
optimised use of bronchodilators, vaccina-
tion and comorbidity management. For all 
smokers, with COPD of any severity or with-
out COPD, support for smoking cessation 
should have the highest priority.

Th e policy aim now is to identify undiag-
nosed COPD earlier in the course of the 
disease.6 Correctly identifying COPD 
requires objective measurement of airfl ow 
obstruction with spirometry; the high 
misclassifi cation rate (at least 30%) found 
repeatedly in primary care attests to a histor-
ical under-reliance on spirometry.  A review 
of the evidence in primary care suggests that 
active case fi nding can increase the identifi -
cation of patients with undiagnosed COPD, 
especially when combined with use of 
screening questionnaires before diagnostic 
assessment, and when patients are clinically 
suspected to have COPD.7

How
Diagnosis of COPD relies on spirometry and 
the demonstration of airfl ow limitation that 
is not fully reversible; this is the ‘gold standard’ 
for confi rming a diagnosis. Airfl ow limitation 
that is not fully reversible is defi ned as the 
ratio of forced expiratory volume in one 
second (FEV1) to forced vital capacity (FVC), 
the FEV1/FVC ratio, being less than 0.7 aft er 

bronchodilator administration. Both 
Australian and international guidelines use 
this defi nition for COPD diagnosis.6,8 Th e 
alternative criterion, based on the lower limit 
of normal (LLN) of the FEV1/FVC ratio, may 
reduce the risk of slight over diagnosis of 
COPD in older populations or under diagno-
sis in younger people, but the fi xed FEV1/FVC 
ratio is the currently preferred approach. 
Diagnostic airfl ow obstruction in COPD is 
recognised when the FEV1 less than 80% of 
the predicted value.8 Knowledge of the FEV1 
and its change over time indicates the degree 
of airfl ow obstruction and disease progres-
sion, and combined with symptoms and 
exacerbation frequency can guide appropriate 
selection of pharmacotherapy.

Case fi nding
Because patients may not recognise or report 
their symptoms and many GPs deal prefer-
entially with acute symptoms or other 
conditions during consultations, implement-
ing a systematic approach to identifying 
COPD in general practice will improve the 
rates of diagnosis. Th e Lung Health Checklist 
(www. lungfoundation.com.au/patient-area/
checklist; translated into Arabic, Hindi, 
Samoan, Spanish, Chinese and Vietnamese) 
identifi es people aged over 35 years who are 

at risk of lung disease; based on smoking 
history, previous acute respiratory exacerba-
tions, occupational exposure to dusts, gas or 
fumes, or family history of COPD. Th ese 
people can then be assessed using a handheld 
screening device. Th ose whose test is positive 
then undergo diagnostic spirometry. Th is 
approach reduces use of the more complex, 
time-consuming spirometry testing and 
limits the risk of late diagnosis. Adopting a 
systematic approach to identifying COPD 
involves the practice team, as recommended 
in the ‘Red book’ guidelines for preventive 
activities in general practice.9 

Lung function screening devices
Handheld expiratory fl ow devices, such as 
the PiKo-6, COPD-6 or Air Smart Spirometer, 
are used to assess patients at risk of COPD 
and either rule out or confi rm the need for 
diagnostic testing with spirometry (Figures 
1a to c). Th ey are relatively inexpensive, easy 
to use and suitable for most patients as they 
do not require complete emptying of the 
lungs. Minimal training is required to use 
them and interpret the results. Th e devices 
measure forced expiratory volumes at one 
and six seconds; threshold levels for a positive 
test are published and available online.

Lung Foundation Australia has online 
training videos for operating the PiKo-6 and 
Vitalograph COPD-6 devices (www.lung
foundation.com.au/health-professionals/
clinical-resources/copd/targeted-copd-case-
fi nding-using-copd-screening-devices-in-
the-community). Printed material for 
interpreting results and following up tests can 
be downloaded to widely used medical soft -
ware from the website. 

Spirometry testing
Spirometry may be performed in the com-
munity or before discharge from hospital if 
an exacerbation is the presenting event for a 
diagnosis of COPD. Several factors can be 
barriers to conducting spirometry in primary 
care, and practical solutions or alternatives 
need to be considered. Although spirometer 
ownership may appear high in general prac-
tice,10 there is oft en a low rate of use.11 Selec-
tion of a suitable spirometer is important; 
information to assist with spirometer 

Figures 1a to c. Handheld devices. a (left) Air Smart Spirometer. b (top right) PiKo-6. 
c (bottom right) COPD-6. 
Image of PiKo-6 reproduced with permission from Lung Foundation Australia. Image of Air Smart Spirometer reproduced with permission from 
NuvoAir. Image of  COPD-6 device reproduced with permission from Vitalograph.
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