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Burton Hospitals NHS Foundation Trust 

 

DEVELOPMENT OF PATIENT INFORMATION POLICY 
 
 
 

1. BACKGROUND 
 
 

Burton Hospitals NHS Foundation Trust takes the standard of information 
provided for its users extremely seriously.  It recognises that in addition to 
affecting patient choice, information has ethical and legal implications for the 
professionals delivering services. 

 
One of the loudest messages from the National Choice, Equity and 
Responsiveness Consultation (Department of Health, 2003) was that the 
overwhelming majority of patients want the right information, at the right time, 
suited to their personal needs, so they can make sensible decisions and choices 
about their treatment and care. 

 
Information is often communicated through a wide range of media over which the 
Trust has little, if any, control. 

 
For patients, the choices that they face are highly complex.  They need to be able 
to understand and weigh up these choices; consider the urgency of any proposed 
treatment; the quality of care they are expecting; the facilities they need, as well 
as other practical considerations such as transport, parking and convenience. 

 
For the hospital and the professionals providing the information, care has to be 
taken to provide the most accurate, up to date information at the right time for 
each individual addressing their needs, assessing their understanding to guard 
against misinformed consent but balanced with information overload. 

 
The Trust recognises that effective communication with service users also 
improves its own efficiency.  This is done by managing patient expectations and 
gaining properly informed consent. 

 
 
 

2. POLICY OBJECTIVE 
 
 

The objective of this Policy is to manage the risks associated with patients not 
receiving adequate information to make an informed choice about their proposed 
care and /or treatment. 
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3. DEFINITION(S) 
 

Patient Information, for the purposes of this Policy, is classed as Information 
(printed, verbal, electronic, or audio) about conditions, treatments, investigations, 
medications and services. 
 
There are two types of patient information - Clinical and non clinical.  Clinical 
information provides patients with information about their condition and assists 
the patient in making informed choices and decisions about treatments, care, 
investigations, and medications. 
 
Non clinical information can relate to for example any information not directly 
relating to a patient’s care/treatment, services provided by the Trust, or directions. 
 
 

4. DUTIES AND RESPONSIBILITIES 
 
4.1 Chief Executive 
 
 The Chief Executive is responsible for the authorisation of all Corporate Policies 

(clinical and non clinical). 
 
4.2 Executive Management Team (EMT) 
 
 The Executive Management Team is collectively responsible for the ratification of 

this Policy and individually responsible for its implementation within their areas of 
responsibility. 

 
4.3 The Communications Manager and Head of Governance 
 
 The Communications Manager and Head of Governance, as originators of this 

Policy, will ensure that the all draft policies and that this Policy is circulated to all 
key stakeholders including any relevant committees/ groups as part of the 
consultation period. 

 
 They take responsibility for assessing the need for the change of this Policy as a 

result of changes in legislation and for initiating and co-ordinating the process of 
review and revision, subsequent submission for approval and adoption. 
 
The Head of Governance is responsible for ensuring that the Patient Information 
Database on the Intranet/HISS is maintained and fit for purpose. 
 

 The Head of Governance is responsible for the upload onto the intranet site of all 
Patient Information leaflets, having ensured the receipt of a fully completed 
approval form. 

 
4.5 Directorate Responsibilities 
 

Lead Nurses and Divisional Associate Directors are responsible for 
ensuring that  
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 They have a structured process in place for the development of patient 
information within their directorate. 

 The principles of this Policy are applied at a local level, including the use of the 
standard information template and the identification of a process for agreement 
and revision of local information, which includes patient, carer and 
multidisciplinary team consultation, monitoring and evaluation. 

 Each division must have a patient information lead/s who will support the area 
and provide a link to the Trust Patient Information Group, attend meetings as 
needed and act as a source of help, information and advice. 

 Non Trust or non NHS information must be approved for use by the Directorate 
(see 5.2 above) and catalogued on the central database. 

 Copies of all local information (including updated versions) are sent to the 
Governance Department electronically for inclusion on the Intranet Patient 
Information Database. 

 All patient information within their Directorate or areas of responsibility is 
reviewed at least every 3 years and/or when changes in practice occur. 

 
4.6 All staff 
 

 All staff are expected to ensure information is provided during the 
appropriate stage of the patient’s healthcare journey working within their 
own competence, and not providing information that exceeds that 
competence.  Information given should be documented in the patient’s healthcare 
records (see Consent Policy). 

 

4.7. The Patient Information Group 
 

The Patient Information Group, a Trust wide group, is responsible for maintaining 
both clinical and non clinical patient information against nationally recognised 
standards and requirements of best practice.  The Patient Information Group in its 
workings will be required to adhere to the Constitution of Burton Hospitals NHS 
Foundation Trust terms of Authorisation and Code of Governance.  Its duties 
relating to the development of patient information is detailed within its Terms of 
Reference and include 

 

 Review clinical/corporate material given to patients for 
information/education, produced by or on behalf of the Trust against 
published Trust standards. 

 Review a sample of information from each directorate on an annual basis 
to ensure compliance with published Trust standards. 

 Monitor material for Trust use against national standards of best practice. 

 Agree corporate templates and styles for clinical and corporate information. 
 

See terms of reference for description of all duties. 
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5 PRINCIPLES OF PATIENT INFORMATION 
 

 Printed information will be used to reinforce verbal discussion between clinical 
staff and patients, and support them in making informed choice and consent. 

 Directorates are responsible for identifying and meeting the patient information 
needs of their service users. 

 Each Directorate Division will have a lead or leads for patient information 
identified. 

 In-house patient information will be developed when it is not available from 
approved sources such as Macmillan Cancer Support. 

 The Trust has adopted nationally recognised patient information standards. 

 In-house information is formatted against a corporate template.  This 
incorporates the main features of good quality information (Department of 
Health 2003). 

 All patient information developed in-house will be available on the Patient 
Information site on the Trust Intranet, or index linked for some specialties. 

 Wherever possible, information will be printed directly from the Intranet, as 
required.  More complex information media, e.g. booklets, may be printed 
externally via the Trust’s printing service.  PATIENT INFORMATION SHOULD 
NOT BE PHOTOCOPIED. 

 A central Patient Information Database has been developed and is maintained 
within the Governance Department.  This is maintained on a dedicated patient 
information server.  Access to this server is limited to authorised staff within the 
Trust’s Governance Support Unit. 

 Electronic healthcare resources will be accessed as resources become 
available and opportunities arise (e.g. the Derby & Burton locality of the East 
Midlands Cancer Network). 

 
 

6. STAGES IN DEVELOPMENT OF PATIENT INFORMATION 
 
6.1 Planning 
 

Department/Division will identify the need for the development of specific new 
patient information as either the result of a complaint, incident, audit, guideline, 
legislation. 
 
Once a need for new patient information is identified the department will inform 
the relevant Matron/Associate Clinical Director/Operational Manager of their 
division. 
 
A review of current national recognised leaflets (eg BHF, Macmillan, BAD etc) 
should be undertaken as national leaflets should be utilised before the Divisions  
develops their own. 
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If a national recognised leaflet is not available Directorates will agree who will 
develop a new piece of information (the author), how it will be distributed and the 
format of the information. 
 
The appointed author should determine whether there is pre prepared information 
already in existence.  This can be ascertained by contacting the Governance 
Department. 
 

6.2 Standard of Patient Information 
 
6.2.1 Document Content/ Principles 
 

 Information should allow people to make informed choices and should: 
 

 Be balanced and unbiased 

 Be up to date and based on sound evidence 

 Be compliant with national guidance 

 Refer to areas of uncertainty 

 Describe how the treatment works 

 Describe the risks and benefits of the treatment 

 Describe what would happen without the treatment 

 Describe the effects of treatment choices on overall quality of life 

 Make it clear that there may be more than one possible treatment choice and list 
alternatives where relevant 

 List additional sources of information 

 Provide support for shared decision making 

 Seek views about the information from intended users 

 Be appropriate to the target audience 

 Be reviewed at least every 3 years or earlier according to available best evidence 

 Use feedback from users and healthcare professionals 

 Be clearly identifiable by version and date to keep track of reviews and document 
“life span” 

 
 Information should be consistent and seamless throughout the healthcare journey, 

with a cross check against information that other healthcare professionals are 
providing across the local area.  Information should be drafted using the Trust’s 
agreed standards (Appendix 1, Author’s Checklist). 

 
6.3  Approval and Ratification 
 
 Approval of individual pieces of information will be undertaken at Directorate level 

using the Reviewer’s Checklist (Appendix 2) prior to being sent for ratification); 
any amendments required by the reviewer or patients/readers panels will be 
undertaken by the author before being presented at the Directorate meeting for 
approval.  Following approval by the Directorate of the patient information it 
should be presented to their Divisional Board for ratification which should be 
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minuted in the Divisional Board Minutes.  Once approved and ratified at Divisional  
level (Appendix 3, Ratification Form) the information will be forwarded to the 
Governance Department for entry onto the Trust Patient Information database 
(Appendix 7, Approval for Intranet Form). 

 
 All Patient information leaflets need to be ratified and forward to the Governance 

Department before being submitted to the Print Centre 
 
6.4 Distribution of approved documents 
 

All staff have access to in-house developed patient information leaflets through 
the Trust intranet site and will print the relevant leaflet as required. 

 
For externally printed or nationally produced leaflets, these will be stored as 
appropriate in the relevant departments to facilitate provision of the leaflet to 
patients. 
 

 Directorate staff will ensure that the correct patient information is available and 
provided at appropriate times throughout the patient‘s care experience. 

 
Details of the information leaflet supplied to the patient must be documented in the 
patient’s healthcare records or on the consent forms. 
 
For departments where a patient may receive numerous leaflets (i.e. maternity 
patients), the use of patient information leaflet checklists may be used and stored 
within the patient records. 

 
6.5 Printing 
 
 Information should be printed from the Intranet wherever possible.  Directorates 

are responsible for identifying funding if alternative printing arrangements are 
required, for example high volume. 

 
 

7. REVIEW OF EXISTING PATIENT INFORMATION 
 

Directorates will monitor the use and effectiveness of their information by 
consulting patients, carers and healthcare team (Appendix 4, example of Patient 
Information Feedback Form). 

 
 Information will be reviewed and updated regularly so that it remains accurate, 

relevant and current.  As a minimum, existing information will be reviewed within 
the timeframe specified within the patient information or sooner, if required, for 
example following an incident, complaint, new legislation.  The review will follow 
the same process as for new patient information. Information will be assessed 
using: 

 Authors’ Checklist:  Appendix 1 

 Reviewers’ Checklist: Appendix 2 

Any information leaflets which are past their expiry date will be automatically 
removed from the Trusts intranet website and Governance database.  
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Communication with the Divisions to advise that leaflets have been archived due 
to being out of date will occur and to also ensure that the Divisions remove any 
old paper copy information leaflets that have already been printed are removed 
from use in wards and departments across the Trust. 

 
 

8.  DOCUMENT MANAGEMENT – INFORMATION REGISTER 
 
 The Governance Department maintains a central patient information database.  

This holds an auditable record of all Trust patient information.  Approved 
information is coded, and the name of the responsible person, dates of production 
and review are recorded on the database. 

 
In-house developed documents are converted to pdf files to protect them from 
being either accidentally or deliberately changed when in use. 

 
Some specialties do not store their in-house developed information on the intranet 
as they need to restrict distribution to ensure that the information is supported by 
specialist and/or practical information, e.g. dietetics, therapies.  Details of these 
leaflets must be catalogued on the database.  The leaflets will be stored within a 
local secure computer folder to facilitate the printing of the leaflets by authorised 
staff only. 

 
 The database is linked to the intranet site and, for in-house developed leaflets, 

these are automatically upload once the name of the patient information pdf file is 
entered into the database. 

 
 

9. ARCHIVING OF DOCUMENTS 
 
9.1 In-house Leaflets 
 

The Directorates are responsible for informing the Governance Department that a 
leaflet requires removal.  This is communicated using the Approval for intranet 
form (see Appendix 7).  The patient information reviewer mark “removal from 
intranet” within the box titled “Indicate the reasons for review”. 
 
The Head of Governance arranges for the patient information leaflet to be 
removed from the intranet site so it is no longer accessible to the general Intranet 
user. 
 
The patient information leaflet removed is archived within a dedicated patient 
information archived folder on a centralised secure and dedicated patient 
information server. 
 
The database entry for the leaflet is also removed from the central patient 
information database and archived within a separate “archived patient information 
database”.  The date of removal is recorded within the archived patient 
information. 
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The archived patient information leaflets and the archived patient information 
database can be accessed by the Governance Department or other authorised 
Trust staff. 

 
 

10. CONSENT POLICY 
 
It is crucial that patients understand the information presented to them.  Please 
refer to the Consent Policy on the Trust’s Intranet. 
 
 

11. POLICY EFFECTIVENESS 

 As a minimum an annual report will be made available by the Head of 
Governance to the Patient Information Group detailing the current Trust 
position regarding numbers, details of type and status of patient information 
leaflets recorded on the patient information database and of issues on 
compliance with the Policy. 

 As a minimum an annual audit of compliance against this Policy will be 
undertaken by each directorate and presented to the Directorate Board and 
Patient Information Group.  Each Directorate audit will consist of fifty 
leaflets which should be checked for compliance against Appendix 2. 

 
Any deficiencies identified from the audit will be reported to the Directorate Board 
and the Patient Information Group along with recommendations and actions to 
address the deficiencies. 
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Appendix 1 

 
AUTHORS' CHECKLIST (GUIDANCE NOTES) 

 
 
Is there a Nationally recognised leaflet that could be used? 
(Please delete) 

 
YES 

 
NO 

IF YES and it is not being uses; - please state the reason why it will not be used 

 
 
 
 

 

What is the procedure/treatment? 

Why and how investigations are done, and what the results might mean. 

Describe the procedure and why they are having it. 

How does the operation/treatment act on the body to achieve its effect?  

Avoid unnecessary jargon. If it is necessary to use technical terms, explain these and spell 
them out phonetically (will help if person hears these terms used). 
 

Possible advantages and disadvantages  

Information about possible outcomes (benefits and harms) of health care intervention. 

Describe how the operation/treatment/investigation may help. Try to be positive, and 
reassuring. 

Benefits may include getting rid of symptoms, preventing recurrence of a condition and/or 
eliminating the condition both short and long term. 

Describe who is most likely to benefit from each treatment choice mentioned and under 
what circumstances. 

Describe the effects of the procedure on their daily life. 

Describe the effects of the procedure on relationships with family, friends and carers 

What they might experience during and after the procedure – how other people have felt, 
and how common the experiences described are. 

Describe how likely it is that a procedure will have certain benefits or disadvantages 
(probabilities). Try not to talk in difficult to understand decimal fractions. For example, 
instead of stating 5%, talk about ‘five out of every 100 people’ or ‘one out of every 20 
people’. Alternatively use pie charts.  

Please declare any sponsorship. 
 

Significant risks 

Risks may include side effects, complications and adverse reactions to treatments, both 
short and long term. 

Information should be honest, positive and constructive. Don’t present the information in 
an alarmist, sensational or emotive way. For example, talk about the chances of surviving, 
rather than the chances of dying. 
 

Alternatives to operation/treatment/investigation 

Make it clear that there is more than one treatment choice – don’t focus on the advantages 
and disadvantages of one particular treatment choice without reference to other possible 
choices. 

Suggest alternatives to consider before deciding on a particular treatment choice 

Be honest about gaps in research evidence relating to the effects of relatively new 
treatments. Discuss any gaps in knowledge or differences in expert opinion concerning 
treatment choices. 
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It is advisable to clearly explain why some treatments options may not always be 
available, particularly if research evidence has shown some treatments to be less effective 
than others. 

If you are giving information about more than one treatment, try to present the information 
in the same way so that people can easily compare them. 

Describe the risks and benefits of postponing treatment/watchful waiting (monitoring how 
the condition progresses without treatment) or of permanently forgoing treatment. 

Encourage discussion shared-decision making – discussion with family, friends, doctors or 
other health care professionals regarding treatment choices. 

 

What preparation do they need or not need? For example: Eating and drinking; 
Suitable clothing; Medications 

Will an anaesthetic be needed? For example: Do they need a general anaesthetic, 
sedation or local anaesthetic? 

Arrival at the hospital/department: Where do they need to go? What happens when they 
arrive at the hospital; whom they will meet? Provide a directional map if needed. 

Consent to the procedure: Will they need to sign a consent form, or is verbal consent 
needed? 

What the procedure involves? What does the procedure involve? How long is it likely to 
last? What does it feel like? 

What happens after the procedure? For example: Pain control; nursing checks; stitches 
 

How long will they stay in hospital?  Recovery after operation 

Going home: Do they need anyone with them? Will they be able to drive? Will they need 
any special equipment? 

What care/follow up care is needed when they go home? Do they need to visit their GP?  

What might go wrong: What signs to look for; what to do; who to contact if something goes 
wrong. 

When can they start their normal activities again? For example: Sport, driving, sex, work. 
 

Who can they contact if they have any more questions?  

Do not provide actual names (people may leave). Give designation of contact. 

Telephone number/email address of contact. 

When contact is available (which days; between what hours). 
 

Where people can find more information about how to help themselves and their 
families 

What kind of help they may find, from whom and how. For example, Support Groups; 
organisations that provide information and/or opportunities to contact other people in 
similar situations; statutory and voluntary organisations; help lines; health care 
professionals; websites; good quality sources of related information 

If possible provide a brief description of what help any contacts mentioned can provide. 

Tell people that some self-help groups and voluntary organisations may be very 
biased towards or against particular treatments. 

 

How people can feedback their experiences of using the leaflet 

Tell people how they can give feedback about how useful the leaflet has been; and/or 

Use Appendix 3: Patient information feedback form 

Review Date 
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Appendix 2 
 

REVIEWERS’ CHECKLIST 
 
Title:  

Directorate  

Author:  

Code:  

Reviewers Name  

Date Reviewed  

Date received:  

Contact details:  

 

 
Is there a Nationally recognised leaflet that could be used? 
(Please delete) 

 
YES 

 
NO 

IF YES and it is not being uses; - please state the reason why it will not be used 

 
 
 
 

 

PATIENT INFORMATION - PRESENTATION  
 

  

Are the following standards met? YES / NO Comments 

Title of Information placed at the top   

Department stated where appropriate   

Date of production    

Expiry date or review date    

Signpost for alternative formats and languages (Clear 
large print statement (16 point)  

  

Arial Font throughout   

12 point font or larger for the main body of the text and 14 
point (bold) for headings 

  

For poorly sighted people/ophthalmic information 14 point 
or main body of text and 16 point (bold) for headings 

  

A dark typeface on a pale background (black text on a 
yellow background for poorly sighted people) 

  

Underlining, italics and UPPER CASE words not used   

Bold text used for emphasis only   

Information summarised and/or bullet-pointed   

Lines of type clearly spaced (small blocks of text and 
white space) 

  

Headings and new paragraphs used to divide text   

Unrelated sections clearly separated   

Diagrams and images are respectful, labelled and relevant 
to the subject matter 

  

A single style of design and layout used throughout   

Sentences no longer than 15 to 20 words   

Present and active tenses used where possible   

A personal tone used   

Jargon avoided   

Acronyms, abbreviations and technical terms avoided or   
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explained 

Everyday language used   

Spelling and grammar correct   
   

 
 

PATIENT INFORMATION – CONTENT  
 

YES / 
NO 

 Comments 

The target group is clearly defined    

The aims of the information are stated    

The risks have been identified    

The benefits have been identified     

Alternative treatments / procedures have been identified     

Equality Impact Assessed    

DISCUSSION Evidence 
Provided 

Comments  

Has the information been discussed with colleagues    

Has the information been discussed with patients    
 

Information approved. No amendments needed:    

∆ Yes  ∆ No 

 
Information approved subject to recommended amendments:  

∆ Yes  ∆ No 
 

Comments: 
 

Name of Reviewer Professional Role Signature Date 
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Appendix 3 
 

Burton Hospitals NHS Foundation Trust  
 

Your views about our Patient Information 
 
We want to ensure the information we provide is useful and easy to understand. 
 
Please help by telling us what you think about our information (enter leaflet title 
and code) by filling in this form. You can hand the form to a member of staff, or 
put it in a Comment Box. 
 
We do not need any personal details, and you cannot be identified from your 
responses. 
 

Please circle your answers 
Was all the information you needed provided?   

 Yes completely Yes to some extent No 

Comments: 
 
 
 
 
 

Was the information useful?  

 Yes completely Yes to some extent No 

Comments: 
 
 
 
 
 
 
 

Were all your questions and/or concerns answered?  

 Yes completely Yes to some extent No 

Comments: 
 
 
 
 
 
 

Was there any information we should have included?  

 Yes completely Yes to some extent No 

Comments: 
 
 
 
 
 
 



 

Development of Patient Information / Version 7 / June 2015 16  

Was the content easy to follow?     

 Yes completely Yes to some extent No 

Comments: 
 
 
 
 
 
 
 

Were there any words or phrases you didn’t understand?  

 Yes completely Yes to some extent No 

Comments: 
 
 
 
 
 
 
 

If the information had diagrams were these clear?   

 Yes completely Yes to some extent No 

Comments: 
 
 
 
 
 
 

If the information had pictures were these relevant?   

 Yes completely Yes to some extent No 

Comments: 
 
 
 
 
 
 
 

Was the leaflet length:  

too long too short 
 
 

about right 

Was the print size:    

too large too small 
 
 

about right 

Would you have preferred the information in any other format?  

Audio tape Large print 
 
 

Video 

Other language Other 
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Is there anything else that you would like to tell us that would help us improve the 
information 

Comment 
 
 
 
 
 
 
 

 

 
Thank you for your helping us improve our healthcare information 
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Appendix 4 
 

Burton Hospitals NHS Foundation Trust 
 

Patient Information Ratification Form 
 
Is there a Nationally recognised leaflet that could be used, if yes and a decision has 
been made not to use this, please state the reason below 

 
 
 

Title of information: 
 

 

Target group: 
 

 

Code: 
 

 

Production date: 
 

 

Review date: 
 

 

Author/owner: 
 

 

Reviewers Name: 
 

 

Directorate: 
 

 

Ward/department: 
 

 

 

Printing/production:  Intranet        External printer       Medical Illustration 
 

 
 

Ratification 
 

I confirm that this information complies with Burton Hospitals NHS Foundation 
Trust Health Care Information Standards, and that it will be evaluated to ensure 
it remains accurate, current, and relevant to the needs of users.  

 
 

Date of Directorate Board 
Meeting 

Signature Name in Full Date 

  
 

  

 
 

Proposed review date: 
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Appendix 5 
 

ADVICE ON PROVISION OF INFORMATION FOR PEOPLE 
WITH SPECIAL NEEDS 

 
 

Information should be accessible to everybody according to needs e.g.: 
 

 People with sensory impairments 

 People with learning disabilities 

 People with physical disabilities 

 People who are elderly, frail or chronically sick 

 Young people 

 Ethnic minority groups 

 People whose first language is not English 
 
Please note: Remember patient confidentiality and data protection – remove all patient 
identifiable details from text before sending documents to other organisations to be 
translated or transcribed. If you are unsure please contact the Trust’s Caldicott 
Guardian. 
 
The Trust subscribes to translation services including signing.  Please contact 
PALS for current details. 
 
Basic guidance is included below but additional, up to date information should 
be sought from appropriate organisations etc.  PALS may be able to assist in 
identifying relevant contacts. 
 
Information for people whose first language is not English. 
 
Remember that some people whose first language is not English may have additional 
needs e.g. deafness etc.  Information needs to reflect this. 
 
Information can be made more accessible by: 
 

 Use of Plain language. 

 Signposting how/where to obtain alternative languages and/or formats. 

 Translation of information into main languages used by your client group. 

 Using pictures and images to convey your message (make sure these are 
culturally sensitive and relevant). 

 Making sure images convey emotions and clear facial expressions. 

 Using recognisable symbols. 

 Asking advice from local groups already working with people with specific 
needs. 

 Using text translations or text to speech facilities (please see information 
below). 

 Using videos and DVDs. (DVDs can have accessible subtitles in a range of 
community languages). 

 Considering the use of audiotapes in different languages (some people are able 
to understand the spoken but not written language). The Royal National 
Institute for the Blind (RNIB) can provide a list of transcribing agencies. 

 Interpreting, Translation and Communication Support page on PALS Intranet 
page. 
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Information for people who are deaf or hard of hearing 
 

There are about nine million deaf and hard of hearing people in the UK (one in seven 
people). Many of these people may read and write English perfectly. 
 

Most deaf and hard of hearing people are elderly, and may also have difficulty reading 
type. 
 

Tips for making information more accessible to people who are deaf or hard of 
hearing 
 

Remember that people who cannot hear rely a great deal on written information, so it is 
important that information is accurate. Remember: 

 Use Plain language, 

 Use short words. 

 Keep sentences and paragraphs short. 

 Reading can be hard work: be as brief as possible. 

 Use headings to break up writing. 

 An appropriate image can replace a long written description. 

 Do not use jargon. This is unfamiliar to most people. Explain technical terms. 

 Explain what acronyms stand for. 
 

Information for deaf people who use sign language 
 

Sign language cannot be written down, so if you want to put information into sign 
language, you will need to produce a signed videotape. Video must be subtitled for 
clarity, and because many deaf people use some English and some sign language. 
 

The videotape can either have all the people on the tape signing, or have a sign 
language interpreter in a box on the screen to translate what is said. 
It is as important to keep information in a video simple and easy to understand as when 
it is written. 
 

Information for deaf/blind people 
 

There are about 23,000 deaf/blind people in the UK. Most deaf/blind people have some 
residual sight or hearing. Deaf/blind people use: 

 Large print 

 Audiotapes 

 Braille 
 

Information for people who are blind or poorly sighted 
 

There are two million people in the UK with a sight problem. Blind and partially sighted 
people read information in different ways. 
 

For many, well designed printed information using minimum 12 point text is enough 
(although 14 point is recommended).  Others will need information in a different format 
such as: 
 

 Larger print 

 Spoken word audio tape 

 Braille (there are about 20,000 Braille users in the UK) 

 Electronic documents  

 E mail 
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Tips for producing clear information 
 

 To make sure you reach more people with sight difficulties use at least 14 point 
type 

 Black text on a yellow or white background provides the best contrast 

 If possible write numbers as words. Readers with sight difficulties may misread 3, 5, 
8 and 0 

 Remember, sentences and paragraphs that are too long or too short tire the eyes 

 Partially sighted people tend to have handwriting that is larger than average.  Allow 
extra space on forms, or for comments.  This will also benefit people with conditions 
that affect the use of their hands, such as arthritis 

 Avoid glossy paper because glare makes it difficult to read 

 Don't bind documents.  People who use screen magnifiers need to place the 
document flat under the magnifier 

 
 
Useful resources: 
 

 The Royal National Institute for the Blind (RNIB) 

Web site address www.rnib.org.uk 

 The British Deaf Association. Telephone 020 7588 3520; web address 
www.bda.org.uk 

 Staffordshire ASSIST (Specialist Support Service for people with hearing 
& sight difficulties). Telephone: 01785 356830 

 Blind Children UK. Telephone 01278 764764  www.blindchildrenuk.org 

 Staffordshire Blind Association 

 Burton Hospitals Understanding Patients Needs Resource (2004) 

 Action for Blind People – Staffordshire Office: 01785254572 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

http://www.rnib.org.uk/
http://www.bda.org.uk/
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Appendix 6 
 

Burton Hospitals NHS Foundation Trust Patient Information 
Templates 

 
Style and format of patient information 

 

Print colour One or two colours (black and/or blue) 

Paper Matt (prevents light reflecting off it) 
Use white paper (to increase contrast).  If 
information is for people with sight difficulties use 
yellow paper and black print 
 

Typeface Use 12 point (minimum) to 14 point.  
If information is for the elderly or people with sight 
difficulties use 14 point or larger 

Font Arial 

Headings Highlight in bold text  

Position of text Position (justify) to left of page 

Language 
Should talk and relate to ‘you’ personally and as an 
individual 

Identification 
 
 
Title (Needs to be visible if 
leaflet stored in dispensing rack) 
 
What the leaflet is about and 
who it is for 
 
 
 
Department/Directorate 

Burton Hospitals NHS Foundation Trust and NHS 
logo at top of page 
 
Title of leaflet, for example; Tonsillectomy  
 
 
Advice for patients  
Clear statement of who the information is for 
Summary of contents 
Aims of information 

 
Example: Ear, Nose and Throat Department, 
Surgery Directorate 
 

Identifying information (Place at 
end of information): 
 

 

Information code (Indicates who is responsible for 
producing the information) 
Production and review date (Gives people a better 
chance of assessing how current the information is 
likely to be) 
 

Suggested styles: 
A4 one page poster 
A4 Four page leaflet 
A5 four page leaflet 
Folded leaflet size 1/3 A4 (DL) 
DL six page leaflet 
DL eight page leaflet 
Longer leaflets 

 
Suitable for up to 200 words in 12-point typeface 
Suitable for up to 700 words in 12-point typeface 
Suitable for up to 500 words in 12-point typeface 
 
Suitable for up to 850 words in 12-point typeface 
Suitable for up to 1200 words in 12-point typeface 
A5 recommended 
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Template One 
Information about operations, treatments or investigations 

 

Burton Hospitals NHS Foundation Trust Patient Information  

Department/Directorate 

Title (Name of procedure/operation) 

Advice for patients 

This information is for people who are considering having a (Name of 
procedure/operation) 
 

It tells you about: 
 

 The (procedure/operation) 

 What to expect 

 The possible advantages and disadvantages 

 Any significant risks there may be 

 Alternatives to this (procedure/operation) 

 Where to obtain more information 

 Who to contact if you have any questions or concerns 
 

This leaflet aims to give you the best information available, and help you and your 
doctor/healthcare professional make the decision that is best for you. 
 

About the procedure/operation 
Possible advantages and disadvantages 
Significant risks 
Alternatives to the procedure 
What would happen without the procedure? 
Preparation needed 
Is an anaesthetic needed? 
Consent to the procedure 
What the procedure involves 
What happens after the procedure (pain control/nursing checks/stitches) 
How long will they need to be at the hospital? 
Going home 
Follow up care on going home.  Will they need to visit their GP? 
What might go wrong?  What signs to look for and who to contact 
When can normal activities be resumed? 
Who to contact and when if any questions 
Sources of further information 
Contact details for feedback 
 

Burton Hospitals NHS Foundation Trust telephone number: 01283 566333 
 

Web address:  www.burtonhospitals.nhs.uk 
 

Leaflet code :(given at time of printing) 
 

Production date:  
 

Review date: 
 

Copyright note 

http://www.burtonhospitals.nhs.uk/
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Template Two 
Information about conditions and treatments 

 

Burton Hospitals NHS Foundation Trust Patient Information 

Department/Directorate 

Title (Name of condition) 

Advice for patients  

This information is for people who have (Name of condition) 
 

It tells you about: 
 

 The (condition) 

 What causes (condition) 

 The risk factors  

 Signs and symptoms 

 How the diagnosis is confirmed 

 Treatment options 

 Advantages and disadvantages of treatment 

 Any significant risks there may be 

 Where to obtain more information 

 Who to contact if you have any questions or concerns 
 

This leaflet aims to give you the best information available, and help you and your 
doctor/healthcare professional make the decision that is best for you 
 

What the condition is 
What causes the condition? If the cause is unknown, say so 
Does anything increase the risk? (Age; sex; ethnic origin; family history of condition) 
What are the signs and symptoms? 
Are there any investigations needed to confirm the diagnosis? 
What treatments are available? 
What are the advantages and disadvantages of having treatment?  
Significant risks of treatment 
Alternatives to the treatment 
What would happen without treatment? 
What are the next steps? 
What can patients do to help themselves? 
Are there any other implications? For example, infecting other people 
Who to contact with questions  
Sources of further information 
Contact details for feedback 
 

Burton Hospitals NHS Foundation Trust telephone number: 01283 566333 
 

Web address: www.burtonhospitals.nhs.uk 
 

Leaflet code:(given at time of printing) 
 

Production date:  
 

Review date: 
 

Copyright note

http://www.burtonhospitals.nhs.uk/
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Template Three 
Information about services 

 

Burton Hospitals NHS Foundation Trust Patient Information 

Department/Directorate 

Title (Name of service) 

Advice for patients  

 

This information is for patients attending (Name of service) 
 
It tells you about: 
 

 The (Name of service) 

 How to access the service 

 Where to find the service 

 What to expect from the service 

 Where to obtain more information 

 Who to contact if you have any questions or concerns 
 

This leaflet aims to give you the best information available, and help you and your 
doctor/healthcare professional make the decision that is best for you 
 

About the service  
Who the service is for 
How the service can be accessed 
Where the service is 
How to find it (map desirable) 
When service is available 
Is there a waiting time? 
How often do people need to attend 
Do they need to bring anything with them? 
Is suitable clothing needed? 
Who to contact if they cannot attend 
Facilities available, for example, transport 
Are there any costs? 
Do any advantages or disadvantages need to be explained? 
Designation and phone number of who to contact, and when 
Where to obtain further information 
Feedback (contact details to give feedback) 
 

Burton Hospitals NHS Foundation Trust telephone number: 01283 566333 
 

Web address: www.burtonhospitals.nhs.uk 
 

Leaflet code: (given at time of printing) 
 

Production date:  
 

Review date: 
 

Copyright note 
 

http://www.burtonhospitals.nhs.uk/
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Template Four 
Patient Information about Medications 

 
Burton Hospitals NHS Foundation Trust Patient Information 

Department/Directorate 

Title (Name of medicine) 

Advice for patients  

 
This information is for patients who have been advised they need (Name of Medication) 
 
It tells you about: 
 

 The (Name of Medication) 

 What it is for 

 How often it should be taken 

 Treatment options 

 Advantages and disadvantages of treatment 

 Any significant side effects there may be 

 Where to obtain more information 

 Who to contact if you have any questions or concerns 
 
This leaflet aims to give you the best information available, and help you and your 
doctor/healthcare professional make the decision that is best for you 
 
It is important that: 
 

 You use this information together with any information provided by the 
manufacturer  

 That you do not stop taking your medication without medical advice 

 That you tell your clinician about any other medications you are taking 
 
What is (Name of Medication) 
What (Name of Medication) is for 
How often should (Name of medication) be taken 
What should be avoided or added when taking (Name of Medicine) 
What are the side effects? (Mention that everyone is different and so may react differently to 
medication) 
What to do if medicine is not taken properly (For example, missed dose) 
How to store storing (Name of Medication) (For example: Out of reach and sight of children; In 
the fridge; Out of sunlight 
Where to get repeat prescriptions (If relevant) 
Contact number of pharmacy, specialist nurse, doctor or NHS Direct) for more information and to 
check on any concerns or side effects 
Contact number of pharmacy, specialist nurse, doctor or NHS Direct) for more information, and to 
check on any concerns or side effects 
Contact details for readers to give feedback 
Burton Hospitals NHS Foundation Trust telephone number: 01283 566333 
Web address: www.burtonhospitals.nhs.uk 
Leaflet code: (given at time of printing) 
Production date:  
Review date: 
Copyright note 
 
 
 

http://www.burtonhospitals.nhs.uk/
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Appendix 7 

Patient Information 
 Approval for Intranet Form 

Title:  

Division: 
 

 

Department: 
 

 

Current Reference No: 
 

 

New Reference No:  

 

Indicate from the following the reason/s for            
review: (There may be more than one reason) 
Please delete as appropriate 
                      

Removal from Intranet         
                                                                                                                                                                                   
New patient information leaflet  
 
Existing leaflet that needs updating  
 
Leaflet due/overdue 3 year review period 
 

 

If this is an existing leaflet, where is the patient 
information stored?                                      
(There may be more than one area)        
Please delete as appropriate                                                                                        

Intranet          
                                                                                
Print Centre  
                                                                                                 
Other (please state where if kept in dept)    
                                                                                                   

 

Have changes been made to this leaflet?    
(If ‘Yes’, attach or e-mail the updated leaflet with this form)    

Yes 
No 

 

Do you feel the amended / approved leaflet complies with CNST guidelines?   
(i.e. Includes risks, benefits and alternatives to treatment)                                                              

Yes 
No 

 

Is this existing, new or updated leaflet ready for the intranet?                                Yes 
No 

 

Has this been approved by the Directorate: Yes 
No 

 

Date Authorised / Reviewed:  
(shown as ‘Production Date’ on leaflet) 
 

  

Next Review Date: 
 

 

Author’s Name/Owner/Dept responsible for 
Document: 

 

 

Designation of above: 
 

 
 

Reviewed by: 
(If different from Author) 

 

Designation: 
 

 
 

 


