
selection in general practice is available from 
National Asthma Council Australia (www.
nationalasthma.org.au/living-with-asthma/
resources/health-professionals/information 
-paper/spirometry-users-buyers-guide).

Some GPs may not feel confident per-
forming spirometry or interpreting results; 
referring patients to a spirometry service or 
pulmonary function laboratory can be an 
appropriate alternative. Other factors that 
may contribute to a practice policy to refer 
patients elsewhere for testing and interpre-
tation include costs of equipment and 
consumables, as well as the opportunity cost 
and the level of rebate for a spirometry test, 
which requires testing with bronchodilator 
reversibility (Medicare Benefits Schedule 
item 11506).

Performing spirometry
If spirometry is performed in the practice, 
effective training and ongoing quality control 
of tests are essential. Training for GPs and 
practice nurses is available through the free 
National Asthma Council Australia com-
prehensive course (six hours) or refresher 
update (2.5 hours) across Australia (www.
nationalasthma.org.au/health-professionals/
spirometry-resources/spirometry-training). 
Other state-based organisations also offer 
training (www.lungfoundation.com.au/
health-professionals/clinical-resources/copd/
spirometry).

Spirometry technique
In primary care, most adults can perform 
spirometry reliably and to acceptable stand-
ards with effective coaching by a trained 
operator; the essential point is that forced 
exhalation is dependent on the patient’s effort. 
Modern spirometers assess the quality of each 
test and grade them against international 
standards for acceptability and reproducibility, 
thus enabling monitoring of spirometry test-
ing within the practice.12 Spirometers include 
data on age-specific predicted values for inter-
pretation and identification of lung function 
relative to normal age-defined values.

Regular assessment of the quality of 
spirometry performed is highly recom-
mended to ensure quality and reliability are 
high. An online service, Spirometry 360, 

which is available for a licence fee, addresses 
the need for quality feedback after training 
(www.spirometry360.org).

Interpretation of spirometry
COPD is diagnosed when with three accept-
able spirometry measurements of flow against 
volume or time, testing demonstrates the 
ratio FEV1/FVC less than 0.7 after adminis-
tration of bronchodilator medication. The 
online Spirometry Calculator in the Primary 
Care Respiratory Toolkit can help with inter-
preting spirometry results for an individual 
patient (www.lungfoundation.com.au/
health-professionals/clinical-resources/copd/
primary-care-respiratory-toolkit).

Patients with a diagnosis of COPD, 
require regular, ongoing monitoring of FEV1 
because treatment recommendations change 
with disease progression. A summary step-
wise guide to pharmacological and nonphar-
macological interventions according to level 
of severity of disease in COPD is available 
online (www.lungfoundation.com.au/health- 
professionals/guidelines/copd/stepwise- 
management-of-stable-copd).

Differential diagnosis and spirometry
Both asthma, characterised by reversible 
airflow obstruction, and COPD are common 
diseases of the airways. Overlap between 
them often causes diagnostic confusion and 
management challenges. Symptoms may be 
similar in both conditions (Table), and there 
is considerable overlap as many people with 
asthma smoke and longstanding asthma may 
have a degree of irreversibility.

The change in FEV1 after an acute bron-
chodilator reversibility test indicates the 

degree of reversibility of airflow limitation. 
The reversibility is expressed as a percentage 
of the baseline measurement (e.g. a 12% 
increase). An increase in FEV1 of more than 
12% and 200 mL is greater than average day-
to-day variability of the measurement.

The co-occurrence of COPD and asthma 
denotes a worse prognosis. It also provides a 
strong indication for the use of inhaled corti-
costeroids in addition to long-acting broncho-
dilators, without the strictures of FEV1 severity 
and frequency of COPD exacerbations.

Conclusion
Studies have shown that many cases of COPD 
are not diagnosed and this lack of diagnosis 
results in poorer outcomes for patients. GPs 
can screen susceptible patients with handheld 
devices during the consultation and refer for 
or perform spirometry when indicated. 
Understanding the key spirometry measure-
ments and the overlap with asthma will help 
guide management.  RMT
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Table. Comparison of features of COPD and asthma

Features COPD Asthma

Age of onset Mid-life Often early in life

Progression Symptoms slowly progress Symptoms vary from day to day

Symptom trigger, 
diurnal variation

Dyspnoea during exercise Symptoms at night/early morning

Associated atopy May not have atopy Allergy, rhinitis and/or eczema may be present

Family history Uncommon Common – family history of asthma and/or 
allergic diseases
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