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Commentary | Rebuilding the primary care infrastructure one research project at a time

policy makers. As part of this initiative, the CIHR will soon 
be announcing $60 million in funding for multisector and 
interdisciplinary primary health care research and capac-
ity building (CIHR, oral communication, July 2011). This is 
more than the cumulative amount spent on the primary 
health care sector by the CIHR since it was created in 2000.

Moving forward
Within months, more opportunities will become available 
through the CIHR’s Strategy for Patient Oriented Research 
(SPOR), a plan to improve the research environment and 
infrastructure; set up mechanisms to train and mentor health 
professionals and nonclinicians; strengthen organizational, 
regulatory, and financial support for multisite studies; and 
support best practices in health care. Primary health care 
research is one of 2 priority areas targeted by SPOR.

To prepare for the SPOR competition, Canadian pri-
mary health care researchers have come together and cre-
ated the Canadian Primary Health Care Research Network 
(CPHCRN), which was officially launched on October 
3, 2011, in Edmonton, Alta, at the Accelerating Primary 
Care Conference. By coordinating and enabling multidisci-
plinary primary care research efforts across the country, the 
CPHCRN will improve the quality, accessibility, and cost-
effectiveness of the Canadian health system. These efforts 
will be strengthened by the CPHCRN’s strong partnerships 
with international researchers, all Canadian primary care 
disciplines, government decision makers, industry, quality 
councils, funding agencies, health charities, and patients.

Just as the microscope facilitated miracles in understand-
ing infectious diseases, modern information technology 

tools and new analytical techniques will unlock our under-
standing of what makes primary health care effective and 
inform us of what is needed to improve the quality and 
cost-effectiveness of the entire health care system.  

We can now link data from patients and electronic 
medical records in community-based primary care prac-
tices across the country to provincial and national health 
administrative databases. We finally have the tools and 
resources to drive our discipline forward, reinforce the 
underpinnings of Canada’s health care foundation, and 
rebuild our primary care system. In time, we will catch up 
with our international counterparts and resume our posi-
tion in the world as primary care leaders.  
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Spirometry interpretation in primary care
Anthony D. D’Urzo MD MSc CCFP FCFP

The role of spirometry in primary care continues to 
evolve with increasing peer-reviewed support for its 
use as a diagnostic and therapeutic tool.1,2 Despite the 

availability of affordable hand-held spirometers, spirome-
try remains largely underused in primary care.3 Barriers to 
implementation include time constraints, quality control, 
and the challenges of interpreting spirometric data.2

In this issue of Canadian Family Physician, members of 
the Primary Care Respiratory Alliance of Canada discuss 
how 2 different spirometry interpretation algorithms influ-
ence interpretation of the same spirometric data and how 
this can lead to disease misclassification (pages 1148 
and 1153).4,5 The articles describe a new algorithm that 
builds on principles of an existing algorithm endorsed by 
the Ontario Thoracic Society,4 and critically appraise the 
older algorithm to highlight some important limitations 
and inconsistencies with current guidelines on asthma and 
chronic obstructive pulmonary disease management.6,7 
Caregivers can use the new algorithm as a stand-alone 

document to manage patients with respiratory complaints, 
with a view to minimizing disease misclassification. 
Dr D’Urzo is Associate Professor in the Department of Family and Community 
Medicine at the University of Toronto in Ontario and a member of the Primary Care 
Working Group of the Primary Care Respiratory Alliance of Canada.

competing interests
None declared

the opinions expressed in commentaries are those of the authors. Publication does 
not imply endorsement by the College of Family Physicians of Canada.

References
1. Poels PJ, Schermer TR, van Weel C, Calverley PM. Spirometry in chronic obstructive 

pulmonary disease. BMJ 2006;333(7574):870-1.
2. Walker PP, Mitchell P, Diamantea F, Warlburton CJ, Davies L. Effect of primary care 

spirometry on the diagnosis and management of COPD. Eur Respir J 2006;28(5):945-52.
3. Poels PJ, Schermer TR, van Weel C. Underuse of spirometry in the diagnosis of 

COPD. Monaldi Arch Chest Dis 2005;63(4):234-5.
4. D’Urzo AD, Tamari I, Bouchard J, Jhirad R, Jugovic P. A new spirometry interpretation 

algorithm. Primary Care Respiratory Alliance of Canada approach. Can Fam Physician 
2011;57:1148-52.

5. D’Urzo AD, Tamari I, Bouchard J, Jhirad R, Jugovic P. Limitations to a spirometry 
interpretation algorithm. Can Fam Physician 2011;57:1153-6.

6. National Heart, Lung, and Blood Institute National Asthma Education and Prevention 
Program. Expert panel report 3: guidelines for the diagnosis and management of asthma. 
Washington, DC: US Department of Health and Human Services; 2007.

7. O’Donnell DE, Aaron S, Bourbeau J, Hernandez P, Marciniuk D, Hodder R, et al. 
Canadian Thoracic Society recommendations for management of chronic obstructive 
pulmonary disease-2007 update. Can Respir J 2007;14(Suppl B):5B-32B.


