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Abstract

Background: Spirometry reference values are important for the interpretation of spirometry results. Reference values should
be updated regularly, derived from a population as similar to the population for which they are to be used and span across
all ages. Such spirometry reference equations are currently lacking for central European populations.

Objective: To develop spirometry reference equations for central European populations between 8 and 90 years of age.

Materials: We used data collected between January 1993 and December 2010 from a central European population. The data
was modelled using ‘‘Generalized Additive Models for Location, Scale and Shape’’ (GAMLSS).

Results: The spirometry reference equations were derived from 118’891 individuals consisting of 60’624 (51%) females and
58’267 (49%) males. Altogether, there were 18’211 (15.3%) children under the age of 18 years.

Conclusion: We developed spirometry reference equations for a central European population between 8 and 90 years of
age that can be implemented in a wide range of clinical settings.
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Introduction

‘‘Spirometry measurements are important in diagnosis and

follow-up of patients with respiratory diseases and their interpre-

tation relies on the availability and use of appropriate reference

equations [1]. In Europe, the most commonly used reference

equations are outdated [2] and the continued publication of new

reference equations [3] reflects the widespread recognition of the

limitations of the existing ones. Most reference equations are

indeed inappropriate for central European populations as they

have either been derived from a small or non-European

population [3] or used statistical methods that cannot adequately

model the complexity of age-dependent lung function [2]’’.

Additionally, published reference values are mostly derived from

healthy never-smoking populations of restricted age ranges [3] and

should not be extrapolated beyond the published range [1,4,5].

Practically, however, clinicians often track disease progression over

long periods or assess effectiveness of therapy over time in patients

who are not ‘‘healthy never-smokers’’. There is, therefore, an

important need for practical reference values spanning across all

ages derived from a population most similar to that for which the

equations are to be used.

Such reference equations are statistically challenging as on the

one hand individual spirometry measurements are determined by

age, sex, height, health status, ethnicity, equipment and general

population characteristics (so called ‘‘cohort effect’’) [1,4,6] and

the European Respiratory Society (ERS)/American Thoracic

Society (ATS) recommend taking these characteristics into account

when developing and updating reference equations [1]. On the

other hand, the lung volume changes according to height and age

with a skewed distribution [7,8]. Statistical methods taking

multiple variables as well as this complex distribution into account

have been developed and compared [9] in recent years. A possible

approach that has been applied to spirometry data are General-

ized Additive Models for Location, Scale and Shape (GAMLSS)

methods. GAMLSS allows modelling of data with skewed and

kurtotic distribution and is therefore ideal for spirometry reference

equations including transition from childhood to adulthood

[10,11].

The aim of this study was to develop reference equations for a

central European Population between 8 and 90 year olds.
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Materials and Methods

In this study we used data collected by the ‘‘LuftiBus’’ which is a

project that has been described in detail previously [12,13].

Briefly, the ‘‘LuftiBus’’ is a mobile bus equipped with two flow-

sensing spirometers that tours the greater Zurich (Switzerland)

area and offers spirometry measurements to the general popula-

tion. Spirometry data were recorded electronically along with data

from a standardised interviewer-administered questionnaire col-

lecting basic information on health and lifestyle of the subjects.

Lung function tests were charged 10 CHF for adults and 5 CHF

for children if the bus was not leased by an organisation or a

community in which case the test was free of charge. When the bus

was leased by schools, entire classrooms were tested. In children,

weight (kg) and standing height (cm) were measured according to

WHO recommendations [14], in adults they were either asked or

measured.

Study Population
For this analysis we used the data collected from volunteers

between January 1993 and December 2010. In the course of the

years the ‘‘LuftiBus’’ visited each village of the Zurich County. In

each village a similar proportion of the population was tested. This

proportion ranged from 0.66% in Andelfingen to 2.05% in

Dielsdorf. Additionally, the age distribution of the ‘‘LuftiBus’’

dataset is similar to the age distribution of the Swiss population

with the exception for an over-representation of teenagers [15].

Although the population tested was mainly of Western European

descent, ethnicity was recorded as of 2004 (33.7% of the whole

population). Non-Western European descent participants account-

ed for 375 (2.04%) men and 355 (1.98%) women and were

excluded from the analysis. They were the only individuals

excluded from the dataset. The Zurich population is representative

of Central and Western European populations [16], or North-

West/Central European populations [17].

Spirometry
The ‘‘LuftiBus’’ is equipped with two computerised pneumo-

tachographs (SensorMedics1 Vmax Legacy 20c spirometer run by

Vision 7-2b software; VIASYS, Yorba Linda, CA, USA). The

volume signal of the equipment was calibrated at least once daily

with a 3-L syringe. Tests were performed in a sitting position

according to American Thoracic Society (ATS) guidelines until

end of 2005 and ATS/European Respiratory Society (ERS)

guidelines as of 2006 without nose-clips and after oral instruction

by the technician [18,19]. Participants were assisted by trained

spirometry technicians who performed immediate on-screen

evaluation of major acceptability criteria (including start, duration

and end of test) in addition to the automated review performed by

the computer software. As recommended by the ATS/ERS task

force [19] subjects were asked to perform up to a maximum of

eight manoeuvres in an attempt to obtain reproducible results.

The largest forced vital capacity (FVC) and forced expiratory

volume in one second (FEV1) were selected. All other parameters

[FEV1/FVC ratio, peak expiratory flow (PEF), mean expiratory

flow at 75%, 50%, 25% of expired volume (MEF75, 50, 25)] were

taken from the trial with the largest sum of FVC and FEV1.

Definition of variables
For the analysis we defined the two exploratory variables

‘‘smoking’’ and ‘‘sick’’. Smoking was defined as a cumulative self-

reported smoking history of more than one pack-year. A pack-year

being defined as years of smoking times the number of cigarettes

smoked per day divided by 20. For the exploratory variable

‘‘smoking’’ passive smokers were considered non-smokers. Sick

volunteers were defined as meeting one of the following criteria: i)

common cold at the time of the measurement or ii) lung disease at

the time of the measurement, which included acute bronchitis or

respiratory symptoms (cough, wheezing, phlegm, shortness of

breath during rest or exertion); asthma medication at the time of

the measurement; history of asthma; history of chronic obstructive

pulmonary disease; chronic bronchitis or a history of other lung

diseases (e.g. lung surgery, pulmonary embolism). Volunteers with

non-respiratory diseases such as diabetes or heart diseases were

included in the healthy group. For the analysis we defined 4 health

groups: healthy/non-smoker, healthy/smoker, sick/non-smoker

and sick/smoker.

Statistical analysis
Statistical analysis was performed with the statistical software

‘‘R’’ version 2.13.1 (R Development Core Team 2011) with the

packages ‘gamlss’ (version 4.0-8) and ‘gamlss.tr’ (version 4.0-4) for

the GAMLSS models [10,11,20] and with the package ‘quantreg’

(version 4.71) for the quantile regression models [21]. Within the

GAMLSS framework we used the four-parametric Box-Cox

power exponential density distribution function (BCPE(m, s, n,

t)) as this distribution allows modelling of the expectation (m), the

variance (s), the skewness (n) as well as the kurtosis (t) [10] and a

truncated BCPE distribution for FEV1/FVC as that endpoint

cannot exceed 100%. Due to the non-linear relation between the

spirometry parameters and age we used a bent hyperbola model

for the m link with two change points and two transition

smoothness parameters. Further, the non-linear relation between

the spirometry parameters and age for the s link was modelled by

fractional polynomials of the 2nd degree. The change points and

the transition smoothness parameters were estimated using the L-

BFGS-B algorithm and within the GAMLSS models framework

using the generalized Akaike’s information criteria (GAIC) with a

penalty of 3 and Bayesian Information Criterion (BIC). Contin-

uous variables are presented as median and inter-quartile range.

We modelled the relation between the spirometry parameters and

the covariates age, height, sex, smoking status and disease status.

Besides, several models with interaction terms formed of the

variables age, sex and height were fitted and selected using GAIC

with a penalty 3 and BIC.

Results

Study population
From a total of 128’568 measurements 9’677 were excluded due

to age (,8 years, .90 years) incomplete data or non-Western-

European origin. The spirometry reference equations were

derived from 118’891 individuals consisting of 60’624 (51%)

females and 58’267 (49%) males. In total there were 18’211

(15.3%) children under the age of 18 years. The age distribution of

the study population is shown in Figure 1. The main character-

istics of the study population can be taken from Table 1. In adults

58.9% of the women and 43.8% of the men were never smokers.

All together 34.9% of the individuals under the age of 18 were

either active (19.9%) or passive smokers (14.9%). Of all

individuals, 66.3% where healthy, 6.8% had a common cold at

the time of the measurement, 17.0% had a lung disease and 9.8%

a non lung-related disease such as diabetes or heart disease.

Reference equation modelled with GAMLSS
The lung function parameters FEV1, FVC, PEF, MEF25,

MEF50, MEF75 were modelled with the Box-Cox power

exponential density distribution function (BCPE(m, s, n, t)). A

Spirometry Reference Equations for All Ages
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truncated BCPE(m, s, n, t) function was used to model the lung

function parameter FEV1/FVC. The BCPE distribution was

necessary as it was not possible to renounce modelling the kurtosis

(when using e.g. the BCCG distribution) as this would worsen the

model fit and increases the BIC (GAIC) in the models for all

endpoints. Residual analyses based on worm plot were done in

order to identify model inadequacies and were performed

graphically for all models (Figures S1 and S2). A good model fit

was achieved as only about 1484 (1.21%) individuals were not on

the QQ-line. The BCPE(m, s, n, t) function gives a distribution

from which the 5th quantile can be predicted. This is the quantile

generally recommended for the lower limit of the normal range.

The reference values (5th quantile), according to the GAMLSS

model, can be calculated by the four functions in Table 2 and

transformed to z-scores as described by the formula 1 of reference

[10] (Figure S3).

Comparison between the four health groups
Our reference equations not only include information on age,

sex and height but also on health and smoking status. This allows

us to model the entire population and produce adaptable reference

equations, where smokers can be compared to a smoking

Figure 1. Age distribution of the reference population. A comparison with the age distribution of the Swiss population in 2011 is made.
doi:10.1371/journal.pone.0052619.g001
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population. To illustrate this concept, Figure 2 shows a graphical

representation of four different populations: ‘‘healthy/non-smok-

er’’ (54’488, 45.5%), ‘‘healthy/smoker’’ (36’760, 30.7%), ‘‘sick/

non-smoker’’ (17’127, 14.3%) and ‘‘sick/smoker’’ (11’391, 9.5%).

The biggest difference between these populations can be seen for

the 5th quantile which is generally used as the lower limit of

normal. Not surprisingly, the individuals with the highest

prediction values are the ‘‘healthy/non-smokers’’. The ‘‘sick’’

individuals have the lowest values. A mean difference of 0.33 litres

in men and 0.27 litres in women is seen between healthy/non-

smokers and sick/smokers.

Quantile Regression reference equation and comparison
with GAMLSS

As equations modelled with GAMLSS are complex and cannot

be implemented in every spirometer we developed reference

equations with quantile regression to increase the implementation

possibilities. However, residual analyses revealed a worse fit than

for the GAMLSS models for all endpoints (additional information

can be found in the supporting information online).

Sensitivity analysis
A sensitivity analysis was performed for the following variables:

Compulsory measurement in children. In 66.5% of all

children and adolescents spirometry was done in a compulsory

setting. No significant difference was seen when excluding children

measured in a volunteer setting.

Years of data collection. As the data was collected over a

period of 17 years we analysed a linear time trend but did not find

any significant difference over time.

Body Mass Index (BMI). Only marginal differences were

found when comparing the reference equations for BMI cut-of

values of ,25, 25–30 and .30 for adults and their equivalents for

children [22].

Common cold. Reference values for common cold alone

were only marginally different than reference values for healthy

individuals.

As only marginal differences were found in all sensitivity

analysis (data not shown) all individuals and years were included in

the final population.

Discussion

We developed spirometry reference equations for 8–90 year olds

from a very large, cross-sectional sample of a Central European

population.

‘‘Spirometry reference values are important for the interpreta-

tion of individual spirometry measurements and may influence

clinical decision making. Most published reference equations use

statistical methods that cannot adequately model the complexity of

age-dependent lung function [2] and very few span across all ages

[3] introducing discontinuities at the transition points with

potential clinical implications for individuals with chronic lung

diseases.’’

One exception are the recently published spirometry reference

equations by Stanojevic et al., developed with complex statistical

methods for individuals aged 4–80 years of age [8]. As their

reference equations were derived from 4 pooled datasets collected

in 4 different countries (USA, Canada, UK and Belgium) their

reference values can be generalized to other mixed populations

with similar ethnic backgrounds. The reference equations we

developed are complementary to theirs as they also span from

school age to old age and use similar statistical methods. However,

they are derived from a single Central European population with

homogenous local environmental factors and genetic background

and the data was collected using the same instruments and testing

procedures throughout the years. Nevertheless, both equations

result in similar values [8] (Figure 2: healthy non-smoker). In boys,

the peak lung function is reached at the age of 20 years with almost

4.5 l followed by an age-dependent decline to just under 2.75 l at

the age of 80 years. In girls, the peak lung function is reached at 19

years with 3.4 l followed by an age-dependent decline to 2 l at the

age of 80 years. The decline is initially less steep in the LuftiBus

population with 3.2 l at the age of 40 years compared to 3 l in the

Stanojevic reference equations.

Spirometry reference equations should be derived from a

population as similar to the population from which the patient

originates as possible [23]. However, most spirometry reference

equations are derived from healthy non-smoking individuals [3]

who are generally a small subsample and have higher reference

values than the general population [24]. Some authors have

therefore included smokers in their reference population when the

Table 1. Characteristics of the study population.

N = 118’891 Female n = 60’624 Male n = 58’267

Adults Children (,18) Adults Children (,18)

52’245 (100%) 8’379 (100%) 48’435 (100%) 9’832 (100%)

Age 50 (25) 14 (3) 47 (27) 15 (3)

Smoking:

Never-Smokers 30’753 (58.9%) 5’664 (67.6%) 21’207 (43.8%) 6’169 (62.7%)

Smokers/Ex- Smokers 18’419 (35.3%) 1’436 (17.1%) 25’769 (53.2%) 2’208 (22.5%)

Passive smokers 3’073 (5.9%) 1’279 (15.3%) 1’459 (3.0%) 1’455 (14.8%)

Health status:

Healthy 33’256 (63.7%) 5’628 (67.2%) 33’211 (68,6%) 6’770 (68.9%)

Common cold 2’610 (5.0%) 1’134 (13.5%) 3’040 (6.3%) 1’263 (12.8%)

Lung diseases 9’745 (18.7%) 1’479 (17.7%) 7’378 (15.2%) 1’652 (16.8%)

Other diseases 6’634 (12.7%) 138 (1.6%) 4’806 (9.9%) 147 (1.5%)

For age we reported medians and inter-quartile range (in brackets) since the distribution was skewed.
Other diseases include all non-lung diseases such as diabetes, heart diseases, etc.
doi:10.1371/journal.pone.0052619.t001
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smoking prevalence was high [25]. The statistical methods we used

permitted us to model the entire population while including

information on smoking and health status. This allows clinicians to

choose which reference values are most appropriate for a given

individual. Indeed, although in most situations reference values for

healthy-never-smokers will be used, reference values for healthy-

smokers might be more appropriate for certain patients when

tracking disease progression or assessing effectiveness of therapy

over time. By including information on disease the reference

equations allow a comparison between healthy and sick individ-

uals. As can be seen in Figure 2 our data confirm that individuals

with lung diseases have lower spirometry values than healthy

individuals. Even though individuals with common cold where

included in the ‘‘sick’’ group, they did not have significantly

different reference values than healthy individuals, suggesting as

recently published [24] that not all respiratory symptoms need to

be accounted for when performing spirometry in patients.

Practically, the reference values according to the GAMLSS

model can be calculated by the four functions in Table 2 and the

formula found in Figure S3 [10]. To begin with, the values age,

sex, and height of a person have to be known. Smoker and sick are

for the clinician to decide. If the clinician would like to compare a

person to a ‘‘healthy-non-smoker’’ population then ‘‘smoker’’ and

‘‘sick’’ should be set to zero. The values calculated with the Table 2

must then be inserted in the function found in Figure S3 from

where the quantiles can be calculated. However, since these are

complex algebraic equations, the reference values are best

obtained by using the statistical software package R where the

function ‘qBCPE’ implemented in the package ‘gamlss’ can be

used. R is a free language and environment for statistical

computing and graphics that can be downloaded from the

following internet site (http://www.r-project.org/). Additionally,

upon request, the authors will gladly provide the source code in R,

thus facilitating its implementation in spirometry devices.

To allow the reference equations to be implemented in a wide

range of spirometers we additionally developed reference equa-

tions with quantile regression [12,26,27] using the same endpoints

(Table S1). A comparison between GAMLSS and quantile

regression models was done in Figure S5. However, compared

to the GAMLSS models, residual analyses revealed a worse model

fit for all endpoints (Figure S1, S4). Therefore, while the GAMLSS

reference equations should be used whenever possible as they give

the most accurate reference values the quantile regression

equations can be implemented as an alternative.

The reference equations for 18–80 years old recently published

by Kuster et al [12] are derived from the same data set. However,

the two reference equations are not directly comparable. Indeed,

we included data spanning from school age to old age thus

modelling the growth spurt of puberty and the transition from

childhood to adulthood. The equations presented herein therefore

expand and complement the reference equations from Kuster at

al.

The ATS/ERS task force recommends that reference values be

derived from a ‘‘representative sample of healthy subjects in a

general population’’; but, alternatively, can also be derived from a

‘‘large group of volunteers, provided that criteria for normal

selection and proper distribution of anthropometric characteristics

are satisfied’’ [1]. Although the population visiting the ‘‘LuftiBus’’

consisted mostly of volunteers and was thus possibly motivated by

personal health concerns we believe that the ‘‘LuftiBus’’ popula-

tion can be considered a ‘‘large group of volunteers’’ representa-

tive of the Zurich population. First, in the course of the 18 years

Figure 2. Comparison between the four health groups. The lung function parameter FEV1 is compared between the four health groups at
ages between 8–90 years old. For this comparison only men of 175 cm and women of 165 cm were included. The 5th quantile indicates the lower
limit of normal for each group. FEV1: forced expiratory volume in one second. The four health groups are: healthy/non-smoker, healthy/smoker, sick/
non-smoker and sick/smoker.
doi:10.1371/journal.pone.0052619.g002
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the ‘‘LuftiBus’’ visited each village of the Zurich County and a

similar proportion of the population of each village is represented

in the dataset. Second, the age distribution of the ‘‘LuftiBus’’

dataset is similar to the age distribution of the Swiss population

apart from an over representation of teenagers [15]. Third, when

the ‘‘LuftiBus’’ was leased by schools whole classrooms were tested

which allowed us to perform a sensitivity analysis between the

children being tested in a compulsory or a voluntary setting. No

significant difference was found. Lastly, we excluded all ‘‘sick’’ and

‘‘smoking’’ individuals from our ‘‘healthy/non-smoking’’ reference

values, thus reducing possible biases caused by health concerns.

Lung function has been shown to be influenced by various

factors such as cohort effect [1], ethnicity [28] or BMI [29]. As

only marginal differences were found when performing sensitivity

analysis we did not exclude individuals or years tested but rather

considered them as part of our ‘‘general representative’’ popula-

tion.

We developed spirometry reference equations spanning from

school age to old age for a Central European population. The

equations were derived from a large general population and are

intended for every day clinical use as they can be implemented in

most clinical settings. Additionally they allow clinicians to choose

reference values depending on a given clinical situation.

Supporting Information

Supporting Information S1 Results S1; Quantile Regres-
sion reference equation and comparison with GAMLSS.
(DOC)

Table S1 Quantile regression reference equation.
(DOCX)

Figure S1 Residual plots for FEV1 from the GAMLSS
model. Residuals of FEV1 from the GAMLSS model using

BCPT are shown: (a) against fitted values of m (b) against each

person (c) kernel density estimate (d) normal QQ plot. The Figures

show that the model is adequately fitted as the plots are

homogenous, compact, well centred around the zero in the

density estimate plot and only about 1484 individuals are not on

the QQ-line. GAMLSS: Generalized Additive Models for

Location, Scale and Shape. BCPE: Box-Cox power exponential

density distribution function. FEV1: forced expiratory volume in

one second. m: mean.

(TIF)

Figure S2 Worm plot of the residuals of the GAMLSS
reference equation for FEV1. The worm plot shows that the

model is well fitted at every age. The top bar shows the 20 age

ranges tested (displayed in steps from 6 to 99 years). The 20

corresponding 20 QQ plots (quantile-quantile plots) are probabil-

ity plots, which is a graphical method for comparing the residuals

of the GAMLSS model. They read from bottom left to top right

and correspond to the 20 age ranges. GAMLSS: Generalized

Additive Models for Location, Scale and Shape. FEV1: forced

expiratory volume in one second.

(TIF)

Figure S3 Formula for calculating quantiles. Formule

taken from Rigby RA, Stasinopoulos DM (2004) Smooth centile

curves for skew and kurtotic data modelled using the Box-Cox

power exponential distribution. Stat Med 23: 3053–3076.

(TIF)

Figure S4 Residual plots for FEV1 for quantile regres-
sion. Residuals from the quantile regression model for the 50th

and the 5th quantile are shown. (a) against fitted values of m (b)

against each person (c) kernel density estimate (d) normal QQ plot.

The residuals show a slight skewed distribution which is

accentuated in the 5th quantile. This can be seen by the plots

being less centred and less compact, having individuals at 24 but

non at +4 in the density estimate plot and having less individuals

on the QQ-line. FEV1: forced expiratory volume in one second. m:

mean.

(TIF)

Figure S5 Comparison between the GAMLSS and
Quantile Regression reference equations. The lung

function parameter FEV1 is compared between the GAMLSS

and the Quantile Regression model between the ages of 8–90

years old. For this comparison only healthy non-smoking men of

175 cm and women of 165 cm were included. The 5th quantile

indicates the lower limit of normal for each group. GAMLSS:

Generalized Additive Models for Location, Scale and Shape.

Quantreg: quantile regression.

(TIF)

Acknowledgments

The authors acknowledge and thank the Lung Association Zurich

(Switzerland) for providing the funding for the spirometry data.

Author Contributions

Conceived and designed the experiments: MKR DK OB AM JW.

Analyzed the data: MKR RPL UM EvM. Contributed reagents/

materials/analysis tools: OB UM EvM. Wrote the paper: MKR RPL EvM.

References

1. Pellegrino R, Viegi G, Brusasco V, Crapo RO, Burgos F, et al. (2005)

Interpretative strategies for lung function tests. Eur Respir J 26: 948–968.

2. Stanojevic S, Wade A, Stocks J (2010) Reference values for lung function: past,

present and future. Eur Respir J 36: 12–19.

3. Liou TG, Kanner RE (2009) Spirometry. Clin Rev Allergy Immunol.

4. Stocks J, Quanjer PH (1995) Reference values for residual volume, functional

residual capacity and total lung capacity. ATS Workshop on Lung Volume

Measurements. Official Statement of The European Respiratory Society. Eur

Respir J 8: 492–506.

5. Subbarao P, Lebecque P, Corey M, Coates AL (2004) Comparison of

spirometric reference values. Pediatr Pulmonol 37: 515–522.

6. Kunzli N, Kuna-Dibbert B, Keidel D, Keller R, Brandli O, et al. (2005)

Longitudinal validity of spirometers–a challenge in longitudinal studies. Swiss

Med Wkly 135: 503–508.

7. Golshan M, Amra B, Soltani F, Crapo RO (2009) Reference values for lung

volumes in an Iranian population: introducing a new equation model. Arch Iran

Med 12: 256–261.

8. Stanojevic S, Wade A, Stocks J, Hankinson J, Coates AL, et al. (2008) Reference

ranges for spirometry across all ages: a new approach. Am J Respir Crit Care

Med 177: 253–260.

9. Borghi E, de Onis M, Garza C, Van den Broeck J, Frongillo EA, et al. (2006)

Construction of the World Health Organization child growth standards:

selection of methods for attained growth curves. Stat Med 25: 247–265.

10. Rigby RA, Stasinopoulos DM (2004) Smooth centile curves for skew and

kurtotic data modelled using the Box-Cox power exponential distribution. Stat

Med 23: 3053–3076.

11. Cole TJ, Stanojevic S, Stocks J, Coates AL, Hankinson JL, et al. (2009) Age- and

size-related reference ranges: a case study of spirometry through childhood and

adulthood. Stat Med 28: 880–898.

12. Kuster SP, Kuster D, Schindler C, Rochat MK, Braun J, et al. (2008) Reference

equations for lung function screening of healthy never-smoking adults aged 18–

80 years. Eur Respir J 31: 860–868.

13. Egger S, Wieland R, Ludin M, Brandli O, Vetter W, et al. (2001) [Overweight

and obesity in the Zurich canton. A LuftiBus study]. Praxis (Bern 1994) 90: 531–

538.

Spirometry Reference Equations for All Ages

PLOS ONE | www.plosone.org 8 January 2013 | Volume 8 | Issue 1 | e52619



14. (1995) Physical status: the use and interpretation of anthropometry. Report of a

WHO Expert Committee. World Health Organ Tech Rep Ser 854: 1–452.
15. Official website of Switzerland ps (Accessed 27 november 2012) http://www.bfs.

admin.ch/bfs/portal/de/index/themen/01/02/blank/key/alter/gesamt.html.

16. Nelis M, Esko T, Magi R, Zimprich F, Zimprich A, et al. (2009) Genetic
structure of Europeans: a view from the North-East. PLoS One 4: e5472.

17. Lao O, Lu TT, Nothnagel M, Junge O, Freitag-Wolf S, et al. (2008) Correlation
between genetic and geographic structure in Europe. Curr Biol 18: 1241–1248.

18. (1991) Lung function testing: selection of reference values and interpretative

strategies. American Thoracic Society. Am Rev Respir Dis 144: 1202–1218.
19. Miller MR, Hankinson J, Brusasco V, Burgos F, Casaburi R, et al. (2005)

Standardisation of spirometry. Eur Respir J 26: 319–338.
20. Stasinopoulos RARDM (2007) Generalized Additive Models for Location Scale

and Shape (GAMLSS) in R. Journal of Statistical Software 23: 1–46.
21. Koenker R (2005) Quantile Regreesion. Cambridge University Press Cam-

bridge.

22. Cole TJ, Bellizzi MC, Flegal KM, Dietz WH (2000) Establishing a standard
definition for child overweight and obesity worldwide: international survey. Bmj

320: 1240–1243.

23. Pistelli F, Bottai M, Carrozzi L, Baldacci S, Simoni M, et al. (2007) Reference

equations for spirometry from a general population sample in central Italy.
Respir Med 101: 814–825.

24. Johannessen A, Omenaas ER, Eide GE, Bakke PS, Gulsvik A (2007) Feasible

and simple exclusion criteria for pulmonary reference populations. Thorax 62:
792–798.

25. Thompson JE, Sleigh AC, Passey ME, Barnes A, Streatfield RW (1992)
Ventilatory standards for clinically well aboriginal adults. Med J Aust 156: 566–

569.

26. Brandli O, Schindler C, Kunzli N, Keller R, Perruchoud AP (1996) Lung
function in healthy never smoking adults: reference values and lower limits of

normal of a Swiss population. Thorax 51: 277–283.
27. Brandli O, Schindler C, Leuenberger PH, Baur X, Degens P, et al. (2000) Re-

estimated equations for 5th percentiles of lung function variables. Thorax 55:
173–174.

28. Oscherwitz M, Edlavitch SA, Baker TR, Jarboe T (1972) Differences in

pulmonary functions in various racial groups. Am J Epidemiol 96: 319–327.
29. Jones RL, Nzekwu MM (2006) The effects of body mass index on lung volumes.

Chest 130: 827–833.

Spirometry Reference Equations for All Ages

PLOS ONE | www.plosone.org 9 January 2013 | Volume 8 | Issue 1 | e52619


