
doi:10.1136/bmj.38841.444861.7C 
 2006;332;1238-1242; originally published online 17 May 2006; BMJ

  
J F Middleton, R K McKinley and C L Gillies 
  

 controlled trial
outcome of consultations: randomised
doctors' education about the agenda on the 
Effect of patient completed agenda forms and

 http://bmj.com/cgi/content/full/332/7552/1238
Updated information and services can be found at: 

 These include:

Data supplement
 http://bmj.com/cgi/content/full/bmj.38841.444861.7C/DC1

 "Forms"

 References

 http://bmj.com/cgi/content/full/332/7552/1238#otherarticles
1 online articles that cite this article can be accessed at: 
  

 http://bmj.com/cgi/content/full/332/7552/1238#BIBL
This article cites 24 articles, 5 of which can be accessed free at: 

Rapid responses

 http://bmj.com/cgi/eletter-submit/332/7552/1238
You can respond to this article at: 
  

 http://bmj.com/cgi/content/full/332/7552/1238#responses
free at: 
3 rapid responses have been posted to this article, which you can access for

 service
Email alerting

box at the top right corner of the article 
Receive free email alerts when new articles cite this article - sign up in the

Topic collections

 (523 articles) Patients' views �
articles) 

 (422Patient - caregiver communication (including Patient education) �
 (592 articles) Health Services Research �

  
Articles on similar topics can be found in the following collections 

 Correction

 http://bmj.com/cgi/content/full/332/7555/1418-b
available online at: 
have been appended to the original article in this reprint. The correction is 
A correction has been published for this article. The contents of the correction

 Notes   

 http://www.bmjjournals.com/cgi/reprintform
To order reprints of this article go to: 

 http://bmj.bmjjournals.com/subscriptions/subscribe.shtml
 go to: BMJTo subscribe to 

 on 10 November 2006 bmj.comDownloaded from 

http://bmj.com/cgi/content/full/332/7552/1238
http://bmj.com/cgi/content/full/bmj.38841.444861.7C/DC1
http://bmj.com/cgi/content/full/332/7552/1238#BIBL
http://bmj.com/cgi/content/full/332/7552/1238#otherarticles
http://bmj.com/cgi/content/full/332/7552/1238#responses
http://bmj.com/cgi/eletter-submit/332/7552/1238
http://bmj.com/cgi/collection/health_serv_research
http://bmj.com/cgi/collection/patient_caregiver_communication
http://bmj.com/cgi/collection/patients_views
http://bmj.com/cgi/content/full/332/7555/1418-b
http://www.bmjjournals.com/cgi/reprintform
http://bmj.bmjjournals.com/subscriptions/subscribe.shtml
http://bmj.com


Research

Effect of patient completed agenda forms and doctors’ education
about the agenda on the outcome of consultations: randomised
controlled trial
J F Middleton, R K McKinley, C L Gillies

Abstract
Objective To assess the effect of patient completed agenda
forms for the consultation and doctors’ education on
identifying patients’ agendas on the outcome of consultations.
Design Randomised controlled trial.
Setting General practices in Leicestershire and
Nottinghamshire, United Kingdom.
Participants 46 general practitioners and 976 patients.
Interventions Education for general practitioners, with an
embedded clustered randomised controlled trial of a patient
agenda form.
Main outcome measures Number of problems identified, time
required to manage each problem, duration of consultations,
number of problems raised after the doctor considered the
consultation finished (“by the way” questions), and patient
satisfaction.
Results Data were available from 45 doctors (98%) and 857
patients (88%). The number of problems identified in each
consultation increased by 0.2 (95% confidence interval 0.1 to
0.4) with the agenda form, by 0.3 (0.1 to 0.6) with education,
and by 0.5 (0.3 to 0.7) with both interventions. The time
required to manage each problem was not affected. The
duration of consultations with the agenda form was increased
by 0.9 minutes (0.3 to1.5 minutes) and with the combined
intervention by 1.9 minutes (1.0 to 2.8 minutes). Patient
satisfaction with the depth of the doctor-patient relationship
was increased with the agenda form. The occurrence of “by the
way” presentations did not change.
Conclusion A patient completed agenda form before the
consultation or general practitioner education about the
agenda form, or both, enabled the identification of more
problems in consultations even though consultations were
longer.

Introduction
The consultation between a doctor and patient is the core activ-
ity of clinical practice.1 Anything that improves the quality of the
consultation therefore has the potential to improve all aspects of
health care. Although identification of why the patient has
attended is a key objective of the consultation,2 doctors
commonly fail to achieve this.3 4 Consequently, patients report
that they have been unable to discuss their concerns with their
doctors5 or have received unwanted prescriptions6 or referrals.7

Communication in the consultation can be improved by
enhancing doctors’ ability to facilitate communication or by

assisting patients to communicate. Doctors’ skills can be
enhanced through education. Nevertheless, although educa-
tional interventions have been shown to have beneficial effects
on the observed behaviours of doctors8–11 few have been shown
to improve the outcome of consultations with real patients.12

Enhancement of patients’ ability to participate in the
consultation improves communication between the doctor and
patient13 14 and patient outcomes.13–17 These studies have used
information packages and workshops to develop patient skills
that are either condition specific or difficult to disseminate
widely. One study, however, showed that simply encouraging
obstetrics and gynaecology patients to write down three
questions they wished to ask in their consultation reduced their
anxiety more than giving them information.18 This type of
approach has the advantage of being relatively easy to
disseminate. One of us previously developed a patient agenda
form, to be completed by patients before they consulted with
their doctor.19 Before giving the form to their doctor, patients
write down why they have requested a consultation and what
they expect from it. Pilot studies in one practice indicated that
the agenda form increased the number of problems identified in
consultations but that the consultations were longer. McCann
piloted a similar intervention, which also prolonged consulta-
tions, but despite patients asking more questions outcomes from
the consultation were unchanged.20 A second pilot study
suggested that educating doctors about patients’ agendas
reduced the time required to manage each problem.21

We examined the effect of the patients’ agenda form and
educating general practitioners on identifying the patients’
agenda on the outcome of consultations. We hypothesised that
patient satisfaction, the number of problems identified in the
consultation, and the duration of the consultation would be
increased by the interventions when used separately but when
combined would reduce the time required to manage each
problem. Both interventions would reduce the occurrence of “by
the way” presentations, when patients raise extra problems after
the doctor considers the consultation finished.

Participants and methods
We invited all general practice principals in Leicestershire and
Nottinghamshire to take part in our study. Potential patient par-
ticipants were those who requested an appointment in one of the
study consultations of participating practitioners. Patient partici-
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pants were told about the study by the receptionist and that they
could consult with another doctor or at another time if they
wished. Those who accepted an appointment in a study consul-
tation were asked to think of a list of their concerns, to arrive five
minutes earlier for the consultation, and to bring spectacles and
an interpreter if required. No exclusion criteria were applied.
Patient participants were given an information sheet when they
attended for their appointment and retold that they could opt
out of the study any time by requesting a different appointment
or by not completing the study documentation.

Interventions

Educational workshop
The aim of the one day educational workshop was to increase
doctors’ awareness of the patient agenda model of the consulta-
tion.22 The model focuses on identifying the layers of the patient’s
agenda (ideas, concerns, expectations, and reasoning), the
doctors explicitly reflecting on their own agenda (care of
presented and continuing problems, risk factors, and practice
and continuing factors), and negotiation of action with the
patient. Doctors were given several opportunities to practice
applying the model in consultations with simulated patients and
were given feedback on their performance.23 24

Patient agenda form
Patients allocated to the consultations using the agenda were
asked to complete a patient’s agenda form when they arrived for
their consultations (see bmj.com).

Study design
This was a non-preference randomised controlled trial of an
education intervention for general practitioners, with an embed-
ded non-preference clustered randomised controlled trial of the
agenda form with patient participants clustered within
practitioner participants (see bmj.com).

Education
To maximise recruitment to the study we randomised twice as
many doctors to the intervention as were randomised to the
control group. The control group was offered the educational
intervention after the study ended. We assessed the effect of the
educational intervention between these groups of practitioners
using all study consultations.

Agenda form
Half the appointments in each study consultation were
randomly allocated the agenda form (intervention) and half no
agenda form (control). Patients completed the form and then
gave it to the doctor on entering the consulting room. We exam-
ined differences between outcomes in each group of patient par-
ticipants, using all study consultations.

Education and agenda form
We examined the interaction between education and the agenda
form by comparing outcomes between consultations in which
the practitioner had been randomised to education or not and in
which patients had been randomised to agenda form or not.

Sample size calculation
Pilot studies of the educational workshop and the agenda form
in one practice21 indicated that the combination of doctor educa-
tion and agenda form reduced the time required to manage each
problem by 60 seconds, that the standard deviation of the aver-
age time to manage each problem was 190 seconds, and the
intraclass (within doctor) correlation coefficient of average time

spent on each problem was 0.016. To detect a difference of 60
seconds in the average time spent on each problem, using a ran-
domisation ratio of 2:1, assuming a 5% significance level and
80% power, a sample size of 628 patients was required. Estimat-
ing an average cluster size of 20 for the full trial, we calculated
that with an inflation factor25 of 1.3 to account for the design
effect, we required a sample size of 816.

Outcome measures

Patient satisfaction
Patient satisfaction was measured using the consultation satisfac-
tion questionnaire, which measures patient satisfaction with
individual consultations.26 It contains four subscales; general sat-
isfaction, professional care, perceived time, and depth of the
doctor-patient relationship. Patients respond using a 5 point Lik-
ert scale, and scores are scaled from 0-100, with higher numbers
indicating higher satisfaction. Its validity and reliability have been
shown.26 27 The questionnaire was completed by patients after
their consultation.

Duration of consultation and number of problems presented
The doctors completed an encounter form after each
consultation, in which they recorded the number of problems
identified and the duration of the consultation (using a stop
watch, with deductions for interruptions). Each doctor assessed
the number of problems independently from the patient’s
agenda form.

Randomisation and blinding
JFM generated the randomisation sequences using random
number tables. For each doctor, study consultation sessions were
arranged with eight appointment slots each for 10 minutes.
These slots were randomly allocated to consultations with or
without the agenda form. Receptionists were blinded to the ran-
domisation until after the patients had accepted an appointment,
when they turned over a card revealing the allocation. Doctors
were randomly allocated to the educational intervention or con-
trol group, patients were randomly allocated to agenda or no
agenda. It was not possible to blind the participating doctors to
either the educational intervention or the patients who
completed the agenda form.

Statistical analysis
We analysed the data using Stata version 8.0. Multilevel models
were fitted to account for any clustering effects, as patients were
clustered within doctor. We show the difference between the
control (no education and no agenda form) and the
interventions separately and combined. Positive results indicate
an increase with the interventions. We also calculated the odds
ratios of patients with “by the way” presentations.

Results
Overall, 187 of the 1230 (15.2%) general practice principals in
Leicestershire and Nottinghamshire responded to an invitation
(sent between 8 and 30 June, 1995) to participate in the study of
whom 103 (8.4%) agreed to take part. Forty six of these were
selected at random: 31 were randomly allocated to the education
group and 15 to the no education group (fig 1). Table 1 shows
the characteristics of the doctors according to group. Data was
not recorded for age, sex, or presenting problems of the patients.
Patients were recruited to the trial between 30 October and 20
November, 1995. The educational workshop took place on 7
November, 1995.
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A total of 976 consultations were included in the study. Data
from one doctor in the education arm were lost in the post and
five patients (0.5%) were not randomised by practice staff, leaving
479 randomised to agenda consultations in the no education
arm and 476 randomised to no agenda consultations in the edu-
cation arm. Within the no education arm, 237 patients were ran-
domised to agenda consultations and 242 patients to no agenda
consultations. Within the education arm 236 patients were
randomised to agenda consultations and 240 patients were ran-
domised to no agenda consultations. Forty nine patients (5%) did
not attend their appointment, doctor completed data were miss-
ing for one appointment (0.1%), and data were missing for 48
(5%) patients. We had complete data on 857 (88%) patients who
were offered study consultations. Availability of data did not dif-
fer between the education and no education groups of doctors or
between the patients who did or did not complete an agenda
form (fig 2).

Table 2 shows the adjusted summary statistics for each
outcome variable and the effects of the agenda form and educa-
tion separately and combined. Control consultations lasted 7.1
minutes (95% confidence interval 6.5 to 7.7 minutes). The
agenda form significantly increased the duration of consulta-
tions by 0.9 minutes (0.3 to 1.5; P = 0.004) and the combined
intervention by 1.9 minutes (1.0 to 2.8; P < 0.001). The

educational intervention alone did not significantly change the
length of the consultation (0.7 minutes, − 0.2 to 1.6 minutes). In
control consultations with no agenda form and no education the
average number of problems identified was 1.7 (1.5 to 1.8). This
was significantly increased by both interventions: agenda form
by 0.2 (0.1 to 0.4; P = 0.007) and education by 0.3 (0.1 to 0.6;
P = 0.005). Combined, the agenda form and education
significantly increased the number of problems identified in
each consultation by 0.5 (0.3 to 0.7; P < 0.001). We have no data
on agreement between the problems identified by the doctor
and the patient. The time spent on each problem was 306
seconds, which was not reduced by either or both interventions.
The only change in patient satisfaction was with the depth of the
doctor-patient relationship, which was increased by the agenda
form (3.0 (0.5 to 5.6); P = 0.02). No change was found in the
number of “by the way” presentations.

Discussion
If patients are encouraged to make their agenda explicit in con-
sultations, doctors identify more problems although consulta-
tions last longer. Patients who completed an agenda form were
more satisfied with the depth of the doctor-patient relationship.
Similar changes were observed in the number of problems iden-
tified and the duration of consultations if doctors were taught to
explicitly deal with the patients’ agenda. The combination of
doctors’ education about identifying the patient’s agenda and
patient completed agenda forms was associated with more prob-
lems being identified in consultations and longer consultations
than for the interventions separately. Doctors require similar
times (about five minutes) to deal with each problem whether or
not patients have made their agenda explicit or if the doctor is
trained in how to elicit the agenda. Neither intervention affects
the likelihood of the patient raising further problems (“by the
way” presentations) after the doctor considers the consultation
finished.

Our study is methodologically strong as participants were
randomly recruited and randomly allocated to the intervention
arms and patients were randomly allocated to complete an
agenda form or not. Patients were blind to the educational status
of their doctors and to their allocated consultation. Patients were
also recruited from a wide range of practices from inner city to
rural areas. Our study had sufficient power to identify a
difference of one minute in the time required to deal with a
patient’s problem. Nevertheless, the doctors were volunteers and
we cannot assume that the findings apply to all doctors. Also, it
was not possible to blind doctors to the interventions. These
doctors may already have been identifying more problems in
each consultation than the average doctor (1.7 compared with
1.2 problems28). We acknowledge that data from the national
morbidity study28 may not be comparable with data from our
study but that even if our doctors were atypical, the interventions
still increased the number of problems identified in each consul-
tation. Thus although it is likely that the results are generalisable
to patients, the response of doctors to a patient who brings an
agenda form may not. The principle weakness of our study was
that it was “open,” so that doctors may have recorded more prob-
lems in agenda form consultations because of the non-specific
effects of having a list presented and because consultations were
timed by the doctors. Nevertheless, recording errors are likely to
be similar in all the study arms. We therefore believe the study
design to be strong and the findings robust.

A systematic review of observational studies of consultation
length concluded that doctors who consult more slowly

General practitioners invited (n=1230)

Volunteered (n=103)

Randomised (n=46)

Educational intervention general
practitioners (n=31)

Two consultation sessions
each with eight patients

Four consultation sessions
each with eight patients

496 appointments, half of patients
use agenda form, half do not

480 appointments, half of patients
use agenda form, half do not

One day educational workshop

Control general
practitioners (n=15)

Fig 1 Flow of participants through trial

Table 1 Comparison of doctor and practice variables in study and control
groups. Values are numbers (percentages)

Variables Study group (n=31) Control group (n=15)

Male 23 (74) 10 (67)

Diploma* 19 (61) 10 (67)

UK graduate 30 (97) 13 (87)

Practice area:

Inner city 4 (13) 1 (7)

Urban 16 (52) 10 (67)

Semirural or rural 11 (36) 4 (27)

Doctors’ age group (years):

25-29 0 1 (7)

30-34 7 (23) 3 (20)

35-39 6 (19) 4 (27)

40-44 10 (32) 6 (40)

45-49 6 (19) 1 (7)

50-54 0 0

55-59 2 (7) 0

*Membership of the Royal College of General Physicians.
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prescribe less often, offer more health promotion, and achieve
higher levels of patient satisfaction, although no data are
available on the numbers of problems identified.29 Four
intervention studies have been published in which patients were
given longer consultations (AD Wilson, personal communica-
tion, 2005). These have produced variable results. The effect on
consultation length was less than that hypothesised (one and 3.5
minutes, with expected increases of four and 10 minutes, respec-
tively30 31) and, in one study, a doubling (from 11% to 22%) of the
number of consultations in which two or more problems were
recorded.32 The observed durations of consultations in the
control arm of our study was similar to that previously reported
in observational studies of UK general practice but shorter than
those in other countries,29 and the increase in consultation length

was of similar magnitude to that of intervention studies that
aimed for much greater changes in consultation length.

Although we used a variety of patient centred and doctor
centred outcome measures, these are to some extent proxy
measures of health outcomes. The effect the interventions will
have on other health outcome measures such as duration of
symptoms, health status, prescribing, or referral is uncertain but
important. Similarly, it is unknown whether a more intensive
educational package would have an effect on outcome. Finally,
our study gives no information on whether the identification of
additional problems in a consultation results in fewer future con-
sultations.

If patients are encouraged to make their agenda more
explicit by writing it down before the consultation, then general

No education (n=480)

Lost in post (n=0)

(n=480)

Randomised (n=479)

Patients not
randomised (n=1)

No agenda
form (n=242)*

Agenda
form (n=237)

(n=232)(n=225)

Patients with
data (n=224)

Patients with
data (n=211)

Data not
available
(n=12)

Data not
available
(n=10)

Missing
doctor

data (n=0)

Missing
doctor

data (n=0)

Missing
patient

data (n=14)

Missing
patient

data (n=8)

Education (n=496)

Lost in post (n=16)

(n=480)

Randomised (n=476)

Patients not
randomised (n=4)

No agenda
form (n=240)

χ2 no education v education

= 0.4, P=0.5

χ2 no education v education

= 0.2, P=0.6

Agenda
form (n=236)

(n=222) χ2 agenda v no agenda

= 0.7, P=0.4

χ2 agenda v no agenda

= 0.3, P=0.6

* An error in randomisation schedule resulted in two agenda consultations being allocated to no agenda consultations

(n=227)

Patients with
data (n=203)

Patients with
data (n=219)

Data not
available

(n=9)

Data not
available
(n=18)

Missing
doctor

data (n=1)

Missing
doctor

data (n=0)

Missing
patient

data (n=7)

Missing
patient

data (n=19)

Total (n=976, 100%)

Lost in post (n=16, 1.6%)

(n=960)

Randomised (n=955, 98%)

Patients not
randomised (n=5, 0.1%)

Patients with data
(n=857, 88%)

Data not
available

(n=49, 5%)

Missing
doctor data
(n=1, 0.1%)

Missing
patient data
(n=48, 5%)

Fig 2 Availability of data between study groups

Table 2 Comparison of effect on consultation outcomes of using patient agenda forms or educating doctors to identify the patients’ agenda, or both

Variable
No of

observations

Mean (95% CI) no education
plus no agenda form (reference

group)

Change in means (95% CI) (reference group—intervention group)

No education plus agenda
form Education plus no agenda form Education plus agenda form

Duration of consultation
(minutes)

902 7.1 (6.5 to 7.7) 0.9 (0.3 to 1.5) 0.7 (−0.18 to 1.6) 1.9 (1.0 to 2.8)

No of problems identified 902 1.7 (1.5 to 1.8) 0.2 (0.1 to 0.4) 0.3 (0.1 to 0.6) 0.5 (0.3 to 0.7)

Time per problem (seconds) 899 305.7 (276.8 to 334.5) −10.8 (−39.1 to 17.5) −26.4 (−67.0 to 14.1) −14.7 (−55.2 to 25.7)

General satisfaction 857 83.6 (81.5 to 85.8) 1.4 (−1.1 to 3.8) −0.3 (−3.2 to 2.7) 0.1 (−2.9 to 3.0)

Professional care 857 83.7 (81.8 to 85.6) 1.0 (−1.0 to 3.0) 1.16 (−1.4 to 3.7) 1.2 (−1.3 to 3.7)

Perceived time 853 80.0 (72.4 to 77.6) 1.7 (−1.4 to 4.7) −0.1 (−3.7 to 3.4) 2.5 (−1.0 to 6.0)

Depth of doctor-patient
relationship

855 74.2 (71.7 to 76.7) 3.0 (0.5 to 5.6) 1.7 (−1.7 to 5.0) 2.5 (−0.8 to 5.8)

“By the way” presentations* 892 1.00 0.7 (0.4 to 1.0) † 1.2 (0.7 to 2.1)† 0.9 (0.5 to 1.5)†

*Further problems raised when doctor considers consultation to be finished.
†Odds ratios: odds ratios >1 indicate an increase in odds of “by the way” presentations when compared with baseline (neither education or agenda).
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practitioners will identify an average of four additional new
problems for each consultation session of 18 patients, although
the consultation session will take 19 minutes longer. Educating
general practitioners about the patient’s agenda will result in the
identification of six more problems and the session will last an
additional 13 minutes. The combined intervention will enable
the identification of an additional nine problems but sessions will
be 34 minutes longer. Although this represents an increased
workload for doctors, it may also represent a potential pool of
unrecognised need among patients which, with the introduction
of a simple intervention, can be addressed.
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What is already known on this topic

Answering the question “Why have you come to see me
today?” is a key step in consultations, which is often not
achieved

Asking patients to prepare for the consultation by writing
down questions they want to ask improves some patient
outcomes

What this study adds

Training doctors to elicit the patient’s agenda or asking
patients to write down what they want from the
consultation increases the number of problems identified
and may increase patient satisfaction even though
consultations are longer

These interventions are not additive

These interventions may reduce the pool of unidentified
problems during the consultation
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that trial were based on expert opinion whereas we
collected our data.10 The previous model also
disregarded that pressure ulcers are rarely the reason
for people being admitted to hospital. Thus the
marginal cost of treating a pressure ulcer in hospital
may be small compared with the overall costs of hospi-
tal treatment. In this sense our analysis reflects actual
practice. Our assumption that participants remained
on the allocated surface over their entire hospital stay
is conservative; in reality patients are moved on to
standard mattresses or higher specification surfaces if
their risk of pressure ulcers changes. Given partici-
pants in the overlay group developed pressure ulcers
earlier than those on the mattresses, this assumption
will have over-estimated the cost of the mattresses, thus
strengthening our conclusions.

Although there was considerable uncertainty
around the point estimates of mean health benefits and
costs (table 2), this should not result in large uncertainty
for decision makers since even for large willingness to
pay values (see bmj.com) the probability of the overlays
being cost effective is only between 10% and 20%.11
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What is already known on this topic

No previous trial based economic evaluation has compared alternating
pressure mattresses with the less costly alternating pressure overlays

What this study adds

Alternating pressure mattresses were associated with lower costs and
greater benefits and are more likely to be cost saving than alternating
pressure overlays

Corrections and clarifications

An international standard for disclosure of clinical trial information
A couple of errors cropped up in this editorial by Fiona Godlee
(BMJ 2006;332:1107-8, 13 May). In discussing the setting up of
trial registries, Fiona mentioned the metaRegister of Clinical
Trials, but this should have been the ISRCTN Register
(http://isrctn.org) since this is where trials are uniquely registered
in accordance with international requirements. In addition, the
meeting convened by WHO to determine what information must
be disclosed at registration was in April 2005 (not 2004 as
written).

Short cuts: Two antiplatelet agents work better than one after stroke
In the final item of these Short Cuts by Alison Tonks (BMJ
2006;332:1264-5, 27 May), the number needed to treat for a
combination of aspirin and dipyridamole should have been 33.
The value of 104 that we gave (and which is given in the Lancet
paper cited) refers to the number needed to treat per year.

Effect of patient completed agenda forms and doctors’ education about
the agenda on the outcome of consultations: randomised controlled trial
We inadvertently used the wrong terminology in one of the
figures of this research article by J F Middleton and colleagues
(BMJ 2006;332:1238-41, 27 May). The cluster of boxes in figure 2

of the full version on bmj.com that state “data not available”
should have read “did not attend appointment.” In addition, a
column heading in table 2 of the full version (the table of the
print version) is incorrect: the heading spanning the last three
columns should read “Change in means (95% CI) (intervention
group-reference group)” [not “(reference group-intervention
group)”].

Randomised controlled trial of four commercial weight loss programmes
in the UK: initial findings from the BBC “diet trials”
During the writing, rewriting, and editing of this research paper
by Helen Truby and colleagues (BMJ 2006;332:1309-11, 3 June),
some small errors crept into table 3 of the full version on
bmj.com (table 2 of the print version). In the control group the
mean (SD) fall in cholesterol during 2-6 months should be 0.24
(0.6) (not 0.24 (0.24) as written) and during 0-6 months should be
0.18 (0.5) (not 0.5 (0.18)). The table footnote should have stated
that the fall in total cholesterol at 2 months in the Weight
Watchers, Rosemary Conley, and Slim-Fast groups was
significantly different from that in the control group. However,
the text is correct in explaining these differences, and the
conclusions drawn are not affected by the errors.
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