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Editorial

Quality of Forced Spirometry in Primary Care, Impact on the COPD Treatment

La espirometría forzada de calidad en Atención Primaria, impacto en el tratamiento de la EPOC

Felip Burgos

Servicio de Neumología, ICT, Hospital Clínic, Barcelona, Spain

Spirometry is an essential test in the diagnosis, monitoring and 

management of respiratory diseases. Likewise, the reduction of 

forced vital capacity (FVC) has been related with greater mortality in 

cancer, cardiac pathologíes1 and lower survival rates in adults with 

respiratory symptoms or disease.2,3 This goes to show that John 

Hutchinson in 1846 was right on the mark when he defined this 

parameter as “vital” capacity.

Respiratory diseases that run their course with airway obstruction, 

especially chronic obstructive pulmonary disease (COPD) and asthma, 

are extremely prevalent. Despite their morbidity and mortality and 

the important consumption of resources involved in their 

management, both diseases are underdiagnosed, up to more than 

70% in COPD as shown in a recent study in Spain.4

The diagnosis of COPD is based on the detection of airway 

obstruction and one of the most useful tools for its determination is 

the implementation of spirometry in Primary Care (PC). Several 

studies show the usefulness of spirometry to detect subjects at high 

risk for developing COPD,5,6 but few analyze the impact of spirometry 

in the treatment of COPD.7 In this issue of Archivos de Bronconeumología, 

M. Monteagudo et al8 analyze the impact of spirometry testing in the 

standard clinical practice of COPD in Primary Care and how it 

influences COPD treatment. Twenty-one centers intervened in this 

cross-sectional observational study with the participation of 801 

patients, for whom only 53% of spirometries were available, FEV1 

being the only parameter. Thus, it was impossible to correctly stratify 

the patients into degrees of severity, a limitation that was admitted 

by the authors of the study.

Once again, the underuse of spirometry in the diagnosis and 

follow-up of COPD is revealed. Only in half of the patients was COPD 

diagnosis confirmed by forced spirometry and there was evidence of 

great variability in its use between the 21 centers that participated 

in the study. This diversity was also studied in the audit that Pellicer 

et al9 carried out in 10 hospitals in the province of Valencia that 

diagnosed COPD. Fifty-four percent of the patients with COPD 

diagnosis did not undergo spirometry before hospital discharge. This 

study also states that COPD diagnosis in the hospital setting does not 

meet the minimal standard of acceptable quality of care, stating that 

there are great differences in the diagnostic management of this 

disease between the different specialists and levels of health-care.

M Monteagudo et al8 associated the use of spirometry with better 

patient control, although they did not associate it with an integral 

approach to the disease, as recommended by the clinical guidelines. 

Patients with spirometry presented more registered exacerbations 

but, however, a lower number of hospitalizations. This could explain 

why the authors defend better follow-up and registry of this group 

of patients. The majority of the patients had follow-up visits with 

their general practitioner in Primary Care, whereas 35% were 

controlled by the nursing staff. It was confirmed that being controlled 

by a pulmonologist and/or nurse was positively associated with 

follow-up spirometries.

Another aspect to highlight is that 38% of patients who were 

smokers had not received any type of anti-smoking advice and had 

less follow-up spirometries. Even lower is the percentage of patients 

who received “healthy lifestyle” advice on diet, exercise, etc. When 

the authors evaluated the treatment, they found a greater use of 

short-acting β-2-adrenérgics in patients without spirometry (60 vs 

52%) and (70 vs 63%) in the use of glucocorticoids. The authors could 

not analyze the quality of the spirometry, and it must be noted that 

in many cases only FEV1 is registered. Moreover, each spirometer had 

its own reference values and no data was provided as to whether the 

spirometers were subjected to any type of quality control. This all 

goes to show that, as the authors highlight, quality health care 

standards are far from being reached in COPD.10

In spite of national11 and international12 clinical guidelines 

recommending the use of forced spirometry as a diagnostic tool in 

COPD, it is not only underused in all healthcare settings, but many 

times it is not adequately utilized. This was demonstrated in the 

study by M. Monteagudo et al,8 where the minimal values of 

spirometry (FVC, FEV1 and FEV1/FVC ratio) could not be compiled, 

nor were data for bronchodilators, and in many instances it was not 

known which reference values were used while only percentage FEV1 

values were collected.

The healthcare challenge is early diagnosis of respiratory diseases, 

especially in those with greater prevalence like COPD and asthma. 

The dissemination of quality spirometry is an objective within our 

reach in the near future, but quality controls must be implemented 

in order for spirometry to be a reliable exploration, where both E-mail address: fburgos@clinic.ub.es
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numerical and graphic data can be accessed. We must strive for a 

more extensive use of spirometry in all healthcare settings, without 

sacrificing quality.

The growing impact of information and communication 

technologies (ICT) in medicine is a reality, and there is no doubt that 

spirometry will not lie outside these technological changes.13 It is 

necessary for spirometry to occupy its deserved place in clinical 

histories, due to both its historical and clinical use. Only by integrating 

lung function in computerized registers can we guarantee adequate 

quality control, and the expansion of spirometry as a basic tool for 

the evaluation of health.
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