
 

200 

16 SAND abstracts and research tools 

Since BEACH began in April 1998, a section on the bottom of each encounter form has been 
used to investigate aspects of patient health or health care delivery not covered by general 
practice consultation-based information. These additional substudies are referred to as 
SAND (Supplementary Analysis of Nominated Data). The SAND methods are described in 
Section 2.5. All substudies have been approved by the AIHW Ethics Committee (on behalf of 
the AIHW and the University of Sydney). 
The AGPSCC and participating stakeholders of the BEACH program select topics for 
investigation in each of the SAND studies. In each BEACH year up to 20 substudies can be 
conducted in addition to the study of patient risk behaviours (see Chapter 15). Topics are 
often repeated to increase the size of the sample and its statistical power. 
Data from the SAND substudies conducted in the first year of BEACH (1998–99) were 
published in Measures of health and health care delivery in general practice in Australia.98 
Abstracts of results and research tools for the SAND studies undertaken in 1999–2006 were 
published in Patient-based substudies from BEACH: abstracts and research tools 1999–2006 in July 
2007.12 Abstracts and research tools for substudies conducted in 2006–07 that were not 
included in that report are presented in this chapter. The subjects covered in the abstracts 
from 2006–07 BEACH year are listed in Table 16.1 with the sample size for each topic. 
Abstracts of results from all SAND studies are also available from the FMRC’s website 
<www.fmrc.org.au/publications/SAND_abstracts.htm>. 

Table 16.1: SAND abstracts for 2006–07 and sample size for each  

Abstract 
number Subject 

Number of 
respondents 

Number 
of GPs 

95 Cultural background of patients attending general practice(a) 6,035 202 

96 Inhaled corticosteroid use for asthma management(a) 5,911 201 

97 Statin medication use among high CHD risk patients attending general practice(a) 2,707 94 

98 Management of hypertension and angina in general practice patients(a) 2,919 98 

99 Lipid management in patients with high-risk conditions(a) 5,372 183 

100 Gastrointestinal symptoms in patients attending general practice(a) 2,801 97 

101 Types of medicine use and patient use of medicines list(a) 5,528 187 

102 Alzheimer’s disease or dementia in patients attending general practice(a) 2,863 99 

103 Cardiovascular risk in patients attending general practice(a) 2,618 99 

104 Asthma management and medication use among patients attending general 
practice(a) 

2,862 97 

105 Measurement of severity of illness in general practice  4,982 166 

106 Weight loss attempts and methods 2,164 76 

107 Type 2 diabetes and dyslipidaemia  2,331 89 

108 Type 2 diabetes among patients attending general practice  2,832 96 

109 Secondary prevention of heart attack and stroke 2,471 84 

110 Erectile dysfunction 1,930 82 

(a) The abstract of results and research tool for this study was published in Patient-based substudies from BEACH: abstracts and research tools 
1999–2006 and is therefore not included in this chapter. 
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SAND abstract 105: Measurement of severity of 
illness in general practice 
Organisation supporting this study: Australian General Practice Statistics and Classification 
Centre. 
Issues: Severity of illness of each problem managed at the general practice encounter; length 
of the consultation and the GP consultation rate in the previous year; the relationship 
between the total severity score, consultation length and consultation rate. 
Sample: 4,982 encounters from 166 GPs; data collection period: 24/10/2006 – 15/01/2007. 
Method: Detailed in the paper entitled ‘SAND Method 2006–07’ on this website: 
<www.fmrc.org.au/publications/SAND_abstracts.htm>. The Duke University Severity of 
Illness (DUSOI) scale was used to assess the severity of each problem managed at the 
encounter and to calculate a total score for each encounter.1 

Summary of results 
The age–sex distribution of respondents was similar to the distribution for all BEACH 
encounters, with the majority (58.5%) of patients being female. 
The mean total DUSOI score was 5.2 (95% CI: 5.0–5.5) based on 4,187 scored encounters. 
Encounters with patients aged 45 years and over had a significantly higher mean total 
DUSOI score than those aged less than 45. There was a significant positive linear relationship 
between total DUSOI score and number of GP visits reported in the previous 12 months 
(p < 0.001). Patients reporting 11 or more GP visits had the highest mean total score of 6.4, 
and those reporting nil GP visits had the lowest total mean score of 3.6. The number of visits 
increased by 0.6 for every one point increase in total DUSOI score for the encounter 
There was a significant positive linear relationship between mean total DUSOI score and the 
length of consultation, with the consultation length increasing by 0.55 of a minute for each 
one unit increase in DUSOI (p = <0.001). The DUSOI range was 4.0 for consultations of less 
than 5 minutes to 7.3 for consultations of more than 25 minutes. 
For 4,187 respondents, the mean total DUSOI score of encounters with at least one chronic 
problem managed was 6.7 (95% CI: 6.3–7.1), significantly higher than encounters with no 
chronic problems (4.1, 95% CI: 3.9–4.2). Linear regression demonstrated a significant positive 
linear relationship between total DUSOI score and the number of chronic problems managed 
(p < 0.001). The total DUSOI increased by 2.4 points for each chronic problem managed. 
The DUSOI from the 6,133 scored problems had a mean score of 3.7 (95% CI: 3.6–3.9). 
Significantly higher DUSOI scores were recorded for back complaint (5.1, 95% CI: 4.7–5.4), 
depression (4.9, 95% CI: 4.6–5.2), acute stress reaction (4.9, 95% CI: 4.4–5.4), osteoarthritis 
(4.8, 95% CI: 4.5–5.1), anxiety (4.6, 95% CI: 4.2–4.9) and fracture (4.5, 95% CI: 3.9–5.1). 
Significantly lower DUSOI scores were recorded for acute upper respiratory infection  
(2.9, 95% CI: 2.7–3.2), hypertension (2.6, 95% CI: 2.4–2.9), solar keratosis/sunburn (2.4,  
95% CI: 2.1–2.8), lipid disorder (2.3, 95% CI: 2.0–2.6) and pregnancy (1.3, 95% CI: 0.8–1.8). 
1 Parkerson GR, Jr, Broadhead WE, Tse CK 1993. The Duke Severity of Illness Checklist (DUSOI) for 

measurement of severity and comorbidity. J Clin Epidemiol 46:379–93. 

The following page contains the recording form and instructions with which the data in this abstract were collected. 
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SAND abstract 106: Weight loss attempts and 
methods 
Organisation supporting this study: Abbott Australasia. 
Issues: BMI of child and adult general practice patients (calculated separately); prevalence of 
selected, related morbidities: hypertension, other cardiovascular disease, diabetes type 2 and 
depression; proportion taking selected medication groups: anti-hypertensives, 
statins/fibrates, antidepressants and antipsychotics; proportion who had tried to lose weight 
in past 12 months and methods used. 
Sample: 2,164 encounters with patients aged 2 years or more from 76 GPs. Data collection 
period: 24/10/2006 – 27/11/2006. 
Method: Detailed in the paper entitled ‘SAND Method 2006–07’ on this website: 
<www.fmrc.org.au/publications/SAND_abstracts.htm>. An international standard was 
employed to calculate BMI cut-off levels in children.1 A card listing weight loss methods was 
provided to patients. 

Summary of results 
The age and sex distributions were similar to all 2004–05 BEACH encounters with patients 
aged 2 years and over. Female patients accounted for 62.3% of the sample. Patients were 
divided into children (2–17 years) and adults (18 years and over) because the BMI cut-off 
levels for children differ from those used for adults. Of 212 child patients, 20.8% were 
overweight and 13.2% were obese. Of 1,862 adult patients, 34.4% were overweight and a 
further 22.5% were obese. Combining adult and child general practice patients, over half 
(54.6%; 95% CI: 51.4–57.7) were defined as overweight or obese. 
Only six child patients had any of the listed comorbidities. Of 1,907 adult patients, 54.8% had 
at least one of the comorbidities. At least one of the comorbidities was indicated for a 
significantly greater proportion of overweight (58.0%; 95% CI: 53.1–62.9) and obese adult 
patients (66.2%; 95% CI: 60.8–71.6) than patients of normal weight (45.4%; 95% CI: 40.4–50.3). 
Only one child was taking any of the medications. Of 1,893 adult respondents, 48.4% were 
taking at least one. The proportion of adult patients taking at least one medication rose 
significantly as weight increased, from 38.0% (95% CI: 33.3–42.8) of normal weight to 50.7% 
(95% CI: 46.2–55.3) of overweight and 61.5% (95% CI: 56.1–67.0) of obese patients. 
Of 223 child respondents, only nine had attempted weight loss in the previous 12 months.  
Of 1,927 adult patients, 35.8% had made at least one attempt to lose weight in the previous 
12 months. The proportion of adult patients attempting weight loss rose significantly by  
weight category, with 42.6% (95% CI: 36.6–48.5) of overweight and 67.6% (95% CI: 62.1–73.2)  
of obese patients attempting weight loss at least once during the previous 12 months. Female 
patients were significantly more likely to have attempted weight loss (41.8%; 95% CI: 37.5–46.1) 
than male patients (25.3%; 95% CI: 21.1–29.4). The majority (66.8%) of 689 adult respondents 
indicated exercise among weight loss methods tried, 38.6% had used a self-structured reducing 
diet, 30.8% indicated GP advice, 26.9% had used meal plans and 23.1% had used a weight loss 
program. Over-the-counter medications were indicated by 9.7% of these patients, 
specialist/dietitian advice by 8.6% and prescribed medications by 6.1% of patients. 
1  Cole TJ, Bellizzi MC et al. 2000. Establishing a standard definition for child overweight and obesity worldwide; international survey. BMJ 

320 (7244):1240–3. 

The following page contains the recording form and instructions with which the data in this abstract were collected. 
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SAND abstract 107: Type 2 diabetes and 
dyslipidaemia 
Organisation supporting this study: Merck, Sharp and Dohme (Australia) Pty Ltd. 
Issues: The prevalence of type 2 diabetes, dyslipidaemia and related morbidities among 
general practice patients; comorbidities and smoking status of patients with type 2 diabetes 
and/or dyslipidaemia; HbA1c and cholesterol levels of these patients; current management 
of blood glucose. 
Sample: 2,331 patient encounters with 89 GPs. Data period: 28/11/2006 – 15/01/2007. 
Method: Detailed in the paper entitled ‘SAND Method 2006–07’ on this website: 
<www.fmrc.org.au/publications/SAND_abstracts.htm>. 

Summary of results 
The age and sex distributions were similar to all 2005–06 BEACH encounters. Of the 2,331 
respondents, 204 (8.8%; 95% CI: 7.1–10.4) had diagnosed diabetes, and 388 (16.7%; 95% CI: 
14.2–19.1) had diagnosed dyslipidaemia. There were 478 respondents (20.5%; 95% CI: 18.1–
22.9) who had diagnosed diabetes and/or dyslipidaemia. 
Of the 2,331 patients, 569 (24.4%) had hypertension, 51 (2.2%) had congestive heart failure, 
126 (5.4%) had coronary heart disease, and 42 (1.8%) had moderate or severe renal 
insufficiency. Of the 478 patients with diagnosed diabetes and/or dyslipidaemia, 56.9% had 
at least one of these conditions as a comorbidity: 52.7% had diagnosed hypertension, 4.6% 
had congestive heart failure, 14.4% had coronary heart disease and 4.0% had 
moderate/severe renal insufficiency. Of 437 respondents with diabetes and/or 
dyslipidaemia, 56 (12.8%) were current smokers and 25 of these smokers also had at least one 
comorbidity. 
Of patients with type 2 diabetes and/or dyslipidaemia for whom HbA1c levels were known 
(n = 206), 49.5% had a level of <= 7 and 50.5% had a HbA1c level > 7. Of 459 patients for 
whom total cholesterol levels were known, 42.5% had a level of > 5.0. 
Of 201 diabetes patients who responded, 172 (85.6%) were taking at least one medication to 
manage blood glucose. Of 285 individual medications, 46.0% were metformin and 32.6% 
were sulphonylureas. Of 172 blood glucose medications for which details of duration of use 
were available, 47.1% had been taken for 1–4 years. Four-fifths (79.2%) of the 245 blood 
glucose medications for which data were available were initiated by a GP and one-fifth 
(20.8%) were initiated by a specialist. Only insulin was more commonly initiated by a 
specialist (66.7% of insulin medications) than by a GP (33.3%). 
Information on diet and exercise was provided for 115 patients with type 2 diabetes, 90.4% of 
whom were using diet/exercise for blood glucose management. These patients can be 
divided into the 70.4% who were using diet/exercise and taking at least one medication, 
20.0% who were using diet/exercise but were not taking medication, and 9.6% of patients 
who were not using diet/exercise but were taking medication. 
Of the total 285 medications, there were 39 for which change was indicated for patients 
whose blood glucose target had not been reached. The plan was to stop four of the 
medications, increase the dose for 31 and decrease the dose for four. 
The following page contains the recording form and instructions with which the data in this abstract were collected. 
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SAND abstract 108: Type 2 diabetes among patients 
attending general practice 
Organisations supporting this study: Pfizer (Australia) Pty Ltd. 
Issues: The prevalence of type 2 diabetes in patients attending general practice; time since 
diagnosis of type 2 diabetes; current management; prevalence of sequelae of type 2 diabetes; 
HbA1c level of patients. 
Sample: 2,832 respondents from 96 GPs; data collection period: 16/01/2007–19/02/2007. 
Method: Detailed in the paper entitled ‘SAND Method 2006–07’ on this website: 
<www.fmrc.org.au/publications/SAND_abstracts.htm>. 

Summary of results 
The age–sex distribution of the respondents was similar to the distribution for all BEACH 
encounters, with the majority of patients (60.1%) being female. 
Of the 2,832 respondents, 212 (7.5%; CI: 6.1–8.9) had diagnosed type 2 diabetes. There was no 
significant difference in the sex-specific rates, with 8.9% of male and 6.6% of female having 
diabetes. Prevalence was highest among patients aged 65–74 years at 16.9% (95% CI: 13.2–
20.6). For 180 respondents from the 212 patients with type 2 diabetes, the median time since 
diagnosis was 6 years. 
Diabetes management information was available for 209 patients. Management included diet 
and exercise for 64.1% of patients, metformin for 54.6% of patients, sulfonylurea for 30.6% 
and insulin for 20.6%. Glitazone and acarbose were each part of the management for 6.2% of 
patients. All patients were using at least one management type. Of 209 respondents, 55 
(26.3%) were taking no medication and using diet and exercise only, 39.7% were taking one 
therapy, 27.3% were taking two and 6.7% were taking three therapies. 
Sequelae information was available for 188 patients. Twenty-two per cent of respondents 
had no sequelae resulting from diabetes. Hypertension was a sequela of type 2 diabetes for 
65.4% of respondents, other cardiovascular disease was a sequela for 28.2%, renal disease for 
13.8%, and eye complications a sequela for 8.0%. Neuropathy, foot complications and skin 
complications each affected 10.6% of diabetes patients. Gastroparesis was a sequela for 
8 patients (4.3%), depression for 2 patients (1.1%) and other sequelae of diabetes were 
recorded for 7 patients (3.7%). 
HbA1c test levels were recorded for 209 patients. There were 8.2% of patients who did not 
know their level or had never been tested. Two-fifths of patients (38.9%) had a level >= 6% to 
<= 7%, and 89 patients (42.6%) had a level > 7%. For the 89 patients with a HbA1c level > 7%, 
69 specified the duration their HbA1c level had been > 7%: median duration was 10 months. 
Of the patients with a level HbA1c > 7% and who were not using insulin, 56 gave reason(s) 
for not using insulin. Three-quarters (75.0%) responded that insulin was ‘not yet necessary’, 
for 7.1% the reason was ‘needle phobia’ and for 12.5% it was ‘other patient resistance’. 
The following page contains the recording form and instructions with which the data in this abstract were collected. 
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SAND abstract 109: Secondary prevention of heart 
attack and stroke 
Organisations supporting this study: National Prescribing Service. 
Issues: The proportion of patients attending general practice who have risk factors or 
comorbidities associated with heart attack or stroke; the proportion of these patients 
currently taking an antiplatelet or anticoagulant medication and which medications patients 
are taking; reasons given by patients with risk factors or comorbidities for not taking 
anticoagulant/antiplatelet medications. 
Sample: 2,471 patient encounters with 84 GPs data collection period: 20/02/2007 – 
26/03/2007. 
Method: Detailed in the paper entitled ‘SAND Method 2006–07’ on this website: 
<www.fmrc.org.au/publications/SAND_abstracts.htm>. 

Summary of results 
The age and sex distributions were similar to all 2005–06 BEACH encounters. One-third 
(n = 841) of the sample of 2,471 patients (34.0%; 95% CI: 29.8–38.2) had at least one of the risk 
factors or comorbidities associated with heart attack or stroke and a high proportion of these 
patients were aged 65 years and over. Of 832 patients for whom age and sex was known, 
27.5% were aged 65–74 and 32.7% were aged 75 years and over. 
Of the 2,471 patients, 26.8% had hypertension, 4.4% had atrial fibrillation, and 3.6% had had 
an acute myocardial infarction. Stroke/transient ischaemic attack was recorded for 3.2% of 
patients, stable/unstable angina for 2.5% and peripheral vascular disease for 1.7%. There 
were 2.2% of patients who had a previous coronary artery bypass graft, and 1.1% who had a 
previous percutaneous transluminal coronary angioplasty. Other risk factors were indicated 
211 times for 8.5% of patients, with diabetes the most common, followed by lipid disorders. 
Of 779 respondents with at least one cardiac risk factor, 479 (61.5%) were taking 
antiplatelet/anticoagulant medication. Aspirin was being taken by 43.1% of respondents, 
warfarin by 11.7%, clopidogrel by 7.5%, and dipyridamole/aspirin by 1.5% of respondents. 
Herbal preparations with anti-coagulant effect were taken by 17 (2.2%) patients. 
In terms of combinations of medications taken by the 479 patients taking at least one 
medication, 61.8% were taking only aspirin. Warfarin (only) was taken by 17.3%, clopidogrel 
(only) by 7.1% and a combination of aspirin and clopidogrel by 4.8% of these patients. 
Herbal preparations only were taken by 2.5% of patients and the dipridamole/aspirin 
combination therapy was taken by 2.1%. Seven patients (1.5%) were taking a combination of 
aspirin and warfarin. 
Of 300 (38.5%) patients with at least one cardiac risk factor who were not taking medications, 
274 gave reasons for not taking them. For 54.4% of these respondents, the reason was stated 
as ‘not clinically indicated’. For 20.8%, the reason was a history of peptic ulcer or gastro-
oesophageal reflux disease, and for 9.5% it was an expected adverse effect on the gastro-
intestinal tract. Concurrent NSAID therapy was cited as a reason for 5.5% of patients. Other 
reasons (14.2%) included new patient/newly diagnosed and patient resistance. 
The following page contains the recording form and instructions with which the data in this abstract were collected. 
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SAND abstract 110: Erectile dysfunction 
Organisation supporting this study: Pfizer Australia Pty Ltd. 
Issues: Prevalence of erectile dysfunction (ED) in general practice patients/their partners 
(18 years and over); sources of advice utilised by patients/partners experiencing ED; 
remedies tried as management of ED; effectiveness of the remedies tried. 
Sample: 1,930 patient encounters from 82 GPs; data collection period: 20/02/2007 – 
26/03/2007. 
Method: Detailed in the paper entitled ‘SAND Method 2006–07’ on this website: 
<www.fmrc.org.au/publications/SAND_abstracts.htm>. Participating GPs were provided 
with a card that contained information about ED and a clinical definition. 

Summary of results 
Females were over-represented in this sample (65.0%) of adults when compared with all 
BEACH encounters with adults in 2005–06 (60.1%). The age distribution within adults 
paralleled that of patients at all BEACH encounters. 
There were 1,930 patients aged 18 years and older, who responded to one or more questions. 
Of these, almost two-thirds (63.2%; n = 1,219) were currently sexually active, 31.9% (n = 615) 
were not, and 5.0% had never been sexually active. Patients aged 25 to 44 years were the 
most likely to be sexually active (82.7%, 95% CI: 77.4–88.0) and the proportion decreased 
with age to 11.6% (95% CI: 7.0–16.3) among patients aged 75 years or more. The proportion 
of patients who were either currently or previously sexually active was similar in males 
(94.5%) and females (95.4%). 
Of the 1,834 (95.1%) patients who were currently/previously sexually active, 160 (8.7%) did 
not respond to the questions about their/their partner’s experience of ED. Of the 1,674 
respondents, 20.3% (95% CI: 17.0–23.6, n = 340) stated that they/their partner had 
experienced ED. A significantly smaller proportion of female patients (16.2%, 95% CI: 12.7–
19.7) reported their partner’s having ED than male patients (27.5%, 95% CI: 22.6–32.4) 
reported having ED. The proportion of patients experiencing ED increased significantly with 
age from 2.3% among patients aged 18–24 years, to 35.5% among patients aged 65 years and 
over. 
Of the 340 respondents who had experienced ED themselves or in their partner, 333 reported 
frequency of ED. Of these, 39.9% experienced ED on 1–25% of occasions, 22.5% on 26–50% of 
occasions, and the remainder (37.5%) on 51% or more of occasions. 
Almost half (n = 158) of the 332 respondents to the question on help-seeking had sought help 
for ED: 44.3% (n = 147) from the GP and 6.0% from another health professional. 
Of the 145 respondents who had sought help from their GP and who responded to the 
question about initiation of help, 72.4% stated that they/their partner initiated the discussion 
about ED, 21.4% indicated that their/their partner’s GP raised this topic, and the remainder 
(6.2%) did not know/could not remember who initiated it. 
Of the 340 patients/partners who had experienced ED, 210 responded to the question about 
remedies for ED (multiple responses allowed). Of these, 60% had tried at least one of the 
listed remedies. The most common remedy was prescribed medications (84.1%, n = 106), 
followed by behavioural treatment (10.3%) and over-the-counter products (7.1%). 
The following page contains the recording form and instructions with which the data in this abstract were collected. 
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