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Abstract
Background: Many smokers have undiagnosed chronic obstructive pulmonary disease
(COPD), and yet screening for COPD is not recommended. Smokers who know that they have
airflow limitation are more likely to quit smoking. This study aims to identify the prevalence and
predictors of airflow limitation among smokers in primary care.
Methods: Current smokers ≥ 40 years old who were asymptomatic clinic attendees in a
primary care setting were recruited consecutively for two months. We used a two-step strategy.
Step 1: participants filled in a questionnaire. Step 2: Assessment of airflow limitation using a
pocket spirometer. Multiple logistic regression was utilised to determine the best risk predictors
for airflow limitation.
Results: Three hundred participants were recruited. Mean age was 58.35 (SD 10.30) years
old and mean smoking history was 34.56 pack-years (SD 25.23). One in two smokers were found to
have airflow limitation; the predictors were Indian ethnicity, prolonged smoking pack-year history
and Lung Function Questionnaire score ≤ 18. Readiness to quit smoking and the awareness of
COPD were low.
Conclusions: The high prevalence of airflow limitation and low readiness to quit smoking
imply urgency with helping smokers to quit smoking. Identifying airflow limitation as an additional
motivator for smoking cessation intervention may be considered. A two-step case-finding method
is potentially feasible.
Keywords: airflow limitation, COPD, pocket spirometry, primary care, quit smoking, smokers

Introduction
Chronic obstructive pulmonary disease
(COPD) is a major cause of mortality with
increasing incidence. The World Health
Organisation predicts that COPD will become
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the third major cause of global death by 2030
(1). COPD is not curable but it is treatable and
preventable (1–3). Unfortunately, it is often
underdiagnosed (3–5) and therefore untreated
as a result (6). In Malaysia, the prevalence of
current smokers is 22.8%, and it is estimated
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that nearly five million Malaysians aged 15 years
and above smoke (7). The published prevalence
of COPD in Malaysia is comparatively low at
around 3.4% to 6.5% (8).
Screening for COPD remains controversial.
The US Preventive Services Task Force (USPSTF)
recommended against screening for COPD
in asymptomatic adults, justified by the lack
of evidence in net patient benefit and cost
effectiveness in screening (9). However, some
experts have supported early detection of COPD
before patients recognise their symptoms (3,
10, 11), and the current findings favour targeted
case finding (3, 11, 12) rather than population
screening. In particular, active case finding
is more cost-effective when compared with
opportunistic case finding (5). Nevertheless,
the best approach for such COPD case-finding
strategies is yet to be established.
The current understanding is that a firm
diagnosis of COPD is not necessary in smokers
(3, 9). In addition, we also know that quitting
smoking is the only option to prevent COPD
(2) and smokers who know they have airflow
limitation are more motivated to quit smoking
(13–15).
This study aimed to determine the
prevalence and predictive factors for airflow
limitation among current smokers in primary
care. We utilised a two-step case finding strategy
by using a screening questionnaire and an
affordable pocket spirometer to detect airflow
limitation, targeting current smokers.

Methods

study, smoked either every day or on some days.
(16)
Survey Instruments and Administration
Written consent was obtained from all
participants. A two-step case-finding strategy
was used. (Figure 1)
Step 1: Questionnaire
A face-to-face interview was carried out
to obtain relevant information from patients
after a clear explanation of each question in the
questionnaire. The questionnaire consisted of the
following:
(a) Basic demography: age, gender, ethnicity,
educational level, income, weight and
height.
(b) Smoking history: duration of smoking,
number of cigarettes per day and if they had
made any previous attempts to quit.
(c)

This is a standard instrument designed
to assess the intensity of physical addiction
to nicotine. The questionnaire consists of
six items which evaluate the quantity of
cigarette consumption, the compulsion
to use and dependence. The items are
summed to yield a total score of 0–10. The
higher the total score, the more intense the
participant’s nicotine dependence (17).
(d) Awareness
of
chronic
pulmonary disease (COPD)

obstructive

Subjects were first asked if they had
heard of COPD before; if the answer given
was “no”, the researchers would then
describe COPD with a standardised phrase
explaining COPD as “narrowing of the
airways commonly caused by smoking.”

Study Design and Participants
This is a cross-sectional study registered
and approved by Medical Research Ethics
Committee of the Ministry of Health Malaysia
(NMRR ID: 31737). It was conducted at the
primary care clinic (outpatient clinic) of Penang
General Hospital. In August to October 2016, all
patients ≥ 40 years old who attended the primary
care clinic were screened consecutively. Eligible
participants were current smokers who had no
known lung disease or acute respiratory problem
and were not pregnant. In addition, subjects
must have been able to perform all study-related
protocols, including a technically acceptable
pulmonary function test. Current smokers were
defined as participants who smoked at least 100
cigarettes, including rolled cigarettes, pipes and
cigars in their lifetime and who, at the time of

Fagerström test (17)

(e)

“Readiness to quit smoking” using
Prochaska and DiClemente's Stages of
Change model (18)
This model is a component of the
transtheoretical model of behaviour change
(TTM). The stages are classified as: precontemplation (currently smoking and
not planning to give up), contemplation
(currently smoking with a desire to give
up smoking but not in the next month),
preparation for action (currently smoking
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and planning a quit attempt in the next
month), action (had smoked in the past year
but were no longer smoking), maintenance
(had smoked sometime in the past but not
in the previous year). The “action” and
“maintenance” stages were not applicable in
this study because all subjects were current
smokers.
(f)

Lung function questionnaire (LFQ) (19, 20)
This is a validated (20) questionnaire
consisting of questions which captured
information such as frequency of chesty
cough, wheezing and dyspnoea during
physical activity, years of smoking and age
of the patients; a five-point Likert scale was
used. Hence, the total score could range
from 5 to 25. A score 18 or less suggests an
increased risk of COPD (19).

Step 2: Lung function assessment
Upon completion of the questionnaire,
participants would then proceed to the lung
function assessment as follows:
(a) Assessment of airflow limitation using a
pocket spirometer, COPD-6 (Model 4000
Vitalograph, Ennis, Ireland)
The Vitalograph COPD-6 measures
forced expiratory volume in first seconds
(FEV1), forced expiratory volume in first
six seconds (FEV6), FEV1% and FEV1/FEV6.
It is an effective and validated option to
detect airflow limitation and to diagnose
COPD (21) in primary care. To ensure the
validity of the study, all six investigators
of the team underwent training using an
online training video (22) and all pocket
spirometry devices were calibrated before
data collection. In addition, pilot testing
involving 20 participants was carried out
to ensure competency and consistency
amongst the investigators in mastering the
study instrument.
Explanations and demonstrations
were done for every subject before they
attempted. A forced expiration for at least
six seconds with minimal air leak was
considered a good quality blow, guided by
the blow quality indicator on the device.
If an exclamation mark (!) appeared,
indicating the blow was not of good quality,
the participants would be required to
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attempt again until a good quality blow was
obtained. Subsequently, the best readings of
three valid attempts were recorded. Airflow
limitation was defined as FEV₁/FEV₆ ratio<
0.75 or FEV1 < 80% predicted (23).
(b) Diagnostic spirometry using Spirolab II
Participants who were found to have
airflow limitation were then referred to the
respiratory unit at Penang General Hospital
for diagnostic spirometry. COPD was
diagnosed when FEV1/FVC < 0.70 (9).
Statistical Analysis
All data were entered into Microsoft
Excel. Data cleaning, exploration and analysis
were performed using Stata/SE Version 13
(24). Means [standard deviation (SD)] were
reported for continuous variables. Frequencies
and proportions were reported if data were
categorical variables. The logistic regression
analyses were conducted to predict the risk
associated with the positive pocket spirometry
outcome. Simple logistic regression assessed the
univariable effect of possible predictors to the
outcome. Variable selection for consideration
of multiple logistic regression model was based
on the principles of a) fit [variables that showed
statistically significant bivariate association with
the outcome at P < 0.25 (25)] b) parsimony,
and c) biological plausibility [variables with a
potential clinically significant association with
the outcome, such as gender (26, 27) and marital
status (27)]. The final model produced adjusted
odds ratios [95% confidence interval (CI)]. The
fitness of the model was also assessed.

Results
Characteristics of the Participants
Of the 402 participants who were eligible,
66 of them refused. The main reasons for refusal
were time constraint and shyness. A further 36
participants were excluded because of inability
to perform technically acceptable pocket
spirometry. A final sample of 300 was recruited
(Figure 1).
The majority (95.33%) of the participants
were male and only 4.67% were female. The
mean age was 58.35 (SD 10.30) years old. The
average body mass index (BMI) was 24.55 (SD
5.11). More than half of smokers had monthly
income less than RM1000 (54.67%).
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Inclusion criteria
a) Current smokers
b) ≥ 40years old
c) must be able to perform
all study related protocol
including technically
acceptable pulmonary
function test.

3418 patents were screened,
402 eligible, 66 refused

336 subjects recruited. 36 excluded because
of inability to produce a technically acceptable
pocket spirometry. Final sample = 300

Step 1: Screening questions n = 300
Lung Function Quesionnaire (LFQ)

239 High risk
(LFQ score ≤ 18)

61 low risk
(LFQ score > 18)

Exclusion criteria
a) Known history of any lung
disease.
b) Currently suffering from any
acute respiratory problem
c) Pregnant

Step 2: Screening spirometry (COPD6 Vitalograph) n = 300
FEV1/FEV6 criteria

229 normal
(FEV1/FEV6 ≥ 0.75)

Predicted FEV1 % criteria

71 airflow limitation
(FEV1/FEV6 < 0.75)
n = 71 (23.67%)

131 airflow limitation
(Pred FEV1% < 80%)

169 normal
(Pred FEV1% ≥ 80%)

Diagnostic Spirometry (Spirolab II) n = 116 (23 refused test)

70 normal spirometry
(FEV1/FVC ≥ 0.70)

28 diagnosed COPD
(FEV1/FVC < 0.70)

17 excluded due to
poor quality spirogram

Figure 1. Flow chart of participants in the study

The mean smoking history was 34.56 (SD
25.23) pack-years (Table 1). Nearly two-thirds of
our participants had previously attempted to quit
(63.00%). The Fageström test showed more than
half of the participants had very low addiction
(33.33%) and low addiction (26.00%). About one
quarter of the participants had high (16.67%) and
very high addiction (10.33%). In the Prochaska
and DiClemente’s Stages of Change model for
the intention to quit smoking, only one out of
five patients were in the preparation for action
stage (19.33%). The majority reported being
at the pre-contemplation stage (68.33%) and
contemplation stage (12.33%). Awareness of
COPD was low with 71.33% of participants
having never heard of COPD before. 79.67% were
identified as being at risk of COPD with an LFQ
score ≤ 18.

Prevalence and Predictors of Airflow
Limitation
When screened with the pocket spirometer,
139 participants (46.33%) were found to have
airflow limitation. Of these, 23 refused diagnostic
spirometry and thus 116 proceeded to undergo
diagnostic
spirometry.
Subsequently,
28
participants (9.3%) were diagnosed with COPD
(Figure 1).
Using multiple logistic regression, the
analysis was carried out by backward stepwise
and forward selection, then the enter method
was performed for the chosen and clinically
significant variables. Models were compared
based on R2 value (the percentage of variance
in the outcome explained by the model), level of
significance, percentage of outcome categories
correctly explained and number of significant
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Table 1. Univariable analysis of socio-demographic characteristics, physical measurements and
smoking on pocket spirometry outcome, assessed by simple logistic regression (N = 300)
n (%)
No airflow
limitation
(n = 161)

Crude Odds
Ratio (95% CI)

P-value

60.24 (10.67)

56.73 (9.71)

1.03 (1.01, 1.06)

0.004

165 (55.00)
135 (45.00)

65 (46.76)
74 (53.24)

100 (62.11)
61 (37.89)

1
1.87 (0.48, 0.89)

0.008

Gender
Male
Female

286 (95.33)
14 (4.67)

132 (94.96)
7 (5.04)

154 (95.65)
7 (4.35)

1
1.17 (0.40, 3.41)

0.778

Ethnicity
Indian
Malay
Chinese
Others

37 (12.33)
75 (25.00)
186 (62.00)
2 (0.67)

25 (17.99)
31 (22.30)
83 (59.71)
0 (0.00)

12 (7.45)
44 (27.33)
103 (63.98)
2 (1.24)

1
0.34 (0.15, 0.77)
0.39 (0.18, 0.82)
*

0.010
0.013
*

Marital status
Single
Married
Divorced
Widowed

65 (21.67)
207 (69.00)
21 (7.00)
7 (2.33)

26 (18.71)
98 (70.50)
11 (7.91)
4 (2.88)

39 (24.22)
109 (67.70)
10 (6.21)
3 (1.86)

1
1.35 (0.77, 2.38)
1.65 (0.61, 4.44)
2.00 (0.41, 9.68)

0.301
0.321
0.389

Income
< RM 1000
RM 1001–RM 5000
RM 5001–RM 10000

164 (54.67)
133 (44.33)
3 (1.00)

85 (61.15)
53 (38.13)
1 (0.72)

79 (49.07)
80 (49.69)
2 (1.24)

1
0.62 (0.39, 0.98)
0.46 (0.04, 5.23)

0.040
0.535

Level of education
No education
Primary
Secondary
Tertiary

9 (3.00)
96 (32.00)
175 (58.33)
20 (6.67)

6 (4.32)
47 (33.81)
79 (56.83)
7 (5.04)

3 (1.86)
49 (30.43)
96 (59.63)
13 (8.07)

1
0.48 (0.11, 2.03)
0.41 (0.10, 1.70)
0.27 (0.05, 1.42)

0.318
0.219
0.122

BMI (kg/m2) a

24.55 (5.11)

24.47 (5.95)

24.63 (4.27)

0.99 (0.95, 1.04)

0.789

BMI category
Underweight
Normal
Overweight
Obese

22 (7.33)
149 (49.67)
98 (32.67)
31 (10.33)

13 (9.35)
68 (48.92)
41 (29.50)
17 (12.23)

9 (5.59)
81 (50.31)
57 (35.40)
14 (8.70)

1
1.72 (0.69, 4.27)
0.86 (0.51, 1.43)
1.45 (0.66, 3.15)

0.242
0.556
0.352

Awareness of COPD
Yes
No

86 (28.67)
214 (71.33)

31 (22.30)
108 (77.70)

55 (34.16)
106 (65.84)

1
1.81 (1.08, 3.03)

0.024

189 (63.00)
111 (37.00)

82 (58.99)
57 (41.01)

107 (66.46)
54 (33.54)

1
1.38 (0.86, 2.20)

0.182

Total

Airflow
limitation
(n = 139)

58.35 (10.30)

Age group (years)
Middle aged
Elderly

Factors

Age (years)a

Smoking History
Ever tried to quit smoking
Yes
No

(continued on next page)
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Table 1. (Continued)
n (%)
Total

Airflow
limitation
(n = 139)

No airflow
limitation
(n = 161)

Crude Odds
Ratio (95% CI)

P-value

Smoking duration (years) a

38.17 (12.96)

40.35 (13.39)

36.29 (12.31)

1.03 (1.01, 1.04)

0.007

Numbers of stick per day

17.49 (10.80)

18.99 (10.40)

16.19 (10.99)

1.02 (1.00, 1.05)

0.026

34.56 (25.23)

40.12 (24.35)

34.12 (25.95)

1.02 (1.01, 1.03)

0.001

Readiness to quit smoking
Preparation for action
Contemplating
Pre-contemplating

58 (19.33)
37 (12.33)
205 (68.33)

32 (19.88)
20 (12.42)
109 (67.70)

26 (18.71)
17 (12.23)
96 (69.06)

1
1.05 (0.46, 2.39)
1.08 (0.60, 1.94)

0.915
0.787

LFQ score
More than 18
Less and equal 18

61 (20.33)
239 (79.67)

17 (12.23)
122 (87.77)

44 (27.33)
117 (72.67)

1
2.70 (1.46, 4.99)

0.002

Factors

Pack-year smoking

a

a

Mean (SD)

a

Table 2. Predictors associated with airflow limitation, assessed by multiple logistic regression*
(N = 298)
Crude OR
(95% CI)

Adjusted OR*
(95% CI)

1
0.34 (0.15, 0.77)
0.39 (0.18, 0.82)

1
0.28 (0.12, 0.67)
0.23 (0.10, 0.52)

0.004
< 0.001

Pack year smoking

1.02 (1.01, 1.03)

1.02 (1.01, 1.03)

0.002

LFQ score
More than 18
Equal or less than 18

1
2.70 (1.46, 4.99)

1
2.19 (1.12, 4.27)

0.021

Factors
Ethnicity
Indian
Malay
Chinese

P-value

*Backward stepwise logistic regression was applied. Multicollinearity and interaction were not found.
*Regression model was satisfactory fit: Hosmer-Lemeshow (Chi2(df) = 13.66(8); P-value = 0.091; Overall correctly
classified percentage = 63.8%; Area under the ROC Curve = 67.2%)
OR: odds ratio; CI: confidence interval; LFQ: Lung Function Questionnaire

predictors in the model. The backward stepwise
method provided the best prediction model.
We identified three predictors significantly
associated with screening of airflow limitation by
pocket spirometry (Table 2).

(b) Smoking history in pack-years
A prolonged smoking pack year
history was significantly associated with
airflow limitation. The risk of having airflow
limitation increased by 2% for each one
unit increase in smoking pack year history
(adjusted OR= 1.02 95% CI: 1.01–1.03).

(a) Ethnicity
Indian participants were more likely
to have airflow limitation when compared
with Malays (adjusted OR= 0.28 95% CI:
0.12–0.67) and Chinese (adjusted OR= 0.23
95% CI: 0.10–0.52). Other ethnicities were
omitted due to the very small number of
participants.

(c)

Lung Function Questionnaire (LFQ) score
Participants who had a LFQ score ≤ 18
were two times more likely to have airflow
limitation. (adjusted OR= 2.19 95% CI:
1.12–4.27).
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Discussion
To the best of our knowledge, this is the first
study to perform a risk assessment for COPD on
current smokers in Malaysia. We found a high
prevalence of airflow limitation. The predictors
of airflow limitation were Indian ethnicity, LFQ
≤ 18 and a long smoking history in pack-years.
In addition, the awareness of COPD and the
intention to quit smoking were both low among
current smokers. Such findings should alert us
to look out for more smokers who are at a high
risk of COPD and subsequently to raise their
awareness and to motivate them to quit smoking.
Compared with a local study published by
Ching and colleagues, (28) the prevalence of
airflow limitation in our participants was higher
(46.3% versus 10.6%). It is important to note that
we recruited from only current smokers and not
the general population. Furthermore, our study
population included heavier smokers (34.56
versus 20.4 pack-years) and was older (58 versus
54 years old). These are known risk factors for
COPD.
A lifelong smoker will have at least one in
two chances of developing COPD (2). Indeed, one
in two current smokers in our study population
had undiagnosed airflow limitation detected
using a pocket spirometer. The two main reasons
for the underdiagnosis of COPD have been
reported as the underutilisation of spirometry by
doctors and the ignorance of patients regarding
the signs, symptoms and risk factors (3).
Awareness of COPD among the smokers in this
study was low, with 71.3% having not heard of
COPD before. As a result, individuals at risk may
not seek attention for diagnosis and treatment.
Many smokers attribute their respiratory
symptoms to part of the aging process (29) or a
lack of fitness. Some regard their condition as a
natural side effect of tobacco cigarettes smoking
instead of COPD itself. The Global Initiative
for Chronic Obstructive Lung Disease (GOLD)
(30) states, “A diagnosis of COPD should be
considered in any patient who has dyspnoea,
chronic cough or sputum production and a
history of exposure to risk factors”. In reality,
the presentation of COPD symptoms to family
doctors is poor. The current recommendation
to not screen asymptomatic patients should
therefore be interpreted with caution in those
who are not truly asymptomatic but are at higher
risk for COPD (31). Primary care doctors could
therefore play a pioneering role in addressing
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this problem by first screening patients for COPD
symptoms.
Smoking cessation is the only effective
“treatment” for those at risk and undiagnosed
COPD patients. It decreases risk of developing
COPD by about half (2). All smokers should of
course be counselled to stop smoking, but the
reality is that smoking cessation is challenging
in that it has low yield in terms of the quit rate.
Studies have shown that patients who were
told that they have airflow limitation and who
undergo more intensive smoking cessation are
more likely to quit (14). Even worrying about
COPD itself can increase a smoker’s motivational
level to stop smoking (15, 32). Programmes
involving the detection of new COPD cases could
lead to higher smoking cessation rates (14).
Similarly, a qualitative study reported that the
majority of smokers agreed that measuring and
confronting them with their lung function was
justifiable in helping with attempts to quit (15,
33).
In Malaysia, diagnostic spirometry testing
for COPD is available mainly in tertiary settings.
The cost of a pocket spirometer (Vitalograph) is
less than 1/10 the cost of a diagnostic spirometer
(Spirolab). It is sufficiently affordable for all
general practitioners to detect potential COPD
patients. SEARCH 1, a prospective cluster of
randomised trials, used the COPD-population
screener (COPD-PS) questionnaire, which
contained similar questions as the LFQ used in
this study. Together with a pocket spirometer,
this increased COPD diagnostic yield by 1.16%
in 8 weeks (34). Thus, we believe that the
outcome of this two-step screening (Figure 1)
has a potential role as a motivational tool for
smoking cessation. Similarly, primary care
doctors may be more likely to counsel patients
for additional smoking cessation therapies based
on spirometric findings.
A new finding in this study is that Indian
ethnicity is a risk factor for COPD when
compared with Malays and Chinese. Studies have
suggested that COPD risk varies by ethnicity.
For example, the white population has a higher
prevalence of COPD when compared with
South Asian and black patients. (35) Two other
predictors for airflow limitation were smokers
with an LFQ score ≤ 18 and a prolonged smoking
history in pack-years. The elements in these
predictors are consistent with previous research
evidence (36).
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The limitations of this study should be
noted. Post-bronchodilator spirometry was not
performed to confirm the diagnosis of COPD.
In addition, not all the participants in this study
underwent diagnostic spirometry; only those
with airflow limitation did. This potentially
missed some underdiagnosed cases. Therefore,
the prevalence of COPD in this study should
be interpreted with caution. However, it be
noted that smokers with known respiratory
problems, especially asthma, were excluded in
this study and hence cases of reversible airflow
obstruction were therefore minimised. Lastly, the
performance of our multiple logistic regression
model was relatively low. Perhaps there are other
predictors outside the scope of this study to
consider.
This study was done in a primary care
clinic within a hospital setting. There is a need to
obtain prevalence from other populations such
as community clinics to triangulate the findings
of this study. Further studies using the same
method, preferably at multiple cross-sectional
sites, is recommended. Finally, cohort studies to
determine the outcomes of intervention related
to COPD risk assessment would be useful.

Conclusion
Although it has been well-established
that screening for COPD is not recommended
as long as patients are asymptomatic, patients
do not generally present themselves to their
doctors with “symptoms”, and therefore COPD
is underdiagnosed. In this sample, about half of
the smokers suffered from airflow limitation. In
addition, their awareness of COPD and intention
to quit smoking were low. Therefore, identifying
airflow limitation as a motivator to quit smoking
is justified for COPD prevention.

The support and encouragement by Prof
Goh Lee Gan of National University of Singapore
and Prof Richard Loh of Penang Medical College
are gratefully acknowledged.
We thank Penang Medical College Research
Committee for providing research grant [PMC
RC11].

Authors’ Contributions
Conception and design: CKY, CJS, CLX, LKW, TCC,
TKC, OST, THJ, IAHA
Analysis and interpretation of the data: CKY, FFR
Drafting of the article: CKY, CJS
Critical revision of the article for important intellectual
content: CKY, FFR
Final approval of the article: CKY, FFR, CJS, CXL,
LKW, TCC, TKC, OST, THJ, IAHA
Provision of study materials or patients: CKY, CJS,
CXL, LKW, TCC, TKC, OST, THJ, IAHA
Statistical expertise: FFR
Obtaining of funding: CKY
Administrative, technical, or logistic support: TJH,
IAHA
Collection and assembly of data: CKY, CJS, CXL, LKW,
TCC, TCK

Correspondence
Dr Kooi Yau Chean
MBBS (Aus), FRNZCGP (NZ), Dip Paed (NZ), Dip
Obst (NZ)
Department of Family Medicine,
Penang Medical College, 4, Jalan Sepoy Lines,
10450 Georgetown, Pulau Pinang, Malaysia.
Tel: +604 2171923, +6 012 5510256
Fax: +604 2284285
E-mail: kychean@pmc.edu.my

References
1.

World Health Organisation. Chronic obstructive
pulmonary disease (COPD) [Internet]. 2017.
[cited 2017 April 21]. Available from: http://www.
who.int/respiratory/copd/en/

2.

Laniado-Laborin R. Smoking and chronic
obstructive pulmonary disease (COPD). Parallel
epidemics of the 21 century. Int J Environ Res
Public Health. 2009;6(1):209–224. https://doi.
org/10.3390/ijerph6010209

3.

Dirven JAM. Early detection chronic obstructive
pulmonary disease in general practice. PhD thesis,
the School for Public Health and Primary Care
(CAPHRI), Maastricht University; 2016.

Abbreviations
FEV6: forced expiratory volume in first six
seconds; FVC: forced vital capacity; OR: odds
ratio.

Acknowledgements
We thank all the staff and patients of the
Primary Care Clinic and Chest Clinic of Penang
General Hospital for their good cooperation and
tremendous support.

www.mjms.usm.my

85

Malays J Med Sci. May–Jun 2018; 25(3): 78–87

4.

Sandelowsky H, Stallberg B, Nager A,
Hasselstrom J. The prevalence of undiagnosed
chronic obstructive pulmonary disease in a
primary care population with respiratory tract
infections—a case finding study. BMC Fam Pract.
2011;12:122. https://doi.org/10.1186/1471-229612-122

5.

Jordan RE, Adab P, Sitch A, Enocson A, Blissett
D, Jowett S, et al. Targeted case finding for
chronic obstructive pulmonary disease versus
routine practice in primary care (TargetCOPD):
a cluster-randomised controlled trial. Lancet
Respir Med. 2016;4(9):720–730. https://doi.
org/10.1016/s2213-2600(16)30149-7

6.

Enright PL, Studnicka M, Zielinski J. Spirometry
to detect and manage chronic obstructive
pulmonary disease and asthma in the primary
care setting. Eur Respir Mon. 2005;31:1–14.
https://doi.org/10.1183/1025448x.00031001

7.

Institute for Public Health (IPH). National Health
and Morbidity Survey 2015 (NHMS 2015). Vol.
II: non-communicable diseases, risk factors &
other health problems. Kuala Lumpur: Ministry of
Health Malaysia; 2015.

8.

Loh LC, Rashid A, Sholehah S, Gnatiuc L, Patel
JH, Burney P. Low prevalence of obstructive lung
disease in a suburban population of Malaysia:
a BOLD collaborative study. Respirology.
2016;21(6):1055–1061. https://doi.org/10.1111/
resp.12793

9.

Siu AL, Bibbins-Domingo K, Grossman
DC, Davidson KW, Epling JW Jr, Garcia
FA, et al. Screening for chronic obstructive
pulmonary disease: US preventive services
task
force
recommendation
statement.
JAMA. 2016;315(13):1372–1377. https://doi.
org/10.1001/jama.2016.2638

10. Terzikhan N, Verhamme KMC, Hofman
A, Stricker BH, Brusselle GG, Lahousse L.
Prevalence and incidence of COPD in smokers
and non-smokers: the Rotterdam study. Eur J
Epidemiol. 2016;31(8):785–792. https://doi.
org/10.1007/s10654-016-0132-z
11. Haroon SM, Jordan RE, O'Beirne-Elliman J,
Adab P. Effectiveness of case finding strategies
for COPD in primary care: a systematic review
and meta-analysis. NPJ Prim Care Respir
Med. 2015;25:15056. https://doi.org/10.1038/
npjpcrm.2015.56

86

www.mjms.usm.my

12. Jithoo A, Enright PL, Burney P, Buist AS,
Bateman ED, Tan WC, et al. Case-finding
options for COPD: results from the burden
of obstructive lung disease study. Eur
Respir J. 2013;41(3):548–555. https://doi.
org/10.1183/09031936.00132011
13. Stratelis G, Molstad S, Jakobsson P, Zetterstrom
O. The impact of repeated spirometry
and smoking cessation advice on smokers
with mild COPD. Scand J Prim Health
Care.
2006;24(3):133–139.
https://doi.
org/10.1080/02813430600819751
14. Bednarek M, Gorecka D, Wielgomas J,
Czajkowska-Malinowska M, Regula J, MieszkoFilipczyk G, et al. Smokers with airway
obstruction are more likely to quit smoking.
Thorax.
2006;61(10):869–873.
https://doi.
org/10.1136/thx.2006.059071
15. Gorecka D, Bednarek M, Nowinski A, Puscinska
E, Goljan-Geremek A, Zielinski J. Diagnosis
of airflow limitation combined with smoking
cessation advice increases stop-smoking rate.
Chest. 2003;123(6):1916–1923.
16. Ministry of Health NZ. Definitions of smoking
status NZ2015 [Internet]. (cited 2017 January
21]. Available from: http://www.health.govt.nz/
our-work/preventative-health-wellness/tobaccocontrol/tobacco-control-guidance-practitioners/
definitions-smoking-status
17. Heatherton TF, Kozlowski LT, Frecker RC,
Fagerstrom KO. The Fagerstrom test for nicotine
dependence: a revision of the Fagerstrom
Tolerance
questionnaire.
Br
J
Addict.
1991;86(9):1119–1127.
18. Prochaska JO, DiClemente CC, Norcross JC.
In search of how people change: applications
to
addictive
behaviors.
Am
Psychol.
1992;47(9):1102–1114.
19. Yawn BP, Mapel DW, Mannino DM, Martinez FJ,
Donohue JF, Hanania NA, et al. Development of
the lung function questionnaire (LFQ) to identify
airflow obstruction. Int J Chron Obstruct Pulmon
Dis. 2010;5:1–10.
20. Hanania NA, Mannino DM, Yawn BP, Mapel DW,
Martinez FJ, Donohue JF, et al. Predicting risk
of airflow obstruction in primary care: validation
of the lung function questionnaire (LFQ). Respir
Med. 2010;104(8):1160–1170. https://doi.org/
10.1016/j.rmed.2010.02.009

Original Article | COPD risk assessment in smokers
21. Wang S, Gong W, Tian Y, Zhou J. FEV1/FEV6
in primary care is a reliable and easy method
for the diagnosis of COPD. Respir Care.
2016;61(3):349–353.
https://doi.org/10.4187/
respcare.04348
22. Youtube. Training video for using the COPD6
from Vitalograph [video file] [Internet].
Available
from:
https://www.youtube.com/
watch?v=sVs13yAmQqg
23. Vitalograph (Ireland) Ltd E. Vitalograph copd-6
bt-user training manual medical devices directive;
2007. [cited 2016 April 21]. Available from:
https://vitalograph.com/downloads/view/28
24. StataCorp. Stata Statistical Software: Release 13.
College Station TSL, TX, USA; 2013.
25. Hosmer DW, Lemeshow S, RX S. Applied logistic
regression. New York, USA: John Wiley & Sons;
2013.
26. Aryal S, Diaz-Guzman E, Mannino DM. COPD
and gender differences: an update. Transl Res.
2013;162(4):208–218. https://doi.org/10.1016/j.
trsl.2013.04.003
27. Odencrants S, Bjustrom T, Wiklund N, Blomberg
K. Nutritional status, gender and marital status
in patients with chronic obstructive pulmonary
disease. J Clin Nurs. 2013;22(19–20):2822–
2829. https://doi.org/10.1111/jocn.12222
28. Ching SM, Pang YK, Price D, Cheong AT, Lee PY,
Irmi I, et al. Detection of airflow limitation using
a handheld spirometer in a primary care setting.
Respirology. 2014;19(5):689–693. https://doi.
org/10.1111/resp.12291
29. Albers F, Shaikh A, Iqbal A. Design, rationale,
and baseline demographics of SEARCH I: a
prospective cluster-randomized study. Int J
Chron Obstruct Pulmon Dis. 2012;7:437–445.
https://doi.org/10.2147/copd.s31418

30. Global Initiative for Chronic Obstructive
Lung Disease (GOLD). Pocket guide to COPD
diagnosis, management and prevention: a guide
for health care professionals—2017 report.
[Internet]. Available from: https://goldcopd.
org/pocket-guide-copd-diagnosis-managementprevention-2016/
31. Kaplan A, Thomas M. Screening for COPD: the
gap between logic and evidence. Eur Respir Rev.
2017;26(143):160113. https://doi.org/10.1183/
16000617.0113-2016
32. Labaki WW, Martinez CH, Han MK. COPD in
2016: some answers, more questions. Lancet
Respir Med. 2016;4(12):941–943. https://doi.
org/10.1016/S2213-2600(16)30324-1
33. Kotz D VR, Huibers MJ. Ethical analysis of the
justifiability of labelling with COPD for smoking
cessation. J Med Ethics. 2009;35(9):534–540.
https://doi.org/10.1136/jme.2009.029280
34. Yawn BP, Duvall K, Peabody J, Albers F, Iqbal
A, Paden H, et al. The impact of screening tools
on diagnosis of chronic obstructive pulmonary
disease in primary care. Am J Prev Med.
2014;47(5):563–575. https://doi.org/10.1016/j.
amepre.2014.07.030
35. Gilkes A, Ashworth M, Schofield P, Harries
TH, Durbaba S, Weston C, et al. Does COPD
risk vary by ethnicity? A retrospective crosssectional study. Int J Chron Obstruct Pulmon Dis.
2016;11:739–746. https://doi.org/10.2147/COPD.
S96391
36. Pougnet R, Heno G, Zarrin A, Lienau C, Le
Bretonnic, Gariantezec R, et al. Screening
for chronic obstructive pulmonary disease in
smoking cessation clinic in France. Addict Health.
2016;8(1):1–8.

www.mjms.usm.my

87

