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4 SAND substudies conducted 
continually since April 2000  

Issues: Four topics have been included in all research packs for all GPs, since 1 April 2000. 
These are: 
• patient-reported height and weight, from which patient BMI is calculated separately for 

adults and for children  
• patient-reported current smoking status (adults aged 18 years and over)  
• patient-reported alcohol consumption (adults aged 18 years and over)  
• length of consultation for encounters claimable as A1 Medicare items of service  

(in minutes).  
Results for these studies are reported every year in each annual BEACH report8,24-28 and are 
only summarised here. 
Sample: GP completion of questions about the three patient risk measures and start and 
finish times for the encounter was requested in 40 encounter forms out of every 100 forms 
completed by each GP from April 2000 to March 2006. Although the patient risk factor 
questions were asked of subsamples of patients in 1999–00, all three questions were not 
asked of the same patient until 2000–01. The results presented here are limited to the study 
years of 2000–01 to 2005–06 as the three questions were asked of the same patient subsample. 
Method: Detailed SAND methods are provided in Chapter 2. 

4.1 Body mass index of adults 
Sample: Patients aged 18 years and over, total sample from 2000 to 2006=191,580 
comprising: n=31,957 in 2000–01; n=31,789 in 2001–02; n=32,367 in 2002–03; n=31,890 in  
2003–04; n=30,476 in 2004–05; n=33,101 in 2005–06. 
Methods for this study: The BMI for an individual is calculated by dividing weight 
(kilograms) by height (metres) squared. Metric conversion tables (feet and inches; stones and 
pounds) were provided to the GP.  
In 2005–06 the WHO recommendations29 for BMI groups were adopted. These specify that a 
person with a BMI: 
• less than 18.5 is underweight 
• greater than or equal to 18.5 and less than 25 is normal 
• greater than or equal to 25 and less than 30 is overweight 
• of 30 or more is obese.  
This has affected the division between underweight and normal weight, which in previous 
reports was set at a BMI of 20, but is now set at 18.5. For more detailed data refer to General 
practice activity in Australia 2005–068 in which the BMI data for previous years have been re-
calculated according to the WHO criteria. 
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Results: The proportion of patients classed as overweight or obese has remained relatively 
steady over time with between 54.3% and 57.0% of patients classed as overweight or obese. 
From 2000–01 to 2005–06 there was a statistically significant increase in the proportion of 
adults classed as obese from 20.2% (95% CI: 19.5–20.8) to 22.2% (95% CI: 21.5–22.9). There 
was no change in the proportion of patients classified as overweight (34.1% compared with 
34.6%).  
These results are consistent with those of the 1999–00 AusDiab study30 and the results 
reported for each BEACH year from 2000–01 onwards.27 They are also broadly consistent 
with the Australian Bureau of Statistics 2001 figures from the National Health Survey of 58% 
of adults aged 18 years or more being overweight or obese.31  

For other related abstracts see: 55 Patient weight, perception of weight and weight loss, 68 Patient weight, perception of 
weight and weight loss in adults, 69 Patient weight, methods and medications tried for weight loss in adults, 71 Patient 
BMI, morbidity and medication use in adults. 

Further reading: 
Charles, J., Britt, H., & Knox, S. 2006, ‘Patient perception of their weight, attempts to lose weight and their 
diabetes status’, Australian Family Physician, vol. 35, no. 11, pp. 925–928. 

4.2 Body mass index of children 
Sample: Children aged between 2 and 17 years, total sample from 2000–06=21,066, 
comprising: n=3,831 in 2000–01, n=3,692 in 2001–02; n=3,579 in 2002–03; n=3,301 in 2003–04; 
n=3,184 in 2004–05; n=3,479 in 2005–06. 
Methods for this study: Metric conversion tables (feet and inches; stones and pounds) were 
provided to the GP.  
The standard BMI calculation described above is not appropriate for children. Cole et al. 
developed a method which calculates the age–sex-specific BMI cut-off levels for overweight 
and obesity specific to children.32 This method, based on international data from developed 
Western cultures, is applicable in the Australian setting. There are three categories defined 
for childhood BMI: underweight/normal, overweight and obese. 
Results: There has been no change in the proportion of children classed as overweight/obese 
since 2000–01, when 13.6% (95% CI: 11.0–16.2) were classed as obese and 17.8% (95% CI: 
16.2–19.4) as overweight, in total 31.4% (29.4–33.4) being overweight or obese. In 2005–06 the 
results demonstrated that 11.9% (95% CI: 10.6–13.2) were classed as obese, and 18.6%  
(95% CI: 17.2–19.9) as overweight, a total of 20.5% (95% CI: 28.6–32.3) being overweight or 
obese. For more detailed data about BMI of children attending general practice refer to 
General practice activity in Australia 2005–06.8 

4.3 Smoking 
Sample: Patients aged 18 years and over, total sample 2000–06=194,312, comprising: 
n=32,124 in 2000–01, n=31,966 in 2001–02; n=32,651 in 2002–03; n=32,718 in 2003–04; n=31,295 
in 2004–05; n=33,558 in 2005–06. 
Methods for this study: Respondents were limited to adults aged 18 years and over because 
there are concerns about approaching the younger patient group to ask for information on 
smoking for survey purposes. In addition, the reliability of this information from patients 
aged 14–17 years may be compromised if a parent is present. 



 

22 

Results: The proportion of adults attending general practice who are daily smokers has 
decreased from 19.3% (95% CI: 18.5–20.1) in 2000–01 to 17.1% (95% CI: 16.3–17.8) in 2005–06. 
For more detailed data about the smoking status of patients attending general practice refer 
to General practice activity in Australia 2005–06.8 

For other related abstracts see: 12 Smoking and passive smoking in general practice patients, 35 Smoking status of adults 
and their attempts to quit, 53 Smoking status of adults and their attempts to quit, 74 Smoking and passive smoking in the 
home. 

Further reading: 
Doran, C. M., Valenti, L., Robinson, M., Britt, H., & Mattick, R. P. 2006, ‘Smoking status of Australian general 
practice patients and their attempts to quit’, Addict.Behav., vol. 31, no. 5, pp. 758–766. 
Valenti, L., Charles, J., & Britt, H. 2005, ‘Passive smoke in Australian homes: 1999 to 2004 [letter]’, Australian and 
New Zealand Journal of Public Health, vol. 28, no. 4, pp. 387–388. 
Degenhardt L, Knox S, Barker B, Britt H, Shakeshaft A. The management of alcohol, tobacco and illicit drug use 
problems by general practitioners in Australia. Drug Alcohol Rev 2005; 24(6):499–506. 

4.4 Alcohol consumption 
Sample: Patients aged 18 years and over, total sample 2000–06=190,130 comprising:  
n=31,543 in 2000–01; n=31,559 in 2001–02; n=32,140 in 2002–03; n=31,721 in 2003–04; n=30,414 
in 2004–05; n=32,753 in 2005–06. 
Methods for this study: Respondents were limited to adults aged 18 years and over because 
there are concerns about approaching the younger patient group to ask for information on 
alcohol consumption for survey purposes. In addition, the reliability of this information from 
patients aged 14–17 years may be compromised if a parent is present. 
To measure alcohol consumption, BEACH uses three items from the WHO Alcohol Use 
Disorders Identification Test (AUDIT),33 with scoring for an Australian setting.34 Together, 
these three questions assess ‘at-risk’ alcohol consumption in adult patients. The scores for 
each question range from zero to four. A total (sum of all three questions) score of five or 
more for males or four or more for females suggests that the person’s drinking level is 
placing him or her at risk.34 A standard drinks chart is provided to each GP to help the 
patient identify the number of standard drinks consumed. 
Results: There has been a statistically significant increase in the proportion of adults 
reporting at-risk levels of alcohol consumption from 24.1% (95% CI: 23.3–24.9) in 2000–01 to 
25.9% (95% CI: 25.0–26.8) in 2005–06. For more detailed data about alcohol consumption 
refer to General practice activity in Australia 2005–06.8 

Further reading: 
Proude, E. M., Britt, H., Valenti, L., & Conigrave, K. M. 2006, ‘The relationship between self-reported alcohol 
intake and the morbidities managed by GPs in Australia’, BMC Fam Pract, vol. 7, p. 17. 

Degenhardt L, Knox S, Barker B, Britt H, Shakeshaft A. The management of alcohol, tobacco and illicit drug use 
problems by general practitioners in Australia. Drug Alcohol Rev 2005; 24(6):499–506. 
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4.5 Length of consultation 
Sample: Encounters for which an A1 Medicare item of service was claimable, a total of 
encounters 196,346 encounters 2000–06, comprising: n=30,961 in 2000–01, n=35,104 in  
2001–02, n=34,886 in 2002–03, n=31,863 in 2003–04, n=30,683 in 2004–05, n=32,849 in 2005–06. 
Methods for this study: GPs were asked to record the encounter start-time and finish-time in 
hours and minutes. Consultation length was calculated only for A1 Medicare-claimable 
consultations, as finish time minus start time in minutes. 
Results: The length of A1 Medicare-claimable encounters has remained steady over time. In 
2000–01 the mean length of these encounters was 14.8 minutes (95% CI: 14.5–15.1) and the 
median length was 13.0 minutes. In 2005–06 the mean length was 14.9 minutes (95% CI:  
14.6–15.1) and median length was 13.0 minutes. 
For other related abstracts see: 2 Anxiety/stress, consultation time, level of education, 10 Length of consultation; after-hours 
arrangements; co-morbidity. 
Further reading: 
Bindman A.B., Forrest C., Britt H., Crampton P., Majeed A. 2007, ‘Diagnostic scope of and exposure to primary 
care physicians in Australia, New Zealand and the United States: cross sectional analysis of results from three 
national surveys’, British Medical Journal (Epub ahead of print). 
Britt, H., Valenti, L., & Miller, G. 2002, ‘Time for care. Length of general practice consultations in Australia’, 
Australian Family Physician, vol. 31, no. 9, pp. 876–880. 

Britt, H., Valenti, L., Miller, G. C., & Farmer, J. 2004, ‘Determinants of GP billing in Australia: content and time’, 
Medical Journal of Australia, vol. 181, no. 2, pp. 100–104. 
Britt, H. C., Valenti, L., & Miller, G. C. 2005, ‘Determinants of consultation length in Australian general practice’, 
Medical Journal of Australia, vol. 183, no. 2, pp. 68–71. 

The following pages contain: 

•  the recording form and instructions with which the data in this chapter were collected 

• the standard drinks chart provided to the GPs 

• the metric conversion tables provided to the GPs. 
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