roles in assessing symptoms and making 
recommendations. Nurses do not make medical diagnoses. 

Plan: After the nurse assesses the patient, the guideline presents a recommended level of care. The nurse must 
determine whether the guideline has addressed the caller’s symptoms and whether the triage decision aligns with the 
situation. The nurse considers issues such as age, individual circumstances, and comorbidities. Is the caller 
downplaying his symptoms? A 55-year-old man may explain away his chest discomfort as muscle strain after a 
vigorous tennis match. His wife may get on the phone and say that her husband’s physician suspects heart disease. 
While formulating plans of care for callers, telephone triage nurses consider subjective and objective data, as well as 



their own judgment and experience. 

Implement: The telephone triage nurse will deliver the plan of care to the caller, keeping in mind the caller’s ability to 
comprehend and follow instructions. Is the recommended level of care to dial 911? Or is it to head to the nearest 
urgent care center? In some cases, the nurse will have resources to locate a nearby facility. Is the outcome to speak 
to a health care provider within four hours? Many people do not know how to reach their physicians after hours. 
Should the caller make an appointment with a provider within a week? Or does the guideline support self-care as a 
safe outcome? If so, the nurse provides that information. 

The nurse’s closing statement includes instructions to call back if symptoms persist or get worse, as in the case of 
previously nonproductive cough that begins to produce purulent sputum. This not only gives callers a clear idea of 
when to seek additional advice, but it also protects the nurse by turning the responsibility back to the caller. 

Evaluate: The telephone triage nurse evaluates the caller’s degree of comfort with the recommended outcome. The 
nurse may phone the caller back in a few hours or the next day, especially if the caller’s condition was emergent or 
urgent. In turn, the nurse’s work is evaluated, as well. The organization may contact the caller by phone or mail to 
ascertain the level of satisfaction with the telephone triage process. Supervisors may monitor live or taped calls.  

Doing well on the call is only part of what makes a good telephone triage nurse. Documentation of triage calls is just 
as important as hospital nursing notes. Perhaps a caller was experiencing severe abdominal pain. If the record 
reflects that the nurse strongly urged the caller to seek urgent care but the caller declined to do so, nurse and 
employer may be protected if the patient experiences an adverse outcome. Monitoring calls helps identify quality and 
safety issues, as well as ascertain training needs; one study showed it is necessary to monitor only 1% of an 
experienced nurse’s calls to meet those goals.
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An attractive choice 

While most nurses have probably never considered a career in telephone triage nursing, it has a lot to offer. Both 
nurse and caller can find it very satisfying. In one study, 96% of callers understood and were satisfied with the advice 
they received from the triage nurse.
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 Telephone triage nursing provides an attractive work environment for those who 

wish to leave the bedside or those who have to leave because of injury or latex allergy. Working at a call center may 
offer a flexible choice of around-the-clock schedules. Pay differentials are usually offered for evenings, nights, 
weekends, and holidays. 

Any job has its downside. Some nurses discover that working with computers and phones all day is too sedentary for 
them. Pay is usually less than that in hospitals, but that’s true of most nursing jobs outside of clinical environments. 
New triage nurses may find it disconcerting to have their calls monitored and to be evaluated by unfamiliar 
parameters, such as talk time (percentage of the shift spent on calls) and call length (may average five to six 
minutes).
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Learning the ropes 

Telephone triage nursing has come into its own as a career. Training for new staff is usually thorough and includes 
sessions on using computers, telephones, and guidelines. Training is usually followed by several weeks with a 
preceptor. Continuing education hours are often provided inhouse. The AAACN offers a course in telehealth nursing 
practice that is available at conferences or through a combination of workbook and CD. Nurses can become certified 
in telephone triage by taking a test administered by the National Certification Corp. The test includes sections on the 
principles of telephone nursing, clinical aspects of telephone nursing, and professional issues. Upon passing, a nurse 
receives the credential RNC in telephone nursing practice. 

Telephone triage nursing can be rewarding. The pace is fast, and the variety is endless. Many nurses say they spend 
less time on paperwork and more time teaching patients than they did in the hospital. For patients, telephone triage 
nurses offer unprecedented access to health care information and support. And that makes it a win-win situation for 
both patient and nurse. 
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Barriers to effective telephone communication  

Telephone triage nurses have a number of pitfalls to avoid, including — 

• Sounding busy or abrupt, or rushing through the call  

• Using inappropriate slang or confusing medical terminology  

• Arguing with or intimidating the caller  

• Judging or blaming the caller or healthcare provider  

• Being authoritarian by lecturing the caller or minimizing concerns  

• Losing professional perspective  

• Speaking too loudly or too softly  

• Talking to coworkers during the call  

• Not having a quiet, secure area to conduct calls  

• Revealing inappropriate personal information  

• Allowing long silences or interrupting frequently 

Source: Gathered from listed references 

Resources  

Websites 

• American Academy of Ambulatory Care Nursing — www.aaacn.org  

• National Certification Corp. — www.nccnet.org  

• Telephone Triage Consulting — www.telephone-triage.com 

Books 

• Briggs JK. Telephone Triage Protocols for Nurses. Philadelphia, PA: Lippincott; 2002.  

• Grossman VGA. Quick Reference to Triage. Philadelphia, PA: Lippincott; 2003.  

• Jannetti AJ. Telehealth Nursing Practice Core Course Manual. Pitman, NJ: American Academy of 
Ambulatory Care Nursing; 2003.  

• Lafferty S, Baird M. Telenurse Telephone Triage Protocols. Albany, NY: Delmar; 2001. 

 


