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The case for the widespread adoption of spirom-
etry in primary care put by Niels Chavannes is
based almost solely on the role of spirometry in
the detection of COPD at an early stage in the
disease. Early detection of COPD should lead to
the possibility of promoting smoking cessation in
smokers with COPD. Smoking cessation is the great
challenge in COPD. Anything that increases smok-
ing cessation rates is to be recommended. This is
essentially an argument for the role of screening
with spirometry in the secondary prevention of
COPD [1].
The case for screening for COPD in primary care

should be determined ultimately by the advan-
tage offered to patients who are identified from
the screening process [2]. It requires an analysis
of the number of cases detected by screening in
whom the development of COPD can be arrested
by a smoking cessation intervention. It demands
a clear plan on how a screening programme in
primary care can be implemented. Evidence to en-
able all of these conditions to be addressed is not
yet available, but the argument is compelling for
those primary care teams which are motivated to
use spirometry as a screening tool now. Interest-
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ingly, the paper quoted by Chavannes to support his
statement that spirometry is ‘‘proven to be a help-
ful tool in convincing patients to stop smoking’’
shows that there is no difference in the cessation
rate of subjects with normal lung function com-
pared to those with abnormal lung function and
suggests the opposite of his conclusion [3].
Chavannes argues that primary care has the ca-

pacity to do spirometry as well as it is done in hos-
pital. This is not surprising particularly with modern
hand-held electronic spirometers which can be set
to accept spirometric readings only if the subject
achieves the ATS criteria of three readings with an
FEV1 within 0.2 l of each other [4]. Spirometry is a
relatively simple test. It requires careful instruction
of the patient, three acceptable tests, regular cal-
ibration of the instrument, and regular in-service
training of the operator. Its principal drawback is
that it is time consuming to conduct reliably. In
addition, it requires technical expertise to inter-
pret and it is unlikely to be needed often enough in
day-to-day consulting to justify every GP and prac-
tice nurse becoming proficient in its use. It is likely
to remain a test that is done outside the routine
consultation.
The role of lung function in the primary care man-

agement of COPD is complex at every stage of the
disease, and not just in screening. The approach to
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lung function in COPD management is demanding
whether it is in the diagnosis of the disease, the
treatment of the symptoms, the management of
exacerbations, or the interventions that are made
to prevent or shorten the length of hospital admis-
sions. None of these issues is addressed by Cha-
vannes although he mentions in passing the role of
spirometry in diagnosis and monitoring.
The management of COPD is undergoing a rad-

ical shift. From a relatively nihilistic position in
the late 1990s when the only invention thought
likely to influence the outcome of the disease was
smoking cessation, the approach of clinicians and
researchers in COPD is changing. In the early stages
of the disease asthma and COPD may co-exist and
the airways obstruction may have a significant re-
versible component. Later in the disease when re-
versibility appears to have been all but lost clinical
improvement can still be gained with long acting
inhaled anti-cholinergics (tiotropium), with long
acting beta-agonists (salmeterol and formoterol)
and with oral steroids [5—7]. The impact of these
changes though small is significant and worth seek-
ing. The effects of the drugs are subtle. They in-
fluence the frequency of exacerbations as well as
symptoms. They also improve lung function. Lung
function also deteriorates in acute exacerbations
and improves with recovery.
There are advantages to measuring lung function

in severe COPD. The measurement gives doctor
and patient an objective view of what is happen-
ing which they can share. Small changes encourage
patient and doctor to continue with their strategy.
The absence of change after a new treatment may
convince patients and doctors that the intervention
has little to offer. These measurements should form
part of the routine dialogue around the disease
upon which the treatment (including smoking ces-
sation) is set. Spirometry is useful for this purpose
every 1—2 years. It will only be used within the con-
sultation by enthusiasts who are happy to borrow

the time from other consultations. When it comes
to the annual or biennial test, where it is done and
how is less important than that it is done well. In
the meantime, the less complete measure of lung
function, peak expiratory flow (PEF), should help
to fill the gap. PEF measures airway calibre which
is the element of lung function which the drugs
are designed to improve, and which gets worse
during exacerbations. It tells us little about the un-
derlying structural damage caused by the disease
but that detail can be provided every 1—2 years
by spirometry. Lung function measurement is not
a substitute for the detailed clinical assessment
and advice needed by COPD sufferers but it pro-
vides a useful backdrop to the consultation and
helps to anchor it in the underlying process of the
disease.
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