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Introduction 
Clearly written, understandable information about health, illness, treatment options, and 
health care services is an important factor in ensuring the involvement of patients and 
families in decisions about individual healthcare.  Written information can help reduce 
patient anxiety and prevent communication problems between health care providers and 
patients. However, these benefits may not be achieved if the written information is of poor 
quality. 
 
Aim of EQIP 
The aim of EQIP is to provide a method of assessing in a fair and rigorous manner, the 
quality of consumer health information according to published quality criteria. EQIP can be 
used by anyone, although it was originally designed for use by information producers and 
providers in an audit setting. It can also be used by information producers as a quality 
check tool as the information is being written.  
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Limitations of EQIP 
EQIP was designed to evaluate all categories of consumer health information. It cannot 
however, assess whether the information is based on correct or accurate evidence. To 
assess this requires the assistance of an expert in the particular field covered by the 
information.  
 
Development of EQIP 
In 2000, the Patient Information Group at Great Ormond Street Hospital decided to try to 
develop a new quality assessment tool for patient information. There were already some 
tools in existence but they did not satisfy the needs of the group in the context of a large-
scale patient information audit.  
 
Quality criteria for patient information were drawn up after consulting published research 
and framed into questions to be answered. The tool has had several rounds of validation 
to test whether it works in an audit setting and to check whether the quality criteria 
included give an adequate measure of quality. 

How to use EQIP 
The aim of this package is to teach you how to use EQIP confidently. By the end of the 
session, you should have a clear outline of what information satisfies the quality criteria, 
and be able to use EQIP confidently to assess a piece of written information and assign it 
an action category. 
 
Guidance notes on completing EQIP 
EQIP has two main sections: reference details and quality criteria questions.  

 The reference details enable the user to trace a specific piece of information and 
also to differentiate between different editions with the same title.  

 For each of the quality criteria questions, the rationale for each criterion is given. 
Examples of answers to be marked, yes, partly or no are also included, along 
with any additional guidance on answering the question.  

 
Read this guidance alongside the questionnaire to familiarise yourself with the layout of 
the questions.  

 It is helpful to read the entire document before answering the questions to 
orientate yourself to the subject matter and arrangement of the information.  

 If any of the information you need is unclear or missing, write don’t know or d/k 
in the space.  

 If a document has multiple parts covering for example, tests and operations, 
evaluate each separately and then give an overall score for whether the 
document satisfies the criterion.  
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Reference details 
 
Date expert clinician reviewed and agreed 
As EQIP is not designed to assess the currency or evidence base of the information, each 
piece should be checked by an expert clinician before EQIP is used.  
 
Reviewer’s initials 
This enables individual reviews to be tracked back to the reviewer. It is also used to double 
check that a piece of written information has been reviewed independently by two 
reviewers if necessary.  
 
Leaflet reference – title, author, date 
The leaflet title should be written in full with no abbreviations, as there could be two leaflets 
with a similar title. If the information is not apparent, you should insert ‘Don’t know’ or ‘d/k’ 
in the relevant box.  
 
Size and colour 
These are used to distinguish between leaflets of the same title or different editions of the 
same title.  
 
Category of information 
This is used as a guide to which questions need answering. The last six questions should 
only be answered if the information is about a test, operation, investigation, procedure, 
drug, medication or product. Some pieces of information will fall into more than one 
category, for example a leaflet about the spinal condition scoliosis may have information 
about the operation to correct it as well. If this is the case, you should tick as many boxes 
as applicable.  

 Services: for example, a leaflet about a particular clinic or ward would fall into 
this category.  

 Discharge or aftercare: this is information designed to help the family care for 
the patient once he or she has left hospital. An example of this would be 
information about looking after a plaster cast, or what to expect after an 
operation.  

 Condition or illness: for example, a leaflet about eczema will fall into this 
category. Most (but not all) leaflets about conditions or illnesses will also contain 
information on treatment options so you may need to tick the treatment box too.  

 Test, operation, investigation or procedure: examples of this type of information 
include: gastroscopy, MRI scan, tonsillectomy, ECG, and laser treatment.  

 Drug, medication or product: for example, a piece of written information about 
paracetamol or tubular bandage would fall into this category.  

 Miscellaneous: you should use this category if the piece of information does not 
fit into any other category. An example of this would be information about ‘do not 
resuscitate (DNAR) orders’.  



Quality criteria questions 
 

Question 1: Does the information start by telling you what 
it will cover and cover what it says? 
 
Rationale 
It is important to have an introduction or scope note at the start of a piece of written 
information to explain about the coverage of the information and the intended audience. It 
can also help staff to select the right information for the patient and family. The title might 
be descriptive but an introduction or scope note should build on this to give further detail. If 
the information applies to treatment at one organisation only, the introduction or scope 
note should make it clear.  
 
Examples 

 
 

 
Yes  
 Sets out the contents of the document clearly 
 Document contains information mentioned in introduction 
 Relevance to particular organisation highlighted 

 

Yes  
 Sets out the contents of the document clearly 
 Document contains information mentioned in introduction 

 

Partly  
 Good introduction but if document does not contain information mentioned, it 

should be scored partly 
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No  
 Does not contain outline of coverage 
 Give impression of negating use of document 

 

Question 2: Does it use everyday language? 
 
Rationale 
It is important to use everyday English in information for patients and families. Too often, 
health care professionals speak and write in jargon or use overly complicated ways of 
explaining things, which leads to confusion and anxiety. Where a medical term or unusual 
word is use, it should always be explained. 
 
Examples 

 
Yes  
 In everyday language 
 Explains medical term 

 

Yes  
 In everyday language 
 Uses medical terminology (neurological functions) but gives a clear explanation 

as well 
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Partly  
 Not in everyday language 
 Makes some attempt to explain medical words 

 
‘Metopic synostosis is the fusion of the anterior midline suture with failure of adequate 
transverse growth in the forehead and compensatory growth posteriorly and laterally 
leading to trigonocephaly.’ 

No  
 Not in everyday language 
 Contains many medical terms 
 Makes no attempt to explain medical terms 

 

Question 3: Does it use short sentences of less than 15 
words on average? 
 
Rationale 
It is important to use short sentences, as it can be confusing to have too many concepts in 
one sentence. An average of 15 words is considered best. However, clarity of expression 
is the aim, not achieving a certain word count. It is possible to have longer sentences in 
which the meaning is clear or much shorter ones that give a confusing message. 
 
Examples 
‘Hypospadias means that your child has a problem with his penis.’ 

Yes  
 Less than 15 words 
 Contains one concept 

 
‘Dialysis is needed when someone’s kidneys stop working properly.’ 

Yes  
 Less than 15 words 
 Contains one concept 

 
‘We may recommend laser treatment at an early stage if your child has a flat 
haemangioma as this reduces the redness of the haemangioma and also reduces the risk 
of ulceration.’ 

Partly  
 Contains one concept  
 More than 15 words 
 Would be better split into two sentences 
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‘In terms of taking care regarding knocks and bumps and general childhood accidents, it is 
not necessary to be too protective, a simple knock or bump will not do irreversible harm to 
the surgery performed.’ 

No  
 Contains too many unnecessary words 
 Does not explain concept clearly and concisely 
 Would be better edited to form one short sentence 

 

Question 4: Does it personally address the reader? 
 
Rationale 
Writing in personal terms can make a piece of written information easier to read. It may 
also help persuade the reader to follow the course of action suggested.  
 
Examples 
‘You will be able to stay with your baby and encouraged to continue to feed, care for and 
play with him or her as much as you want. While the doctors, nurses and play specialists 
you meet will be very closely involved, they can never be a substitute for you.’ 

Yes  
 Addresses the reader as ‘you’ 
 Addresses carer’s fears and anxieties 
 ‘Active’ sentence 

 

 
Yes  
 Addresses the reader as ‘you’ 
 Addresses carer’s fears and anxieties 
 ‘Active’ sentence 

 
‘This will be explained by your nursing and medical staff.’ 

Partly  
 ‘Passive’ sentence 
 Explains what will happen but in an impersonal manner 

 
‘You will be provided with information about each drug, which will explain such details.’ 

Partly  
 Addresses the reader as ‘you’ 
 ‘Passive’ sentence 
 Explains what will happen but in an impersonal manner 
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‘It is advised that tiagabine should be taken with food to avoid a rapid increase in the blood 
concentration, which may increase the potential side effects.’ 

No  
 Does not address the reader as ‘you’ 
 ‘Passive’ sentence 

 

Question 5: Is the tone respectful? 
 
Rationale 
Some information seems to ‘talk down’ to the reader, which can put him or her off reading 
any further. The information should be carefully screened for obvious or subtle use of 
stereotypes or derogatory, discriminatory or patronising language. 
 
Examples 
‘Try to remember that all the staff are here to help you. They have a great deal of 
experience and are happy to answer your queries and help you with your child’s care. 
Working in partnership with the family, we will aim to provide the best and safest care for 
your child, both here and at home.’ 

Yes  
 Encourages involvement 
 Not patronising 

 
‘Magic cream’ 

Partly  
 Rather patronising in information aimed at adult readers 

 
‘Talking to your child can often distract them from their pain, so can fun things such as 
massage or play. Lots of cuddles often works wonders!’ 

No   
 Talks down to the reader 
 Last sentence might be seen as patronising 

 

Question 6: Is the design and layout of the information 
satisfactory? 
 
Rationale 
All information produced by the NHS should conform to NHS Identity and other guidelines. 
The font should be of an adequate size and novelty typefaces should be avoided where 
possible. The colour of the leaflet should enable sufficient contrast between the paper and 
type. The paper on which the information is printed should not be too glossy as this can 
reflect light, making it difficult for some people to read. The design should not be cluttered 
and allow easy navigation between sections. Any tables included should be set out in a 
logical way and be easy to understand.  
 



Examples 
 

 
Yes  
 Clear font 
 Not cluttered 
 Easy to understand 

 

 
Yes  
 Clear font 
 Not cluttered 
 Sections broken up clearly 
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Partly  
 Novelty font – some people find italics more difficult to read 
 Not cluttered 
 Sections broken up clearly 

 

 
No  
 Font too small 
 Chart too small and cluttered 
 Not immediately clear what it is representing 

 

Question 7: Does the information contain easy to 
understand illustrations, diagrams or photos that are 
relevant to the subject it covers? 
 
Rationale 
Any illustrations, diagrams or photos included in a piece of written information should add 
to or clarify the information. All diagrams should be labelled, using the terms used in the 
information itself. Photographs can also help to get the message across, but it is better to 
use ‘natural’ photographs rather than clinical ones, which may be off-putting. It is helpful to 
include information and a diagram explaining a body system in information about a 
particular test, operation or condition.  
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Examples 

 
Yes  
 Labelled using terms from the document 
 Clear diagram 

 

 
 

Yes  
 Relevant to subject matter of document 
 Natural photo 
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Partly  
 Not very clear diagram 
 Labelled using terms from the document 

 

 
No  
 Cartoon style – might not be appropriate to subject matter 
 Not very clear diagram 
 Lack of labels 

 

 
Document does not contain illustrations, diagrams or photos OR illustrations are for 
decorative purposes only  

 Only used to add interest to the text 
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 Illustrations should still be appropriate to subject matter of information 
 

Question 8: Is the information presented in logical order? 
 
Rationale 
If a patient follows a particular process when having a test or operation, the piece of 
written information should reflect that process, with information about the admission before 
information about aftercare.  
 
Examples 

 
Yes  
 Information follows process of operation 

 
My child is complaining of pain. What can I do? 
My child does not want to eat. Should I be worried? 
Are there any activities my child should avoid? 
When should I contact the hospital or my GP 
What happens next? 

Partly  
 Information is mainly in the right order, but one or two sections are out of place 

 
Introduction  
Follow up after treatment is stopped 
A special note for boys 
The purpose of long term follow up 
Immediate side effects 
Coping with infection 
And finally 

No  
 Information follows no logical order at all 

 

Question 9: Does the information have a named space for 
the reader to make notes? 
 
Rationale 
It is helpful for the patient to have a space on a piece of written information to make 
additional notes or for the nurse or doctor to add instructions specifically for that patient. 
Checklists and tick boxes can also make a consultation easier for the patient by offering 
reminders.  
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Examples 

 
Yes  
 This offers a designated space for notes 

 

 
Yes  
 This checklist offers a useful reminder of what the patient and family needs to 

know before leaving hospital 
 

 
Yes  
 This notes page enables the nurse to fill in details specific to the patient 
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Partly  
 There is a space on the back page of a leaflet but it is not designated as a 

‘notes’ pages 
 Patient or carer can still use the space to make notes 
 They may not do so unless prompted 

 
There is no space on the piece of information to make notes or checklists 

No  
 Patient or carer will have to use a separate piece of paper to make notes 
 They may not make notes unless prompted 

 

Question 10: Does the document contain contact details 
for the healthcare services where the reader can receive 
care or treatment for problems discussed in the 
document? 
 
Rationale 
When a patient leaves hospital, a contact number should be included in a piece of written 
information so that he or she can talk to someone in person should a problem arise. 
 
Examples 

 
Yes  
 Contains a clear contact number for the ward and instructions for what to do out 

of hours 
 

 
Yes  
 Contains clear instructions for contacting the relevant ward 
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Document contains information on, for instance, surgery and drug therapy, but contact 
numbers are only given for one section. 

Partly  
 Difficult for patient or carer to know whom to contact 

 
No contact details are contained in the information 

No  
 Difficult for patient or carer to know whom to contact 

 

Question 11: Does the document contain the date it was 
produced? 
 
Rationale 
Information can become out of date very quickly. Every piece of written information should 
contain the year it was produced, and the month if possible. It is good practice to review 
any piece of information that is over four years old.  
 
Examples 

 
Yes  
 Clear indication of age of information 

 

 
Yes  
 Clear indication of age of information 
 Shows that information was reprinted, but not revised, in the following year 

 

 
Yes  
 Reference number implies date of production 

 
Information does not contain a date 

No  
 No indication of age of information 
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Question 12: Does the document give the name of the 
person or department that produced it? 
 
Rationale 
The department that authored or authorised the piece of written information should be 
stated clearly for credibility and accountability 
 
Examples 

 
Yes  
 Clear indication of author of document 

 

 
Yes  
 Clear indication that information is a collaboration between teams at two 

hospitals 
 

 
Partly  
 Assumption that the contact number is the author of the information 

 
No statement of the author of the document is apparent 

No  
 Little or no credibility other than in the organisation that produced the document 

 

Question 13: Does the document say whether patients 
and/or their families were involved or consulted in its 
production? 
 
Rationale 
It is good practice to involve patients and families in producing information. 
 
Example 
‘Produced by the Birthmark Unit and the Patient Information Group, with the assistance of 
the Birthmark Support Group and other parents of children with birthmarks.’ 

Yes  
 Clear statement that patients or carers were involved 
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Partly  
 Case studies give patient’s or carer’s view of process 
 They may not have been consulted about the document itself 

 
The information does not contain any comments from patients or carers and the author 
statement does not state that they were involved 

No  
 No clear indication of patient or carer involvement 

 

Question 14: Does it use generic names for all 
medications or products, instead of, or in addition to, 
brand names and does it designate brand names as 
such? 
 
Rationale 
It is good practice to use generic names for medications or products in written information 
to eliminate any suggestion of bias towards a particular company. However, if a 
medication or product is more well-known by its brand name, it should be included as well 
as clearly designated as a brand name by using the ® symbol. 
 
Examples 

 
Yes  
 Generic names used instead of brand names 

 

 
Yes  
 Brand names are used but they are designated as such by using the ® symbol 
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Yes  
 Brand name and generic name is given 

 

 
No  
 Generic as well as brand names are used 
 Brand names are not designated as such 
 Does not make it clear that other brands would be suitable as well 

 
If the piece of written information is about a condition or illness, or a test, operation, 
investigation or procedure, or a drug, medication or product, then the following 
questions should be answered. If the piece of written information does not cover 
these topics, the ‘not applicable’ box should be ticked.  
 

Question 15: Does the document address ‘quality of life’ 
issues like school attendance or reduced mobility? 
 
Rationale 
For a piece of written information to be complete, it should address ‘quality of life’ issues 
that are likely to impact on the patient and family. These could include mention of missing 
school, reduced mobility situations to avoid, and care needed by the patient or family.  
 
Examples 

 
Yes  
 Explains limitations on activities 
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Yes  
 Explains limitations on activities 

 

 
Yes  
 Explains potential behaviour changes that could affect the patient and/or carer’s 

quality of life 
 

 
Partly  
 Gives an instruction but does not explain why 

 
No mention is made of any quality of life issues 

No  
 Does not give information to support patient and carer once at home 
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Question 16: Does the document contain details of other 
sources of information for the reader, such as support 
organisations or website? 
 
Rationale 
Giving the reader further sources of information such as how to contact a support 
organisation or look at a reputable website is an integral part of providing high quality 
comprehensive information. However, not all organisations or websites are reputable or 
reliable so all references to other sources of information should be evaluated by a content 
expert before being recommended. When mentioning websites, it can be helpful to state 
the country of origin of the information, as health care can differ from country to country. It 
can be helpful to add a disclaimer as well. 
 
Examples 

 
Yes  
 Contains all details necessary for contacting the organisation 

 

 
Yes  
 Explains that no specific organisation exists but points reader to other 

organisations 
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Yes  
 Organisations and website mentioned in written information 
 Disclaimer explains that the organisation would not necessarily endorse them as 

correct or reputable 
 

 
Partly  
 Gives website address but does not state whether organisation is UK based or 

not 
 
No support organisations or websites are mentioned 

No  
 No guidance towards reputable sources 
 Patient or carer may not ask about support organisations unless prompted 

 
If the piece of written information is about a test, operation, investigation or 
procedure, or a drug, medication or product, then the following questions should be 
answered. If the piece of written information does not cover these topics, the ‘not 
applicable’ box should be ticked.  
 

Question 17: Is the purpose described? 
 
Rationale 
Information should explain why the test, operation, investigation, procedure, drug, 
medication or product is needed. This will enable to reader to make an informed choice. 
 
Examples 
 

 
Yes  
 Explains purpose of procedure clearly 

 

 23



 
Yes  
 Explains purpose of medication clearly 

 

 
Partly  
 Does not explain the purpose of medication other than ‘treatment’ 

 
No explanation of purpose is included 

No  
 Does not give reader enough information to make a balanced and informed 

decision 
 

Question 18: Are the benefits described? 
 
Rationale 
Information should give the reader a realistic expectation of what benefits (if any) are 
expected from the test, operation, investigation, procedure, drug, medication or product. 
Statements about benefit are a compulsory part of the Clinical Negligence Scheme for 
Trusts (CNST) guidance. 
 
Examples 
 

 
Yes  
 Gives explanation of benefits of procedure 
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Yes  
 Gives explanation of benefits of procedure 

 
A document contains information on, for instance, surgery and drug therapy, but benefits 
are only given for one option not the other. 

Partly  
 Gives the reader only some of the information needed to make a balanced and 

informed decision. 
 
No benefits are described 

No  
 Does not give the reader enough information to make a balanced and informed 

decision. 
 

Question 19: Are risks and side effects described? 
 
Rationale 
Information should give the reader a realistic expectation of what risks are associated with 
the test, operation, investigation, procedure, drug, medication or product. Statements 
about risk are a compulsory part of the Clinical Negligence Scheme for Trusts (CNST) 
guidance. 
 
Examples 

 
 

Yes  
 Gives clear explanation of the risks and side effects of the anaesthetic and 

operation 
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Yes  
 Gives clear explanation of risk of an operation and action needed to correct it 

 

 
Yes  
 Gives clear explanation of risk of an operation and action needed to correct it 

 

 
Yes  
 Gives clear explanation of side effects of medicine 

 

 
Partly  
 Explains that there are risks but does not specify them 

 
‘Services for <condition> have recently been reorganised so that X and Y are the only 
hospitals in the UK carrying out these operations. This means that the doctors and nurses 
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at these hospitals share a lot of experience when dealing with children with <condition> 
and their families.’ 

No  
 Does not mention risks or side effects at all 
 Does not give the reader enough information to make a balanced and informed 

decision. 
 

Question 20: Are any alternatives described? 
 
Rationale 
Information should give the reader a realistic expectation of what alternatives to the test, 
operation, investigation, procedure, drug, medication or product are available. Statements 
about alternatives are a compulsory part of the Clinical Negligence Scheme for Trusts 
(CNST) guidance. 
 
Examples 
‘The doctor may be able to learn enough about the blood vessels using another type of 
imaging procedure, such as an MRI or CT scan.’ 

Yes  
 Clearly states an alternative 

 

 
Yes  
 States clearly that there are no alternatives and gives justification for this. 

 

 
Partly  
 States alternatives but in a slightly negative way 

 
No alternatives or lack of alternatives are mentioned 

No  
 Does not give the reader enough information to make a balanced and informed 

decision. 
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Scoring the leaflet 
This will be calculated after all the questions have been answered using the following 
formula: 

((Yes x 1) + (Partly x 0.5) + (No x 0) / 20 – Not applicable) x 100 
which gives a percentage score 
 
For example, a leaflet on eczema scores 10 ticks in the ‘Yes’ column, 2 in the ‘Partly’, 1 in 
the ‘No’ column and 5 in the Not applicable column, the formula will read:  
((10 + 1 + 0) / 15) x 100 = 73% 
 
Once the score has been calculated, this is then converted into an ‘action 
recommendation’. While each user can set their own ‘action recommendations’ according 
to their budget and staffing levels, the following are advisable: 
 

 76 per cent and above – Continue to stock; review in two to three years 
 51 to 75 per cent – Continue to stock; review in one to two years 
 26 to 50 per cent – Continue to stock; begin review now and replace within six 

months to a year 
 0 to 25 per cent – Remove from circulation immediately 

 

Additional notes and action required 
This box should be used to make note of: 

 Any inaccuracies in typing or spelling 
 Any missing information like copyright or date 
 Any comments on design and layout  
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