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Roadmap to final diagnosis

Interpretation of Pulmonary Function Tests and Optimization of Inhalation Therapy
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Spirometry, also called office-based pulmonary function testing, is a useful tool for diagnosis and classification of lung disease.

Here, we outline a simple stepwise approach for interpretation of spirometry results. The first step is to determine the forced ex-

piratory volume in a one second/forced vital capacity (FEV1/FVC) ratio. If airflow is limited, a bronchodilator is administered fol-

lowed by reassessment. The next step is to determine whether FVC is low; an observed decrease in FVC indicates a restrictive

patten. For patients with obstructive disease, inhalation medication is needed. Therefore, this review also describes the most appro-

priate inhalation device for each patient and the correct use of the device to maximize inhalation therapy benefits. (Korean J Med

2021;96:209-217)
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Figure 1. Acceptable and unacceptable flow-volume loops. (A) Normal, (B) cough, (C) early termination, (D) suboptimal effort, (E) hesi-

tation to start. Reused from reference [6] with permission.
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Figure 2. (A) Interpretation algorithm of spirometry. (B) Classification of ventilatory defect. Reused from reference [6] with permission.
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Figure 3. Spirometry result showing obstructive defect. Reused from reference [6] with permission.
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Figure 5. Spirometry result showing mixed defect. Reused from reference [6] with permission.
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Table 2. Correct use of inhalation devices

Metered dose inhaler (MDI)

Dry powder inhaler (DPI)

Shake the inhaler while keeping it upright.

Do not shake before inhalation.

Breathe out gently (away from inhaler).

Put mouthpiece in mouth (without biting) and close lips to form a good seal.

Breathe in steadily and deeply.

Breathe in rapidly and strongly.

Hold breath for about 5 seconds, or as long as comfortable. While holding breath, remove inhaler from mouth. Breathe out gently.
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