
the importance of randomized clini-
cal trials in establishing causality. Co-
hort retrospective studies establish as-
sociations. Strong associations may
imply causality. Still, the 2 are not the
same. Fortunately, however, random-
ized clinical trials concerning epi-
siotomy and its effect on trauma have
been performed successfully, despite
the inherent difficulties encountered
in such a study design.

If Labrecque takes another look
at the editorial his perceptions of
what I presented may change. He
may realize that the ideas promoted
in my editorial are those of a friend,
not a foe, to his good work.

Michael E. Helewa, MD
Head
Clinical Obstetrics
St. Boniface General Hospital
Associate Professor
University of Manitoba
Winnipeg, Man.
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Controversies in spirometry

Dr. Benjamin Chan and col-
leagues have identified regional

variations in spirometry use in On-
tario physicians’ offices (“Spirometry
utilization in Ontario: practice pat-

terns and policy implications,” Can
Med Assoc J 1997;156:169-76). Their
observations are not surprising, con-
sidering that similar wide variations
have been observed for other medical
procedures.

Are these differences due to
overutilization in high-rate areas, un-
derutilization in low-rate areas or a
combination of these factors? In the
editorial “Spirometric testing: How
much is enough?” (Can Med Assoc J
1997;156:202-4), Dr. Nicholas An-
thonisen suggests that the overall use
of spirometry in Ontario is either ac-
ceptable or too low. Chan and col-
leagues suggest, and Anthonisen
states, that flow–volume (FV) loops
(providing forced vital capacity
[FVC], forced expiratory volume in 1
second [FEV1], forced expiratory flow
during the middle half of forced vital
capacity [FEF25%-75%] and other data)
are being used excessively in compar-
ison with simple spirograms (provid-
ing FVC and FEV1). However, the
data presented do not support these
conclusions. We do not know
whether FV loops were repeated for
the same patients during a 1-year pe-
riod or performed annually, on aver-
age. This issue is critical if one ac-
cepts Anthonisen’s argument that FV
loops should not be repeated more
than once a year, which is arguable. I
cannot reconcile his statement that
“it is hard to imagine that as much as
half of all flow studies could justifi-
ably involve flow volume analysis”
without any information on the num-
ber of studies carried out per patient.
In the areas with the highest costs for
spirometry, a mean of 5 spirometric
tests per 100 population were per-
formed during 1 year. This rate is
certainly in line with the rate of
asthma (3% to 5%) and of wheezing
(up to 9%) in the population.1

The usefulness of FV loops versus
simple spirograms is also discussed.
The authors agree that spirometry is
essential in diagnosis, assessment and
follow-up of patients with obstructive

lung disease. However, they question
whether the FV loop, a powerful tool
that provides additional information
on small airway obstruction, is being
overused. Anthonisen notes that FV
loops, which provide information on
small airway calibre, may be more
sensitive than simple spirograms but
that there is a wide range of normal
values. Small airway obstruction, as
measured by changes in FEF25%-75%,
may be seen in asthma and smokers
before any changes in FEV1, which
measures air flow in larger airways.2–4

The FEF25%-75% may be abnormal
when the FEV1 is normal. In this
case, monitoring asthma with the use
of simple spirograms may not provide
necessary information. I doubt that
many, if any, respirologists use simple
spirometry rather than FV loops ei-
ther in office settings or hospital lab-
oratories.

The wide variation in normal val-
ues for FEF25%-75% can be taken into
account through the use of well-
recognized standardized reference
ranges for FEF25%-75%

5 and of FV loops
to follow changes in small airway ob-
struction in response to treatment.

However, we must ensure that any
tests are done for the benefit of the
patient and not for purely economic
reasons, especially if physicians with
no special training in the area are
performing high volumes of tests de-
spite easy access to specialists. Such
deviations in practice patterns are
monitored by provincial health insur-
ance plans, however, and physicians
involved may be subject to audit.

Antony J. Ham Pong, MB, BS
Ottawa, Ont.
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Dr. Chan and colleagues suggest
that clearer, evidence-based

guidelines, including a comprehen-
sive strategy for implementation, are
needed for spirometry.

In 1993 a task force of the College
of Physicians and Surgeons of On-
tario developed and promulgated
clinical practice parameters and facil-
ity standards for pulmonary function
studies and procedures listed in the
Ontario Ministry of Health schedule
of benefits and covered by Ontario’s
Independent Health Facilities Act
(1989). The act gives the college the
primary responsibility for assessing
out-of-hospital facilities licensed by
the Ministry of Health. Since this act
excludes timed vital capacity and FV
loops, clinical practice parameters for
these studies were not addressed in
the 1993 edition. However, the task
force is now preparing clinical prac-
tice parameters and facility standards
for these studies and has recom-
mended to the ministry that they be
included in the act.

Roger W.T. Haddon, MB, BS
Chair
Respiratory Disease Task Force
College of Physicians and Surgeons of
Ontario
Toronto, Ont.

[The authors respond:]

We did not intend to suggest
that FV loops are being used

excessively in comparison with simple
spirograms. FV loops provide physi-
cians with a visual aid to diagnosis and
are useful in the detection of high air-

way obstruction, an uncommon con-
dition. Furthermore, the additional
technician time needed to perform
the full FV loop instead of a simple
spirogram is small. Nonetheless, the
usefulness of information from FV
loops on small airways obstruction
should be put into context. Change in
flows at low lung volumes must be in-
terpreted with caution because of
measurement problems. Flows at low
volumes can vary widely even in the
same patient; they are also influenced
by the absolute lung volume at which
they were performed, which cannot
be measured by spirometry. Interpre-
tative uncertainties also exist. First,
isolated reduction in flows at low lung
volumes are not synonymous with but
suggestive of disease in the small air-
ways. Second, the clinical significance
of an isolated reduction in an individ-
ual is unknown.

The key issue is that, although FV
loops have modest benefits over sim-
ple spirograms, there is a large differ-
ence in the fees paid for them; this
difference is out of proportion to the
marginal benefits and cost to the
provider. The fee difference, com-
bined with the shift from spirograms
to FV loops, was a key factor driving
expenditure growth. If the health care
system were truly interested in remu-
nerating tests in keeping with the
quality of the information they pro-
vided, we would suggest that a pre-
mium be paid for a FV test per-
formed in a regulated facility with
calibrated closed-circuit dry spirome-
ters but not for a spirometry test per-
formed with a hand-held model in an
unregulated setting in which there is
no information about the training of
technical staff, no assurance of quality
control and no assurance that the test
will be correctly interpreted.

Clinical practice parameters for
FV loop studies, such as Dr. Haddon
describes, would indeed be welcome.
Issues include the indications for peak
expiratory flow tests, the appropriate
frequency of follow-up spirometry

and the use of spirometry during rou-
tine physical examinations and acute
respiratory illnesses. Until these is-
sues are clarified, we can expect the
same pattern of wide variations in
spirometry use to continue.

Benjamin Chan, MD, MPH, MPA
Geoffrey Anderson, MD, PhD
Institute for Clinical Evaluative 
Sciences in Ontario

North York, Ont.
Robert E. Dales, MD, MSc
Departments of Medicine and of 
Epidemiology and Community Health

University of Ottawa
Ottawa, Ont.

Wife abuse: 
universal screening

As an emergency physician in-
volved in the care of battered

women, I found the article “Docu-
menting wife abuse: a guide for
physicians” (Can Med Assoc J 1997;
156:1015-22), by Dr. Lorraine E.
Ferris, Margot McMain-Klein and
Laura Silver, interesting and informa-
tive.

However, I would like to offer a
couple of suggestions. I believe that
the authors’ proposals for standardiz-
ing care for and documentation of
wife abuse would be more relevant to
practising clinicians if the following
points were addressed.

The authors suggest that physi-
cians question women with suspicious
injuries and emotional difficulties
about abuse to identify victims of wife
abuse. However, this approach is in-
adequate. Although there is little
doubt that such an approach would
result in higher identification rates
than self-reporting, it would miss
many abused women. The American
Medical Association has strongly en-
dorsed the inclusion of screening
questions about violence in routine
history taking: “Due to the preva-
lence and medical consequences of
domestic violence, physicians should
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