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Summary
A short, decentralised 13-hour training course on COPD and spirometry was
delivered to primary care doctors and their assistants. The percentage of general
practitioner (GP) referral letters — on patients with suspected peripheral airways
disease — which contained information about FVC and FEV1 increased from 9%
before, to 56% after, the training course.
© 2007 General Practice Airways Group. All rights reserved.

Introduction

Early detection and intervention can alter the
course and outcome of chronic obstructive
pulmonary disease (COPD).1 However, diagnosis
based on symptoms and signs alone seems to be
insufficient2 and the use of a spirometer is
mandatory.3 Reports from Australia4 and the United
Kingdom5 show that few primary care practices have
access to office spirometry. It was our impression
that the situation is similar in Norway.

Thus, we decided to find out if one could
increase general practitioners’ (GPs’) use of spiro-
metry in patients with suspected peripheral airways
disease, by performing a brief training course. The
study was part of a broad, local strategy which
aimed to improve the cooperation between
specialist and primary care services in our region.

Methods

Physicians, nurses, and health secretaries from six
peripherally-located community health practices in
the Ofoten region of North Norway were invited to
participate in a brief training programme focusing
on spirometry and COPD. The course consisted of
three evening sessions of three hours each,
separated by two work periods of two months, and
11 months, respectively. The programme concen-
trated on spirometry, the detection and assessment
of COPD, and therapy for patients with COPD. In
addition, within one to two days after the initial
training session, the participants received a four-
hour practical spirometry instruction session.

The training course was provided by the local
community hospital pulmonologist, was cross-
professional, and took place in the local community
itself. The programme content for sessions 1
(December 2002), 2 (February 2003), and 3 (January
2004), is shown in Boxes 1 — 3.

The spirometry instruction session, based on
recommendations from the American Thoracic
Society,6 was carried out at the participants’
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workplace. Standardised spirometric equipment
(Vitalograph Alpha III spirometer, Nor Med AS,
Oslo) was used during the study.

Results

The training programme was completed by personnel
from five practices. The remaining practice
participated in session 1 and at the spirometry
instruction session only, and personnel from that
practice were therefore excluded from the study.

At sessions 1, 2, and 3, and at the spirometric
training session, there were 33, 20, 14 and 39
participants, respectively. GPs from all five
practices attended every session.

A diagnosis of peripheral airways disease7 was
recorded following 148 consultations at the
pulmonary outpatient clinic at the local
community hospital, following elective referrals
from the primary healthcare centres between 1
January 2001 and 28 February 2005. The referral
letters from 139 of these consultations were
identified. Nine letters were not found.

Results of primary care office spirometry —
including forced vital capacity (FVC) and forced
expiratory volume during the first second (FEV1)
values — appeared in four out of 43 referrals (9%)
written before the training course, and in 14 out of
25 referrals (56%) written after the training course.

Data were collected from a control group which
comprised referrals from GPs at the remaining nine
offices in the same geographical area who did not
receive the brief training course. The corresp-
onding figures for the presence of FEV1 and FVC
values in the referral letters were 10 out of 39
(25.6%) and 11 out of 32 (34.4%), respectively.

Discussion

The present study suggests that there is low
access to office spirometry in this region of
Norway, as has been shown in earlier studies from
Australia4 and the UK.5 Basically, as few as 9% of
the referrals prior to the training course gave
information on FVC and FEV1 values. However, by
means of a short training course, the GPs’ use of
spirometry for their patients with peripheral
airways disease increased by six-fold.

Exclusive to this study is the training of all of the
office staff. Apart from a short item on the
programme (on the interpretation of spirometry
tracings by the doctors — which lasted 30 minutes
to an hour) the participants all had lessons in
common. The aim of this was to emphasise the
importance of teamwork in the handling of patients
with COPD.

The course was conducted by the local hospital
pulmonologist, but in every other respects it had
a decentralised design. All sessions took place in
the local community, and the spirometry
instruction was run at the participants’ own
workplace.

Only one single type of spirometry equipment
was used during the study, therefore simplifying
the spirometry instruction session.

The present study measures neither the quality
of spirometry performance nor the physicians’
ability regarding diagnostic interpretation, and
few data are available on this in the literature.
Achieving good quality spirometry and making it
widely available in primary health care would
seem to be a great and difficult task. There is a
need for further studies, especially on different
sorts of training strategies.

Box 2 Content of Session 2

Spirometry. Revision on important subjects

GOLD classification

Whom to screen?

How to quit smoking?

How to inform about drugs?

Box 3 Content of Session 3

Reversibility test

To treat COPD exacerbation

Revision on important subjects

Box 1 Content of Session 1

Trial background, purpose and design

COPD Clinical picture

Natural course

GOLD classification

Early diagnosis

Treatment

To inform about drug inhalation

Spirometry Calibration

Performance

Interpretation

Obstructive pattern
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