Body mass index
Important note: This is an archived metadata standard from the AIHW Knowledgebase. For
current metadata standards and related information please access METeOR, the AIHW's
Metadata Online Registry at http://meteor.aihw.gov.au

Identifying and Definitional Attributes
Data Dictionary: NHDD
Knowledgebase ID: 000367
Version number: 2
Metadata type: DERIVED DATA ELEMENT
Registration NHIMG
Admin status: SUPERSEDED
Authority:
Effective date: 01-MAR-05
Definition:

A measure of a person's weight (body mass) relative to height used
to assess the extent of weight deficit or excess in adults and excess
only in children and adolescents.

Context:

Public health and health care:
Body Mass Index (BMI) is used as an indicator of underweight,
normal or healthy weight and overweight and obesity in adults and
overweight and obesity in children and adolescents. On a
population basis there is a strong association between BMI and
health risk such as coronary heart disease, non-insulin dependant
diabetes mellitus and high blood pressure in adults.
In population based surveys, BMI may be used:
-to indicate the prevalence of thinness and overweight and their
sociodemographic distribution (problem identification)
-to evaluate health promotion and disease prevention programs
(assessment of interventions)
-to monitor progress towards National public health policy
-to ascertain determinants and consequences of thinness and
overweight
-in nutrition and physical activity surveillance and long-term
planning.

Relational and Representational Attributes
Datatype:
Representational
form:
Representation
layout:
Minimum Size:
Maximum Size:

Numeric
QUANTITATIVE VALUE
NN.NN*/NN.N**
4
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5
Data Domain: 888.8
999.9
NOVAL

Unknown
Not reported
Calculated ratio for body mass index

Guide For Use: Formula:
BMI = weight (kg) divided by height (m) squared.
Body mass index is a continuous variable.
Code body mass index to 99.99 or 99.9.
If any component necessary for its calculation (i.e. weight or
height for adults and weight, height, sex or date of birth for
children and adolescents) is unknown or has not been collected
(i.e. is coded to 888.8, 999.9, 888, 999 or 9).
Collection Methods: *NN.NN for BMI calculated from measured height and weight.
**NN.N for BMI calculated from self-reported height and/or selfreported weight
BMI calculated from measured height and weight should be
distinguished from BMI calculated from self-reported height
and/or weight. When either self-reported height or self-reported
weight is used in the calculation, BMI should be recorded as selfreported BMI. Self-reported or parentally reported height and
weight for children and adolescents should be used cautiously if at
all.
BMI should be derived after the data entry of weight and height. It
should be stored on the raw data set as a continuous variable and
should not be aggregated or rounded.
Related metadata: supersedes previous data element Adult body mass index version 1
is calculated using Weight - measured version 2
relates to the data element Date of birth version 4
is used in the derivation of Body mass index - classification version
2
is calculated using Height - measured version 2
is calculated using Height - self-reported version 2
relates to the data element Sex version 3
is calculated using Weight - self-reported version 2
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Administrative Attributes
Source Document: Obesity: Preventing and Managing the Global Epidemic. Report of
a WHO Consultation. 2000. World Health Organization.
Cole TJ, Bellizi MC, Flegal KM, Bietz WH. Establishing a standard
definition for child overweight and obesity worldwide:
international survey. British Medical Journal 2000; 320: 1240-1243
Source Organisation: The World Health Organization and the consortium to develop an
Australian standard definition of child/adolescent overweight
and obesity; based at the Children's Hospital at Westmead on
behalf of the Commonwealth Department of Health and Ageing.
Comments: This data element applies to persons aged 2 years or older. It is
recommended for use in population surveys and health care
settings for adults and population surveys only for children and
adolescents. It is recommended that calculated BMI for children
and adolescents be compared with a suitable growth reference such
as the US Centers for Disease Control 2000 BMI- for-age chart be
used for in health care settings such as hospitals, clinics and in
general practice. A BMI greater than the 85th percentile would be
classified as overweight, while a BMI greater than the 95th
percentile would be classified as obese. These percentiles are
arbitrary and do not relate to morbidity as the BMI cut-points do in
adults.
BMI is relatively easy to determine, and has been validated against
more direct measures of adiposity such as Magnetic Resonance
Imaging and Dual X-ray Absorptiometry.
BMI is a low cost technique, with low respondent and investigator
burden. In addition, it offers low inter-observer and intra-observer
error, therefore offering good reliability.
Overweight and obesity, as defined by WHO for the interpretation
of BMI (WHO 2000), are exceedingly common in Australia and
their prevalence is increasing.
It is recommended that in population surveys, sociodemographic
data including ethnicity should be collected, as well as other risk
factors including physiological status (e.g. pregnancy), physical
activity, smoking and alcohol consumption. Summary statistics
may need to be adjusted for these variables.
National health data elements currently exist for sex, date of birth,
country of birth, Indigenous Status and smoking. Data elements are
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being developed for physical activity.
Presentation of data:
Means, 95% confidence intervals, medians and centiles should be
reported to one decimal place. Where the sample permits,
population estimates should be presented by sex and 5-year age
groups . Estimates based on sample surveys may need to take into
account sampling weights.
For consistency with conventional practice, and for current
comparability with international data sets, recommended centiles
are 5, 10, 15, 25, 50, 75, 85, 90 and 95. To estimate the 5th and 95th
centiles a sample size of at least 200 is recommended for each
group for which the centiles are being specified.
Body mass index can be calculated from measured height and
weight, or self-reported height and weight, however for children
and adolescents, self-reported or parentally reported data should
be used cautiously if at all.
For adults, body mass index tends to be underestimated when
based on self-reported, rather than measured, height and weight.
This is due to the fact that, on average, height tends to be
overestimated and weight tends to be underestimated when selfreported by respondents.
There are many individuals for whom BMI is an inappropriate
measure of body fatness. These are individuals whose high body
mass is due to excess muscle rather than fat (e.g. body builders or
others in whom the level of physical activity promotes an increase
in muscle mass); or in those with osteoporosis who will have a
lower than usual BMI; or those who have a different body build
(e.g. individuals with unusually long or short legs or a different
body fat distribution) (WHO Expert Committee 1995).
This is particularly important when assessing individuals but
should also be taken into account in interpreting data from
populations in which there are sub-groups with genetic or
environmental differences in body build, composition, skeletal
proportions or body fat distribution. As such, both BMI and a
measure of fat distribution (waist circumference or waist: hip ratio)
are important in calculating the risk of obesity comorbidities.
Epidemiological research shows that there is a strong association
between BMI and health risk. Excess adipose tissue in adults is
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associated with excess morbidity and mortality from conditions
such as hypertension, unfavourable blood lipid concentrations,
diabetes mellitus, coronary heart disease, some cancers, gall
bladder disease, and osteoarthritis. It may also lead to social and
economic disadvantage as well as psychosocial problems. It is a
major public health issue in most industrialised societies.
Thinness (low BMI) is also an indicator of health risk, often being
associated with general illness, anorexia, cigarette smoking, drug
addiction and alcoholism. Low BMI is consistently associated with
increased risk of osteoporosis and fractures in the elderly.

Data Element Links
Information Model Entities linked to this Data Element
NHIM
Physical wellbeing
Data Agreements which include this Data Element
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