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Use of Office Spirometry in Primary — Care Clinics
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Abstract

Early diagnosis and smoking cessation are the only ef-
fective ways to stop or delay the progression of chronic
obstructive puimonary disease (COPD). It is true that primary —
care physicians rarely use spirometry to establish the diag-
nosis of COPD in smokers or to detect COPD or asthma in
patients with respiratory symptoms or signs. Recently,
however, with the advances in the development of electrical
devices, a new category of spirometry, “office spirometry”,
has been introduced. Office spirometry is a simple, safe, and
noninvasive test. In addition, it takes only a few minutes for
the patient and technician to perform office spirometry, which
includes a few breathing maneuvers of a 6—second duration.
Primary —care physicians are strongly encouraged to perform
an office spirometry test in patients with respiratory symp-
toms such as chronic cough, sputum, wheezing, dyspnea
or in patients over 45 years of age who report smoking ciga-
rettes in order to detect COPD.
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Chronic obstructive pulmonary disease
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Table 1. Indications of office spirometry
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Table 2. The process of office spirometry
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Table 3. The comparisons of available office spirometries
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(Chest M.I, 9 &)

A, AR A 29 tgoE ABuSPE NS A AR2ASL B
3ekoll WA Aslel 1 ANE Aol 1% nEd]  TA%eIA] 2AHE 5
folof sla1 1 Wghueh 28F  AFFEGHol COPDY 2710 0. ov)sh girka

owl 7 ool g1 ol st

COPD {8432l GOLD 7tel=2klell i) COPDS] A=
7)) Fo4S At vk 53] AiQleldlelM v A A gjabse] A

COPDE £7171%37] slate] B2 e Bo3ks  aiae wHsiae 2

7ol Bastir

AAE

AAgto =z COPDE
oz heloflefA

Buffels (602 7121o]loA] AHg ek ABaZgel QoA B gEe JwdHe] A8t FEF Fe

COPD9] 714t #-&
2] 7 4% A 71 =H 3 A4S BT},

Aol W3 AA i & $5 COPD ghate] 285 2n)7} 91l
Bolton & (8)& 7H)1e ol A=A AR

Ao Ak 71w a 82 5 GOLD W71 12 39%, & &A% A 719l e)de] 58.1% M= et AHE:

27 51%, 3& 9% A2

o, 14Ho)AE= FEV1e] 30% ©]st

of

L gislom, 33.8%9 M= d=5 AeteiAl sal SISk

2 7] 40 A AuEe] 90%0l4 W) 1,27, % vk ASASAUS 4B s BES A
2/90] JFsalgith, ARAOE oS8 AN BEE PAE Bo] sha Ak, AHgSHE P B

620

2553



-

\\ ‘

Spirovit Sp-1 Alpha Il

Spiro HI-701

AS-505

FlowScreen

Slo)u} jshg el A 557) A
EEEEEEE RERER R
SERE RISEERE PRSI

71] gho] v)a sk o2k o= 4

Figure 5. The figure of available office spirometries

448 AsAL 2710 gstel % EEE
olehz 2e % AelA gold Ay FmaBel 2717

web ALESAHE COPDe] 27)0% 2
314 Aoz B} QA AR Bifo] B

]Hloﬂ
L33} FAl ALFSANES A ARSSHA a7 Slstod
ARgaRE W el ik 2|44 aiso] ekl

1. Enright PL, Hyatt RE. Office Spirometry A Practical Guide to the
Selection and Use of Spirometers. Philadelphia: Lea & Febiger,
1896

2. Ferguson GT, Enright PL, Buist AS, Higgins MW. Office Spi-
rometry for Lung Health Assessment in Adults: A Consensus
Statement From the National Lung Health Education Program.
Chest 2000; 117: 1146 - 61

3. Miller MR, Hankinson J, Brusasco V, Burgos F, Casaburi R,

621

ChetolAtE 3|



Continuing Education Column

Wanger J, et al. Standardisation of spirometry. Eur Respir J

2005; 26: 319-38

4. ZYUS. HZISZAL In oHEY, ZMT, LR, AL, 2
M olZtE £ 557|8 MS: XIS EAL 2004: 169 -87

5. Weinberger SE, Drazen JM. Disturances of Respiratory Func-
tion. In : Kasper DL, Braunwald E, Fauci AS, Hauser S, Longo D,
Jameson JL. Harrison's  Principles of Internal Medicine. 16th
ed. New York: McGraw—Hill, 2005: 1498 - 501

6. Buffels J, Degryse J, Heyrman MDJ, Decramer M. Office

p Peer Reviewer Commentary

71 A (el Lo

Spirometry Significantly Improves Early Detection of COPD in
General Practice. Chest 2004; 125: 1394 -9
7. Dales RE, Vandemheen KL, Clinch J, Aaron SD. Spirometry in
the Primary Care Setting. Influence on Clinical Diagnosis and
Management of Airflow Obstruction. Chest 2005; 128: 2443 - 7
8. Bolton CE, lonescu AA, Edwards PH, Faulkner TA, Edwards
SM, Shale DJ. Attaining a correct diagnosis of COPD in general

practice. Respiratory Medicine 2005; 99: 493 - 500

COPD(RFgmAtgm| &= =LiollAf =2t OfLf2t
1

Ol g2l gAtel of

2 843d| d&oke ggs 2elnt. COPDE 2

O 2 == 1Es Af=lo] SMS0] EE35] 2y
it =0 SH0l= HI IS HAPE A2 OF

= R eith=s FolM 0] =22 oje7t A0ta sl

622 yololeioly FOIR HEEHHe 02

M MAMezE ZHPE £ln Q= Heolch f2|Le= 45M
2%, O4AQ] oFf 4%7t 0| HEo]l O|=|0] UCk= AFEO] BSRCH AH0| =245 REE

IT="T —

LolSo| Ato] A2 M| T, OftEt AlSIxQ! HIR0| R7E
o
o=

FO{0F 2

2 THIE AlQXEoH E TR .

COoPDe| 7!

2580 i 22 0] dAgES & ofsliste T=zoll XMEsk= A



