Leatherhead, Surrey
Tim Albert, lecturer in
communication skills

Montpelier Health Centre,
Bristol BS6 SPT

Stephanie Chadwick, general
practitioner

Correspondence to:

Tim Albert, 5 Cobham
Road, Leatherhead, Surrey
KT229AU.

BM7¥1992;305:1266-8

1266

GENERAL PRACTICE

How readable are practice leaflets?

Tim Albert, Stephanie Chadwick

Over the past few years the subject of doctors’ com-
munication skills has come under scrutiny, and in 1991
a consensus conference was held in Toronto.! Attention
has focused mainly on the outcome of messages
between doctor and patient when both are present. Yet
much communication takes place in the doctor’s
absence by means of leaflets and notices. This impor-
tant topic has seldom been studied.

All general practices now have to produce leaflets for
their patients under specified guidelines.? Evaluation
shows that they are well received® and that they can
influence patients’ behaviour.** But are they as readable
as they might be? We examined 85 practice leaflets
from the Avon area using accepted techniques of good
written communication. In particular, we used a
simple index of readability (the “fog” test) to compare
the clarity of the language used in leaflets with that in
outside publications.

Fog test

Teachers of effective writing have been using varia-
tions of the fog test for about 50 years. Its application
to communication in the health services is not new.
Ley and colleagues in 1972 advocated greater use of a
fog test for x ray information leaflets,® and it has also
been used in writing cervical screening letters
(G Sutton, personal communication). We chose the
Gunning fog test (see appendix),” which uses a simple
numerical index of readability. This used to be called
the “reading age,” but to avoid confusion with chrono-
logical age we refer to it as the “reading score.” It uses a
small sample of words from a document and provides
what is essentially a broad measure of long sentences
and long words. Despite its relative crudeness it allows
comparison. The two examples given in the appendix
and the scores from outside sources listed in table I
suggest that the comparison is sensible. As a general
rule the lower the score the easier the passage is to read.

TABLE I—Reading scores of various forms of writing

Score
Wordsworth (Upon Westminster Bridge; repunctuated) 6
Arthur Hailey (Strong Medicine) 7
Sunday People (news story) 10
Kingsley Amis (The Old Devils) 11
Daily Mail (news story) 12
BM?¥ article (on audit) 16
Times leader 17
Insurance policy 20

Practice leaflets

The 85 practice leaflets varied considerably in
appearance, ranging from typewritten sheets to more
elaborate documents, using colour, prominent display
type, and illustrations. Typefaces varied, as did the use
of white space. However, we considered that only nine
of the 85 leaflets (10-6%) met the guidelines of the
Royal National Institute for the Blind, which suggest

12 point as the minimum size for a readable typeface.®
Several used italics (which are considered difficult to
read) for body text, and a few used typefaces as small as
8 point. The language varied considerably, and to
examine this with the fog test we chose 100 words
from the sections dealing with surgery times, appoint-
ments, and emergencies. These were likely to be the
sections most commonly read by patients. Six leaflets
did not have enough information in these sections and
we rejected them, leaving 79 for fog test analysis.

The mean reading score of the 79 leaflets was 11:6
(range 8-17; table II). The wide range of scores tended
to confirm the fog index as a useful measure of
readability and suggested a satisfactory general level of
readability. Ten (13%) leaflets, however, had a reading
score of 14 and over, and six (7-6%) a reading score of
15 and over. This was on a similar level to or more
difficult than papers in the BMY. Doctors should
consider how many of their patients could cope with
such language.

Although the sample sizes were small, we wished to
know if there was a possible explanation for high
scores. Practices with three partners produced the
most readable leaflets (table III). Overseas qualified
single handed general practitioners (n=4) had an
average score of 10-5 whereas other single handed
general practitioners (n=10) scored 14. On the other
hand, there was no apparent link between practices
writing simple prose and (a) those using good print
quality generated by a word processor or professional
printing, (b) those using cartoons or illustrations, or (¢)
those resisting the temptation to spell “doctor” with a
capital D (see below).

Twenty one of the 79 practices (26:6%) used line
drawings of their practice, many of which seemed to
have been taken from architects’ drawings. Only six
practices (7-6%) used pictures representing patients,
although one of these was from an eighteenth century
line drawing. Other front page illustrations included
line drawings of a doctor and receptionist, a tree, a
doctor’s bag and stethoscope, and two ducks and five
ducklings. One practice had a photograph of the
partners, and one had photographs of the entrance to
the surgery and waiting room. Four used cartoons, and
eight (10-1%) used thumbnail sketches (telephone,
aeroplane, teddy bear) alongside the text.

Producing more readable leaflets

Several publications discuss techniques for effective
writing.*!! We think that many practices would find
the following principles helpful.

(1) Readers’ interests should be paramount

Communication takes place only if a message is
successfully and completely transferred from one
person to another. Hence not only language but also
other devices, such as layout and illustrations, should
be carefully chosen with the readers’ interests in mind.
This may mean that messages will have to be simplified.
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TABLE I—Reading scores of 79

practice leaflets
Reading score No
8 2
9 9
10 13
11 18
12 15
13 12
14 4
15 2
16 2
17 2
Total 79

Mean reading score 11-6.

TABLE IlI—Reading score and

size of partnership

Partnership

No

Reading

score

Single handed

Two partners

Three partners
Four partners

Five partners

Six or more partners

14
13
15
13
13
11

12-1
11-2
10.6
11-8
122
11-6

Total

79

11-6
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In particular, practices should make sure that they
choose a typesize large enough to be legible. They
should use clear headlines and avoid a surfeit of bold
and italic type. White space should be used to frame
the text, and illustrations should be used because they
put across messages, not because they look pretty or fill
up space.

(2) Use short sentences

Some sentences in the leaflets were needlessly long.
For example, “If an emergency arises and you require
urgent medical attention you are requested to telephone
the surgery, the telephone may be transferred to an
answering service and you will be given an alternative
number to contact by British Telecom exchange.” This
has 40 words, of which eight would be considered long
in the fog test. It could be rewritten, “If you need
medical help urgently please phone the surgery. You
may be transferred to an answering service, which will
give you another number to ring.” This has 26 words,
of which five are “long.”

(3) Use short words

The leaflets tended to be formal, with words like
“require” (need), “if possible” (if you can), “are
unable” (cannot, can’t), “notified” (told), and “assist”
and “assistance” (help). These led to awkward phrases
like “will not necessarily be” (may not), “if you
consider that your problems warrant an urgent con-
sultation” (if you need to see the doctor urgently), or
“to enable the doctor to determine priority visiting” (to
allow the doctor to see the most urgent cases first).

(4) Use concepts that readers will understand

Phrases like “acutely ill,” “continuity of care,”
“emergency cover,” and “open access” may be familiar
to doctors. But do all patients understand what they
mean?

(5) Avoid unnecessary words

The word “basis” was sometimes used, as in
“appointment basis” or “rota basis.” It is not needed.
Other redundancies included “three year interval,”
“surgery opening hours,” and “a comprehensive range of
family medical services.”

(6) Use active rather than passive voice

Most writers on writing agree that using the active
(“A sees B”) rather than passive voice (“B was seen by
A”) is more economical, more vigorous, and less likely
to be misinterpreted (particularly when written “B was
seen”). Thus, “A full range of minor operations is
undertaken in this practice” may be written as, “This
practice undertakes a full range of minor operations.”
This is shorter and more direct.

(7) Be personal

The common use of the passive also serves to
depersonalise. Thus “We believe” rather than “The
philosophy of this practice is . . .”; “you should” or
“please” rather than “it is preferable that . . .”; or
“contact the doctor if you need a home visit” rather
than “the doctor can be contacted if a home visit is
essential.” Writing “A fee may be payable” does not
soften the blow.

Only one single handed practice used the first person
singular—*“I like to visit.” None used the plural “We
like to visit.” Instead they tended to use the more
formal, “The doctors operate an appointments system”
or “A doctor is available.”

(8) Avoid unnecessary capitals

Initial capital letters should be used at the start of
each sentence and for proper names (such as Bristol
and Bath). They are not needed elsewhere, and many
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professional communicators believe they have a harm-
ful effect, by slowing the reader, intruding in the text,
and giving unnecessary prominence. Many practices
used them at will, for words ranging from “Practice”
and “Health Centre” to “Contraception,” “Employ-
ment,” and “School Attendance.” Twenty six practices
(33%) wrote “Doctors” rather than “doctors” in the
text, yet 43 (54%) used a capital initial letter for
“Nurses.” We cannot explain this. One practice used
initial capitals for “Social Worker” (but not for doctors
or nurses); one practice wrote “Patient.”

(9) Follow rules of grammar and syntax

Generally the standard of grammar and spelling was
high. However, the efforts of practices to avoid sexist
language led to the same error in two different leaflets:
“Doctors are . . . They . . .” rather than “The doctor
is...He or she .. .” This caused some difficulty, as in
“Each doctor keeps their own list” rather than “Each
doctor keeps his or her own list” or “All doctors keep
their own lists.”

There was one case of ambiguity caused by faulty
syntax (“On Saturday mornings only one doctor is
available”—does “only” qualify the mornings or the
doctor?) and one ambiguity which could cause an
unusually high workload—*“Please come to the surgery
whenever possible.”

Conclusion

We find that many general practitioners are
extremely concerned with the technical aspects of their
practice leaflets—for example, the quality of printing,
photographs, and illustrations. Yet some clearly ignore
or misunderstand the needs of their readers and a
minority neglect the simple (and comparatively cheap)
techniques of good, simple, written communications.
We recommend that general practitioners revising
their practice leaflets should avoid making value judg-
ments on the popular press and look carefully at the
way in which it presents information.

Finally, we recommend the fog test as a useful tool.
Practices scoring 12 and over should see whether they
can use shorter sentences and simpler words. The
guidelines above should prove useful.
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Appendix

FOG TEST

(1) Choose a passage of about 100 words, which must end in
a full stop.

(2) Find the average sentence length by dividing 100 by the
number of sentences.

(3) Find the number of long words, defined as those of three
syllables or more, excluding (a) proper nouns; (b) combina-
tions of easy words, like photocopy; (c) verbs that become
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three syllables when “-es,” “-ing,” and “-ed” are added (for
example, committed); (d) jargon that the reader will know.

(4) Add the average sentence length to the number of long
words.

(5) Multiply by 0-4 to get the “reading score.”

Example 1—Appointments can be made by telephone on the
appointments line or in person during surgery hours. An
appointment system is in operation during normal surgery hours
but if you need to see a doctor urgently and no appointment is
available please explain to the receptionist who will arrange for
you to see a doctor as an emergency. If your medical condition
prevents you from attending the surgery a home visit can be
requested by phone, before 10.00 please. During surgery
hours your relephone call can be put through to a doctor for
tmmediate advice and he will decide if a visit is required.

Example 2—Out of hours relephone the surgery and a
recorded message will give you the number of the on call
doctor. In a call box you will need enough money for two

calls. We share the on call rota with the . . . practices. The
doctor on call has a normal day’s work before and after his on
call commitment. Ring the surgery and arrange [appointments]
with the receprionists during working hours. Please let us
know if you are unable to keep your appointment. If you feel
you need a long appointment please ask.

Comparison of exdmples 1 and 2 in fog test

Example 1 Example 2

Instructions to authors

General points

® All material submitted for publication is assumed to be
submitted exclusively to the BM¥ unless the contrary is stated
and should conform to the uniform requirements for manu-
scripts submitted to biomedical journals (the Vancouver style;
BM¥1991;302:338-41).

® All authors must give signed consent to publication.

® The editor retains the customary right to style and if necessary
shorten material accepted for publication.

® Type all manuscripts (including letters and obituaries) in
double spacing with 3 cm margins.

® Number the pages.

® Give the name and address of the author to whom correspond-
ence and proofs should be sent.

® Do not use abbreviations.

® Express all scientific measurements (except blood pressure) in
SI units.

® Keep one copy of the manuscript for reference.

Points specific to each section

PAPERS, GENERAL PRACTICE, EDUCATION & DEBATE
Papers report original research relevant to clinical medicine.

They are usually up to 2000 words long with up to six tables or

illustrations (short reports are up to 600 words with a maximum of

one table or illustration and five references).
General Practice covers matters relevant to primary care.
Education & Debate includes reports (up to 2000 words) on the

organisation or assessment of medical work and on sociological

aspects of medicine or the organisation, financing, and staffing of

health services.

® Give the authors’ names and initials and their posts when they
did the work.

® Papers and General Practice articles should conform to the
conventional format of structured abstract (maximum 250
words), introduction, methods, results, discussion, and refer-
ences.

® Include a paragraph (maximum 150 words) for the This Week
in BM] page.

® Send three copies (if the paper is rejected these will not be
returned; after three months they will be shredded).

® Whenever possible give numbers of patients or subjects studied
(not percentages alone).

® Any article may be submitted to outside peer review and
assessment by the editorial committee as well as statistical
assessment; this takes about eight weeks.

® Manuscripts are usually published within three months of the
date of final acceptance.

LETTERS

® Should normally be a maximum of 400 words and 10 references.

©® Must be signed by all the authors.

® Preference is given to those that take up points made in articles
published in the journal.

® Authors do not receive proofs.

MATERIA NON MEDICA
@ Should be a maximum of 400 words.
® Authors do not receive proofs.

MEDICINE AND THE MEDIA

® Authors should discuss a proposed contribution with one of the
editors before submitting it.

® Authors do not receive proofs.

PERSONAL VIEW
® Should be a maximum of 1200 words.

(1) No of sentences 4 7
(2) Average sentence length 25 14
(3) Long words 18 7
(4) (2) Plus (3) 43 21
(5) Reading score ((4)x0-4) 17-2 8-4
OBITUARIES

® Should normally be a maximum of 250 words.

® Authors should summarise the person’s career in a separate
paragraph and not repeat these details in the main text.

® Authors do not receive proofs.

Tables

® Should be on separate sheets of paper from the text.

® Should not duplicate information given in the text of the
article.

® Whenever possible, when relevant, numbers of patients or
subjects studied should be given (not percentages alone).

® If a table has been published previously written consent to
republication must be obtained from the copyright holder
(usually the publisher) and the author(s).

Figures

® Should be used only when data cannot be expressed clearly in
any other way.

® Should not duplicate information given in the text of the
article.

® The numerical data on which graphs, scattergrams, and
histograms are based should be supplied.

® Whenever possible, when relevant, numbers of patients or
subjects studied should be given (not percentages alone).

® Legends should be on separate sheets of paper from the text.

® If a figure has been published previously written consent to
republication must be obtained from the copyright holder
(usually the publisher) and the author(s).

LINE DRAWINGS
® Should be presented clearly to aid redrawing.

FIGURES THAT ARE NOT LINE DRAWINGS

® Should usually be glossy prints.

® Should be no larger than 30x21 cm (A4).

® Important areas should be indicated on an overlay.

® The top should be marked on the back.

©® Photomicrographs should include an internal scale marker.

® Labelling should be on copies, not on the prints.

® Patients shown in photographs should have their identity
concealed or give written consent to publication (BMY
1991;302:1194).

® Staining techniques for photomicrographs should be stated in
the legend.

References

® Should be numbered in the order in which they appear in the
text.

® Should give the names and initials of all the authors (unless
there are more than six, when the first six should be given
followed by ez al); the title of the article or chapter; and the title
of the journal (abbreviated according to the style of Index
Medicus), year of publication, volume number, and first and
last page numbers; or the names of any editors of the book, title
of the book, place of publication, publisher, and year of
publication, and first and last pages of the article.

® Information from manuscripts not yet in press, papers reported
at meetings, or personal communications should be cited in the
text, not as formal references.

Proofs and reprints

® Corrections to proofs should be kept to a minimum and should
conform to the conventions shown in Whitaker’s Almanack.

® If corrections need justification give this in a letter, not on the
proof.

® Reprints are available; a scale of charges is included when a
proof is sent.
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